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'U ETPP USAID/KENYA
ACIO 


FROM: ugl sine, ffce of Projects
 

SUBJECT: 	CORAT Child Survival and Family Planning Project
 
(615-0241)
 

Date: 	 January 14, 1987
 

Action:
 

Your approval is requested for a grant in the amount of
 
$1,200,000 from the FAA Section 104 Population and Health
 
appropriation to the Christian Organizations Research Advisory
 
Trust (CORAT). It is planned that the total amount of
 
$1,200,000 will be obligated in FY 87.
 

Background:
 

Kenya's infant Mortality Rate (IMR) is estimated at 92, low by
 
African standards; however, this masks wide district variations
 
reaching 200/1000 in Western Kenya (one of the targetted areas
 
covered under this proposal). The country's main health
 
concerns are those diseases that affect child survival:
 
diarrhea disease, malaria and those that can be prevented by
 
immunization. Low birth weight and malnutriticn exacerbate the
 
low health status of children under five years of age. Kenya's
 
present population growth rate is currently estimated to be 3.8
 
percent per year, one of the highest in the world. To respond
 

to these 	needs the Ministry of Health has instituted the
 
integrated rural health/family planning program fccusing on
 

community based health care (CBHC) with emphasis on child
 
survival 	interventions.
 

The MOH plans to utilize both public and private institutions
 

(including NGOs and churches) to deliver CBHC services to local
 
communities. Churches contribute more than 40 percent of
 

health care services in Kenya with the vast majority being
 
centered 	in the rural, poorest communities. Religious
 

institutions are widely recognized as one of the principal
 
Kenyan entities (besides Government) with national scope,
 

grassroots infrastructure and regional and national linkages
 
that cut 	across tribal affiliations. The churches' system
 

therefore enables widespread participation in the development
 
process.
 

Christian Organizations Research Advisory Trust (CORAT) is a
 

not-for-profit corporation, registered with A.I.D. in Kenya,
 
which provides management services to Christian organizations
 
in Africa so that they may be more effective in management and
 
development
 



efforts. CORAT has, since its inception in 1975, been involved
 
in the area of health and for many years has provided
 
management and consultation to community based health and.
 
family planning programs, mission hospitals and other health
 
related systems. CORAT activities include training courses,
 
management consultancies and support, and research and
 
development programs primarily in the area of health care.
 

For the last three years, CORAT has been involved in overseeing
 

the implementation of four major community based health
 
care/family planning subprojects in Kenya funded by an A.I.D.
 
Operations Research Grant through the Johns Hopkins University
 
School of Public Health. These subprojects are the Diocese of
 
Maseno South and Mount Kenya East (Church of the Province of
 
Kenya), Tenwek Hospital (Africa Gospel Church), and the Roman
 
Catholic Diocese of Nyeri. The CBHC approach to the provision
 
of health care, with emphasis on child sur,,ival/ family
 
planning interventions, has been shown to be effective in these
 
projects.
 

CORAT proposes to expand two of the present subprojects, Tenwek 
and Maseno South into three subprojects: Tenwek, Maseno South
 
and Maseno West, and to support a fourth new project in the
 
Diocese of Eldoret. These expanded and new subprojects will
 
emphasize more sharply child survival and development
 
activities.
 

Discussion:
 

The project is aimed at expanding health care and uamily
 

planning services to many needy ccmmunities in rural Kenya,
 
enabling members of the target ccmmunities to take
 
responsibility for caring for and improving their own health.
 
Special emphasis will be placed on improving the health of
 
women and their children through focussed child survival
 
activities and spacing of children. CORAT will make use of the
 
existing extensive organizational network and presence in
 
communities of local church organizations to accomplish these
 
objectives. The proposed nrant will enable CORAT to: (i)
 
continue the activities of two on-going community based health
 

care/family planning subprojects and begin two new subprojects
 

which will all focus on (a) identifying and training village
 
health committees, (b) selecting and training community health
 

workers, (c) supervising and retraining the health workers,
 
(d) providing information and education to families on vital
 

aspects of family health, (e) providing immunization services
 
through staff supervisors; (2) provide oversight and
 
technical/management assistance to the subprojects in
 
management and health planning areas; (3) conduct management
 
workshops for subproject managers; and (4) conduct impact
 
evaluations through community surveys.
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CORAT will provide management advisory services and technical
 
(health related) advisory services to the subprojects on an as
needed basis, provide project oversight and monitoring, report
and liaise with AID, prepare cost effectiveness analyses, and
conduct baseline and follow-up surveys for 
use in project

evaluations. The responsibilities of each management and
 
advisory unit 
are outlined in the attached OPG proposal.
 

Analysis has shown the project concept to be sound.
 
Environmental analysis resulted in 
a finding of categorical
exclusion which was concurred in by the Africa Bureau's
 
Environmental Officer on September 25, 
1986 and cleared by
GC/AFR on September 26, 1986. The financial plans developed

for the project are adequate to 
assure proper implementation
and to meet the requirements of FAA Section 611(a). 
 The
Government of Kenya has concurred in the proposed activity

(Ref: A/l/l/14 - 251).
 

Obligation Arrangements:
 

Funds will be obligated through an Operational Program Grant

(OPG) to CORAT. Special provisions to 
be made part of the
 
grant will include in substance the following:
 

1. Within sixty days of 
the date of signature of the grant

Agreement, CORAT will submit to A.I.D. a detailed
 
implementation plan for the 
first year's activity identifying

major outputs, steps necessary to achieve those outputs, and a
detailed plan for procurement and 
use of technical assistance,
 
training, and commodities.
 

2. Three months prior to years 2 and 3, CORAT will submit
 
implementation plans for activities to be financed in 
those
 
project years.
 

3. CORAT is to be solely responsible for ensuring that each
employee is legally employed and granted all benefits
 
(including salary, lease and termination) in accordance with
 
applicable laws of the Government of Kenya.
 

Responsible AID Officer:
 

The officer in USAID/Kenya responsible for the project is Linda
 
Lankenau of the Office of Population and Health. The
responsible officer in AID/W is Thomas Lofgren, AFR/PD/EA.
 

Waivers:
 

The blanket source-origin waiver approved by the A.I.D.

Administrator on May 7, 1986 
to allow procurement from
geographic code 935 countries of right-hand drive vehicles and

motorcycles of 125 cubic centimeters displacement or less will
be applicable to vehicle procurement under this project.
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Justification to the Congress:
 

A Congressional Notification (CN) for the project expired

without Congressional objection on December 24, 1986. It is
 
expected that another CN will be forwarded to Congress covering

an additional t85,000 in funds which were inadvertently omitted
 
in the original CN.
 

Authority:
 

Authority for approval of the PID for the subject project by
 
USAID/Kenya was provided by AA/AFR hy cable (State 297438) on
 
September 22, 1986. Delegation of Authority No. 551, dated
 
December 23, 1986, provides to directors of Schedule A posts
 
authority to authorize a project if the project: does not
 
exceed 20 million dollars in life of project funding; does not
 
present significant policy issues; does not require waivers
 
which can only be approved be the Assistant Administrator for
 
Africa or the Administrator; and does not have a project life
 
in excess of 10 years. Authorization of the subject project is
 
within your delegated authority.
 

Recommendation: 

That you sign the attached project authorization and thereby
 
approve life-of-project funding of tl,20C,000 in grant funds
 
for the COPAT Child Survival and Family Planning Project.
 

Approved:
 

Disapproved:
 

Date:________
 

Attachments:
 

1. Project Authorization
 
2. OPG Proposal
 

Drafted: PRJ:VMacDonald:gmm:01/20/87 
Clearances: RLA:KHansen ,I /, 

PROG: JStepanek \ --_ PH:Gbierri tt " °,

>._ RFMC:HCollamer 

-
D/DIR:LHausman 7
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PROJECT AUTHORIZATION
 

Name of Country: Kenya
 

Name of Project: CORAT Child Survival and Family
 
Planning
 

Number of Project: 615-0241
 

1. Pursuant to Section 104 of the Foreign Assistance Act of
 
1961, as amended, I hereby authorize the CORAT Child Survival
 
and Family Planning Project, involving planned obligations of
 
not to exceed One Million Two-Hundred Thousand United States
 
Dollars in grant funds ("Grant") to be entirely obligated in FY
 
1987, subject to the availability of funds in accordance with
 
the A.I.D. OYB/allotment process, to help in financing foreign
 
exchange and local currency costs for the project. The planned
 
life of the project is three years and three months from the
 
initial date of obligation.
 

2. The project, which will be impLemented through an
 
operational Program Grant to Christian Organizations Researcn
 

Advisory Trust (CORAT) will support four major community based
 
health care and family planning subprojects in Eldoret, Maseno
 
South, Maseno West and the Tenwek Hospital region. The project
 

will finance training, supplies for community health workers,
 
oversight and management support of the subprojects and
 
evaluation of impact as key components of rhe project.
 

3. The Operational Program Grant., which may be negotiated and
 
to whom such authority is delegated in
executed by the officer 


accordance with A.I.D. regulations and Delegations of
 
the following essential terms
Authority, shall be subject to 


and covenants and major conditions, together with such other
 

terms and conditions as A.I.D. may deem appropriate:
 

Source and Origin of Commodities, Nationality of
 a. 

Services:
 

Goods and services financed by A.I.D. under the
 
source and
Cooperative Agreement shall have their 


origin as prescribed in A.I.D. HBI, Supplement B,
 
Paragraph 16Blb. Kenya is authorized as an eligible
 

source for procurement of goods and services under the
 

Agreement.
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b. Special Provisions
 

The following special provisions will apply to the
 
Operational Program Grant:
 

(1) Within sixty-days of the date of signature of the
 
Grant Agreement, CORAT will submit to USAID a detailed
 
implementation plan for the 
first year's activity

identifying major outputs, steps necessary to 
achieve those
 
outputs, and a plan for procurement and use of technical
 
assistance, training, and commodities.
 

(2) Three months prior to years 2 and 3, CORAT'will submit
 
implementation plans for activities to be financed 
in those
 
project years.
 

(3) The Grantee is solely responsible for ensuring that
 
each employee is legally employed and] granted all 
benefits
 
(including salary, leave and termination) in accordance
 
with applicable laws of the Governrment of Kenya. 

c. Waivers 

The blanket source/origin waiver approved by the A.I.D. 
Administrator on May 7, 1986 to allow procurement from
 
geographic code 935 countries of riqht-hand drive vehicles
 
and motorcycles of 125 cubic centimeters 
displacement or
 
less will be applicable to vehicle procurement under this
 
project.
 

Date:. A 3 
SteyrV W. Sind ing 
Mi s'ion Direco
 

Drafted:PRJ:VMacDona 1 atPm:01/20/86 
Clearance :PRJ: DKli n h4 . 

RLA:KHansen ,, ",,7 
PROG: JStepanek--,\'
 

.- PH:GMerritt C'* 
,RFMC : HCollamer;,,(: -


D/DIR: LHausman
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I. PROPOSAL SUMMARY 

CHRISTIAN COMMUNITY BASED HEALTH CARE PROJECT 

CORAT AFRICA is currently a project carrier to four
 
major church-related Community Based Health Care/Family
 
Planning (CBHC/FP) sub-projects in Kenya under a United
 
Statee Agency for International Development (USAID) Family
 
Planning (FP) Operations Reseerch grant.
 
The current sub-projects are the Dioceses of Maseno South and
 
Mount Kenya East of the Church of the Province of Kenya
 
(CPK); Tenwek Hospital of Africa Gospel Church; and the
 
Diocese of Nyeri (Roman Catholic).
 

CORAT proposes. to expand two of the present sub
projects - Tenwek CBHC/FP and Diocese of Maseno South
 
CBHC/FP. In the meantime, the Diocese of Maseno South has
 
now been split to become the Diocese of Maseno South and the
 
Diocese of Maseno West. The Diocese of Maseno West will be
 
an additional sub-project as will another sub-project in the
 
Diocese of Eldoret (CPK). The Dioceses of Mount Kenya East
 
and Nyeri are not seeking funding under this grant.
 

This proposed project will focus on Child Survival
 
and Health Care Delivery with the project purposes of:
 

a) reducing preventable disease and mortality among
 
target groups in the project area by .increasing
 
immune status, knowledge of ORT, nutritional status,
 
and general health knowledge;
 

b) increasing the acceptance and usage of modern
 
Family Planning practices among target groups and;
 

c) expanding four church operated Community Based
 
Health Delivery (CBHD) programmes in Western
 
Kenya.
 

The sub-projects are ll located in western Kenya and
 
operate in the 11 districts of South Nyanza, Kisumu, Kericho,
 
Kisii, Siaya, Nandi, Uasin Gishu, Elgeyo Marakwet, Turkana,
 
Trans-Nzoia, and West Pokot. There are major health problems
 
for children which are particularly amenable to primary
 
health care in all these areas: measles, diarrhoea, malaria,
 
enteritis, tetanus, and malnutrition.
 

The target populations are generally children under 5
 
years of age and women of child-bearing age (17-49 years) who
 
are seen as the principal purveyors of health knowledge and
 
services to children in the Kenyan family. The primary
 
health beneficiaries are the estimated 98,300 households to
 
be served by about 1,100 (EOPS) Community Health Workers
 
(CHWs) managed by approximately 210 (EOPS) Village Health
 
Committees in different locations throughout these districts.
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The implementation of the project will be through
 
full involvement of the target communities in the process of
 
health care delivery at the level of each village and family.
 
To increase the capability of the communities to participate
 
in this health care delivery process, the projects will
 
faoilitate the selection and training of Community Health
 
Workers (CHWs); identify and dialogue with Traditional Birth
 
Attendants (TBAs) and Traditional Health Healers (THs) and
 
identify and train Community Leaders. The project will also
 
provide Immunizations; Information, Education and
 
Communication (IEC) regarding growth monitoring, weaning,
 
nutrition, sanitation, and ,how to prepare and use oral
 
rehydration solution (ORS).
 

on
The implementation strategy will be based a
 

meaningful community involvement in planning, organizing and
 
implementing the sub-projects with guidance and facilitation
 
from trainers experienced in the Community Based Methods of
 
training. Thus, the projects will aim at changing the
 
attitudes of the target communities through appropriate
 
methods of communication. Indicators to be uscd to monitor
 
and evaluate progress towards accomplishing objectives are
 
those which focus on changes in the target populations'
 
access to and proper use of available health services, and
 
changes in the health status of the target community. (A
 
Logical Framework is included in Appendix A.)
 

Specifically, the sub-projects will: (i) encourage
 
formation of Village Health committees (VHCs),.. who (ii) 
select Community Health Workers (CHWs). These CHWs Rre (iii)
 
trained by the sub-project trainers to work in their own
 

communities. They are, then, (iv) followed up by the
 
trainers who are also their supervisors end (v) given
 
appropriate refresher training.
 

The CUWs serve as community-based distributors cf
 

information and education regarding: immunization; sugar and
 

salt solution for preventation of dehydration; and growth
 
monitoring. This is the largest single element of the sub
projects. The CHWs also are equipped with a First Aid Kit of
 
simple medicines and supplies. These are sold slightly above
 
cost, and the surplus used to finance the local village
 
health operation. The sub-projects also provide the health
 

carry out
interventions such as immunization (supervisors 

mobile clinics) growth monitoring and IEC on proper weaning,
 
ORT, nutrition and sanitation practices. The mobile clinics
 
carry services to remote areas and provide important coverage
 
beyond MOH's present means and capabilities.
 

CORAT provides (i) oversight, (ii) management counsel
 

(in data management, planning, financial management, cost
effectiveness analysis, workshops, etc.,) for the sub
projects, and (iii) carries out baseline and follow-up
 
surveys for all sub-projects. CORAT serves as the overall
 
project carrier responsible to .the donors for monitoring and
 
evaluation of all sub-projects.
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This proposal requests an OPG of $1,285,000 (88%)

from U.S.A.I.D. out of a total project cost of $1,881,562 for
 
three years. This funding will enable the following levels of
 
expansion:
 

1. About 150 new VHCs will be trained and formed with a
 
target of 208 active VHCs at end of project.
 

2. Over 710 new CHWs will be trained with a target of 1,087
 
CHWs at end of project.
 

3. About 1,819 CHW retrainings in CBHC/Child Survival will
 
take place over the 3 years'
 

4. An estimated 585,000 CUW motivational visits to homes
 
will be carried out resulting in:
 

5. Over 12,600 active Family Planning users (couples) at end
 
of project.
 

6. About 372,500 training sessions in ORT for mothers.
 

7. Around 2,300 mobile clinics will be carried out resulting
 
in the following:
 

8. Over 407,200 immunizations (doses of children and ante
natal mothers)..
 

9. An estimated 631,700 children weighings.
 

10. About 302,300 children checked at mobile clinics.
 

CORAT will carry out baseline and follow-up surveys
 
for evaluation purposes. CORAT consultants will make over 48
 
sub-project visits for oversight and management consulting
 
purposes. (See Appendix A for Logframes.)
 

Expected measurable impacts of the sub-projects will
 
include:
 

- a significant percentage increase in
 
children's immune status in target groups

(versus control groups)
 

- a significant percentage increase in the 
knowledge and use of ORT to treat children's 
diarrhoea between start-up and EOP 
(versus control groups)
 

- a significant percentage decrease in childhood
 
measles between start-up and EOP (versus control
 
groups)
 

- a significant increase in well nourished under, 
fives children as indicated by weight for height 
and arm circumference measures (versus control 
groups). 
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The overall project has great capacity for diffusion.
 
CORAT is now being regularly approached for advice in
 
planning and managing CBHC/FP projects. The Diocese of
 
Eldoret is a current example. Others include the Mennonite
 
Church, Shirati Hospital in Tanzania, and two other Anglican
 
Dioceses in Kenya. The Church of the Province of Kenya
 
(C.P.K.), alone, with 11 dioceses nationwide has the "grass
roots" infrastructure capable of carrying out CBHC programmes
 
which could have a massive impact on child health and family
 
planning practice throughout Kenya. Six of these dioceses
 
are already embarked on. CBHD programmes (3 under this
 
project).
 

II. BACKGROUND
 

1. CORAT PURPOSE MANAGgEEUAND FUNCTIONS 

The purpose of CORAT AFRICA is to enable better
 
management within churches and Christian organizations in
 
Africa, so that they may be more effective, particularly in
 
their management and development efforts. CORAT activities
 
include training courses, consultancies, research and
 
development. CORAT began in 1975 when several Christian 
denominations initiated its formation. In its institutional 
structure, CORAT AFRICA is a not-for-profit corporation, 
limited by guarantee, and registered in Kenya. CORAT has a 
board of directors comprised of experienced Christian 
managers and leaders of Christian organizations "in Kenya. 
CORAT has grown to include five full-time consultant staff, 
and numerous associate consultant staff (who are important 
resources of the organization). CORAT's financial basis is 
income received from fees for services. (Two staff are 
missionaries seconded by U.S. churches). 

CORAT's policies are formulated by the Board of
 
Directors although the day-to-day management is the
 
responsibility of the Executive Director. The diversity of
 
professions among CORAT's full-time staff and associate
 
consultants give CORAT an ability to respond effectively to
 
the reeds of all church organizations and especially, those
 
addressing the basic problems of poverty, disease and death.
 

The main functions of CORAT can thus be summarized
 
as: 

- Management consulting (including health care
 
management)
 

- Training
 

- Research 

- Development of publications and other tools.
 



2. PREVIOUS HEALTHMANAGEMENT EXPERIENCE
 

Among CORAT achievements are dozens of management

training courses 
(from a few days to 12 weeks), workshops,

consultancies, evaluations, 
 and research investigations for

churches and Christian organizations. A list of recent
 
activities relevant to population, health and development is
 
given in Appendix C. To illustrate, CORAT:
 

Served as consultant to both Kenya Catholic
 
Secretariat 
(KCS) Medical Services and Protestant
 
Churches Medical Association (PCMA) in their
 
preparation for involvement in the Governmnnt 
 of

Kenya, Integrated Rural Health and family Planning

(GOK, IRH/FP) project (1979-1983).
 

- Facilitated the 1984 evaluation of Chogoria
Hospital's Community-Based Health Care and Family
Planning (CBHC/FP) programmes. 

- Wrote the feasibility study for the Diocese of 
Mount Kenya East's primary health care programme. 

Served as sub-project carrier for and consultant
 
to three major CBHC/E'P sub-projects and one
 
natural Family Planning (NFP) sub-project located
 
in Kenya. (Grant No. "AlD/DSFE-C-OO55).
 

The current 4 sub-projects are:
 

- Christian Community Services of Mount Kenya East
 
CBHC/FP
 

- Diocese of Maseno South CBHC/FP
 

- Tenwek Comunity Health Programme, and
 

-
 Diocese of Nyeri's FP Programme.
 

These four have been funded by U.S.A.I.D. through the
Johns Hopkins School of Public Health. All these funds have

been administered successfully by CORAT. 
When these projects
 
were initiated, U.S.A.I.D. officials promised that ongoing

funds and support would be provided long-term if the projects
 
were successful. They have been successful.
 

Further funding is now sought from U.S.A.I.D. in this

proposal to enable CORAT to assist two of these 
sub-projects

to continue and expand the work noted in the last
 
illustration.
 

.. .At least, one half of CORAT's work involves enabling

church NGOs to fulfil their calling to improve the health of

the communities which they serve. The people of CORAT find
 
.i.. exciting and deeply satisfying to be a part of such
 
efforts.
 



CORAT's philosophy of Community Health Development
 
is to assist people in the process of organizing themselves
 
to better utilize their own available resources to improve
 
the health of the most vulnerable members of the community.
 
We believe that improvement in health status is a major part
 
of overall development and integrally connected with economic
 
development.
 

The most effective way to reach the poorest members
 
of rural communities is to work with-and through the agencies
 
which are already sufficiently structured to reach the
 
remotest people in the rural areas. Iki Africa, the church is
 
well recognized as the only national or international agency
 
(besides the government) with a broad scale, grass roots
 
infrastructure with regional and national linkages that cut
 
across tribal affiliations. The church's tystem can enable
 
mass participation in the development process.
 

3. SUB-PROJECTS
 

Historically, the Christian church in Kenya has had a
 
prominent role in health care. Currently, the churches
 
contribute more than 40% of health care services in Kenya.
 
Many of these services have now taken an innovative, and
 
pioneering role in providing Primary Health Care Services
 
throughout the nation.
 

In these projects, the intention is to share power
 
with the people through an informed partnership in the 
processes aimed at reducing the effects of poverty, ignorance
 
and ill health. Three sub-projects have a strong background
 
in primary health care:
 

A. Haseno South. This sub-project is lccated in all
 
three districts in Nyanza Province: Kisii, Kisumu and South
 
Nyanza. The present proposal is to consolidate and intensify
 
coverage in the present divisions and expand further south
 
into South Nyanza and Kisii (where the current presence is
 
small). Population densities- in the districts range from 80
 
to over 200 per sq. km.
 

In 1975, the Diocese of Maseno South pioneered a
 
primary health care programme in the Church of the Province
 
of Kenya (Anglican). since then, the Diocese of Maseno South
 
has trained more than 250 CHWs who take care of an estimated
 
25,000 households (or an estimated 125,000 people) in the
 
rural areas of Nyaiza Province. These CHWs have been able to
 
reach an estimated 62,500 children under the age of five
 
years and the same number of women 15 to 49 years. Over 50%
 
of these mothers have been taught one or more of the
 
following: the home based ORT of salt and sugar solution;
 
the benefit of growth monitoring and proper weaning in terms
 
of weaning foods, food preparation and consistency and 
frequency of feeds which would ensure an adequate intake of 
energy; and the importance of immunization. The number of 
CHWs is increasing very rapidly and ao the number of 
beneficiaries could more than double if the project continues
 
for another three years.
 



- 7 -


The training of CHWs is organized as close as
 
possible to where the CHWs live and work and does not require
 
a Health Institution. This is done by the trainer for 'the
 
local area. This lowers the cost of training both to the
 
CHWs and to the Project and also keeps the training relevant
 
to the functions of the CHWs. It also ensures that they are
 
trained in a setting similar to where they are going to work.
 
Two Nurse supervisors in the Maseno South project conduct
 
mobile clinics at 10 locations monthly.
 

The achievementi of this programme will be fully
 
realized only when the evaluation survey is done in March,
 
1987, as part of current project funding. Judging from
 
service data and reports on training, CORAT expects that
 
there will be a substantial increases in: immunization
 
coverage; number of children with access to regular weighing;
 
and proportion of mothers who know and can use home based
 
ORn.
 

The programme has trained 294 CHWs, has 83 active 
VHCs, and 2 Contact Community Health Workers (CCHWs). The 
programme ic staffed by a coordinator, 2 nurses, logistics 
and statistics clerk, 2 secretaries, 1 driver, and a 
watchman. 

B. Tenwek. This sub-project is located in one District
 
of Rift Valley Province: Kericho District. Population
 
densities vary between 17 and over 160 persons per sq. km.
 

Tenwek Hospital is located five miles from Bomet and
 
30 miles SE of Sotik. The medical work was first started in
 
1935 by World Gospel Mission and later handed over to Africa 
Gospel Church. The few government dispensaries and health
 
centres often refer patients to Tenwek. The nearest
 
hospitals are 30 miles north or 50 miles west. There are no
 
hospitals to the south until far beyond the Tanzania border.
 

Tenwek Community Health Programme began the Primary
 
Health Care outreach from the hospital in 1985. The project
 
has a full staff consisting of: coordinator, senior
 
supervisor, 4 supervisors, secretary, I book-keeper, and
 
logistics officer. The programme has trained 145 CHWs, has
 
21VHCs, and has 13 regular mobile clinic centres where from
 
June, 1985, to July, 1986, over 35,000 immunizations were
 
given. There are currently 1,885 FP users in the programme.
 
In the 1985/86, period, 6,289 CHW home visits were made and
 
1,800 groups received primary health instruction.
 

The Tenwek programme ran a 1984 baseline survey
 
covering 597 households with 589 women interviewed. This
 
research focused on FP and family health. A follow-up survey
 
is planned in 1986 under current-funding.
 



Other research in this project has shown that 
non
monetary incentives (e.g., a badge for excellnce) can
 
contribute significantly to CHW performance. Tenwek has used
 
a micro-computer in project management and demonstrated 
its
 
usefulness for similar projects. The number of CHWs will
 
double in the next three years if funds are obtained to

enable the project to continue and in the same way the number
 
of beneficiaries would also double.
 

C. Maseno West. The Diocese of Maseno West was created
 
from part of the Diocese of.Maseno South in 1985. This sub
project is located in Siaya District of Nyanza Province 
and
 
has a presence in all four divisions of the district: Bondo,

Yala, Boro, and Ukwala. This sub-project has the highest

population densities of any of the sub-projects, varying from
 
140 to over 230 persons per sq.km. Intensification of
 
coverage within these divisions is planned.
 

Experienced primary health care personnel from the 
Diocese of Maseno South (but living in Siaya) form the 
nucleus for this sub-project. These include 2 nurses, 130 
CHWs, and 30 VHCs. 

The Maseno West programme area was included in
 
previous Maseno South research and results for West
Maseno 

are amenable to disaggregation.
 

D. Diocese of Eldoret. The Diocese cf Eldoret was
 
formed in 1983 from the Diocese of Nakuru, 
which exists to
 
the south.
 

The Eldoret sub-project will operate in six districts
 
of Rift Valley Province: Nandi, Uasin Gishu, Elgeyo Harakwet,

Turkana, Trans Nzoia and West Pokot. It will begin in
 
Sirikwa Parish (covering parts of Elgeyo Marakwet and Uasin
 
Gishu), Nendi and Trans Nzoia. The sub-project has the
 
widest range of population densities, varying from as low as
 
2/km2 to over 120/km2.
 

Dr. Dan Peterson, M.D., a missionary is the
 
coordinator and has identified 
2 nurses as probable

supervisors.
 

4. PROBLEM STATEMENT. The four sub-projects ameliorate
 
7 major health problems.
 

1. The government districts in which the sub
projects are located rank among the highest in Kenya in terms
 
of early childhood mortality (death during the first 2 years

of childhood). The Kenyan 1979 census shows South Nyanza as
 
having a rate of 216 early childhood deaths out of 1,000

births. Siaya has a 211 per 1,000 rate, Kisumu is 199 per

1,000 and West Pokot has a 188 ECM rate. These are extremely

high compared to some Kenyan districts such as Nyeri

district's 49 per 1,000.
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The other sub-project areas fall
ranges. Turkana in high ECM
and Elgeyo Harakwet are in the 121-165 per
1,000 range while Kericho, Uasin Gishu, Nandi and Trans Nzoia
are in the medium ECM range of 91-120 deaths per 1,000.
Kivii ranks Only
in the relatively low 61-90 
deaths 
per 1,000
which is still high by western standards.
 

While infant mortality
mortality and early childhood
rates are historically dropping throughout 
Kenya,
much work still needs to be done in these sub-project areas.
 
2. Preventable diseases are the cause of many early
childhood 
deaths. 
 Malaria 


prevalent health problems 
is one of the arpa's most
 --- especially in Siaya, Kisii, and
S. Nyanza. In most sub-project


traditionally by way of prophylaxis. 
areas little is done
 

Treatment
malaria cases of existing
is often poor or non-existent 
--- especially,
where people live over 2 kms from health facilities.
 

3. Enteritis 
and diarrhoea are also very prevalent
and major 
causes of childhood (under
Diarrhoeal 5 years) mortality.
diseases arq preventable through
hygiene, sanitation,
nutrition, and 
treatment 
with oral rehydration

solution.
 

4. 

major 

Tetanus and measles are also very prevalent and
causes of childhood mortality. Surveys in the Maseno
and Tenwek areas 
revealed a low level of immunized children
(under 2 years). 
 Maseno South/West had 27% 
of 0-2
immunized and Tenwek showed 15%. 
years


Eldoret areas are 
 Dp~u-ned

to be like Tenwek.
 

5. Pneumonia 
and other respiratory diseases 
 are
major killers which are not necessarily preventable but which
could be cured if diagnosed and treated quickly.
 

Late 
diagnosis and treatement ofI many 
diseases
results in childhood deaths that could have been prevented if
diagnosis had 
 been 
made earlier 
and treatment 
 started
 
promptly.
 

Little data exists at the 3ub-project level about
disease patterns

Health. 

except for that generated by Ministry of
This MOH data tends to be aggregated in national and
provincial data 
levels. 
 Tenwek Hospital 
is an exception.
The Tenwek sub-project proposal contains disease pattern data
gained from computer access 

data is 

to their hospital records. This
reported in the sub-project proposal 
 and supports
this general analysis.
 

6. Malnutrition caused by ignorance and poor feeding
practices is 
a largely preventable problem in the sub-project
areas due to the high and medium potential agricultural 
 land
available.
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Malnutrition 
causes wasting and stunting and
often a precursor is
to childhood mortality due 
to weakened
resistance. 
 The Kenyan government's 1983 "Nutrition 
Survey
3" reported that the sub-project areas had large 
 estimated
numbers of children with stunted growth
nutrition. due to poor
The survey reported Siaya with 37% of
stunted, Kisii children
-
31%, S. Nyanza - 25%, Kisumu - 20%, and the
other sub-project 
areas had 18-19% stunted growth except
Nandi District with 12%.
 

7. Kenya's high 
birth rate is a national problem
that is well documented and a major priority for
efforts. development
During 1983-84,'CORAT surveys among 1,600 women in
the Maseno South/West and Tenwek areas 
indicated that more
than the majority of women (55-56%) of child-bearing age have
some knowledge about family planning but only 4-7% 
 currently
were 
using family planning methods. 
 The Tenwek survey
indicated that 
22% of womon did not 
 desire additional
children but only 4% 
were using family planning.
 

The 1984 National Contraceptive Prevalence Survey
and other evidence 
 from the field suggest that growing
number of a
women want to practise 
 family planning
ignorance of but
 
constraints. 

modemn methcds and lack of supplies are major
These constraints 
can be overcome by community
based delivery systems as 
proposed in the sub-projects.
 

5. HOST COUNTRY ACTIVITY. 
 Child Survival and Family
Planning are major development programmes for tha Republic of
Kenya. The 
 Ministry of Health and the National Council for
Population and Development have major programmes 
 in these
areas which are supported by U.S.A.I.D.
 

Around 40% of health institutions in Kenya are church
or 
 mission operated. These receive ongoing 
support tnd
funding 
from the government which 
 recognizes 
 that their
 
support is vital.
 

Ministry of 
Health have supported the Maseno 
 South
(and West) 
and Tenwek programmes in the 
 past. HOH (Dr.
Maneno) has approved previous proposals to U.S.A.I.D. of this
project. 
He has been asked to approve this project proposal.
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III. PROJECT ANALYSIS 

1. Economic Analysis
 

In this section an attempt will be made to show a few
advantages (benefits) that will occur as 
a result of having
this child survival 
 project and related costs. This is
despite the fact that a traditional cost benefit analysis
not possible for such a project. 
is
 

The proposed project will
reach an estimated 560,000 people who will be 
 serviced by
CHWs and other project personnel.
 

A. EMIitq 

a) The project aims at preventing death and
promoting health 
 among the target groups
particularly mothers and children. 
 Good health

will mean that mothers and children will gain the
time they would have lost through being tied down
with illness and/or visiting health centres for
curative care. 
 The time saved will most probably

be used in economic activities beneficial to the
family and country in the final analysis. Betuer
health for the child 
will result in better

performance in her/his activities e.g., school

performance 
 which has potential economic
 
benefits.
 

b) CBHC 
projects focus on preventive health care
which is estimated at 1/6th of curative 
care.
Better preventive health can 
be seen as one wnr
of ultimately reducing Government of Kenya

expenditures on health.
 

c) The 
project seeks to increase birth intervals as
well as 
reducing tonal fertility rates. This

will 
free the women frcm constant child rearing

so as 
 to allow them to conzribute more to the
labour 
 force of the family, community and
 
country.
 

d) The community involvement in dealing with 
health
issues will also pave the way for 
 community

involvement in finding ways 
 to better their
economic wellbeing. 
The community involvement in
choosing health committees, CHWs and determining

what happens in their village are motivation for
realizing the 'power' they 
have in working

togetherl
 

Specifics of benefits achieved in a number of
programmes in Kenya are provided in Section 2, 
CBHC
 

The Technical
 
Analysis.
 

B. Cost-Effectiveness
 

This is a CBHC project which emphasizes a cost
effective 
health care system compared to a curative system.
Further attempts have been made to keep costs to the 
minimum
 
through:
 

a) having volunteer CHWs and committees
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b) 	having inbuilt flexibility such that insight7


gained and 
things that work in one sub-project

will be quickly shared with the other sub
projects, hopefully to resulz in gains throughout

the project.
 

a) 	having cost control collection and analysis of

unit cost data on a routine basis. This will
 
tend to highlight areas of sudden cost 
increases
 
so that corrective action can be taken.
 

Taking the benefits listed above and the cost
strategy, it is expected that this project will yield 
 some
 
significant economic benefits.
 

C. 	Sustainability/Self-Reliance
 

The 	question is asked: Can the projects become selffinancing 
at the end of the present funding? Three of the

sub-projects will have been funded for six years at the
 
terminatio;i of this project.
 

Frcm 	past experience we have learnt that 
education
 
takes a while to seep through. From the current projects

some health committees both in Tenwek and Mt. Kenya East have

embarked on income generating activities and have manag4ed 
to
raise 	some funds. 
 Given 	Kenya's spirit of harambee and that

people on 
 the whole are used to paying for key services

(e.g., building classrooms) it is possible that, if the
projects are able to demonstrate success, people will be

willing to pay part of the costs involved in CBHC. Also, if

the dioceses are 
 enabled to see the benefits of CBHC,
allocating additional funds to this activity should become 
 a
 
reality.
 

2. 	Technical Analysis
 

A. The concept of CBHC has been introduced into a
number of developing countries in the last 30 to 
 40 	years

with remarkable result. For example, the 
Alma Ata

declaration of PHC as the strategy of achieving health

all by the year 2000 is a case in point. 

for
 
At that meeting it
 was 
recognized that community participation is a key element
 

of effective community care.
 

In Kenya the CBHC approach has been shown in several
 
areas to be effective in:
 

i) 	 Increasing completed immunization coverage from
 
less than 20% 
to more than 90% in less than 5
 
years (Maua Community Based Project in Meru
 
District).
 

ii) 	 Decreasing infant mortality from over 160 to 90
 
per 1,000 live births in Saradidi Health
 
Project in Siaya District.
 

iii) 	 Decreasing early childhood (1-4 years)

mortality 
from 25 to 18.2 per 1,000 mid-year

population of children 1-4 years. It was
 
observed 
in the same study that measles deaths
 
declined in the same period of time and in 
 the
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same age group from 14.3 to 4.3 per 1,000 mid
point population (Saradidi Health Project).
 

iv) 	 Increasing family planning use from less than,. 
15% to more than 30% of women 15 to 49 in the 
Diocese of Mount Kenya East and to more than 
40% of women 15 to 49 in Chogoria CBHC/FP 
programme in five years. Tenwek Hospital's 
CBHC/FP programme deployed 73 CHWs in the 
programme's first year of service and saw 714 
FP clients recruited in that year. Moot (80%) 
of these were,first time contraceptive users. 
(See CORAT/JHU Research Reports - Study No. 3). 

One could say that in Kenya CBHC has been fcund to be
 
effective in improving health status. CBHC is now taken
 
seriously in Kenya with the Ministry of Health giving it full
 
backing and support. It is also to be noted that the
 
district focus for Rural Development strategy now in
 
operation is based on the principles of community based
 
approach to development. In a way the proposed CBHC
 
programmes are going to add to the diffusion process which
 
has gathered momentum and is well underway.
 

B. Specific Technical Intervention
 

1. Family PlanninUg. This intervention involves
 
the provision of IEC and commodities for contraception and
 
motivating the families to use them for the spacing of their
 
children and limitation of their family size. These services
 
are provided through well trained CH~s under the supervision
 
of Enrolled Community Nurses (trained in Family Planning
 
Services) who in turn are supported by a Registered Public
 
Health Nurse or a Medical Doctor who usually are the
 
coordinators of CBHIC at the level of each sub-project. In
 
addition the sub-projects normally have additional support at
 
at all levels of health care delivery from the MOH system and
 
from consulting physicians. In this way the safety and
 
effectiveness of this intervention is ensured.
 

Contraceptive use has been shown to contribute
 
significantly to mortality reduction. It is estimated that
 
about 200 mothers out of 100,000 live births die in
 
childbirth in Kenya every year. The risk of dying in
 
childbirth and in infancy increases markedly over 35 years
 
and after the fourth child and when birth intervals are less
 
than two years. Therefore, providing and motivating couples
 
to use contraception will reduce mortality. It has been
 
shown that if Kenyan women had only 4 children or less then
 
approximately 2,000 lives lost yearly in childbirth would be
 
saved and IMR would decline by 25%.
 

.2. Oral Rehydration Therap.y JQRT). In our sub

and through them to tho rwet of community with mthern au the 
main target. It is recognized that preventing diarrhoea is 
not possible to achieve in the communities with which we are 
working given their living environments. This is why our 
focus is on the management of diarrhoea to prevent death and 
to reduce duration of illness from diarrhoea and vomiting. 
The CHWs are trained on: 
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a) how to assess the condition of a child with
 

diarrhoea and make a decision on appropriate line
 
of action;
 

.b) how 
to prepare a home-made salt-sugar solution
 
(SSS);
 

a) 
how 	to give it to the child with diarrhoea;
 

d) 	how to train the mother to make SSS and give it
 
to child with diarrhoea;
 

e) 	to 
advise the 'mothers tc continue breast-feeding

and 	other available foods to the child and 
 never
 
to withhold food or drink.
 

The CHWs learn the preparation of ORT through
demonstration and return demonstrations and they also 
teach

the 	mothers in the same way.
 

With proper instruction and follow-up ORT is found to
be effective in preventing diarrhoeal deaths. The subprojects emphasize the use of SSS because the ingredients are
 
usually available in the home.
 

This intervention is particularly appropriate because
the target conununities have a long tradition of 
 7cereal or
banana oral fluids 
during diarrhoea. This makes theintroduction of ORT in these areas 
relatively easy as the new

ideas are built on old/existing ones.
 

Most of the sub-projects have had success with 
 this
intervention and so they have experience in it which they can
also share with the new sub-project.
 

3. 	Immunization. Under 
the Expanded Programme
for Immunization (EPI) the MOH, Governm-ent of Kenya, isspending a lot of effort and 	resources to strengthen the
delivery of immunization services throughout 
 the country.

This involves the establishment of the cold chain, 
training
of 	 service providers, 
 and 	supplying equipment supplies and
vaccines. Various government and non-government agencies are
also involved in the accelera;ed immunization activities.

This is because vaccine prevyntable diseases (especially

measles) 
 are 	among the top three causes of death in infancy
and early childhood. Strengthening the delivery of services

is 
not 	enough without motivating the use. The sub-projects
intend to motivate the community to use these services 
 which
 are 	effective in reducing morbidity and mortality.
 

With the 
CBHC system in place the sub-projects are
well able to provide IEC effectively and also to supplement

the Government efforts 
in the delivery of the services. The
.sub-projects have established
an 	 cold-chain, trained
personnel in EPI and trained CHWs as 
change agents within the
communities. The is-able to
system deliver immunization

services safely, effectively and efficiently, CHWs taking the

major role of motivating the community.
 

4. 	Growth Monitoring. 
 One of the most important

indicators of the well-being of a child 'isthe rate of weight
gain 
which should increase steadily with age. The curve of
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weight 
for age wl-ch indicates no gain in weight
loss or weight
shows that something is wrong with the child and
the hence
need for action. 
 What is wrong may have to do with the
feeding practices or an 
illness..
 

Weighing the 

compare the 

child once may be useful as one can
weight with that of other children in the
age-group same
but it is much more important to see the trend
weight. This is why it of
is important to enable the mothers to
understand 
the importance of having 
the children weighed

regularly.
 

This is 

sub-projects 

a simple and effectivb technology whirh
can easily carry out if 
the
 

scales. they have weighing
The CHWs would also be trained in weighing children
and in discussing the 
weight with
technology will the mothers. This
prevent death and 
 promote health
infants among
and children 
aged I to 5 years as it ensures timely
interventions to combat any problem the child may have early.
 

5. Ant
to ensure that a pregnancy The purpose of ANCends successfully iswith a healthymother and a healthy baby. 
This is done through:
 

a) regular visits to the clinic by pregnant 
mothers
 as early in the pregnancy as possible;
 

b) giving a tetanus toxoid to 
 prevent neonatal
 
tetanus;
 

c) 
giving malaria chemoprophylaxis 
in malarious
 
areas;
 

d) screening the pregnant women by identifying
factors 
 and ensuring risk
 
that they deliver 
under
adequate supervision.
 

The sub-projects provide some ANC to supplement 
the
existing MOH system but more importantly they train the
to educate the women CHWs
regarding the use 
of ANC. They are able
to encourage the women to visit the clinic, 
 at
to get immunized, checked and advised. 
least twice,
 

to recognize They are also trained
high risk factors and to refer the
care. women for
They are also trained to assist TBAs in their work in
the community.
 

6. Trainingof 
 CEI'.. 
 The CHqs
agents in the community. are the change
They ar- trained
interventions in simple
that prevent disease,
prevent promote health
death. Their main role is 
and
 

IEC to 
 the community.
Thus, their main training need is communication.
_coordinators The project
and supervisors are all trained
methods in non-formal
of training and 
are able to transfer this 
 skill
:the CHgs. to
 
effective, 

This method of traihing has been-shown-to be very
not 
only to increase their knowledge but also to
'change attitude and behaviour.
 

The few supervisors

families are able to reach many more
through training of CHWs. 
 The impact
activities has been mentioned above. 

of their
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The technical quality 
is assured in all 
 the subprojects by:
 

- hiring qualified staff;
 

-
 training the staff in the main interventions
 
of the project;
 

-
 regular information gathering to enable continuous
evaluation 
from service data and 
 reports and
periodic surveys;
 

- supportive supervision.
 

The supervisory system is ensured by 
having
staff at various levels. enough
Because the number of
increasing rapidly, CHWs are
their supervision is
appointing Contact CH[*s 
strengthened by
from among the best ones.
trained These are
in supervisory skills and are able to support fellow
CHWs in this way.
 

The CCHWs work under the guidance of the
(the Community Nurses). supervisors
The community nurses
by the are supervised
coordinators who are supervised/supported
consultants. by CORAT
The supervisory 
 activity is designed
supportive i.e, to be
 
to correct them by 

to identify gaps in kncwledge and skills and
an appropriate action.
checked regularly by the coordinators to 
The cold chain is
 
ensure that
meets W.H.O. standards. it
This cheCking
and the includes the equipment
skills and aobivities of the staff respondbile 
for
the cold chain and the immunization programme.
 

In 
 areas where the population density is very sparse
or keeps moving, 
the mobile clinic strategy is the only
used one
at the moment. Semi-'iobile clinics have been proposed
but have not been tried in !(enya. Mobile clinics in Kajiado
and Narok serving 
the Masai communities
successful have been very
at a reasonable cost per beneficiary.
appear that It would
when run efficiently the cost of 
 services per
user may not be higher than static clinics in the same 
areas.
 
Drol2-°utsVolunteerism: 
 Our three years' experience
in support of the CBHC activiies indicates that the
of "drop-outs" among CHWs is not a major one because:-

problem
 

a) CH@s may be inactive in terms of not 
submitting
reports or 
attending meetings.
purposes, For reporting
the CHW becomes inactive. But, if she
does not leave the community, 
she is still a
 resource to her neighbours.
 
b) CHWs 
 are not the only volunteers


communities. There-are many others who 
in our
 
perform
voluntary functions. 
CHWs need not be treated as
a special category'but more of them 
should be
trained to reduce their workload to a minimum.
 

c) They work 
on a part-time basis. 
 Most of
only contribute 4 to 8 hours in a week. 
them
 

d) Many CHWs appreciate the training 
they receive
and this is often a sufficient incentive.
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0) Some programmes have 
 tried non-financial
incentives and have found them effective.
 

f) Many CHWs have a spiritual motivation for 
their
 
work.
 

In general, 
the drop-out
inactive) is well below 10% 
rate (or CHWs who become
in the sub-projects.
motivation Financial
would create more problems than it will solve and
needs to be discouraged unless organized by 
 the community


themselves.
 

A good supportive supervision is crucial if the
are to continue being active and effective. 
CHWs
 

The sub-projects 
have developed good
that enable the communities to play a major 
CBHC systems


role in meeting and effective
their health 
 needs.
infrastructure The churches'
roaches the most peripheral people
Kenya. CBHC known in
will make appropriate and essential 
care to be
made universally available and accessible to the majority 
of
community members.
 

The most importent factors in utilization of services
involve more than the distributicnservices. Equally or delivery of thoseimportant is motivating the community to
use the services. 
 It is because of this
achieve more than can that.the
be measured by project service data 
CBHC
 

many mothers motivated by CH qs as
 
sources could still use alternative
of services. 
 Thus, the
delivery aspect of 

taost important service
these programmes is
effective appropriate
IEC and
(Health Education) aimed
conscicusness at creating
in the mothers as a
to the importance
services being offered. 
of the
 

Each of the sub-projects has an adequate health teamconsisting of:

- The project coordinators who are either Registered
Public Health Nurses or Medical Doctors.
 
The supervisors who are Enrolled Community 
Nurses

and their equivalents.
 

- Contact 
CHWs who are more experienced CHWs
assist that
with the supervisory support of the 
other
CH's and also collect reports from CHWs.
 
Various levels of staff in the MOH system are usually
available 
to provide: referral 
 back up, manpower, and
material support to the sub-projects.
 

All staff at various levels are'trained in the skills
they need to communicate effectively with thecommunities, to
train CHWs and 
 community leaders, 
 and 
to deliver 
other
preventive and promotive activities of immunization, OTand'
growth monitoring.
 

The 

systems 

projects have also developed health 
 information
which enable the sub-projects and CORAT 
to monitor
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the project activities on a continuous basis.
 

The projects are appropriately scaled
management given the
capacity that the sub-projects have developed 
or
are developing. 
Health care services are available through a
network of Government 
and Church facilities and are
strengthened 
by the community based programmes that enable
the community members not only to utilize these services but
to participate as active partners.
 

There is a unique commitment by church
provide the essentials of PHC as a group 
workers to


and individually.
By their very nature, they should take their work seriously.
 
The 
mobile clinics are manned by Enrolled Community
Nurses (ECN) who are assisted by CHWs. 
 They are visited once
a month by the ECN, 
 but the MOH Nurses are always available
 

to them.
 

Thus, the church 
system provides a framework for
community involvement and a spiritual inspiration for active
involvement. It provides 
a system that reaches the grassroots effectively. Services provided through the systemreach the majority
workers who are 

of the rural poor. It provides dedicatedalso religiously motivated to work for thebenefit of the under privileged. 
 They are prepared to
in hardship 
areas without demanding special 
work
 

support or
remuneration. 
 The church is constantly in dialogue with thopeople 
and usually has an established, 
positive reputationThis becomes 
 a very useful starting point for 
 a community

based programme. 

Management skills may not always match the re:our cesto be managed hence the need for 
 CO.AT ssistance Th isassistance includes training so that the sub-projeets candevelop their own ccmpetent management system and personnel.Thus, the role of CORAT during, the next three years willto enable the sub-projects to continue to run 
be 

their projectby the end of the funding period.
 

3. Social Analysis.
 

Although this project covers 10 major tribal groups
(Basuba, 
Luhya, Luo, Kalenjin, Kipsigis, Kuria, Kikuyu,
Nandi, Pokot, 
 and Turkana), the programme 
 is for the most
part executed by local 
 people fully cognizant of local
customs, attitudes, 
 and beliefs. 
 In three of 
 the sub-projects CBHC has been in operation for at 
least three years.
The three sub-projects 
 have covered the 
Luo, Kalenjin,
Kipsigis, Kuria and 
 Kikuyu tribes without insurmountable
social problems. The,, learning 
gained there will be utilized
as 
new tribal groups enter the picture. The importance given
in 
 this project to moving with the community should be very
beneficial in defusing tense situations.
 

The focus of the programme is on 
 women's traditional
role as 
the family person responsible for children's health.
The programme makes full use of the Kenyan's traditional love
for children. Family Planning may free the women to
more active roles in the economy. 
take
 

This is likely to elevate
her position within the family and community.
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High population 
growth is
unless a recognized 

and
problem
checked by an effective Family Planning programme- is
likely to lead to social and economic disaster in the future.
A fair population of Kenya's rural people already realize and
appreciate this problem. 
 Thus, 
 the project Provides
services and commodities for which there is already a growing
 
local
demand. 
 The demographic transition theory describes the well
known fact that the decline in mortality always preceeds that
of fertility with a rapid rate of population increase
the fertility also begins to fall. 
 before
It therefore seems that
this phase is a necessary-part of our development.
project 
may accelerate the rate of natural The CB[fC
short run 
 increase in 
the
but will also reduce fertility in the long run.
 

Family

likely 

Planning and increased knowledge of health
to chang:e 
 are
emotional trauma 
the size of families and to reduce
of loLing loved ones. the
Family 
 At the same time,
Planning and health knowledge are likely to 
 increase
women's status in the family and community.
 

Increased 
 women's 
 status andsome familial dislocations and 
knowledge could lead
even breakups. to
ready availability However,of pastoral the
church counselling
sources through 


goers and othrer community sources local 
ought to Oiinmiz, what for non-church 

number of is likely tocases with be a very smallreal problems.has also beern found Fami1Y planningto reducefamilies and stress and anxietyeven to in manyrenew marital relalons in some cases. 
.Q .t.j.n with ..t.of the- ag.nci.target There isgroups themselves. no overlapprogrammes (CH4sdon't cover from different 

areas). In 
the same faoilies or eveneach case, there are, the same 

groups however,operating in other significantthe general
Cooperation targeis achieved areas covered.throughProvincial directand District Offices contact and through
For and Developmentexample, in Committees.Maseno
cooperation South and there
with the West is strong
Health Kisumu PHC project of the
Services, 
 Aga Khan
Maseno South is also teaching CHs jointly
with Roman Catholic and Red Cross projects in
Diocesan 
CHWs Nyanza. 
 (Theare then further trained in FP motivation
supply). and
 

Tenwek 
and Eldoret
Pokot, will both be operating 

as in West
but will liaise directly through this project as veil
with district committees.

Health 
 Programme work closely, 

Tenwek and the Litein Village

sessions, as both are 

even holding joint teaching
in the Kericho District.
 
So 
 far there 
has been. no
traditional healing systems. 
 conflict 
with *the
their 
work, They are usually encouraged in
particularly the bone setters,'
TBAs. herbalists
These are the backbone of care and
in many .communities and
cannot be pushed aside.
 

The 
only hinderance that we have is inherent in

CBHC 
approach is that communities respond the
and at their own
we must not push them. pace

speed If allowed their own
then chances of time and
creating
minimized. a negative 
 impact 
 are
to 

The best way to maximize the positive impact
listen to the commun/ity and only guide them according 

is
their needs, to
If they grow to take the initiative then they
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can also bear the responsibility. This ensures social

acceptability of all activities since they are subject to the
community's 
 decisions, priorities, planning and
 
implementation.
 

A. Beneficiaries
 

The projects aim at the following groups of
 
beneficiaries.
 

i) Direct
 

a) The estimated 
 560,000 people in households

regularly served by CHWs.
 

b) An estimated 
 105,400 under 5 years children in
homes regularly visited and served by each project CHs.
 

c) An estimated 118,400 mothers and other women 
 in
the homes regularly visited, trained, and served by project

CUWs. 

d) About 1,200 Family Planning acceptor couples

regularly utilizing CHW FP education and logistics services.
These couples are probably partially or totally included in 
the women of no. 2.
 

e) The management and personnel of 4 church CEI[{Dsub--projects who will benefit from employment, training, and
CORAT oversight, management consulting and training. 

f) The 716 new CHWs, 70 CCHWs, and over 700members who will be newly trained during this project as 
VHC 

well. 
as the CHWs retrained throughout the project. 

ii) Indirect
 

a) People in about 208 villages served by a project
 
Village Health Committee.
 

b) The CORAT staff'who will be further trained 
 and
 
Vmployed in this project.
 

c) The families 
whose mothers and children are

touched by this project.
 

d) The churches will benefit from seeing a CBHC
being implemented 
 in their own areas with the learnings

happening right 
 there in their areas. The inflow of
 resources, knowledge persons and the sharing of ideas 
 with
other sub-projects will strengthen inter-church cooperation.
 

S .....e) The U.S.A.I.D., M.0.H., 
 and NGO personnel who
 
learn through reports 
 and workshops from the experiences

gained in the project.
 

These beneficiaries 
will be reached through the

following health interventions:
 

1. Home Visits. CHWs 
 will make an estimated

585,000 house visits 
 to educate 
mothers and families on
immunization, nutrition, 
FP,- ORT, sanitation, hygiehe.
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CHs 
 will take arm-circumference 
 measurements 
 or
 
height/weight for children under 5 years.
 

2. QRT Training. CHWs 
 will train and re-train
mothers in oral rehydration therapy techniques 
 during an
estimated 372,500 of the above home visits.
 

3. A ,_m uy ce 
 jh An
631,700 estimated
arm-circumference or height/weight measurements will
take place with appropriate teaching 
on nutrition 
where
 
needed.
 

,0 4. _w FP Uaes. CHWs 
will recruit an estimated

8,000 new FP users who will 
receive their supplies from the
CHW. 
 Many of these FP users will be first time contraceptive
users. 
 At the end of project, CHWs are 
 expected to be
serving an estimated 12,600 FP users.
 

5. Mobile Clinics - Supervisors, coordinators and
enrolled nurses are expected to have held over 2,300 
mobile
 
clinics.
 

6. Children seenatC
C] iriics. An estimated 302,300
under 5 years 
children will be examined 
at these mobile
 
clinics.
 

7. mmtunizations. 
 An estimated 387,400
immunizations 
 (doses) will. be administered to under 5 
years
children at these 
mobile clinics. %See Appendix D for
details on Immunization Schedule).
 

8. Ante-natal 
.ott?sg. An estimated 60,500 
antenatal mothers 
 will be examined at mobile 
 clinics and over
19,800 neo-natal tetanus immunizations will be given.
 

9. CHW Taining. Approximately 710 new will
CEIWs
be 
trained and 1,819 CH1s will be retrained (some more 
than
 
once).
 

10. New Village Halth Committees. The subprojects will 
 start and train an estimated 150 new village

health committees.
 

B. Poplaation 

The population in the area covered by the project

estimated at 5.6 million people. 

is
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IV. PROJECT DESIGN AND IMPLEMENTATION
 

1. Imlementation Plan
 

This proposed project 
 is the continuation and
expansion of two 
 existing health programmes, and the
initiation of 
two new ones. All the four proposed subprojects are Community Based Health Care (CBHC) 
programmes

each with 
a strong Child Survival and Family Planning
component (CBHC/FP). The initial overall project began with
four sub-projects in January, 
1983, funded under a FAMILY
PLANNING OPERATIONS RESEARCH GRANT from 
U.S.A.I.D. through
Johns Hopkins University. 'Currently,. CORAT provides 
 local
oversight and management consulting. The experience gained 
in
these current four sub-projects will enable rapid 
 expansion
and consoiidation of the impact of both the existing and new
sub-projects on the health of the community.
 

A. The T~~~ao JgAa~_,Q~nn 

In our experience, projects of this 
 type benefit
greatly from external management assistance. For example,
the day-to-day implementation problems tend to lead to a loss
of interest in service data (and thus loss 
 of ability to

quantify results). Similarly, there can too easily be a loss
of interest in assuring excellence in financial control 
or in
thinking about long-range self-reliance. The people who most
effectively 
serve as health and CBHC coordinators are c:ten
 
not comfortable taking on such responsibilities. The ir
concerns (and their abilities) are 
on the field wbrking with
trainers/supervisors 
and CHWs to assure impact on the health
of the community. Such key activities carrying
as out
surveys can easily be perceived by the project staff asgetting 
 in the way of the "real" work. Often, the surveys
can be done more effectively if managed externally withcooperation of field staff, 
 rather than managed by the sub
projects.
 

It is difficult to build objective 
oversight into
such projects in a sustainable way. Our experience suggests

the 
value of supplying such service externally, especially
when good historical relationships exist between projects and
the agency providing external assistance. Some of this might
be built into the project itself, but there are substantial
advantages to retaining the greater objectivity of such help
from organizations such as 
CORAT. Such external management

help and oversight can also ease the burden 
on the child
survival project 
as it seeks to assure that its funded

projects 
are producing worthwhile, cost-effective results.
 

(Indeed, that is a part of the cost just referred to:
i.e., without external management help built in, the
 
programme would have to provide it at great staff time 
cost
and/or deterioration of project management.) 
 It is for these
 reasons 
 that these projects are being submitted under the
 
umbrella of CORAT oversight.
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B. "ORAT' 
-Service,
 

CORAT will Provide the following services:
 
1. 
ManageMnOvers
gostiates
chooses sub-rjc
rts - helps. the
Perorma hels ight- and Af,2._anting
t e to Plan, CRA
5 e With U.S.A.I.D., writes Proposals,
perform 
services, contracts with sub-projects
Projects, •rvespomakes at least .urel Vi-ot 

to
 
projctsreviews e r ast quarterly visits sto toU. S. . I.D. grants, Project reports and 

sub
disburses and accounts,accounts receivesand writes summary reports. 

for grant monies, 

This 
 activity 
requires

amounts of time: 

the "following 
 estimated
 

Summary Project Reports, Accounts and
U.S.A.I.D. Liaison 
- 24 days/year 
Project Reports, Visits, Planning and TravelDays/Sub-P ro ject/Year. 

24

2. lnaaement-Con,,Llting 

andTeehn 2a1 _Heal. thCOPATtechnical provides general managementCBHC advisory '-ervjces to help consultingspecific sub-proet. andtechnical withTenwek fHospital. nedeand managTneeded 
 elp problProles.help Foinamleasked Iinding For exapleCORAT to sourceshelp. of FP films
training on They also asked for help and
"Supervisini People". 
 structing
to 
 require 1 day Such activity is esttper month per project or 123 
total manday
for the three years. 5
3. asel!DLne 
 nd-Eyfuluati_onSuZ:£xs
P3.s a n
plans, 
 implements,  COR.ATevaluation and summarize, designs,
surveys 
 required the 5 baselineincludes for the and
questionnaire sub-rots 
interviewers. design Tisand supervision
This work requires at ofresearch study per projecz. least 20 days per majorEight surveys are planned.

An 
 additional 
 i0 consultantbudgeted for interval organizatjnUa days perprojects year areand evaluations for the subtheir 
 Parent 
 organizations 
 to help 
 build

internal support for long-range self-reliance.
 

Hopkins 4. Survey-andUniversity Servicbudgted Dta nal.s-sanalyst days to 50 programmer days Inand1986, Johns

ongoing handle the data analysis of 2 

50 data
cost and service data for CORAT and 4 
surveys
CORAT and
 

sub-projects.
has no previous experience providing this service

major surveys. 
 Therefore, 
 for
additional "learning" time needs
to be built in for data analysis.
 

Two

from 
 types of data will be analyzed;

from 

baseline and evaluation surveys; 1) survey data
CORAT and sub-projects and 2) service 
data
reports. 
 Additional

analysis may De required for advisory services and any 


data
 
surveys" undertaken. "mini

5. 
1.9Tim
associates e cords 
 CORAT
record daily time usage in half 
senior 
staff 
 and
 - hourly 
units.
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Only time actually worked is recorded. Travel time is
 
considered work 
time. Fourteen units are considered one
"workday" for charge out purposes. 
 The hours may have been
 
put in different days. CORAT senior staff and associates do
 
time sheets daily and give reports bi-monthly..
 

C. The Work of the Sub-Project.
 

Each of the proposed CBHC/FP sub-project will do the
 
following:
 

- Senior sub-project staff encourage the formation 
of Local Village Committees' (VHCs). Sub-project

coordinators and supervisors continue to visit
 
VHCs to revitaliLIe and train them.
 

-
 V3Cs make village health plans and priorities.
 

- VHCs select and oversee Community Health Wrker2 
(CHWs). 

- Sub-project staff train selected CH[s for at letast
 
eight weeks.
 

- Sub-project staff or supervisors puriod ik 1]y
visit, supervise, encourage, and re-trairi CHE.;. 

- CHWs (with V1HC and s-aff help; select 1O0 
households which they r. gu]arly vi'.,t .nd servi . 
The Ci]Ws albc p:rovide healthnd [P intervantd.P 
including: ORT training, growth m-Drn i tor'i L,1." 
immunization motivation, breast-feedinr/weari ing
education, nutrit.ion educition, sani tat ion/hy :. 
training, education on preveritabi Ie/control !ub i e 
diseases, incucing provis]ion of simple dru.qs, .nd 
family planning motivation and supply. 

- CHWs serve their larger community as needed. 

- C}|Ws make referrals as needed.
 

- Supervisors/trainers operate regular mobile 
clinics to provide immunization services that the 
CHWs cannot provide on their own. Maseno WeSL, 
Maserio South, and Eldoret also provide ante-natal 
clinics at the same time. Tenwek will add a nurse
 
to do ante-natal clinics.
 

- Contact Community Health Workers (CCHWs) are
 
selected by sub-project staff to monitor 10 other
 
CHWs. CCHWs visit 2-3 CHWs per week and help them
 
with visits, training, reports, and problems.
 
(Tenwek does not have CCHWs).
 

D. CORAT Technical Assistance
 

As noted before, CORAT has been providing technical
 
assistance to 4 CBHC sub-projects for the last 4 years.
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The resources already available in CORAT include:
 

- Project Management Experts
 

- Community Health Specialists with Specific Interst 
and Experience in Primary Health Care and 
Community Based Health Care System in Africa. 

- Financial Management Experts 

-
 Training and Training Materials Experts
 

This project can be managed by the CORAT systems in 
place
and backed up by ongoing mutually supportive relationships

between COEAT and the sub-projects' management.
 

CORAT has ability to produce training and educational
 
materials 
 and has already produced numerous monographs and
similar materials on simple management and accounts fot rural
cownunity based projects and workers. These materials are in
 
high demand throughout the developing world. 

The CORAT ccurses and workshops attract participation
from all of the English-sp :aking Africa. COAl' courses have
developed a good reputation in tnis fielId over the years
because of the appropriateness and effectiveness of the 
cour,;es developed out of practical. experience in L.he Africri 
setting.
 

1. Key people who will carry out CO1LA7 
 activities
 

are:
 

Mr. William Temu, CORAT Executive Director
 

Dr. Dan C.O. Kase.je, CORAT Meditral Consultant 

Dr. Mark L. Jaccbson, C(C"AT M4edical Consultant 

(Associate)
 

Dr. Gordon 'P.Brown, CORAT Senior Consultant
 

Mr. Pascoal A.S.A. Denis CORAT Training
 
Consultant 

Mr. Kershaw Burbank Jr., CORAT Consultant 

Miss Margaret N Mwaura, CORAT Training and 
Administrati ve Officer.
 

(Their abbreviated curriculum vitae are found in
 
Appendix C.)
 

CORAT will appoint a programme director to 
 co
ordinate this programme's 
activities. CORAT's expanding

involvement in community health programmes suggests the

for CORAT to seek a full-time Medical Consultant with 

need
a
 

community 
based health delivery background. Until such a
 
person is 
found, Dr. Dan Kaseje, a CORAT Associate, will
 
continue to provide the necessary technical medical
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consulting needed. Dr. Kaseje, Dr. Jacobson and Mr. Burbank
 
all have "hands on" experience in managing CBHC fiel4
 
systems.
 

CORAT uses a task force management approach to such
 
projects. Additional consultants and associates will be
 
involved as necessary.
 

DatA analysis of som scrvice rcccrdo and all survey

results has in the previous project been performed by John. 
Hopkins University. Their statistical expertise and computer
equipment will not be available in this project except by 
consultation. Therefore, CORAT needs to develop its own 
capauilities in this area or find competent contract 
services. Dr. Brown, Mr. Burbank, Dr. Jacobson, and Dr. 
Kaseje all have broad research design and analysi s 
experience. However, CORAT will seek a full-time Data 
Analyst a,.d Computer Operator to upgrade CORAT's compet:ec ies 
in this area. (Dr. brown and Mr. Burbank, current COhAT 
Consultants, are computer literate and one secretary is a 
trained micro-computer operator. Dr. Brown, Dr. Jacobson,
 
and Dr. Kaseje, have broad experience with statistical 
analysis.)
 

CORAT staff already operate 3 Epson PX-8 computers
and one staff rember has a personal IBM compatible Toshiba 
portable micro-computer. CORAT will add additional 
mini/mic-rc-computer c.apabilities and software to handle ;the 
data analysis requirements of the project. Thir. project will 
utilize at least 60% of two computers' time.
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the project isplesentdtion'tea. relationships 
 are
 
shown in the tollowing diagrant
 

I COHAI' b(ARD I
 
I OF
 
I DIRECTORS •I
 

I ------------I 

I
 

l . . . . . .. . . . . . . I
 

I 7RAIHIN 
 CHBO PRO-
 I 1 MANAGENIE4 AND
I SPECIALISTMI 
 I GRAMME MANAGER II EVALUATION 
I I I I SPECIALISTS 

I I ------------ II--------

I 

.
UG-PRQJECTS ".......................... .......
 

----------- .. ........
I 

a I a 

I PROJECT 
---

PROJECT 
--

I I PROJECT I I PROJEC- I 
I CO-ORUINATOR I I CO-ORBINATORI (ELDORETi I I (TENWEKI 

I CO-09DINATOR I I CO-ORDlNIAT I
:" (NASENO SOUTHII 
 I (MASENO ESTI I
 

----------- II 
 '.1----------------


I
Ia


I-- - - - - - - l - I - - - - - - - I 

I ~-------DATA I I ACCOUNTS I ------I CLERK I I CLERK I CHW I I SECRETARY/
I I TRAINER I I TYPIST, ETC.,I
 

-----------.I I------------ I-------------
I I------------ I 

VHCs
 

cI~
 
(See sub-project proposals for their CHth
details.)
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F. Sub-Project Technical Assistance
 

Each sub-project will have a core of staff similar to
 
other sub-projects. 
These "core" posts are:
 

1. Coordinator
 
2. Supervisors

3. Contact Community Health Workers (except Tenwek)
4. Administrative staff
 

i) Accounts Clerk
 
ii) Data Officer
 
iii) Logistics Officer
 
iv) Junior'staff
 

Key technical assistance posts are:
 

a) C rdi~or_. Senior 
Kenya Registered Nurses,
missionary nurses, and missionary doctors 
serve in these
major management posts.
 

The coordinators plan, supervise, and evaluate 
 the
activities 
 of other staff. 
 They are key people in
establishing new Village Health Committees in villages. 
 They
also 
manage the supervisors and periodically spend time with
them in visiting CHWs.
 

The coordinators also represent their programmes with
external agencies 
 (including government) and often 
 attend
Distict Development Committee meetings.
 

hb) Ser_,vi'sorS 
 are the key field management Postsin that they oversee and support day-to-day field operations.Supervisors spend 
 4-5 days each week in the 
 field visiting
CHWs or holding immunization and ante-natal clinics.
 

The Maseno South, Maseno West,
projects have (or plan) mostly female nurses 
and 

as 
Eldoret sub
supervisors.
These supervisors spend five days per month on 
 immunization
and ante-natal clinics. 
 Tenwek has male supervisors who are
not nurses. These supervisors also hold immunization clinics
but not ante-natal clinics. 
 Tenwek intends to hire 
one
Enrolled Community Nurse'specifically 
to hold ante-natal
clinics %.hen supervisors hold immunization 
 clinics.
other projects are experimenting with some male 

The
 
supervisors
who also do not hold ante-natal clinics.
 

Non-nurse 
male supervisors require lower pay and can
ride motorcycles but cannot perform ante-natal 
clinics aid
have lower medical qualifications.
 

One possible evaluation question is whether or 
 ot
non-nurse male supervisors significantly lower CHW 
knowledge

and performance levels.
 

c) c Each subproject 
 (except Tenwek) is developing Contact Community
Health Workers 
 to provide mentoring of CHWs 
 at low cost.
Each CCHW is an 
experienced CHW chosen by sub-project 
staff
to help CHWs learn their duties and to make monthly household
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visits with the CHW. A 
CCHW has a maximum of 10 CHWs
assigned to her/him. 
 The CCHW is paid 10 Ksh. per CHW

assigned per month. 
 This salary is paid by the sub-project

and not the community.
 

d) Village HealthCommittee and CHW 
 are key local
village technical assistance agents. They are paid by 
the

local community. CHW time input varies from person to person
and situation to situation. 
 CHWs are asked to contribute 2
 
to 3 half days per week.
 

The CHWs are selected.from the local community by the
village health committees to undergo *training in 
centres

designated by 
the Diocese under the guidance of a Diocesan
Coordinator. 
 The CHWs are usually housewives with families

of their own  people who have already earned the villagers'

trust and respect.
 

e) Nature of Training. CHWs 
are trained locally, in
order 
to facilitate their av.ilability and to limit expense
and to avoid the subsequent temptaticn for them to seek or
admire paid posts at urban hnspitals which are in fact not

available to them. At the end training, eachof 
 personreceives a drug kit in accor.dance with Ministey of Health
specifications, containing common red ications and 
contraceptive supplies.
 

Oral rehydration solution is included for managemento. diarrhoea to prevent rehydv'aticn, but more often people
are taught to make it themselves. 

Their training emphasizes skills rather thanknowledge. They are also prepared in methods that they mayuse to change attitudes. 
 The tzaining aims at developing

self-respect, commitment, 
humility, confidence to dispel
fears 
 and e,:plain taboos, tact, trust, sensitivity and a
personal conviction of the necessity for 
 change. Everyday

life is the chief teacher. An ability to communicate with
 
parents, with 
 youth and with other extension workers is of
paranount importance. Health workers are taught how to use
communication aids such as 
stories, role plays, pictures,
proverbs, songs and so on. 
 They are encouraged to organize

meetings, to attend church meetings, women's meetings and all
kinds of community meetings. They learn how to choose
suitable collaborators and, primarily, how to make 
home
 
visits.
 

CHWs are 
 taught how to improve child survival by
training the parents 
 in the importance of immunization,

nutrition, growth monitoring, proper breast-feeding, weaning,
oral rehydration, 
 personal and home hygiene. They learn to
'-promotethe use of latrines; -to use simple; home-made plate 
racks; and to dig and use garbage pits. CHWs learn how to
ah-,1 
 a child's nutrition by measuring-the circumference of

the uppcr atz
 

f) LamiLb_ knin. The FP
CHWs promote through.
education anO the distribution of information material, by
making services and supplies available, and by subsequent
guiding of acceptors. The health workers are taught to.
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stress 
the benefits of suitably spaced births 
 to children,
mothers, fathers, households, the community and hence, the
nation. 
They learn that the possible side effects of various
methods 
of birth control are insignificant in comparison 
to.
the risks of frequent pregnancies and deliveries.
 

Details of different methods of 
 contraception
discussed, are
and they learn how to order, store and supply the
products and the importance of client follow-up.
 

The CHWs are able to record simple case-histories and
to make census records of their own 
village: numbers of
males, females and children under five in each household, how
many children have been immunized, 
number of latrines built
and percentage in use, 
 number of plate-racks, and number,
type and quality of local water sources. For farailyplanning, they 
 keep records of contacts made, acceptors,
supplied, potential 
 acceptors, 
defaulters, complications,
women of child-bearing age and high-risk families. 
 They make

monthly reports.
 

g) Evaluation of CHWs. 
 The health coordinator, and
the trainer in cooperation with the village health committee,assesses the ability of the CHWs based 
on the CH~s knowledge,
skills, practice of health in her home rnd her impact in the 
villages.
 

h) P_lemrolrkersace.ricaith In principle,these CHWs 
serve their communities on a voluntary basis. 
 The
 
CHs are motivated by a genuinesincere desire interest in health work and ato help their fellow-man which is often
reinforced by religious conviction.
 

The CHgs are faced with a mammch task, they
as are
often 
the only health workers in an area which may cover
about 18 square kilometres, containing about 
 10 vil?.ages
which, with an 
estimated 74 households per village and 
 five
people per household, gives each worker a possible population
of nearly 40,000 people. C.HWs may be able to 
 spare only
seven hours per week from home and family obligations to help
these people, although some spend up to five hours per 
day
when visiting homes, 
 churches and conducting demonstrations.
Obviously, 
 even the most devoted worker cannot 
visit all
homes. Hence, the need to train more CHWs.
 

(Appendix E has details on assignments.)
 



- 31

0- WORKPLAN 

WOaKPLAN WORKPLANSTAF
1987 
 1988 
 1989 RESPONSIBLE
Recruitment 

of
additional staff 


CORAT
 
Executive
 
Director &
 
Sub-project
 
Directora
 

Conduct Baseline 
 Healthfollow-up surveys 
 x Health.
 
Establish HIS and

HIS with sub- Ha--lth and
 
project atafp Managemend.
 

ant
 
particlpjion -Specialists rnd
 

x •Sub-project
 

,o-ordinators
Receive quarterly

service data 	 Heal.th and
 

Mnnagement
 
YI•XX)___X 
 XX XX 
 SPIcaU
 

Co m p i l a a d 	 He a l t h 
write Gemi-annual
 
results aacialist
 

xConduct Management 
8x~ X, x 


wor, shopa C.H Manager
 
Health and
 

Hanagament

x 
 Spcj.rliut


Make suporviaion 

on Gite visitsa C D--Manaer-


HaDlI and
 
xx xx xx ' xx Management
Xx XX S ia11a ta 

Consulting with 
Project . .o-lth 

HPoCial th'Co-ordinators &	 3

Supervisors 
 xx xx 
 x xx x x 
Develope Implemen-
tation plan with C"-D Manager 
each Sub-project Health andteam xxManagement alaheand
team 
 xx 
 Specialists
 
Develop a collabra-.. 

tive network with CBHD Manager
 
other Government and Health
 
Non-Government Specialist and.
 
Agencies Executive
 xx xx 
 xx xx 
 Director
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I. Work Schedule 

The timetables are as follows:
 

Januar - March 1907
 

CORAT negotiate final 
contracts with sub-projects.
 

Request USAID cash advance.
 

Begin Eldoret project. AsiLst Eldoret with development of
service data managt.ment methodds, lcjgis;tic methodologi, and
planning. Assist in setting n ip CHW training. 

CORAT oversight visit to each sub-project (at least once).

Advisory services 
as needed. Review management and fol0low-up 
prob I eros. 

Desi cri and car.;-y Out . dnrPt Ks l i re survey. Flan othi-
needed baseline ;urveys at othor sUb-projects. 

Update cost-efectiveness analysis mrechanisrsi at. each sub
project.
 

Cre te avare -e,, 1 thinr prent bodies of avak i L-i 1 i ty oi 
evaluation. Prepare ror evaluation if requested. 

Sub-prcjijet morithly e::penditur e reports to CORAT. 

Recruit new i.:uI, U and sub--projects' sta.f.
 

Cash request t il.S.A.I.D. kMarch).
 

Major init.7.'-:hases of commodities comolete (March).
 

Cont i nue mu- ,HW(-i tralrlint/retruning. Select and traiii 
new CHWs for L% iro South area, for Maseno West, Eldoret, and 
Tenwek. 

Form VHCs in Miseno South, and Maseno West. 

All sub-projects continue supervision of CHWs, follow-up oF 
VHCs (supervisors responsible). 

Continue monthly mobile clinics by each supervisor. 

Select and train Contact CIIWs (CCHWs) for Maseno South, and 
Maseno West.
 

Eldoret:
 
Identify and form first 3 to 5 VHCs. 
 Select first group of 
CHWs (estimate 1 to 15). 

Choose/identify training materials. 

Train first CHWs. 

Establish CHW supervision. 



1doret_(Can t. ) 

Establish initial 
mobile clinic schedules.
 

Maseno West. Maseno West is 
planned to continue under care
 
of Maseno South until 
May, 1987.
 

Recruit Coordinator.
 

Recruit 2 additional supervisors.
 

Ien.wQ
 

Tenwk project fully operational on this funding (March). 

Establish 4 new VHCs, selecting 7 new CHWs from each VHC for
 
training.
 

Continue improveimirtts in reccird-.;eeping and collection begun 
in early 1986.
 

Mar-ch - Juinel_1987 

Annual workshop for sub-project sharing and goal-setting
 
(March).
 

Survey of MaEenO SC:,uth/WeI;t under Johns Hopkins fundi ng.
Attach baseline survey quostions if possible. 

Ma',,L Sou.t h arld Maseno West fully operational on thi 5 
projt:ct (June). 

Oversight 
 visit to each project (at 
 least once). Advisory

Services as needed. Review e'penditure flows, data 
management, logistics manaciement and follow-up on problems. 

Continue updating cosL-effoctiveness analyses fur each sub-
project. 

Begin parent-bUdly evaluation (if requested previOusly).
 

ul_.197 and after:
 
Activities similar to above, ONLY MAJOR EVENTS NOTED.
 

Semi-annual reports preparations begun.
 

july 1987 and after:
 

Sub-projects send in semi-annual 
 reports (August). 

CORAT compiles and drafts semi-annual report to U.S.A.I.D. 
(September).
 

Previous quarter's expense reports submitted to U.S;A.I.D. " 

CORAT cash request to U.S.A.I.D. (September). 
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Maseno South. Same activities as above. Recruit second new 
supervisor. Expand further into Migori-Kisii and South 
Nyanza. Select and train 11 CCHWs for Maseno South; train 60 
new CHWs; form 10 VHCs.
 

M.,seno West. Smooth transition to operation as separate sub
project. Select and train 7 CCHWWs. 

Select and train 40 new CHWsi.
 

Eldoret. Eva I uat fI r ,t round of efforts 
 and plan needed 
modi Fic atins. Set sLchedules for training, supervision. 
mobile clinics, VHC mobilizaition. 

Mobilize seccnd gr'oup of Vl.;IC (3-5). Train second group of 
CJ IW,., kl)- 15) . 

IRecr-. ii t audi t i ona I ;ttpe"vi nsr 5. 

reni t$k . AfCt L v. ,Ito V.. . Lhc:use 20 new CIIW . 

Train 2t--28 CHW'3. 

C't, itilnue : ',/L i :,n It io I le_-Ilpi9c. 1 i, C.E tL.C. 

IHIol d cei Dra .on f,ir" YHi.: /-1W-. 

Fi r;;t year 's afIirit.al rpor t '$rit lit by sIb-pr-ject" (Cctober-)
and summary dra f ted by COt'AT ... -, miber) . CORAT audi t of 
L'CIRi2VI a LJ !iub-proj..,ct :. L..)Unts LU t.i -:ontr, Act.s 

Other clptailE similar to above. 

Prepare funding optizr s for end ot project.
 

Jan L_3ar --.. Mrc h _')f39
 

Similar- to above.
 

Aril - Jne 1989 

Similar to above.
 

Design and prepare for evaluation studies.
 

Similar to above.
 

Finalize continuing funding for project.
 

October - December. 1989 

Similar to above
 

Four evaluation surveys planned and executed. 

Ja_,t,]L_,,_-y Ma-rc_ _ 199: 
Final report preparation. Final accounts prepared (March).
 

http:afIirit.al
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2. MONITORING AND EVALUATION 

A. Monitoringr
 

There are two monitoring levels to be considered:
 

(i) at the sub-project level; and
 
(ii) at the project (CORAT) level.
 

At the sub-project level the existing CBHC/FP

projects have established monitoring, health ana management

information systems. (Eldoret will establish its system
 
along similar lines). With'minor variations, they are as
 
follows:
 

- CHLUa keep notebooks or logbooks and sumarize them 
monthly on sub-projects designed forms. Verbal 
reports are given as needed. 

- The Contact Community Health Workers (CCHNs) 
collect reports from CHWs and pass them on (in some 
cases, summaries) to the supervisors. This is done 
monthly. The CCHWs summarize the information 
received and add their own narrative report
problems, constraints and successes. Verbal
 
reports are given as needed. As project use of
 
CCHWs grows, this will increasingly shift to
 
summaries. CHWs also add their own narrative
 
report of problems and successes. Verbal reports
 
are given as needed.
 

- Supervisors collect reports from CCHs and from
 
CHWs who do not report through CCHWs. Supervisors
 
analyse all CH s and CCHWs reports. Verbal reports
 
are given as needed.
 

- VHCs meet irregularly. Minutes are sent to the co
ordinator. 

- obi_le inicsL leaders summarize each clinic's 
activities and provide monthly aggregate reports to
 
Data Clerks.
 

- Pata Officers summarize information from the CHWs, 
VHCs, mobile clinics and supervisors for study by
the co-ordinator. Semi-annual and annual summaries
 
are prepared.
 

- L-giatcs Offics summarize supplies information 
monthly as well as prepare semi-annual and annual
 
summaries.
 

- Co-ordinators prepare- semi-annual and annual
 
reports summarizing the results, opportunities and
 
problems. Quantitative forms, a sample of which is
 
given on the next page, are used as well as
 
narrative reports. New forms will have to be
 
prepared for this project. These reports are sent
 
to CORAT.
 

- Acgounting Staff post ledgers monthly and send 
monthly reports of expenditure to CORAT. Advances 
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-28QJECT RUSULTS EMUz 

NOTE: Please report for I JAN and I JLY 
--------- ~ 4~' LL----r-4-----' ' '4 IZL-8 

Total number of CSws trained a a asince start of the project ait 1a a . 
I 

Total active CHWs currently adistributing contraceptives I . . .. - .
Ia .
 
I
RETRAINING : a i.


I 
01 I 1 I I 1..
13.. .- 1 1....

Number of CHWs retained I a1 

FAMILY PLANNING: a a a ...
Active client (new and conti- aI aa a a 

I 

Active clients now using a a a
a . . . aa . a.. " I ITotal new IUD (only actual r.
a 

users, not merely referrals] aIa
a 
 a a' a' tb Io~Q 
Total new clients foz injec- a a a.atables ngst_6_mntad urj 1 -o l tl~rIMMUNIZATI ONS : IIIi -----Total-dose f- a__, a- I. .as 

"a.. . ... --  - .. . . ..
 
CF W ACT I V I T ITY: a aaa
Total h' ai i s6mos.! 

-durinq monah* 
i ilast
Total number of groups taught
du in s -2,T -'- a a!a
 

LOGISTICS: I a a. .Total cycles of pills issued 
 as a I 

to CHWs during last 6 months
 
Total condoms issued to a-a 
 a.-


Total foaming tablets issued i a a I a a .- uana 1 E _ uQatbz_]_ I aINumber of groups taught should Ibe the number of sessions (church Revised Jan 86
groups, women's groups, barazas, etc.) not total number of people.This form will be revised to include Growth Monitoring activities and training of mothers in the use of ORT.
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to sub-projects are reviewed monthly. 
 Accounts
are 
 audited annually and reports 
prepared, along
with revised budgets.
 

CORAT receives, analyses, summarises, and synthesizds
reports 
 from the sub-projects in 
its semi*-annual 
 written
reports to U.S.A.I.D.
 

CORAT currently reports to the donors
(expenditure summaries monthly). semi-annually

CORAT personnel will 
 visit
each project at least once a quarter. Typical over the last
three 
 years has been 5-7 visits to most projects each 
 year.
Because close relationships have been established, there is a
large amount of telephone contact. 
 CORAT typically contacts
each project several times per month.
 

Each year, a 8 to 
 5 day workshop
participation is held with
of all sub-projects
supervisors, (co-ordinators,
and others) to share 
activities,
dreams... and plans and
to set targets for
important motivating, planning, 
the next year. This
 

and monitoring activities

will continue.
 

B. Evaluation
 

There are 
 two information 
 aspects
studied: (i) service data; 
that will beand (ii) surveys. 

Measurements for the CBHC/FP sub-projects will be
follows (subject asto some variation and modification)': 

Re'uta re
Family Planning! Sev~Durveyin formatiocnCommodities supplied; :Chanre in prevaene;

tubal ligations/lUDs utilij:atin rates;
supplied (Tenwek); 
 changed in Qesired
Number individuals 
 family size, etc.served. 
 Chango of knowledge 
of FP 

Immunization Number of doses given 
 Changes in immuni
zation coverage (percent of 2 year olds
 
immunized)
 

ORT 
 Number of mothers 
 Changes in percent of
taught 
 mothers who know how
 
to make and use ORT.
Health Educ. 
 Number of counselling
(nutrition, ORT: Changes in utilization
visits; number of
.hygiene etc.) of latrines, gardens,
latrines, dish racks 
 dish racks etc. in the
 

etc. community
 
Growt.h Number of children
monitoring Change in percentunder 5 years weighed children with accept

monthly or number of 
 weight/age ratios.
arm circumferences 
 Change in percent
taken, 
 children with cards
 
showing weight taken
 
in previous month
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Recent follow-up surveys under current funding
be adequate as baseline surveys for only the FP aspects 

will
 
this proposed project. of
Additional 
baseline 
surveys are
planned to provide better information on immunizations, ORT,
growth monitoring and other health parameters. Survey timing
will be staggered so as 
to limit the number of surveys in any
one month.
 

Given 
that current funding for some 
projects lasts
into 1987 and that some follow-up surveys will be carried out
under 
that funding, surveys will be less than 2 years after
the last survey and 
one survey may be only 2 years after
baseline. the
This 
will minimize the sub-projects' "effect" in
these surveys 
due to i collapsed
evaluation period. (less than 3 year)
Thought needs to be given to how late the
follow-ups can 
be done. Surveys are planned as 
follows:
 

SURVEY LANS HEOU H 18/89
SUB-PROJECT 88/87 1 87/8a 88/89 
Maseno South 
 :**X (Mar):
Maseno West XKX:*X (Mar): 
 XXXEldoret 
 :XXx 
 xxx
Tenwek 
 **X(Sept): 
 Xxx 
** Surveys under c~irrent fundingX Smaller baseline surveys under requested fundingadded to surveys under current funding 

and 
where.possible.XXX Surveys under requested fur.ding 

C. Cost-Effecti-verss ALes 

COfAT haa bsen inntrumcntal in d;v]Pwt. ist-w.vPapproaches to analysis of the cost-effectivenessprojects, and plans to of CBHC/FPmake this a central part, of evaluationin the proposed project. 

Evaluation will 
also include comparative analyses
sub-projects data, administration and approaches. of
 
The annual
workshops are part of the evaluation process.
 

D. Piffusion
 

CORAT's ongoing
development agencies, communication 
 with churches,
and other organizations will result in
the diffusion 
of much project learning 
 in this project.
These communications include:
 

A. CORAT newsletter sent to organizations all over the world.
B. CORAT consultancies and training courses throughout

Africa.
C. CORAT publications on church organizations and development

issues.
 

However, CORAT 

systems also plans a major workshop on CBHD
to present the results of these (and previous)
projects efforts. sub-
This workshop will take place at the
of the end
project and include sub-project management. 
 CORAT
will invite appropriate government,
sector NGO, church, and private
individuals 
and organizations to participate 
at an
appropriate venue.
 

http:ist-w.vP
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Sub-projects will also share results

denominations and at suitable opportunities in 
areas (e.g. DDC's, etc.). 

within 
their 

their 
local 

V. E R E__ETS AND FINANMAL _AN 

1. Financial history__for the last three years. 
 As noted
previously in the discussion of the genesis of this project,
the CORAT programme, the Diocese of Maseno South (and, under
it, the Diocese of Maseno West), 
 and Tenwek Hospital have
been receiving money from U.S.A.I.D. 
via the Johns Hopkins
University for operations 
 research 'in Family Planning
(Contract AID/DSPE-CO055). Two other sub-projects were part

of this ccntract too.
 

From 1983 to 1986, CORAT and the sub-projects
received 
a total of US$746,398: $10,000 in fiscal 
have
 

1983/84,

$248,860 in fiscal 
1984/95 and $337,538 in fiscal 1985/86.
 

During the last 
 three years, CORAT's income has
predominantly (81%) come from its fees 
for services from
management consulting, training seminars, and other CORAr
 
activities.
 

Another 18% of income has come from donationsgrants (principally represented by salary and benefits 
and
 
for
one U.S. missionary 
on CORAT staff paid by a U.S. church).
Slightly more than 1% of CORAT income has come from other 

sources and the sale of fixed assets. 

The sub--projects receive income in money, goods,services, etc. 
from a variety of sources: local church funds,
community support, and other funding agencies. Sub-projectsexpect income from these sources toward the expenses of thisproject. Each sub-project's local contribution is detailed

in the detail budget for that sub-project.
 

2. Financial man egment and accountjnp system. CORAT andeach of the sub-projects have externally audited annual
accounts for U.S.A.I.D. money spent under the previous
project. 
 CORAT's staff includes two professional accounzants
and auditors (CPA's). 
 CORAT annual accounts have been
externally audited by Carr Stanyer Sims & in
Co. Nairobi

since CORAT's inception in 1975.
 

In the past, CORAT and the sub-projects have each
been given a 2 month cash advance. Johns Hopkins has

automatically replenished this advance every 2 months.
 

Each sub-project 
 renders monthly accounts to CORAT
which reimburses them for expenses'to the level of the
previous cash advance. 
 These accounts are in accordance with
U.S.A.I.D. guidelines. Each sub-project 
and CORAT keep
receipts, cash books, and ledgers to ensure the proper

accountability of funds.
 

CORAT assists sub-projects to set up proper financial
accounting and control systems and is an 
important management

consulting service rendered to the sub-projects.
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CORAT and sub-project funds from this grant (as 
 with
the previous work with Johns Hopkins/O.S.A.I.D.) will be kept
in separate bank accounts operated no than 2
by 	 less 

signatories to any instrument.
 

3. 	Project ReQuirements
 

Personnel. All the sub-projects and CORAT will need
funding for personnel. 

will 

It is assumed that suitable personnel

be found locally because similar personnel have already
been 	 found. All sub-projects will need some local


consultants to assist in training CHWs.
 

Training. 
 Partial support of training is required
for all 	sub-projects and CORAT. 
More details can be found in
sub-project proposals. CORAT 
needs to train personnel in
statistics and micro-computer operation.
 

Project vehicles. This proposal requests 9 new
vehicles and 20 motorbikes during the three year period 	 tocomplement the 3 vehicles 
 and 7 motorbikes alreadyoperational in the sub-projects. (We feel 
sure that there are
other vehicles which the sub-projects have not reported.)
 

Reasons for the expansion in the number of 
 vehicles
 
are: 

1) The sub-projects are targetting r'emote areas.
Public transport is extr(:.mely time consuming
and/or non-existetnt on t- regular basis' in many
areas. 	 Project staff without vehicles can easily
spend 100% 
more time in travel by public means.
 

2) Project 
 vehicles allow central coordination and
planning with a minimum number 
of staff who

otherwise would have to be post .d in
 
decentralized locations raising 
 enormous
 
management and logistics problems.
 

3) Many project staff'are women. 
 It is culturally

unacceptable in most project areas 
for a woman to

ride a motorbike. Otherwise, motorbikes are
 
preferable for ec6nomy.
 

4) New and replacement vehicles and motorbikes 
 are

needed for the following positions:
 

Veh ic] es Motorbikes
 

Coordinators 1 2 0 0

Supervisors 5 8
0 	 11
 
Data or 	Logistics


Clerks 
 0 	 0 1 0
 
6 	 2 9
CORAT CBHD Manager 1 0 0 

11 
0
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5) Supervisory mobility. 
 The preponderance


vehicles 
 (100%) and motorbikes (95%) are 
of
 

needed
for project coordinators and supervisors 
 whose
mobility is key to project success. 
 The mobility
of a supervisor/trainer 
will determine 
 the
maximum number 
 of CHWs 'with whom a
supervisor/trainer can work. 
Experience suggests
the following supervisory limits:
 

TABLE 4
 

Approximate Maximum No. of CHWs per supervisor for Indicated
 
mobility
 

Population 
 Car Motorbike 
 Public
D=n:dj _ __ TrLnsport 

200 
 50-80 45-75 20-30
100 40-60 35-50 
 15-25

50 
 30-40 15-25 
 10-25
10 
 15-25 5-15 
 Few
5 
 10-20 3-08 
 Few
 

(The 
table assumes that the supervicors do the bulk
of the travel, and travelfew demands are made of the CHWs toreport, etc. ). Cars protect against rain and inolementweather and make a big difference in lost time during
rainy season (or rainy days). 

the 

In our planning we have tried to maximize the use 
 of
motorbikes, and minimioe the use of cars fr ,However, at population densities below about 100, 
VV~nfl. 

essential for a car is
effective supervision due to distances and
weather. 
From an overall cost-effectiveness stand point, our
experience strongly supports 
 the idea that
trainer/supervisor must have a vehicle. 
each
 

For example, the planned project 
 expansion into
South 
Nyanza and Kisii in blaseno South represents a two-fold
increase in the project area, 
the target population and the
number of CHWs. 
 The 2 additional supervisory staff must be
supported with means of transport in order to be effective in
this large area. 
Both supervisors will be women.
 

The CORAT vehicle is needed for the CBHD
CORAT
programme manager (and other CORAT staff) to use in servicing
the projects. A sedan or station wagon with 4 wheel drive is
optimal .for 
 long drives over Kenya's main roads and the
ability to 
 reach less accessible projects like 
 Tenwek and
Eldoret areas where 4WD is an 
important factor.
 

CORAT and Tenwek will need to pay duty and sales 
 tax
on their vehicles. Therefore, U.S.A.I.D. pays for only 50%
of the total vehicle cost. 
The other sub-projpets enjoy duty-.and sales tax exemption through the National Council of
Churches of Kenya (N.C.C.K.). 
 Vehicle purchase will require
third country foreign exchange.
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5- . Sub-projects with Contact Community Health
Workers will provide CCH1Ws with bicycles where appropriate to
assist in their supervision of CHWs.
 

.Tr~n2Qrtand Travel. All sub-projects will
support of transport and travel need
costs. CORAT will also need
some air travel in 
Kenya expenses for "emergency" visits

sub-projects. to
 

Offi c(?_Eq' ip!_ L.L. Mitttrseno West EldoreLand will 110edoffice equipment. Other projects beenhave budgeted forreplacement costs of office equipment. All will need support
of office running costs.
 

Lmmunization, Egu.1pmn. Eldoret will needimmunization equipment (fridges, 
large 

etc. ) and other sub-projects
will need syringes, etc., but these are e:xpected to be
obtained from KEPI, the Ministry of Health, Kenya. 

Tenwek will toneed purchas,e irraunizatiot equipment(syringes, needles, etc. ) todue its distance from MOH ctuplysources. 

i d- .Supi,. Each project, will ne.2dKits and equipment to stfart new CH~s. Dru[gs will 
CLi' 

not. bepurchased with U.S.A. I. D. funds but with local funds. 

Con.p i!r,!. Tenwek has sucess fu Ily useC a ml~i c:r'ocomputer which has been of great value to the project. ceAnnex F for a resear: h report. ) Current equipri,'nt 'silprobably need replacemEi, t. by 1988. Terwek will have to pay
customs duty arid sales taxes.
 

CORAT needs milcro-computers, 
 a printer, zoftwart . andperipheral.-s for Lhe CBL' Programme Mana!-.er and to, a..ume -ataanalys is responsibilitiete currently handled by Johns HopkinsUniversity. The computers will also be usud for .c ountir,and word processing for this projete. CORAT will have to paysales tax and cutoms duty on the equipment which means .CI RATwil 1 bear about 50% of t.otal eci;t. The orputers will b,. used505; or more on project work and l,.is than 50% on other CORATwork (which should more 
than justify U.S.A.I.D. 's input).
 

Both Tenwek CORAT 
supplies (tractor 

and will need support for computerfeed forms, printer cartridges, floppy

disr.s, tapes, etc.).
 

Data Analyg i_Exp2_.Fces. CO}lAT will need support. for
data analyss expenses which principally consist of: specialprinting and copying costs for forms and bound surveyreports; extraordinary amounts of paper, binding materials;
computer supplies; electricity; etc.
 

Workshops. Each 
 sub-project 
and CORAT 
will need
support for annual workshops for dissemination of results and

local planning.
 

http:Mana!-.er
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uCORAT


need and the sub-projectn will
support for the major community surveys and
annual 
 internal operations 	 for minor
research
Evaluation. ) 	 surveys. (See
Field expenses for interviews are the principal
cost in 	this area.
 

Audits. 
CORAT and the sub-projects will need support
for annual external auditing of project funds.
 
C-o[m-pen. CORATcontingency 	 and the sub-projectsfunds 	 will need(15% CORAT andbudget). 	 20% sub-proier.rtThese funds 	 of t.,tcawill replacecurrent CORAT-JEf1J/USAID 	 overhead fundsContract. 	 in .hiefunds 	 CORAT willto the sub-projects 	 release t.lhe:e

problems 	 for extraordiniarynot; 	 oPpootitibudgeted but. which are 	 ,'t"rCORAT/sub-project 	 directly relatedoperations 	 tr.,Contingency 	 under thisfunds will bp 	 OPG gt"it!9 t.justif ied in writing for the r&cr.2rior to release.
 

(These funds may he used for reasonahle:cexpenses 	 non-lin,iat CORAT's discretion.)
 

SP..ia... 

needs not 	

' erwek Hospital ha:; threincluded 	 _p-
housing in this prorposal. 	 I 

is unavai lab le, 	 ,i r';t, surer;,,r
construct simple 	 and the sub- rj5..:thousi rg 	 tn needsi ,ieriable theprodutive 	 suporv>;orsPossible. 	 to hoas 	 'n,getting increas ing 	

at h e a
demands for i-'fraction 	 aof that derana 	

serv sub, t.-ris 'eateit has 	 by theno Fi o'xarIi t 	 CH,'.'on and coun-;ol1inflthe hospital1, and 	 . , ,vWilat,neti tofureti ons. 	 a,il and _,,Uqu ip F'ia ly, houS.;ing is 	 fo .,needed for tho A-S: istant, .Jord inator. 

This proposal requestsprogramne 	 a U. S.A. I.D.grant; (OPG) $1. 	 operat, illof 2?.5,G00of 	 t;jcost the project is $1,381,562. 
The to,>;l esorI,

BUDGETS 	 (DETAILEDFOLLOW) 	 . Thet SUB-PROJiC['Contributionprojects, communities, 	 'of Kenya ( CORAT, sutiand other agencies)
$506,562 or 32, 	

is estimated U±tof the 	total cost.
 

FX LC TOTAL
AID 
 $ 193,399 
 $1,091,601 
 $1,285,000 
 68%
 
KENYA 
 $  $ 596,562 
 $ 596,562 
 32%
 
TOTAL $ 193,399 
 $1,688,163 
 $,881,562 100% 

The U.S.A;I.D. 
 request 
 is rounded to $1,285,000 
from the
following figures. 

http:sub-proier.rt
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FINANCIA PLAN (US$) 

AID
COTIUI) OTHER
CQuTRaUIONS 
 TOTALS
 

FX LC FX LC 
 FX LC
 

Technical
Assistance 
 - 419,163 
- 481,861 931,024 
- 72,275Training - 57,989 - 14,286 


- 83,865 1937333 150,427Commodities 193,339 66,562 


- 16,550 - 292,512
Other Costs - 275,962 

- - 2 ,5 88Evaluation - 37,588 


-- 204,438Contin1,ernies/ 
- - 204,438Inflation 


TOTALS 
193,339 1,091,702 
 - 590,562 193,33V 1,668,264 

-i Mand RPd tinsh : 
Grant fun:e. wi~i be dispersed to CORAT according coprocedur'e. the follcwlng 

(a) A.I.D. will make quarterly paywments to COBUV2 duringthe life of the Grant, based on CORAT's quarter'i, estimane 
of costs to be incurred in the performance of grantrequi rementt3. the estimate of the c:o.ts to be incurredfor each <uarter will be submitted to A. I. D. ono StandardForm 1034. Any amounts paid to CORAT in excess of actualcosts for the quarter will be deductedquarter's from the followingrequest for payment. Any costs that CORAT nayincur in addition to those for which payment hasrequested beenmay be included in the following quarter's
estimate of costs to be incurred. 

(b) Paym.ents received pursuant to the above paragraph
shall be considered advances. 
 Such advances shall be
accounted for quarterly by CORAT furnishing to A.I.D. thejust-completed 
quarter 
 a summary statement reconciling
advances again.t actual expenditure for that month. 
(c) Except as A.I.D. 
may otherwise agree in writing, 
no
disbursentent shall be made against documentation 
 received
by A.I.D. after forty-five months from the date of 
 this
 
agreement.
 

(d) Final reconciliation of amounts due to 
 CORAT from
A.I.D., 
or vice versa, shall be made within four months of
the completion 
 of all services under this 
 Grant.
reconciliation shall be based on the financial section 
Such
 

the CORAT final report. 
of
 



CORAT ASSISTED CBHD PROJECT
oPG REQUESTLOPGICAL RAMEWORK 	 FROM: OCTOB 1o:orORi8 """ER, 
LTOTAL TO : 	 SEPTEMBER, 1989 

U.-S..A.1.DATE PREPARED: . FUNDING:S$.21m 000AUGUST 22. 1986
 

NARRATIVE 
 : OBJECTIVELY VERIFIABLE 
SUMMARY INDICATORS 
 'MEANS OF VERIFICATION I 	 IMPORTANT ASSUMPTIONS 

SECTOTAN 	 GOALPTON
 
SECTOR GOAL:BETTER COMMUNITY HEALTH IN A) Reduced Early ChilditoodMortality Rate .A) OH Surveys 	 I A) HO)H Surveys will coverKENYA 	 ProJect Areas. 

:B) HOH Reports 
 IB) Reduced Birth Rate I B) Increased MOH comaittaent to 
C) 	 Expanded CBHD coverage CBHD. 

regionally.I 

a 
PROJECT PURPOSE: 	 In Project areas: Purposes A-D 
 I 	 __.to 	be measured in baseline and
A) TO 	 :A)ASSIST KENYAN CHURCHES 	 4 Baseline and 4 Follow-up:
TO EXPAND COMM4UNITY E.ASED 

1 evaluation surveys. Also,: Surveys in 	4 Project Areds 
A) Research Methodology is able:I 	 to reflect shifts in early
CHILD SURVIVAL AND 
 I 1) Meeno South 	 hlho otlt.F
:B) Project Service Data
PRIMARY HEALTH CARE 	 cceptancemortality
14 	 P 

PROGRAMMES IN: 	 1I
E) 	- 0 2,337 New small bases and short timeFP 	Users and :C) 
 MOH District Reports 
 interval.
 

1. Diocese of Maseno South 0 3,750 EOPS FP Users. -D) Project Reports B) 	 Disease patterns do not alter 
2. Diocese of Maseno West 
 2) 	Meno West 
 ;E) Site Visits
a 
 y.

3. Tenwek Hospital Region 	 C) Continued political andE)-0 2.133 New F? Users and :F) 
 CORAT Reports and Visits 
 economic stability..

4. Diocese of Eldoret 
 - 0 3,500 EOPS 	 officeFP Users 


Dc)Continued Governent support-	 -for
B) To Provide Education 
 3) E1dr-t CBHD 	 and P in 4 project

areas.
 
on 	Hel to otherareas. E) 	 - 6 1,170 New FP U ers 

C) To Increase Nutritional
Status of Children under 
 - 0 1.170 EOPS FP Use-s
 
6 Years
 

D) To Increase Use of ORT 4) TenwekJ 
a 

E) E) - 0 2,320 New FF Users andTo 	 Increase Knowledge and I
Use of F 
 -0 	4,200 EOPS FP Users
 

PROJECT OUTPUTS: 
 :*Four project area totals are: :A) Immunizations 	 :1. PbbOJECT REPORTS: aA) 	- 0 387,000 immunizations A) Mobile A) MOH/KEPI to supply vaccinesClinic Reports V end maintain cold chain 

(doses) to children
B) Motivational Home visits a 
B) CHH Reportaby 	CHWs B) Good Community participation
-@ 	 doses19,800 Neo-Natalto 	aL:tc-nataltetanus.: ContinuesC) Oral Rehydration Training 	 C) upervisormothers 	 and ProjectCoordinator Reports 	 "nnC) CHUs continue to volunteer to
for Moters 


Bhelp local communities at no/@ 2,300 Mobile Clinics
D) Child Weighings or Arm 
-	 D) CORAT Reportl-

Circumference Measurements: B) -	 low pay.@ 585, "00 visits by CHHs :2. 
Site Visits by COPAT 
 D) Qualified Nursing personnel

CONTINUED NEXT PAGE* 
 CONTINUED NEXT PAGE 
 . will be available to manag
 

projects.
 
CONTINUED NEXT PAGE 
 CONTINUED NEXT PAGE
 



NARRATIVE 
 OBJECTIVE VERIFIABLE
 
SUMMARY 
 INDICATORS 
 MEANS OF VERIFICATIONO
 

-a . ______ _-ORTANT ASSUMPTIONS 
PROJECT OUTPUTS (CONT'D) ',Fourproject area totals are: 3. Surveys n d Survey Report= 

E) 	 New Village Health C) - 0 372,500 New and Repeat 
Committees (VtICs) ORr foz Mothers 

F) New Community Health D) - 31,700 :t*ild weighings
Workers (CHHs) and/or arm circumference 

ado measurements 
G) Retrained CHUs 

E) - i 148 New VHCs11) 	 Surveys 

- 210 .ActiveVIICs (EUPS) 

F) - 710 :1,., .;, 

O- 20CE ,'.. 'EOP3)PtSv 

G) -0 1,,00 Cti Rutrainings 

H) - L 8 S-jrveys complete 

See sub-project propuslu for
 
details
 

PROJECT INPUTS: 	 U.S.A. IfUT5" 5.- Audited Accounts-F) 

-. Bank Statements

A) 	 Technical Assistance A) Technical assistance
 

(CORAT Mandays = 743) 
 = $ 	 449,146 

B) 	Training B) Training = $ 57.084
 

C) 	Co,=.oditieu C) Commodities = 2 253.896
 

D) 	 Other Expenses D) Other Expenses = $ 275.93 

E) Evaluation Expense3 -) Evaluation Expenses 
= $ 37.587 

F) Contingency/Inflation
 
F) Contingency/Inflation
 

a $ 	 201. 131 
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APPENDIX A
ORGANIZATIONAL INDICATORS
 
OUTPUT (-SUBPROJECT) 


NEW VHCS
-MASENO SOUTH
-MASENO WEST 

-TENWET 


TOT 

TOTAL NEW VHCS 


NEW CHWS
 
-MASENO SOUTH 

-MASENO WEST 

-TENWEK 

-ELDORET 


TOTAL NEW CHWS 


CHWS RETRAINED
-MASENO SOUTH 

-MASENO NES'S 

-TENEK 

-ELDORET0TOTAL, RETRAINED CHWS 

NEW CCHWS-ASENO 
 SOUTH 

-TASENO 4EST-TENWEK 

OTAL 
TOTAL NEW CCHWS 


NEW SUPERVISORS-MASENO SOUTH 

-MASENO WEST 

-TNWE[K
.LDORET 

TOTAL NE4 SUPERVISORS 


TOTAL YEAR END ACTIVE VHCS-MASENO 
SouTH 
-MASENO WEST 

-ELOET
-ELDORET 
TOTAL YEAR END ACTIVE VHCS 


ACTIVE CHWS YEAR END
-MASENO SOUTH 

-MASENO WEST 

-TENWEK 
-ELDORET 

TOTAL YEAR END ACTIVE CHWS 


1986/

1987 


12 

11 

2 


5 

30 


50 

66 

30 

25 

171 


119 

43 

85 


247 


12 


6
0 


1 

19 


2 

2 

2
1 

7 


58 

39 

23 

5 


125 


278 

195 

171 

25 


669 


1987/

1988 


-
-
-


25 

20 

4 


10 

59 


00 

100 

60 

50 

290 


278 

195 

171 

25 


66 


12 


8
0 

4 

24 


0 
0 
01 

1 


75 

53 

27 

14 


169 


330 

275 

226 

72 


903 


1988/

1989 


-


25 

20 

4 


10 

59 


60 

85 

60 

50 


255 


330 

275 

226 

72 


903 


12 


9
0 

6 

27 


0 
0 
01
 
1 


90
 
66
 
31
 
21
 

208
 

357
 
333
 
230
 
117
 

1087
 

3 YEAR
TOTALS
 

-


82
 
51
 
10
 

25
 
148
 

190
 
251
 
150
 
125
 
716
 

727
 
513
 
482
9
 

18.9
 

36
 

23
0 

i
 
70
 

2
 
2
 
2
 

9
 



APPENDIX A (CONT.)

CORAT PROPOSAL TO USAID
 
SERVICE OUTPUT INDICATORS
 

OUTPUT (-SUBPROJECT) 


HOME VISITS

-MASENO SOUTH 

-MASENO WEST 

-ELDORET 


TOTAL HOME VISITS 


NEW/REPEAT CRT TRAINING
-MASENO SOUTH 

-HASENO WEST 

-TENET 

TOTAL ORT TRAINING 

TOTAL ORT TRAINING 


YEAR END FP USERS
-MASENO SOUTH 

-MASENO WEST 

-TENEK 

-ELDORET 

TOTAL YEAR END FP USERS 


NEW F?-MASENOUSERS
SOUTH('87:+M WEST)


-MASENO WEST(**INCLUDED ABOVE)

-TENEK 

-ELDOREr 

TOTAL NEW FP USERS 


MOBILE CLINICS-MASENO SOUTH 

-MASENnWEST 

-TENWEK 

-ELDORET 


TOTAL MOBILE CLINICS 


CHILD IMMUNIZATIONS (DOSES)
-MASENO SOUTH 

-MASENO WEST 

-TENWEK 
-ELDORET 
TOTAL IMMUNIZATIONS 


EXPECT. MOTHER IMMUNIZATIONS
-MASENO SOUTH 

-MASENO WEST 

-TENWEK 

-ELDORET 

TOTAL MOTHER IMMUNIZ. DOSES 


CHILD WEIGHINGS/ARM CIRCUMFERENCE
-MASENO SOUTH 

-MASENO WEST 

-TENEK 

-ELDORET 


TOTAL CHILD WEIGHINGS 


1986/

1987 


--.... 

18913 

13254 

35910
6000 


74077 


11348 

7953 


25137 

3600 


48038 


1947 

1364 

2223 

150 


5684 


583 


335 

150 


1071 


140 

150 

158 

55 


'503 


14000 

22500 

19750 

8250 

64500 


840 

1800 

714 

330 

3684 


27313 

26754 

29805 

8550 


92422 


69364 

53169 

76224

14550 


213307 


41618 

32171 


53357 

8730 


135876 


2854 

2380 

3164 

648 


9046 


881 

1016 

941 

498 


3336 


220 

220 

300 

110 

850 


66000 

66000 

29325 

33000 


194325 


1650 

3300 

1346 

825 


7121 


89164 

73419 

58812 

18630 


240025 


1987/ 1988/ 3 YEAR
1988 
 1989 TOTALS
 

..------ - 
86639 
 174916
 
76662 143085
 

100188 
 212322

34042 
 5,1592
 

297531 
 584915
 

51983 104949

45997 86121
 
70132 
 148626
 
20425 
 32755
 

183537 
 372451
 

3752
 
3497
 
4200
 
1171
 

12620
 

873 2337
 
1117 
 2133
 
1036 
 2315
 
523 
 1171
 

3549 
 7955
 

220 
 580
 
220 
 590
 
348 
 806
 
165 
 330
 
953 
 2306
 

27500 107500
 
34375 122875
 
29580 
 78655
 
37125 
 78375
 

128580 
 387405
 

1980 
 4470
 
3960 
 9060
 
1571 
 3631
 
1485 
 2640
 
8996 19801
 

99839 216316
 
9"3162 
 193335
 
70974 
 159591
 
35275 
 62455
 
299250 
 631697
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APPENDIX A (CONT.)

CORAT PROPOSAL TO USAID
 
SERVICE OUTPUT INDICATORS
 
OUTPUT (-SUBPROJECT) 


CHILDREN SEEN AT CLINICS
-MASENO SOUTH 

-MASENO PEST 

-TENWEK 

-ELDORET 

TOTAL CHILD WEIGHINGS 

0826862320
 

1986/

1987 


1000 

22500 

r9750 

16500 

59750 


1987/

1988 


33000 

33000 

34500 

24750 


125250 


1988/

1989 


-
-


22000 

27500 

34800 

33000 


117300 


3 YEAR
 
TOTALS
 

-


56000
 
83000
 
89050
 
74-50
 
302300
 

4)D
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APPENDIX A
 
CORAT PROPOSAL TO USAID
 
CORAT OUTPUTS
 

CORAT MANDAYS OF TIME 
FUNCTION/SUB-PROJECT 


PROGRAMME OVERST GHT/REFORTING 

MASENO SOUTH 

MASENO WEST 

TENWEK 

ELDORET 

OVERALL PROJECT MANAGEHENT 

MANAGEMENT ADV ISORY 
MASENO SOUTH 

MASENO WEST 

TENWEK 

ELDORET 


EVALUATIONS FOR PARENT
 
ORGANIZATICN4S 


SURVEYS 
MASENO SOUTH 

MASENO WEST 

TENWEK 

ELDORET 


SURVEY DATA ANALYSIS 

SERVICE DATA ANALYSIS 

TOTAL COFAT MAN-DAYS 
TOTAL CORAT CONSULTANT DAYS 
TOTAL CORAT ASSOCIATE DAYS 


OT, '86/ 
SE,'87 


M/D 

12 

12 
15 
24 

24 

'1 
4 
7 

12 


-

20 

20 

20 

20 


75 


60 

329 
215 
114 


OT,'87/ 
SE,'88 


MiD 

24 

24 
24 
24 

24 

12 

12 
12 
12 


10 


-

-

-

-

0 

48 

226 
192 
34 


OT, '88/ 
SE,'89 


M/D 

24 

24 
24 
24 

24 

12 

12 
12 
12 


10 


20 

20 

20 
20 


75 

369 
269 
100 


3 YEAR 
TOTALS
 

M/D 
60 
60 
63 
72
 
/2 

28
 
20
 
31 
36
 

20 

40
 
40
 
40
 
40
 

150
 

144 

924 
676 
248
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APPENDIX B 
CORAT PROPOSAL TO USAID 
CORAT COMPONENT BUDGET 

BUDGET ITEM OT,'86/ OT,'87/ OT,'88/
SE,'87 SE,'88 SE,'89 

3 YEAR 
TOTALS 

------------------
1.TECHNICAL ASSISTANCE 
 (US$) (US$.) ?uS$) (US$)

CORAT CONSULTANT COSTS


($220/MANDAY) 
 47031 46200 71201 1,64432

CORAT ASSOCIATE COSTS
 

($170/MANDAY) 
 19238 5738 
 16875 41851
TOTAL TECHNICAL ASSISTANCE 66269 
 51938 88076 
 206283
 
2.TRAINING 
 1563  - 1563
 

3.COMMODITIES
 
VEHICLE 
 13000  - 13000 FXCOMPUTER, PRINTER, SOFTWARE 
 10000 1100 
 - 11100 FXTOTAL COHMODITIES 
 23000 1100 
 - 24100 

4. OTHER EXPENSES 
VEHICLE OPERATION ($.25/K.M) 1250 2750 
 3025 7025
AIR TRAVEL 
 - 1250 1375 2625
TRAVEL 
 313 1375 1513 3201
ANNUAL WORKSHOP 
 938 1031 1134 3103
DISSEMINATION WORKSHOPS 
 - - 3781 3781
AUDIT 
 2188 3125 4094 
 9407
TOTAL OTHER EXPENSES 
 4569 9531 
 14022 20142
 

5.EVALUATION
 
SURVEY FIELD EXPENSES 
 12500  15125 27625
DATA ANALYSIS EXPENSES 
 1400 715 2821 4936
TOTAL EVALUATION 
 13900 715 
 17946 32561
 
CORAT SUB-TOTAL 
 109421 63284 
 120944 293649
 

CONTINGENCY (15%) 
 16413 9,193 18112 44048
 
CORAT TOTAL USAID REQUEST 125834 
 72777 139086 337697
 

FX = FOREIGN EXCHANGE
 

CORAT CONTRIBUTION BUDGET 
 OT,'86/ OT,'87/ OT,'88/ 3 YEAR
BUDGET ITEM 
 SE,'87 SE,'88 SE,'89 TOTALS
 
3.COMMODITIES 
 (US$) (US$) (US$) 
 (US$)
VEHICLE DUTY & TAX 
 12500 
 - - 12500
COMPUTER DUTY & TAX 
 10000 1000 
 - 11000
TOTAL COMMODITIES 
 22500 1000  23500
 
TOTAL LOCAL/OTHER SOURCES 
 22500 -- 22500
 
PERCENT OF GRAND TOTAL BUDGE 
 0.15 
 - - 0.06 
GRAND TOTAL CORAT BUDGET 148334 73777 
 139086 361197
 

3 YEAR TOTAL TARGET POPULATION SERVED 
 559980
FINAL YEAR COST PER PERSON SERVED US$ 0.25
3 YEAR COST PER PERSON SERVED 
 US$ 
 0.64

0826860200
 



----------------------- 
Comm od ity/ 

Sgerice-

1. 	Vehicles & Motor
 
Bikes 


Subaru 4x4 Saloon 

Suzuki Sierra's 


Landrover Hard 
Top 

(110 type)
 

Sub-Total 


Honda Motorbike
 
XL 125 


Sub-Total 


2. 	Bicc 


Sub-Total 


3. Computer Equip-ment

dOSof tdare ...
 

-inIcr c0mp uter sprinters, equip-


Ment & software
 
-microco;iputer,
 
printer, eauio
ment & s:Jpplies 


Sub-Tota 


Delivered 
 Procurement
 ------.. .. 7Remarks
 

No.
 

I $ 13,000 CORAT AFRICA 

2 24,000 Diocese of Maseno South 

2 25,200 Diocese of Maseno West 

"3 37,200 Diocese of Eldoret 

I 20,625 Tenwek Hospital 


" 	 i2O ^5
 

3 7,907 Diocese of 4aseio South 
4 10,B25 Diocese of maseno west 
4 9,967 Diocese of 
-9--

20 


37 s 


23 


15 


75 


E;doret 

6q Tenwel: Hospital


5.3,7o
 

,613 Diocese of Maseno South 

4,741 Diocese of Mlaseno 
West 


2268 Diocese of Eljoret 

14,642
 

$ 	 11,100 CORAT AFRICA 

9_4_J4 Tenw;9 Hospital
I ----J
 

4. 	0-ii. gqjp@qgt2,188 Diocese of 
Maseno South 


Sub-Total 


5. 	Medical Immunization
 

Eg2igent
Equipment, materials
 
other than drugs and 

vaccines 


6. 	 CHWMaterials 
Kit, Syringes, 

Scales,
 
sterile dressing, etc. 

but no drugs, vaccines 


Sub-Total 


Grand Total 


2,188 Diocese of Maseno West 

9,375 Diocese of Eldoret 

-0)O Tenwei. Hospital 

14,751
 

8,531 Tenwek Hospital 


6,140 Diocese of Maseno South 

7,713 Diocese of Maseno West 

4,391 Diocese of Eldoret 

1_,34 Tenwek Hospital


_2B368 


259,871 

= = 	= 


Kenya Japan:
 
Kenya Japan!
 
Kenya Japan!
 
Kenya Ja;an:
 
Yenya Kenya!
 

Japan Japan
 
Japan Japan:
 
Japan Japan;
 

Japan Japan;
 

Kenya Irdia:Ofi tn-

Yenya India ;Shei
 
Kenya India:
 

U.S.A. U.S.A:
 

U.s.A,
 

Kenya Kenya:
 
Kenya Kenya:
 
Kenya Kenya:
 

Kenya Kenya
 

:Off the
 

Kenya Kenya!
 

!Off the
 
'Shel f.
:-No
 

1 	drugs,
 
medic

ines
 
o r 

tac
c i n e s . 



CURRICULUM VITAE
 

WILLIAM RAPHAEL TE.U
 

Office Addresi: CORAT AFRICA 
P.O. Box 42493 

NAIROBI 

Present Position: Executive Director 

In this capacity
 

.	 Responsible for the management of the rerource centre.
 

• 	 Initiate, develop and co-ordinate the prograunes and
 
activities of the consultant team.
 

.	 Responsible for advisory cervices, and participate in training 
courses, and research and development progranes.
 

, Ensure the professional standurds of CCRAT are maintained at
 
the highest possible level.
 

Develop and maintain good relaXions with CORAT'8 clients and 
funding agencies.
 

Market CORAT's services with the help of the consultant team so
 
as to maintain a steady worle and cash flow.
 

Enable and co-ordinate the extension of church management sarvices
 
to different African countries through national church organisationa

and CORAT associates.
 

* 	Manage all personnel matters of the staff.
 

* 	Act aQ secretary to the company.
 

Past Work Experience
 

September 1979 
- July 1982 - Finance Officer/Consultant for
 
CORAT AFRICA.
 

In 	this caparity
 

Manage the finances of CORAT AFRICA and co-ordinate and supervise
 
CORAT's capital development program-es.
 

jmenustik
Rectangle
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In this capalcity
 
SParticipate in the research and 
o ,micati,, training andadviozy service programm areas. willhiof eucational material# curiculun dev....e. 

involve prearat±c 
leP 4 ancm~ltancy assigmeents.
 

*Assist in the develcrment 
 of CflRpa thzolg omtacts, visits andc0respr~nce. 

* Participate In the planlng of all =ORAa'sthe capital investment progranmo 
pogrames includirq

and internal managament.
Januar. 1976 June 1979- - Principal Auditor 

Tanzania Audit Corporation
 
In this capacity
 

* 
 In charge of all the cwaxall financial ar4 managanent audits ofover fifteen parastatal organisaticns.
 
" Partticipatal in policy davalquent, 
 pro ramx, planLtrqg for theCorporaticn.
 

" April 1973 
 - ecm hr 1975 - Assistant Lecturar In 74-ountanmy, 
Instituta of E velojmt nageait, 

. May 1972 - MxLd-h 1brogcro.1973 - Assistant to REgior.l Financial 

Controllar, Kigcme. 
In this capacity 

In charge of regial develcgaent budget pre.2ration a1 reporcingrecurrent onbudget e>.lndlture against Ix&kjat for tha region. 
Related ~erie-nc-LC 

MpiagareintC~isultinkI.
 
" Feasibility Study 
cn the Establis-hmn of a Christian Seocniary Schoolnear Naiimbi (0ctcber, 1979). 
• Survey and Evaluation uf the Maasai Rural Tralnig Centre - Kenya(Noavmer, 1979) 
* Study on Establishing Prcgranum Priorities for tUe All Africa Conferenceof Churches - (iay,Kenya 1980).
 
" Management Review of Plateau Eispital 
- Kenya (July, 1980).
 
" MIagement Audit 
- Office of Development Coordinator, Diocese of Kitui-Kenya (October, 1980). 
* Manag±ent Review of the Kenya 'DWA, (August, 1982).
 
" 
 Financial Evaluation of the Develcent MIcticn and Develciet 

Coordinators Programe - Diocese of Meru, Kenya (December, 1983). 
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" NMngancnt Rwftucing of thS Christian Servim COnuitte of theOm"'m~in MaLa4 (JMa 1983).
 
" Evalutin of thO ?18tk ±t 
 Qiich in Kwiya (June, 1984). 

" Ev buaiy re t i a- ya 1984)of the 4 j h of Fast Aft,= KY (I" Ub~r, . 
i~at~* Ev oftheCbrjatim an cil 'Of Tanzania (juwn , 1985).

" EvalLuat4 of the C~r-stan PcamuwnitY S"r-cAs Of t~n Diozea~a of Nau'South - Kenya (June, 1985).
 
h~search
 

"D%Iwrv-
 oncuiof a C= L Yzrvigan~t fcxr &,rr.n (~1ra.-,1~) 
* Deveic jnt of a Cour010,e~~ " vrJeent for Dwecint 

DVlqnwint of MuI~qgv-7mnt and Pz4oumt~r SYstOMSn~ Kis-ahii fo-r thaEvancjlical thran hurch in Tanzan~a, lcrth rDIaci,4 n a. I
in progremw) ad&A1 

Paxt±CiLp)t'k in nL,4-r!jzc M-lagtM~nt tiainyj r.nth ~~k, 
- Tanzan-ia, IfmyaEL4-pa4

ZxLie cwlaDziinL~± 

~ctione-Iam1 rfensicnalTraz~ng
 

J~uva 1972 - B. Ccr 
 (Fcrna) U.jiver~±ty of jzax b
 

Jwm 1977 - A.C.C.A. (U..)
 
Professcnal. Vaueruhiip 

-P 17.U~w, Chiartercd A&= ±atc-n of Ccrt4.ficd Amtantz (U.K.) 
Mad,-rbtr Kenya Inmtitbt of 14n wmt: 

L>
 



6ordon W. Brown

Senior Consultant, CORAT AFRICA
 
Dr. 
 Brown has been Senior Consultant with CORAT since late 1979.
has been involved in all He
areas of CORAT's work:
development, research training, materials
and consulting as a member of
team. the coasultant
Over the 
past few years Dr. Brown has 
 become increzsingly
involved with consultancies for mission hospitals and hospital organizations 
in Kenya with emphasig on cost-effective management and
gathering methodology and utilization. 

data
 

Past Work 'g~ipCrienqt:
 

1976-1979 
- Lecturer 
 and consultant with Industry and Commerce 
Programme, 
Mindolo Ecumenical 
Centre, Kitwe, Zambia, engaged
in materials development 
and training for industrial
dle management personnel mid
as well as industrial management
consultancies. 
 He also performed 
a cost analysis of
functions of the whole of 

the

Mindolo's operations. 

1976 - Consultant with the U.S. 

Administration, 

Energy Research and Development

Washington, D.C., 
engaged in research cnd
development of 
methods of 
statistical insulation design.


1972-1975 
- Associate Professor, 
 Elertrical Engineering Department,
University of 
Pittsburgh, Pittsburgh, PA, U.S.A.
 
1967-1972 
- Assistant Professor, 
Electrical Engineering 
 Departinnt,
University of 
Pittsburgh, Pitt-burgh, PA, U.S.A.
 

1967 to - Co.isultant 
 to indLustrial 

present Electric 

concerns including WEstingrhoLIC
Corporation, 
 ITE Imperial, 
 Balfour BE-i,tty,
Zambia Electric Supply Company,
in the area of 
Kenya Power and Lighting
transmission 
 line protection agoinst
lightning and the cost-effective upgrading of 
high voltage


transmission lines.
 

ducat 
on and Professional 
 Qualifications:
 

Ph.D.E.E., 
illinois Institute of Technology, 
1967
M.S.E.E., 
Illinois Institute of Technology, 
1963
B.S.E.E. and B.A. in Applied Sciences, Lehigh University, 1960
 
Registered Professional Engineer in Pennsylvania (USA) and Kenya
Senior Member, I.E.E.E.
 
Member, C.I.G.R.E. and I.E.K.

Associate Member, Kenya Institute of 
Management
 

Pert1hent Publiscations and Paper
 
"Determining Cost-Effectiveness of 
CBHC/FP Programs," co-authored with
Dr. Mark Jacobson, April 1986.
 
"Management 
in Church Hospitals," co-authored with 
W. R. Temu,.
Proceedings of the International Hospital Federation Regional 
 Conference, Nairobi, October 1984.
 
"Contribution by and Future Potential 
of the Protestant Churches Medical Association 
(Kenya) in the Delivery of Health Services in Kenya,"
report for USAID, 1982.
 



Dr. Brown has published 
 over twenty technical
papers in refereed journals on 
engineering 
 topics.
Some of these, dealing with 
cost-effectiveness
and/or statistical 
design and analysis, 
are indicated below as relevant:
 

"Cost-Effective 
Upgrading of 
HV Lines - Experience in 
 Africa," invited paper presented at Imperial College of 
Technology, London, April

1983.
 

"The 
Weibull Distribution: 
 Some Dangers With its Use
Studies," in Insulation
IEEE Transactions on 
Power Apparatus and Systems [PAS], Sept
 

Research,"invited paper presented 


1982, pp. 3513-3522. 

"Joint 
Crest 

53-58. 

Frequency Distributions of Stroke Current
Magnitude to Transmission Lines," IEEE PAS, 

Rates of Rise 
Gan/Feb 1979, 

and 
pp. 

"A Critique of Extreme Value Analysis in Cable Insulation 
at Imperial 
College, London, February 1977.
 

"Frequency 
of Distribution Arrester Discharge CurrentsStroktes," co-authored Due to Di rectwith S. Thunander, IEEE PAS, Sept/Oct 1976, pp.

1571-79.
 

"Optimization of Electrical De.ign of EHV Transmi-ssion" Lines,"Ph.D. asthesis advisor, University of PittsLurgh, 1971.
 
"Testing for the Cumulative Flashover Distribution," IEEE3970, pp. 1186-91. PAS, May 

"Maximum Likelihood Methods Applied to Flaishovar Probability Data,"IEEE FAS, ec 1969, pp. 
1923-30.
 

"Marko Processes Applied to Power System Reliability," as M.S. thesisadvisor, University of 
Pittsburgh, 196&.
 



Kershaw Burbank Jr.
 

 

EXPERIENCE: CHRISTIAN COMMUNITY SERVICES OF MT. KENYA EAST
 
Kerugoya, Kenya (Church of the Vrovince of Kenya- C.P.K)


1979-1983 Executive Director
 
(Appointed Missionary, Episcopal Church, U.S.A.)
 

Started this development corporation serviny the Diocese
 
of Mt. Kenya Ea-t, geographically 34' of Kenya. Assessed
 
needs, wrote policy and organizational plans, found funding,

and initiated local and regional rural development projects.
Hired, trained, and supervised immediate staff of 15 
Kenvan nationals. Worked directly for Rt. Rev. Dr. David 
Gitari and with diocesan staff, clergy, and coiamittees. 
Served as Diocesan Development Secretary. Evaluated local 
theological and development projects, wrote proposais, and 
negotiated agreements with funding agcncies. Oversaw grant 
administration and wrote reports to funding agencies.
Member of National Board of Christian Community Services, 
National Christian Council of Churches Rural DeveIocment 
Advisory Group, and diocesan representative to Xenyan
government development committees. 

BURBAILK ASSOCIATES, Paoli, Pennsylvania 
1975-1978 Owner
 
1974-1975 Account Executive
 

Managed all aspects (from 'Unance to creative outpat' of 
consulting firm specializing in public relations and
 
advertising. Planned and executed national public relations 
programs and budgets for Tylenol, Ferrari, and a museum. 
Wrote advertising and public relations strategies and copy
for TV, radio, print, and direct mail. Consulted on managa
ment organizational development, and fund raising masters.
 
Trained and supervised account staff. Created and presented
 
new business proposals. Negotiated contracts. Spokesman with
 
national press. Worked with clients' top management, market
ing and technical staffs.
 

Accounts: McNeil Consumer Products Co., (Johnson & Johnson 
subsidiary) ; Ferrari automobile distributors; Sleepy Hollow 
Restorations; Devon Horse Show; University of Pennsylvania':
 
University .1useum; and Algar Enterproses (car dealer).
 

PROCTER & GAMBLE COMPANY, Cincinnati, Ohio, U.S.A. 
1973-1974 Staff Assistant, CONSUR4ER AFFAIRS DEPARTMx:NT 

First in new position responsible for national pubiic

education program about advertising. Worked with Vice-

President- Advertising, Director Public Affairs Division,
 
and Managers of various departments and brands. 
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K. Burbank Jr. (Cont'd) 2.
 

PROCTER & GAMBLE
1970-1973 
 Staff Asbistant, PUBLIC RELATIONS DEPARTMENT
 

PR Counsel to 
the Packaged Soap & Detergent Products
Division. Organized community relations programs for
manufacturing plants. 
 Wrote PR materials and organized
media events. Worked with Division Plant, and Brand
Managers.
 

PROCTER & GA4BLE1968-1970 
 Field Supervisor, FIELD ADVERTISING DEPARTMENT
 

Managed door-to-door sampling operations throughout U.S.A.
Worked with District Sales Managers.
 
EDUCATION: CORNELL UNIVERSITY, lthLca,1983-1984 New York- Master ProfessionalStudies (M.P.S.) in International Agriculture and Rural
Development specializing in project design and management.
Degree expected January, 1985.
 
1979 C.P.K. LANGUAG' SChOOL, Nairobi, Kenya- month3 intensive 

course in Swahili.
 
1964-1968 
 YALE UNIVERSITY, New Haven, Connecticur-American Studies. B.A. degree inMember: St. El.o's Senior Society;Fence Club. Student aide theto President. ass istnatnanager of the varsity hockey team.
 
1965-1961 
 TAFT S,-IOOL, Watertown, Connecticut- ofCertificateReconunendaticn frcw the National Merit Scholarship.
 
MILITARlY: 
 U.S. AINP.1E CORPS- Honorably discharged in 1967.duty: 1961-1964. Corporal (L-4) 

Active 
, squad leader and spot

team chief.
 

ACTIVITIES: 
Cornell Camel Breeders, Association member.
Presentations on overseas church work to U.-. churches.Lay Reader, St. Thomas's Church, Kerugoya.Scuba, photography, ice hockey, squash, and tennis. 
TRAVEL: Kenya, United Kingdom, Netherlands, Belgium, France,Germany, Israel, Okinawa, Japan, Korea, Ho.ng Kong,Philippines, Taiwan, Panama Canal Zone, Bermuda, and the
Caribbean. Throughout the United States. 

LANGUAGES: Swahili, French, Computer BASIC. 

PERSON.AL 
REFERENCES: 
Upon request.
 

r* 

http:PERSON.AL


VITAE 

DAN C.O. KASEJE 
 MBChB, MPH,
 

Dip, COS.
OFFICE ADDRESS: 

F".LD ADPRE S:


DEPARTMENT OF COMMUNITY HEALTHY 

SAR1DIDI RUR.AL UA14TH,FACULTY OF MEDICINE, 

PROGRAMME,PO 
SOX 30588F 
P.O. BOX 33,
 
NYILIMA.
 

Phone. 334800 Ext. 
2718 or
 

2376
 

PERSONAL
 

'Marital Status: Married
 

GENERI!.EDUCATTO,!:
 
Maranda 
 and Tarbach Secondary Schools 1964 ' 1967cbtained E.A.CE. (Division 1).
 

Thika High School 1968 1969
-

obtained E.A.A.C.E. (3p 2s.).
 

Regent Col'lege, University of British Coluwbia 1978-
 1979
Awarded a Diploma in Christian Studies (Dip. C.S.).
 
j 
 Area of concentration; Comniunication Principles and Chriitian
Conselling
 

MLEDICAL DUCATION:. 
University of Nairobi 1970 
- 1975. 

Awarded Bachelor of Medicine and Bachelor of Surgery (MB ChS).
 

Harvard University, School of Public Health 1977 
- 1978
Awarded Master of Public Health 
(MPH).
 

Area of Copcentratton: Communicable dizease control and Tropical

Public Health.
 

Educational Commission for Foreign Medical Graduates (U.S.A.):
Passed thq qualifying Examination EC.F.M.G. Certificate tn 
1978.
 

jmenustik
Rectangle

jmenustik
Rectangle



-2-

University of Nairobi, Department of Pathology, 1979
Awarded Certificate of Post graduate.Immunology
 

UNIVERSITY APPOINTMENTS:
 

l Fellow.
AITutor
In the Department 9f.Community Health, Faculty

-of Medicine, University of Nairobi, appointed
 

• .. in 1976. 

Lecturer: 
 Promoted to the position of a Lecturer in the
 
Department of Community Health.in January 1979.
 

PROFESSIO JAL E:PERIi,:CE.
 

Medical officer 
(Intern)
 
Machakos General 
HIospital,
 
Machakos District, Eastern Province 1975 
- 1976 

Rotated through the Department of Paediatrics, edicine 
and Obs/Gyn.
 

-edical Of.icr (Obsterics and.and Gynaecology)
Assist, nt 'of 1,eath (In chai-ge of RuralHealth Services, Plachakos District, Eastern Province 
:1976 - 1977),
 

I was also responsible foc TuberziLoSis and 
management, control/and research during the same 
period
 
(1976-1977).
 

Acting Medical Officerof Health 

Machakos District,
 
Eastern Province, 1977 (January to March).
 

TEACHING EXPERIENCE:
 

Undergraduates:. Lectures and 5eminars on:
- Communicable disease control
 
- Organization of 
Rural Health Services
 

in Kenya
 

-
Health Centre Practice
 
- Community Diagnosis
 
-Primary 
Health Care (Community Based),
 

Field -Work: 
Practical approaches to Field
 

http:Health.in
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disease and disease related problems in given

communities, actionoprogrammes based on 
survey
 
findings and evaluation of action.
 
Utilization of data from Community based surveys.
 

Nursin 
Students: Epidemiology of selected communicable
 

diseases.
 

Public Health Nurses:
 

Community Diagnosis
 

Rural Health Training Centre Teacher Trainees:
 

- Communicable Diseases Control
 

- Community Diagnosis
 
-
Rural Health Services and Primary Health
 
Care.
 

Visiting Scholar
 

Regent College
 

University of British Columbia
 
VarWourver, Canada.
 

I Organized and conducted 
a Seminar for Medical and
Paramnedical professionr1 ls and "Uholistic Community 
Based Health system".
 

RESEARCH ACTIVITTES:
 
PAST: 
 Evaluati.on of the National Tuberculosis Programme
 

in Machakos District (1976 
- 1977)
 
- A report is available.
 

Investigation of 
an outbreak of visceral Leish
maniasis in Machakos District, its management and
 
control. (1977).
 
A report is available.
 

Community Based.distribution of non-clinical
 
Family Planning Services: 
 Its feasibility in
 
Kenya (1980).
 
- A report available.
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CURRENT: 
 Saradidi Community based malaria Chemoprophylaxis


and Chemotherapy Cohtrol Programme. 
This research
is funded by WHO, SG on Applied Field Research on
malaria and I am the Principal Investigator.
Saradidi Community Based distribution of non-clinicalFamily Planning Services - Fun.ded by Family Planning

International Assistance.
 
Epidemiology of 
the major Communicable diseases in
an 
area in Siaya District and 
appropriate control
 
strategie:j.
 

CONFERENCES SEr:IuRj$ AlE !ORK s3IOPS 
October 1980
 

Attended 
a workshop on
 
"Is the concept of the Rural Community Health lorkerProgramme Applicable to Lne 'Jrban Environment?,

-READ A P,-.PLp Oil "URBA: HEALTH PRO[LE;,IS IN SQUATTER 
AREAS OF NitIfOBI,,. 

December 1980
 
Attended a wcrk-!;hop on Community Based distributionSQ 
Family Planning Ser-vices and Management of Community

ased icome generating programmes at the Asian Centre 
for Paulation and Community Development, in.BANKOK -
Th aii and. 
READ A PAPER ON
 
"A 
 Ea2sed Health Pr--amme in Kenya: Saradidi
Health Project". 
February 1981 Attended the 2nd Annual Medical
 
Scientific Conference, Nairobi, Kenya.
 

April 1981 
 To attend IUAES 1981 Symposium "ANTHOROPOLOGY AN4D
PRIMARY HEALTH CARE" at the Roy>al Tropical Institute, 
Amsterdam, Holland.
 

Paper 
for presentation:
 

"A Community Based Health Programme in Kenya: 
Saradidi Health Project". 
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OTHER ACTIVITIES:
 

- From ist December 1980: A member of the Community Health 
Workers Support Unit (CHWSU) Advisory Committee.
 

- June 1980 to January 1981: 
 A Consultant to the International 
Eye Foundation, Rural Blindness Prevention Programme on
 
Community based Services.

F-eruary 1981 Member of the Review Committee on Public 
Health Act. 

June 1979 to November Consultant to the diocese of Maseno
 
South on 
Rural Health"Services"
 

PAPERS
 

Kaseje, D.C.O., 
 'Sickle Cell Disease in East Africa",. 
UrpubliShed Dessertation, 3rd year Nairobi
 
University Medical School 1973.
 

Kaseje, D.C.O. 
 'Evaluation of the national TB. 
 Programme
 
in Machakos District Unpublished term-paper
 
for Master of Medicine in Community Health 1977. 

Kaseje, D.C.O., 'Epidemiology, Management and Control of Visceral
 
Leishmaniasis outbreak in Machakos District'-

Unpublished Term Paper for Master of Public
 
Health, Harvard School of Public Health (1978).
 

Kaseje, D.C.O., 'Noise: Its effects on Hearing, 'Schistosomiasis: 
The Relationships 
among Pathology, Prevalence,
 
and intensity of infection'. 
 'Ethical analysis
of'Family Planning Programres in Machakos 
District.' All these were unpublisned 
term
 
papers for Master of Public Health degree of
 
Harvard, J.978.
 

Kaseje, D.C.O., 
 'The Role of Medical Missions' and 'The 'Healing
Ministry' Both are unpublished Course Papers
for the Diploma in Christian Studies at Regent 
College, Vancourver, Canada.
 



Kaseje, D.C.O.? 


Mburu, F.M., and 

-. 6 

'Malaria Chemoprophylaxis 
 A feasible control
 
Alternative,, Ulnpubishedaper 
prepared for the
work-Shop on Malaria in Dar es 
Salaam, 1979.
 

Kaseje, D.C.O. "Community Based Dist:ibution 
of Non-clinical Family Planning Services: Afeasibility study in Kenya "Unpublished report,Family Planning Association of Kenya, t'aircbi, 
April, 1980.
 



CURRICULUM VITAE
 
U m 	 j 

NAME: 
 MR. PASCOAL AMOS SEBASTIAN ALMEIDA DENIS.
 

NATIONALITY: 
 KENYAN.
 

RELIGION: 
 CATHOLIC.
 

STATUS: MARRIED.
 


 

EDUCATIONAL RECORD: 
 (From age of 12 years)
 
1946-50: 
 St. Joseph's High School, Bangalore, India -Cambridge School Certificate and High School
 

Certificate.
 
1956-57: University College, Nairobi 
- Diploma of the
Association of Accountants in East Africa.
 

1957: 
 Kenya Government Senior Accounts Examination.
 
1961: British Broadcasting Corporation 
- Administra

tion and Accounts Course.
 
1974: 
 British Council, London 
-
Course on Develop

ments in Government Accountancy and Audit.
 
1978: 
 Kenya In~titute of Management - Attended the
 

Advanced Management 	Programme.
 

PROFESSIONALQUALIFICATIONS:
 

Company Auditor 	 Authority was granted in 1976 by

the Registrar of Companies under
section 161 of the Companies Act
(Cap. 486) to hold the position

of Auditor of any Company in
 
Kenya.
 

Accountant 
 Registration as an Accountant
 
under the provisions of the
Accountants Act (Cap. 531) was
obtained on 6th September, 1978
 
under Registration No. R 271.
 
Membership of the Inatitute,ofCertified Public Accountants of
Kenya, CPA (Kenya), was granted

in April, 1979.
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Holder of Practising Certificate
 
No. P 206 authorising practise in

Kenya as a Certified Public Accountant (Kenya) offeotive Crom 13th

June, 1979.
 

,,RPLOYENZ ECORD: 
1951-1956t 
 Clerical Officer (Aocounta) - various Mni

stries, Government of Kinya.
 
1956-1958: Accouts Ausaitant/Examinar of Accounts,


Accounts Officer - variou HiniWries, 
Government of Kenya.
 

1959-1965: 
 Accountant  variouo Ainistrico, ovrnz,3nt 
of Kenya. 

1966-1960: Senior Accountant - Ministry o' 7n noe and

Planning, Governicnt of Kenya. 

1968-1969: Chief Accountant, Treaaury, !4ininty ofFinancoe and Plannin,, Govary n' of Xen.ya.
1970-1979: liead of Account[ancy Sorvicoo - Oovcr". nt
 

of Kenya.
 
1977-1980: fnegist'ar, Resietrtion 
of Acoountoat oai0d o,980 :senya.

to present-Training Consultant with 
CORAT

EXPERTFCA: 

In the 
course of my 28 years in the Civil ServiceI have acquired wide practical exporience in accountancyrand finance managem3nt at all1lhvalv. 
 (8o Annox III).I have hbld positions of truat and have carried responcibility for a wide range of accounting syctam., analy~isand .design or computerioed storo 
applicationa, organiuation and methods aceignmenta, computer based accountancy operations, and staff selection, their traininG anddevelopment to professional standards. A resume of
practical accounting and muanagemant experience gained i
attached. (See Annex I). For the 21 
yea's period July,
1977 to January, 1980 1 held the position of S3crotar-,'
Chief Executive of a Statutory Board, i.e. Reg±atrar,
Registration of Accountants Board, Kenya. 
 (See Annex IV). 

MEMBERSHIP OF BOARDS/CO ITTEES/ORGANISATIONJ9; 

0!ROFSSIOHAL 
Momber of the Institute of Certified Public
Accountants of Kenya -
CPA (Kenya).
 



3.
 
Follow of the British Institute of Management
 

(FBI).
 

Corporate member of the Kenya Institute of Managemont (MKIM) and member or Council.
 
Vice-Chairman of the Kenya Accountants and Secretaries National Examinations Board.
 
Member of Council of the Aasooiation of Profoosional Societies in East Africa.
 

OFFICIAL
 

Chairman of the Working Party on Accountants
 
Legislation. 
 (1970-1973).
 

t Treasury representative on the Executive Board of
the Management Training and Advisory Centre, Nairobi.
(Up to 30th April, 1979).
 

Treasury representative on the Directing Cor.iittoo
for Management Training at the Kenya Instituto of Adzinistration, (Up 
to 30th April, 1979).
 
Treasury representative on the Kenya Accountanta
and Secretaries National Examinations Board,
 
Registrar, Registration of Accountants Board,
Kenya. 
 Cu; to 31st January, 1980).
 

CHURCH
 

LEGION OF MARY
 
Senior Praesidium: 
 Took up membership in 1951 and
did 6 years of active work of a religious nature.
 

CHRISTIAN LIFE COMMUNITIES
 
St. Josephs School, Bangalore Group: Took up
membership in 1948 and was active in the group for 3years doing social welfare work for the aged.
 
St. Francis Xavier's Church Group, Nairobi:
up membership in 1952 and over the past 28 years have
been Councillor for 4 years, Treasurer for 5_yers,.
 

Took
 

Auditor-for 2"years, First Ad 6istaht for-2 yearsPrefect for 12 years. andThe work involved is connected
with the welfare of the community in the Parish.
 



ST. FRANCIS XAVIER'S CHURCH 
PARKLANDS
 
In 1954 I was Treasurer of the Parish Hall Building Committee and subsequently served for 6 years as
 Chairman of Parish General Purposes Committees.
Since 1971 have been Chairman of the Parish Council,
and a member of'the Diocsaan Council of Nairobi and the
Lay Council of Kenya.
 

CHARITABLE AND SOCIAL INSTITUTIONS
 

SOCIETY 
 ? ST. VINCENT DE PAUL 
St. Francis Xavierlo Conference 
 Parklands:-
Took up membership of the Conference
in 1962. on its inception
Became its first Treasurer, and continued in
post until 1972. 
 Have been Chairman since 1973.
 
Nairobi Area Council 
-
Have been a member for the
past 16 yearn and presently carry out the role of Convenor.
 

National Council of Kenya - Have uervedNational TreasuLrer since 1972. 
as lion. 

The main tas!c in theze organioatione is to lookafter the needs of the poor and the crippled in Kenya.
 
FRIENDOP THEORD77ROF ST.JOHNOF JEUSAL 

AND OF TA
 
Elected a Knight of the Order 
in Rome on 101h
April, 1975, and serye an Assiatant Treauur,;r
Kenya Association of the Order. of the 

LANGUAGES'SPOKEN
 

English, French, Konkani and Kiawahili.
 

COUNTRIES
VISITED
 

All Countries 
in Europe, India, Pakistan, Israel,Lebanon, U.S.A., Canada, Czechoslovakia, Hungary,
Uganda, Tanzania, Egypt, Malawi, Zambia, Botswana,
Lesotho, Swaziland, Nigeria arid Algeria.
 

.../5
 



CURRICULUM VITAE
 

MARGARET WAMBUI MWAURA
 

Nationality 

Kenyan
 

Date 

Status 	

Educationai Rcrord 

* 1972 	 1975 
 : 
 Kahuhia Girls High School
 
Obtained E.A.C.E. 
(Division 1)* 1976 
- 1977 : 	 Kangaru High School 
Obtained E.A.A.C.E. (3P is)• 1978 - 1981 University of Nairobi
 
BA(HONS) in Sociolojy & Geograp-,/ 

Employment 
R:cocd
 

* 1978 
 'ieach er - Muthithi .Seccrd,ji.-
School, MJranga, for a p,-iod 
of 
six months.
 

* 1982 - 1985 Administrative Accouritant, 
CORAT 	(Africa)


* 1986 
Training & Administrative.
Officer,
 
CORAT (Africa)


In 
the course of the four and half years I have worked
in CORAT (Africa) I have acquired practical experience
in Training, Finance and Administration 
as follows:-


Traini2
 

Participated in Management Training Programmes in
Kenya and Tanzania.
 

Finance:
 

Participated in keeping Books of Account and preparation
of Financial Reports.
 

Administration:
 

Participated in Administration 

Residential Training Courses. 

in the office and of
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Appendix D: 

Recent CORAT Activities Relevant to Proposa1 

Present - ,HU - COMAT CBHC OL)erations Research. With Johns 

Hopkins University and funded by USAID, emplacing 

and extending thre CBHC and one NFP project in 

Kenya, with emphasis in introducing fzirdly planning 

into the CBIIC projects and assessing paraneters .. 

influencing tha cost-effectiveness of the projccts. 

1985 - Shirati Hosital. 

of this Tanzanian 

Assist in 

hospital. 

planninq CBlIC project 

1985 - Christian Community Servi :es, Dioces:2 of Mase ncO South. 

Evaluation of entire development work of CCS, 

particular reference to the World Education, 

Rural Development Project there. 

with 

Irn. 

1985 - Christian Council of ranzania. Evalu!ation 

work and structure of CCT, with particular 

to its development activities. 

of the 

reference 

1905 - Diocese of Machakos, CPK. Consulting services to 

the Diocese in planning its developmetn work, with 

special reference to starting a community based 

health prograr,,ne. 

1985 - Management for Development Coordinators. CORAT

taught residential course for senior staff of departmunts 

and projects. Participants from throughtout Africa. 

1985 - PCMA Structure. Recommendations for the future structure 

of the Protestant Churches Medical Asociation, given their 

increased project work. 

1985 - PCM8ZKCS Grant Allocatio. Consultancy to make recomme

ndations on an eqcaitable distribution of the government 

grant to the mission medical services of the Protestant 



-- 

-- 

Churches Medical Association and the Kenya Catholic 
Secretariat Medical Services.1985 - Thika Maternit Hos
2 ital. Evaluation in which a cost
effectiveness analysis of the hcspital was a key feature.
1984 
 - Ch°0oria Hos 2 ital CBHC Programme. Xacilitation and mini---. 
consultancy 
on this CBHC project in Kenya which included
 
an approximate cost-anaiysis.
 

1984 
 - Management for Development Coordinators. 
 See similar,
 

1985. . See. 


1984 
 r_ Christian Service Cornaittee of Malawi. Evaluation of this agency which funds nearly all the development work ofchurches thein Malawi and a significant part of tIAt- of the 
government of Malawi. 

1983 Worksho for n ovej n t Coordi a-oro o uQ -  . ... .... ... 
 FOIlo W/-up to COPAT
 
course in Management for Development Coordinators.


1983 
 Interchurch ResDonse for the Horn 2f Africa. Evaluation of 
the ICR refugee work in Somalia.
 

1983 
 ManagementI for Dev(,loL~nmt (198............r..... 

n Coordinators. 


See similar, 1985.
 
1982 
 - rMA Survey. This USAID-funded study focussed on 
the
 

present and future potential of PCMA in health care in
Kenya, including potential for CBHC and FP efforts.
Approximate comparative 
costs were determined for PCMA.
KCS and government in th delivery of health services.
 

1982  tUrlibiD 
 Q~r XQdVjiYt. 
Evaluation of the Kenya
 
operations of this important development activity.
 



APPENDIX.E
 
T6K _O ._ThF,_.I [6LGGE _SOMH_1.MMTT.
 

1. 	 To provide leadership and organization for health activities. 

2. 	To select people for localcommunity health worker training.
 

3. 	To generate and control community health and development
 
funds.
 

4. 	 To participate in Ihe idernt.ification of local health prohlems
and in prioritising these heal. th pr,,b lems for 1o,2 IL 
solut.j ons. 

5. 	 To coordinate activities with Government hea]l.h s;ervi e.!: Find 
NGO health siav ,es rnd ;.eve as eourrunictocs Iu. help rsrt'uj
heal th informot. ion nmorir th! comrmr ni Ly. 

6. 	 To help prov ide o" 3upj:, ie:j, ojj i and r,-et rra I ; ,e!3, 
Supp',ort of the c:olmuri-Ity health worker. 

7. 	 To help idelntify i ridi g',ri,)u pca',t ii: ie e . ( e I., :[tf,<,li

others) and er.courwife their parmicipat.ion in the prlrifiry 
health care pr't:,grammie. 

U. 	 To assist in health promo;oon, cisease preventin r and hf:aith 
educat i n prog-ammles. 

9. 	 To support, encourage Fand motivate rihe coMIInU ity h',Ilth 
workers. 
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I. To recognise common 
 health problems such 
 as
diarrhoea/vomiting, 
malaria, throat 
infections, respirat.ory
infections, 
 skin infections, 
 eye, ear, nose/teeth tridtuberculosis, leprosy minrandi injuries including burnm,insect bites and snake bifLps. 

2. To provide simple and safe remedies for health problemi ;-IL1
refer serious cases theto rural health centre or
dispensary. 

3. To provide health education on the prevention of commfonhealth problems, their rnanagemernt, and their prevention. 

4. To advise mothers on rnatornal arid child heal.h, nutr i t, in,breast-feeding and weanino and on ante-natal and post--ti1 
care. 

I. To conduct weighi g of babiec r ind chi L'-in d .r a g - . p I l0. 
thejr we-Iht and age on f-;t andard growth ohart:.s and i n;t r 1.1t:mothers on signif Uance of frequerit w,-igh i ng and ap)ropr IcaCe for ified
fhe Chil th i3 iulo ;lent to beu ,1fer--Weighr 
age. 

6. To provide nutrition education to anm; ot.ard
involved with child care. 

7. To proirrote acceptance of i Mmuni zat ions and a ssst ilorgan iz ing local activitio.n for the expanded pr-Dgramaitr of 
i mmun z at i on. 

8. To advise on clean water supply and sanitation matters. 
9. To 
 organ ize and conduct a local comiunit;y health survey,participate 
in the identification of local health 
probloirsand in setting priorities for their solution. 

10. To maintain an accurate and complete record for househoin the community health worker's area vital 
:ls 

on 
 events
(births, deaths, migrati on) , morbidity, fami ly planni ngpractices, 
 and similar types of information important in acomrnun ity-oriented management information system. 
11. To promote home gardens, community gardens, poultry raising,animal husbandry, 
 and similar activities aimed at improvingthe production of nutrition foods.
 

12. To promote environmental improvemen'G 
 activities, primarily
directed to sanitary measures and vector control.
 
13. 
 To participate in village development, committee meetings and
the organization 
of community health and 
 development


activities.
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I1.0 ERQEQL MAR 
1. 1 Di~ sa_ omm.~~tx__~.s _hlSUrv n
 
Deveo2pment. The Diocese of Maseno South proposes to
 
expand its present Primary Health Care Programme both
 
geographically and in terms of numbers of VHCs and 
 CHWs.
 
The number of CIiWs will increase from about 236 to about
 
357 with consequent increase in the number of home visits,
 
immunization coverage, health education sessions, knowledge

and practice of ORT, grow&th monitoring and Family Planning
 
use.
 

The main focus of the programme will be on the
 
health of women 15 to 49 years (the child boaring years)
and children under 5 years of age. The project strategy is 
to involve the community in the health care process. The 
community will select C[14s who will be trained to motivate 
their community to use the immunization and growth
monitoring services available. CIRWs will train the mothers 
to make and use ORT and to practice child spacing. 

1.1.1 Bu-dget.. The budget for the programme is $358,750
including local contr ibution of $12C, 787. This requests 
$237,963 from U.S.A.I.D. 

2. 0 BAC[3RG.jlQD 

2. 1 The Docese..ofMasenocctlh. The ofDioicese Has,.i:o 
South is one of the cloven Dioceses of the Church of the 
Province of Kenya (a part of the worldwide Anilican 
Communion. ) The Dioceze is located in iWvestern Kenya,
bordering on Lake Victoria. The Diocese includes Kii i,
Kisumu and South Nyanza Distrits of' Nyanimr Province in 
Kenya and borders Tansania to the South. 

2.1 .1 A.rea. The Diocese covers 12,634 sq. km. --- 70.2% 
of which is land and 20.5% is water. 

2.1.2 1o u21ation. The latest population estimates put Lhe 
total figure for the area covered by the Diocese at 3.2 
million which is about 16% of the national total. Mean 
density is 300 persons per square kilometre with over 400 
persons per square kilometre in Kisii District and about
 
150 persons per square kilometre in South Nyanza District.
 
About 60% of the population are under 20 years of age. This
 
is a high dependency ratio rind birth rate. The population 
is characterised by high early childhood movtality rates. 
The cumulative total fertility is over 8 and median age 
 at
 
first delivery is 17 years. The Prea has also the highest

fertility rates with very low birth intervals.
 

2.1.3 Economic Activities. The main activity here is
 
mixed agriculture: growing both cash and food crops and
 
domestic animals (cows, sheep and goats). The cash croea
 
include sugar cane, cotton, ,coffee, tobacco and maize. 
Foodeqros include maize, millet, beans, bananas and sweet
 
potatoes.
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2.1.4 Ulhi 
 jo. The 
 area
institutions such as 

hbas 94 health
hospitals and dispensaries. 
 But these
are centrally located such that the majority of people have
no access to 
 them due to inadequate transport
infrastructure. 

In most areas these health facilities are only
to able
reach 25% of the popuilation (or about 
14,000 people per
health establishment).

The health 
needs in the Diocese are enormous.
childhood mortality rates The early
 
Kisumu: or the districts involved ar,?
199, South Nyanza: 
216, and Kisii: 86 (per 1,000).
 

The Diocese 
has had the highest rate of
reported illnessesfrom households compared to other similar projects.

in the country.
 

TABLE 1:--------------------------------------
Project 
 Illnesses per household
 

Tenwek 
 .7

Mount Kenya East .8Nyvahuru ru .S

Maeno South 1.2 

The diseases which are responsiblemorbidity and mortality are 
for most of the

preventable. 
 They includemalaria, diarrhoea and vomiting, measles, upper respiratory
infe.ti.ons, malnutrition, Iubereulo:]is and leprosy.diseases The ;eare respons ible 
mortality rates. 

for the high early childhoodThese diseases have 
on their areatest imrpatchi Idren 0 - 5. Many of these communicable disease5,are 
 preventable by immunization (e.g., 
 measles.cough, tuberculosis and tetanus). 

whoopinl: 
within Less than 30% of childrenthe Diocese are fully immunised. Improvementthis immunization coverage could have a dramatic impact 

o f 
on
the health status of the children and mothers in the child

bearing age.
 

The impact of communicable diseases is argrnvated
poor nutritional status which is also a serious prohlem 
by
 

the area. in
More than 60% of children are malnourished; 30',
being 
 severely malnourished 
with 25%
growth. showing stunted
This state of under-nourishment and 
 malnutrition
may also 
compromise the effectiveness of vaccination
particularly and
so' in a community where most of the
and children
pregnant women are infected with malaria parasite.
 

Some of the nutritional problems above 
 may arise
from inadequate food production, but many of them may arise
from poor 

habits 

weaning practices, and inappropriate feeding
during illnesses. 
 Many people do not 
 feed their
children during measles, diarrheoa, and/or vomiting.
 



Thus, the synergistic relationship between
malnutrition 
and infection increases 
 the mortality and

morbidity rates in the area.
 

The health interventions that enhance child survival.
 
in the area include:
 

a) control of comunicable diseases through
increasing community immune status (through high
immunization status) with respect to the diseases
 
in question;
 

b) appropriate management of diarrhoea to avoid orminimise dehydrition and its impact on 
nutritional status; 

c) relevnnt specific nutrition education based onchangeable feeding habits geared towards 
increas;ed concentrated caloric intake; 

d) regular growth monitoring to follow up the trend 
of weig,!ht for ege; and 

e) child spacing. 

A Primary Heailth Care project can educate thebest publicand change attitudes and practices in the home. Lack ofimmunization is also partly responsible for the 'iea's poor
health. Mobile 
 clinics can bring immunization servicesremote areas where distance from a health institution is 
to 

major constraint to immuniLation. 
a 

A crucial community
health need also is to motivate the communities to use the
 
available services.
 

2.1.5. Christian Community Services iCCS). Christian

Community Service is the development arm of the Diocese.CCS started in 197,5 
mainly as an educational activity aimed
at raising the 
awareness of the community concerning their
situation, and they dowhat could to help themselves. 

From the initial emphasis on agriculture and health.
the programme now reaches the rural populations through: 

A. Conmmunity Based Ele.ilth Care Department; andB. Community Based Rural 
 Development Dept.

including:
 
i) Development Education
 
ii) Agriculture
 

iii) Village Technology

iv) Water Supply

v) Vocational Education
 

These activities are 
 part of a closely
integrated whole programme with 
synergistic effects 
 in
 every area. They are inter-dependent.
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The CCS is 
organized to 
 relate to' the
structure so that CCS can 

diocesan

receive feed back at every level.
The 
Diocese is organized into Archdeaconries (similar
Districts), which are to
 

to Divisions). 
in turn split into Deaneries (similar
Three to 6 parishes form a deanery, and 210 congregations form a parish. 
 Thus, the Diocese has
infrastructure angiving it in place organi'ational structuresalong 
District, Divisional, 
 arid Locational 
 lines. The
church geographic boundaries do not, however corresponddirectly to governmental boundaries.
 

2. 1.6 Summary of Achievements

Tr in rnin ofQH.
been recruited and trained. Of those, 

Over 200 CHWs have 
trained. In many the 

165 have been re.cases retraining has extended over ayear at different regular sessions and localities.
 

FrmilyxlAj n irg. The adoption rate ofplanning is encouraging. fwni lyWithin ten months,together with the the CHWssupervisors (Diocesanhave Community lurss)recruited over 1200 clients.
correlation There is a positivebetween the number of CHWs trained and thenumber of family planning acceptors.
 

I-un'!-i-z.ation s
 . Altofether 1:3 centres haveidentified beenwhere mobile immunizationperiodically held. clinics a'uIn all the centres it has been possible
to carry out over 2000 immunizations in one year. 
Village Health Corimmttes (VHC). Fourteen VEICs havebeen.formed and trained throurhuut the Diocesc. 

2. 2 Surtai nabrilitoj P ....e .p..ecthas proven its capabilify [.o carry out a CRHCeffectively with programsmthe present project, arid is currr- tly
funded through a withgrant rJSAID through the .Johns H-,-nsUniversity and CORAT AFRICA. (Grant No. AID/DSFE-C.-O055
which expires in May, 1987).
 

3.0 V
 

The main overall goal of the project is to improve the
community health of the Kenyan people. 
 Special emphasis is
on the poor and remote people whose health status is worsethan others. The Diocese of Masenowith South -hares this goalthe other projects, but recognizes tnat its programmecan but contribute in a small way to this larger 
national
 
goal.
 

3.1 The purposes of the Maseno South project are to: 
i) Expand the current project to reach more of the 
 remote
and poor people 
of the diocese. Objectives and
project status end of
(EOPS) are discussed further under 
 "Target
Groups". The project 
will also increase the 
number of
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active trained CHWS from an estimated 236 to an EOPS
 
estimate of 357 CHWS. The approximately 48 currently active
 
VHCS will be increased to about 90.
 

2) Increase the immune status of children under 2 years 
old. Most recent diocesan survey information indicates that 
only about 7% of under 2's have had any immunization. 
Additional research is needed to ascertain how that status
 
has changed during the last two yeavs in the project 
 areas 
and how many children have completed a full course of 
immunization. Prior to such research planned as part of 
this project, the project has set a goal of 30%r0 of under 
2's in C11WS' service areas being fully immunized by project 
end.
 

3) Increase the number of women of child-bearing ages who 
know how to prepare oral rehydration therapy. Baseeline 
surveys will indicate current knowledge and practice.
Reasonable EOPS indicators can then be dreveloped. 
4) Increase significantly the numbor of children in target 
groups who have healthy a42/weidh; or .rm circumference 
ratios. Again baseline data will need to be col.lected 
before EOPS indicators can be set to show a:[jieve,±ent.
5 Increase the number of couples knowing about and 
practicingr family planri n. throi.:gl puovision of 
contraceptives by the CHJ'S. Thre project currently has an 
estimated 1072 active family planning clients. The project
plans on extending FP £;ervir.:c; to appro'ximetly 3,752 FP 
users by EOP. 

6) Increasing knowled.,e of and prac-ice of good health and 
sanitatiot: practi.ces in the . Aro.ir;target Attainmer will 
be indicrited by the construtiri of an ostir,.ated 2,000 new 
latrines and approximately 5,000 new dish racks. 

3.2 OUTPUTS. Outputs leading to this changed status are:
 

1. An estimetd 112,000 immuniztions (doses) to children
 
under 5 years and ante-natal mothers.
 

2. An estimated 580 mobile clinics to remote areas needing
 
immunization services.
 

-3. An estimated 175,000 home visit s by CEIS to households 
in their target groups.
 

4. Approximately 1.05,000 training and 
retraining/counselling sessions with women on ORT usage. 

5. An estimated 216,300 child weighings or arm
 
circumference measurements.
 
(Outputs and indicators are detailed in Appendix A.)
 

3.4 TARGET GROUPS. The project will expand into new
 
areas---most notably, South Nyanza and Kisii ditricts where
 
some work has been done but many parishes need help. The
 
Coordinator and staff will choose areas to work where cost
effective establishment of CHWS and VHCS in areas over 2
 
km. from a health institution is most indicated. Within
 
each area, the VHCS and C[1WS will focus on the families
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with under five 
years children and 
on women of child
bearing age (15 to 49 years). Efforts will be made at all
levels to focus on 
high risk families.
 

Each CHW is expected visit 100 households in
village and neighboring area on 
his
 

a regular basis. These 100
households have an 
average 5.3 household members (according
to previous surveys); 
 22% of the population are women 
aged
15 to 49; and averagely each household has an 
 under 5
child. Key figures are:
 

TARET GBIOUPS 

TOTAL Fill POP. / TOTAL 
 WOMEN CHILDRENEOPS SERVED AVG. 
 POP. 
 (15 - UNDER
CHWS (lO0/H;N) HH SERVED 49 YRS) 
 5 YEARS
 

330 33000 5.3 
 174900 38478 
 33137
 

4.0 F1N EPAL PLAN 

In general terms, 
 the plan is to simply expand into
new -areas as rapidly as possible consi;iFtent with abiliLy t'omotivate health committee formation, trrain CH[-W, f 4eld and
supervise them.
 

4.1 S!uPrv .
 Each supervisor schedules one 
week permonth doing immunization;; growth 
 monitoring; family
planning information; motivation and supply; 
 ,-.urative and
referral services; etc. 
 at mobile clinics. C.,INs assist.4.2 CHWs. 
 In home visits arid groi.ip s..:s 
 -rs (e. ., women'group meeting-, chiefs and ;ub-ohic,' b'ra:;au), 
 all C11t;
provide family planning informa1 ion, education andmotivation. 
 About 70% are distrihuting family planningsupplies. CII;.' teach mothers how to inake and use home--madeORT as well as appropriate pratices in breastfeeding/weaning, 
nutrition, sanitalion, hygiene, kitchen
gardens, etc. They are trained to appropriately distributesimple drugs, such as chloroquine, simpe analgesics, eyeointment and whitfield ointment. A]though simple first aid
can be provided, more serious jdiseases and problems arereferred either to a nurse-supervis.or clinic.or 


4.3 C- TRAINING. 
 The CHWs are selected from the localcommunity by the 
village health committees to undergotraining 
 in centres designated by the Diocese 
under the
guidance of a Diocesan Coordinator. 
 The CHWs are usually
housewives with families. 
 They are people who have already
earned the villagers' trust and respect. 
 CHWs are trained
by the Coordinator, Mrs. 
 Esther Aruwa (a Kenya Registered
Nurse with long experience in training, management and FP),
and other supervisory staff (all nurses).
 

CHWs are trained locally, in order to 
 facilitate
their availability and to limit expense and to 
 avoid the
subsequent temptation for them to seek or admire paid posts
at urban hospitals which are 
in fact not available to them.
 

Ck)! 

http:nurse-supervis.or


-7At the end of training, each person receives a drug kit
with Ministry
accordance of Health specifications
in
 

containing common medications and contraceptive supplies.
 

Their training emphasizes skills rather
knowledge. than
They are also prepared in methods that they may
use to change attitudes. CIhWs are taught how to improve
child survival by training the parentsimmunization, nutrition,' growth 
in the importance of

monito-ing, proper breastfeeding, weaning, oral rehydration, personalhygiene. and homeThey learn to promote the uE;e of latrines;simple, home-made plate racks and 
to use 

to dig and usedisposal pits. garbajeCHWs learn -how to check a child's nutritionby measuring the circumfe e-nce of the upper arm. 
4.4 Fam ly Plquain g. The C1IWs promote FP Lhrougheducation and the distributLion of informl~i, ri material,making services and supplies ava lalle and by 

bv 
guiding "uhsequentof ac:ceptors. 
stress 

The healLh wo.,rkers are taught. tothe berefits of s,,itably spac'ed birt}.', to childre,-,mothers, fathers, houseoholds, the cmrmunity aridnation. hence, theThey l.earn that the p)os;ihlevarious sid< ef.fcts ,-)fmethods of birth control Fire irn.;igrri ficmu-itcomparison into the risks of fc'qucnt pre-tnancjes atfdeliveries.
 

Details of diffErenf; methrcids of contLr"1ce.Liondiscussed, arari thvy learn how to order, store andthe products arid the supplyimportance of clicnt folow-up. 
4.5 ,ecrds. The CHW:A are able to record .siple casehistories arid make census recordu of their cwn villa r-es:numbers of males, femalles and childfreri underhousehold five in ,N.a,how many childl-,.n have been immurii,,d, number cflatfines built and Perc::nt-ge numberin us 1-, ofracks, number, type p Ia;1-.and quality of local water sour:es.For family planning, they keep records of contactsacceptors supplied, potential malde, 

acceptors. default:!r ;complications, 
 women of child-bearing age and high-riskfamilies. 
They make monthly reports.
 
4.6 Problems-Health ;r-rkers Face.CH's In principle theseserve their communities on a voluntary basis. TheCHris are motivated by a .Xnuine interest in health worka sincere desire to help andtheir fellow-man which is oftenreinforced by religious conviction. 

The CHWs are faced with a mammoth task. asoften the they areonly health workers in 
an area which may 
 cover
about 18 square kilometres, containing aboutwhich, with ton villagesan 
estimated 74 households per village and five
people per household, gives

population each worker a possible
of nearly 40,000 people. CHWs may be able
spare only seven hours to per week from home and family
obligations to help these people, although some spend up to
five hours 
 per day when visiting homes,
conducting demonstrations. churches and


Obviously,
devoted worker cannot visit all homes. 
even the most
 

Hence, the need to
train more CHWs.
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4.7 V11CS. Diocesan development staff encourage
of parish formation
health committees (nqt restricted
members). to church
The project staff 
then visit, motivate and
encourage the committees to select,CHWs for training.
 
4.8 Supplies. 
 Medical supplies, includirng FP supplies,
obtained from arethe Ministry of Health (MOH).supplies Immunization(used in mobile cfinics, at which CHis assist) usethe MOH cold chain. All the vaccines willKenya Expanded be provided byProgramme of Immnnizati)n
provide T hey will alsothe cold chain equipment requi re:d and trainincimmunization inand inan,%ement of theThus, cold chain sy!3tem.the Diocesan system will complement Lhethc, Minifstry of [ealth 

efforts oftowards meeting their priority
objectives. 

5.0 WORKS( UE.D11E 
Supervisors now use a monthly work schFrfule includingweeks of training, two one of CEIW field .supervision andtiobile clinic on, . ofduty. Logistics, supervision,clinics, etc., all mobileare ongcinr1 activities in all months
 

October - December, 1986:
 
Continue monthly C[lW training/retr 
 in Lng. Selct and train
40 new CHis.
 

Form 10 V[lCs.
 

Continue supervision 
 cf CHWs, follow-up of VtiC,(supev.,urs' respons ible).
 

Continue monthly 
mobile clinic by each supervisor.
 

Select 
 and train 5 Contact CL-Hs (CCHVIs).
 
Continue 
 outreach clinics for immunization. 
 Recruit one
 
new supervisor.
 

January - June, 1987:
 

Same activities as above. Follow-up evaluation surveyfor Johns Hopkins Project.
nutrition Add baseline questions onand immunization. Recruit se:ondI new supervisor.Expand further into Migori-Kisii and Soutn Nyanza. 
 Select
and train 11 CCHjs, train 60 new CHWs; form 10 VHCs. 

July 1987 and after:
 

Add additional CCHWs, 
new CHWs, and, VHCS per Appendix A.
 
Activities similar to above time periods.
 

August, 1989 - Evaluation survey.
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6. EVALUATION AN_ MONTQRIg
 

6.1 q.t_ffectiveness. 
The heart of the evaluation and
monitoring methodology 
 is a running management costeffectiveness study, 
updated annually and reviewed semiannually. The cost-effectiveness study is an allocation ofcosts 
into each of the following areas:
 

- Household vii: 
 Most project results are
achieved through these visits. Cost per visit 
is assessed.
 

- Immunjativn: 
 The cost per immunization is
determined. 

- CHWs: Overall cost per CHW is sought. 

- nFilyPhnoing: The c:ost per uer-year, and
approximate :ost per couple-year protection
determincd for each project. 

is 

Carrying out ongoing cost-effectiveness studiesprovd.-. ample mctivatio, for t he projocts to focus onassuring suffici.-ritly ,::curate !;ervi .,' anddata adequatedesitr, and e.nalys is of surv,-!ys. Service drata will, as anatural part of a focus '-srcont-effeeivcnoss be requla[rly
reviewed. 

It is planned t, make every effort, consistent withthe comun ity-based approach to min imize the ameunt ofservice data required fr;:m the CE1" sufficienft to ktiepthem focused on 1,he activi.tit ,s thal; ri'e imp',rtanti' yet ri0l;so much that they.,will not uriderstand or keep good records nor be so much th;.t data arind records get in the way of
producing results. 

6.2 Service Dita. Mnrith]y C[W reports are collectedand aggregated for the programme. 
 Six monthly reports are
summarized and sent to COR:AT AFRICA for aggregation
other sub-projects. Six monthly 

with 
reports detail statistics 

for the period in areasthe of: 

1. New VHCs and Attriti..,
 

2. New CHWs and Attrition, 

3. New Refresher Training,
 

4. Immunizations given,
 

5. Children Weighed,
 

6. New Family Planning (FP) acceptors and ongoing
 
usage, 
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7. ORT Training, and.
 

8. Latrines and dish racks.
 

Other operational news is shared as well as futureplans for the following period. 

6.3 Surveys. 
 Three-year (approximately) surveys
planned to monitor impact in 
we -,

the communities served. Dataon death: of most recent child will usedbe to estj.imatchanges in infarn. mortality. (IMPR calculated ising"inirect techn iques" thr!will be used'. in a ru rrlis se-tting, it,diffic:u2t to obtain adequately accuratecaleu lat ion of ) 
data for dirE(.-.ILMR. Aditional questioncv; -ill be adiledto elicit more information on nutrition and irnmun izat. io.Previous surveys have been focused on andFP have not askedfor in-depth information in these areas.
 

En'ugh ifriormation 
 wil
basel ine and 
be gather -j during t.',follow-up surveys to theenable estimatiorfertilit.y and mortality rniesf us inr the 

of 
idirect te,hriqr! .ac-ord ini to Brass et al '3"hsirveys ar i n tend- .Ii cit the changc ; in hen].th :i.at.us in the ::cr.munJ," th:,couldIe 
 att: ibutle, to the ,ommilnity hase, inlfe rven ti. 7.
 

The follow-up survey will have to be dcr- a'"Ial;ne npossibIe in p-rojectthe period to maximize ,effec':;' because-.the period between surveys will be under 2 years.
 

7. 0 FINIANCE 

7. 1. Budget. The tctal project budget is $- 78,"50. Th i spropo :a I requestr; I.S. A. I. D. (,;rant theSouth I237,963 (66.N) from Octo br, 
Diocese of Ma.'.4rjj


193., to Septeber'.
1907. The Diocese expects to raise ,12C. 71, in Ionqsupror; throurh labor, 
 in kind, and f inanci al su ppo t.This ;um riotdoes mention subst.artial diocesan overheadsfor buildings, etc., that are conributed.
 
(Appendix B details 
the budget. ) 

7.2 Veh.ic].es. Vehicles form a substantialbudget. They are, part of thishowevur, necessary to provide transpor,:to the remote 
 areas targeted. Public transport isinadequate or non-existan.t 
in these areas. 
7.3 Cost; Effect'i.veness 

plans to reach 

In the final year the project
,.n EOPS baget population of 174,900 peopleliving in the households served by CHWs at a cost of $0. 81 per persor. 

http:Veh.ic].es
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APPENDIX A

DIOCESE OF MASENO SOUTH CBHD
 
VERIFIABLE INDICATORS
 

OUTPUTS OT; '86/ OT, '87/ OT, '88/ 3 YEAR
SE,'87 SE,'88 SE,'89 
TOTALS
 
VILLAGE HEALTH C0%lIITTEES

ACTIVE VHCS: BEGIN YEAR

NEW VHCS 48 58 75 
ATTRITION (10% P.A.)
ACTIVE VHCS: YEAR END 

12 
-2 
58 

25 
-8 
75 

25 
-10 

90 

62 
-20 

ACTIVE CHNS: BEGIN YEARNEW CHN'S 
ATTRITION(-10% P.A.) 
TOTAL CHNS: YEAR END 

236 
50 
-8 

270 

278 
80 

-28 
330 

330 
60 

-33 
357 

190 
-69 

CHIS RETRAINED 
119 278 330 727 

ACTIVE CCHWS: BEGIN YEAR
NEW CCHNS 
ATTRITION (-5% P.A.)
ACTIVE CC.WNS: YEAR END

AVG. CHWS/CCH;q:YE 

4 
12 
0 

16 
17 

16 
12 
-1 
27 
12 

27 
12 
-2 
37 
10 

36 
-3 

SUPERVISORS: 
NEW SUPVS. 

ATTRITION 
SUPERVISORS: 

BEGIN YEAR 

YEAR END 

2 
2 
0 

4 

4 
0 
0 

4 
0 
0 
4 

20 

AVG. CHWS/SUPERVISOR 70 83 9 

AVG. HOME VISITS,/CHf/MONTH
TOTAL HOME VISITS 17 

18913 
19 

69364 
21 

86639 174915 
ORT TRAINING AS % OF VISITSTOTAL N :;I/REPEAT ,RT TRAINING 

60% 60% GO1
11340 41618 
 51C83 104949
 

CHWS DIST. FP (70,/72%/75%) 195
AVG. FP USERS/Cf;'l 238 268
 
10 12 14
TOTAL YEAR END FP USERS 
 1947 2854 
 3752
 

MOBILE CLINICS/MONTH 
10 20TOTAL CLINICS (ABOVE X 11) 20

140 220 
 220 580
 
CHILDREN SEEN PER CLINIC 
 00 150 00 
TOTAL CHILDREN SEEN 14000 33000 22000 
 69000
 
ANTENATAL MOTHERS SEEN/CLINIC
TOTAL ANTENATAL MOTHERS 

20 25 30 
2800 
 5500 
 6600 11900
 

IMMUNIZATION DOSES/CHILD SEENTOTAL CHILDREN IM'MUN. 
1.00 2.00 1.25DOSES 
 14000 66000 
 27500 107500
 

IMMUNIZATIONS/ANTENATAL 
MOTHER
TOTAL MOTHER IMMUN. DOSES 0.30 0.30 0.30
840 1650 1980 4470
 
TOTAL IMMUNIZATION DOSES 
 14840 67650 29480 
111970
 
WEIGHT/AC PER CHN VISIT&CLINIC 
1&6/1O 1&6/1O 
 1&6/1O

CHILD WEIGHINGS 


27313 89164 
 99839 216315
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DIOCESE OF MASENO SOUTH CBHD
 
U.S.A.I.D. BUDGET(US$)
 
OCT., 1986 TO SEPT., 1989
 
0919861050
 

OT,'86/ OT,'87/ OT,'88/ 3 YEAR
BUDGET ITEM 
 SE,'87 SE,'88 SE,'89 TOTALS
 

I.TECHNICAL ASSISTANCE 
COORDINATOR 
SUPERVISOR 1 
SUPERVISOR 2 
SUPERVISOR 3 
SUPERVISOR 4 
CONTACT CHNS (12/24/30)
STATISTICS/BOOKEEPER 
LOGISTICS 
DRIVERS 1 & 2 
DRIVER 3 
WATCHMAN/CASUAL LABOR 
CONSULTANTS 

TOTAL TECI. ASSISTANCE 

* 
, 

* 
* 

* 
* 

* 
* 
* 

(US$) 
2042 
2406 
2406 
802 
802 

1800 
573 
417 
1500 
250 
229 
250 

13477 

(US$) 
6656 
2647 
2647 
2647 
2647 
3960 
1891 
1375 
1650 
825 
756 
900 

28601 

(US$) 
7322 
2912 
2912 
2912 
2912 
4356 
2080 
1513 
1815 
908 
832 
990 

31464 

(US$) 
16020 
7963 
7965 
6361 
6361 

.10116 
4544 
3305 
.1965 
1983 
18117 
2140 

735,12 

2. TRAINING 
CHW TRAINING 
CHN RETRAIN ING 
VifC TRAINING 
CC111 TRAINING 

TOTAL TRAINING 

1875 
1116 
338 

48 
3377 

3300 
2867 

773 
105 

7045 

2723 
37,13 

851 
72 

7389 

78£d 
7725 
1.62 

225 
17(1.1 

3. COVMODITIES 
2 VEHICLES ($12,030 EACH)
3 MOTORBIKES ('(6:1;'88:2)
CHN KITS(NON-DRUG SUPPLIES/EQUIP.) 
BICYCLES ('(36:2 87: 15,'8:10)
OFFICE EQUIPMENT 

TOTAL COMMOI)1TIES 

24000 
2313 
1375 
2250 
T563 

31501 

-
-

2269 
30:J4 

625 
5.38p8 

- FX 
559S FX 
2456 
221.) 

-
10361 

241000 
7909 
6140 
7613 
2188 

47850 

4. OTHER EXPENSES 
VEHICLE RUNNING COSTS
YEAR? 1: 22000 KM X $.25/KM 
YEAR 2: 44000 KM X $.28/KM
YEAR 1: 20000 KM X $.125/KM 
YEAR 2: 30000 KM X $/'138/KM
TRAVEL 
OFFICE EXPENSE 
WORKSHOPS 
AUDIT 

TOTAL OTHER EXPENSES 
5. EVALUATION 

5500 
-

2500 
-

625 
1250 
313 
938 

11126 

12100 
-

4125 
1375 
2250 
563 

1719 
22132 

-
13310 

-
4538 
1513 
2475 
619 

1891 
24346 

5500 
25410 

2500 
8663 
3513 
5975 
1495 
4548 

57604 

EVALUATION SURVEYS 313 563 619 1495 

SUB-TOTAL 
CONTINGENCY/INFLATION (20%)
SUB-PROJECT USAID REQUEST (US$) 

59794 
11959 
71753 

64329 
12866 
77i95 

74179 
14836 
89015 

198302 
39661 
237963 

*PARTIAL YEAR. BEGIN JUNE 1, 1987.
 
FX = FOREIGN EXCHANGE REQUIRED
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DIOCESE OF MASENO SOUTH CBHD
 
LOCAL/OTHER CONTRIBUTION APPENDIX B CONT'D
 
OCT., 1986 TO SEPT., 1989
 
0826862115
 

OT,'86/ OT,'87/ OT,'88/ 3 YEAR
 
LOCAL/OTHER CONTRIBUTIONS SE, '87 SE, '88 SE, '89 TOTALS
 

1.TECHNICAL ASSISTANCE (US$) (US$) (US$) (US$)
 
DIRECTOR (PARTIAL) 1250 1.375 1513 4138
 
CHW SERVICES ($12.50/CHH/MO) 13100 40800 47250 101150
 
TOTAL TECH. ASSISTANCE 14350 42175 48763 105288
 

2.TRAINING (25% OF TOTAL) 1125 2348 2463 5936
 

3.COMMODITIES 
IMMUNIZATION EQUIPMENT/SUPPLIES 625 1875 2063 4563 
2 MOTORBIKES 5000 - - 5000 
TOTAL COMMODITIES 5625 1875 2063 9563 

LOCAL/OTHER CONTRIBUTIONZ (USd$) 21100 46398 53289 120787
 
PERCENT OF GRAND TOTAL BUDGET 0.22 0.37 0.37 0.33
 

GRAND TOTAL (ALL SOURCES): US$ 92853 123593 142304 359750 

SUB-PROJECT TARGET POFULATION SERVED 17,4900 174900 
FINAL YEAR COST PER PERSON SER{VED Us$ 0.81 
3 YEAR COST PER PERSON SERVED Us$ 2.31 
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1.0. 	ECIE....RrMMARY
 

The Diocese of Maseno West 
proposes to 	implement a
Child 
Survival and Development project in Siaya District an
area of 
high mortality and fertility. Given the 
health
problems in 	the District:

- immunization
 
- oral rehydration therapy
 
- growth monitoring
 
- child spacing
 
- nutrition
 
- hygiene/sanitation
 

have been selected as the key interventions that might 
have
maximum impact on child survival in three years.
 
The 
project proposes to complement the activities of
the Qovernment by concentrating on 
 the Community Based
activities, 
training and supervising and supporting of
Community Health Workers (CHWs) and outreach MCH services
through mobile 
clinics. 
 Through the 	CHWs, knowledge and
usage of ORT, 
growth monitoring, immunization and child
spacing will be markedly increased.
 

The main objective is to 
 improve, measurably,
health status of children 0-5 	 the
 
years in Siaya 
District
through the Community Based Health Care (CBHC) approach.
 

It is estimated that over 29,800 women 15-49 yearsand 
 23,200 children under the age of 5 years will 
 benefit
directly from the programme every year.
 

The implementatich is based on 
local infrastructure
orgunization that effectively reaches every village of 
the
target communities.
 
Service indicators (outputs and intermediate 

outcomes) and impact indicators (final outcomes) will beused to 
 assess progress and impact of 
 the project.
 

The project aims at covering the whole
will be 	 District and
based on 
 genuine community involvement by
facilitating leadership 
 development 	in the 
 community and
training community health 
workers from the community,
selected by the community.
 

Immunization 
coverage, knowledge and skills in ORT,
practice of regular growth monitoring, nutrition status, and
use of modern child 
 spacing methods 
 will indicate
achievement 
of objectives. 
 The project is sustainable
beyond the 
 funding through 
 community involvement in the
spirit of self-reliance.
 

U.S.A.I.D. Project Request 
 $232,854
Local Contributions 

- $168,306Total Project Budget 

- $401,160 
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2.0 BACKGROUND
 

2.1 LQ~atn. 
 This project is located in Siaya District
of Nyanza Province to the north west of 
Nyanza Province.
This is one of the most densely populated.Districts in Kenya
(up to over 230/km2). 
 Most of its population lives within a
few kilometres off the shores of Lake Victoria. The 
general
height is 1,200 metres above the sea level, 
 and, hence, it

is not humid most of the year.
 

2.2 _Qpulatiou. The total population,of Siaya is 673,338
and is increasing at the rate of 3 .1 per cent per year. 
The
District is inhabited by the Luos who are mainly subsistance
farmers, although 
 those 
 who live by Lake Victoria
participate in fishing. is
It characterised by high
fertility 
 (the total fertility rate is 8.3) and high
mortality. Infant and childhood mortality rates are 147 per
1000 live births and 211 per 1000 mid year 
population of
children under 2 years respectively.
 

2.3 e llhJrohl m. The mortality 
rates for Siaya
District demonstrate 
the fact that it has 
 many health
problems affecting children and women in child-bearing
The more serious health problems are:-

ate. 

a) those affecting children:

- measles 
- malaria 
- malnutrition 
- diarrhoea and vomiting 
- ante-respirutory infections 

b) those affecti>.: women:

- anaeiiii ir. -r inancy
 
- malaria i.: 
- compli.;-i 
 .,:: of frequent deliveries 
- unwanteu j- z ::aneiies 

All of these coniltions are preventable by simple
means that 
can be provaded at the community level through
community involvement and participation.
 

At the moment only 35% of children under the age of 5
are immunized adequately egainst 
all the immunizable
diseases. More 
than 60% of the samae children are undernourished and 37% of them are 
stunted.
 

This malnutrition 
may show problems with food
production and/or food habits, 
and child rearing and feeding
practices. For example, weaning onset may be late, 
 meaning
diet may 
be too dilute and low in caloric content or too
bulky and not easy for the baby to eat. 
 Bottle-feeding may
still be a problem and management of diseases when food and
fluids are 
 withheld from the children 
may contribute to
malnutrition 
 (febrile illness being very frequent in 
Siaya

District).
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2.4 Existing Health Facilities. There are only 11 health
facilities in 
 Siaya providing MCH Care. 
 The Diocese has
complemented this 
by 2 more static clinics at Ng'iya and
Saradidi and 13 mobile clinic sites. 
 The programme has also
recruited and trained 304 CHWs who are 
actively providing
Information Education 
and Communication (IEC) to the
 
communities.
 

Given these and the health problems above, there is a
desperate need expand
to the community Based Health
Programme 
 (CBHP) to save the lives of so many children who
 
are dying unnecessarily.
 

There is 
a great need to improve the availability and
accessibility of the services that would improve the health

of mothers and their children.
 

2.5 Ha L1tjvjitij _ft irtbetf__M 'iiatjrfHtathErg"r Lnme. 
 The programne works in close collaboration with
the Ministry of Health (0OH).
 

At the District 
 level there is a Co-ordinating
Committee which coordinates all the PHC activities 
 within
the District. Non-government organizations including 
 the
Diocese 
are members of this committee. The committee is

chaired by Medical Officer of Health.
 

This 
ensures that the activities are in line with the
priorities of the MOH. 
 At the Health Centre and Dispensary
levels, 
 there are many joint activities e.g., 
 Mobile
Clinics, training VHCs
of and CHWs and supervision arnd
referral support CHiqs isfor which provided mainly by thelocal MOH 
 staff on a more continuing basis than 
 Diocesan
staff could provide. The project provides what the Ministry
cannot provide, usually transport and training skills, while
commodities like vaccines and contraceptives are provided bythe }OH. Linl:ages are providced for through the coordinatingcommittee at the District level where 
NGOs and relevant
Government 
Departments participate. 
 This also makes joint
activities in the field possible. 
 Those who belong to the

PHC Coordinating Committee include:
 

-
 District Health Management Team
 

- Ministries of Education
 
Culture and Social Services
 
Water Development
 
Agriculture
 

- CARE Kenya
 

- Meals for Millions
 

-
 Internation Food and Agricultural Development
 

- Diocese of Maseno South (CPK)
 

-
 Diocese of Kisumu (Roman Catholic)
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The Coordinating Committee meets under the
 
Chairmanship of the District Medical Officer of Health.
 
2.6 Summary of-Ahieents. The Diocese of Maseno West
 
was recently split off from the Diocese of Maseno South,
 
which has been operating -this community health programme in
 
Siaya. The Diocese of Maseno West is developing its own
 
health programme from the nucleus programme being handed
 
over by the Diocese of Maseno South.
 

The Maseno South health programme has been underway
 
since 1975. The Diocese of Maseno South has already
 
established 123 VHCs and trained 304' Cf-!Ws during the
 
current project period. ' The number is rapidly increasing.
 
The training of of these CHFs and VHC is undertaker. as close 
as possible to the villages of the CHI~s to enable them to
 
continue with their responsibilities as mothers and
 
housewives. The training strategy also keeps the cost of
 
training to a minimum while ensuring that the trainirg is 
relevant both in content and setting.
 

This project proposes to enlorge its activities in
 
Siaya District which has one of the highest infant and 
childhood mortality rates. One of the areas which has had 
240 CHWs for more than 2 years and 120 CIIWs for more than 6 
years, Saradidi Rural Health Project (SRHP), has been a',ie 
to reduce both infant and childhood mortality by 50%.
 

SEHP is now fully under the Diocese of Maseno ;;e3t 

and will servu as a living model for the pro ect expa-.:;iort. 
The tr,inrjrs who have been working in SP.I' for zhe last 6 
years are now available to the rest of the r)Jicese and , 
influence would continue if fundin.g is obLtimml-d. A .crta].i.;y 
drop by about 50%. This has been achievui "'n Saradidi, i1 
the same District and could be "achiev,.,I in the whole 
District even to bring the infant and ch.i) iod mortality 
only down to the National Average. 

2,7 Rfti 'or h_Crr ni '._P,_.s.d F" ._ td 
The church infrastructure and sy.-;tem re:.... .:.Jt to every 
village iL. Siaya District thur- setting .. -e for the 
community process. The organizational str w>':re to support 
the community based operations is also in ta w:e. Core staff 
are available and so the new staff requested in the proposal 

unale _t .- z, P_ 

will have guidance from the older ones. Siaya has several
 
active projects already Saradidi Rural Health
 
Programme have proved beyond doubt that Community
 
Based Health Care (CBHC) is effective in improving child
 
survival in the area.
 

There is a system in place which will train all new 
staff in methods of community process and dialogue. The 
older CH|Is and Supervisors are already experienced in these
 
methods and are highly motivated. The MOH is well prepared 
for this work and is not only very supportive but ready to
 

form partnership with all involved in the implementation of
 
child survival activities with community participation.
 

The communities are aware of their plight and are
 
anxious to change their attitude and behaviour in order to
 
improve their health through active involvement. Members of
 
these committees are willing to take leadership
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responsibilities 
in VHCs and to become CHWs and to function
 as change agents. Traditional Birth Attendants (TBAs) 
and
Traditional 
 Healers (THs) have a lot of experience in
community health care and they are willing to collaborate in
child survival activities.
 

This approach is at the heart of the District 
Focus
for Rural Development strategy which the government is 
busy
implementing now. 
 Hence the community based approach is in
keeping with the government policy for Rural Development.
 

3.0 QYRALC6.PEN .ALUPT 

The 
main overall goal of the project is to improve
the 	community health of the Kenyan people. 
 Special emphasis
is 	 on the poor and remote people whose health 
status is
worse than others. The Diocese of 
 Naseno West shares
this goal with the other sub-projects, but recognizes
that its programme can but contribute in a small way to this
 
larger national goal.
 

3.1 ErDuQ, The purposes of the Maseno West sub
project are: 

1) 	Expand the current project to reach more of 
 the
 
remote and poor people of the area. Objectivesand end of projeut status are discussed further
under "Target Groups". The project will alsoincrease the number of active trained CHIEs from an 	 estimated 130 	 to an "end of project status'(EOPS) estimate of CHlis.333 The approximately
30 	 currently active VHCs will be to
increased 

about 66.
 

2) 	Increase 
the 	immune status of children under 2
 years 
 old. Most recent diocesan u'urveyinformation indicates that about 7% of under 
2's

have had any immunization. Additional research is
needed to ascertain how that status has 
 changed

during 
the last two years in the project areas
and how many children have completed a full
 course of immunization. 
 Prior to such research

planned 
as part of this project, the project has
 
set a preliminary goal of 75% 
of under 2's in
CHWs' service areas being 
 fully immunized by

project end.
 

3) 	Increase significantly the number of of
women

-child-bearing 
ages who know how to prepare oral

rehydration therapy. 
 Baseline surveys will
indicate current knowledge and practice.
Reasonable EOPS indicators can then be developed.
 

4) 	Increase significantly the number of children in
target groups who have healthy age/weight or arm
circumference 
 ratios. Again baseline data will
need to be collected before EOPS indicators can

be set to show achievement.
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5) Increase the number of couples knowing about 
and
practising 
family planning through provision of
contraceptives 
 by 
 the CHWs. The project
has an unestimated 
 number of family
planning 
clients who are aggregated with Maseno
South reports. 
 The project plans on extending FP
services to approximately 3,500 FP users by 
EOP
and will disaggregate start-up data on FP usage.
 

6) Increasing knowledge 
of and practice of good
health and sanitation practices in 
 the target
groups. Appropriate indicators will be developed

with the baseline surveys.
 

3.2 Qutputs. Outputs leading tc this changed status are:
 

1) An estimated 
 131,900 im unizations (doses) to 
children under and5 years ante-natal mothers. 

2) An estimated 590 mobile clinics to remote areas
 
needing immunization services.
 

3) An estimated 143,000 
 home visits by CHWs to
 
households in their target groups
 

4) Approxi.ately 
 06,100 training andretrainin.-/counselling 
 sessions with ;,'omen on 
ORT usa,,. 

5) An estimated 193,300 
 child weighinj*s or
circunfer nne measurements. 

arm 
(Outputs and indicators 
are detailed in Appondix'A.)
 

3.3  -o 
 The project will expand into newareas. The coordinator and staff will choose ar eas to workwhere cost-eff ctive establishment of CH,,s and VHC,- in areasover 2 km. fron a health institution is raost indicated.Within each are~a, the VIICs and CHNs will focuS on thefamilies 
with under five years childr,n and on women of
child 
 bearing ege (15-49 years). Efforts will be made
all levels to focus on 
at
 

high risk families.
Each C11W will be expected to choose (with 
VHC and
staff help) 
 the 100 or so households within 
 her/his area
which 
 she will visit on a regular basis. 
 (The CHW will be
available 
to other members of the community, but will not
schedule visits 
 to other households 
 unless special
circumstances dictate. ) 
In the diocese, research 
has shown
that CNW areas have an 
average of 5.3 family members to each
household, 
 229' are child bearing aged women, and averagelythere is slightly less 
 than one under 5 child to each
household. Key figures are:
 

QPSTARGET-IQU2 
CHILD
TOTAL HH POP./ 
 TOTAL 
 BEARING CHILDREN
EOPS SERVED 
 AVG. POP. 
 AGE UNDER
CHWS (100/CHW) 
 HH SERVED WOMEN 5 YEARS
 

256 25,600 5.3 
 135,680 29,850 
 23,201
 

1A, 
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4.0 ME-HAU.E.OF 

The programme will focus on four 
main interventions
arrived at improving the health of the target groups: 
 women
in child-bearing age and children under five years of age.
These interventions are:
 

4.1 Immunization. 
 This will be carried out by the
community through the 
efforts of CHWs 
 in educating the
mothers and motivating 
them to 4ave their children
adequately 
 immunized aga'inst the immunisable disease-s
(measles, 
whooping cough, tetanus, tuberculosis, dipht,eria
and poliomyelitis). 
 The project will ensure 
that the
vaccines are made as accessible as possible through mobile:,
special intensive immunization days and integrated static

clinics.
 

The cold chain equipment are provided by KEPI and thetraining for the ofmanagement immunization and the coldchain is provided by KEPI. 

The trainers will have thereceivud training forboth. 
New staff will be trained.
 

4.2 QraT_'4;vd~atn£h ra pD. Although at present soireC[Ws distribute the ready made OPT salts, the prcgramie willemphnsize the training of !others on home-made salt, sugarsolution (SSS). SSS is good enough if the mothers sta'tgiving it to thu child as soon as diarrnoea is noticed. 

i: 
A standard container which is universally availablethe homes has been identified and simple standird,.:urements have been identified, and will be taught to tho:;'Vh&eru, fathers otherand children. Conitinuation of othcf, I.-s and fluids will also be stressed. 

SSS will be demonstrated in the
barazas in homes, schools,and churches. Training will providedbe inpreparation, 
and managerent.of a diarrhoea case and when 
its 
to 

refer. 

4.3 Hutrition_ duca i ndQGoh_Meni oring. The CHIqswill discuss with mothers about child feeding with a view to
improving the 
 child feeding practices. Emphasis will 
 be
laid on increased frequency of feeding, 
caloric content and
feeding during illness. Onset and process of weaning will
also be discussed to ensure 
introduction of sulplementaty
feeding by four months. 
 Based on current practice in the
villages the weaning diet 
will be developed which is
appropriate according to the culture, 
and consistency of
 
food.
 

Growth Monitoring 
by regular weighing will be not
only stressed but will be made as 
participatory as possible.
The mothers will participate in the weighing of their
childrea and will discuss 
 the trend indicated by the
records. Emphasis will be laid on the trend of the 
 curve,
making regular weighing important not on the weight for age.
 

http:managerent.of
http:ME-HAU.E.OF
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This emphasis is more useful in identifying early

malnutrition and may also show improvement 
 even if the

simple weight plot falls in the wrong level based 
on the
 
Harvard Standard of Weight for Age.
 
4.4 Child S2aoing for Child Survival-and Development.
 
The importance of birth interval for Child Survival is 
 well

known. Women in child-bearing age will be motivated to use

FP services which are available to them through the CHWs.

Thus, the CHWs will provide the information and the
 
commodities that the mothers can use 
 to space their
 
children.
 

The CHEs will assist the FP acceptors to select an

appropriate method using a check-list and will supply the

appropriate commodities to enable the FP acceptor to 
 start
 
using the method pending examination by a nurse at a static
 
or mobile clinic.
 

5.0 ELAW[D_[1QQQE IoN 
The project has been going on than
for more three
 

years 
and the proposed project is mainly an expansicn and
intensification of the existing project. The project

initiation is done through the loc al whocongregations
become, entry points into their own communrtties. The
congregation leader introduces the idea to the co-:m unity and 
a VfIC is formed whose mc:nbership is eot limit,2d to themembers of [he congregation. Thus the project becomes atr-uly community based one, rather than being chur-eh oa±;cd,
at the villa, e level.. The conmmittt;,e then organises ;he
whole community to se2,ect CHWs who are rc:syected people
with.in the village in matters of health. 

Literacy is not required and whoever is selected bythe community enters the training prcocirnime. The communiUy
is advised to consider that the elected indivdual ;s
per.'manently resident in the ccmmu!.it.y. The comnmuLnity
the;mselves come up with crit'eria for ieleotion of C11;s. 

5. 1 Tr~iaipjn_ fCNs. Training is done as close .aspossible to where they live and instructional training is 
not required. 
 The fact that literacy is not a requirehient

for selection in!kes it mandatory for the training methoi to
be the non-formal adult learning approach. 
 Each class is

kept as small as possible to ensure adequate sharing of

experience, discussions, reflection to allow 
attitude
 
change. The training starts with a two-week block and then

followed by on-going weekly or monthly schedules as arranged

by the CHW trainees themselves.
 

As their training continues they begin using the
knowledge and skills learnt in their homes and then in their
 
own villages. The 
 first topics.to discuss include those

that are most relevant to the existing health problems e.g.,

management of diarrhoea 
 and vomiting, malaria,

immunizations, growth monitoring, weaning diet and family
 
planning.
 

5.2 Activits of CHisq.j The CHWs are engaged mainly 
 in
 
health information education and communication
 



regarding: 

- management of diarrhoea and vomiting
 
- importance of immunization
 
- importance of growth monitoring
 
- weaning
 
-
 child spacing for child survival and development.
 

They carry out 
IEC through home visits, where they
are better able to put their message in the context of home
and may reach not only mothers but also father, grandparents and older siblings. Thus, 
 'IEC in homes is
considered most effective., Each CHW chn conduct 17-21 home
visits a month. Therefore, CHWs in the final year can makeover 75,000 home visits. Each assigned household shouldreceive a visit at least every two months. 
 The higher
risk households can be visited even more frequently. 

The CIIWs also give IEC in community meetings,women's groups, clan groups, youth groups and in schools. 

They also provide simpple remedies for the treatmentof malaria, intestinal worms, scabies, cuts, wounds, and
ORT. The C110s keep record of their work and also ofhealth happenings in their village to allow mcnitoring ofactivities. The CHWs recruit, intervinw and counsel
F.P. acceptors and provide initial supply of cooncditiesaccording to a check-list. These F. P. acceptors are thenreferred 
to a clinic for physical examination within
months. The CHfs also participate in HCH 

nine 
clinics to learncertain skills (e.g., weighing of babies and examination ofmothers and children for prevalent clinical problems). 

In all tha>- "ctivities the CHW.s are backed up by theSupervisor/Traincr -ho continues to motivate, train and
guide thoa. They - ;o provide a referral backing and as-listthem in solving p: .'rls that they may have. The supervisor
gives supplies as ired and receives their reports.ij; 

Once every nonth the trainer meets them to give themfeedback on the rrpe.-ts of the previous month and to collectdata collected du'ing the month. The Statistical Clerk
keeps a record of commodities issued. 
 The cHIs and the
trainer/supervisors fill forms monthly 
that indicate
utilization of commodities. Replenishment of stocks at
various levels is done according to the supplies used.
 

Management keeps an eye on any unusual rise or drop
in consumption. The trainer/supervisor also meets with the
VHCs monthly 
 to plan with them and to keep the conLmuniry

dialogue going. 
 This way their continued participation is
facilitated. Functions involving the community as a groupcan then be discussed and undertaken. This -community

dialogue continues and will continue beyond the project
funding period when the activities will be taken on 
 mainly
by the Government personnel working in local Health Centres.
 

5.3 - Maseno West is
planned to continue under care of Maseno South until 
 May,

1987.
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October - December, 1986:
 

Part of Maseno South sub-project.
 

Recruit Coordinator.
 

Recruit 2 additional supervisors/trainers.
 

January - June, 1987:
 

Smooth transition to operation as 
§ separate project.
 

Select and train 7 Cdntact CHWd.
 

Select and train 40 new CHNs.
 

July 1987 and after:
 

Continue expansion in Siaya.
 

Same activities as 
above as indicated on next page.
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MASENO WEST.TASKS 


Already
 
present
 

Activity 
 1986 1987 1988 1989
 

Formation of Committees 30 II 20 
 20
 

Training of CHWs 
 130 66 100 85 
Mobile & Static Clinics x----: 

a a 

Growth Monitoring _ :_x 
 _ x 

Meet CHWs 
 _____ x 

Training of Coordinator
 
and Trainers 
 x x 

Meet with committees _,_ 
 _x
 

Prepare for and parti
cipate in surveys xIx 
 x xx
 

Determine appropriate
 
us .ng diet xa x
 

Write repor',s 
 x x x x >: x xx 

Workshops :x 

Ref resher courses a " ax a 

Dissemination Workshop x 

Purchase Vehicles xx 

Obtain cold chain
 
equipnent axxx
 

Develop Training 
Materials 
 x-x X.
 

Develop Training

Curriculum 
 xxa 

Establish Evaluation and I 
Monitoring System a.- aeaXXa a 
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6.0 EMALUATION AND MONITORING
 

6.1 o j vQ . The 	heart of the evaluation and
monitoring methodology is 
 a running management costeffectiveness study, 
updated annually and reviewed 
 semiannually. The cost-effectiveness study is an allocation of
costs into each of the following areas:
 

- Houeh Q1dXvisi : Most project results are
achieved through these visits. 
 Cost per visit is
 
assessed.
 

- RMfu_1i2at iog: The cost per immunization is
 
determined.
 

- CUs: Overall cost per CHW is sought. 

- Family_.plarnnng: The cost per user-year, and
approximate cost per coup] e-year protection% is
determined for each project.
 

Carrying 
 out ongoing cost effectiveness studiesprovides ample motivation for the projects to 	 fOcus onassuring sufficiently accurate service data and adequatedesign and analysis of surveys. Service data will, a.- anatural part of a focus on cost-effectivtl~ess, be regularly 
reviewed.
 

It 	 is planned to make every effort, consistcent withth . community-based approach tc iminimi e the amount -ofsetrvice data required from the CH,;, sufficir5t to keep thc.rMfocused on the activities that are important, yet notmuch that they will not understand 	
sc 

or keep good rocords norbe 	 sro much that data records get ir. the way of produ..ing 
results. 

6.2 !viocTD.1 tti.. Monthly CHN' rep.r-.s are caliec:ted andaggregated for the progrf,:rme. Six monthly reports aresuenmiarized bnd sent to CORAT AFRICA for ogr'egabion withother sub-projects. Six m6nthly report detail statistics

for 	the period in the areas of: 

1. 	New VHCs and Attrition,
 

2. 	New CHWs and Attrition,
 

3. 	New Refresher Training,
 

4. 	Immunizations given,
 

5. 	Children Weighed,
 

6. 	New Family Planning (FP) acceptors and ongoing
 
usage,
 

7. 	ORT Training, and
 

8. Latrines and dish racks.
 

Other operational news 
is shared as well as 
 future
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plans for the following period.
 

6.3 Surveys. Three-year (approximately) surveys 
were
 
planned to monitor impact in the communities served. A
baseline survey was done in 1983. A follow-up survey is
 
planned for March, 1987. Data on deaths of most recent

child can be used to estimate changes in infant mortality.

(IMR calculated using the "indirect techniques" will be

used. 
 In a rural setting, it is difficult to obtain
 
adequately accurate 
data for direct calculation of IMR).
Additional 
 ques tions will be added, to elicit more 
information on nutrition and immunization. Previous surveys
have been focused on FP and have nQt asked for in-depth
information in these areas. An additional full baseline 
survey may be necessary to gather the appropriate 
information.
 

Enough information will be gathered during the
baseline and follow-up surveys to enable the estimation of
fertility and mortality rates using the indirect techniques
according to Brass et al. Such surveys are intended to 
elicit the changes in health status in the community that 
could be attributed to the community based interventions. 

7.0 FINANCE 

7.1 d . The total prone;ct budlt; is $401, J(30. This
proposal requests U. S. A. I. D. ,,rant the Diucese of Masenn 
West through CORAT a :'toa] of $232, 1,.,-' f (:tobe-,
1986, to September, 1,987. Masena Weit expects to rii.s-ze$168,306 support through labour, in .:i.d, and fina.i.tal 
support. This sum does nQo.mention subrtirntiei] dioc'es~n 
overheads for bui ldi :ris, etc. , thut are eon-ri ,u :l. 
(Appen'dix B details the budget). 

7.2 Veln'1.C!cs. Vehicles form a s!;bstantial part ct
budget. They are, however, reces-ary to provide trun:- <rtto the remote areas targeted. Public tranipn.: u: 
inadequate or nron-existent in these areas. 

7.3 Cost-Effectiven:r's. In the final year the project
plans to reach an EOPS target population of 135,680 people

living in the households served by CHWs at a cost of $1.14 
per person.
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APPENDIX A
 
DIOCESE OF MASENO WEST CBHD
 
VERIFIABLE INDICATORS
 

JE,'86/ OT,'87/ OT,'88/ 3 YEAR
 
OUTPUTS 
 SE, '87 SE, '88 SE, '89 TOTALS
 

VILLAGE HEALTH COMMITTEES
 
ACTIVE VHCS: BEGIN YEAR 30 39 53 
NEW VHCS 11 20 20 51 
ATTRITION (10% P.A.) -2 -6 -7 -15 
ACTIVE VHCS: YEAR END 39 ,53 66 

ACTIVE CHWS: BEGIN YEAR 
NEW CEIWS 

130 
66 

195 
100 

275 
85 251 

ATTRITION(-10% P.A.) -1 -19 -27 -47 
TOTAL CHWS: YEAR END 195 275 333 

CHWS RETRAINED 43 195 275 514 

ACTIVE CCHWS: BEGIN YEAR 
NEW CCHWS 
ATTRITION (-5% P.A.) 
ACTIVE CCIRWS: YEAR ENtD 

4 
6 
0 
10 

10 
8 
-1 
17 

17 
9 
-1 
25 

23 
-2 

AVG. CHWS/CCHW:YI, 19 16 13 

SUPERVISORS: BEGIN YEAR 2 4 4 
NEW SUPVS. 2 1 0 3 
ATTRITION 
SUPERVISORS: YEAR END 

AVG. C!IWS/SUPEIV1SOR 

0 
4 

49 

-1 
4 

69 

0 
4 

83 

--

AVG. HOME VISrTS/CHW/MONTH 17 19 21 
TOTAL H0IE VISITS 13254 53619 76662 143535 

ORT TRAINING AS % OF 
TOTAL NE;-i/'REPEAT ORT 

VISITS 
TRAI I.G 

60% 
7953 

60% 
32171 

6f,,% 
459U7 86121 

CHWS DIST. FP (70%/72%/75%) 136 198 250 
AVG. FP USERS/CHW 10 12 14 
TOTAL YEAR END FP USERS 1364 2380 3497 

MOBILE CLINICS/MONTII 
TOTAL CLINICS (ABOVE X 11) 

20 
150 

20 
220 

20 
220 590 

CHILDREN SEEN PER CLINIC 150 150 125 
TOTAL CHILDREN SEEN 22500 33000 27500 83000 

ANTENATAL MOTHERS SEEN/CLINIC 
TOTAL ANTENATAL MOTHER VISITS 

20 
3000 

25 
5500 

30 
6600 15100 

IMMUNIZATION DOSES/CHTLD SEEN 
TOTAL CHILDREN IHMUN. DOSES 

1.00 
22500 

2.00 
66000 

1.25 
34375 122875 

IMMUNIZATIONS OF MOTHER VISITS 30% 30% 30% 
TOTAL MOTHER IMMUN. DOSES 1800 3300 3960 9060 

TOTAL IMMUNIZATION DOSES 24300 69300 38335 131935 

WEIGHT/A.C.PER CHW VISIT&CLIN. 
CHILD WEIGHINGS/ARM MEASURES. 

1&6/10 
26754 

1&6/10 
73419 

1&6/10 
93162 193335 



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

DIOCESE OF MASENO WEST CBHD
U.S.A.I.D. BUDG;T (US$)
OCT., 1986 TO SEPT., 1989 
0919861100 

BUDGET ITEM 
OT,'66/ OT,'87/ OT,'88/
SE, '87 SE, '88 SE. '89 

3 YEAR 
TOTALS 

1.TECHNICAL ASSISTANCE 
 (US$) (US$) *(US$) (US$)
COORDINATOR 
 6050 6656 7322 
 20028
SUPERVISOR 1 
 2,106 2647 2912 7965

SUPERVISOR 2 
 , 2406 2647 2912 7965
SUPERVISOR 3 
 * 802 2647 2912 6381SUPERVISOR 4 
 * 802 2647 2912 6361CONTACT CHiWS (10/17/25) * 1500 2805 4538 8843
STATISTICS/13OOKEEPER 
 * ' 573 1694 2080 4547LOGISTICS 
 * 573 1894 2083 4550DRIVERS 1 
 * 481 906 1000 2387WATC[IMAN/CASUAL LABOR * 250 908825 1963CONSULTANTS 
 * 563 756 832 2151
TOTAL TECH. ASSISTANCE 
 16406 26324 
 30411 731.41
 

2. TRAIHING
 
CW[1 TRAINING 
 2475 4125 3857 10457C[IW RETRAINING 
 403 201 
 3120 5E:34

VIIC TRAINING 
 309 619 681 16O9
CCHN TRAItNfiG 
 71 1()5 118 294


TOTAl. TRAINING 3258 6060 7776 17891 

.3. C,H I fTIES 
2 VEHTCi,ES ('86--i;'67-.I 12000 13?(,0 - . "0GFx
4 MOTORI)"IKE:S ( '8.6 -2; 'f.48-2)C['7' K ITS ( NON-DRUG SUi ~'1 4625 - 6200 10 325 ,XC 1 1 VR ,IES/EQUJIP'J') 

1 
1250 ,'2.... 7/
9 .50 , "3"J t 7 1

IIICYCLE,.5 ( '86-9; '87-P; '68-8) 1683 1235 315 47,,1
OFFICE EQUIPMENT 1563 625 2188-
TOTAL COMMODIT IES 21123 1.501 11040 50667 

4. OTHER E'XPENSES
 
VEHICLE fl[UNlNrNG OrS
C:7 

YEAR 1: 19275 KM X $.25/KM * 4819  - 48;9YEAR 2: 3:3000 KM $28/KM 9075- 99339 1906:3
YEAR 1: 23400 KH X T:.125/KM * 2925 - - 2925
YEAR 2: 10000 KM X ;$. 138/KM - 5500 
 6050 11550
 
TRAVEL, 
 * 731 1375 1513 361'.1)OFFICE EXPENSE * 731 1500 1650 3801WORKSHOPS - 563 '106 969AUDIT * 938 1719 1891 4540

TOTAL, OTHER EXPENSES 10144 
 1g732 21,198 51374
 

5. EVALUATION
 
EVAIUATION SURVEYS 
 - 563 406 969 

SUB-TOTAL 
 5093,4 71980 
 71131 1940,15
 

CONTINGENCY/INFI,ATION (20%) 
 10187 1,1396 1.4226 38809
 

SUB-PROJECT REQUEST OF U.S.A.I.D. 61121 
 86376 85357 232854
 

• PARTIAL YEAR, JUNE TO SEPT. , 1987, ONLY. 
FX = FOREIGN EXCHANGE
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DTCCESE OF MASENO WEST CBHD 
U.S.A.I.D. BUDGET (US$) 
 APPENDIX B CONT'D
 
OCT., 1986 TO SEPT., 1989
 
0826862130
 

OT,'86/ OT,'87/ OT,'88/ 3 YEAR.
LOCAL/OTHER CONTRIBUTIONS 
 SE,'87 SE,'88 .SE,'89 TOTALS
 

I.TECHNICAL ASSISTANCE (US$) (US$) (US$) (US$)

DIRECTOR (PARTIAL) 
 413 1375 1513 3301
CHW SERVICES ($12.50/CHW/MO) 38550 50160 
 62436 151146
TOTAL TECHNICAL ASSISTANCE 
 38963 51535 63949 154447 

2. TRAINING (25% OF TOTAL) 1086 2286 2592 5964
 

3. COMMODITIES
 
IMMUNIZATION EQUI PMENT/SIJI'IH,TlEs; 625 2063 2269 49572 MOTORBIKE:; (D[DCCUNTED 33%) 2938  - 29:38TOTAL COMMODITIES 
 3563 2063 2263 7895
 

TOTAL LOCA,/OT'HER COTRIB[jTO4S 43612 55884 68810 1138306PERCENT OF GRAND TOTAL BUDTIT 0. 42 0. 39 0. 45 0. 42 

GUAND TOTAL BJDGET (ALL SOURCFS 104733 142260 1!4167 401130 

SUB-PROJECT TARGET ['OPULATION S; VED 135630 1.35380
FINAL YEAR COST PER PERSON SERVED 1. 14l 3 YEAR COST I'1-E ';:11N S.'CViD 2.96 
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1,0 EXECUTI E SUMMA E 

Eldoregmoe__EU is a new CBHC/FP project and is 
intending to carry out child survival activities 
(immunizations, ORT, FP motivation and supply, and nutrition 
education). Eldoret project began actively in 1986. 
Funding under this project is proposed for the period from 
October, 1986, through September, 1989. The experience with
 
nbarby Maseno South and West and with Tenwek will enable
 
rapid and effective project growth. It is expected that by

end of project, the project will have over 125 CHWs taking
 
care of over 1,100 FP clients and an estimated 70,000 people
 
in the households regularly visited by CHWs.
 

Of the 70,000 people, approximately 13,000 are 
children .inder 5 years and 14,000 are women 15 to 48 years. 

The project will complement Goverrinent efforts in 
this va;t area by concentrating in remote corm-aunisies not 
reached by the Government system. The approach will be 
commnunit based but specially modified where needed to suit 
the nomadic communi4ties in West Pokot District. Key 
interventions will be: 

- immunizations
 
- oral rehydm.ation 
- growth monitorin, 
- family health and environmental health oriented 

IEC.
 

The achievement of the project objectives wil'l be 
measured using service indicators and survey data.
 

The main objective is to imp1rove the health status of 
the vulnerable members of the target communities throug;h 
community involvement and provision to primary health care 
and supplies.
 

rot cBujdget: 

U.S.A.I.D. REQUEST ................... $225,863
 

LOCAL/OTHER CONTRIBUTIONS ........... $129,422
 

TOTAL-PROJECT BUDGET ................. $355,285
 

2.0 BACKGROUND
 

2.1 Location arnd People. The Diocese of Eldoret is 
geographically a very large diocese, covering approximately
 
50,000 square kilometres with a population of 1,400,000.
 
The Diocese includes the government districts of: Trans
 
Nzoia, Turkana, Nandi, Uasin Gishu, Elgeyo-Marakwet, and
 
West Pokot.
 

The Diocese of Eldoret wishes to fulfil its calling
 
to minister to the needs of the poor and to assist the
 
government and other bodies in realization of 'health for
 
all'. Eldoret has chosen to work towards the establishment
 
of a community health care programme as the most effective
 
means by which it can contribute to this end.
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Childhood mortality rates range from 92 per 
 1000 mid-year

population of children under two years, 
 in Uasin Gi- hu
 
District to 188/1000 in West Pokot.
 

2.2 Health- rohlms
 
From Health facility data in the Eldoret project area, the
 
main health problems are communicable and are preventable by

available health interventions. The problems include:
 

- diarrhoea and vomiting
 
- measles
 
- malaria 
- tetanus 
- acute respiratory infections
 
- tuberculosis 
-
 pockets of malnutrition.
 

Most of these diseases are preventable by

immunization yet the immunization coverage in the i,;area 

very low estimated at less than 25' completed immunization
 
coverage.
 

Breast-feeding and supplementation in the area is
 
generally adequate and hen:..) malnutrition of, infants is not;
 
a major problem in this area.
 

The project area is very large and is supplied 'by
more than 125 Health Ccntres and Di'3pensirt3s which o:'fer 
mainly curative services. These clinics are u:idrutilj:ud
in some areas. This may bc due tc lirnitod accr.ssib~lity iind 
also due to cultural beliefs in like Pokctareas inhabitc-d 
by semi-nomadic communities. 

These services deliver primarily curative servIces to 
a small percenu;age of the popuiation. Preventive and health 
education services are virtually nor-uistent in many part.s 
of the diocese.
 

2.3 Aghievements_ to _dLaite. Eldoret is just st.arting. I L 
has a coordinator (missionary) medical doctor in place, it
 
has established contact with three areas which are

enthusiastic about improving the health of their 
 fmnilies,

in which to begin. It has offices available and has hired 3
 
supervisor/trainer who are already available to start work.
 

The Director of Christian Com-munity Services and the

Health Coordinator have both received training in community
mobilisation techniques. One of the supervisors has already

received training as a trainer (TOT) and one 
of the other

three identified has been in community based health care
 
(CBHC) for more than six years.
 

Thus, the team is well primed for the task ahead and
 
are 
 actively collecting information from neighbouring

projects to learn from them.
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Population Densities: 	 Nandi .... 100/Sq.km
 
Sirikwa... 65- 85
 
Kitale.... 2-125
 

2.4 
 CooperatioQ wih other 	6gengies The Government is
encQuraging the 
 formation of coordination
various JOvels. Eldoret project committees at
will facilitate the
formation of such committees ininvolved. 	 the Districts in whith they4110 The proj36t will mak& sure that there nounnecessary over-lap with programmes of other agencies. 
is 

3.0 QVLAL LQGAI, PPSES., AJN, ,,,U 

The main overall goal of the project is to improvethe community health of the Kenyan people. 	 Special e,.phasisis on the poor arid remote.pu.Jple whose health status isworse than others. The D-ocese of Eldcret sharcs thi:s goalwith the other projects, but reco.rzjies thait its prograrrimecan but contribute in a small way to this larger rivional 
goal. 

3.1 The purposes of 	 the Eldoret project are to: 

1) Develop the project tr) reach the remote and ',wrpeople of thlo, dio.et;e. Object.ie!; awd end :fproject stiit,-s are discussed fur,,her under"Target Groups" 'I'lle prcj,.C.;:, will 1ILuC) t' uainr .1irles f; imatd 2i5 and aboutCH e:aerrts 	 117 to beactive EOP. About 21 EOPS acLjvc ViCs will he
trained. 

2) Increase the i Stun; of ch Jdrun under 2status 
years old. There is no recent diocesan surveyinformation to indicate under 2's dmnmunriatjonstatus. Research neededis to ascertain thusstatus. Prior suc:hto research planned as partof this project, the 	 project has set a goial of30% of under 2's in Cl! s' service areas beingfully immunized by project end. 

3) Increase the number of. women of child-bearingages who know how to prepare oral rehydrationtherapy. Baseline surveys will indicate currentknowledge and practice. reasonable EOPS
indicators can then be developed. 

4) Increase significantly the number of children 	 intarget groups who have healthy age/weight or armcircumference ratios. Again baseline data willneed to be collected before EOPS indicators canbe set to show achievement. This may not be a
problem in this project.
 

5) Increase the number of couples knowing about 
 and
practising 
 family planning through provision of
contraceptives by the CHWs. 
 The project plans 
on
extending 
F? services to approximately i,100 FP
 
users by EOP.
 

http:Object.ie
http:100/Sq.km
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6) Increasing knowledge of 
and 	practice of good

health and sanitation practices in 
 the target

groups. Attainment will be indicated by measures
 
to be developed after the baseline survey.
 

3.2 Qutputs. Outputs leading to this changed status are:
 

1) 	An estimated 81,000 immunizations (doses) 
to
 
children under 5 years and ante-natal mothers. 

2) An estimated 330 mobile clinics to remole areas 
needing inmnuniz.ation services. 

3) 	An estimated 54, 600 home visits by CIW.s to
 
households in their target grOupS.
 

4) 	Approximately 
 32,700 training and
retraining/ciounselling sessions with women on OR"! 
usage. 

5) 	An estin.ated 62,455 chi Id weighings or ar:!
ci rcumferenu,- mt.-oiu rements. 

(Outputs and indicator: are 	dctai1!d in "Appendix 
A.)


3 .3 '_r . .._-- ... .
 
33 Irg.roups. The projec:t will e:pani into new 

areas. The Coordinator and staff will chojse uruk~as to workwhere cost-effective establishneni of CHNs and VHC.; in areas over 2 kin. from a health irstitution is must needed. With

each area, the VHCs will fLocus on the families iitn und,
five years children and womenon of child bearint age (l5to
49). Efforts will be madc at all levels to focus on high
risk families.
 

Each CIWM will be expected to choose (with VHC andstaff help) the 100 or so households within her/his
which she will 	

area 
visit on a regular basis. (The CHW will be
available to 
other members of the community, but will notschedule visits to other 
households unless special
circumstances dictate. ) In the 	diocese, we have estimatedthat: there 
 are 	6.0 family members to each household; 20% 

are child bearing 
aged womnen; and averagely there is
slightly 
more than one under 5 years child to each
 
household. Key figures are:
 

TARCF.T GERL!PS
 

CHILD

TOTAL [1 POP./ TOTAL 
 BEARING CHILDREN
EOPS SERVED AVG. POP. 
 AGE UNDER


CHWS (100/CHW) HH SERVED WOMEN 5 YEARS
 

117 11,700 6.0 70,200 14,040 13,071
 

.3.4 OpegationajLQbAe-tives. The expected results are
 
based upon the work of CORAT in assessing the factors which
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affect results (e.g., population density). The projections
for immunizations are not 
as clear, but are based on the

results at Tenwek, which has, 
 in some parts, a comparable
population (population densities will frequently be somewhat

lower in Eldoret). As 
a new project, the supervisors may be
focusing on training. On 
 the other hand, demand for
immunization will be at 
its highest. The supervisors will
need vehicles (rather than motorbikes) due to the rugged
terrain and the demands putL on their services. 

3.5 1nt ry2rJioqs.. Regarding interventions. by thecommunity health workers, we believe the key interventions 
to be the following (again subject to the cesu]ts of 
surveys):
 

- MCHI edlucation (including QRT., nutrition, 
immunization, etc). 

- growth monitoringj 

- Family Planningf education 

- Sanitation and hygiene education 

Possibly food production in connection with 
nutriticn. 

CHIN sL'perv; sots will provide i mIlnu, j i onintervent ion. With 1;1he understkarding Lhat experiernc. '.e i lindicate the b..st, mcthod in the revion, wE, propose tcconsider the mode I us3ed at Temwk ( another sub--protd i-scu-s ed in this propo; a 1), in which ,lie superv ':rsregularly visit specific locations which will be a f.u>AI

point for supervision as w-ll as irimmuniiation.
 

Thus, the main targe3ts of the prcogramme arc! thechildren unduc five years of age Lnd mothers in the cl ]:!-
hearing age.
 

3.6 Jrimp-i.-t.aticnr. The IEC regarding MC[I and immunizat.i onwill be given by CHWs. They will also encouriage mothers to
bring the i r children 
 to The clinics. h'1e
supervisor/trainers 
will give vaccinations in both staticand mobile clinics. Special 
intensive immunization "tourswill be carried out to maximize immunization coverage. 

3.7 Ora]_Rehyfration Therapy. Packeted oral rehydrat insalts will be supplied Lo mothers when available. Thepreparation of home-made '.3 will be encouraged. A standardcontainer and measurements will be established in the firstproject year. SSS will 
 be demonstrated in 
the homes,
schools, community meetings arid in activity group meetings. 
3.8 Ntritio ug _ and_Growth Monit i9g. This 
education will be based on availability of foods aiidcultural food habits. 
 The messages will be developed in the
first 
year to aim at specific necessary behaviour changes.
Each child will be expected to have a card and to be weighed

regularly. The weight gain will be 
 discussed with the
 
mother.
 



3.9 I afQr-i n Euoation adCormu~ncatjntI~C. Thenon--formal adult education methods will be used to maximize
the relevance 
of IEC, community involvement, experience

sharing and self-discovery.
 

3.10 Relevance to Government Programm. 
 The communitybased 
approach and the interventions listed above fit into
the Government policy of District focus and Primary 
Health
 
Care.
 

3.11 To 
ease the work of the supervisors, Contact CH's
will be 
 chosen from the- better CHqs to assist 
 in service
data collection 
 and other basic supervisory needs,
volunteer bases, on a
with 
 a nominal allowance for 
 thf: adled
 
effort.
 

4.0 ELAN_ _OFOl 

4. 1 Prrct;_Plan. The Diocoese has est abl ish edCommunity Health aSection under the Christian Comfnr.in i:yServices Department of the Diocese. The steps seen as 
necessary are:
 

- Establish the Community 
 Health Section. 

- Recruit a Community Health CoordiiatoLr. 

- Recruit on(' COmMuni ty iLa]th Nur-(c. to serveSupervisor (and add one MOre ea-h ycar). 

- Begin the project riNlandi and Kiltale at. tw,locations with known enthusiaSm of local par i:.for self-development. E.'pand from there. 
- Through appropriate intcrvent ions;, assi,3t


people to iuiprove thul r 
the 

own heaItn in the i:,_archdeaconari, of the iiocese. The ba.s Lcapproach will be to encourage rthe formatli on chealth committees, which would recruit volunteer
or committee-paid 
 health workers. 
 The he.tlt hsection staff 
would 
then train and partial lysupervise them in 
appropriate interventions.
 

While many activities 
 can be identified
appropriate as
interventions' (immunization, 
 ORT education,
nutrition education, 
 malarial education, 
 family planning
education and supply, 

used 

etc. ), baseline and follow-up surveys
will be to guide the development of the programme.
These surveys will be carried out by CORAT.
 

CORAT 
will also help the project to set up its
management and finance systems.
 

4.2 thod eopn The project initiation at the
community level 
 will be 
 done through the local
congregations 
 who become entry points into their
communities. The congregation leader introduces the idea to
the community 
and a VHC is formed whose membership is
limited to members of the church. 
not
 

http:Comfnr.in
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The committee organizes the community to select


respected and permanent 
CHs
who should be 
 residents 
 in the
 

community.
 

4.3 TrAining
 
4.3.1 Trainers. 
 The trainers are 
trained in three 
basic
skill areas each area covered in one week with two to tjhree
months practice in between.
 

Wk. The concepts of: 

- Health 
- Primary Health Care 
- CBHC 
- Community Patticipzit.ion 
- Community Invclvetiont 

The methods of changing attitudes
Prob ] em ident i f ication in 1:he cormunity

Information, jutherin', ana.vs is and
utili-ation of" results 

Community dig-jno jis. 

At the end ot this week, the participants shou1( b,able to start the proce.;s of community umobil zation arddialogue and maintain i,. 

S......U - Review of Community Based tctivj.ties 
co-, ce ft,3 

- Adult I,-arnJ.nf, rnethods 
- The process of atitufe change 
- gottT- up a learning (ilirnt 
- I)'ve:lo0pinjIfj nd, ing c,:,dQs 
- l)i-;cusstcns ( :::king qustio1 ) 
- Teachi-,g Aids 
- Lesson plnnning 
- EvaluationiOf learning. 

Reviewing of week II 
- Management of CBHC 
- Evaluation tind monitoring CBHC. 

4.3.2 -. jT __a.dTF[s. The above methods are used inthe training of these health workers. Their ofurse is basedstrictly on problems that are currently being experienced.
They are taught to: 

- identify a problem
 
- identify with 
a problem
 
- consider its occurrance
 
- discuss its causes
 
- discuss what could be done about it
 
- plan action to take
 
- follow-up the action.
 

http:I,-arnJ.nf
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Topic areas could include:
 

- Immunizations
 
- MCH
 
- ORT
 
- Growth monitoring
 
-
 Weaning and breast-feeding
 
- Data gathering ,
 
- Community process
 
- Leadership
 

The fi.nctions of the C[Ws, etc. are ass;igned to tUemthe Community members but normally include IEC as the 
activity. 

Pfl.a.--iv rkLichu1u! _ofActivity 

Oct. - Dc. 1986: 

Design, plan, and execute haseline survey with COJR'IT.
Identify and form first 23 to I VHlCs. SerIet f i r!st group of CHWs (cstiu, 10 to 15). 

Choose/develop training mateiials. 

Train first CIRI's. 

Purchase vehicles and equipi;ient.
 

Establislh CHW supervision.
 

Establi-h initial 
 mobile clinic schedules.
 

Jan. - June i[87:

:Evaluate first round of efforts and plan needed
modifications. 
 Set s,.i'du les for training,
supervision, mobile clinics, VHC mobiliation.
 

H4obilize second group of VHCs 
 (3 - 5) 

Write first 6 months report and send to CORAT.
 
(April).
 

Train second group of cHWs 
 (10 - 15).
 

Mobilize third group of VHCs.
 

Recruit additional supervisor.
 

July 1987 and after:
 

Expand and increase rate of above activities.
 

November 1987:
 

Write first annual report to CORAT.
 



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

A C I I YI 
 I I 
ACIVTY1986 
 1987 1988 198S
 

'I 
 . . . . . I . . . . 

Hire staff ------------------- x I 

Formation of committees---x--


Training of comllittees ----------
 x .
 

Purchase of vehicles 
 xx:
 

Establish clinics: 
Mobile - x ... x
 

Static-xL.
 

Growth monitoring ----------------.. x ..
 
Supervision of C1111::;, -etc. x-

Obtain cold chain equ ipmfn- ..... X 

Surveys--------------------........ 
 x X 
 .x
a a i 

Report writing 
 x x x x: x X:,X 

Training curriculum ------------- x 

Training materials---------------. X X 

Disseminatior. Workshop -----------. X 

5.0 EVALUAT1ONAND MtONTQfING
 

5.1 Cost-effttivene
monitoring methodology ,-isThea heartrunningof the evaluation andmanagement cost
effectiveness study, 
 updated annually and reviewed 
 semi

annually. Tihe cost-effectiveness study" is an allocation of
 
costs into each of the following areas:
 

- U0Uq~ehQ! __Xias 
 project results
achieved through :theseMostvisits. are
Cost per visit is
 

assessed.
 

- Immunization: The cost per immunization 
 is
 
determined.
 

- CQWs: Overall cost per CHW is sought.
 
- 1amily-Elannin : 
 The cost per user-eal , and


approximatne cost per couple-year protection 
 is
 
determined for each project.
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Carrying out cost
ongoing effectiveness studies.

provides ample motivation for the projects, to focus on
assuring sufficiently accurate service data 
and adequate

design and analysis of surveys. Service data will, as a

natural part of a focus on cost-effectiveness, be regularly
reviewed.
 

It is plannod to make every effort, 
 consistent with
the community-based approach to minimize the amount
service data required from f he CHWs; sufficient 

of 
to keep them

focused on the activities that are important, yet not somuch that they will not understand or keep good records nor
be so much that data records get in the way of producing
results.. 

5.2 Seirvjef?_DtfA. Monthly CHW reports are collected aridaggregated for the programme. Six monthly reports aresummarized and sent to CORAT AFRICA for aggregation wi thother sub-projects. Six monthly report detail statistics 
for the period in the areas of:
 

1. New VHCs and Attrition, 

2. New CH's and Attrition, 

3. New Refresher Training, 

4. Immunizations given, 

5. Children Weighed, 

'G. New Family Planning (FIP) acceptors and ongoing
usnlge, 

7. ORT Trtining, and 

8. Latrines and dish racks. 

These are recorded dai.ly, weekly and monthly. 
 They
will be reported to CORAT semi-annually. (See Appendix 
A

for additional outputs to be recorded. 
 Other operational
 
news is shared as 
well as future plans for the following

period.
 

5.3 Surveys. Three-year (approximately) surveys were
planned to monitor impact in the communities served. An 
initial baseline survey is planned for the first quarter ofthe project. A follow-up survey about 2 1/2 (two and half)
years later is planhed. 

Data on deaths of most recent child can be 
 used to
 
estimate changes in infant mortality. (IMR calculated using

the "indirect techniques" will be used. In 
a rural setting,

it is difficult to obtain adequately accurate data for

direct calculation of IMR). Additional questions will be
added to elicit more information on nutrition and 
immunization. Previous surveys have been focused on andFP 
have nQt asked for in-depth information in these areas.
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Enough information 
will be gathered during the
baseline 
and follow-up surveys to enable the estimation of
fertility and mortality rates using the indirect 
 techniques
according to Brass et al. 
 Such surveys are intended to
elicit the changes in health status 
in the community that
could be attributed to the community based interventions.
 

Intrmediate Iadicator . 
A) % increase of children immunized
 
B) % increase of'children witb MCH cards
C) % increase of children weighed regularly
D) % increase of children with satisfactory wcight/

age or arm circumference ratiosE) % increase of mothers who know ORT
F) % increase of couples using FP.
 

I!fl_ act ntiiator.
 

- Family Planning acceptance and usage rates. 

- Significant changes in A-F (above) between base
line and follow-up.
 

The follow--up survey will have to be done as late aspossible in the project period to maxirnize effect bcom?the period between surveys will be under 3 years... 

6.0 EMhANE
 

6.1 Budget. The total project bud.-:I-lY is $355,285.proposal requests U.S.A.I.D. grant $221;1,863 (633% of 
This 

total)to the Diocese of Eldoret fr'om October, 198c) to September,1989. The Diocuse expects to raise $129,422 in localsupport through labor, in kind, and fitanojal support. Thifsum does not. mention substantial diocesan overheads forbuildings, etc., that are contributed. (Appendix B deuai lsthe Financial Plan.) 

6.2 Mission Moving Mountains, missiona agency, suppor1s.the Coordinator, his vehicle, and his 
living expenses for an
estimated $81,650 over the next three years.
 

6.3 Vehicles. 
 Vehicles form a substantial part of this
budget. They are, 
 however, necessary to provide transportto the remote areas targeted. Public transport
inadequate or non-existent in these areas. 

is 

6.4 ort-Eff,.C-!Lengs. 

plans 

In the final year the project
to reach an EOPS target population of 70,200 people
living in the households served by CHWs at a cost of 
 $0.39
 
per person.
 

7.0 SUST6!NABLIT.
 

A) CommunitySuport. 
 This is given from the
beginning. 
 A CBHC cannot function without community
participation. The 
 communities make a commitment 
at the
beginning as they realise that they will have 
to commit
their time and resources 
into the programme. The sub
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project staff 
 will earn more committment -and support as
relationships are built, 
objectives met, 
and greater trust

is developed.
 

The investment of training and IEC brought 
 to the
community is relatively permanent and will remain 
 in the
community beyond the funded project period.
 

B) .. n~strXoHeath The project has strongpermanent 
 linkages with the Ministry.of Health. 
and
 

This will
ensure continuation 
 iafter the funded period. 

C) TheDiocese. This. is a permanent caring institutionwhich will always be able to support a worthy cause like
this one. 

The stewardship programme of the Diocese is young tLut.is growing. The Diocese wi.11. be able to support the ChildSurvival activities in the future, not 3 years, but in 6 1,L10 years to come. 

D) The other aspect that may promote- self -rel i-anro isfee for service. 
 When the demand and - wirer,-,s for the.,..-eservices 
 have bee n aduquately c:reated, fee.s cainintroJuc(ed. In hethiS way, use.-s of definite servicr,-s (1 ikecl in i cs, immrun i :ation, and simple ourit've activit ies) cancontribute towards the maintainance of the Sy3tem. 
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ELDORET SUB-PROJECT 

APPENDIX
VERIFIABLE INDICATORS A
 

0826861100
 

OUTPUTS OT,'86/ OT,'87/ OT,'88/ 
 3 YEARSE,'87 SE,'88 
SE,'89 TOTALS
 -

VILLAGE HEALTH - - - - - - - - -COMMITTEES - - - - -ACTIVE VTICS: 
BEGIN YEAR
NEW VHCS 0 5 14 
ATTRITION (10% P.A.) 5 10 10 25 
ACTIVE VHCS: 0 -2 -2 -4YEAR END 
 5 14 21
 
ACTIVE CHWS: BEGIN YEAR
NEW CHWS 0 25 72
 

so 50
ATTRITION(-8% P.A.) 
25 125
0 3 50
TOTAL ClWS: YEAR END 
25 72 117

CHWS RETRAINED 
0 25 72 97 

ACTIVE CCHWS: BEGIN YEAR
NEW CCHWS 0 1 5

1ATTRITION 4(-5% P.A. 6 10 -0 -ACTIVE CCHNS: 1YEAR END 1AVG. CHNS/CCHN: YE 5 10 
25 15 11 

SUPERVISORS: BEGIN YEAR
NEW SUPVS. 0 1 2
 
ATTRI T ION 1 1 1 
 3

0 0SUPERVISORS: YEAR END 0 0 
AVG. CHWS/SUPERVISOR 1 2 3 

25 36 39
 
AVG. HOME VISiTS/CHW/MONTH

TOTAL [iOMiE VISITS 20 25 30

6000 14550 34042 54592 
ORT TRAITUING/HPO,(E VISITSTOTAL NEW/REPEAT ORT TRAINING 60% 60% 6014

3600 
 8730 20425 32755 
CHNS DIST, FP (100%) 

25
AVG. FP USERS/CHW 72 117

5 7 toTOTAL YEAR END FP USERS 
 150 
 648 1171
 

MOBILE CLINICS/MONTH 
 5 10 15
TOTAL CLINICS (ABOVE X 11) 
 55. 110 165 
 330
 
CHILDRE1N SEEN PER CLINIC 150 150TOTAL CHILDREN SEEN 150


8250 16500 24750 
 49500
 
ANTENATAL MOTHERS SEEN/CLINIC

TOTAL ANTENATAL MOTHERS 20 25 30


1100 
 2750 
 4950 
 8800
 
IMMUNIZATION DOSES/CHILD SEEN
TOTAL CHILDREN IMMUN. 1.00 2.00 1.50
DOSES 
 8250 33000 37125 
 78375
IMMUNIZATIONS/ANTENATAL 
MOTHER 
 30% 
 30%

TOTAL MOTHER IMMUN. DOSES 

30%
 
330 
 825 1485 2640
 

TOTAL IMMUNIZATION DOSES 
 8580 33825 38610 
 81015
 
CHILD NEIGHINGS(%CLINIC/CW VISITS) 
 60% 
 60% 

CHILD.WEIGHINGS/ARM MEASURE 

60%
 

8550 18630 
 35275 
 62455
 



DIOCESE OF ELDORET CBHD 
U.S.A.I.D. BUDGET (US$) APPENDIX B 
OCT., 1986 TO SEPT., 1989 
0919861100 

OT,'86/ OT,'87/ OT,'88/ 3 YEAR 
BUDGET ITEM SE,'87 SE,'88 SE,'89 TOTALS 

1.TFCHNICAL ASSISTANCE (US$) (US$) (US$) (US$) 
DEPUTY COORDINATOR 6000 6600 7260 19860 
SUPERVISOR 1 2406 2647 2912 7965 
SUPERVISOR 2 - 2647 2912 5559 
SUPERVISOR 3 - - 2912 2912 
CONTACT CHWS (1/5/10) 150 825 1815 2790 
STATISTICS/BOCKEEPER 1719 1891 2080 5690 
LOGISTICS 1563 1719" 1891 5173 
SECRETARY 1563 1719 1691 5173 
DRIVER 825 908 998 2731 
IATC{HAN/CASUAL LABOR 750 825 908 2,183 
CONSULTANTS 688 756 832 2276 

TOTAL TEC[1. ASSISTANCE 15664 20537 26411 62612 

2. TRAINING 
C11 TRAINING 936 2063 2269 52,70 
CNIN PETRAINING - 250 5G7 &25 
VIC TRAIN'ING 141 309 340 790 
CCHN TRAINLNG -. 86 189 275 

TOTAL TRAINING 1u79 2716 3365 7160 

3. COXHODITIES 
VEiICLES ('86-2;'87-1) 24000 13200 - FX 37200 
', HO(TOR31KES ('26-2;'87-1; '88-1) 4625 25,14 2798 FX 9967 
C[- KITS(NON-Di'G EQUIPT./SUPPLIES) 781 171G 1891 4,91 
BICYCLES ( ' 3J-O; 'e7-5; '88--0) - 963 1325 2285 
OFFICE EQUIIPHEtT 9375 - - 9375 

TOTAL CCHi UDITIES 38781 10426 6011 6 3, 1 

4. OTHER EXPENSES
 
VEHICLE RUNNING COSTS 
YEAR 1: 20000 K14 X $.25/'M' 5000 - - 5000 
YEAR 2: 20000 KM X $.28/K - 5500 6050 11550 
MOTORBIKES
 
YEAR 1: 40000 K14 X $.125/KM 5000 0 0 5000
 
YEAR 2: 50000 KM X $. 138/KM 0 6875 9831 16706
 
TRAVEL 938 1125 1350 3,113
 
OFFICE EXPENSE 1250 1500 1650 4,100
 
WORKSHOPS 313 563 406 1282
 
AUDIT 1563 171.9 2331 5313
 

TOTAL OTHER EXPENSES 14064 17282 21318 52664
 

5. EVALUATION
 
INTERNAL EVALUATION 625 1125 813 2563
 

SUB-TOTAL 70213 60086 57921 188220
 

CONTINGENCY/INFLATION (20%) 14042 12017 11584 37643
 

SUB-PROJECT USAID REQUEST (US$) 84255 72103 69505 225863
 

FX=FOREIGN EXCHANGE REQUIRED
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DIOCESE OF ELDORET CBHD
 
LOCAL/OTHER SOURCES BUDGET (US$) 
 APPENDIX B CONT'D
 
OCT., 1986 TO SEPT., 1989
 
0826862130
 

OT,'86/ OT,'87/ OT,'88/ 3 YEAR
BUDGET ITE4 
 SE,'87 SE,'88 SE,'89 TOTALS
 

1.TECHNICAL ASSISTANCE (US$) (US$) (US$) (US$)
DIRECTOR (PARTIAL) 1875 2063 2269 5207

COORDINATOR/DOCTOR (MISSIONARY) 
 10000 11000 12100 33100
CHW SERVICES ($12.50/CHW/MO) 1875 11.880 21236 34991
TOTAL TECH. ASSISTANCE 13750 24943 35605 74298
 

2.TRAINING (25% TOTAL) 
 359 905 1122 2386
 

3.COMMOD ITIES
 
IMMMUNIZATION jiQUIPMENT/SUPPLIES 6563 750 1250 8563
*VEHICLE 
 12000 - - 12000
 
COORDINATOR VEHICLE 
 15625 
 - - 15625
 

TOTAL COMMODITIES 34188 750 1250 
 36186
 

4. OTHER EXPENSES
 
VEHICLE EXPENSE (20000K(M X $.25) 5000 
 5500 6050 16550 
TOTAL LOCAL/OTHER SOURCES 532-97 32096 44027 1'29 42-! 
PERCENT OF GW.A,;D TOTAL BUDOET 0.39 0.31 0.39 0. 331 

GRAND TOTAL (ALL SOURCES): US$ 137552 104201 113532 35.'-:'8 5 

SUB-PROJECT'TARGET POPULATION SERVED (EOPS) 
 70200 70200
 
FINAL YEAR COST PER PERSON SERVED US$ 0.39
3 YEAR COST PER PERSON SERVED US$ 5.06
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1.0 EXECEITTE.SUMMAR
 

Tenwek 
 Hospital proposes to implement a Child
Survival and development project in Kericho District

reach the Hospital's catchment 

to
 
area. Given the 
health
 

problems in the District:

- immunization 
- oral rehydration therapy
 
- growth monitoring
 
- child spacing
 
- nutrition
 
- hygiene/sanitation
 

have been selected as the key intervenbions that might have

maximum impact on child survival in three years.
 

The project proposes to concentrate on the CommunityBased activities, training and supervising ad supporcin " 
Community Health Workers (CHWs) and outreach MCH services;through mobile clinics. Through the CUils, knowledge and usage of ORT, growth monitoring, iraiuniz ation and child
spacing will be markedly increased. 

The main objective is to improve, mea.%urably, thehealth status of 0-5 in aruaschildren years target thror.-;hthe Community Based Health Care (CBEIC) approach. 

It is esltimated that over 29,800 women 15-49 yeoc-,'and 23,200 children under the age of 5 years will benefiJ
most from the programmije every year, But the princi tcbeneficiaries will be the 179,200 . people living inhouseholds regularly visited by a Tenwek CH1W at the of2nd 
project. 

The impleaentation is based on a local infrastruct-urc;organization that effectively reaches every village of thu 
target communities. 

Service indicators (outputc and intermediateoutcomes) and impact indicators (final. outcomes) will be
used to assess progress and imPact of the project.
 

The. project aims at covering the whole District 

will be based on genuine community 

and
 
involvement by
facilitating leadership development in the community andtraining community health workers the
from community,


selected by the community.
 

Immunization coverage, knowledge and skills in ORT,
practice of regular growth monitoring, nutrition status,

inflnt mortality 
rate and use of modern child spacing

methods will indicate achievement of objectives. The
project is sustainable beyond the funding through 
community

involvement in the spirit of self-reliance.
 

U.S.A.I.D. Project Request 
 = $247,664
 

Local Contributions 
 = $154,547
 

Total Project Budget = $402,211
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2.0 BACKGROUND
 

2.1 Location of roj~et and description of field
coaadritjo. The community health programme is located in the
western highlands of Kericho District. This rural
agricultural area has a population of 100 
- 150 per square
kilometre. 
The Kipsigis tribe is predominant. These people
raise cattle, sheep and goats. 
 Maize and various vegetables
are grown for food. 
 Tea and pyrethrum are the major cash
 crops. The average annual income is less than 6,000 Kshs.
Annual rainfall has averaged 54 inches a year for over the

last 44 years. 

Tenwek Community Based Health Delivery project is anextension of Tenwek Hospital. The project ,.tas uestablishedto ziieet the needs of the surrcunding people who do not haveready access to medical or fa:pily plinning scrvices. They
often have to trsvel ma~iy kilometres to reach a medical
facility. Tran.portation and hoopital izatin are quiLecostly, which is difficult for low income perple. The
community health progriame is working within a:nr area of
2,500 square kilometre". There are only seven 
 goverranrer.,tdispen:s;aries wtiiin servicethis acea. Tht, near.sthospitals are 50 kilome'tres to the west, 40 toaietresthe northv,,wst, 90 ki !oi-.etre,3 ti:' the north, 115 ki lowirLres tothe southeast and 90 kilometres to the sothwest. 

2.2 The Prj r i.tin Tenw]-k Camrraunity Heoalth is 
set--up as a sepacate ,.i.ty ,r thi- H Hosp i t, Bard ,Direeur,;. It is directly r-si:onsibl;to the LKxCIui.i'e
Officer in the organi:ation-a. strLcture. (Sec Ary c-nd.:; C.Dr. David Stevens, tlhe Directo- of the corrunity hea lth 
programme, is family practicea Pl:.'sician. He, alon:, vi'Lthe Coordinator., Susan Carter, BS2A, KRN, cesig rd arId no,mana.-e the prograrme. A [: ;althcom:,munity Ir.nagci.2,-tcor.mittee helps coordinate the efforts of conmunity healL-i-,the h-,sp ita, the colimo:tirity and t'he churu.h. Thu.-s, TennekCoamunity Health enjcys wide su:po t in ':..Ie dicc 1 and 
outlying communities.
 

All community health monies are kept in sepa;-rte bankaccounts and an annual external audit of these accounts is
carried out.
 

2.3 Health problems affectinmoth.rs and children.
Kericho District's early childhood (under 2) mortbality rate 
is in the rang-e of 91-120 deaths per 1000 births. Whilehigh by Western standards, this rate is mid-ran'ge in :CE:nya.One of Kericho's District wide problems is the esuiiiated29,000 (16% of total under 5 year old,' children whose growth
is stunted due to malnutrition. 

At the local level, Tenwek Hospital statistics for1985 show that the 5 most common health problems seen inoutpatients were (I) intestinal parasites, 
 (2) malaria, (3)
diarrhoea, (4) pneumonia and (5) skin diseases.
 

The incidence of Notifiable Infectious Diseases 
as follows in 1985 were

(only diseases partaining to children are
 

listed):
 

http:affectinmoth.rs
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Diarrhoeal diseases 
 2,462 Poliomyelitis 1
Measles 
 220 Pulmonary T.B. 584

Meningitis 
 57 T.B. Other 52

Pneumonia 
 1,876 whooping cough .21.
 

Nine of the 
ten major causes of death at Tenwek
Hospital involve children. They are listed below along with

their incidence.
 

Stillborn 71 Measles 
 30 Neo-natal Sepsis 22
Pneumonia 
 47 Malaria 29 Gastroenteritis 20

Prematures 38 T.B. 
 23 Meningitis 19
 

2.4 Existi 
 lth resores availahe. Within theproposed service area there are 7 government dispensar:_,s.
These provide curative treatment for some of the most co:m,-)ndiseases. There are only two of the seven that pr'ovideimmunization and family planning services. There is roroutine health education being carried out by these 
facilities.
 

However, there is one 
 governireri-t family f fudeducator who does health and family planning education in

the local communities.
 

Tenwek Hospital provides toa broad rLir:Ce of servic,.:,;
its clients. In addition it reeives rr.any referrals fnm
smaller and lesns equippud focilities. 

There are no other 'omrnnu,iity health projects w.itiin 
our principal Tenwek fospital service are,-±. 

2.5 Conributic 
 ofro to health 'eourcs.
Tenwek Community Health has 18 hualth ccmittees organiz.,d

and working to develop scrateies for improving 
 hcaltr intheir areas. These 18 co;im'.ttees ai-e supervising 12b a(.tivecommunity heal'th workers who are each reH.sunsible to teachtheir neighbours. The health worl.k'ers also have drugs for
the most con.mon diseases available for th-eir community. 

Each of these 18 committees hosts a well. baby cliniomonthly, which is carried out by the community healLhsupervisor. At these clinics, supervisors 
immunize children,
ante-natal mothers, and 
 anycne else requesting it. The
Community Health Workers (hereafter referred to as CHWs) ;Ire
present at these clinics to weigh the babies and teach 
 the

waiting mothers.
 

This programme is also carrying out a pilot 
pro,,ect
for the Kenya Ministry of Health in the al'ea of communitybased distibution of family planning commodities. Each CEIW
is responsible for 
 102 homes in which they teach about

family planning 
and have the commodities available for
distribution. 
 A CHW, trained specifically to teach in the
hospital, is reaching many additional people. Significant
results from this programme are already being seen. (See
the five year summary on Page 22 of Tenwek Hospital's Annual
 
Report available on request from CORAT.)
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2.6 Current availability of the proposed health
 
interventions to the specified target group. Currently
 
these health interventions are available to the population
 
living in 14,000 households assigned to CHWs within the
 
present service area. Before the end of the present funding
 
a further 3 VHCs will be started and 28 new CHWs trained
 
bringing the active CHWs to an estimated total of 140 in
 
March, 1987, when full funding would begin for this project.

Hereafter, all figures represent where the programme will be
 
when the current funding ends (February, 1986). 

No changes are planned in the health 
interventions, but rather 'an increase ih the coverage within 
the proposed service area. Acz stated previously there are 
no other such services being offered by other groups within 
the service area. As hospital statistic:- show thera is 
still much to be donie in order to reach ull of the target 
population.
 

2.7 Fit of £rocJed inter,.;enirris with
 
strategyof the host country anrj the lcnFil AID N ssinn.
 

This prorarnne' s proposed health interentLons are 
closely aligned with the national governument's plans lor 
community based health care. UNICEF and thi Kenya 
Government have werhed t,., "-r to corn. up wit!h ei 
component,s to be included in -Ie progZrair.ne. They are: 
Safe Nater, Health Educati MC/FP,-4, Irmu:i.at ion-
Nutrition, Sanitation, Contr of Commion Di,;eases, .L's ntial 
Drugs, Der Lal and 'Mental. All of thec- e:,:ept de:tc'. -r, 
included in this project's health interventions. 

2.8 Government and communit.ysu!port. Corrmrunity s-upport 
and participation is basic to this project. PBefcre the 
project was begun, approval was obtained from the District 
Officer, District Conmissioner, District MNedical Officer and 
Provincial Medical Of -"icer. Also the District Public Health 
Officer was consulted. It is rfea.ized thaL th.: people 
must be involved from the bcg rning in order for -uuc.L;s To 
be possible.
 

When entering a new community, the person or persons 
requesting the project are the first contcaeted. After 
seeking explanation of the reason for the invitation, and 
then giving an explanation of what the programme's goals 
are, the initiative for actuzally beginning must follow from 
the community. The second or third village contact is a 
village meeting which has been called by the Chief or 
Assistant Chief. There the community is given an 
opportunity to discuss what -they see as their needs. If the 
felt needs are in agreement with the project goals and if 
those attending the village meeting are committed to 
carrying out their responsibilities, the VHC is formally
established. The community selects a health committee 
from among themselves and, then, organizes a committee 
training to be held in the community.
 

The committee, as-representatives of the people, are
 
responsible for governing the programme. They set the
 
strategies for improving their health according to felt
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needs. 
 They select the people who will be trained as CHWs,
and are responsible to help supervise them once training 
 is
completed. 
 The community members all contribute to the CHWs
training fees. 
 The committee is then responsible for seeing
that the CHWs 
 are given opportunities to share their
learning in the community, 
and to be supportive of their
 
teaching.
 

In this project's experience the people in the
communities are eager to learn and practise what the CHWsare teaching. Immunization clinics are well utilized. More
than 24,000 immunizations ,(doses) have already been given inthe first six months of this year but arr outbreak of measles may mean 
 this rate is unsustainable. in informalquestioning, many of the mothers bringing childrendiarrhoea to the hospital have already made 
with 

and given thchild ORT. 
 Over 1,650 families are now taking advantage of
the community based distribution 
of family planning
commodities. In the follow-up survey to be conducted in 
September, 1906, under pre.sent funding, we will meaisureof the impact of teaching som'-,on safe water, nutrition, safefireplaces, latrines, personal hygiene, etc. W1e are
expecting the results to be high.
 

2.9 Overall national health and divelo oment _oascftheho t ~untr. The Ministry of Iealth for the Ken1y:aGovernment ha.3 beg un actively supporting the community baseclhealth care approach to -tuling health care availa[ le to 1by the year 2000. It has rrjsearc:Le'i various INGO prograr:':.frand has prepared a guideline fcr establishing su _.programmes. The Ministry of Health has recognized th:.esserntial contributions of ",GOs to improving the health ofit's citizens. Without the --ssisl;ance of 1GOs, the goa! --,fhealth for all by the year 2000 would be impossible. Thisprogramme is committed tc assisting the Ministry of Healthin reaching this goal and will make all reports available tothem. Representative ; from the National Council f r"Population and Development have visited this project on tw/ooucasions and we have been assured that we are carrying outtheir desires concerning community based distribution of 
contraceptives.
 

3.0 OVERALL GOAL_ PURPOSES,.AND OUTPUTS
 

The main overall goal of the project is
the community health of the Kenyan people. 
to improve


Special emphasis

is on the 
 poor and remote people whose health status
worse than others. 
 Tenwek Community Health Project 

is
 
shares
this goal with 
 the other sub-projects, but recognizes


that its programme can but contribute in a small way to this
 
larger national goal.
 

3.1 The purposes of Tenwek sub-project are to:
 

1) Expand the current project to reach more of 
the
 remote and poor people of te area. 
 Objectives
and end of project status .ce discussed further
under "Target Groups". The project will also
increase 
 the number of active trained CHWs from
 
an estimated 
 145 to an "end of prQject status"
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(EOPS) estimate of 280 CHWs. 
 The 	18 currently
active VHCs (estimated at 21 in 1987) will be

increased to about 31 EOPS VHCS.
 

2) 	Increase 
the 	immune status of children under .2
years old. 
 Most recent 
survey information

indicates 
 that only about 4% of under 2's have
had any immunization. 
 Additional research 
 is
needed to ascertain how that status has 
 changed

during the last two years in the 
project areas

and how many children have completed a full
 course of imnitunization. 
 Prior to such research
planned as 
part of this project, the project has
set a preliminary goal of 50% of under 2's inCHWs' service 
areas being fully immunized by

project end.
 

3) 	Increase significantly the nuuber of 	 women ofchild-bearing 
ages who know how to prepare oral
rehydration therapy. 
 Baseline surveys willindicate 
 current knowledge and practice.

Reasonable EOPS indicators can then be developed.
 

4) 	Increase significantly the number of children intarget groups who have healthy age/weight er armcircumnference ratius. Again baseline cata willneed to be collected before EOPS indic:,tors can
be set to show achieveent. 

5) 	Increase the 	nuinber of couples krowirig about andpracti sing family planning thr',ugh provisioncontraceptives by the CFl"!h. Tho project 
of 

will have an estir;atfd 1,885 active familyplanning clients fullat start-up. The projectplan,-, on e:<tenrdirig FP services to 	 approxi.nately
4,200 FP users by EOP. 

6) 	Tnreasina knowledge of and practice of good
hualth and sanit.ation practices in the target
groups to be devel'oped as 
a result of baseline
 
research.
 

3.2 Outputs. Outputs leading to this changed status are: 
1) An estimated 82,000 immunizations (doses) 
to
 

children under 5 years and ante-natal mothers.
 
2) An estimated 600 mobile clinics to remote 
areas
 

needing immunization services.
 

3) An estimated 212,300 
home visits by CHWs to
 
households in their target groups
 

4) Approximately 
 148,600 training and
retraining/counoelling 
sessions with women on
 
ORT usage.
 

5) An estimated 159,900 
child weighings or arm
 
circumference measurements.


(Outputs and indicators are detailed in Appendix A.)
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3.3 Tartet Groups. The 
project will principally expand
where 
some work has been done. The coordinator and staff
will choose areas to work where cost-effective establishment
of CHWs VHCs
and in areas 
 over 2 km. from a health
institution is most indicated. 
 Within each area, 
the VEICs
and CHWs will focus on the families with under five 
 years
children 
and on women of child bearing age (15-49 years).
Efforts will 
 be made at all levels to focus on high 
 risk
 
families.
 

Each CHW will be expected to choose (with VHC and
staff help) the 100 or so households within her/his areawhich sl:e will visit on E regular basis. (The CW will beavailable to other members of the community, but willschedule visits other 
not 

to households unless
circumstances dictate. ) Research has shown 
special

that Tenwek CEIW 
areas have an average
hous'ehold, 22% 

of 6.4 family members to eachare child bearing aged women, 
 and averagely
there is slightly more than one under .5 child to eachhousehold. Key figures are:
 

EOPS TARGET GROUPS
 

CHILDTOTAL HH POP. / TOTAL BEARING CHILDRENEOPS SERVED AVG. POP. AGE UNDERCHWS (100/CHW) H1 SERVED WOMEN YEARS5 

280 28,000 6.4 179,200 34,04:3 36,019 

4.0 PROJECT DESIGN ArD IMPLEMENTAT 1ON 
4.1 Method for dr ]iv, ,-v of ;rj i -e alth v-n ' 
The health intervention[; ',roposed here .ill be ac'ompishdby increasing the number of hcalth committees spreadthroughout the proposed -,,rvicc area to about 31. At theend of three years, these 31 health cormittees will havesent an estimated 150 CH'iiW to training, bringing the totalnumber to 290 CHNs trained. It expectedis that at lea.:t270 will remain active, but we 
have projected 280 EOPS
active CHWs. CHWs(The trained first will beenhave workingfor over six years.) Each of the 31 comclittee areas willhost a well baby/ante-natal clinic monthly. The CHEs willserve as 
arms of Tenwek Hospital by 
sending and receiving
referrals. Below are the details of this plan.
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Director - Dr. David Stevens, family practice physician
Coordinator 
- Susan Carter, BSN, KRN
Trainer/Senior Supervisor -
Mr. Thomas Rotich

Supervisors - Mr. Wilson Towett
 

Mr. Joseah Sang

Mr. Richard Letich
 
Mr. Joseph Morogo 
Fifth Supervisor - to be added in 1st yearSixth Supervisor - to be added in Ist yearSecretary/Bookkeeper 
- to be added in first year
ECN - to be added in first year


Logistics Clerk -
Lucy Chepkosge
 

Qgrkuajitiy The comrtunity will be responsible for
inviting the programme to begin in its area. After thecommunity expresses itself at a village meeting and agreesto accept its responsibilities, a health committeeselected. The community will then be expected to 
izi 

contribU'>eto the CHPIs training fees, thepractice teaching of the C1I,';_and provide the C[lhs with emotional and irhysic;4l support. Acorniunity buildin- within the area needs to bc loaned f.rmonthly clinic. Healthy Home Certificates are presented to
home owners who are following good health pructiues.
 

Co £]nItta: The locally seler:t:!d health commni.-.-,will be respon;ihle fir Lettjn t1he stlategiut for irmfpr'ov',?:health in its own area. They will rece:.vt two. daystraiini.ng in which they draw up a c: );mi-tee c-11::t 
of 

ubegin thinkinj tutj-i iilabout thoir role in p:'oblem s,:I1vin. SCvic:tIproble.-s are out thesearcted during two days of tiaini'i andthe committee discusses pos. ib ].e ,olution's. Ti ? cor: it t-ea)so decides on ihe qualities thiy art! looking for in theCHt1's, whom they 4ill select. Initial !y, each, new commiTL utsele:!ts 7 This aCHWs. is rra:ai. number uf CHNs for anew commi tt.ee. Once the comritttt?, is e, ta l ishd .;niworkii,? well, they may celect .n:! sendtraining, until therc eQ . L for good 
CHV' Loruto 

are ncu-1I h'.. o.Ic.overag ,, u,their area. The committee has full responsibility f',rdiscipline of itself as well as of ita CH'Ps. A cormittee ofthe month is selected monthl!y, and a certificate awarded. 

C L-_s :I]L: The community healththis prcgramme are volunteers workers ofwho receive four weeks oftraining in a central location. Each class 
is made up of 30
students, representing 
 two new committees, and 
 others
from already established 
 committees. 
 Adult learning
methods are utilized in the training. Each stuuent leirrsteach in this manner and practisesto u;ing it. in actualteaching situations during the four weeks. 
 All lessons .retaught after first establishing that there is a problem andthat the problem is their own. 
 This is one of the 
 reasons
for our success in teaching the community. At thecompletion 
of training each CHW receives 
a certificate 

achievement and a bag of medicines. 

of
 

When 
the CHWs return to their village they begin 
 to
follow 
their plan for visiting their neighbours, teaching
them good health practices, selling them medicines as 
needed
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and distributing family planning supplies they are
as
requested. The 
CHWs are trained to have the learner do
return demonstration 
of the new practice before accepting

*a
 
it has been learned.
that The CHW also reports on clinic
day to assist by weighing babies, marking 
growth charts,
collecting 
fees and doing group teaching. His/her reports
of activities, 
 family planning commodity distribution and
medicines sold collectedare monthly at the committeemeeting. When the CI|W is faced with an unfamiliar sicknessor one that does not respond, he/she fills out a referralform which is sent with the person to'the medical facility


of his choice.
 

C omn=,_,tjn: C1IWs sign their names agreeing tobe volunteers. "t is a basic assumption of thiE; programmethat it is impossible to pay the C]INs and approach slfreliance. But the timeat same there are lejitimat,expen-es involved in being a CHWJ. Becuse of this, each C[Wof this programme c-an rr--ceive up to 5) Ksh. monthlyreimbursement expense". This me,. i.;; generatfor such :i bvthe sale of? irugs. If group of failsa CliHs to genurate thisprofit in a month, they do not receive it. 71:. m.our.ct of 5"Ksh. is not open to delat.. At no time will money fro-. thecentral office be used to reimburse ti:', CI'; A1co'srfittues that frequently do not have ai:-,_,h profit "coreimburse the Clit'is btut 't has not aPptear.: haveto arydetrimental effect theas CiHs have: contiriuoi to w.r"k. 

.=A'n 1;j '_92: The staff in the cerItra] office i';responsible for making jure that the prugr-r.:,e is ,novingforward. They do the i%,itial contact work *n eachcormmunity, and explain what the coium.unity hc alt.h prograwl.:offers. After the community decide.; to thebefgin pt-oramme,the c,' rtri-l office staff sp.ends two days trait n1-ig thocommittee. Once thte C[IUs select the'Lve b Sen 6, stafftrain them:. Progre.sS is somewhat aupendent -.hcn thesupervision each CHI on 
rece ivq-s. The six supe.vi.;ors w.ill.each be responsible for five committ-es and 
 their healthworkers. (The extra cormiztee will !-e supervisedstaff of an c.ijtlying dispensary. ) This will mean 

by the 
that eachsupervisor will have approximately 41 CHws. 
 For the first
six months following training, each new CHW is individually
visited monthly. After the first six morths the CHI's aresupervised in groups or 
individually as problems develop.
The supervisors make home visits with CHWs,the therebygaining a good understanding of the CHW's learning andapplication. They also cheek the CHV.- records, familyplanninC report and supplies and the medicine bag. 
 Teaching
and problem solving is attempted on each visit. A major
goal of 
these visits is motivation of the CHW. We have
Zound that as volunteers, the CHWs require a lot of feedback
and positive reinforcement. 
 Under previous funding we have
looked at the effect of non-financial incentives on the work
effort and outcome of each CHW. 
 While at present we cannot
give the exact results, 
we are sure that these things
make a significant difference. 
 One especially good
incentive, which we will continue is the monthly newsletter.
This has proven highly motivational. 
 These things are all
invaluable 
 in keeping CHW, Committee and Communitymotivation high, 
 and therefore should play 
 a significant
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role in the delivery of our proposed health interventions.
 

The supervisors are responsible for carrying out the
well baby clinic monthly'. 
 We are proposing to 
add antenatal care in these same clinics, but that is dependent upon
funding to 
hire an ECN. One 
Supervisor
Supervisor. is Senior
He extensively trains and oversees the 
 other
supervisors.
 

4.2 M4ethod of c ,,LMcjdjitie!,... te maa e.jLE!---la-en
t. All commoditymanagement Is the responsibility of the 
 Coordinator.
the beginning, Frommany che:ks and bala.6ces to have been utilizedmake error, 
both intentional 
 and unintentional,
difficult as
as possible. 
 All drugs (except family planning)
are purchased from the hospital.
 

Once received in bulk from the hospitalpharmac:v, the loilistics clerk packages each kind of 
central 

into individual druinedicine envelope;, whichwith drug name, what have beun printedillness it for,who may take it 
is the ages of thoseand the correct instructions for taoir,c it.The price of the medicine is stav.oped on the outside of eachenvelope tc insure thatl they are not sold at a highert price.These envilopes are then p.Iced in grourp of andin clear plasti.c bags, ten closedcolor cocdd with tape. Theyplaced in bins. areAll entries into and all withdrawals fromthe bi!:s F're recorded cn 
the bin card.
 

When a new ccmmittee of C[H'.s has completed trining,a loc i:a le wooden r>e obto: is taken to thetreasurer. oo . .i ttt, .rHe is responsible for all the drugs in.;idebox. This original supply of 
the 

drug's is loane'
committee, but to theis later paid back from the profit.treasurer Theis required to count and record the nmlbtur al 1drugs placed irside the box. of
He then r';cords th nthmab,.r ina sign


in 
cut bc.ok. Each h"1'hthIt wocke.j., Luz he needs th. -,,rhis/ha -, medicine bag replaced, mustthe s&.,ae sign his/her nnme :nbok stating the number of each type of r.'.dicinethey have taken. All drugs arc- signed inexcept syrup out units of ten,cough which is in 100 ml. bottles. Eachi CHWturns 
 in all money from the sale of dru~s to the 
committee
treasurer 
and receives a receipt for 
 it. The treasurer,
when he purchases 
more drugs from the 
central
receive; an invoice, office
 

receipt. 
pays the invoice and then receives a
All transactions, whether medicines or 
 money are
covered by a signature and a receipt.
 

Family planning supplies 
are handled in an 
identical
way except the Coordinator must pick up
Central Medical the supply from
Annt.x Stores 
 in Nairobi. 
 All family
planning commodities 
 are free.
enough -We are not able to get
supplies from the District Hospital. 
 This trip to
Nairobi is only necessary 3 or 4 times a year and is
coordinated always
with other purchasing or community health

errands.
 

Monthly inventory checks
committees and CHWs. are carried out for all
A record of the number of each type of
medicine which individuals and committees had
with is compared
the number they now have and the number they have sold
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or distributed. A new total is then recorded taking into
 
account the drugs they have signed out. This allows us to.
 
find a problem immediately and begin steps to correct it.
 

Immunization commodities are more difficult to
 
manage. In the past we have had difficulty securing the
 
vaccines and child health cards due to the large quantities
 
used and limited government stores. The hospital secures, 
stores and supplies all the vaccines. It is the 
responsibility of the hospital staff to monitor refrigerator 
temparatures. The cold chain is preserved according to KEPI 
procedures throughout transport and utilization by the 
community health ;upervisor,.;. All vaccines returned to the 
refrigerator have the date and time of dilution written on 
them. 

for worklvg eoimunit _ 
Plans are for ten new health committees to be added r.o thue 
already present 21 during the next three years. The.e toni 
committees will selecz and sund for training 70 Edditional 
CHWs. Another 80 CHWs will be added to already uxisting
committees, the only addition to the role of' these groups
of people will be the support of a combitieA we~l-b,-by 

4.3 Plan with durin _the Lr2ijw t. 

ante-natal clinic instead of well-baby clinic alcoi. 

4.4 Overall wrrrk pjaniid sche-dule :f V !Z2rrJo_!r 

1986 

October Begin limited use of proposed funding
 
November Hire supervisors. Purchase motorbik:es.
 

Plan baseline survey for child survival. 
December Review, summarize and publish results of 

Septc ber Survey.
 

1987
 

January Six month report
 
CORAT Workshop 

February Current funding ends
 
March Begin full use of proposed funding
 
April Train CHWs
 
May Train CHWs
 
June Select two new committees
 
July Train new committees (6 month report)
 
August Select 2S CHWs
 
September Train CHqs
 
October Train C1IWs
 
November Follow-up supervision of new CHWs
 
December Follow-up training
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January Select two new CHC 
 (6 month report)
 
CORAT Workshop


February Train new committees
 
March Select 28 CHWs
 
April Train CUWs
 
May Train CHris
 
June Follow-up supervision 	of new CHWs
 
July Follow-up training (6 month report)

August Select two new con-iittees
 
September Train new committees
 
October Select 20 CHWs
 
November Train CEIWs
 
December Train CHWs
 

January Follow-.'p supervision 	of new CHNs 
(6 mcnth report)

CORAT Workshop
February Fol'ov,-up trainin!
 
March Select 'wo new committees
 
April Train committees
 
May Select 20 C[1Ws
June Train Cis 
July Train CiWs (6 month report)
August Foliow--up oupervision of n., C{ifl'h

Fol ,w-u survey
Sept*,;mVr Follow-up traini:a
 
October Sele:t two nea.ic:,ittce:

November Final report drafted 
December Final a.ccounts and CORAT audit 

January Train CHV42 	 (6 m nLh repoirt)
February Train CdWs 
March Follow-up superviioa of new CHN's 
April Dissemination Workshop

Hay Follow-up training
 

4.5 EQan f-r cn~clu _fig_ ~mratcs-

CORAT has served us well during the past thr.e years as

technical consultants. They will 	continue to do so. 
Th, ir
 
assistance in financial matters, supervisory and management

techniques, and surveys are invaluable.
 

4.6 	 _ u 4_.nz thtrey [. W-,nWe can expect a representative from COIZAT to visi, the site
 
approximately 
every three months. Their services are
 
especially important for the follow-up survey, 
 At other

times correspondence with them is helpful in solving
problems. In the past we have found them willing to help
whenever they were needed. 
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5.0 
HEALTH PROJECT MONITORING
 

5.1 
 X
 

This programme's resources will be monitored monthly
by 
a computer printed financial report.
oontain the months income, This report will
 
hand. expenses and remaining money on
Also printed monthly is a mileage report
vehicles, for all
where ther trip was taken to,
the trip. and the purpose of
All accounts 

computer. are kept both by hand and by the
This helps us 
to find errors immedintely.
annual audit is conducted.' An
All com.unity health monies are
kept in a separate bank account.
 

5.2 p_ n a _ .r_ t ra ing _ L__n r ,ga f _h _ P a r m __i n 

All CHWs of this prograinmerecords keep three typeswhich are turned in to of 
Activities carried out, 

their supervisor monthly.family planning supplies given andmedicines 
sold are all recorded and then slimmarized
committee summary sheets monthly. on a 
central office These are brciught to theby the supervisorscomputer. The and entered into themodicine 
informarion 
 is used to printinvoices for resupply to the committee.
information is used to genurate a 

The family planaiing
monthly FP report ;-hieh is
necessary 
for the pilot project we
activity are carryingreport' is compiled aLid returned 

out. Tho 
and CHl',s in to the' committeethe monthly neisletter.motivational tool. This is used as. a 
where most 

Ib also helps the cdntral office to seeefforts are
the activity 

being applied. The informrtion onreport can expect to be changed as theprogramme develops andImmuniuations are
emphasis is placed ongiven otner thingfs.recorded by the supervisorsbrought to the central office at the close o' each 

and 
Ante-natal statistics will be kept clinic. 

the same way once theyare beCun.
 

A comprehensive 
evaluation report will
every six months. be written
It is to be completed by April,
October 
31 annually 31 and
as 

programme. 

has been done with the current
This report will 
cover progress, problems andchanges of plan.
 

Percentage 
 of children 
from 1 - 4 years fully
immunized
 
Percentage 
 of children dying in 
 hospital 
 from
 
communicable disease
 

Percentage of women attending ante-natal clinic
 
Percentage of premature births in the hospital
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Percentage of families using 
 family planning

commodities
 

Percentage of 
cases and deaths from diarrhoeal
 
diseases
 

Percentage of mothers able to make Oral 
Rehydration

Solution.
 

5.4
 

will 
Prior to the commencement of this project, a survey
be conducted which will serve as a baseline forcomparison with another survey to be carried towardsout theend of this projcct. The indicators listed above will
assessed Lnd compared beto determine what changes haveocurr:. These resuzlts will also be corpared with thestatistics found in Ternwek Ifo,,ital's rnual report. Thehospital. szatistics will benot complk-tely accurate as itserves a larger population than this proposed proj.:ct, butit will give an indication of progrezj being rade, andshould in fact indicate so:e spill over effects of thisprogramhe into areas where teie are no C.IMS. 

5. 5 Pla _.fpor "--irso s fo>i I] 

CHWs will be responsible for rcportirg deathschildren under five in the hohiies thfy 1-, coverirtg. 
in 

any deaths of preLnant women will be rcportei 
Also 

by t.;e C11Wsalong with the ca use of death. A report will bo sent tothe office monthly. 

5.6 p-jtrnc, th, n.- ,ki r"- iP- C, ..' nhL)-- Q .id , -. r. "r h t 

There are no plans fen collecting, monthly reports of
morbidity in the target populabioti. Some indication ofmorbidity can gleanedbe from the types of medicinesreported sold. Otherwise this will be gathered from the survey and hospital statistics.
 

aUIJZIA IIQ]EQ2 

estimated by: 
 gtotal__qgqtiiqnrsts
 

estimated number of persons in target group
 
Currently without capital replacement costs
 

397,668
 
5.7 Ksh. average recurrent cost per person


of target group (women and child70,067 
 .ren) 
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This figure for total continuing operating costs
 
represents the annual cost of the 
programme at present

level; omitting training costs, research and 
capital

replacement costs. (Average monthly cost 
33,139 x 12
 
months). No adjustments have been made for expansion. 
 The
 
target population figure is at the current point in time.
 
Looking at this in an identical way except adding a 10%
 
annual increase in costs 
 for each category, (salaries,

transportation, data processing and office) 
 the average

recurrent coot at the end of three years would be 7.8 KSh.
 

At end of three years without capital replacement costs
 

589,869
 
7.8 KSh. average recurrent cost per person
 

of target group
 
75,784
 

The 75,764 target population was reached by adding 4,;
increase annually to the present proposed population for the 
three yeh.rs. This figure again does not include costs cf 
training, research or capital replacement costs. 

Other ways to 
 look at this are to add capital
replacement costs to the estimated figure: for both the 
current time and the end of three years. These annual 
replacement costs are as follows: 

Vehicle - 100,000 KSh. per year (replace every four yet!rs)
Motorcycle - 100,000 KMh. per ycar (replace three of nine 

yearly)

Data - 24,000 KSh. per year (replace i of 2 computers and
 

printers every three years)
Office - 6,400 KSh. per year (replace duplicator every four
 
years).
 

Currently i.ith capital replaceme'nt cost
 

628,068
 
8
6.9 KSh. average recurrent cost per person
 

of target group

70,067
 

At,end of three years with capital replacement
 

620,260
 
10.8 KSh. average recurrent cost per person
 

of target group
 
75,784
 

In the opinion of the leaders 
 of this programme,

complete financial independence for a service this
 
broad is nearly impossible in any country but especially 
a

third world country. BUT, we are attempting to establish a
 
groundwork which will enable this project to come as close
 
as possible to that goal.
 

Income is being generated in two ways. First there

is a charge for all immunizations given. Secondly there is
 
a profit made on the sale of all drugs. This profit is
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twofold. Approximately one half of the profit stays in the
community and 
the other one half 
comes to 
 the central
 
office.
 

Looking at the ruonthly income over the
months, while last nine
the number of committees and CHfWs
constant, has been
we find that the average receipt from 1 committee
is 1,266 KSh. per month.
 

To approximate 
 the potential percentage of
anticipated costs which the project can generate we will usethis figure 
use 

of 1,266 KSh. per committee per month uind willit to study the same four methods used above.
 
ernte_ ,e oZrece,rzt ~ot. 
 ...... 

1, 266/= x 15 CIIC x 12 months = 227, 060 
= 57% self-enerate d 

current expenses 397,668
 
Currcrtly with capital roplo.cement 
 co: ts
 
1266/= x 15 CHC x 12 
 months = 227,880 

= 36% su.1 f-gene-ratucd 

current expei-a6,26, , ..... 
AlthoU ,e ar present.,ly cov-ring 31,. Ourecurrent ofand capital rplaceiert costs, this percentah,-edrops much lower than when the cost s of tr'irinig andexpansion are added in.
 

At erd of 3 
 yea-U without, capita] rcplac.'- costs
 

1,266/= x 31 CHC x 12 
 months = 47C,952 
: 80' sc).f-generat d 

anticipated e:penses 589,869 
At end of 3 years with capital replacement cosits 
1,266/= x 31 CHC x 12 months = 470,952 

= 57% self-generated 
anticipated expenses 820,289
 

It is obvious from 
the above that funding for
continued ex:pansion dowill much for the long term survival
of the 
programme by increasing the 
percentage of
generated selfincome and by decreasing the recurrent costs per
target person. 

We 
have three further potential methods of adding to
our income. 

adding 

Because of public interest we are considering
the sale of feminine pads. 
 It will be possible to
add a 
small charge for family planning services when
income is needed. more
And finally our income will be increased
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with the additional receipts from ante-natal clinics.
 

With these additional methods of income-generation we
are 
 hoping 	to move towards being able to 
cover 66% 
 of our
recurrent costs, including capital replacement.
 

The additional recurrent costs will need to be found
from other sources. 
 It is hoped that someday in
the hospital will be financially able to assist 
the future,
 
with somi,
salary costs. 
 As the office building
completely remodeled and 	

has just been new furnishings purchased it shouldserve us well, without, further costs 	 for many yearS.Replacement of vehicles is a major coricern, as the roadshere give vehicles a short life span.
making replacement. costs less is 
One way we have of


the u.e of motorceir(J, farall supervision and weill baby cliini-s. seven or 	 N111 car P,.i eh.pleight motorncycfls
wheel 	

for the cost of one f-mll fouLrdrive 	 vehicle. Also the cost of rurn iri,mctorcycle .	 t:h,is si ni ficantly less than four wheel 	 drive 
veh i cl es.
 

This ccrrMun ity 
 biised hcailth care prcgramt isimportant outreach of 	 anthe Africa Gospel Church andGospel .i!.'msion. 	 Wor Idboth institutions are cornmnitte-dWould do all 	 ti it ardin their power to se, 	that it dces not: fai 1.In an unusual situatlion, bosh could he called on to hielp. 
5.7 	 Pl r o o a ; d_ w -	 r l ~rn¢Q-e 	 . 1 e s r_.and_tgoti pr,ent_.0n.y:, 
 h,~. ro
_for .. -,z.....,,
 

a) l 
 In the 	 co An iheath commi tee 	 t the 
no 	

and he;,th workers are voLuntctrs. There isfinancial su port give;,to thor. 
fron the central Off: CeThe health corrimittee is re.rponsible to the entire oorr,which escaue, some rxternal Pressu 1-c on them to pf,r for.This pros raine ifssot up to g 1, e fu 11 rc .por);iI Ity forrunr i .- the h c.'th 	 tI, of proug r imine in ln 	areacommnittee. 'Thi 	 .;- j t ' sPro( r;-vn.iue's rcentral offi.'!e 	 is crvr'ited t,carrying out the coinmi ttte's r!.quests.comm ittee 	 T is eLIc u 1rghc.-! tht).to take resp,3n;ihi ility for a:nc! ereive r f ordititS 	 ',
act n. I'henever po.ssihle, the c:entral oft ir wi 1l
assist 	 the committee in whatever is asked.
 

The most important work of 
the health committeesee that it's C[IIs are workint 	 is to
and are not having seriousproblems. This is done by 
a representative of the
committee visiting each 	 health 

their 	
CH' monthly. They visit the CfIqs inhomes and see their work first. hand. The purpose of'
this visit is to provide support, solve prob Im smotivate. 	 andThese visits have proven to be a 	 very importantmotivation to the C[{WS.
 

Ii; is much more difficult to plan for 
self-reliance
of the central 
 office pe'sonnej. 
 This programme is
fortunate to have the support
supplying the 	

of Norld Gospel Mission insalaries for 
its Director and 
 Coordinator.
The other staff all receive a salary that is proportional 
to
their contribution to the programme. 
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b) Bz'f-reliance in money. The country of Kenya is
familiar with the "Harambee Spirit". As a situation
 
requiring financial support arises the community contributes

together to meet that need. 
 This is also true in the
community health work. 
 The community makes contributibn to

each health workers training fees and can be called to
on
assist with other needs. There is a limit to this type of
 
money though as there are so many other things taking place

to which the community is irid to give. 

Once the programme has begun in an area and the CHWs
have been trained, 
they can begin to sell medicines to the
community as they are needed. This'gunetttes a -mall profit
which remains in the committee for use in the community
projects. At the beginning of the project in a new area, asuipply of drugls is loaned to the health comrmittee so thatthe CHMls can get re-supplies as needed. Over tha r :xt year
this loan is repaid from the cotmmitteas profits. Once

initial loan is paid off, all profits 

the 
remain vith thecommittee. These monies can be used as the commi tte'e,chooses. Some are used to reward the Cfi ;s, others to betlincommunity projects othersand to help needy farailies. 

Because there are legitimate e.xpenses invol' el in
bein- a CHW, the committec can choose to rei,'L, 
 :e the

health worker for these expenses. Examples of such ':pensc.,s
ar-, sugar and salt for rchydrr-tion sLlution, sop forcleanin( wounds, bus fare for travel to the immunization 
clinics, etc. This money must ceom fro the .. Ttitrnunithas never arid -vill never come fron the c;.tral office. If
there is not enough profit generatud, then there, i no
 
reimbursement.
 

c) . , _ ThIre is a limitedamount o:: equip,;dunt neE:d . d in this wor!. In the community a

meeting place, and a build-.cg for clinic is all that is
required. There has bcen alre!cdy e.istin g buidlinez, sothere is no expense involved. The eor-i itct needs lockedstoa'ge box for its drug SUpply, but cnue it is purehased. itshould last for many years. The CHhs have nylon flight bagsto carry their drugs, but they are holding up very we)l and none of the ones that have been in use for over two years
have needed to be replaced. When they do, the money can 
come from the profit generated from the ale of the drugs.
 

The most costly equipment is needed in the centraloffice. A second computer has been purchased to assist inkeeping all financial records, community statistics, workresults; print the monthly newsletter and all training
materials, gunerate gruphs depicting movement towards setgoals and process all correspondence and report writing.

The one computer we have used for eight hours everyday for
three years has had only one minor repair required. Theprinter has been maintenance free. 
 This older computer and

printer will both need to be replaced by machines of greater
capacity within a short while, but other than replacement,

we can expect no major costs for a few years.
 

The newly 
remodeled and furnished office building
should also not require any additional funds for ten years.
 

http:build-.cg
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There 
are two unused offices which are available when they
 
are needed.
 

Motorcycles can be expected to hold 
up to the
stressful condition of the rough, 
 rural roads for no more
than three years. 
 This is a major equipment cost which the
project 
 cannot expect to cover without assistance. Proper
maintenance and repair helps to prolong their life span
they 
will still need to be replaced every few 
but
 

years. The
project's four-wheel drive vehicle has a longer life 
 spin
but is another costly e:cpense. The leaders of the project
believe that assistance will be needed with these expenses.
 

Drugs and imr.unization supplies will continue to
purchased fromi the hospital, at coust plus ten percent for
be
 

transportation. 
 Because the hospital buys the drutIs in
bulk, we are able to purchase and sell them at lower cc:Ls.The drug costs are covered by t.he sale of them Lhetocommittee. A]l immunization supplies are covered by the
charges for this service. Equipment for cli-i!c, i.e: B/11cuff, stethozcope, scale, shouldetc, last for many y:i,.-swith proper care. Their replacement costz car! be genert.,-d
fron the community. 

Housing for additional staff will providedbe biyTenvyek Hospital. 

Self--reliince for operating these required maci-rczis possible and in this project it is probable. Replac(.:.;,t:tof equipment is much more costly though, and it is felt that 
some assistance will be necessary.
 

6.0
 

6.1 _os~etjvene. The heart of the evaluation andmonitoring methodology is a running Lnnnglement co'teffectiveness study, updated annually reviewedand semiannua)Ily. The cost-effectiveness study is an allocation of
costs into each of the following areas: 

- Mse1~ol isjts: Most project results are
achieved through these visits. 
 Cost per visit is
 
assessed.
 

- Immni tijQn: The cost per immunization is 
determined.
 

- CMs: Overall cost per C11W is sought. 

- Enriy Planning: The cost per user-year, andapproximate cost per couple-year protection 
 is
 
determined for each project.
 

Carrying out ongoing 
 cost effectiveness 
 studies
provides ample motivation for the projects to focus on
assuring sufficiently accurate service data 
and adequate
design 
and analysis of surveys. Service data will, 
 as a
natural part of a focus on cost-effectiveness, be regularly

reviewed.
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It is planned to make every effort, consistent with
the community-based approach to minimize 
the amount of
service data required from the CHWs; sufficient to keep them
focused 
on the activities that are important, yet not so
much 
that they will not understand,or keep good records 
nor
be so 
much that data records get in the way 
of producing


results.
 

6.2 S-yinpeatA. Monthly CHW reports are 
collected and
aggregated for 
the programme. Six monthly reports
summarized and 
are
 

sent to CORAT AFRICA for aggregation
other sub-projects. Six monthly report detail 
with
 

statistics

for the period in the areas of: 

1. New ViCs iitd Attrition, 

2. New C[11,1S and Attrition, 

3. New Refresher Training, 

4. Immunizations given, 

5. Children e ighed, 

6. Hlew Family Planning (FP) acceptors and ongcing
usagTe, 

7. ORT Training, and 

8. Latrines and dish racks.
 

Other operatioual news is sharud ac well as future
 
plans for the following period.
 
6.3 Survey;. Three-year (pproYiaatey) surveys were 
planned to monitor imiact in th,; communities served.baseline su.'vey w'as done in 19134. A I'ollow-up survcy is

A 
planned for September, 1986. Data on deaths of most r<ucntchild can be used to estimate chiriges in infant mortr] it;y.(IMR calculated using the "indirect techniques" will beused. In rural
a setting, it is difficult to obtain
adequately accurate data for direct calculation of IMR).Additional questions will added elicitbe toinformation on nutrition and immunization. 

more 
Previous surveyshave been focused on FP and have not, a!ked for in-depthinformation 
 in these areas. An additional full baselinesurvey may be necessary to gather the appropriate

information.
 

Enough information will be gathered during thebaseline and follow-up surveys to the ofenable estimation
fertility and mortality rates using the indirect techniquesaccording to Brass et al. Such surveys are intended toelicit the 
 changes in health status in the community that
could be attributed to the community based interventions. 
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7.0 FINANCE
 

7.1 Budget. 
 The total project budget is $402,211.

proposal requests U.S.A.I.D. 

This
 
grant Tenwek Hospital $247,664.
(62%) from October, 
 1986, to September, 1989. Tenwek
expects to raise $154,547 support through labor, 
 in kind,
and financial support. 
 This sum not,
does mention
substantial 
 overheads for buildings, etc., that are
contributed. 
 World 
Gospel Mission provides missionary
salaries and travel expenses. (Appendix B details the
 

budget.)
 

7.2 Vehicles. 
 Vehicle. form a substantial part of th-.;
budget. They are, 
however, necessary to provide trnnspovit
to the remote areas targreted. Public transport
inadequate or non-existent in these areas. 

is 

7.3 Cosr.t-Eff e -tjivenese. In the final year the projectplans to reach an EOPS tarcot population of 179,200 peepl]-:living in the hou..eholds served by CiTsh at a cost of $0. 3 
per person. 

). 0 S[UMMARY[ 

Tenwek Community fiualth has devcoloped a sout.dmat'erja] child health programme in it's first th,, years ,'fexiste nie. It is having a significant impact not onlythe:e areas but in family plr.ini as well. The 
i:n 

prograr.format, teachinf material and inotivational t'chnitues h:.v,:
ueen widely emulated. 

The Tenwek Prog'aimme serves a needly area with f"..,other health resources. Continued expansion wi 11 not onlyincrease the targlet population covered but also better ser'.those already targeterl. "Towth w Ill alo mike the proCrariirmmuch more silf-sufficient in raetinig it's reuur.rt-:ntexpendiLtur,!s and lower the co.st per tat-get 'mn. 

The progrmme and I;AID have bec:'both ,fittud fr(.i:,their partnership during these past three years,. Howe'ver.r,those standing to benefit mostthe from continued fundin are the mothers and children of Kenya.
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APPENDIX A
 
TENWEK HOSPITAL CBHD
 
VERIFIABLE INDICATORS
 

OUTPUTS 


VILLAGE HEALTH COMMITTEES

ACTIVE VCS: BEGIN YEAR 

NEW VFCS 

ATTRITION (NONE EXPECTED) 

ACTIVE VHCS: 
YEAR END 


ACTIVE CHWS: BEGIN YEAR 
NEP CHWS 

ATTRITION(-10% P.A.)

TOTAL CH{;WS: YEAR END 

CHWS RE'.I',"NED 

ACTIVE CCHINS 


SUPERVISORS: BEGIN YEAR

NEN SUPVS. 

ATTRI TION 

SUPERVISORS: 
 YEAR END 

AVG. CIlS,1SUPERVl8OR 

AVG. 11OM-fE VISTS/Crl;,,,'.ONTH

TOTAL HO;I',E VISITS 


TIZAII,,rO .T AS X OF VISITS
TOTAL EE/IREP.AT ORT TRAINIVC 

CINS DXl;Thi., UJrIG FP ( 100%)

AVG. Fli USERS/CfIl

TOTAL YEAR END 
 FP iJT71ERS 

MOBILE CLINICS/EONTH 
TOTAL CLINICS 


CHILDREN SEEN PER CLINIC 

TOTAL CHILDREN SEEN 


NEW MOTHERS CLINICS (ECN)/MO.

TOTAL MOTHER VISITS 


IMMUNIZATION DOSES/CHILD SEEN

TOTAL CHILDREN INHUN. DOSES 


TETANUS IMMUN./MOTHERS' CLINIC
TOTAL MOT[HER IMMUN. DOSES 

TOTAL I14MUNIZATION DOSES 


CHILD ';EIGHINGS/CLINICATTEND. 

CHILD WEIGHINGS 


ARM CIRCUM. MEASURES/CHW VISIT
TOTAL ARM CIRCUM. MEASUREMENTS 


OT,86/

SE,'87 


21 

2 

0 


23 


145 

30 

-4 


171 


85 


0 


5 

2 

0 

7 


24 


30 

35910 


70," 
25137 


171 

13 


2223 


22 

158 


125 

19750 


24 

4200 


1.00 

19750 


17% 

714 


20464 


60% 


11850 


50% 

17955 


23 

4 

0 


27 


171 

60 

-5 


226 


171 


0 


7 

0 

0 

7 


32 


32 

7(224 

70 

53357 


226 

14 


31-J4 


25 

300 


115 

34500 


24 

7920 


0.85 

29325 


17% 

1346 


30671 


60% 


20700 


50% 

38112 


SE,'89 TOTALS
 

27
 
4 10
 
0 0
 
31
 

226
 
60 150
 
-6 -15
 

280
 

2G 482
 

0
 

7
 
0 2
 
0 0
 
7
 

40
 

3"
 
10010c 12322
 

70Z'
 
70132 1418.62 5
 

2cc
 
1
 

420
 

20
 
348 806
 

100
 
34800 89050
 

24
 
9240 21360
 

0.85
 
2095;. 78655
 

17%
 
1571 3631
 

31151 82286
 

60%
 

20880 53430
 

50%
 
50094 106161
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TENWEK CBHD
 
U.S.A.I.D. BUDGET (US$)
 
OCT., 1986 TO SEPT., 1989 APPENDIX B
 

OT, 86/ OT,'87/ 

SE,'87 SE,'88 


0826862000
 

BUDGET ITEM 


1.TECHNICAL ASSISTANCE 

SENIOR SUPERVISOR * 

SUPERVISORS 1-4 * 

SUPERVISOR 5 

SUPERVISOR 6 

SEC'RETARY/"BOOKEEPER 
LOG ISTIC5 
CONSULTANTS 


TOTAL TECH. ASSI,'PANCE 

2. TRAINING 
C[N TAIN ING 
CCHw TRA _11 NG. 

TOTAL, TRAINl] IG 

3. 	 COMODITIES 
1 VEHikI :LE 
9 ....... 1. ( 8i-3 '87-3; 8,'?-.3) 
ClW I'TS (NOJ-;a ,UPP,. I :s.'i 
MEDICAL, & IPTIJU Z .QIT P' -
O',I"i (:E 'I ' T 
COMIU.ITEA EQU I "H"625 
C 	 ['tl'EP, 8UP'P II,:;-

TOTA.,l. COMMODI' i1, 

4. 'P Jlli'i",EXP I.I:;L.1 
vpl [CLI, 1J .1411 [14, C. '; (1) 
YEA. 1: 11G67 ,M X 
YEAk 2 20000k<1 X . 344/KM 


YEA.t 1: 36000 I'1- X $. 125/KM
YEAR, 2 16000j) KilX l;.138/1M 
'A1!:I, -
OF''ICl r:XPE.SE 
Iq fKSI lOPS 
AUDIr 

TOTAL OT, R EXI1tNSES 

SUB-TOTAL 


CONTINGENCY/INFLATION (20%) 


SUB-PROJECT REQI.EST TO USAID:$ 

*MARCH TO SEPT. , 1987, ONLY. 
FX= FOREIGN EXCHANGE REQUIRED. 

OT,'88 3 YEAR
 
SE,'89 TOTALS.
 

(US$) (US:P)
 
1719 4104
 
5663 13584
 
1416 3829
 
1416 3829
 
997 1903 
456 108 F 

2750 52".,0 
14417 3:355 

49J8 12J65 I 
37 8 9 04 

L316 13'b 6 1 

- .;,OS. 
9:300 F'X25'.'9 
3998 10394i 
575 531 

-- I 00c 
75 FY. 5,141 

1100 ' 300 
7 74C3.3719 


-- 3 4"P 
'513563:3;.
 

-- 796
 
2,1750 ,47250
 

!51:.3 36 17 
1 1:3 3i 1, 
406 969
 

2031 4375
 
37776 85178 

76228 206387
 

15246 41277
 

91474 2476134 

([iS$)' 

820 


2771 

1125 

1125 


-
219 


6060 


2844 
182 

30.6 

-
7313 

PT)278: 
1706 

-

900 
1:'325 

2.333/1:.36,16 

7266 

-

72U 
729 

-

625 


12995 


35406 


7081 


42,187 


(US$) 

1563 

5150 

1283 

1288 

906 

413 
2500 


13108 


1875 
314 

5219 

20625 

8456 
3625 
3250 
1000 
-106:3 
1000 

.4201 

-
83'5 	5 

-

22500 


1375 
1315 


1.719 
34407 

94753 


18950 


113703 
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TENWEK CBHD
 
LOCAL/OTHER CONTRIBUTION (US$)
OCT., 1986 TO SEPT., 1989 
 APPENDIX B (CONT.)

0826862145
 

BDGETIM 	 OT, '86/ OT,'87/ OT, '88 3 YEAR
SE,'87 SE, 	 '88 SE, '89 TOTALS 
1. TECHNICAL ASSISTANCE 

DIRECTOR (PARTIAL,)

COORD INATOR 

ASS] STANT COOl?.D INATOR 

SECRETA y/BOOKE II 


*Cf SlE . ICES (I2.50, C[IW1/'10)
TOTAL. TlaIi. ASSISTAUC. 

3. COMMODI TI ES

VE[ICLE (DE-RECIA'ED 75..,,) 

3 	 t'IOTOR31KES (DPRECIATED 50%)

TOTAL. C0,MOD1 ;I 

TOTAL LOCAL/OTHER SURCES 

PERCENT OF GRAND 
 'T',)'AL BUDGET 

GRAND TOTAL BUIDGET: IJ'$ 

S .'hOAi 1(.. 

(US$) ([iS$) (US$) (US$)
911 2250 2475 5636


3646 9000 9900 225,16
364; 9000 9900 ,,!26
3646  - 3.4G

33825 33165 46,4 , 9345,.
25674 53415 66739 147a" b 

3906 - - 3f'06 
2813 - 20 13 
6719 -.  6'"19 

32393 53415 6139 151547 
C. 43 0. 32 0. 43 0. 3D 

74080 117116 160213 i02211 
''AtGE'!Y'101 '.AT ON 	 ";,VD 179200 1792 0rF rIAL YI,:A COST PER PER:ON. ['3. 0:w,':0.;.9-3 	 YEAR COST PR SRVE!) 

.. 2 	1 

uC 	,.I P /{ P i~t: ; !: sr,: IIS { 2 . 1VE! 
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APPENDIX F
 

INITIAL ENVIRONMENTAL EXAMINATION
 
OR CATEGORICAL EXCLUSION
 

Project Country 
 Kenya
 

Project Title and Number 
 CORAT Child
 
Survival and Family.

Planning (615-0241)
 

Funding $1.285 million
 

Life of Project 
 FY 1986 - FY 1989
 

IEEPrecrc3 by Barry MacDonald
 

Environmental AcLions Recommended 

Positive Determination 

Ne.ative Determina:ion 

or
 
Ca t-.cor' FEclusion X 
In acccrdac( with Section 21G.2 (c) (2) (viii), it isrcc0:'cm " . :i hat tis.. --)roject be ;xclu,d from furtherenvj .roin1(:j-L j] ;1 r evri ,c. ,'' 

Action Reques3te, bv: / " ' .... 'Date: 

Director, USAID' ",enva 

Concurrence: 
Bureau Environmental Advisor, 
AFR/TD/SDP Decision
 

Clearance:GC/AFR i , 
USAID/,i'enya :Gcrdon Bertolin 
 I9 
Acting Chief, Office of P -ojcts 

REDSO/ESA: John Gaudet 
Regional Environmental - er 

' -0 



I. Examination of the Nature, Scope and Magnitude of
 

Environmental Impacts
 

A. Description of the Project:
 

The overall goal of the CORAT Child Survival and Family
 
Planning Project is to increase awareness of the benefits of
 
modern methods of preyentat.ive.health, encourage use of modern
 
family planning methods and to make supplies and services
 
conveniently accessible through community development
 
organizations. The purpose of the proposed program is to
 
assist Kenyan churches to expand community based child survival 
and primary health care programs in the diocese of Maseno 
South, Maseno West and Eldoret and the Tenwek Hospital region. 

The project will be implement2d through the Christian
 
Organizations Research Alvisory Trust (COPRAT). A.I.D.
 
financing will be provided to the project by means of an 
Operational Program Grant (OPG). The project consists of the 
following elements: (1) support for two on-going community 
based hea].th care/family planning subprojects and two new
subprojects .:hich focus on (a) identifying and traiinc village 

health commit:tees, (b) selecting and trairiing commun.i.ty healith 
workers, (c) supervis ing and retraining the health worki:rs, 
(d) providing information and education to families on vit ,'! 
aspects of family he.alth, (e) providinig simple melicines and 
referrals to families, and (1) providing immunization services 
through staff supervisors;. (2) oversight and 
technical/management assistance to the subprojects i.n 
management and health planning areas; (3) management 
workshops for subproject managers; and (4) impact evaluations 
through co!munity surveys. 

B. Identification and Evaluation of Ervironmental Impacts
 

1. Identification of Possible Impacts
 

The purpose of this project is to provide training,
 
management assistance and a limited amount of commodities to
 
support the work of village health workers at the community
 
level. On a social level, improvements in village level health
 
delivery services will assist in improving the physical
 
well-being of those affected by the project. There will be no
 
direct environmental impact except for a possible improvement
 
in general sanitation at the village level. No water supply
 
systems, waste water treatment centers or other facilities of a
 
like nature will be constructed under the project.
 

http:commun.i.ty


2. Impact Evaluation
 

The nature of the project precludes any significant

impact on the physical or natural environment.
 

II. 	 Recommendation for Environmental Action
 

In accordance with AID Regulation 16 paragraph 2.16.2 (c)

(2) (viii), it is reconimended that this project be excluded
 
from further environmental examination.
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APPENDIX G
 

FY 1987 PROJECT STATUTORY CHECKLISTS
 

5C(I) - COUNTRY CHECKLIST
 

Listed below are statutory criteria applicable generally to FAA
 
funds, and criteria applicable to individual fund sources:
 
Development Assistance and Economic Support Fund.
 

A. 	 GENERAL CRITERIA FOR COUNTRY 
ELIGIBILITY
 

1. 	FAA Sec. 481(h)(1); FY 1987
 
Continuing Resolution Sec. 
526. Has it been determined.
 
or certified to the Congress
 
by the President that the 	 No.
 
government of the recipient
 
country has failed to take
 
adequate measures or steps to
 
prevent narcotic and psycho
tropic drugs or other
 
controlled substances (as
 
listed in th schedules in
 
section 202 of the
 
Comprehensive Drug Abuse and 
Prevention.Control Act of
 
1971) which are cultivated, 
produced or processed
 
illicitly, in whole or in
 
part, in such count: or
 
transported through such
 
country, from being sold
 
illegally within the
 
jurisdiction of such country 
to United States Government
 
personnel or their
 
dependents or from entering
 
the United States unlawfully?
 

2. 	FAA Sec. 481(h)(4). Has the
 
President determined that No.
 
the recipient country has
 
not taken adequate steps to
 
prevent (a) the processing,
 
in whole or in part, in such
 
country of narcotic and
 
psychotropic drugs or other
 
controlled substances, (b)
 
the transportation through
 
such country of narcotic and
 
psychotropic drugs or other
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controlled substances, and
 
(c) the use of such country
 
as a refuge for illegal drug
 
traffickers?
 

3. 	FAA Sec. 620(c). If
 
assistarce is to a
 
governuent, is the
 
goveLrnment liable as debtor No.
 
or unconditional guarantor
 
on any debt to a U.S.
 
citi.zen for: gjods or
 
services furnished or
 
orderez whoere (a) such
 
citizen has exhausted
 
available legjal reemedies and
 
(b) 	the debt is not denied
 
or con::;ested by such 
gover iinen t? 

4. 	FAA 6,20(e)(!). If
 
assl. t1ic2 is to a
gov(>-.?t, .... .t 

nciudJ.ng aovn No.rrkr;ent 
agencies o" scibdivisiens) 
take3n any wh ichac tIo has
 
the effect cf aItionalizing,
 
expopr ating , or otherwise
seizing o.Jrierqi, p or control 
of pro.ect,, of U.S. citizens
 
or entities beneficially
 
owned by the,i without taking
 
steps to discharge its
 
obligations toward such
 
citizens or entities?
 

5. 	FAA Sec. 620(a), 620(f).

620(D); FY D837
Re: 	 cctinuina-S{....Res)lution S ...512. Is
 
recir-3nt country a No.

Communist coirntry? If so,
 
has the President determined
 
that assistance to the
 
country is important to the
 
national interests of the
 
United States? Will
 
assistance or reparations be
 
provided to Angola,

Cambodia, Cuba, Iraq, Syria,

Vietnam, Libya, or South
 
Yemen? Will assistance be
 
provided to Afghanistan
without a certification?
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6. 	FAA Sec. 620(j). Has the
 
country permitted, or failed 
 No.
 
to take adequate measures to
 
prevent, the damage or
 
destruction by mob action of
 
U.S. property?
 

7. 	FAA Sec. 620(1). Has the
 country failed to enter 
into 
 No.
 
an agreement with OPIC?
 

8. 	FAA Sec. 620(o); Fishermen's
 
Protective Act of 1967, 
as
 
amended, Sec. 5. (a) Has 
 (a) mo.
 
the country seized, or
 
imposed any penalty or
 
sanction aqainst, any U.S.
 
fishing activities in
 
international -,ates? (b) If 
 (b) No.
 
so, has any deduction
 
required by the F1ishermen's
 
Protective Act been made?
 

9. 	FAA Sec. 620(c)L; FY 1987
 
Continuing Resolutior, Sec.

513. TV ras t1hegovernment (a) 	 No. 
of the recipient country
 
been in default for more
 
than six months on interest
 
or principal of any AID loan
 
to the country? (b) Has 
the 	country been in default 
 (b) 	No.
 
for 	more than one year on
 
interest or principal on any
 
U.S. loan under a program

for which the appropriation
 
bill (or continuing
 
resolution) appropriates
 
funds?
 

10. 	FAA Sec. 620(s). If
 
contemplated assistance is
 
development loan or 
from 
 N/A.
 
Economic Support Fund, has
 
the Administrator taken into
 
account the amount of
 
foreign exchange or other
 
resources which the country
 
has spent on military
 
equipment? (Reference may

be made to the annual
 
"Taking into Consideration"
 
memo: "Yes, taken into
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account by the
 
Admninistrator at time of
 
approval of Agency OYB".
 
This approval by the
 
Administrator of the
 
Operational Year Budget can
 
be the basis for an
 
affirmative answer during
 
the 	 fiscal year unless 
significant changes in 
circumstances occur.)
 

11. 	FAA Sec. 620(t). Has the 
country ceveLed diplomatic No. 
relations with the United 
States? If so, have they
 
been resumed and have new
 
bilateral, assistance
 
agreementz been negotiated

and 	entered into since such 

resum ption? 

12. 	FAA Sec. 620u) . Wh:.t is 
the pnyi;mt. stIatus of the 
country's U.N. obligations? Kenya 'is not 
If the country is in in arrears. 
arrears, we,_-e such
 
arrearages taken into 
account by the AID 
Adinistrator in determining
 
the current AID Oecrational
 
Year Budget? (Reference may
 
be made to the Taking into
 
Consideration memo.)
 

13. 	FAA Sec. 620A. Has the
 
governmr.,nt of the recipient
 
country aided or abetted, by
 
granting sanctuary from No.
 
prosecuti'on to, any
 
individual or group which
 
has committed an act of
 
international terrorism?
 

14. 	ISDCA of 1985 Sec. 552(b).
Has the Secretary of State No. 
determined That the country 
is a high terrorist threat 
country after the Secretary 
of Transportation has 
determined, pursuant to 
section 1115(e)(2) of the
 
Federal Aviation Act of
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1958, that an airport in the
 
country does not maintain
 
and administer effective
 
security measures?
 

15. 	FAA Sec 666. Does the
 
country object, on the basis
 
of race, religion, national 

origin or sex, to the
 
presence of any officer 
or
 
employee of the U.S. who is
 
present in such country to
 
carry out economic
 
development programs under
 
the 	FAA?
 

16. 	FAA Sec. 669, 670. Has the
 
country, after August 3,

1977, delivered or received 

nuclear enrichment or
 
reprocessing equipment, 
materials, or technology, 
without specified 
arrangements or safeguards?
 
Has it transferred a nuclear
 
explosive device to a
 
non-nuclear. weapon state, or
 
if such a state, either 
received or detonated a
 
nuclear explosive device?
 
(FAA Sec, 620E permits a
 
special aiver of Sec. 659
 
for 	Pakistan).
 

17. 	FAA Sec. 670. 
 If the
 
country is-E non-nuclear 

weapon state, has it, on or
 
after August 8, 1985,
 
exported illegally (or

attempted to export
 
illegally) from the United
 
States any material,
 
equipment, or technology
 
which would contribute
 
significantly to the ability
 
of such country to
 
manufacture a nuclear
 
explosive device?
 

18. 	ISDCA of 1981 Sec. 720. 
 Was 

the country represented at 

the Meeting of Ministers of 

Foreign Affairs and Heads of 

Delegations of the 


No.
 

No.
 

No.
 

The position of the GOK
 
on this matter was taken
 
into account by the
 
Administrator in a
 
memo dated November 14,
 
1986, in which the OYB
 
for Kenya was approved.
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Non-Aligned Countries to the 
36th General Assembly of the 
U.N. of Sept. 25 and 28, 
1981, and failed to 
disassociate itself from the 
communique issued? If so, 
has the President taken it 
into account? (Reference may 
be made to the Taking into 
Consider- ation memo.) 

19. FY 1987 Contanuing 
ResoLution Sec. 540. 

Are any of the fZunds to be 
used for the performance of No. 
abortions as a method of 
family planning or to 
Tfotivate or coerce any 
person to practice 
aborctions? Are any of the 
funds to be used to pay for 
the otr ormanc = of 
involuntafy steLjilization as 
a method of famrny planning 
or to coerce or provide any 
tinancial incentive to any 
person to und(.... o 
ster ilization? 

Are anyk of the funds to be 
used to pay for any
biomedical research which No. 
relates, in whole or in 
part, to methods of, or the 
performance of, abortions or 
involuntary sterilization as 
a means of family planning? 

20. FY 1937 Continuing 
Resolution. Is the 
assistance being made No. 
available to any 
organization or program 
which has been determined as 
supporting or participating 
in the management of a 
program of coercive abortion 
or involuntary sterilization? 

If assistance'is from the 
population functional No. 
account, are any of the 
funds to be made available 
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to family planning projects
which do not offer, either 
directly or through referral 
to or information about 
access to, a broad range of 
family planning,methods and 
services? 

21. FY 1987 Continuing
Re!oltition, Sec. 528. Has 
the recipient country been 
determined by the President 
to have engaged in a 
consistent pattern of 
opposition to the foreign 
policy of the United States? 

No. 

22. FY 1987 Continuina 
Resolution, Sec. 513. Has 
the duly elected Head of 
Government of the country 
been deposed by military 
coup or decree? 

No. 

B. FUNDING 
COUNTRY 

SOURCE C.RTERIA 
ELIGIBILITY 

FOR 

1. Develooment Assistance 
Country Criteria 

FAA Sec. 116. Has the 
Department of State 
determined that this No. 
government has engaged in a 
consistent pattern of gross
violations of internationally 
recognized human rights? If 
so, can it be demonstrated 
that contemplated assistance 
will directly benefit the 
needy? 

2. Economic Support Fund 
Country Criteria 

FAA Sec. 502B. Has it been 
determined that the country 
has engaged in a consistent 
pattern of gross violations 
of internationally recognized 
human rights? If so, has 
the country made such 
significant improvements in 
its human rights record the: 
furnishing such assistance 
is in the national interest? 

N/A. 
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5C(2) PROJECT CHECKLIST
 

Listed below are statutory criteria applicable to projects. This
 
section is divided into two parts. Part A includes criteria
 
applicable to all projects. Part B applies to projects funded from
 
specific sources only: B.l. applies to all projects funded with
 
Development: Assistance loans, and B.3. applies to projects funded
 
from ESF.
 

CROSS IS COUNTRY CHECKLIST UP TO' DATE? HAS STANDARD ITEM 
CHECKLIST B EE REVIEWED FOR THIS PROJECT? 

A. 	 GENERAL CR-TERIA FOI. PROJECTS 

1. 	 FY 190"7 Continut:nq
 
?.eoiutton, S<-c. 5'23; FAA
 
Sec. 634A; Sec. %53(b).
 

Describe howl authorizing and A Congressional NotificaappLopr iations coritttees of tion reocardirg an FY 87 
Sete r nid I!o,se have beer obligation was su;mi-:ted 
or will be noti.fieed to Concress on Decemnber 9 
concecning the project. 1986, and expired with

out objection on December 
24, 193C. 

2. 	 FA/. Sec, 61](a)(1). Prior
 
to o.)Liqation Lin e>:c2s of
 
$500r,0 1 will there be (a) (a) Yes.
 
engincring, f:-nancial or
 
ot 1 eC pl.ns necessary to
 
carry out the assistance and (b) Yes.
 
(b) 	a reasonrihly firm
 
esti.inae of the cost to the 
U.S. of the assist-ance? 

3. 	 FAA Sec. 611(n)(2). If 
further legislative action 	 No further legislation
 
is required within recipient is required. 
country, what is basis for 
reasonable exoectation that 
such action will be
 
completed i.n time to permit
 
orderly accomplishment of
 
purpose of the assistance?
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4. 	FAA Sec. 611(b); FY 1987
 
Continuing Resolution Sec.
 
501. If for water or
 
water-related land resource 

construction, has project
 
met the standards and
 
criteria as set'forth in the
 
principles, standards, and
 
procedures established
 
pursuant to the Water
 
Resources Planning Act (42

U.S.C. 1962, et seq.)? (See
 
AID Handbook 3 for new
 
guidelines.)
 

5. 	FAA Sec. 611(e). If project

is capital assiscance (e.g., 

construction), and all U.S.
 
assistance for it will 
exceed $1 million, has 
Mission Direstor certified
 
and 	Regional Assistant 
Administrator taken into 
consideration the country's
capability effectively to 
maintain and utilize the
 
project?
 

6. 	FAA Sec. 209. Is project

susceptible to execution as 

part of regional or 

multilateral project? If so, 

why is project not so 

executed? Information and
 
conclusion whether
 
assistance will encourage
 
regional development
 
programs.
 

7.' 	FAA Sec. 601(a).
 
Information and conclusions 

whether project will 

encourage efforts of the 

country to: (a) increase the 

flow of international trade; 

(b) foster private 

initiative and competition; 

and (c) encourage 

development and use of 

cooperatives, and credit
 
unions, and savings and loan
 
associations; (d) discourage
 

N/A;
 

N/A.
 

No. It is a country
specific child survival
 
and 	family planning
 
activity.
 

The project is designed
 
to promote initiative
 
among Kenyan villagers
 
to assist in meeting
 
primary health care needs.
 
As such, it will assist
 
in improving the
 
efficiency of the health
 
delivery system in Kenya.
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monopolistic practices; (e)

improve technical efficiency
 
of industry, agriculture and
 
commerce; and (f) strengthen
 
free labor unions.
 

8. 	FI,.A Sec. 601(b).

Iniformation and conclusions The project will be
 
on 
how project will implemented oy a Kenyan
 
encourage U.S. private trade 
 based Private Voluntary
 
and and investment abroad Organization. No other
 
and encourage private U.S. linkages to private U.S.
 
particip-tion in foreign particioation are
 
assistance programs anticipated.
 
(incl.uding use of private
 
trade channels and the
 
services of U.S. private
 
enterprise).
 

9. 	C'AA Sec. 612(b), 636(h); FY 
...'7j,"I Coni.ntu1: nc R toli:ion All communities and local 

..c.~. . .... sorganizations..... 	 particit.4i;:n to assure that, to the pating in the projectm:imu extent posiibn, the will provide local 

coan.ry is conttr h -inc reso~irces to rupport the 
loca. curfrncies tC Teet th . project . will also 
cost of c,.)ntr:actual and contribute significantly 
oth._, services, arid foreign to the proju t's local 
curre.nci.s by the U.S. currency requirements. 

-
,,  in
a'e utilizd2 lieu of
 
dollarr.
 

10. 	PA\ Sec. 6].2(d). Does the No, the U.S. does not
 
.
U.S. o,w excess 	 own excess Kenyan1n foreign 


currency of' the country and, currency.
 
if so, what arrarngements
 
have been made for its
 
releas, ?
 

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



12. 	FY 1987 Continuinq
 
Resolution Secs. 521, 522.
 
If assistance is for the
production of any commodity

for export, is the commodity

likely to be in surplus on 

world markets at the time 

the resulting productive
 
capacity becomes operative,

and is such assistance
 
likely to cause substantial
 
injury to U.S. producers of
 
the same, similar or
 
competing commodity?
 

13. 	FAA 118(c) ard (d). Does
 
the project comply with the
 
environmental procedures set 

forth in AID Regulation 16? 

Does the project or program

take into consideration the 

problem of the destruction
 
of tropical forests?
 

].4. 	 F7A 121(d). If a Sahel 
proJect, has a determination 
been made that the host 
government has an adequate 
system for accounting for
 
and controlling receipt and
 
expenditure of project funds
 
(dollars or local currency

generated therefrom)?
 

15. 	FY 1987 Continuing
 
Resolution, Sec. 532. 
 Is
 
disbursement of the 

assistance conditioned
 
solely on thL basis of the
 
policies of any multilateral
 
institution?
 

16. 	ISDCA of 1985 Sec. 310; 
FY

1987 Continuing Resolution. 

For development assistance 

projects, how much of the 

funds will be available only

for activities of
 
economically and socially
 

This assistance is not
 
for the production of
 
eny commodity for
 
export.
 

Yes. A categorical
 
exclusion wvs approved by 
the Africa Bureau 
environmental office:. 

N/A. 

No.
 

CORAT, the implementing
 
agent, is an indigenous
 
Kenydn PVO.
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disadvantaged enterprises,
 
historically black colleges
 
and universities, and
 
private and voluntary
 
organizations which are
 
controlled by individuals
 
who are black Americans,
 
Hispanic Americans, or
 
Native Americans, or who are
 
economically or socially
 
disadvantaged (including 
women ) ? 

17. 	 FY 87 Continuino Resolution, 
S;!c. 559. will tI proposed
project involve Lhe The project is not an 
ubligation or 2x)enditure of export oriented oroject
funds to procur:e directly and poses no prc-oleir for 
feasibility studis,. or U.S. manufacturers or 
prefe-:ibility sudies for, exporters. 
or project profiles of
 
potenIJ.ial in\':tn~nt in the
 
maroi.l:cLure for expcrt to
 
the 	U.S. O'r third] country
 
.aket in d4 rect


copt'tion~with U.S. 
exports, of textiles,
 
apparl , f ootwar:., handbas,
 
.ug i, , flat gcood s , woY.k
 

gloves or leath(£er wearing

appare.? Or to as;sist
 
d i rct- y the esta b Ii haent
 
of facilities foL the
 
manufacture and export of
 
such items to the U.S. or
 
third countries in direct
 
competition with U.S.
 
exports?
 



- 13 -


B. FUNDING CRITERIA FOR PROJECT 

1. Development Assistance 
Project Criteria 

a. FAA Sec. 102(a), 111, This project can only 
113, 281(a). Extent to function successfully 
which activity will (a) through Lhe active 
effectively involve the poor participation and 
in development, by extending collaboraticn of village 
access to economy at local communities. In turn, 
level, increasing the benefits of improved 
labor-intensive production health resulting from the 
and the use of appropriate project will accrue 
technology, spreading directly to the villagers 
investment out from cities themselves. Wonmen and 
to small towns and rural young children are a 
areas, and insuring wide particular target of 
participation of the poor in project interventiionis. 
the benefits of development 
on a sustained basis, using 
the appropriate U.S. 
institutions; (b) help 
develop cooperatives, 
especially by technical 
assistance, to assist rural 
and urban poor to help 
themselves toward better 
life, and otherwdise 
encourage democratic private 
and local governmental 
institutions; (c) support 
the self-help efforts of 
developing countries; (d) 
promote the participation of 
women in the national 
economies of developing 
countries and the 
improvement of women's 
status; and (e) utilize and 
encourage regional 
cooperation by developing 
countries? 

b. FAA Sec. 103, 103A, 104, 
105, 106. Does the project Section 104. Yes. 
fit the criteria for the 
type of funds (functional 
account) being used? 
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g. FAA Sec. 281(b).

Describe extent to which 
 The selection and support
program recognizes the 
 of a village health worker
particular needs, desires, 
 is a process which will
and capacities of the people 
 strengthen self-government
of the country;, utilizes the 
 at the village level.
 
country's intellectual 
 The effort is designed

resources to encourage 
 to meet the desire for
institutional development, 
 improved health care 
and
and supports civil education 
 family planning services

and training in skills 
 on the paru of those
required for effective 
 communities which will
participation in government 
 participate in the project.
processes essential to self- Local Kenyans will be usedgovernment, as technical consultants 

to specific project
 
activities.
 

h. FY J.937 Continuing
Reso1'ition, Sec. 558. Will The project is not an
the proposed assistance be agricultural activity
for any testing or breeding- and will therefore have nofeasibility study, variety impact in any way on U.Simprovement or introduction, agriculture.
consultancy, publication,
conference or training in 
connection with the growth 
or production in the 
recipient country of 
an
 
agricultural commodity for 
export which would compete

with a similar commodity
 
grown or produced in the
 
U.S., excluding: (1)

activities designed to
 
increase food security which
 
will not have significant

impact on the export of U.S.
 
agricultural commodities; 
or
 
(2) research activities
 
intended primarily to
 
benefit American producers?
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5C(3) - STANDARD ITEM CHECKLIST
 

Listed below are the statutory items which normally will be covered
 
routinely in those provisions of an assistance agreement dealing with
 
its implementation, or covered in the agreement by imposing limits on
 
certain uses of funds. ,
 

These items are arranged under the general headings of (A)

Procurement, (3) Conlstruction, and (C) Other Restrictions.
 

A. Procuremnat
 

1. i.A S c. 60?. Are there
 
arraTge2,w:t2 to permit U.'. The pro:ect is beina 
snai bus ine to 	 implemen ted th!:o~ic' an 
participate equitably in the indigenous Kenyan PVO. 
furrisVohing of co-modit ies Should any commiodities o 
and services financed? service be purchased in 

the U.S., ppl.icable 
contract prcvisions 
co gar ig partic ipit on 
of U.S. small business 
will be adhiered to. 

2. 	 FAA s. '?4(:) Will all
 
oe from the U.S. Yes.
 

-
exce. :. o. ;,se
 

or ti , d l-r from him? 

3. F}.A 	 1' If the 

-m
discc int against marine Kenya does not
 
insurwiqce co~m nies 	 discriminate against

authorized to do business in U.S. marine companies. 
the U.S., will commodities 
be insured in the United 
States against marine risk 
with such a company? 

4. FAA Soc. 604 	H)_ISDCA of 
1980 Sec. 70 (a). It No agriciltural
offshore proc"'.reent of commodities or 
agricultural commodity or products will be 
product is to be financed, financed by
is there provision against 	 the project.
 
such procu- e-_-ent when the 
domestic price of such
 
commodity is less than
 
parity? (Ex:*ception where
 
commodity financed could not
 
reasonably. be procured in
 
U.S.) 

<V
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5. FAA Sec. 604(g). Will
 
construction or engineering

services be procured from No construction or
 
firms of countries which engineering

receive direct economic services will be
 
assistance under the FAA and 
 financed.
 
which are otherwise eligible
 
under Code 941, but which
 
have attained a competitive
 
capability in international
 
markets in one of these
 
areas? Do these countries
 
permit United States firms
 
to compete for construction
 
or eng(ineer ing services
 
financed from assistance
 
programs of rhese countries?
 

6. FAA Sec. 603. Is the
 
shippin- excluded from
 
complia":ce with requiremcnt in
 
section 901(b) of the >e!:hant 
Marine Act- of 193,6 as anded,
 
that at least 50 pe: centare of
 
the gross tonnage of cominities
 
(coinouted separately for. dry bulk
 
carriers, dry cargo liners, and
 
tankers) financed shall be 
transported on pr ivstely owned 
U.S. flag commeroisi vessels to 
the extent that such vessels are 
available at fair and reasonable 
rates? 

7. FAA Sec. 621. If technical
 
assistance is financed, will Services will be provided
such assistance be furnished by by the indigenous Kenya
 
private enterprise on a contract PVO CORAT. 
 Services by

basis to the fullest extent 
 other Federal agencies

practicable? 
If the facilities are not anticipated.

of other Federal agencies will
 
be utilized, are they
 
particularly suitable, not
 
competitive with private
 
enterprise, and made available
 
without undue interference with
 
domestic programs?
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8. International Air Transport 
Fair Competitive Practices Act, 
1974. If air transportation of 
persons or property is financed 
on grant basis, will U. S. 
carriers be used to the extent 
such service is available? 

9. FY 1937 Continuina 
Reso!r>~- nSc. 504. If the 
U.S, ,'vermn is a party to a 
con trat for: procure,ent, will 
the 	contract contain a provision
 
authoLizirig t:emj.nation of such 
cotzFcc for the convenience of 
the U-nited States'? 

B. Constrtiction 

1. .AA Sec. 601(6). If capital 

wili. U.S. eniineering and 
pro e.sionaL rservices to be use:.? 

2. FAA Se,. 61I(c). If 
contracbs ,.[ coisti:uction are 
to be financed, will the, be 

let 	o:i a crrMeitive basis to 
ma::].;:,::-,e;<1:n - r-acticable? 

3. SC.. ,,A for'.20(k ). If 
con3L-ructicrt of PLoduCItive 
ente!rprise, will agqr,,gate value 
of assistance t3 be furnished by
 
the U.S. not exceed $li03 million
 
(except for productive
 
enterprises in Egypt tha: were
 
described in tie CP)? 

Yes
 

N/A 

11/A 

N/A 

N/A 
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C. Other Restrictions
 

1. FAA Sec. 122(b). If 

development loan, is interest
 
rate at least 2% per annum
 
during grace period and at least
 
3% per annum thereafter?
 

2. FAA Sec. 301(d). If fund 

is established solely by U.S.
 
contributions and administered
 

by an international organiza
tion, does Comptroller General
 
have audit rights?
 

3. FAA Sec. 620(h). Do
 
arrangements exist insureto 
that United States foreign aid

is not used in a manner which, 
contrary to the bes3t 
interests
 
of the United States, promotes
 
or assists the foreign aid
 
projects or activities of the
 
communist-bloc countries? 

4. Will arrangements pr'eclude 
use of financing: 

a. FAA Sec. 104(f); FY 1937 
Continuing Resolution Sees.
525,540. (1) To pay for 
performance of abortions as 
a
method of family planning or to 
motivate or coecce persons to

practive abortions; (2) to pay

for performance of involuntary

sterilization as method of
 
family planningi or to coerce or
 
provide financial incentive
 
to any person to undergo

sterilization; (3) to pay for 

any biomedical research which
 
relates, in whole or 
part, to
 
methods or the performance of
 
abortions or involuntary
 
sterilizations as 
a means of
 
family planning; (4) to lobby 

for abortion?
 

N/A
 

N/A
 

Yes.
 

(1) Yes. 

(2) Yes.
 

(3) Yes.
 

(4) Yes.
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b. FAA Sec. 483. To reimburse
 
persons, in the form of cash 

payments, whose illicit drug
 
crops are eradicated?
 

c. FAA Sec. 620(g). To 

compensate owners for
 
expropriated nationalized
 
property?
 

d. FAA Sec. 660. To
 
provide training or advice or 

provide any financial support
 
for police, prisons,' or other 
law enforcement for:ces, except 
for narcotics programs?
 

e. FAA Sec. 662. For CIA 

activities?
 

f. FAA Sec. 636(i). For 
purchase, sale, long-term lease, 
exchange or guara.nuy of the sale 
of motor vehicles nmanafaczured 
outsi6e U.S., unless a waiver is 
obtained? 

g. FY 1987 Continuing 
Reso~luin,_ ?c. 503. To pay 
pensions.E, annuities, retirement 
pay, or adjusted service 
compensation for military 
personnel? 

h. FY 1987 Continuing 
Resolution, Sec. 505. To pay 

U.N. assessments, arrearages for
 
dues?
 

i. FY 1987 Continuing
 
Resolution, Sec. 506. To carry 

out provisions of FAA section
 
209(d) (Transfer of FAA funds to
 
multilateral organizations for
 
lending)?
 

j. FY 1987 Continuing 
Resolution, Sec. 510. To 
finance the export of nuclear 
equipment, fuel, or technology 
or to train foreign nationals in 
nuclear fields? 

Yes.
 

Yes.
 

Yes.
 

Yes.
 

Yes. 

Yes.
 

Yes.
 

Yes.
 

Yes
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k. FY 1987 Continuing

Resolution, Sec. 511. Will
 
assistance be provided for the 
 No.
 
purpose of aiding the efforts of
 
the government of such country
 
to repress the legitimate rights
 
of the population of such
 
country contrary to the
 
Universal Declaration of Human
 
Rights?
 

1. FY 1987 Continuing

ResoTluftiTon,ec. 516. 
 To be Yes.
 
used for publicity or propaganda
 
purposes within U.S. not 
authorized by Conjess? 

6133G
 




