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Changes to the text of the Project Paper 
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2-tachment II 

Revised 3uC'cet* 

ARTICLE VI - Financial Plan: 

The following budget outline - represents e inanci _l1plan formanage.-ent of costs applicable theto e--'fort cove red hereunder.Standard Provision INo. 6 "Revision of Financial Plans" sha2. c:v"er.with resoect to any changes which may be required d.rin; tIhe psriod
of this Agreement. 

Yr 1. Yr 2 Yr 3 Yr 4 Total 

Salaries including
 
Fringe Benefits

21% 140,274 t153,835 $1GS, 720 185,059 t647,888 

Consultants 15,972 .17,569 
 19,326 21,259 74,126 

Travel &
 
Transp. 41,846 15,779 23,740 56,272 
 139,637
 
Alowances 32,116 
 34,042 .. ,36,996 40, 245 143,399 
Other Direct 
Cost 29,411 58,852 44.537 64; 271 197,071 

SLIbprojects 300,000 600,000 600,000 387,983 1,887,983 

Sup lies 201,900 36,960 40,656 44,722 324, 23 

Subagreement
(Training) 209,135 235,729 -0-235,51S 680,382 

Overhead (70-%

of US salaries) 87,325 96,058 105,664 116,229 405,276
 

Grand
 
Total 1,057,979 $1,248,824 %1,277,157 916,040 t4,500,000 

*The Financial Plan was developed in discussions between t/he

Regional Contracting Office and John Snow Inc. the intended
 
Recipient of.the Cooperative Agreement.
 



PRIVATE SECTOR FAMILY PLANNING 

S UIM ARY 

Kenya is experiencing one of the highest
 
The goal of this
population growth rates in the world. 


project is to help slow Kenya's high growth rate by increasing
 
to
the institutional capacity of private sector organizations 

carry out sustainable programs for the delivery of family 
Child Health (rCH)planning and related Maternal and 


as
services. Private, in this context, is broadly defined 

and facilitiesnon-governmental and refers to institutions 

are not wholly financed by Central Government
whose operations 
revenue. To date, the major strategy in Kenya has been to 

offer family planning services in all the standard free 

Government health facilities. However, this approach will not 

cover the country nor will the first preference of all 
use public health facilities.potential users be to 

This project will increase the range of options 

available to potential female and male users of natural and 

other family planning services. Under this project family
 
or improved in
planning service delivery will be added to 


selected private enterprises (factories and plantations) which 

employ significant numbers of men and women and provide basic
 

health care to employees and their families. Support will
 

also be given to health care facilities sponsored by religious
 

groups, health facilities which are already supported on a fee
 

(such as those provided by county councils) andpaying basis 
national private and voluntary organizations whose support for
 

women's group development activities includes community-based 

distribution of contraceptives. It is anticipated that by the 

end of this four year project the feasibility of 

privately-supported family planning service delivery will have 
clientsbeen demonstrated on a national basis, and 	 that 30,000 

will be using family planning services provided by 

project-supported organizations.
 

In accordance with USAID and Government of 	Kenya
 

overall strategy, the project will aim to increase service 

delivery without increasing recurrent cost 	 and administrative 

burdens for the Government. Emphasis will 	be placed on
 

programs that are innovative, self-financing, and selective 

(as opposed to comprehensive) in the health services
 

provided. Programs will be established in 	 viable and
 
that family
autonomous institutions with the intenticn 


delivery will continue following the project
planning service 
without external donor support. Monitoring, evaluation,
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selected operations research activities aid national seminars
will be funded to 
assess and disseminate lessons learned.
Thus, under this project family planning service delivery on
sustained basis will 
a
 

have beeu achieved using existing
institutions and the potential for replication of suchactivities will have been established. 

The six million dollar project (AIDcontributioti, t4.5 million and Government of Kenya and
participating institutions' contribution, tl.5 
 million) willsupport a series of 
subprojects to 
be identified and developedby an implementation agent (Recipient) 
in cooperation withGovernment. 
 The Recipient will 
be funded under a 
Cooperative
Agreement. Training of 
service delivery staff, monitoring,
evaluation and operations research, and commodities will be
provided. Subprojects will be developed by the Recipientbased on the criteria established by the Governmentconsultation with USAID, as 
in 

might be subsequently modified
following recommendations 
by the Recipient, and with theapproval b7 a Technical Advisory Commit-ee of the NationalCouncil 
on Population and Development (LICPD). 
 The Government
will monitor the project progress and findings on a regular,systematic basis, through the Government's machinery at

various levels. 
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•.1. Project Rationale: 

A. Recipient Country Strategies and Programs: 

1. Public Sector Programs: 

On a continent which is noted for a relatively slow 
response to rapid population growth, Kenya nas been a de facto 
leader in the recognition that rapid population growth is a 
basic constraint facing Sub-Saharan countries; yet its own 
yearly population growth rate has risen from an estimated 3.3% 
to 3.8% in the past decade. For the past 15 years Government
 
of Kenya development plans have explicitly made reference to
 
the adverse consequences of Kenya's high rate of population
 
growth on family welfare and on the attainment of broad
 
development objectives. Analysis carried out at the University 
of Nairobi Population Studies and Research Institute (PSRI), 
using the World Fertility Survey and one of the most extensive
 
and comprehensive national integrated rural survey programs on 
the continent, has in recent years greatly increased 
understanding of the magnitude of the prcblem. Government 
concern over the negative consequences of a rapid population 
growth rate is growing as the severity of the problem is better 
understood. President .oi regularly makes reference to the 
necessity of reducing the rate of population growth through use 
of family planning. Similar statements arc made with
 
increasing frequency and frankness by Government officials and
 
community leaders throughout Kenya. 

The t61 million multi-donor Integrated Rural Health
 
and Family Planning (IRH/FP) Program being launched this year 
is tangible evidence of Kenya's increased commitment to 
reducing the birth rate. USAID has provided a grant of t4
 
million for the family planning component of this project. 
Under IRH/FP, a National Council on Population and Development 
(NCPD) has been established within the Office of the Vice
 
President and Hinistry of Home Affairs. This Council will
 
serve as thc Government's coordinating mechanism for
 
information and education efforts for family planning both
 
within the Government structure and among participating public
 
and private voluntary agencies. The current Council mandate,
 
also includas responsibility for oversight of the supply of 
family planning services in both the Government and
 
non-governmental sectors.
 

The Ministry of Health is responsible for implementing
 
a family planning service delivery program to meet the
 
anticipated increased demand for family planning services.
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With support from the two-phased IRH/FP Program, the Hinistry
plans to 
more than double the 
current number of Ministry HCH/FPo

service delivery points, train additional family planning

service staff and 
test alternative family planning 
service
delivery systems 
at some government and non-governmental health
facilities. 
 By the end of the program, the Ministry aims tohave introduced family planning 
services into all Government
rural health facilities and 60 non-governmental rural healthclinics and'dispensaries; yet the 
effort will still fall far

short of 
providing readily accessible, adequate coverage
 
nationwide.
 

2. Private Sector Activities 

Private sector activities play an important role in
easing Government's burden 
 in the provision of health careservices. About one-third of all rural health facilities
operated by non-governmental organizations 

are 
(NGOs), most ofwhich are affiliated with churches. 
 Private companies and


private practitioners provide most 
of the remaining services in
the private sector. 
 Church hospitals provide about 30% of
rural hospital beds, 
but are chronically short 
of funds. The
Ministry of 
Health provides approximateiy 
4% -f its budget in
grants to 
the Medical Department 
of the Kenya Catholic
Secretariat (KCS) and Proces:-ant Churches cledical Associacion
(PCZIA) for distribuzion to member institutions. Over 50% ofthe recurrent costs of church hospitals are financed throughservice fees and 
drug charges. Overseas donations are required

to bridge the remaining gap 
in recurrent cost financing.l/
 

The Kenya Government acknowledges that even if
economic growth increases, Government torevenues are unlikely
grow at the same substantial rate 
as in the past and certainly

will fail 
to keep up with the population growth rate.
 

l/ World 3ank, Kenya, 
Staff Appraisal of an Integrated

Rural Health and Family Planning Project 1982:8
 



B. Relationship 	to the FY 1984 CDSS
 

The importance of agriculture in the Kenyan economy,
 

to conserve the land while intensifying its use, the
the 	need 

handicap to development posed by rapid population growth and 

the need for more employment opportunities and expanded basic 

social services have led to the selection of the following 
program to Kenya:three objectives 	 for the U.S. assistance 

(1) 	 increased rural production, employment and income, (2)
 

population growth, and (3) anticipated efficient
reduced 

delivery of basic social services. Ultimately, a sustainable 

balance between Kenya's population and land resources at. a 
be attained if developmenthigher productivity level must 

objectives are to be realized. 

This project, contributes toward the attainment of 

each of three objectives in varying degree. It contributes 

most directly to reduced population growth through the 

provision of family planning information and delivery of family 
that family planning as wellplanning services. To the extent 


as related MCH services will be delivered efficiently through
 

this project, the project contributes to the social services
 

Family planning and HCH practices resulting from
objective. 

this project will result in a healthier and more productive 

inrural population, including the women who play a key role 


small- holder production. 

a
The CDSS and Government of Kenya policies favor 


strong role for the private sector in economic and social
 
efficienciesdevelopment. The private sector has inherent 

whose use reduces the burden upon the Government of Kenya 
is designed torecurrent budget 	 and managers. This project 

utilize and strengthen private sector institutions to implement 

project activities. 

C. Problem Statement: 

This project addresses the problem of Kenya's rapidly 

increasing population which is due in large part to an 
The 	 yearly population growthexceptionally high birth rate. 


rate of 3.8% is one of the highest recorded in the world. The
 

fertility rate is extremely high (over eigh: live births per
 

woman) and may go higher as practices which currently serve to 

space births -- such as prolonged breastfeeding -- become less 

widespread. Mortality rates are declining, and family planning 

is practiced by a relatively small proportion of the 

The 	 current modern contraceptive prevalence ratepopulation. 
is about 5%. An 	 additional 5% utilize traditional birth
 

i to space
spacing methods. 1 . Most women use family planning 

than to limit family size.
children rather 

l/ 	 Family Planning Ii Project Paper 615-0193 and the
 

Kenya Social and Institutional Profile.
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One of the most important barriers to increased,

effective family planning in Kenya is lack of ready access to
family planning services for males and females who are most 
likely to use them most effectively. A basic step to providing
increased effective access is to offer farmily servicesplanning

in all the standard free Governmen~t health facilities. This
 
step is beiag taken under the IRU/FP Program. 

The problem of population growth is of such magnitude,
however, that additional efforts complementary to the provision
of family planning services. at existing Government .and 
non-governmental facilities would increase availability of
family planning services in various institutional environments 
in Kenya particularly for Kenyans who already have access to
 
soue health sexvices. GCK and USAID, with assistance from

various sources, has explored a number of alternatives to free 
government 
health and family planning delivery.L/ Two major

potential delivery systems are at present underexploited: the 
health care facilities operated by religious groups, and the
health care programs conducted by private enterprises for their 
employees. Review of current estimates of numbers of health 
facilities in Kenya indicates that 
the Government supports an

estimated 1182 health institutions and runs 555 family planning
service delivery points. Church missions 379
support health

facilities, wib 44 family planning service delivery points,
and private enterprises support 132 health facilities with very
few family planning service delivery points.2I 

The size of the unmet poten:ial for adding family
planning service deliver7 to existing company-supported health
 
facilities 
 will be made clear when the number of clients now
using these is Smallfacilities known. dispensaries provide

services, for example, 
 to a few hundred pickers of tea, while
 
other facilities, such as those supported the
by
sugar-processing factories in Western Kenya, provide health
 
care for 7000 employees 
 and families. It has been determined, 
based oo design team assessment, that companies welcome

assistance in provision of family planning as a means to reduce 
working days missed due to maternity leave and to reduce costs
 

l/ These alte:nacives, and rationale theirthe for 

selection, are discussed in several 
 documents including
the Interim Report "Contribution by and Future Potential
of the Pro-estant Church Iedical Association (PCA) in the
Delivery o; Health Ser':i-es' June, 1982 and the report
"Opportunities for ?riva:e Sector Family Planning Infor­
mation and Service Activities in Kenya", Lyle Saunders, 
July 1982. 

2/ Government of Kenya Gazette Notice No 3211 "Health 
Institutions in Kenya, 1982," dated October 1982;29, and World
Bank, Kenya "Staff Appraisal of An Integrated Rural Health
 
and Family Planning Program, 1982." 

http:points.2I
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due to reduced demand for HCH services. Families in which at 

least one is wage earner are likely to experiencemember a also 
the trend to smaller
changes in aspirations that reinforce 


family size.
 

also promising. Most
Church-related facilities are 


charge fees and yet maintain high levels of use. Over 50% of
 

the recurrent costs of church-related facilities are met
 

through fees charged for services and drugs. Research in
 
that rural
Kenya, and elsewhere in Africa has indicated 


families participating in church organizations are among those
 

in a community who first experience changes in values and 
family planning ideas and
attitudes which support adoption of 


practicesI /. Yet this potential has not been fully met. An
 

example among church-related facilities is seen in the
 
health systems offering family
hospital-based Protestant 


planning services. Two systems combined (Chogoria and Tumu
 

Tumu) report 10,000 active family planning clients; the nine
 

other hospital systems belonging to the PCMA combined report
 

only 538 active clients. 

The unrealized potential for provision of family
 

plannin'g services in non-clinical non-governmental contexts is
 

also considerable. The best example is seen in women's groups
 

involved in income-generating and other development
 
the contraceptiveactivities. In one district, for example, 

access to
prevalence rate among members of women's groups with 


family planning information and services and involved in
 

income--generacing activities (with total membership of 338
 

women) jumped in two years from 25% to 75%i/. Pilot programs 

undertaken by intermediaries supported by USAID (such as 

Pathfinder Project PIN 6438) have demonstrated the potential 

impact that can be achieved through community-based 
distribution of family planning services provided under the 

auspices of Maendeleo ya Wanawake, the national women's 

association that has an active membership of over 5,000 rural 

women s groups.
 

Other underexploited options include support for the 

Kenya Medical Association, support for physicians in private 

practice with plans to introduce provision of family planning 

and related services on an innovative or expanded basis, and 

additional assist:ance to current pilot programs such as those 

utilizing traditional birth attendants and industry-based
 
health insurance schemes.
 

1/ Ndeti, Kivuto and C. Ndeti, Cultural Values and Population
 

- in Kenya. Nairoi: Kenya Literature Bureau
Polic-
1980:139.
 

2/ Research and Evaluation Unit, Family Planning Association
 

of Kenya, Nyeri Women's Development Project, Baseline Survey
 

Report, October 1980:8 



II. Project Description: 

A. Goal and Puroose 

Tte broader target, or goal of this projecL, is Qo 
lower the birth rate in order to reduce the rate of population
 
growth. Achievement of the goal at the macro-level will 
establish a better balance between population and national 
resources and on the micro-level, will result in improved 
health status for women and children. 

The project prose is to demonstrate and increase the 
institutional capacity of private sector organizations to carry 
out sustainabla programs for the delivery of family planning 
and related maternal child health services. The private sector 
in this context refers to organizations (or individuals) which 
do not receive their funding for health services from Central 
Governmen-, and includes private for-profit organizations, 
parastatals, private and voluntary organizations and others. 
The private sezoi targets are those organizations which 
already are prviding health services to their clients, 
employees, antd/or dependants of e,ployees, and which are 
willing to add Family planning to their services delivery 
package, or to augment existing services. Because 
methodologles tor donc_'r assistance to for-profit organizations 
are not well dcvelop' d, ind because assessments to date show 
great unmet deaind from companies throughout Kenya, che projec. 
will give emphasis to chi:- portion of the private sector. 

B. Project Strace ; and End of Project Status: 

The intent of the pro.ect is to design and conduct a 
series of demonst-ration subprojects with private sector
 
organizations. The ;hort-term (z.wo year or less) subprojects, 
will be designed to demonstrate ',hat with relatively small 
infusion of additional resources, j.ivate sector organizations 
c3n add or augment family planning services wi*.hin their 
organi atiors' health servi . es, and that the added services 
will be perceived by th- organizarions to be of sufficient 
benef'ic that the organization will assume continuation costs 
upon cessation ;f projectz assistance to sustain che level of 
services achieved. The demoscr:?iowas will encompass 
organizations of widel7 varying enployee /client size, different 
service prrider mixes, differing delivery systems, and varying 
coatraceotive =ethlcd provide:1. Provided the strategy is 
successful, ch end of the project status achievements wi.ll be: 

- 30,000 new users of family planning services; 
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planning programs; 

an institutional capacity within the Ministry of 
Helath to support participating institutions with
 

dependable and ready access to adequate
 
contraceptive supply;
 

the capability and commitment of participating
 
organizations to maintain or expand the level of
 

family planning service delivery upon termination
 
of external assis.tance; and
 

- other private cector organizations not directly 

assisted by this project have ad.ded family planning 

to their services. 

The information used to develop 	this design is based
 
family planning
on the considerable data and analysis of 


acceptors in country, and on extensive interviews with
 

personnel representing participating institutions, Government
 
Health and Home Affairs, Nationa-i
personnel in the Zinistry of 


Council on Population and Development, and donors. The
 

linkages between the various project objectives of the goal,
 

purpose and output levels are readily apparent. It is assumed
 

that a significant number of acceptors of family planning will
 

use the service to limit births rather than to simply space
 

births according to the prevailing patterns In Kenya. This
 

assumption is made with the understanding that the
 

beneficiaries to whom service delivery is being provided under
 

this project are those most likely to support decisions
 

favoring small family size. The basis for this assumption is
 

presented in the Social Analysis, Annex. It is similarly
 

assumed, based on assessments of the design team, that private
 

institutions are interested in participating in project
 

activities, and that the Government is able and willing to. 
provide the requisite support through life of project, and
 

beyond. 

C. Project Beneficiaries:
 

About 30,000 new users of family planning services are 

expected as a result of successful implementation of this
 

project.
 

Calculation of this figure must 	 remain imprecise. The 

basis for the estimate follows: In each of the eight
 

identified likely subprojects, (described in Annex J) the
 

approximate numbers of couples of childbearing age were
 

calculated. An extremely conservative assumption was made that
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project activities would permit an additional five percent of 
couples to accept family planning during the two year 
subproject life. Although five percent may prove in retrospect 
to have been too small an estimated increase, it must be
 
remembered that the national contraceptive prevalence rate
 
(modern methods) in 1978, after more than a decade of a
 
national family planning policy, was only approximately five
 
percent. With well-trained and motivated providers, and
 
convenient dccess to private services developed during this
 
project, it seems reasonable to at least match that figure in
 
each of the subprojects. 

An average number of new acceptors per subproject was
 
calculated (about 650, excluding Lake Basin Deveiopment
 
Authority which projects in excess of 5000 new acceptors), and
 
this figure was extrapolated to the 35-40 subprojects.
 
Assuming that most organizations would sustain family planning
 
activities after subproject assistance, this total was
 
increased by twenty percent to adjust for family planning
 
acceptors added by these organizations after implementation of
 
the subproject, but during the life of the project. This
 
magnitude of new users of family planning services appears
 
reasonable, and if attained or exceeded, will be a significant
 
contribution to Government population objectives.
 

An important assumption in achieving this or any other
 
level of users of modern contraception is the linkage between 
client demand and resulting service.utilization. This project
 
is designed primarily as a service project to provide wider 
options for those desiring family planning services. Persons
 
of child- bearing age who otherwise might now choose to use 
contraception may not be able to do so conveniently because
 
they have little access to service delivery points or because
 
they may strongly prefer using private versus non-private
 
facilities.
 

While the project is primarily a service project,
 
there are specific linkages to motivational activities. The
 
training of providers under this project will be designed to 
include motivational content as highly motivated health service
 
providers are a powerful factor in educational efforts leading 
to increased contraceptive acceptance. In addition, there will 
be systematic coordination and to the extent possible, 
collaboration of the service delivery efforts initiated under 
this project with the motivational activities of the 
multi-donor Government of Kenya funded IRH/FP Program. The 
structure of such linkages (outlined below in sectiLon VI.D) 
will be developed in cooperative fashion over life of project. 
AID' s participation in the IRH/FP Program, -specifically in the 
areas of training for family planning service providers and 
motivational efforts under the National Council on Population 
and Development (NCPD), will help ensure mutually beneficial 
cooperation.
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The success of thi' project in meeting the minimal 
target of 30,000 beneficiaries, however, is not dependent on 
any external efforts to promote rapid increases in demand for 
services. Rather, achievement of project purpose should result 
from careful selection of subproject activities which provide
 
services to families already experiencing the conditions
 
supporting decisions favorable to achievement of smaller family

size. Significant numbers of families in these environments 
should adopt readily-available services with modest
 
motivational efforts. Where necessary, such utilization should 
also stimulate efforts by organizations supporting subprojects 
to seek additional resources for motivation on an activity by 
activity basis. 

D. Project Elements 

There are six major elements of the project. All are 
briefly described below. Responsibility for establishing these 
elements, and for ensuring their direct linkage to purpose and 
goal attainment lies with the implementation team. 

1. A set of 30 discrete demonstration subprojects designed,

implemented and evalua:ed 

Since some private sector organizations have more than 
one service delivery point, in the aggregate probably 40-50 
facilities delivering family planning services will be involved 
in the 30-35 demontration subprojects. Fifteen to twenty
subprojects are envisaged with for-profit organizations, five 
with parastacals, five with NGOs, and about five with women's 
organizations, professional organizations, private 
practitioners and others. "Host of these activities will serve 
as demonstrations to other organizations. Assistance will be 
provided for two years or less. Most subprojects will be 
initiated in the first two years to permit completion and 
evaluation. Eight highly-likely subprojects have been 
identified during the project design: Protestant Church 
Medical Association (PaIA); Kenya Canners Limited; Vipingo 
(sisal) Estates Limited; Nzoia Sugar Company L'imited; Kenya

Cashew-nu:s Limited; Miwani Sugar Limited; Lake Basin 
Development Authority; and Associated Sugar Growers. Summary
descriptions of these potential subprojects prepared by the 
design team are appended in Annex J. In addition, an inventory

of potentially interested firms and organizations compiled by

the design team is appended as Annex K. 
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2. 	 An efficient contraceptive supply and management system for 
access by the private sector is in place and operating
 
efficiently
 

The contraceptives to.be utilized in subproject

activities will not be project-supplied, but will be those made 
available b.y the National Family Welfare Center (NFWC) through
the medical logistics system. For fourteen years the Kenya
Government has had an arrangement with SIDA for S.IDA to p'rovide

nearly all contraceptives used in the national family planning
 
program, including pills, IUDs, vaginal spermacides,

injectables, diaphrams, etc. not
The Kenya Government does

wish to have parallel logistic channels established to serve
 
the needs of this or any other project. There are clearly

established precedents for the NFWC 
to provide a full range of
 
contraceptives free 
to private sector organizations which
 
utilize service providers certified as appropriately trained by

the Ministry of Health and 
which have applied for NFWC
 
recognition as a 
service delivery point. The Ainistry of
 
Health has assured full availability of contraceptives for 
those demonstration subprojects 
which fulfill the foregoing

criteria. Accordingly, the project will utilize fully the
 
established Zlinistry of Health logistics system for
 
subproject-related contraceptive supplies. 
 The 	relatively

small numbers of added service delivery points planned for the 
subproject demonstration activities should therefore not
 
severely tax the existing system. 

As in all logistic systems, there have been periodic

deficiencies in the 
past. The Ministry is well aware of the
 
deficiencies and has made substantial efforts 
 to improve the
 
system. In the fall of 1982, contraceptives fell under the
 
aegis of the Management Unit of Drug Supplies (ADS) 
within the 
Ministry, which handles all drugs, medical equipment and 
supplies for the Government of Kenya. DANIDA provides
technical assistance and drugs to the ADS, and an evaluation of 
a newly established prepackaging system of drugs (including

contraceptives) will be carried in June 1983.
out 	 If 
found

effective, this system of facility supply and resupply should 
significantly improve ease of contraceptive access by
 
subproject facilities.
 

Arrangements will be made 
to facilitate contraceptive

availability and 
access by the project facilities. For
 
example, funds will be 
budgeted in the subprojects to provide

for private carrier transport of contraceptives from the

Central Aedical Stores to the subprojezt facilities in the 
event of emergency or temporary disruption of the Ainistry of
Health transport system. 
 The 	presence of an Administration and
 
Procurement Specialist on team 	 resident
the providing 	 technical
 
assistance can monitor the system closely, identify any
problems early 
on, 	 and help mobilize resources for resolution. 
Additionally, the 
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project has provided for short term technical assistance in
 
contraceptive management to the MHinistry of Health if desired. 
Provision has been made for operational research in supply 
management. Finally, if emergencies in contraceptive supply
 
should occur, the NCPD and USAID can request assistance from
 
FPIA, Pathfinder, or the IPPF, as has happened infrequently in 
the past.
 

With the experience gained in implementation of this
 
project and others, the Ministry of Health can be expected to
 
have developed a highly efficient system by the end of the
 
project. For a full description of the existing contraceptive
 
logistic system and project-related information, see Annex F,
 
Contraceptive Logistics 'Analysis.
 

3. Two hundred enrolled community nurses, midwives, clinical
 
officers, and others trained in family planning motivation,
 
clinical services, and management
 

One of the most important barriers to increased, 
effective family planning use in Kenya is the shortage of 
trained personnel to deliver services at health facilities.
 
Enrolled Community Nurses are chiefly responsible for family
 
planning and are authorized to insert IUDs, prescribe pills and
 
distribute condoms, foams and jellies. Clinical Officers also
 
provide services. Because basic training at schools for nurses
 
and clinical officers is deficient in clinical family planning
 
skills, both cadres must attend in-service family courses 
before being certified as competent in family planning service 
delivery. Other graded and ungraded cadres of health personnel 
are being trained to resupply contraceptives by the MHinistry of 
Health.
 

Four important practical constraints must be 
considered in implementation of the training element:
 

a. The number of trainees from each subproject will 
be small, perhaps only one or two. Training design must 
therefore take the needs of individual working conditions and 
institutions and the socio-cultural characteristics of the
 
recipient population into account while still providing
 
cost-effective courses for a reasonable number of people. 
Eight three month courses for 25 persons are planned. 

b. Clinical facilities for practice of techniques are
 
essential. The training will therefore require access to 
facilities with sufficient numbers of clients to provide an 
acceptable level of practice for all trainees. 
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c. Training should be accomplished incountry, by

locally-based institutions 
 in collaboration with the Ministry
of Health. 

d. Provision of training must precede provision of
contraceptives. The sequence to be followed would be 
introduction of information and education (if not adequately
provided from other sources): provision of equipment and
improvement of facilities; training and certification of family

planning service delivery personnel; and finally, provision of

contraceptive services. 
 In order to preserve the integrity of
this sequence, provision will be 
made where necessary for
 temporary placement of trained family planning 
service delivery

personnel in clinics while full 
tine staff are away for
 
clinicil training. 

4. An improved training methodolov developed, tested 
and imolemented for trainn0,, family olanning
 
service providers
 

The Recipient of the Cooperative Agreement in 
consultation with the Kenyan Government will be required to 
prepare a detailed plan for thf! training of family planning
service providers in 
each of tae private sector subprojects.

Such training, arrangements must 
be approved by the "'1inistry of
Health. The two major objec:ives of the training program are 
to provide certified staff for the subprojects capable of

providing family planning services, and 
to develop a model orprototype training activity parts of which may be adopted for 
future training in this discipline.
 

Conceptually, the training design will be influenced
 
by four factors:
 

a. the need to meet Hinistry of Health standards for 
certitication; 

to
b. the need address identified shortcomings in.
 
existing 
health workers' training (e.g., program

management, target 
setting, operating procedures);
 

c. the need to extend family planning programs beyond

the delivery of clinical services 
to an integrated

approach which responds to community and cultural
 
needs; and 

d. the need -to improve on 
a model for family planning
 
.training appropriate for Kenya.
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In operational terms, this means that the training
 
must incorporate the NFWC' s family planning syllabus and also 
build on that syllabus so that the training is grounded in a
 
problem solving and program management approach. The training 
curriculum will likely require modular unit design, be 
competency-based and firmly based in community diagnosis. The 
Ministry of Health will provide trainers to train trainers for 
the 	technical aspect of training.
 

It is anticipated that the training will cover three
 

main areas:
 

a. 	 Program Management: including catchment
 
population estimations, target setting, administration,
 
record-keeping, reporting and evaluation and effective
 
management of service delivery (two weeks).
 

b. Operational Approach: including the importance of 
family planning in development and thus the need for family 
planning; family planning services as a direct response to 
cultural and community awareness and needs; creation of demand 
for family planning as a concept as well as a service; and 
family planning as part of an integrated service (two weeks). 

c. Technical Procedures: Nurses and clinical 
officers will be assisted to develop knowledge, skills, and 
attitudes to prepare them to function effectively in the iCH/FP 
setting through eight weeks of training. Two weeks will be 
theoretical work and the remaining six weeks will be practical 
training. 

5. 	 Four to five discrete operational research
 
activities completed and reported:
 

in a demonstration activity of this nature which will
 
explore new programmatic territories, opportunity must be
 
provided to conduct, report, and disseminate results on
 
operational research activities in order to clarify specific
 
actions which impact on attainment of project objectives. 
During the first project year, the NCPD, USAID and the proposed 
Technical Assistance Team responsible for project
 
implementation will identify four or five such activities.
 
Section IV B. includes six specific suggestions for operational
 
research in the areas of perceptions of management, methods 
preference, records adequacy, management input, client flow 
analysis, and contraceptive logistics/management.
 

6. 	Means for evaluating and disseminating results:
 

The Technical Assistance Team, in cooperation with the
 

NCPD and USAID, will be responsible for developing an adequate
 
data
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collection system, including record keeping. The Technical
 
Assistance Team will also be responsible for reporting on
 
project results to the NCPD and following NCPD review, for
 
disseminating results through conferences, at least two
 
seminars, and other activities, as appropriate. The
 
participants of the seminars will be private- sector personnel
 
related to on-going or completed demonstration subprojects,
 
private sector personnel representing firms or organizations 
which are p6tential candidates for subproject or self initiated
 
family planning activities, Government of Kenya personnel, and
 
related donor representatives. The purposes of the conferences
 
will be to exchange information on project experience,
 
including progress of subprojects and reports of operational
 
research, and to stimulate additional private sector family
 
planning activities in both project-related and
 
non-project-related firms and organizations. 

E. Inputs: 

From the USAID/Kenya perspective, the basic input is a
 
grant to the Technical Assistance Team. Participating 
organizations, and the Government will provide at least 25% of 
the required resources - to the extent possible on a subproject 
by subproject basis. The Government will provide in kind 
contributions, primarily through project oversight, training 
and provision of contraceptives. The details of the inputs, 
including linkages to project outputs and purposes, are 
presented in the following sections. 

III. Cost Estimate and Financial Plan
 

1. Summar7 Cost Estimate 

The total estimated project is $6,000,000 of which 
USAID will finance 4,500,O00 and the private sector and 
Government of Kenya combined tl,500,000 in local durrency 
equivalent (Kenya shillings). USAID' s share will be in grant 
funds. The Kenya-based contribution is approximately 25% of 
the overall project cost. The table below indicates the 
estimated project costs:
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Table - : Summary Project Cost (t 000) 

AID 	 Private GOK Total
 
Sector
 

FX LC Total LC LC
 

a. 	 Technical Assistance 1,355 565 1,920 - 1,920 
b. 	 Training 672 672 - 672 
c. 	 Demonstration Sub­

projects 3.70 1,122 1,492 898 421 2,811

d. 	Evaluation 64 20 84 ­ 84
 
es Contingencies 141 191 332 102 513
79 

1,930 2,570 4,500 1,000 500 6,000 
(75%) (17%) (8%) (100%) 

All foreign exchange costs include an inflation factor
 
of 7.5% per annum and local currency costs include an
 
inflation factor of 15% except that Government of Kenya costs
 
include an inflation factor of 7.5% per annum because the 
costs associated with Government of Kenya contribution
 
(contraceptives and services) are not expected to rise as
 
rapidly as private gector costs.
 

The contributions of each party will be implemented as
 
follows (see Annex C for details):
 

USAID will sign a Cooperative Agreement with a
 
non-profit organization or a joint venture (Recipient). The
 
Agreement will be for a period of four years to enable
 
complete implementation of the project. The Agreement will
 
cover the following costs:
 

a) Technical Assistance Team: The team will
 
consist of three professionals of which one will be
 
Kenyan and one Kenyan secretary, each for a period of 
four years, based in Nairobi. In addition, three
 
person months of external and nine person months of
 
Kenyan short term technical assistance will be
 
required in such areas as management information
 
services, contraceptives, commodity management and
 
operations research. The estimate for the Technical 
Assistance Team includes the following costs:
 
salaries, fringe benefits, overhead, transportation to
 
and from Kenya for U.S. based families, in-country

transportation & travel allowance, housing, 
furnishings, guard services, other allowances normally

provided to U.S. employees in Kenya, office rental in
 
Nairobi and its maintainance, four vehicles, (two for
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the use of the team and two for subprojects), office
 
equipment and supplies and workmen's insurances.
 

b) Training: The Recipient will provide training 
to subgrantee personnel directly or through a 
sub-contract with a Kenya based firm eligible for AID 
financing. It is estimated that 200 personnel each 
for a period of three months, will be trained over the 
life* of project. The estimate includes the services 
of two trainers recruited locally, administrative 
support, maintenance of trainees, development of 
training materials and a sub-contractor's overhead.
 

c) USAID funds have been provided for midterm and
 
final evaluations. Each evaluation will be conducted
 
by a team consisting of two U.S. and two Kenyan 
specialists for a period of one month.
 

d) Demonstration subprojects: It is proposed that 
the Recipient provide support to approximately 35 
demonstration subprojects. To- estimate the cost of 
subprojects, the Project Paper design team prepared
 
cost estimates for three prototype subprojects out of 
eight highly-likely subprojects, each subproject 
to
 
run for a period of two years. The three prototype
 
subprojects are as follows: 

i) Protestant Church Aedical Ass6ciation: This
 
organization, under a subgrant, will manage

family planning services to 1600 acceptors in 10 
clinics. USAID contribution will be for costs
 
related to one Kenyan Project Director, one 
secretary, conferences, equipient and travel.
 
The subgrantee will provide peesonnel,
 
facilities, vehicles office and X1CH 
equipment.
 
The Government of Kenya Ministry of Health will
 
provide contraceptives. An estimated total of
 
five such organizations will be provided
 
subgrant s.
 

ii) Kenya Canners: This private firm will 
provide family planning services to 300 
acceptors. USAID will finance the costs of one 
Kenyan records clerk, supplies and equipment, 
and travel. The subgrantee will provide 
personnel (nurses), facilities, one vehicle and 
office and MCH equipment. The Ministry of 
Health will provide contraceptives. 
Approximately 15 organizations similar to Kenya

Canners are expected to participate in the
 
pr.oject. 
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iii) 	 Associated Sugar: This firm will provide
 
family planning services to 225 acceptors.
 
USAID will finance the costs of one enrolled
 
nurse, supplies and equipment, and travel. The
 
subgrantee will provide one medical officer for
 
10 percent of the time, facilities, vehicle and
 
MCH and office equipment. The Mlinistry of
 
Health will provide contraceptives.
 
Approximately 15 organizations similar to the
 
Associated Sugar are expected to participate in
 
the project.
 

The cost estimate for the demonstration subprojects is
 
as follows:
 

Table 	-2 Cost of Demonstration Subprojects (t000) 

Prototype No of Grantee Subgrantee Ministry Total
 
Subprojects of Health
 

(Contracep­
tives)
 

1. PCMA 	 5 614.0 343.5 64.0 1021.5
 

2. 	Kenya
 
Canners 15 369.0 196.5 36.0 601.5
 

3. 	 Associated
 
Sugar 15 189.0 138.0 27.0 354.0
 

Total 35 	 1172.0 '678 • 0 127.0 1977.0 
(59%) (34%) (7%) 

For costing purposes, in 1983 prices, the average
 
subproject costs are: Grantee t33,485, Subgrantee - t19,371 and 
Ministry of Health - t3,628 or a total of t56,484. It is 
estimated that 12 subprojects will start six months after the 
Agreement is signed and will run for two years. If the rate of 
inflation is estimated at 7.5% per year for fore.gn exchange 
costs and 15% for local currency costs, the cost of these 12 
subprojects will attract an averane inflat'on rate of 9.4% for 
FX costs and 22.5% for LC costs. The remaining 23 subprojects 
are expected to begin 18 months after the Agreement is signed. 
Therefore, these 23 subprojects will attract an average 
inflation rate of 16.9% for FX costs and 37.5% for LC costs. 
The average costs for 12 and 23 subprojects are as follows: 
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Table - 3 Cost of Demonstration Projects *with Inflation Factor
 
(SO00)
 

12 Subprojects 23 Subprojects Total
 
FX LC FX LC FX LC
 

Grantee 121.4 356.1 
 248.7 766.2 370.1 1122.3
 
Subgrantee 284.8 612.6 897.4
 
Ministry of
 
Health. 
 47.6 
 97.5 145.1
 

The cost of Ministry of Health and the National 
Council on Population and Development personnel participating in

the project is estimated at t29,000. In addition, 'inistry of
 
Health will provide contraceptives after the demonstration
 
period of subprojects at a cost of t247,000. The time required

by Government of Kenya personnel is estimated 
 as follows: 

- 5% time spent by Director, National Council on
 
Population and Development in panel meetings. 

- 5% time spent by National Family Welfare Center 
in panel meetings. 

- 5% time spent by National Family Welfare Center 
Trainers to train project trainers. 

- 5% time spent by 8 district health and other 
personnel. 

2. Financial Plan 

a) The USAID grant contribution of 4,500,000
 
will be disbursed as noted in Table 4, assuming
 
that the project is authorized and obligated in 
late FY 1983. 

Table - 4: Disbursement of AID contribution ( 000) 

FY 84 85 86 87 Total 

a) Technical Assistance 550 400 500 470 1920

b) Training 120 180 160 212 572
c) Demonstration Subprojects 120 490 620 262 1492
d) Evaluation - 40 44 84
e) Contingency 70 90 72100 332 

Total 860 1420 45001160 1060 
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b) Private Sector 

The private-sector contribution of lO00,000 will be
 
shown in Table 5 (See Annex F for details).
disbursed as 


Table - 5 Disbursement of Private Sector Contribution (b0O0) 

FY 84 85 86 87 Total
 

Private Sector 72 296 378 152 898 

(sub-grantee) 
Contingency 10 33 41 18 102 

82 329 419 170 1000Total 

c) Government of Kenya Contribution 

The Government of Kenya contribution consists of the 
cost of contraceptives and the cost attributed to time 
spent by Government of Kenya personnel. 

Table - 6: Government of Kenya Contribution (000) 
(See Annex C for details) 

FY 84 85 86 87 Total 

12 48 119 225 404Contraceptives 
6 6 8 9 29Personnel 

Contingency 10% 2 5 13 23 43 

Total 20 59 140 257 476 
Say 500
 

IV. Implementation Plan: 

A. Responsibilities: 

1. USAID:
 

The Health, Nutrition and Population Division of USAID 

has responsibility for project implementation and will 
implement the project following award of a Cooperative-
Agreement. The Population Officer is the project officer of 

the Private Sector Family Planning Projec.t. The Projects 
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Division will provide necessary support as part of overall
 
project management functions. The Government of Kenya will be
 
fully involved in project activities, principally through
 
establishment of and participation in the Project Technical
 
Advisory Committee, described below. 

2. Ministry of Health: 

The National Family Welfare Center (NFWC) through the 
Ministry of Health medical logistics system will provide 
contraceptives and reporting forms to those demonstration 
subprojects which are designated by it as service delivery 
points after service delivery personnel are trained by the 
project to certificate level. The NFWC also will make family 
planning trainers available to instruct project personnel in 
the implementation of the NFWC in-service family planning
 
syllabus. A representative from the NFWC will serve on the
 
Technical Advisory Committee.
 

3. Office of the Vice President and~'inistry of Home Affairs: 

The National Council on Population and Development
 
within the Office of :he Vice President ard Hinistry of Home
 
Affairs, shares overall responsibility with the NFWC for
 
population activizies in country. The Council. will ensure
 
oversight of the project through a Technical Advisory Committee
 
of the Council led by a Chairman appointed b7 the Council.
 
Membership on the Committee will include representation from
 
the :inistry of Health (NF-WC), USAID, the Technical Assistance
 
Team (in an advisory capacity), and private and voluntary
 
organizations with private sector activities in Kenya. The
 
Technical Advisory Committee will meet at least once every
 
three months, or more often if requested by the Chairman, to
 
keep informed regarding project progress to date, to discuss
 
problems and to review and approve plans for subprojects and 
research activities for the forthcoming six-month period.
 

B. Project Procurement Plan:
 

The following goods and services are to be obtained under the
 
project:
 

1. Technical Assistance:
 

Long Term : 

A Technical Assistance Team will be recruited for four 
years. The Grant will be by USAID award of a Cooperative 
Agreement selected from competing proposals from firms,
 
non-profit organizations, and joint ventures of both.
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2. Short term consultants:
 

a. Approximately three person months of external and 
nine person months of Kenyan short term technical assistance, 

in such areas as management information services, 
contraceptives, commodity management and operations research,
 
will be secured by the Technical Assistance Team subject to
 
USAID approval.
 

b. Approximately three person months of U.S. and two
 
person months of Kenyan short term assistance for project
 
evaluation will be procured by USAID through contract, IQC,
 
personal services contract, or access to AID/W-provided
 
resources. 

3. Training:
 

The project training component includes provision of
 
clinical, motivational and managerial training for about three
 
months to approximately 200 health related personnel, the
 
development and testing of new training methodologies for these
 
personnel, and materials production. Training services will be
 
provided by the Technical Assistance Team directly or through a
 
sub-contract subject to approval of the Technical Advisory
 
Commit tee.
 

4. Commodity Procurement:
 

a. Project Related Vehicles: 

Four vehicles will be provided by project funds, two
 

for the Technical Assistance Team and two for subprojects, such
 
as those proposed by the Protestant Church 'ledical Association
 

and the Lake Basin Development Authority. The vehicles
 
required are right hand drive models such as Volkswagen Kombi 
minivans or equivalent. A source/origin waiver has been 
prepared for procurement of these vehicles; the waiver is
 
appended as Annex P. The Technical Assistance Team will
 
procure the vehicles locally or through a purchasing agent.
 

b. Other Project Related Commodities:
 

The Technical Assistance Team will be responsible for
 

procurement of equipment and supplies for their office, and for
 
equipment and supplies to be used in au estimated 30-35
 
sub-projects involving 40-50 separate health facilities.
 
Office equipment will be the standard types of equipment found
 
in a commercial office facility and will include a
 
microcomputer, with supporting hardware, software, and an 
uninteruptible power supply. The 40-50 facilities which are
 
part of subproject demonstration activities will be furnished
 
MCH/FP clinical equipment and supplies and necessary
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project-related 
record keeping and storage materials by the
 
Technical Assistance Team. 
 In general, such equipment and
 
supplies must be of U.S. 
or Kenyan source and origin and must

follow the Standard Provisions for procurement included as a
 
part of the Cooperative Agreement. A commodity list appears as
 
Annex H and a Procurement Schedule as part of Annex G.
 

C. Contraceptives: 

Contraceptives used by the 
project will be provided b.y

the Hinistry of Health through its logistics system. The MCPD

and USAID will call upon FPIA, Pathfinder, or IPPF in the 
emergency event the Ministry of 
Health is unable to regularly

supply project-rela!ted service delivery points. 
(see

discussion under Project Description, part II B.3.e and Annex
J.)
 

d. S ub-project Selection and .anagement: 

The Technical Assistance Team will identify, using

criteria established after consultation with NCPD and USAID,

potential subprojects and assist subproject development
in 

monitoring, and evaluacion, 
 The Technical Advisory Committee,

with NCPD azd USAID participation, will approvE selection of
subprojects follow ng procedures reviewed in che Adinlistrative
 
Analysis Section VL.D below.
 

Selectton:
 

A preliminary outline of 
eight proposed subprojects
 
appears in Annex N, with an inventory of other likely contacts
 
for subproject development. The Technical Assistance Team will
 
use for subproject selection criteria a format such as appears

in Annex L, or similar guidelines a':ceptable -o USAID and the
Technical Advisory Committee. Terms and conditions of Grant
 
Award and a proposed Grant 
Award form will be developed along
 
the lines of those found in Annex L.
 

Implementation:
 

After Grant Awards are made, the Technical Assistance
 
Team will arrange for the collection of baseline data (see

Evaluation Arrangements, 
Part V, below), set up monitoring and
 
reporting procedures, and begin arrangements for commodity
 
procurement, training, 
technical assistance, operations

research and project-related evaluations.
 

V. Evaluation Arranements And Operational Research:
 

A. Evaluation:
 

At the beginning or soon after thia project is
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implemented, project-specific baseline data will be collected
 
and analysed to establish a base against which additional
 
activities related to private sector family planning can be
 
measured as the project progresses. The Technical Assistance
 
Team will be responsible for conducting the baseline survey and
 
where necessary, the services of local consultants will be
 
engaged. Baseline survey reports will include data on the
 
following:
 

1. Monthly average family planning users by method
 
per subgrantee;
 

2. Total population served by each subgrantee, and
 
age/sex estimate; 

3. Stock of contraceptives and source of supply per
 
subgrantee;
 

4. Capacity to provide family planning services by
 
each subgrantee;
 

5. Subgrantee's staffing and their family planning
 
and maternal and child health needs;
 

6. Subgrantee's record keeping systems; and
 

7. The number of private sector health facilities
 
offering family planning services to their worker/
 
workers and their dependents.
 

In consultation with the NCPD and USAID, the Technical
 
Assistance Team will develop a comprehensive project evaluation
 
plan during the first year of project activity. The project
 
will be evalua-ed at two levels: namely, the project and
 
subproject levels. The project has built in internal
 
evaluations and monitoring to ensure that the implementation
 
process conforms to plan in terms of inputs, work schedules and
 
target outputs. The Technical Assistance Team will provide
 
subgrantees with relevant forms, charts and plans of action
 
that are time and target specific which will serve as a
 
yardstick to measure on-going or completed project activities
 
as evidence of achievements. At regular periods (to be
 
determined by the Technical Assistance Team), the subgrantee
 
will submit a report to the Technical Assistance Team. The
 
report will cover numbers of family planning acceptors and
 
users, contraceptive supply availability, and expenditures and
 
will list problems, including those related to contraceptive
 
supply.
 

At project level, one external evaluation with the
 
collaboration of NCPD, the Technical Assistance Team and USAID
 
(leading to a USAID Project Evaluation Summary), and four or
 
five operational research activities will be completed. The
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summary wi'1I be prepared about October, 1985, approximately two
 
years after the project commences.
 

The external evaluation is scheduled for the fir~s
 
quarter of 1987, 
about three and a half years from the project
 
start date. USAID will be responsible for preparing the
 
Project Evaluation Summary, calling upon appropriate

consultants (an estimated two local consultants, two weeks each
 
for each appraisal), and the Technical Assistance Team as
 
necessary. The-periodic reports from the subgrantee will
 
provide useful data for the evaluitions as will the Technical
 
Assistance Team's regular reports. 
 The midterm evaluation is
 
intended to show project progress and expose problems which are
 
likely to have impact on project activities and purpose,

particularly negative impact. Of special interest will be
 
analysis of the cost effectiveness of alternative delivery
 
systems, including those with and without subsidies and those
 
which utilize income generated by instituti-ns for family
 
planning service delivery operating costs. The evaluation
 
should provide recommendations for necessary midcourse project
 
adjustments.
 

At least six months before the 19.87 external
 
evaluation, the Technical Assistance Team, in cooperation with
 
the NCPD and USAID, will prepare scopes of work for the
 
evaluation, and identify the types of expertise needed on the
 
evaluation team. An estimated four person team, working for
 
one month is anticipated.
 

The prime task of the evaluation will be to determine
 
whether the project 
has achieved its purpose. The status of
 
the project will be assessed against the project baseline
 
survey report and the intended end of project status, as
 
stipulated in the Logical Framework, Annex B. This evaluation
 
will provide recommendations which will help determine any
 
future follow-on activities to this project.
 

B. Operational Research:
 

An illustrative list of potential operations research
 
activities appears below:
 

1. What are the oerceptions that cause management 
to
 
support family planning services?
 

One assumption of the project is that the private
 
sector will perceive that benefits to it from family
 
planning services outweigh its costs. Presumably, if
 
this were true, the likelihood of sustainability after
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external assistance increases. It is important for
 
sustaining and for attracting other private sector
 
involvement, to identify the favorable and unfavorable
 
perceptions of management.
 

2. 	What methods of contraception are preferred?
 

National figures show the pill as the modern
 
contraceptive most frequently in use (Kenya Fertility.
 
Survey.1977-78:132). In some areas, however, IUDS are
 
relatively more common than is the case in the
 
national average. In other areas condoms are
 
apparently second in preference. Variables such as
 
geographical locality, type of private sector
 
organization providing services, average distance from
 
services, and hours of clinic operation may be
 
identified as significant. If so, the findings will
 
be useful for such purposes as future subproject
 
design, estimation of requirements, types of training
 
needed and project targeting.
 

3. 	 How adequate are standard Ministry of Health 
client records for programmatic use? 

The standard Ministry of Health client records forms
 
for enrolling new acceptors and estimating
 
continuation rates appear complex for clinical use.
 
If they are. they could be a deterrent to accurate and
 
complete recording.
 

4. 	 Of the various deliver; systems to be utilized,
 
which systems are cost effective and reQuire the 
least amount of management input?
 

A number of different MCH/FP delivery systems, e.g., 
commodity based distribution, clinic-based services 
and mobile units, have been tried as demonstrations in 
Kenya. Subprojects of this activity will also utilize 
varied delivery systems. Cost considerations will be 
important. The project should identify sustainable 
methods of delivery which can be replicated throughout 
Kenya. A comparison of the costs of the subprojects 
for each new family planning acceptor, each zontinuing 
family planning user, each couple-year of protection,
 
and each birth averted is required. The project
 
should demonstrate that there are low-cost models for
 
the delivery of family planning services that can be
 
replicated.
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5. Client Flow Analysis
 

About 200 clinical personnel, mostly nurses and
 
clinical officers, will be trained in maternal and
 
child health/family planning in anticipation that upon

completion of their training, they will be 
able to 
efficiently serve family planning clients. After they
return to their clinics following training, client 
flow analysis might be done during the second year of 
the project in order to determine: 

a. The work-load of the clinic staff, 

b. The number and nature of contacts with
 
clients how much time is given to each
 
client, and the overall length of time the
 
client spends at the clinic. This study
would show how much of nurses or clinician' s 
time (particularly the time of those who are 
trained) is spent providing family planning
 
services and how best the management is
 
using the family planning skills of their
 
trained personnel.
 

c. The routing of family planning clients
 
at the clinic, availability of space, and
 
the privacy available at the clinic. 

The above factors are important because a busy,

crowded clinic, lacking privacy is less likely to attract many

clients even if it is well located to
staffed and close 
 the
 
residential area. Long waiting hours before a client receives 
services also are likely to discourage many from coming for 
services. The client flow analysis is therefore a management
tool used to identify problems areas in clinic operations which 
need improvement to increase clinic attendance. 

6. Contraceptive logistics and management
 

The objective of operations research on the 
contraceptive logistics and management system is to
 
determine how the system is working; and, 
if it is not
 
working effeciently, to identify problem areas and
 
take corrective action. 

a. Contraceotive audit 

There should be routine checks to trace the
 
flow of supplies fram orders placed by the
 
project service selivery points to the end 
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user, the acceptor. This will help to determine if 
goods are arriving at service delivery points in 
sufficient quantities and if the balance of stock on 
hand at service delivery points reflects contraceptive 
shipments, less contraceptives provided to acceptors. 
Problems related to shipping losses or theft, 
deployment to other facilities or lending/borrowing 
among service delivery points can be identified. This 
would be especially pertinent for methods in demand 
and in short supply (or commanding high commercial 
prices). 

b. Inspection of subproject inventory
 
records, ordering procedures and storage
 
practices
 

Project-related inventory records, ordering
 
procedures, and storage practices should be
 
reviewed approximately once every 8-9 months
 
and, in the initial grant year, within three
 
months of implementation. The records of
 
each project site should yield concise
 
information on supplies ordered and
 
received. Inventory records and ordering
 
procedures s'hould show methods and amounts
 
ordered, auantities delivered, date of
 
receipt, condition, method of transport,
 
cost, etc/ Inventory record also should
 
show monthly and quarterly release of 
stocks, by method from the storeroom.
 

Storage practices could be checked to ensure
 
a first-in-first-out draw down system and
 
clean, vermin-free facilities.
 

C. SURVEY SUB PROJECT CONTRACEPTIVE MANAGE4ENT SYSTEM: 

1. The Technical Assistance Team could develop a
 
system with concise forms which would allow a spot check, by
 
method of all goods on hand, monthly dispensing patterns, and
 
adequacy of stock levels in past months. A minimum-maximum
 
system could be e,,tahlished for each site, after
 
method-specific stock needs are identified these should be
 
maintained at a level of, for example, three months minimum and
 
four months maximum need.
 

2. Review of records on the number of acceptors, 
method, and quantity provided to each person would yield
 
information on the validity of projected needs. This data
 
could be matched with information on quantities supplied to a
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site to ascertain if requests for stocks are realistic and 
adequate to maintain the 3-4 months' supply. Such a review 
would indicate if projections of the needs are matching the
 
demand for each method. 

3. Part of the management system should include an 
automatic means for triggering requests for procurement to SIDA 
to avoid shortages of stocks. A lead time of at least 8-9
 
months is suggested for project planning and management
 
purpose s.
 

4. The Ministry of Health will need information on
 
annual project needs at least one month prior to placement of
 
its yearly order to SIDA, and contraceptives usually are
 
expected to ariive within three to four months. Another month
 
is required for delivery. Thus, analysis of past contraceptive 
use by site, and aggregation to an annual total, should begin 
three months prior to the date 11inistry of Health expects to 
place its order with SIDA. 

VI. Proiect Analysis 

The set of analyses below presents a summary of the 
significant technical, economic, social and administrative 
aspects o. the project. Details are available in the project 
annexes. During project development, a number of drafts of the 
Project identification Document (PID), feasibility studies, and 
sections of the Project Papez were submitted for review by 
USAID/Kenya staff, Government of Kenya personnel, and 
USAID A-ashington reviewers. The analyses take into account the 
issues raised throughout this process and reflect the 
conclusions that underlay the project design. 

A. Technical Analysis:
 

The project comprises a significant number (30-35) of
 
discrete subprojects which in the aggregate will take place at
 
40-50 separate health facilities in the private sector. Each
 
subproject involves relatively minor commodity inputs, but each
 
requires considerable investment of technical and management
 
assistance in subproject design, record keeping and
 
evaluation. No new clinical or managerial technologies are
 
being developed, (with the exception of developing and testing
 
various methodologies for training clinical officers and 
nurses), but the noncept of direct donor assistance to 
for-profit organizations in family planning service delivery is 
new in Kenya. This analysis will examine the technical 
feasibility of assisting the private sector to provide family
 
planning services through demonstration subprojects which are
 
labor intensive, yet involve minor resource transfers. It will
 
first presen; three illustrative subprojects, one in which
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family planning activities will be introduced for the first
 
time (Kenya Cashewnuts Ltd.), one in which family planning

activities will be improved (Kenya Canners), and one in which 
a
 
church-related association will identify and support 
a number
 
of different activities in church parishes across the country

(Protestant Church Medical Association). The analysis will 
then look at the various technical inputs in relationship to 
feasibility.
 

1. Illustrative Subprojects
 

a. Kenya Cashewnuts Limited 

The Kenya Cashewnuts Limited is located just off
 
highway B.8 about 5 kilometers north of Kilifi, 
Coastal Province. The plant employs nearly 2000 
personnel in its processing plant and plantation. It 
provides curative health services in its small 
dispensary. The company plans to double 
the physical

size of the dispensary soon. The present facility is 
staffed by one clinical officer, two enrolled nurses, 
and five ungraded staff. Company health staff live
 
mainly in the the surrounding area, as only senior
 
staff are housed at the headquarters. 

The health care staff are interested in providing
 
family planning services, but lack the resources and
 
training to so. nearest of
do The source family
 
planning is five kilometers away at Kilifi. The
 
source is considerably further away for those who live 
in the outlying areas. Over half of the employees are 
women. 

Presuming a five percent new contraceptive acceptance 
rate during the two year subproject, it should be 
possible to recruit and serve one hundred new 
acceptors among the 2000 employees. 

The company will provide 80 square feet of space 
designated for family planning in a new addition 
to be
 
added to the present dispensary. It will make a
 
vehicle available as needed for family planning. The
 
company will be credited with depreciation for such
 
vehicles as well as for depreciation on healthACH
 
equipment. Contraceptives will be provided by the
 
Ministry of Health. 

The Recipient will provide:
 

up to two person weeks of technical
 
assistance in such areas as records keeping 
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and information management, contraceptive ­
logistics, planning, clinic management, 
evaluation etc. 

training funds for up to three months of
 
motivational and clinical training for each
 
of two enrolled nurses, as well as up to 
three months of such training for the
 
clinical officer.
 

funds for supplies, office equipment, hand
 
calculators and contraceptive-related
 
equipment including an examining couch, IUD 
insertion kits, baby scales, etc.
 

a fixed - rate reimbursemen- of Ksh three 
per kilometer for family-planning-related 
travel. 

The actual budget (found in Annex J) will be part of
 
the Grant Agreement to be negotiated between the Recipient and
 
Kenya Cashewnuts Ltd. The Agreement is conditional on approval
 
by the Private Sector Family Planning Technical Advisory
 
Committee, in consultation with JSAiD.
 

b. Kenya Canners Limited 

The Kenya Canners Limited (Del :Aonte) is the largest
 
American-financed employer in Kenya, with a staff of
 
about 6000. lts headquarters and main plantation are
 
at Thika, about 55 kilometers north of Nairobi.
 
Curative medical services are provided at a factory
 
dispensary by a clinical officer, who receives 
supervision one hour daily by a part time contract
 
physician. Fcur other dispensaries spaced along a 30 
kilometer road extending from the headquarters are 
staffed by an aggregate of six enrolled nurses and 
four ungraded nurses. These four dispensaries are 
under the medizal supervision of a second physician, 
(under contrarc) a pediatrician with oublic health
 
training and a long and active interest in family
 
planning including surgical contraception. Her
 
practice is a general one. Her office, about 10 
kilometers away, is adjacent to a privately run family 
planning service delivery point. Kenya Canner workers 
now seeking family planning services must take off 
work, pay Kshs 30 for round trip fare to Thika, and 
visit either the Ministry of Health hospital (long 
queues) or relatively expensive private facilities.
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The company at one time provided family planning
 
services under the auspices of a social worker. After
 
her departure, however, the replacement apparently did
 
not share her interest, and the services
 
'disappeared.' Management is keen to introduce family
 
planning in order to reduce time away from work on
 
(pregnancy) maternity leave. The supervising
 
physician, who will be the general medical supervisor, 
is fully supportive.
 

Of the 6000 employees, 4000 (half women) work on the 
plantation, and 2000 (1420 women) at the plant. 
Assuming a five percent increase in acceptance of 
family planning services among these 6000 employees, 
approximately 300 new acceptors should- be added during 
the two year sub-project. 

Kenya Canners will provide the following under the
 
proposed activity:
 

- medical supervision by the medical 
consultant throughout the life of tui 

subproject and the additional services of 
four enrolled nurses, who will spend 
one-fourth time on family planning. 

- transportation to clinics (150 km/week). 

- a total of 100 square feet designated for 
family planning service delivery.
 

- general MCH equipment and vehicles. 

The Ministry of Health will provide contraceptives.
 

The Recipient will provide:
 

- a record keeping officer to help develop an 
efficient method of record keeping. After 
the subproject ends, this function may no 
longer be needed. Alternatively, Kenya 
Canners may extend his/her employment. 

- up to three person months of technical 
assistance in such areas as medical and
 
contraceptive logistics, clinic management,
 
supervisory techniques, baseline data
 
gathering, information management,
 
evaluation, planning, etc.
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family planning motivation and clinical
 
training for up to three months each for
 
each of the six existing enrolled nurses, 
and for four additional enrolled nurses if"
 
hired (as planned) by the company. Such
 
training will assure that there will be a
 
motivated and trained person at all times at 
each of the five facilities. Additionally,
 
two months of similar training will be
 
provided by the clinical officer.
 

funds for office equipment and furniture 
(including file cabinets), flip charts, and
 
contraceptive related supplies and
 
equipment, including IUD insertion kits,
 
rubber gloves, examining couches, pelvic
 
models, pregnancy testing kits, etc.
 
Additionally, should the supervising
 
physician obtain refresher training as 
planned, a minilaparascope kit will be
 
provided for her clinic use.
 

C. Protestant Church Medical Association 

The PCIA, an affiliation of most of the Protestant 
medical providers in Kenya, currently comprises 15 
hospitals and 51 clinics/dispensaries under separate 
management. The PCMiA managerially has been very weak 
(Contribution by and Futu-e Potential of the PC1A in
 
the Delivery of Health Services in KenZa,
 
Dr. Gordon W. Brown, CORAT, 8 December, 1982) a
 
situation which should change markedly in June, 1983
 
when Dr. Geoffrey Irvine (now Director of Chogoria
 
Hospital) becomes full time medical Director of 
an
 
expandad PC[A management structure made possible by
 
funds from the mulcidonor integrated Rural Health a-d
 
Family Planning Programme. In addition to improviug
 
managemeint capability, the iRHiFP will upgrade 18 PCIA 
ser',ice delivery poin:s. 'any others of the PCMIA 
dispensaries have indicated willingness to provide
 
family planning services but lack the trained staff, 
supplies and equipment to do so. This subgrant will
 
enable PCIA to introduce or augment family planning
 
services in ten of the facilities not being assisted
 
by the multidonor Program. it is the intent of this
 

-activity to provide PCIA with staff, funds, supplies, 
transport equipment, and technical assistance to
 
enable these ten as yet unidentified sites to become
 
service delivery points efficiently providing modern
 
family planning services.
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After USAID selects the Recipient of the Cooperative
 
Agreement, in consultation with the Kenyan Government,
 
the Recipient will negotiate a subgrant with the
 
PC4A. The PCIA, in turn will select the ten service
 
points with its constituent members, in collaboration
 
with the Recipient Technical Assistance Team. The
 
requirements for the facilities of the constituent
 
members vary as will contributions of each entity
 
selected.
 

Most participants will contribute the .following:
 

- space designated for family planning services 
- staff for training, and provision of services 
- MCH related health equipment, i.e. 

- sphygmomanometers 
- laboratory services
 
- stethoscopes
 

- baby scales
 
- participation in baseline surveys and 

records keeping. 

The PCMA will provide:
 

- office space for two staff 
- duplicating machine (depreciation) 
- back-up administrative support 
- motor vehicles (depreciation) 

The Ministry of Health will provide contraceptives.
 

The Recipient will provide:
 

1. To PCHIA
 

- a Project Director and secretary for the 
grant period. It is anticipated that at the 
end of the Project, the ten sites will be 
self-sufficient. The need.for these 
personnel will cease unless PCIA continues 
funding the positions to establish 
additional service delivery points. 

- up to four man months of technical
 
assistance in such areas as medical and
 
contraceptive supply management, information
 
management, supervisory techniques, planning
 

of community outreach, etc.
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family planning motivation and clinical
 
training for two persons from each facility
 
for two months each (40 person months).

Additionally, funds will be provided for 
three - 3-day conferences to be held in 
Nairobi or elsewhere for clinical and/or
managerial short courses and information 
exchange among the subproject personnel and
 
other interested parties. 

funds for office supplies, postage,

telephone, office equipment, desks, chairs,
 
wastepaper baskets, file cabinets, an 
electric typewriter, flip charts, and desk
 
calculators.
 

a fixed rated mileage reimbursement at the
 
rate of Ksh 3/- per kilometer, and a per
diem of Ksh 300/- per day to permit the 
project director to visit each site at least
 
once monthly for administrative, supervisory
 
and data coordination purposes. 

2. To each of 10 sub units 

Prior to implementation, the ten subproject 
sites will be identified and a needs 
assessment made by PC.IA of selected 
facilities not being assisted by the IRH/rP
 
Program. A Grant Award will be prepared by

the Technical Assistance Team, and approval 
sought from tJSAID. The following supplies 
and equipment list is illustrative only. 

- Hand held calculators with batteries,
(2 per unit) 

- IUD inserting kit (2 per unit) 

- pelvic models (1 per unit) 

- examining table (1 per unit) 

- desk (1 per unit) 

- chairs (3 per unit) 

- file cabinet (1 per unit) 
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- sterilizer (1 per unit) 

- rubber gloves (1500 per unit) 

3. To Hospitals
 

- In the event one or more hospitals are 
selected as service delivery points, needs 
likely will be more extensive, and in 
addition to items similar to above, may 
include additional surgical equipment, 
minilaparoscope .its, etc. 

2. Feasibility of Assisting the Private Sector 
Provide Farni1. Plannina Services: 

The need for expaaI;.Qn of service points for 
delivering family planning services beyond 'finistry of Health 
facilities has been we!' e -,?blished, most recently in the 
multidonor World Bank' s Stafi ADraisal -f an integrated Rural 
Health and Fail.' Pln.ig_ Program. Indeed, assistance has 
already been provided co th,.2se organizations by, among others, 
the Family Planning Association of Kenya, women's 
organizations, health facilities of non-governmental 
organizations (mostiv church-vrellt,,d)• and interL>ediaries 
zun.,:d ID such as Family Planning internationalAiD/;ashington 
Assiscance (FPIA), Pathfinder, And the Center for Development 
and Populanion Assistance (CEDPA). What ha- not been tested by 
USAID is whecher priva'e-for-profit organizations which provide 
general curative services to their employees and/or their 
dependents u-.uLj be willing, with minimal assistance, to add on 
family planning to their service package. 

After gaining from the Government of Kenya general
 
approval of the concept of increasing private sector capacity 
to provide family planning services, the USAID Mission explored
 
feasibility through a study, Opportunities for Private Sector
 
Family Flariing Information and Service Activities in Kenya 
(Lyle Saunders, American Public Health Association, June 15 -
July 20, 1982.) During zhat brief consultancy , approximately 
50 private organizations known to have expressed an interest in 
some aspect of family ?lannng were identified. USAID/Kenya
 
proceeded to PID developnent. During development of the PID, 
the receptivity of women' s organizations and church-related 
health organizations was confirmed, as expected. Initial 
enthusiasm by the for-profit organizations was sufficient that 
the emphasis of the proposed project approved in the PID 
(February, 1983) was directed to the for-profit portion of the 
private sector. 

http:expaaI;.Qn
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The Project Paper design team co.nfirmed that most 
for-profit firms contacted agreed readily to participate in
 
short-term (usually two years) demonstrations and agreed as
 
well to make in-kind contributions, with relatively little
 
project infusion of physical resources. The firms recognized 
the requirements for significant assistance in training,
 
project management, and evaluation, but agreed in principle to
 
take responsibility for maintaining services after the
 
demonstration period. They did this with the knowledge that it
 
is very difficult in Kenya to eliminate a health benefit (in
 
this case family planning services) from company-provided 
health services once they are established. 

Accordingly, the conclusion of this analysis is that
 

the for-profit organizations are willing to participate and
 
contribute to a demonstration activity that has recognized and
 
accepted continuation costs even before the expected results of
 
the demonstrations are realized. The project design includes
 
pro-vision ror confirming both sustainability for
 

project-assisted demonstrations and for spread-effect to 
non-assisted private organizations which may add family 
planning to existing services. 

Tehcnica! inputs in Relati-onshio to Proiect FesibiLittv: 

1. Technical Assistance: 

The resident Technical Assistance Team will provide 
competence in management, evaluation, administration and 
procurement, which are the predominant skills needed in a 
demonstration activity of the type proposed. There is no 
dearth of available clinical skills in Kenya, thus no 
overriding requirement that such competence be provided through 
technical assistance. :ioreover, identified needs for 
additional short-term consultans (management information
 
system, contraceptive logiszizs, and operational research) will 
address specific at-risk poin:s in project implementation, and 
thus will contribute to project feasibility. 

2. Training: 

The training needs identified (clinical, motivational 

and managerial), ave appropriate. The A[inistry of Health will 
ensure that unless the providers are -rained .o the point of 
Government certification, the demonstration activities will not 

be conducted. The proposed trainiag program affords the 
opportunizy to develop training methodologies which not only
 
will benefit this project, but which may have long term 

implications to :inistry trai:.ing programs. The anticipated 
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educational methodologies (competency-based training based on
 
needs assessment and modular curriculum development) are not
 
new, but have not yet been utilized in Kenya for training this 
category of personnel. 

3. Operational Research: 

The recognition that needs will exist for operational 
research has been addressed during project design and discussed 
in Section V. B. This research will afford a mechanism for 
examining issues which might impact upon achieving the project 
purpose, and which cannot be fully delineated during design.
Examples of possible research activities are included in the 
design, however, the implementors of the project, with approval
of the Private Sector Family Planning Technical Advisory 
Committee, will be responsible for identifying appropriate 
research areas. 

4. Commodities:
 

The provision of commodities, while important, is not 
absolutely critical for project success, except in the case of 
contraceptives, particularly orals. The contraceptives to be 
utilized in the project are neither procured by USAID nor will 
they he under any direct control by the Technical Assistance 
Team. The comodities will be provided by another donor (SIDA) 
to the Ministry of Health, and will be supplied to the 
subprojects through the 'inistry's medical logistical supply
 
system. The system, like all such systems, has had
 
deficiencies. To the extent possible, project design has
 
established mechanisms to help provide continued contraceptive 
supply in the event of temporary system disruption. Because
 
the contraceptive supply management system is outside the
 
control of both USAID and the Technical Assistance Team,
 
however, there would be a real risk to achieving the project 
objectives if any Ministry of Health supply system defiriences,
 
which might arise during implementation, were not resolved in
 
relatively short order.
 

The obvious alternative of USAID supply of
 
contraceptives, bringing with it within project control,
 
suggested itsel.f very early on, but was rejected due to
 
strongly expressed Ministry of Health concerns. The Ministry
 
is concerned about program disruptions which would likely occur
 
with introduction of a new contraceptive logistics system
 
utilizing unfamiliar contraceptives. USAID honours this
 
sensitivity.
 

5. Summary: 

This analysis con-cludes that the fundamental project
 
hypothesis, namely that it is possible, through bilateral
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assistance, to assist the private sector "demonstrate and
 
increase the institutional capacity to carry out sustainable
 
programs for the delivery of family planning and related 
maternal and child health services", is technically sound. 
Technical components of the project, including training, are 
well designed and should contribute positively to project 
success. To the extent possible, the project design has fully 
taken into account the technical resources needed. Some
 
concern (and associated risk) attaches to continued project
 
access to contraceptive supply, but the facts 
chat the
 
Government of Kenya has a on
clear policy family planning, has
 
no legislation harmful to private provision of
sector family

planning services, has a 
policy of regular and free provision
of contraceptives to certified private-sector organizations 
(including for-profir organizations), and has encouraged USAID 
to develop this project, makes the risk an acceptable one. 

A. Economic AnalIV.sis: 

1. Theoretical Overview: 

Performing a 3enefi Cost Analysis of population
projects constitutes a complex economic task which to date has 
yielded inadequate results. The standard Benefit Cost Analysis
(3rCA) approach, deve'Loped by S. Enke in the early 1960's,
considers as benefits the present value of "he private and
 
public cos.ts o- rais n a chi.J.d. The major benefit is the
 
reduced level of expe-d.:Lure , both public an.d privata, for
 
consumptLion relat:ed t, raising the child into 
 a productive
entiy. Costs include the provision of family planning 
services and the opportunity cost of the child's foregone, 
life-time productive output. 

The standard 3CA approach has been criticized, even by 
its supporters, for the uniformity with which it predicts high

positive benefit -.ost ratios, since the benefits in terms of 
the costs of raisi:g a cnild ac:rue in the -arly years of the 
project, while costs terms of earningsthe in foregone occur 
only after fifteen or more years, and are greacl.' reduced by
the process of discounting. T Ihus, the standard 3enefit Cost 
Analysis technique concludes uniformily that no births ae 
better than births. The tautological nature af this approach,
combined with its implausible conclusions for societiesall and 
families, requires thI at fundamental aspec .s of the approach be 
reconsidered. The reader is referred to Annex D, Part I, for a 
discussion of the shortcomings of the s-aridard 3enefit Cost
 
Analysis technique, and the modification: which have been 
adopted for the present analysis. 
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Owing to the inherent bias of the standard Benefit
 
Cost Analysis approach, the analysis presented below also
 
considers cost effectiveness analysis. Cost Effectiveness
 
Analysis does not attempt to quantify benefits; instead, Cost
 
Effective Analysis assumes the appropriateness of an ultimate
 
goal within a predetermined budget. The question then becomes
 
"Which use of funds will provide the most progress toward the
 
goal over a given time frame?" Cost Effective Analysis
 
compares costs in the numerator with non-monetized benefits in
 
the denominator. Clearly, the best ratio is the one which
 
maximizes benefits-by maximizing the aumber of family planning
 
acceptors, births averted, delivery points established, etc.
 

2. Relevant Project Characteristics:
 

The project addresses a specific target population
 
composed of the 20% of the labor force which is employed in the
 
modern sector. Studies have shown that employed women are more
 
receptive to family planning than other women, and that women
 
employed in the formal sector already record lower fertility
 
rates than the average Kenyan woman. (See Annex D, part II.)
 
Wage employment among men may also be related to reduced family
 
size, since clothes, education, health care and other costs of
 
raising a child may be subjected to higher standards as incomes
 
increase. Furthermore, the existence of pension plans for
 
employees in the formal sector eliminates one traditional
 
motivation for large family size, the need for children to
 
assure security in old-age. Thus, it is probable that the
 
project will show an acceptance rate higher than the 5% which
 
represents the present acceptance rate in Kenya. As a result
 
of such selective targeting delivery costs per birth prevented
 
will be lowered, a principle feature of project design.
 

3. Conclusions of the Benefit Cost Analysis:
 

The Benefit Cost Analysis for one birth averted is
 
summarized in Table 1 of Annex D. The assumptions and data on
 
which each item discussed in the table is based are discussed
 
in Part III of that Annex. The analysis has been carried out
 
for 55 years, or the average life expectancy in Kenya in 1980.
 
The table below sets forth the conclusions of the analysis at
 
discount rates of 10% and 15%.
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Table 6: Benefit /Cost Summary of One Birth Averted 
At 10% Discount At 150' Discount 
First Subsequen First Subsequent 

Year Birth Births Birth Births 

20 2.17 3.36 2.12 4.36
 
30 1.34 1.60 1.59 2.37
 
40 1.17 1.34 1.47 2.08
 
50 1.09 1.23 1.43 2.00
 
55 1.06 1.19 1.42 1.98
 

NOTE: The analysis for first births by new acceptors is based on 
the figures set forth in Table 1 of Annex D. Subsequent births 
are defined as births averted after year three, when project 
start-up funds'have been expended. Table 2 in Annex D summarizes
 
the benefits and ccsts of subsequent births averted.
 

M4aking the transition from new family planning 
acceptors to the number of births averted represents a 
difficulc step In carrying out a BCA. There is no precise, 
quantifiable relationship between the number of family planning 
users and the number of births averted. If family planning is 
used to oaintain the present average Kenyan birth interval of 
30 to 33 months (depending on the data set utilized), the
 
project would serve primarily to prevent furtner increases in
 

-
fer:ilit7, rather than to reduce the fertilit rate. The 
projec: could also result in a ti=e oac:ern of delayed births, 
with a 2onger bir; u:erva!. This would ult.imatey result in 
smaller fanily i:ze as women pass the years of child-bearing. 
There also exists a problem of substitution, or or separating 
the impact of faaily planning service delivery from changes in 
fertility that would occur without intervention as 
socio-economic conditions improve. However, in Kenya, improved 
sccio-economic condizions have been accompanied by a desire 
for, and ability to have, larger families. These problems 
render quantitative esima=tes less precise, but do not reverse 
the overall trends and conclusions, 

The average reproductive life of a Kenyan woman is 
estimated at 25 years, since the onset o.f menapause tends to 
occur earl:'. Only 58% of women over the age of 35 are able to 
bear children_ / . Dividing the average reproductive life by 
the average number of live births per woman, it is estimated 
that three years of contraceptive use is equivalent to one 
birth aversion. Given the actual periods of pregnancy and 
amenorrhea, however, it would noc be unreasonable to assume 

Miosley, Henry, L. ',erner and S. Becker, "The Dynamics of Birth 
Spacing and Marital Fertility in Ken:,a" 5,cientlfic Reports, 
1982. 
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that two years of protection is equivalent to one birth
 
averted. Nonetheless, this analysis is based on a more
 
conservative estimate of three years of protection for one
 
birth averted. The following assumptions were adopted to make
 
the transition from the years of contraceptive protection
 
provided by the project to the number of births averted: 

1. Three years of contraceptive protection is equivalent to
 
averting one birth.
 

2. There will be 30,000 family planning acceptors (male or
 
female) by the end of the project. This number will remain
 
constant in subsequent years; as previous acceptors drop out of
 
the program to have children, new acceptors will replace them,
 
since the services supported under the project will continue to
 
function.
 

Under this set of assumptions, the project has an 
acceptable Benefit/Cost ratio over the three year active life
 
of the project (that is, year 2, 3, and 4). This ratio
 
includes the discounted stream of costs and benefits for the
 
average 55-year life time of all births averted during the four
 
year life of the project. Assuming that the program continues
 
to operate for 20 and 20 years after its inception, the 
Benefit/Cust ratio increas s, as show;n in the table below. 

Table 7: Benefi.t/Cost Summary for Overall Project 

10% Discount rate 15% Discount rate 

Four-year LOP 1.23 1.43 
After 10 Years 1.36 1.58 
After 20 Years 1.38 1.74 

Owing to the predictable nature of Benefit Cost Analysis for
 
population projects, various modifications have been posited. Most
 
suffer from the same basic biases which afflict the classical
 
Enke/Zaldan approach. However, one modification, the elimination of
 
discounting, is worthy of mention. Discounting produces an inherent
 
bias against all development programs which are predicated on
 
enhancing future productive capacity, such as education and child
 
health programs. While eliminating discounting runs counter to the
 
basic economic tenet that resources have an inherent opportunity cost 
and should therefore be put to work to generate future wealth, it 
does serve to remove the bias against the future. 

If discounting is eliminated, the analysis contained herein 
would carry a Benefit Cost ratio of 0.19. This low ratio should be 
predictable, as most people earn more over a lifetime than they 
personally consume, especially if they have children. Without 
discounting, a Benefit Cost ratio would be positive only if a person 
consumed more than he produced, e.g., if he/she were on welfara or 
were supported by his family throughout his lifetime. 

7 
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4. Sensitivity Analysis:
 

The role of sensitivity analysis is to test variations
 
in key assumptions to determine the sensitivity of overall
 
conclusions. One standard sensitivity test regards the
 
discount rate. This test has already been met, with
 
alternative discount rates of 10% and 15% utilized throughout
 
the analysis. If the discount rate were to be increased, the
 
B/C ratio would improve further, owing to the relatively
 
greater impact of discounting on the early years of the project
 
which favors benefits in terms of consumption foregone.
 

A second sensitivity test relates to decreases in
 
project benefits. If consumption for an unborn child were
 
increased by 10%, reducing the benefits of a birth foregone,
 
the B/C ratio for one birth averted would decline to 0.98 by
 
year 50, with a discount rate of 10%. Using a discount rate of
 
15%, the B/C ratio for a birth averted would be 1.23 at the end
 
of a 55 year life. If costs for a birth averted were to
 
increase by 10%, the B/C ratios ,ould follow a similar pattern,
 
as shown in Annex D.
 

For the overall project, if benefits were reduced by
 
10 porcent, the B/C ratio using a 10% discount rate would fall
 
to 1.24. If costs were increased by 10%', then the B/C ratio
 
would fall to 1.25. if both ccsts and beaefits were to zhan;
 
by 1%, the 3 /C ratio would be !.12. Since a 10'" discount rate
 
yields lower results than a 15% rate for population projects,
 
this ratio is acceptable from an economic perspective.
 

5. Cost Effectiveness Analysis:
 

Cost effectiveness analysis is predicated on two basic
 
criteria: 1) the selection of the most cost effective approach
 
to achieve a given objective within a defined time period, and
 
2) the nax-ciizinag of the benefits and beneficiaries to which
 
project supported services are extended. 

The project focuses on private sector delivery of
 
family plannin- services to wage earners and their families,
 
who are considered co constitute the most receptive target
 
group in Kenva. Alternative delivery systems include public
 
health services and voluntary, non-governmental organizations

(NGO) such as church groups. Eperience with public service 
delivery shows that approach to be inefficient in reaching 
large portions of the population owing to waiting and travel 
time, and supply! problems :;ith contraceptives. Furthermore, 
public services create an oper-ting cost burden which the
 
Government of Kenya cannot presently afford. NGO's, while more
 
efficient, also must be subsidized by charitable contributions
 
and may involve a distance factor which has been shown to 
reduce acceptance.
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Since NGO's are private and do not require public 
funds, they are included in the proposed project. However, the
 
primary focus of the project is the private for profit sector. 
Health service delivery in this sector is generally efficient,
 
with minimal waiting time and/or travel time for employees, 
since services are on the work premises, or transport is 
provided by the company. Furthermore, no subsidies are
 
required, since companies recognize that efficient health 
services increase productivity, in part by reducing time away 
from the job. Thus, the project has selected the most cost
 
effective and time efficient method to achieve project 
objectives of reaching 30,000 new family planning acceptors 
over a four year implementation period. 

With regard to maximizing benefits, it is self-evident 
that cost effectiveness improves as fixed project costs are. 
spread among more beneficiaries. In this context, it should be 
reiterated that utilizing the average Kenyan acceptance rate of 
five percent, which prevails in an environment of poor service 
delivery, large distance factors and lower income women, 
represents an extremely conservative estimate of acceptors for 
a target population, especially if their inherent acceptance is 
reinforced with efficient service delivery and appropriate 
work-related incentives. Thus, the project should be 
considered cost effective with respect to both criteria 
governing cost effectiveness considerations cited above. 

C. Social Analvsis 

This project has been de3igned with reference to a 
number of data sources, including the 7th Chapter of the Kenya 
Social and Institutional Profile entitled "Fertility in Kenya" 
appended as the Social Soundness Analysis Annex E. The Annex 
presents an overview of development processes relevant to 
fertility change in Kenya. it therefore provides the basis for 
the proposed project approach which focuses very specifically 
on certain categories of likely users of family planning 
services, and on the various instituticnal frameworks 
country;w-ide which show promise as service delivery points but 
have yet to be fully exploited. Below is a brief summary of 
the central factors considered in the process *of ensuring the 
social soundness of the effort from the very outset of project 
conceptualization and design. 

1. Socio-cultural context: 

The socio-cultural context supporting the current low 
level of aspirations regarding fertility control is described 
in Annex E. Perhaps the clearest illustration of the current 
situation is seen when the impact of family planning service 
delivery is compared with the practice of prolonged breast­
feeding on fertility patterns in Kenya. Currently only about 
5% of all women use modern contraceptives, and there has not 
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yet been measurable impact on-fertility rates outside of major
metropolitan areas 
attributable to 
family planning practices.

Virtually all 
women in Kenya breastfeed, and the 
mean duration

of breastfeeding is 
16.7 months. Breastfeeding retards onset
of menstruation and ovulation ("postpartum amenorrhea"). The
 mean duration of postpartum amnorrhea (and thereby protection

from pregnancy) is 11.2 months. 
 if the duration of
breastfeeding continues 
to decline in the face 
of modernizing

influences and -comes 
to approximate the 
level of two months
found in Western populations, for example, "fertility in Kenya

would rise by 
25% unless compensated for by contraceptive
 
practice. (CBS 1981:5)1
 

A recent study (1980) of 
women working in three
 
enterprises in Kenya (Kenya 
Canners Ltd., 
Kenya Cashews Ltd and
British American Tobacco) provides preliminary data which

illustrate tie interaction between modernizing influences,

duration of breastfeeding and family planning acceptance. 
 Of

the women surveyed 
who had given birth while a member of
labor force, 56% breastfed their newborn less 

the
 
than seven


months. 
 Current use of family planning among the women (not
including the K[enya 
Canners subsam'ple) was 15%. While the 15%
figure of family planning use is well above 
the national
 
average, it:= resulting impact 
on fertility muist be considered
in relation to decliie
the i; duration of breastfeedinrg among

these 
women. This decline 
in breastfeeding zinficantly

increases the vulnerabilitcy - to
of these woring -cen 

pregnancy. (C. -
Robins Personal Communication 6/83).
 

A recent nationwide study of fertility in rural Kenya

reinforces the view that fertility change in Kenya 
is only at
the very earliest stages of a transition to birth limitation.

The study focuses on the perceptions of rural household heads

which reflect the relatively ineffective family planning

information and education efforts undertaken 
to date. Clear

examples of these discrepancies are found 
in relation to the
expectations fathers hold for provision of 
education for their
children and for sons.
land their 
 Fathers desire, on average,

4.5 sons (the mean number of live births among Kenyan women is
8.1). For sons, fa -hers expected to provide an average 13.0
of 
years or education, (For daughters, 
the average is 12 years of
education). 
 Given comparable expectations in each rural
 

l. Central Bureau of Statistics "'Iodernization, B'irth Spacing

and Marital Fertility in Kenya" 
Social PersoecI-.,es Vol 6 No.
 
5, 1981.
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household, it is clear that at current fertility levels the 
financial resources are inadequate for the full realization of
 
this expectation (Dow and Werner 1983: 89-90). L/. The
 
study team also asked fathers who had land (jointly or
 
individually owned) if they expected to give land to each son. 
"87.2% expected no give land to each son while only 12.8% 
expected to give land to some but not all sons." (Ibid:90).
As the average land holding among respcndents was 5.13 acres, a 
desired son would be inheriting only an acre from his father. 
In the words of the authors: 

At the mbment, while most fathers would like to make a 
generous economic and educational provision for their 
children, they are not willing to confront the fact 
that their own current fertility precludes the full 
accomplishment of these abjectives (Ibid:91). 

An inference to be drawn from recent studies, then is 
that given current conditions supporting high fertility in 
Kenya, maintenance of existing fertility rates may be the most 
likely prospect in the near term despite exestence of the 
national family planning program.
 

2. Beneficiaries: 

Women will be the prime beneficiaries of the project;
 
men will also be encouraged to participate. The number of 
families expected to benefit from subproject activities over 
the life of project is conservatively estimated at 30,000. As 
the scope of the project includes demonstration, an unspecified 
number of additional beneficiaries is anticipated during life 
of project, and to an increasingly extent, beyond end of 
project. As initiatives taken under this project will improve 
or may even stimulate introduction of health care integrated 
with family planning, additional health benefits will accrue to 
families using subproject services.
 

Profit-making institutions will expect to benefit 
through reduced levels of maternity leave and/or sickness as a 
result of effective MC.HI/FP services, as will arganizations 
which effectively utilize resources provided by the project.
 
To the extent that fertility is reduced in the country,
 
benefits will extend indirectly to all those who must compete
 

1l Thomas E Dow & Linda H Werner, "Prospects ifor Fertility 
Decline in Rural Kenya, in Population & Develo!pment Re-iew 9 
No.1 March, 1983. 
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for limited resources. The project focus on for-profit
 
activities will mean that many'beneficiaries will come from
 

segments of the population having wage employment who will be
 

in a position to pay for health services in non-government
 
fee-for-service facilities. A second significant number of
 

beneficiaries will be members of women's groups and other
 

voluntary associations who are involved in income-generating
 
activities.. A third will be those, particularly in rural 

areas, who are involved in and/or utilize church-related health 
services. All 6f these categories represent categories of 

families more fully involved in the modernizing forces which
 

are rapidly transforming Kenya rather than the average rural
 

farm family. As such, they are from the relatively better-off
 

segment of the-population rather than from the "very poor"
 
rural segment. Thus prime beneficiaries of this project are
 

not, nor are they intended to be, the very poor rural
 
population.
 

(3) Particioation 

An essential feature of the project is the requirement
 

that institutions involved in subproject activities provide a
 
of the total resources
considerabla portion, at least 25%, 


necessiry to implement subprojects. The project strategy

selecticn of institutions for subprojects whichprovides for 

show abilit7 and Cor 4i:=ent to rarry on family planning. 

activit:ie- a Zer a)::le:ion o = USA:D support. Thus 

participation under this project wilL not be confined to
 

recipients of servizas, but will also stem from active
 

rescurce commitmant of participting
involvement and 
inst it ut ions 

In the course of preparing the Project Paper, the
 

design team interviewed a large number of potential project
 

participants, as well as Government of Kenya personnel and 

professionals working in family planning intermediary
 

organization' based in Nairobi, The team me!mbers reported a 

very positive response to the project concept and work plan
 

particuiar ' from managers or priva e c nterpri se s whose 

response was o0:en, to whit, Its ajou: time we got started on 

something like this". This positive ton and, importantly, the 
accompany i7-n ,7illingness t.o allocate company resources to 

support Lhe itubproject is evident in the subproject summaries 

appended in Annexes J and . This interest, which is shared by 

staff on the uaional Council on Population and Develo-pment and 

National Family WJelfare Center, bodes well for continuation of 

a high degree of participation during implementation and beyond. 
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4. Socio-Cultural Feasibility: 

The project is based on extensive analysis of locally­
generated data, and years of experience gained incountry. The
 
applied research component included within the project will
 
provide the Technical Assistance Team with a means to improve
 
the selection and design of subprojects. Subprojects will be
 
developed on an individualized basis, thus enabling local
 
variations to be taken fully into account.
 

Overall, however, this family planning project, 
as
 
with others in contemporary Kenya, must be initiated in light
 
of a cautious appraisal of what can be accomplished in the near
 
future given the conditions which support confirmed high
 
fertility in Kenya. A recent paper prepared under the auspices
 
of the Population Studies and Rt.earch Institute (University of 
Nairobi) and the Centrai Bureau of Statistics underscores this 
need for caution, even as it reinzorces the appropriateness of 
the proposed approach of tne project: 

It seems clear that greater use of modern 
contraception can only be' anticipated if (a) the 
supply of children exceeds the demand, (b) desired 
birth intervals are not being achieved by current 
non-contraceptive practices such as breastfeeding, and
 
(c) the perception of family planning methods (in
 
terms of safety, direct and indirect costs, 
availability and reliability) is such as to encourage, 
or at least not inhibit, their use. Unfortunately, 
for most rural women one or more of these conditions 
is not met. The Family Planning Programme can boost 
contraceptive use by initiatives in the following 
directions: increasing the access of potential 
clients to family planning users; building 
communication about family planning around the 
specific conditions which are found to be the most 
acceptable within individual communities; correcting 
errors and misperceptions regarding various methods
 
and raising the levels of information about modern
 
contraception and the programme; identifying and
 
directing special attention to the categories of women
 
who are most likely to want to adopt contraception and
 
avoid another pregnancy; reaching women who are 
reducing their period of breastfeeding with 
information and services to help them achieve longer 
intervals between births. (Dow and Werner. 1982:1)./
 

.°/ Thomas E Dow and Linda H Werner "Perceptions of Famil.y 
Planning Programme held by Rural Kenyan Women, 1981" for the 
Central Bureau of Statistics Government of Kenya, 1982. 



-48-

Nonetheless, until there is a change in the fertility
 
aspirations of rural women and'men, widespread adoption of
 
contraception and its use to lower fertility are unlikely to
 
occur*
 

5. Imract
 

In "summary, to achieve impact in a generally 
unfavorable environment, this project will set in motion a wide 
range of service delivery programs in selected environments. 
These programs will increase access to family planning services 
for current and potential users. They will also increase the 
users' choice of family planning facilities, practitioners, and
 
methods. Prog.eams will be established in institutions which
 
demonstrate the capability and commitment necessary to sustain 
them beyond life of project; research and evaluation of such
 
institutions and programs will identify the factors leading to
 
successful activities and promote replication elsewhere. 
Impact will be especially widespread to the extent that 
dissemination of project success (through word of mouth, 
workshops, conferences, Chamber of Commerce meetings eta-.) can 
set into motion a spread effect uhich will continue beyond the 
life of the project. 

Success o che Project wi:.l be especially dramatic if 
the hypetheses re~ardin; the sui: bility of the u:ajor 
institutiona. frcmet;or's (for-profit enterprises, 
church-reLated heal--h institutions, associations of women' s 
group s) hold crue. Research in Kenya has showed chat a 
particular con-i-uration of forces are reqiired to promote the 
trend in decisions towards smaller family size. These are 
discussed in Annex E, and -he paper "Prospects for Fertility
Decline in Rural Kenya "cited above. ssentially , economic 

factors alone are insufficient to promote change. However 
there are identifiable processes underway! which lead to 

ertiity han.e. These include a trend to-;ards "emotional 
nucleation' (the concentration of the time and emotion on one' s 
spouse and children) which often precedes "economic nucleation" 
(t.he concentrazion of expenditure on oce' s spouse and children) 
which in turn flows from a process of ;esternlzation (i.e. che 
local acceptance of Western ideas regarding family structure) 
which do appear to pronoe fertility change toward smaller 
family size (Dow and Werner 1983:79). 

The instizutijnal frameworks .o be supported under
 
this project all are associa:ed °with such processes. Aore
 
importantl7, they are -widely distributed in urban and rural
 
Kenya and, as such, should easily and efficiently support rapid
 
expansion to meet additional demand for family planning. Annex
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I includes the gazetted list of all health facilities
 
registered by the MHinistry of Health in Kenya. There are some
 
130 firms registered, which prorides considerable scope for 
expansion. In the USAID-funded study of private church-related 
health care in Kenya referred to in Section I.C above, a local
 
firm (CORAT) found the potential and needs in these
 
institutions for introduction of family planning service
 
delivery to be great, particularly for Protestant-supported
 
facilities. A spread effect through this institutional
 
framework looks to be very promising, as is evidenced in Table
 
8, below.
 

Table 8: Health Care Coverage, Kenya 1982
 

Numbers % of National 
Coverage 

Ministry Protestant Kenya 
of Health M1edical Catholic 
(MOH) Association Secretariat 

(PC14A) (KCS) UO l POIA KCS 

Beds 12,458 2,084 4,858 64% 11% 25% 

In-Patient Days 3,425,950 573,100 1,335,950 64% 11% 25% 

Out- Patient
 
Visits 39,400,000 900,000 5,581,000 86% 2% 12%
 

Source: Brown 1982:7 

In another AID activity funded in 1982, an inventory
 
of the women' s groups in Maendeleo ya Wanawake, the National 
Womens Association was made. This inventory gathered data on
 
over 5,000 womens groups. Average group size was over 40 
members; most groups reported at least one development activity 
underway and a strong commitment to development activities. As 
this is only one national set of women's groups, the potential 
for introducing information and services through women's groups 
under this project or other activities, is great. 

In sum there is excellent chance for success under
 
this project despite the prevailing socio-cultural conditions.
 
The contexts on which this project will focus are appropriate 
for the introduction of effective family planning practice.
 
They also promise significant potential for spread effect in
 
the medium and long term.
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D. Administrative Analysis: 

This project differs from most USAID/Kenya bilateral 
activities in that there is no direct counterpart relationship 
established with any line ministry. The project will be
 
administered by USAID through a Mlemorandum of Understanding 
signed by the Office of the Vice President and Ministry of Home 
Affairs, and the Ministry of Health and co-signed by [inistry 
of Finance. In addition to USAID, however, the administrative
 
capabilities of other organizations require mention: the
 
National Council on Populaiion and Development, the National 
Family Welfare Cencer of the Ministry of Health, the Recipient 
of the Cooperative Agreement's Technical Assistance Team, and 
the various private sector organizations with which subprojects
 
will be developed and implemented.
 

1. USAID:
 

The USAID Population Officer will be the USAID project 
officer. He will have as backup two other U.S. and two Kenyan 
professionals in the HNP Division, as well as support from the 
Projects Division. implementation will be through a 
Cooperative Agreement whose Recipient will provide residenta 
Technical Assis:ance Team. Accordingly, USAID will have 
rev iew/approval op:ions at each stage of the project, wil 
revicw and approve any granft or subcont-ac: whizh might be 
designed, !;ill 2. e involved in selec:ion of key ?teaipient staff, 
will collaborate or participate with the Recipient in 
presentation of subproject proposals and progress reports to 
the 0OK, and will monitor activities to permit specified kinds 
of projent direction or redirection. This Cooperative
Agreement arrangement will permit USAID, to participate as it 
deems necessary to ensure project objectives are attained. 

The Recipient, and USAID also through the Private
 
Sector Family ?lanning Technical Advisory Committee, and
 
regular contact with the stafs of the National Council on
 
Population and Development and the National Family Welfare
 
Center has a special responsibility to ensure involvement of
 
the Government o" Kenya. 

2. National Council on Pooulation and Develonment: (NCPD) 

This newly created Council was established to 
coordinate all family planning information and education 
activities and to provide oversight of family planning service
 
delivery. It was created as part of the multidoaor Integrated
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Rural Health and Family Planning program, to which USAID is a 
contributor. It is housed as'a semi-autonomous body in the 
Office of the Vice President and Ministry of Home Affairs, and
 
was constituted essentially as described in a Consultants' 
Report, National Council on Population and Develooment, 
Structure, Function, Ahm'.nis:rative and Finan'-ial Procedures, 
N. Gathinji and P.:i. Ubithi, October, 1982 (available in USAID 
project files). As a new organization, the Council has very

little of an administrative track record. The Chairman, who is 
well known to USAID, is the respected Deputy Vice Chancellor of 
the University of '.airobi. He has expressed considerable 
interest in this project and has provided essential guidance to 
the Project Paper design team. 

The Council and its Chairman, will play a critical. 
role in the establishment and implementation of the oversight 
functions for the project. As soon as the Technical Assistance 
Team has been selected, the Council will appoint the members of 
the a Technical Advisory Committee. This committee will be 
established for the purpose of providing ongoing oversight of 
project activities from technical, policy and coordination 
perspectives. It ;ill convene at least once every three 
months. The Chairman will cdll additional meetings of the 
committee when necessary. Membership of the Committee will 
Include among others, representation from the Council, the 
National Family Welfa- Center, USAID, the Technical Assistance 
Team leader, and private and voluntary organizations involved 
in family planning service delivery. 

The tasks of the Technical Advisory Com:ittee will be 
determined by the Executive Committee of the Council, in
 
consultation with AID, and will include review of project
 
progress, approval of project workplans, in particular,
 
proposed subprojects, research, and dissemination activities. 
AID and the Execucive Committee of the. Council will develop 
guidelines, with the Technical Advisory Committee, when formed, 
to ensure an expeditious review of project plans and progress.

Guidelines will cover responsibilities of the Technical 
Assistance Team for providing documentation of activities to 
committee members prior to meetings, responsibilities of the 
Chairman of the Committee to schedule meetings, set the 
Agenda, and provide followup minutes within an agreed upon time 
frame, and respo:isibilities of Committee members to maintain a 
quorum for decision making. 
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3. The National Family Welfare Center of the Ministry of Health 

The Ministry of Health itself already is 
a member of

hhe NCPD which has the leadership role on the Technical
 
Advisory Committee responsible for oversight of project
activities. A representative of the National Family Welfare
Center will be a member of the Technical Advisory Committee.
 
This presentation will ensure that the Ministry of Health, and

the FWC within the Ministry, will be fully aware of family

planning service activities, and be able keep the
to
Chairperson adequately informed of its involvement in project
implementation. The NFWC will maintain direct collaborative
links with the Technical Assistance Team regarding training and
contraceptive supply of subproject activities. 

It is the .FWC's syllabus for training Enrolled

Community Nurses and Clinical Officers which 
must form the

basis of project training and which will be the basis for

certification of all service providers trained in the projec='s

subprojects. The NFtC, then, must be satisfied that training
provided through the project meets its requirements. 

The Center will be the source of contraceptives forthe project, thus the subprojects will be dependent on the
Ministry of Health for regular supply of contraceptives. The 
Ministry oL Health lcgistics system should not be
administratively taxed by the additional 40-50 service deliver-i
points added to the the existing service delivery points it now 
serves. Adecuate monitoring methods have been considered and
included within the project design to permit the administration 
of this important element. 

The Ministry of Health is the implementing agency o.
the IRH/FP Program. The National Family Welfare Center will
play a pivotal role in this implementation.l/ About 30 NGOdispensaries and health centers will be intoupgraded mazernal 
child health and family planning service delivery points, in a manner similar to that proposed in thi3 Private Sect.r "=mAivPlanning project. The need for close cocrdination batweea the 

1/ (For discussion, see PP 19-23, Kenya Fainly Planning 11
Project Paper, and the World Bank's Staff Appraisal ot an 
Intecrated Rural Health and Family Plannqnq r7ocram) . 
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•IRH/FP 	Program the Private Sector Family Planning Project is
 
a key
apparent. The National Family Welfare Center will play 


role in this coordination. 

4. The Recipient' s Technical Assistance Team:
 

The guidelines for the Technical Assistant Team's
 

Scope of Work (see Annex M) provides for ample administrative
 

skills for two of its three members, the Senior Family Planning
 

Management Specialist and the Administration and Procurement
 

Specialist. Assuming the selected Team meets the criteria
 

described in the proposed scope, the Team should be able to
 

cope well with the administrative tasks required by USAID, and 
.also with the considerable amounts of administrative technical
 

assistance which will be required by the subprojects (see
 

below).
 

5. Various Subproiect Private Sector Organizations:
 

The administrative capabilities of the variety of 

private sector org.aaizations which will conduct subprojects
 

will also vary widely. Some for-profit enterprises with 
well-established health clinics will require relatively little 

additional administrative assistance, others nmay require
will be

extensive peri lic a-sistance. All subprojects 

expected to ccntribute data on their activity to further the 
demonstration aspects of the overall project, and so will have 

some need for administrative assistance in record keeping and 

other monitoriag activities. The project has provided 
these
sufficient technical assistance capability to meet 


exigencies, in the form both of the members of the resident
 

Technical Assistance Team and of programmed short-term
 
consultants, as needed. 

Conclusion: 

This administrative analysis concludes that the
 

administrative capabilities of all agencies and organization3 

are sufficient to meet the administrative requirements of the, 

project, 1ith the probable exception of the private sector 

organizations with which demonstration subprojects will be 

implemented. This contingency has been adequately countered by 

inclusion in the project design of sufficient and appropriate
 

provision of technical assistance. An assumption is made that 

the Private Sector Family Planning Advisory Panel is formulated 

more or less along the lines described in project design. 

E. Environmental Analvsis 

A Categorical Exclusion in accordance with section
 

216.2 was approved by George Thompson, Bureau Environmental
 
Officer on January 28, 1983, and is appended as Annex 0.
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AMEX B 

PRJE ' DESIGN SUMARY
 
LOGICAL FRAMI)RK


Project Title & Number: Private Sector Family Planning Life of Project:

615-0223 
 From FY 83 to FY 86
 

Total U.S. EXinding 4.5 
Date Prepared:_ 11T92 

NAATIVE SU JRYW 	 011]ECTIVELY VERIFIAWTE INDICAIOMPS - EANS OF VERIFICATRIN IMORIMT ASSUMPTIGNS 

Program or Sector Goal: 7he broader easures of Goal Achievement: Assumptions for achieving goal
objective to which this project 
contributes:
 

Reduce the birth rate 	 Reduction in total birth rate Analysis of national Families use family planning to 
Improved health status of women health & population limit family size as well as to 
Improved hLallh status of children data space births 

Project Purpose; 	 Conditions that will indicate Assumptions for achieving purpose: 
purlxse has been achieved; Did of 
projczt status.
 

7b demonstrate and increase the 	 - 30,000 nLer of clients using Records kept at Potential clients use ard
 
instituticnal capacity of private 
 family planning services; service delivery financially supp4ort (w-ihere

sector organizations to carry out 	 - 35 irstituticns operating new or points required) service delivery
sustainable programs for the delivery improved family planning activities; - Inspection programs.
of family planning ard related maternal - Res-ources of participating 
child health services institutions adequate to 

mairtain program; 
- Tihe capacity and ccanietment of 

participating oryanizations to 
maintain or exland the level of 
family planning service delivery upon 
tendination of external assistance; 
and 

- Other private sector organizations 
rot directly assisted by this project 
have added family planing to their 
services. 

fN 



Outputs. 

- Set 	of discrete subproject 
activities 

- Vilily Plainir 1 Service Deliverers 
traintJ 

- Pn iaprovcL trai,,irig metldolory 

- COaLotic4izl reseoarch findings 

- n:u±ns for uvdluLkting arnd 
disLmir"Li g rusulLs 

Inputs: 

1. 	 Grant to project implementor fors 
'h~ch. Asst. (8 person4 years, 
full time; 12 person months, 
parttine) 
Subproject duvelojpent 
Sulizojuct iuiple-nientation 
Cixerations l"search, incountry 
travel 

2. (Ontributioa frcmn iinplementors 

of suliprojects 

3. USAID klarticipation - Travel 

?.agnitude of Outputs; Assuniptions for Achieving Outputs& 

40-50 activities Inspection/Evaluation Institutions have interest in 
commiting resources to service 
programs 

200 enrolled c-i:a,nity nurses, 
midwives, clinical offic,.er6, and 
others Inspect ion/Evaiuation 
I-4thcAloloy will havu LA-ea duveloped 
tested and inpleiiLnt ed Inspecticni nspectin 
4-5 discrete activiLies, c"[pleted 
ai] rejportWd 
Data. collection systua aid at least 
2 natic4ial workz;L|ps 

Imple.ntation TarqeL Assumptions for providing inPutas 
(T'yp and Quantity) 

Cbooierative Grant for 44.5. 
million Inspection Grantee can be identified 

acceptable to USAD and OK 

25% of st4roject 

cost $1.5 million 



ANNEX C
 

DETAILED FINANCIAL ESTIMATES
 

All foreign exchange costs include 7.5 percent

annual inflation and local currency costs include
 
15 percent annual inflation.
 

. Technical Assistance
 

a. 	Technical Assistance Team t(000) KShs.(000)

1. 	2 long term U.S. technicians
 

(8 person years) in Nairobi
 

a. 	 Salary base 47.5 x 2. 424.9
 

b. 	 Payroll overhead 30% of (a).. 127.4
 

c. 	 General and Administration
 
overhead 60% of (a) 254.9
 

d. 	 Defence Base Act Insurance
 
5% of (-a) 21.3
 

e. 	 International travel
 
(2 families each consisting
 
of 2 adults & 2 children)
 

i) 


ii) 


iii) 


iv) 


v) 


vi) 


vii) 


3.5 tickets/family, 57.0
 
2 families x 2RT
 
(includes one home leave)
 

Excess baggage 3.4
 

Per diem, international travel 4.8
 

Mobilization (medical) 2.8
 

Airfreight (700 ibs) 35.1
 

Surface freight to include
 
one car per family 46.7
 

Storage at U.S. residence 14.0
 

f. Educational allowance 101.8 

g. Initial and terminal temporary 
quarters and Kenya per diem for 
families. 

7.6 
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(000) 	KSH.(000)
 

h. Guard services @ sh. 1950/month/family 
 254.4
 

i. Housing and utilities@ sh. 13000/month/

family. 
 1780.0
 

j. Appliances and furnishings 	 22.0
 

k! Kenya travel and vehicle maintenance 	 880.6\
 

1. Kenyan per diem $50/day x 20/month 	 678.4
 

m. Vehicles (3) 
 47.0
 
(One vehicle for a subgrantee)
 

n. Office equipment 
 36.9 92.5
 

o. 	Office rental, 500 sq.ft.
 
@ sh.135/sq.ft./arnum 
 337.1
 

p. 	 Phone, telex, utilities,
 

maintenance @ sh. 4500/month 
 293.5
 

q. Office supplies 
 9.0 17.9
 

r. 	One person from Home Office to Kenya
 
per year 
 21.1
 

s. 	Kenyan professional K.sh. 150,000/

month per year + 10 percent payroll tax 988.7
 

t. 	Secretary sh. 5500/mcnth + 
10 percent payroll tax 329.6
 

u. Messenger/drivers (2) @ sh. 1300 each
 
per month + 10 percent payroll tax 	 155.8
 

V. 	Per diem for Kenya

professional $25/day x 30 days/month 
 534.3
 

w. 	Per diem for driver/
 
messengers 
 534.3
 

X. 	U.S. short term T.A.
 
(7 Derson-mcnth) 
 115.6
 

y. Kenyan 5-7 consultants
 

(5 person-month) 
 492.6
 

Total 	for 4 years 1353.7 7369.7
 

In US 	Do-llars 
 566.9
 
1920.6
 

Say 1920.0
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2. Training (Subcontract)
 

SH.(000)
 
a. 	Personnel (2) @ K.sh. 12,000/month 1438.1
 
b. 	Administrative support 3 person month/year 67.4
 
c. 	Training 25 trainees x 90 days x K.200 +
 

travel costs 4368.6
 
d. 	Materials development 620.0
 
e. 	Overhead at 25% 
 1748.5
 
Subtotal training G742.6
 

US equivalent t672',000
 

Summary: 	 Total from 1. - $!,920,000
 
Total from 2. - t 672,000
 
Grand Total - $2,592,000
 

3. 	Demonstration subDroject costs
 

Table i shows the otal costat 1983 prices (excluding

technical assistance and trainings) for each prototype

subproject. The cost basis for each prototype subproject cost
 
is explained in more detail-in Tables V, V! and VII.
 

Table I (1983 prices)
 
($ 000)
 

PROTOTYPE GRiANTZE SUBGRANTEE MOH TOTAL 
PROJECTS 

1. 	 PCMA 122.8 (60%) 68.7 (34%) 12.8 (6%) 204.3 
2. Kenya 	Canners 24.6 (61%) 13.1 (33%) 2.4 (6%) 40.1
 
3. 	Associat d 

Sugar 12.6 (53%) 9.2 (39%) 1.8 (8%) 23.6 

While it is not possible to anticipate with absolute accuracy

the inputs for the 35 subprojects to be developed over the next
 
four years, it is likely that five will be at the magnitude of
 
the PCMA, fifteen like Kenya Caniners and fifteen like Associated
 
Sugar.
 

Table II shows the total estimated demonstration subproject
 
costs, and as extrapolated from the data in Table I and
 
multiplied by the number of subprojects in each category.
 



C-4
 

Table II
 

(in t Thousands)
 
PROTOTYPE NO OF GRANTEE SUEGRANTEE MOH TOTAL 

SUBPROJECTS 
1. PCMA 5 614.0 343.5 64.0 1021.5
2. Kenya


Canners 
 15 
 369.0 196.5 
 36.0 601*.5
3. Associated
 
Sugar 
 15 
 189.0 
 138.0 
 27.0 354.0
 

Total 
 35 
 1172.0 
 678.0 
 127.0 1977.0
 
(59%) (34%) 
 (7%)
 

For costing purposes, in 1983 prices, the average
subproject costs are: 
 Grantee $33,485, Subgrantee - t19,371 and
MOH ­ S3,628 or a total of $ 56,484. It is estimated that 12
subprojects will start six months after the Agreement is signed
and will run for 
two years.-

estimated at 7.5 

If the rate of inflation is
percent/year for 
foreign exchange costs and MOH
costs, and 15% 
for local currency costs
subprojects will the cost of these 12
attract an averace inflaticn rate of 9.375% for
FX costs and MOH 
costs and 22.5% 
for LC costs The remaining 23
subprojects are expected to begin 18 months after the Agreement
is signed. 
 Therefore, these 23 subprojects will attract an
average inflation rate of 16.875% 
for FX costs and MOE costs and
37.5% for LC costs. Table III 
shows average costs 
for 12 and 23
subprojects.
 

Table III
 

(in $ thousands) 

12 SUBPROJECTS 23 SUBPROJECTS 
 TOTAL
FX LC 
 FX LC 
 FX LC
 
Grantee 
 121.4 356.1 248.7 
 766.2 
 370.1 1122.3
 
Subgrantee 
 284.8 
 612.6 
 897.4
 
MOH 
 47.6 97.5 145.1
 

The costs in Table III are
each year further distributed toof the project life as 
shown in Table IV. 
Also MOH
costs for contraceptives after the demonstration period and
other services (personnel) are 
included.
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Table IV
 

SUMMARY FINANCIAL OR "IN-KIND" CONTRIBUTION 
(in $ thousands) 

1 2 3 4 
 TOTAL
 

Grantee 120.0 490.0 620.0 
 261.4 1491.4

Subgrantee 71.2 295.5 377.5 153.2 
 897.4

MOH(I) '(10.0) (46.0) (68.0) 
 (21.0) (145.1)

MOH(II) 
 (47.1) (199.8) (246.9)

MOH(III) (5.7) (6.2) 
 (8.3) (8.9) (29.1)

Total MOH 15.7 
 52.2 123.4 229.8 421.1
 

Notes: MOH(I) includes cost of'contraceptive during

the demonstration period of subprojects.

MOH(II) includes cost of contraceptive after
 
the demonstration period of subprojects 
- see
 
Table VIII.
 
MOH(III) includes "in-kind" cost of MOH and the
 
Council for Population and Development
 
personnel - see Table VIII.
 

Table V
 

Prototype Subproject Costs (excluding T.A. and
 
Training)
 

Example No.l:
 
Subgrantee: Protestant Church
 
Medical Association (PCMA)
 

(in thousands)
 

GRANTEE SUEGRANTEE MOH TOTAL 
FX LC LC LC FX LC 
$ Sh Sh Sh $ Sh 

a) Personnel 
b) Conferences 
c) Equipment 
d) Travel Support 
e) Facilities 
f) Depreciation 
g) Contraceptives 

31.2 

352.8 
135.5 
199.0 
504.0 

480.0 

84.0 
330.0 

166.4 

31.2 

832.8 
135.5 
199.0 
504.0 
84.0 
330.0 
166.4 

Total 
Equivalent in US S($1.00=Sh.13.0) 

31.2 
31.2 

1191.3 
91.6 

894.0 
68.7 

166.4 
12.8 

31.2 
31.2 

2251.7 
173.1 
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Total Subproject Cost 
- t204,300 
USAID share = $122,800 - 60% 
PCMA share = $ 68,700 - 34% 
MOH share = $ 12,800 - 6% 

Detailed calculations follow:
 

Note:
 
1. Technical Assistance (Grantee) 
 4 person months
2.. Number to be trained = 20 

Calculations of Suboroject Costs- PCMA
 

(in thousands)
 

1. Grantee costs (U.S.A.I.D. share)
 

1. a)- Personnel 
 FX($) LC(Sh)
Project Director 24 months at 10,200/month 244.8
Secretary 24 months at sh.4500/month 
 108.0
 
352.8
 

b) 	 3 conferences x 20 people x 3 days

Travel - Ksh 400x2x3x20 
 48.0
Pez diem - Ksh 375x3x20x3 

Other expenses 67.5
 

20.0
 
135.5
 

c) Equipment - (See Standard lizr, Annex H)
 

-
 for 10 facilities (clinical) ­ 22.0 	 199.0
 - microcomputer 
 9.2
 

31.2 199.0
 
d) Travel support
 

To PCMA 15d/mo x 200km x shs.3.0/km x 24 month 
 216.0

To 10 clinics: 
10d/mo x 40km/day x KShs.3.0 x 24
mo x 10 


288.0
 

5304.0 
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2. Subgrantee costs (PCMA share)
 

a) Personnel-PCMA director, 1/20 time x sh3000,OOOx2yr 
30.0

-service point directors, 1/10 x sh225,OOOx2yr 450.0
 

480.0
 

e) Facilities
 

PCMA:80 sq. ft x shs 150/sq ft x 2 yr. 
 24.0

10 units 
- 40 	sq ft x Ksh 75 x 2 yr x 10 60.0
 

84.0
 

f) Depreciation

(i) 	Vehicles - Acquisition cost sh.150,000,
 

5 year life.
 
Depreciation/yr = sh.30,000.
 
1/3 of total to project use = Ksh 10,000

PCMA 	- 1 vehicle; 10 service points 
- one
vehicle each = ll-x Ksh 10,000 x 2 
 220.0
 

(ii) Office equipment and MCH equipment

Estimated acquisition shs. 75,000
 
5 yr life. Depreciation/year = sh.15,000
 
1/2 of total to project = Ks 5,000/year

PCMA 	and 10 clinics = 11 x 5000 x 2 116.0
 

330.0
 

3. 	 Ministry of Health costs
 

g) Contraceptives
 

From MOH Ksh.104/acceptor x 1600 x one year
 
average use 
 166.4
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Table VI
 

Prototype Subproject C6sts (excluding T.A., and Training)
 
Example No.2.
 
Subgrantee: Kenya Canners
 

(in thousands)
 

GRANTEE SUBGRANTEE MOH TOTAL
 

FX LC LC 	 FX
LC LC
 
Sh Sh Sb Sh
 

2. 	Kenya Canners 

a) 	Personnel 
 96.0 126.0 
 222.0
 
b) 	Supplies Equipment 9.0 59.7 
 9.0 59.7
c) Tra-iel Support 46.8 
d) Fac :I.lities 

46.8 
15.0 	 15.0

e) 	Dep-:eciation 
 30.0

f) 	 Contraceptives -

30.0 
31.2 31.2
 

Total 	 9.0 202.5 
 171.0 31.2 9.0 404.7
 
Expressed in US 9.0 	 13.1 
 2.4
-(tl°0-sh.13.0) 15.6 	 9.0 31.1 

Total subproject cost = t40,100
 
USAID share = t24,600 - 61%
 
Kenya Canners share = S!3,100 - 33%
 
MOH 	share = $ 2,400 - 6% 

Note:
 
1. 	Technical Assistance (Grantee) - 3 person months. 
2. 	Number to be trained - 11
 

Calculation of subprojects - Kenya Canners
 
(in thousands)
 

1. 	Grantee Costs (U.S. A.I.D. Share): 
 FX LC 
Sh
 

a) 	Personnel
 
Records Officer at Ksh.4000 x 24 months 
 96.C
 

b) 	Supplies, equipment

1) 3 sets per standard list, Annex H 
 6.6 59.7
 
2) 	1 minilaparoscope 
 .4
 
3) 	 1000 programming testing


kit @ t 2.00 = $ 2,000 
 2.0
 
900
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c) 	Travel support
 
150 km/wk x 104 wk x sh 3.0/km 46.8
 

2. 	Subgrantee Costs (Kenya Canners)
 

a) 	6 ECNxl/4 time: 1.5 ECN x sh.3,500 x ;2 126.0
 

b) 	Facilities
 
100 sq ft x 75 Ksh/ft2 x 2 yr 15.0
 

c) 	Depreciation
 
Sh.
 

Vehicle acquisition - 150,000 
MCH and Office equipment 75,000U 

225,000
 

5 year expected life, Depreciation/year 	 45,000
 

1/3 project use x 2 yr 	 30.0
 

3. MOH Costs
 

a) Contraceptive - 300 users x 104 Ksh/user 	 31.2
 

Table VII
 

Prototype Subproject Costs (excluding T.A. and Training)
 
Example No. 3
 
Subgrantee: Associated Sugar
 

(in 	thousands 000)
 

GRANTEE SUBGRANTEE MOH TOTAL
 
FX LC LC LC FX LC
 

Sh Sh Sh S Sh
 

a) Personnel 84.0 45.0 129.0
 
b) Supplies, Equip 2.2 19.9 2.2 19.9
 
c) Travel support 31.2 31.2
 
d) Facilities 45.0 45.0
 
e) Depreciation 30.0 30.0
 
f) Contraceptives 23.4 23.4
 

Total 2.2 135.1 120.0 23.4 2.2 278.5
 
Equivalent in US 2.2 10.,4 9.2 1.8 2.2 21.4
 
(KSh 13.0 = US $ 1.0)
 

Total subproject cost =$23,600
 
US portion = $12,600 = 53%
 
Subgrantee = $ 9,200 = 39%
 
MOH = $ 1,800 = 8%
 

Note: 1. Technical Assistance (Grantee) - 1 person-montl
 
2. 	Number to be trained = 1
 

22 
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Calculations of Subproject Costs 
- Associated Sugar Co. Ltd 
(in. thousands) 

1. 	Grantee Costs (U.S.A.I.D. Share)
 

FX LC 

a) Personnel
 
Enrolled Community Nurses for 2 yr


.at Ksh. 3500 per month. 
 84.0
 

b) 	 Supplies, equipment ­ standard list,

Annex 	H 
 2.2 19.9 

C) 	 Travel support - 100 km/wk x Ksh 30/km
 
x 104 weeks 
 31.2
 

2. Subgrantee Costs (Associated Sugar)
 

a) 	 Medical Director 1/10 time x 2 yrs:
 
- 1/10 x 225,000 Ksh x 2 
 45.0
 

b) 	 Facilities
 
300 ft2 x Ksh 75/ft 2 x 2 yr 
 45.0
 

c) 	 Depreciation
 
Vehicle Acquisition = Ksh.150,000;

MCH and office equipment = Ksh. 75,000;

estimated life = 5 years

Depreciation per year 
 = KSh. 45,000
 
1/3 project use x 2 years.
 

30.0 
3. MOH costs
 

d) 	 Contraceptives - 225 acceptors @ 104 Ksh 
 23.4
 

4. 	Government of Kenya Contribution not Directly Attributed
 
to Specific Subr-ojects
 

a. 	 Contraceptives

After suboro-ects are completed, users will continue
 
using contraceptives throughout project life. 
 12 of

35 subprojects will be completed by year 2 1/2, and
 
perhaps another 23 by the end of year 3 1/2. 
 Thus
 
12/35 	or 
34 percent of the 30,000 potential acceptors

might continue using contraceptives an additional 1.5
 
years, and an additional 66. percent will have 6 months
 
use.
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1983 cost = Sh.104 (allow inflation at 7.5 percent per
 
year


Year 3 costs = Sh.104xl.075xl.075xO.34x30,OOOxO.5
 
= 612,943


Year 4 costs = Sh.104xl.075xl.075xl.075x(o.34x3o,000
 
+ 0.66x 30,OOOxO.5) = 2,596,897
 

b. 	Personnel
 

1. 	Director, Council for Population and Development
 

2. 	Director, National Welfare Training Center
 

(includes panel meetings, other consultations)

5 percent x Ksh 260,000/yr x 2x4 yrs =Ksh 104,000
 

3. 	National Family Welfare Center Trainers
 
4x5 percent

4xKsh.60,600x4 yr x 4.10 
 96.960
 

4. 	District health personnel
 

4x 5 percent
 

4 x Ksh 60,600 x 4yr x .10 .96.960
 

Total (4 years) 297,920
 

or 
 74,480 per year (1983
 
prices)
 

Table VIII
 

Summary MOH Contribution
 
(in Sh. thousands)
 

Year!/ 
 01 02 03 04 Total
 

Contraceptives 
 612.9 2596.9 3209.8

Personnel 	 74.5 80.1 
 107.5 115.5 377.6
 

Total 
 74.5 60.1 210.4 2712.4 3587.4

Equivalent US $ 5.7 	 55.4
6.2A. 	 208.7 
 276.0
 

5. 	External Evaluation
 

2 evaluations, each requ±ring two person

months of US, 
and 2 wks of Kenyan technical
 
assistance
 

1/ at 7.5 annual inflation.
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Ksh 

a. US - Salary 
Transport, and PER Diem 
Per Diem in Kenya @ S75 
Travel in Kenya 
US Overhead @60% S 3600 
One person month 13300 

t6O00/mo 
$3700 

Sh29250 
Sh 5850 

Sh35100 

2 needed year 3 @ 7.5% inflation/yr 30.7 81.1 

2 needed year 4 o 33.0 87.2 

b. Kenyan Salary 
Per Diem in Kenya 
Travel in Kenya 
1 Kenyan, 2 wks 

13000 
2275 
1400 

16675 

2 needed yr 3 @ 15% in-f1ation/yr 50.7 

2 needed year 4 
Subtotal Evaluation 
$ equivalent of Ksh in $ 

63.7 
21.3 
84.0 

58.3 
277.3 

'1
 



Annex D
 

1. Theoretical Overview: Benefit/Cost Analysis and Cost
 
Effectiveness Analysis
 

A. Benefit Cost Analysis (ECA)
 

Assessing the benefits and costs of population projects

constitutes a complex economic task which to date has yielded

inadequate results. 
The standard Benefit/Cost approach, developed
by S. Enke in the early 1960's, considers as benefits the present
value of the private and public costs of raising a child. 
The major
benefit is the reduced level of expenditure, both public and
private, for consumption related to raising the child into a
 
productive entity.
 

Costs include the provision of family planning services and
the opportunity cost of the child's foregone, life-time productive

output. The major cost is represented by the output foregone
through a reduction of the labor 
force. The actual cost of
delivering the family planning services is generally a secondary

expenditure by comparison, although if overhead expenses are
included, .as in the proposed project, these costs 
can be
 
considerable.
 

The standard ECA approach has been criticized, even by its
supporters, for the uniformity with which it predicts high positive
benefit/cost ratios, since the benefits accrue 
in the early years of
the project, while the costs 
in terms of earnings foregone occur
only after fifteen or twenty years. 
 Thus, the standard ECA
technique concludes uniformly that 
no births are better than births,
even if a family has no children or if a developed society is
experiencing negative population growth. 
The tautological nature of
this approach, combined with its implausible conclusions for all
societies and families, requires that fundamental aspects of the
 
approach be reconsidered.
 

The shortcomings of the standard ECA approach can be
attributed, inter alia, 
to three factors 1) discounting or placing a
value on the present without adequate regard to the future, 2) the
comparison of average consumption with marginal, rather than
 average, product, and 3) the principle of maximizing quantitative

economic returns, combined with the difficulty of including broader
social or private criteria, many of which are non-quantifiable.
 

Says one expert with regard to discounting, "The value of
the consumption stream... is always far larger 
than the discounted

productive contribution of an individual plus the costs of
preventing a birth. 
 This holds true for two reasons. The first is
that the consumption and productivity streams are discounted. 
Since
 

/ (
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consumpti6n starts immediately after birth-, and production is
delayed for at least ten to fifteen years, even moderate discounting

leads to large differences between the present values of the two
 
streams." (See Zaidan, 1971.) 
 As long as discounting for the
present value is utilized, little economic weight is attached to the
future, and the results will be biased toward the present. For
example, the present value of $1.00 discounted at 15 per cent in
 year 15 
is 12 cents; after 25 years, it declines to 3 cents.
 

The second reason, to quote our expert, "is that average
consumption 'is being compared with marginal product. 
 In the long

run, average.consumption and average production are identical."
(There is a caveat to this argument, however, in that the production

of an adult also provides for the consumption of his or her children
until they are capable of producing for their own consumption.)

"Whereas an unborn child would have consumed as much as the average

person through its lifetime, his marginal output falls short of the
 average. 
 Insofar as the difference between the average and marginal
output is 
a measure of the extent of the pressure of population on

limited resources, this 
source of bias is legitimate." This
analysis corrects for the bias by considering average rather than

marginal output, and by recognizing that average production and
consumption are not equal, sin'ce 
an adult's production supports

dependents, is taxed, etc..
 

The third reason relates 
to the fact that the approach is

based purely on maximizing economic returns without regard to 
a
variety of factors such as 
the utility of children, the current

child-dependency ratio, unemployment, the availability of public
services, and future productive capacity. 
 The use of such a narrow
welfare function distorts the analysis. Many additional variables

should be included to provide for both social circumstances and

private preferences. As 
a social objective, the desirability of
population growth varies according to socio-econcmic conditions.
During the previous century, European governments viewed population
as a factor of production, and sought to increase growth rates. 
 As
 many European countries have attained 
zero or even declining

population growth, additional economic incentives have been
introduced to encourage population growth. 
These countries are
placing a more nearly equal priority on the future and the present,
and can absorb addiz:ional population at 
low marginal cost owing to
the availability of essential services such as 
schools, medical
 
care, housing, water, etc.
 

in applying a ECA to the proposed project, an effort has

been made to adapt the standard approach to the Kenyan situation.
The first step is to analyze social objectives, defined as the

objectives of the Kenya government, which is based on perceptions
relating to 
the national economy and the national welfare, both
 present and future. 
 Subsecuently, private considerations from the

perspective of the Kenyan family are set forth.
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1. The National Perspective: Social Benefits
 

The causal relationship between national welfare or

national income and population growth is a complex one. 
 While
population (e.g., 
a labor force) is essential to the generation and

growth of national income,

population can also reach such dimensions that it becomes a drain on
national income and resources for investment. This occurs because
people are both producers and consumers of resources. Thus,
national income is 
not only determined by population and its rate of
growth; 
it also constitutes one of several determinants of

population growth, even though there 
is no direct relationship

between the two variables.
 

There are at least three basic circumstances which

determine the benefits of population growth from a social

perspective. 
These are 1) the child dependency ratio, 2) the
employment situation and future productive capacity and 3) the
availability of basic social services related to the education,

health and social upbringing of the individual.
 

Child Dependency Ratio. 
 When a few adults produce for the
consumption of many dependents, then per capita income is bound to
be lower than if there were fewer dependents. During the initial
 years of 
a person's life, he or she is consuming more of society's
resources 
than he or she is producing. At a you~ng age, a person
consumes food, clothing, shelter and social services without
contributing 
to their production. While these expenditures are also

building a person's produ.:tive capacity, the fact remains that there
is a considerable gap between the time that society makes these
investments and the time it 
can expect to reap benefits from them.
Under high dependency circumstances, reductions in population are

likely to result in increased per capita income, as 
adults will be
able to consume a greater share of their production. The reduction

of unproductive 
consumers can also potentially increase national
income by resulting in higher savings (both public and private) and
 a better fed, healthier labor force. Kenya has a high child
dependency ratio, with over 60 per cent of its population under the
 age of 20 
in 1979, and nearly 50 per cent under the age of fifteen.
An additional 5 per cent of the population is aged 60 or 
over.
While the 15 to 
19 year age group is often considered to be working
population in aeveloping countries, there are compelling reasons 
to
treat 
this age group as dependent population. It is generally known
that unemployment is the highest within this age group, with

employment opportunities limited to sectors of the economy
characterized by underemployment, such as agriculture or 
the
nonformal sector. Furthermore, a small but increasing proportion of
this age group is beginning to attend school, 
as secondary school
enrollment increases and the age of primary school leavers becomes
 
higher.
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For the purposes of this analysis, the 15 to 19 age group

is considered at least in part a dependent population. Thus, about
 
35 per cent of the population in Kenya presently support the
 
remaining 65 per cent of the population, assuming full employment
 
among adults. If some unemployment is assumed among adults, then it
 
becomes obvious that every working adult supports two additional
 
dependents on the average.. Clearly, such a high dependency ratio
 
has a large, depressive effect on per capita income. This eftect
 
should be taken into account in attempting to perform a BCA analysis
 
for Kenya.
 

Employment Situation and Future Productivity. A high
 
degree of unemployment or underemployment among adults has a similar
 
negative effect on per capita income. 
 The lack of full employment

results in low marginal products for persons who are either
 
unemployed or underemployed. Low productivity is reflected in low
 
salaries. Conversely, in a diminishing labor force, the marginal

productivity of labor would increase dramatically, as shortages are
 
experienced and labor becomes the scarce, limiting factor of
 
production.
 

Since labor is one of Kenya's abundant resources, its
 
efficient utilization has posed a difficult problem. With limited
 
arable land, some of which is not utilized to capacity, and a low
 
level of agricultural technology, agriculture has not been able to
 
employ productively :he available adult labor force. 
 Labor force
 
data show that over 9-0 per cent of the rural employed vworking

population in 1979 continued to be employed in agriculture, with a
 
mean annual cash income of Sh 3500. Only 60 percent of the
 
population, which included urian as well as rural residents,
 
considered themselves to be employed. (See CBS, Integrated Rural
 
Surveys 1976 -1979, 1981.)
 

The non-agricultural sector has not been able to absorb
 
productively the e:.cess labor from the agricultural sector.
 
Employment in the modern sector stood at nearly 1.2 million in 1980,
 
of which wage employment constituted 82.5 percent. About 20 percent

of all adults aged 20 and over are employed in the mcdern sector,

including the self-employed and informal sectors. Private sector
 
employment in 1980 stood at 534,300, down 2.4 percent over the
 
previous year (CES, Economic Survey 1981, published in 1982).

Average earnings in 1979 were Sh 890/- for males, who constituted 79
 
percent of wage laborers, and Sh 556/- for females, who comprised

the remaining 21 percent of wage laborers.
 

The non-formal sector, along with agriculture, is thus
 
obliged to absorb the 80 percent of Kenya's labor force which is 
not
 
engaged in the modern sector. Government and donor efforts in this
 
sector tend to be concentrated on industry, rather than services,
 
even though services tend to account for considerable non-formal
 
employment as well as for a larger proportion of GDP as national
 



D-5
 

incomes increase in developed countries. Thus, the non-formal
 
sector tends to absorb inefficiently much of the excess labor
 
force. Its efficiency is 
not likely to improve until more resources
 
are devoted to developing the capital base and the technical skills
 
of the nonformal sector, which has 
an important contribution to make
 
to national development.
 

The prevalence of unemployment and underemployment in Kenya

inevitably leads to lower than average productivity within a large

proportion of the labor force. 
 This in turn tends to reduce per

capita income. The inability to absorb efficiently its present

labor force should constitute a significant factor in planning for
 
future population growth.
 

Basic Service Delivery. The cost of delivering basic
 
services in health, education, housing, water supply, etc.

constitutes a considerable burden on the governments of developing

countries. Kenya is no exception. The World Bank estimates that

the cost of providing-such essential services 
to Kenya's population,
 
even if the population growth rate declines at a slow rate, will
 
amount to some 324 million Kenyan pounds between 1980 and 2000, in
 
constant 1970 prices. 
 Thus, the cost of social services should

constitute a basic social consideration in the formulation of a
 
family planning strategy. In many developed countries, these
 
services already exist in adequate supply and quality, so that the
 
cost of basic service delivery does not constitute a negative

social consideration. For Kenya, however, basic service delivery

constitutes a major consideration.
 

For the three reasons set forth above, developing countries
 
such as Kenya tace a set of socio-economic circumstances which argue

compellingly for reduced population growth. 
 Public investments
 
required to sustain the present population are already insufficient,

as evident from service delivery capability in health, education,
 
water supply and housing. Furthermore, employment is not available
 
for large numbers of the present population; the likelihood that the

future young adults of 
Kenya find productive employment is even

lower than at 
the present time, if the population continues to
 
expand at the present rate of about 4 per cent per annum. All of

these factors must therefore be considered in assessing the economic
 
benefits and costs of population planning in Kenya-. However, owing

to limited availability of data and analytical resources, 
no attempt

is made to quantify these considerations in this analysis.
 

2. The Family Perspective: Private Considerations
 

The desire of a Kenyan family to have additional children

is dependent 
on a variety of social and economic factors, many of

which are not known. One factor is clearly the size of the family

already achieved. Logically, families with no children would place
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a high priority on having children. Available data show that the
desired family size is about eight children, equally divided among
boys and girls. Another factor is 
the economic benefits of having
children, Particularly as regards social security of the parents
when they reach old age. 
 It is probable that this factor is
changing with modernization; however, its impact cannot be assessed
with accuracy. 
 A third factor relates to 
the prestige traditionally
accorded men and women with large numbers of children. 
While this
factor may also change with modernization, it 
is presently
considered to constitute an important factor for the large majority
of Kenya's Population. 
Finally, the cost of having additional
children may be a consideration in more modern Kenyan families.
Costs include the psychic/emotional costs
necessary to raise a child; 

in terms of the time
 
consumption of 

the direct economic costs for
food, shelter, education, health; and the indirect
economic costs of income or consumption foregone during the
childbirth and nurturing period. 
These considerations 
are believed
to be acquiring greater significance. 
However, it is generally
accepted that all of these factors combine into a private, family
preference for large family size in Kenya at the present time.
 
b. Cost Effectiveness Analysis
 

Cost effectiveness analysis (CEA) does not attempt to
quantify benefits; instead, CEA assumes
ultimate goal within the appropriateness of an
a predetermined budget.
become's "Which use of The question then
 
the gcal 

funds will provide the most progress 
toward
over a given timeframe?" 

costs in the In other words, CEA compares
nuMerator with non-monetized benefits in
denominator. the
Clearly, 
the best ratio is the
most one in which there is
benefit, because of the largest possible number of 
family
planning acceptors, births averted, delivery points established,

etc..
 

This economic analysis will attempt
apprcach to benefit-cost analysis to 
to modify the present


suit the Kenya situation.
Because of the inherent tautological nature of benefit-cost
analysis, consideration will also be given to cost effectiveness

analysis.
 

II. Relevant Project Characteristics
 

high population growth rate of about four percent per annum, one of
the highest in the world. 


The project addresses the problems of Kenya's exceptionally
 

This growth rate results from a high
fertility rate of over eight live births per woman, combined with a
declining mortality rate. 
 The fertility rate could increase further
as traditicnal practices which 
serve 
to space births, such as
prolonced breast-feeding and polygamy, become less 
frequent, and the
desire to have eight or more children persists among Kenya's
population.
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The project addresses a specific target population of the

20 percent of the labor force currently employed in the modern
sector. Relevant data show that there exists 
a strong, direct
 
relationship between knowledge or approval of family planning and
female wage employment. These data also show that the great

majority (95 percent) of women do not presently use contraception,

and that access to 
family plann.ng facilities constitutes a major
obstacle to greater use (Dow and Werner, 1982). The average Kenyan

woman requires 3.8 hours of travel time 
(round trip) and 1.8 hours
of waiting time, or a total of 5.6 hours, 
to receive
 
contraceptives. With the widespread use of the pill, this

investment of time and effort must be repeated every three months.

Clearly, women working for wages with fixed working hours would be
deterred by the difficulty of access, possibly to a greater extent

than women employed on their farms.
 

Data also show that formal employment status among females
is associated with lower fertility (by 13 percent), child mortality

(by 24 percent), number of living children 
(by 11 percent), and

number of children desired (by-9 percent). Reduced fertility would
be a logical concomitant of female wage employment, since child care

becomes more expensive, and work productivity may decline as 
the
 woman becomes more tired owing to family pressures. These data
 
indicate, therefore, that formally employed women would constitute a
 more responsive target group for family planning that the average

Kenyan woman.
 

Wage employment among men may also be related to reduced

family size, althcugh there are no data available to test this
relationship. 
As incomes rise, clothes, education, health care and

recreation may be subjected to 
nighcr standards, and hence probably
become more costly. Furthermore, the existence of a pension plan
reduces 
the need for security in old-age, which is cited as a

traditional reason 
for having many children.
 

A variety of factors therefore combine to render the

proposed target group more receptive to family planning than other
 
target groups. The project may show an 
acceptance rate in excess of
the modest five percent projected, which coincides with the overall
 
acceptance rate for Kenya at 
the present time.
 

III. Benefit/Cost Analysis
 

A. Costs of Averting a 5irth
 

1. Project Costs
 

The costs of the proposed project total $6 million over a

three year implementation period. 
AID will contribute $4.5 million,
with the GOK providing contraceptives, and private companies and

NGOs providing in-kind contributions of staff time, facilities and
supplies/equipment. 
 The estimated beneficiaries of the project are

30,000 new farmily planning. acceptors, their families and t :eir

companies. 
The average project cost per acceptor is $200.
 

http:plann.ng
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The on-going operating costs of the project are estimated
 
at t8 per year for contraceptives, and t12 per year for services
 
related to the distribution of contraceptives. This average cost is
weighted for the value of all contraceptives. It assumes that pills

will continue to constitute the most prevalent method. While IUDs
 
cost more initially, they do not require follow up visits for three
 
years, except when problems are experienced. The analysis assumes
 
that 10,000 accepu:ors will be reached during each of the last three
 
years of project implementation. It also assumes 
that as acceptors
drop out in order to have additional children, they will be replaced

by new acceptors, so 
that by the end of the project, there will be'
 
30,000 regular acceptors.
 

2. Opportunity Cost of Earnings Foregone
 

The major cost of the project is the opportunity cost of

the productive output of a Kenyan over his/her life time. 
 Since the
 
target group constitutes Kenya's formally employed population, it is

assumed that children born to 
them will be educated and will find

employment similar to that of-their parents. 
 It is further assumed
 
that females will work as 
well as males, and that life time earnings

will begin to accrue at age 18, 
(after one year of unemployment),

and continue until age 55, which is 
the average life expectancy in
 
Kenya. Rather than utilizing the marginal product of the
 
individual's output, this analysis will be based on average product,
as measured by actual income. 
 This approach avoids the imbalance of
 
utilizing average consumption and marginal output, while eliminating

the measurement problems associated with marginal productivity. As
 
shown in Table 1, earnings begin to accrue at 
age 13, and increase
 
to the average levl of Sh. 11,000 at age 31. 
 No provision is made

for inflation, since inflation is 
expected to affect costs and

benefits uniformly thereby cancelling out its effects. It snould be
 
noted that this set of assumptions with regard to life time earnings

is very optimistic, since it 
is assumed that employment will be
 
found at the average rate prevailing in the modern sector, and that
 
every child would find such employment. Should earnings be lower,

then the costs related to foregone production would also be lower.

Therefore, these assumpticns are in fact the most conservative
 
possible with respect to 
this economic analysis.
 

Since life-time earnincs foregone constitute the basic
 
component of 
the cost side of the equation, it would be prejudicial

to end the analysis after 20 or 30 years. The analysis has

therefore been carried out to 
55 years, or the average life
 
expectaicy of a Kenyan born in 1980. 
Two discount rates within a

probable range have been utilized. A set of B/C analyses was also
carried out on births averted after the effects of the high start-up
 
costs have worn off.
 

3. Other Costs
 

C'
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In societies where birth rates and child dependency ratios
 
are already low, considerations regarding future productive capacity

would argue against birth aversion. In such situations, the cost of
 
averting a birth should be included in the analysis, based on the
 
high future marginal product of labor. While this data would be

hard to verify, it would help to eliminate the predictability of the
 
outcome of the economic analysis. For Kenya and other developing

countries with high birth rates, this factor does not constitute a
 
cost. Other factors discussed in Section I.A. above are discussed
 
as benefiLs below.
 

Other costs could also include the private considerations
 
of the family, based on how many children they have and tfieir
 
financial situation. This analysis has not developed a model to
 
incorporate these private considerations.
 

B. Benefits of Averting a Birth
 

1. Consumption
 

The largest quantif'.able benefit of averting a birth is the

saving of the consumption expenditures which that person would
 
consume over his/her lifetime. Consumption includes the value of
 
food, clothing, shelter and recreation. Since these expenditures

vary by income category, weights developed for urban middle income
 
households (Sh 7C0 
- 2499 per month) were utilized. Unlike the
 
classical ECA analysis, this analysis does not 
assume that
 
consumption equals income, 
since there may be other dependents

supported from this income, 
as well as taxes, etc. Initially,

consumption is 
assumed to be about 80 percent of income. As
 
salaries increase ant family responsibilities az incurred,

consumption declines gradually to about one-thirc
4 of income. These

estimates are based on the fact that 
a young emplo,ee would consume
 
most of his/her income prior to marriage, but subsequently, would
 
devote greater shares tc dependents. With an average dependency

ratio of one working adult per three dependents, it is logical to

estimate that 
a working adult would consume one-third of his
 
production. However, it is probable that the employed adult would
 
consume a greater share of his production than his dependents.

Nonetheless, utilizing a third of his/her production constitutes the
 
most conservativ2 estimate possible, since higher consumption would
 
increase the benefit side of the ECA.
 

2. Wage Productivity
 

The wage productivity effect is traditionally defined as
 
the increase in output resulting from better nutrition of small
 
families. This effect may be substantial in countries with a low
 
per capita level of caloric intake. There are additional wage

productivity effects such as paid maternity leave of two months, and
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lower productivity resulting from the demands of nurturing an
additional child, childhood illnesses and'other inevitable demands

related to parenting which result in tiredness and less than optimal
job performance. Many companies interviewed by the design team also
mentioned that fathers generally are granted a week of leave for the
birth of a child, in addition to annual leave. 
These factors have
been included in calculating wage productivity effect. During the
 year of birth, only maternity/paternity leaves were included, based
 on employed mothers accounting for half of birth averted.
Thereafter the wage productivity effect is estimated at 3 percent of
earnings in initial years, declining to 1 percent, by year 11,
ceasing after year 15. 

and

This includes both nutritional and parenting


factors.
 

3. Health Expenditures
 

The health expenditures which are saved in averting a birth
include hospitalization costs 
for the mother and subsequent health
services throughout a life time. 
 These expenses are both public and
private. The estimate for public costs 
is derived from World Bank
projections and from overall GCK expenditures on health, while
private expenditures are derived from Consumer Price Index data and
weights. The expenses in year 0 are for child birth, and are based
 
on GCK expenditures for 
health, combined with the statistic that
one-third of health services relate to childbirths (CBS, Economic
 
Survey 1981).
 

4. Education Exmenditures
 

The cost of education constitutes another benefit or

potential savings related to averting a birth. 
As with health
expenditures, these costs are both public and private. 
 The estimate
for public and private costs 
is based on a recent study of GOK
expenditures on basic needs 
(Vandemcortele, 1983), 
and on available
 survey data. 
 This analysis also assumes no repetition in school:
Repetition would raise both public and private expenditures.
 

5. Other Benefits
 

Other benefits of averting births in Kenya include 
a number
of factors which bear concrete economic results, but which are
difficult to quantify. Nonetheless, it would be pcssible to
quantify some of these benefits, should adequate data and analytical

resources be available. 
 These factors include:
 

Child Dependency Ratio. This 
ratio is high in Kenya, with
roughly two dependents supported by each adult, assuming all adults
work. Thus, the production of each adult 
is shared among three
people. 
Averting births would reduce the depenaency ratio.
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Employment and Future Productive Capacity. The employment

situation in Kenya is tight, with significant underemployment and
 
unemployment. This results in low marginal productivity of labor.
 
Averting births would serve to improve the productivity of the
 
future labor force. There is no need to worry about future
 
productive capacity, sincethere is presently sufficient population

growth to ensure the future labor force.
 

C. Conclusions
 

The Benefit/Cost Analysis for one birth averted is
 
summarized in.Table 1. The assumptions and data on which each item
 
is based have been discussed above. The analysis attempts to depict

the average consumption and earnings of a working-class Kenyan.

Consumption is assumed to be less than earnings since dependents
 
generally exist, as well as other expenses such as taxes and
 
remittances. 
The benefit side of the equation is considerably

reduced by lowering the imputed value of consumption. The cost side
 
of the equation is also higher than in similar analyses (Zaidan,

1971), since project costs are -high in terms of acceptors, and
 
foregone incomes are based on wage employment, which is far above
 
the average Kenyan income. Thus, the Eenefit/Cost ratio is
 
considerably lower than in comparable analyses. 
 Two
 
discount rates within a probable range have been utilized. A set of
 
E/C analyses was also carried out 
on births averted after the
 
effects of the high start-up costs have worn off. This analysis is
 
represented in Table 2. 
 Table 3 below sets forth the conclusions oe
 
this analysis at discount rates of 10 and 15 percent, for first and
 
subsequent births averted, at 
10 year intervals. The B/C ratio
 
remains positive in all cases.
 



Table I Kcnya Private Sector Frvit.y Plnnning:
Beneflt/Cont Ann1;y.is of Avorting One Birth(Tn Kenya ShIilliigs at 1930 Prices) 

Year Benefits: 

Consu-metion 
Foregone 

Wage Productivity 
Effect 

Health 
Private Public 

Education 
Private Public 

TOTAL 
..... MTS 

Costs 

Service 
Delivery 

E-arnings 
Foregone 

TOTAL 
COSTS" 

0 
1 
2 
3 
4 

6 
7 
8 
9 

10 
11 
12 
13 
14 
]5 

116 
17 
13 
1D 
20 
21 
22 
23 
24 
25 
26-20 
31-40 
41-5 

-
552 
552 
552 
552 
552 
773 
773 
773 
773 
773 
883 
833 
63 
633 
S3 
883 
883 

5760 
5760 
5760 
5760 
5760 
3760 
5760 
5740 
5750 
5760 
570-

725 
330 
330 
330 
330 
330 
220 
220 
220 
220 
220 
110 
110 
110 
110 
110 

-

-
-
-
-

20 
10 
10 
.. 
10 
10 
10 
10 
10 
10 

"10 
-10 
10 
20 
20 
20 

20 
20 
20 
20 
20 

20 
20 
20 
20 
20 
20 
20 
20 

365 
40 

.10 
40 
40 
40 
60 
60 
60 
60 
60 
60 
60 
60 
60 
C0 

0 
60 
60 
60 
69 

60 
62 
60 
60 
60 
GO 
60 
50 

200 
200 
200 
200 
2C9 
200 
20f 

151.) 
1500 
15C0 

500 
-
-

-
-

-5 

-
-

-
-5 

-

-
-

20 
20 
20 
20 
20 
20 
20 
80 
S0 
so 
80 
-
-

-

-
-

-

-

-

-

1110 
932 
n32 
932 
932 
932. 

1223 
a23 
I2M3 
1283 
12E3 
1233 
1283 
2613 
26:%3 
2633 

2633 
963 

5-10 
S4O 

,,,0 
-

5.3.'0 
5Sa0 
5610 
530 

8.-
...=0 

.;0 

2600 
260 
260 
-

-

-
= 

-

-

-

-

-

-

-P00 
-

-0 
-
-z 
-
-

-
-
-
-

_ 
_ 
-

-

-

-" 

-

-

-
-
7200 
.7.0 
7270 

C&_'4, 
80 

0 
83.00 
S, 0 

10003V 
15Ci0 

260 
263 
2S0 

_ 
-

_ 
_ 
_ 

-

_ 

_ 
-

72 0 
72C 
32r 

06 
co3 

843 
8109 
S < 

0 
!55O 

Dis c 
. DT.,AL 

'td~ at 10 percent 
I1997G 

22 521 
:9 2 

1 

Discointed at 15 percent 

Berfit/Ccst - 1.42 
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Table 2 (Xenya PtIvare Seczor F:aily Planniiig: 
T eneftt/Cont A.tilyris of Averting One Birth(In VcYya Shtllings at 1980 Prices) 

TOTAL TOTAL 
Year Uene fire: __ _ BENI1TITS Costs COSTS 

Consumption Wage Productivity Health Education Service Enring 

Foreone Effect Private Public Private Public Dglivery Foregone 

0 - 725 20 365 - - 1110 26Q - :260 
1 552 330 10 40 - - 932 260 - 260 

2 552 330 10 40 932 260 - 260E 

3 552 310 In 40 932 - -

4 552 330 10 40 - - 932 

5 552 330 10 40 932 - -

6 773 220 10 60 200 20 1283 .. 
7 773 220 10 60 200 20 1.203 - - -

A 773 220 1W) 60 200 20 1283 - -

9 773 220 10 60 200 20 1283 -

10 773 220 10 60 200 20 1283 

11 803 110 10 60 200 20 12-13 - -

12 Fd3 110 10 60 200 20 1283 - -

13 883 110 20 60 1500 CO 2683 .... 
1' 883. 110 20 60 1500 80 2683 - -

15 883. 110 210 60 1500 60 2683 -

16 883 - 20 60 1500 so 2683 - -

17 883 20 60 - - 963 - -

18 5760 - 20 60 - - 58.0 - 7200 7200 

19 5760 - 20 60 - - 5oo - 7200 7200 

20 560 - 20 60 - - 5810 - 72C9 7200 

21 
22 

5760 
i70 

- 20 
20 

60 
60 

-

-
-

-
5840 
5240 

-

-
8400 
8(00 

Slog 
.9400 

23 5760 - 20 60 -. 5S40 - 84,00 840 

24 5760 - 20 60 - " 5OA0 - 1400 

2 5760 - 20 60 - - 5M0 - 8400 

26-30 5760 - 20 60 - - 5040 - .9600 9 00 

31-40 5760 - 20 60 - - 5840 - 11000 100GO 
41-55 5760 - 20 60 - - 50.10 - 15000 15000 

T TAL 199976 972 :) 

Discounted at 10 pcrcmt 22457 1835 
BmvnIfit/Ccst - :1.19 

DisccL)mtn at 15 pircent 11897 
.enefit/OCst 1-. 9 8 
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Table 3 s Benefit/Cost Summary of One Birth Averted
 

At 10 Percent Discount At 15 Percent Discount 
First Subsequent First Subsequent 

Year Birth Births Birth Births 

20 2.17 3.36 2.12 4.36 
30 1.34 1.60 1".59 2.37 
40 1.17 1.34 1.47 2.08 
50 1.09 1.23 1.43 2.00 
55 1.06 1.19 1.42 1.98 

NOTE: The BCA for first births is based on the figures set forth
 
in Table 1. Subsequent births are defined as births averted
 
after year 3, when project start-up funds have been expended.
 
Table 2 summarizes the benefits and costs of subsequent births
 
averted.
 

Making the transition from new family planning acceptors to
 
the number of births averted represents a difficult step in carrying
 
out a B/C analysis. There is no precise, quantifiable relationship
 
between the number of family planning users and the number of births
 
averted. If family planning is used to maintain the present average
 
Kenyan birth interval of 30 to 33 months (depending on the data
 
set), the project would serve primarily to prevent further increases
 
in fertility, rather than to reduce the fertility rate. The project
 
could also result in a time pattern of delayed births, with a longer
 
birth interval, which would ultimately result in smaller family size
 
as women pass the years of child-bearing.
 

In addition to translating the impact of family planning
 
services, there is also a problem of substitution, or of separating
 
the impact of family planning from changes in fertility that would
 
occur without intervention, as socio-economic conditions improve.
 
In Kenya, improved conditions have been accompanied by a desire for
 
and ability tc have larger families, although better educated urban
 
families are beginning to limit their family size. These problems
 
make quantitative estimates less precise, but do not reverse the
 
overall trends and conclusions. The average fertil-ity of a Kenyan
 
woman is 8.1. children over a 30 year period. However, only 80
 
percent of women aged 15 to 44 are able to conceive at any given
 
time and only 58 percent of women over the age of -3 are able to
 
conceive (Moseley et al, .1962). Thus, the average reproductive
 
years per woman is closer to 25 years than to 30 (FDw and Werner,
 
1982). The live birth interval is from 30 to 33 m nths, including
 
the period of pregnancy, post-partum amenorrhea, breast feeding and
 
contraception, if any. Eased on a 25 year reproductive period, with
 
8 live births per woman, it is estimated that three years of
 
contraceptive use is equal to one birth averted, or one year of
 
contraceptive protection is equivalent to one-third of
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a birth aversion. 
Given the actual periods of pregnancy and
amenorrhea, which are 
included in calculations of live birth
intervals, but should be additive to contraceptive protection, it
would not be unreasonable to assume 
that two years of protection is
equivalent to one birth aversion. 
Nonetheless, for the purposes of
this analysis, the more conservative estimate of three years is
 
utilized.
 

In developing a Benefit/Cost estimate for the entire
project, the following assumptions were adopted:
 

1) Three years of contraceptive protection is equivalent to
 
averting one birth.
 

2) There Will be 30,000 family planning acceptors (male or
female) by the end of the project, accruing at a rate of 10,000
acceptors per year beginning in the second year of the project.
This number will remain constant in subsequent years; as previous
acceptors drop out of the program to have children, new acceptors
will replace them, since the services supported under the project

will continue to function.
 

Under this set of assumptions, the project has an
acceptable 5enefit/Cost ratio over the 
four year life of the
pro'ect. 
 This ratio includes the discounted stream of costs and
benefits tor the average 55-year life time of all births averted
during the four year life of the projecz. Assuming that the program
continues to operate for ten and twenty years after 
its inception,
the BenefiL/Cost ratio increases, as shown in the table below.
 

Table 4: Benefit/Cost Summary for Overall Project
 

10 Percent 
 15 Percent
 
Discount Rate 
 Discount Rate
 

Four-year LOP 
 1.23 
 1.43
 
After 10 Years 
 1.36 
 1.58
After 20 Years 
 1.38 
 1.74
 

D. Modifications
 

Owing to the predictable nature of ECA for population
projects, various modifications have been posited. 
Most suffer from
the 
same basic biases which afflict the classical Zaidan/Enke
approach, although one variation is 
based on a percentage reduction
in the birth rate rather 
than births averted. Another modification,

originally adopted by Coale and Hoover in 1958, is 
to remove the
bias toward the present and against the 
future by eliminating
discounting. Discounting produces 
an inherent bias against all
development prcgram! which are 
predicated on enhancing future
productive capacity, such as 
education and child-health/vaccination
programs. 
 'While eiimnating discounting runs counter zr 
the basic
economic tenent that 
resources have 
an inherent opportunity cost
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and 'shourld therefore be put to work to generate future wealth, it
 
does serVe'to remove the bias against the future.
 

If discounting is eliminated, the analysis containTd in
this paper would carry a B/C ratio of 0.19. 
 This low ratio should
be predictable, as most people earn more over a lifetime than they
personally consume, especially if they have children. 
Without
discounting, a B/C ratio would be positive only if 
a person consumed
 more than he produced, e.g., 
if he were on welfare or were supported
by his family. However, the ratio would improve with different
assumptions regarding increased consumption or decreased income. It
would be plausible, or even more'accurate, to assume lower income,
since only 20 percent of the present labor force has a modern sector
 
job.
 

E. Sensitivity Analysis
 

The role of sensitivity analysis is to 
test variations in
key assumptions to determine the 
sensitivity of overall results.
One basic sensitivity test regards the discount 
rate. This test is
presented in Table 2, with discount rates of 
10 percent and 15
percent both showing acceptable results. Furthermore, it is evident
from this test that the B/C ratio improves as the discount rate
increases, owing to the relatively greater impact of discountin9 
on
the early life of the project, which in this 
case consists
disproportionately of benefits attributed 
to foregone consumption.A

second sensitivity test relates 
to decreases in project benefits.
If project benefits 
were reduced by 10 percent, for example, the B/C
ratio would be 1.05 for a birth averted for 40 years, and decline to
0.98 by year 50. 
 With a discount rate of 15 percent, the E/C ratio
for a birth averted would be 1.28 at 
the end of the life-time, if
benefits were reduced by 10 percent. In terms of the entire

project, the £/C ratio would decline to 1.24 with a 10 percent

discount rate, but would be 1.57 at 
a 15 percent rate.
 

A final sensitivity test relates 
to project costs. If
costs were to increase by 10 percent, the B/C ratio for a birth
averted would decline to 1.06 by year 40, and 
to 0.99 by year 50.
Using a 15 percent discount rate, the B/C ratio would be 1.29 if
project costs were increased by 10 percent. 
 If both costs were
increased, and benefits were decreased by 10 percent, the D/C for
 one birth averted at 
a 15 percent disc-oun- rate would be 1.16.
 

For the overall project, if benefits were reduced by 10
percent, the 
E/c ratio with a 10 percent discount rate, which yields
lower results in this analysis, would fall to 1.24. 
 If costs were
increased by 10 percent, 
then the B/C ratio would fall to 1.25. If
both costs and benefits were 
to change by 10 percent, the B/C ratio
would be 1.12. This ratio is acceptable from an economic view
 
point.
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IV. Cost Effectiveness Analysis
 

Cost effectiveness analysis is predicated on two basic
 
criteria: 1) the selection of the most cost effective approach 
to
achieve a given objective within a defined time period, and 2) steps

to reach the maximum number of beneficiaries to which project

supported services are extended.
 

The.project focuses on private sector delivery of family

planning services to wage 
earners and their families, who are

considered to constitute the most receptive target group in Kenya.

Alternative delivery systems include public health services and
voluntary, non-government organizations (NGO) such as.church
 
groups. Experience with public service delivery shows that approach

to be inefficient in reaching large portions of the population owing

to waiting and travel time, and supply problems with
 
contraceptives. Furthermore, public services 
create an operating

cost burden which the GOK cannot presently afford. NGO's, while
 more efficient, also must be subsidized by charitable contributions
 
and may involve a distance factor which has been shown to reduce
 
acceptance. 
 Since IGO's are private and do not require public

funds, they are included in the proposed project. 
 However, the

primary focus of the project is the private for profit sector.

Health aervice delivery in this 
sector is generally efficient, with

minima! waiting time and/or travel time for employees, since

services are on the work premises, or transport is provided by the.
 
company. Further.more, no subsidies are requied, since companies

recocnize that efficient health services increase productivity, in
 
part by reducing time away from the job. 
 Thus, the project has
selected the most cost 
effective and time efficient method to
 
achieve project objectives of reaching 30,000 new 
family planning

acceptors over a 3 to 4 year implementation period.
 

With regard to reaching the maximum number of
 
beneficiaries, it is 
self evident that cost effectiveness improves

as fixed project costs are 
spread among more beneficiaries. In this
 context, it should be reiterated that utilizing the average Kenyan

acceptance rate of five percent, which prevails in an environment of
 
poor service delivery, large distance factors and lower income
 women, reoresents an extremely conservative estimate of acceptors

tor a target copulation, especially if 
their inherent acceptance is
reinforced with efficient service delivery and appropriate

work-related incentives. 
 Thus, the project should be considered
 
cost effective with respect 
to both criteria governing cost
 
effectiveness considerations cited above.
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SOCIAL SOUNDNESS ANALYSIS*
 

Kenya's population growth rate--at 4.0 percent perhaps

the world's highest national rate--is well-documented in
 
population censuses and sample surveys. Further, fertility has
 
risen in the last 30 to 40 years and the overall rat of
 
population growth has increased (Social Perspectives 4(2);

Henin 1979). Such demographic processes clearly constrain
 
Kenya's potential for development. Increased population makes
 
it more difficult to find solutions for the country's major

development challenges: increasing agricultural production,
 
providing productive employment for a growing labor force,
 
maintaining the quality of the resource base, and improving


1
access to basic social services.


This chapter examines ways that development
 
interventions in a range of sectors, especially the key areas
 
of employment generation and agriculture, along with family
 
planning, can be focused to create and expand the social and
 
economic conditions supportive of fertility decline in Kenya.
 
The intent is to define feasible development interventions
 
which are most likely to accelerate changes conducive to
 
smaller families at the same time that they lead to economic
 
growth. We begin with a review of the economic, social and
 
institutional processes which appear to be sustaining extremely
 
high fertility in Kenya, or which are operating where fertility
 
is decling. We then isolate significant categories of
 
individuals, groups and communities for whom processes may
 
differ or for whom particular actions might be more
 
appropriate, and , using this framework, discuss implications
 
for 	AID interventions.
 

A. 	 The Context of High Fertility in Kenya
 

Kenya's higher fertility is linked to four main
 
factors. First, children provide substantial economic support

for the majority of Kenyan households who are smallholder
 
farmers. Second, the status of Kenyan women is extremely low,
 
the 	majority of them have limited opportunities for employment
 
outside of the poorly-rewiarded informal sector, many can only
 
gain prestige through the rearing of large families. Third,
 
cultural traditions, although varying by ethnic group, tend 
to
 
place extremely high value on a woman having children early and
 
continuing to bear them throughout her reproductive life.
 

i. 	 The role of pcpulation growth in constraining Kenya's
 
development potential is detailed a recent World
in Bank
 
publication, Population and Development in Kenya (1980).
 

* This analysis is taken from Chapter 7 "Fertility in Kenya" 
of Kenya Social and Institutional Profile (SIP), USAID/Kenya 
1982. The SIP was written by Patrick Fleuret and Ned Greeley;

Chapter 7 ;as drafted by Rosalie Fanale.
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These traditions are changing in urban areas but not much if at all
in rural areas. 
 Each of these three conditions, along with a
fourth, major shortcomings in service delivery, are interrelated
and form the context for high fertility in Kenya.
 

We can begin our analysis of fertility increase in Kenya
by looking at changes in the total fertility rate, (defined as the
number of live births by a woman reachino the end of her
reproductive cycle). 
 This rate has steadily increased, as shown in

Table i.
 

Table 1. 
 TOTAL FERTILITY EY TIME PERIOD
 

Period 
 Total Fertility Rate
 

1941 - 1945 
 6.1
 
1946 - 1950 
 6.6

1951 - 1955 
 6.6

1956 - 1960 
 7.0
 
1961 - 1965 
 7.5

1966 - 1970 
 7.7
 
1972 
 7.9

1973 
 8.0

1979 
 8.1
 

Source: (Henin 1979.3 Table 3; 
1979 census.)
 

This increase is fueled by the extremely high value placed
on children in Kenya, and fits 
a pattern of high population growth
seen throughout Sub-Saharan Africa. 
For the average Kenyan family,
desired fa.-ily size has kept step with fertility potential. In
1967, for example, a survey among women showed that desired
fertility was 6 children; in a survey of sintilar 
women (age 15-49)
in 1977-78, desired fertility was 8 (Dow and Werner, 1981:276).
 

The reasons for this rise are 
linked to modernization,
which has intensified some cf the conditions which made 
fertility
high in tne 
first place, and which has brougnt a decline in
practices which traditionally served 
to space births. Fetter
health has brcugh improved f4cundity, reduced infertilitvsurviving chl (Henin 
and morern 1979); the incidence and duration ofbrastfeeding has declined, resulting in earlier onset of ovulation(Mosely, Eecker and Wernez 
1981); end, there hos been a widespread
reduction in traditional practices of postpartum abstinence and
polygiamy, in ?art triggered by the spread of modern attitudes
through educiticn. 
 This situation has been exacerbated by limited
access to anu availability of 
family planning services due
inadequacies to
in public sector delivery systems and constraints to
expansion of private sector mechanisms.
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1. Women, Men and Children: Household Economic Roles
 

*The majority of Kenyan women are rural smallholder farmers
 
whose agricultural labor on family holdings and financial
 
support for the household make major contributions to the rural
 
economy. Women's cultivation of cash crops as well as
 
subsistence crops often enables men to obtain temporary urban
 
or rural employment (including seasonal agricultural off-farm
 
employment), or to engage in rural enterprise. Women's
 
financial support for the household may free men to invest
 
their income in other endeavors (Mott, F. 1980). Virtually all
 
women also perform domestic work, including child-rearing, food
 
preparation and obtaining fuel and water. 
From 85 to 90
 
percent of rural women living on small farms work on a 
family

holding, compared to 55 4
to 60 pexrcent of males n the same
 
category; greater than 95 percent of rural women work ia
 
agriculture; and women provide 75 percent of all on-farm labor
 
(Sdcial Perspectives 3(3); Ke:iya Fertility Survey 1:11-12).
 

Many women work off of their family holdings , but such
 
work tends to be limited to the poor-paying, informal sector.
 
According to a 1969 survey, women form less than 20 percent of
 
the adult labor force active in permanent, non-agricultural

rural enterprise, with one-half of them working in a 
family

business likely to be owned by a male relative 
(Social

'Perspectives 3(3)). 
 As for wa2e work, less than 5 percent of
 
females in the smallholder rural group are employed in 
an
 
off-farm wage job, as compared with 21 percent of the men.
 
Women are 17 percent of modern sector employment (both skilled
 
and unskilled) and 28 percent of urban, self-employed informal
 
and unpaid family labor. Women's participation in the wage

labor force as a whole between the years 1964 and 197b ranged

from 13 to 18 percent, and it was far less in rural, areas
 
(Social Perspectives 3(3); Mott, F. 1980).
 

In comparison with precolonial times, women's farm labor
 
has most likely increased while their status relative to 
men
 
has diminished (Pala 1974). Although, traditionally, women Pxd
 
girls were responsible for the bulk of agricultural and
 
domestic work, more recently the development of cash crops,

mechanization and modern sector employment have intensified
 
women's orientation to the domestic sphere while giving men
disoroportionate access 
to the modern sector, to the
 
agiicultural market and to new technologies. Further, women's
 
labor on subsistence crops is less highly valued in the
 
iaodernizing economy, since it contributes little cash to 
the
 
household.
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Children contribute much in support of farm families in
Kenya. The need for children's labor has probably gone up in
the last few decades, due to increased work burdens for women
and a higher economic situation which forces all to work, both
on- and off-farm (Monsted n.d.). 
 Children provide farm labor,
especially during seasons of peak demand, and perform household
tasks such as fetching firewood and water, they care 
for each
other; 
and they assist in food preparation among other tasks.
They are especially called upon for family 
 support when men
are away (and their contribution may be even more 
important in
women-headed households) or when women spend time in
cash-earning activities (Pala-Okeyo 1979); Monsted n.d.;

Feldman 1981). 1
 

2. Fertility Attitudes and Family Context
 

What has been called "prolific procreation" is
traditionally valued as appropriate and natural behavior,

essential to survival of- the 
family and larger social units

(Ssenyonga 1975). 
 These values persist, although modernization
has changed to some extent the role of 
family members,
diminished the importance of the 
linkage, brought husbands and
wives closer together, affected the system of economic rights
and obligations within the family, and brought an orientation
 
to the cash economy.
 

Traditions are widespread which encourage males to
increase their land base, increase their wives, and 
increase
their children. 
This is aptly described for 
the Gusii (LeVine,
S. 1979) and for the 
1araqoli of Western Kenya (Ssenyonga i975)
and holds despite widely held values of child-spacing. In
traditional Naragoli, land was 
held by the clan, not the
individual or household. 
Male children were valued for
defense and support they could provide and 
the
 

female children
valued for 
the assets they would bring through bridewealth.

In-marrying wives, in 
turn, were valued for the children
brought to the family and clan. 
 In this situation there is 
no
rational purpose to reducing fertility. Inter-ethnic land
strife is not infrequent in the present day, and 
so pressures
to increase lineage and tribe membership, thereby staving off
 
demands of outsiders, remain strong.
 

1. Community studies also show that, 
in Kenya as elsewhere,

the attitude is widespread that 
having many children
enlarges the chances that one or more will succeed, 
as is
the concept that children will provide support 
in old age

(Ssenyonga 1'75; Kabwegyere 197b).
 



For the Gusii -- a group which represents an extreme case 
of high fertility -- "all the conditions favorable to fertility 
are present and all the obstacles to it .... absent," despite

land shortages and fragmentation of holdings, and growing need
 
for cash income to supplement farm production. People are "not
 
oblivious to the fact that population growth has made land
 
scarce and will make it scarcer." Men keep their fathers'
 
reproductive goals, and envision a future of economic success
 
to be gained through education, employment and trade, and
 
purchase of new land. These values are widespread, even though

in reality most Gusii are low-income smallholders whose plots

of lAnd are dwindling in size and whose access to employment is
 
minimal. (Levine, Dixon and LeVine 1976).
 

Although some aspects of social change have brought the
 
perpetuation of traditional fertility values, the familial and
 
biological context in which these values operate has changed

significantly. In part because education has spread new ideas­
of family roles, practices such as breastfeeding, polygyny, 
postpartum and other pe'riods of abstinence -- which 
traditionally served to limit 
family size -- have diminished. 
But, although mcst of the community-sanctioned practices which
 
constrained fertility are gradually losing their effectiveness,
 
two traditional practices, prolonged breast-feeding and.
 
polygamy, are still prevalent. Eoth continue to have a
 
significant although largely unintended constraining effect on
 
fertility. In fact, it is the combined effect of both these
 
practices which has the most important limiting effect on
 
current fertility; the current level of modern contraception
 
use is so low that it is not possible to detect an effect on
 
the overall fertility rate (Mosley, Werner, and Eecker 1981:11).
 

Modernization has also causea changes in family

relationship; husbands' and wives' social domains have become
 
closer, with one likely result a higher frequency of
 
intercourse which results in higher fertility (Greeley 1977;

Whitting 1977). At the same time, common prohibitions on
 
communication about sexual matters between adjoining

generations (eg. child/parent, parent/grandparent) reinforce
 
traditional beliefs and inhibit the spr.!ad of scientific
 
information on topics such as menstruation and sexual
 
intercourse, which in turn significantly limits acceptance and
 
continuation of contraceptive use.
 

Improved health over time leading to greater fecundity is
 
another factor. But the risks of parenthood, are still keenly

felt by parents, the precipitous decline in infant mortality
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notwithstanding.1 
 What might be termed "partial

modernization" has meant that familiar values of high fertility

are matched by a new ease in meeting them: social change to

date has affected some but not all fertility-related practices,

with a rise in fertility the result.
 

The rise comes about through changes in the interval

between births. Although the traditional period of spacing

varied among ethnic groups, proper spacing was nearly

universally seen as essential to the health of mothers and
 
children.
 

Typically breast-feeding and prolonged sexual abstinence
 
were practiced following birth; other customs such as the

maintenance of separate living and sleeping quarters for
 
husband and wife, polygamy and prohibition of sex for the

uncircumcised and those in mourning also limited the period

when a woman was at risk of pregnancy.
 

In addition, there-were among many groups specific

cultural norms which sanctioned gaps of two or three years

between births. Among the agricultural Meru and the nomadic
 
pastoralist Galla, the period during which an adult fecund
 
woman could appropriately bear children 
was socially defined,

-and limited to the years when she held-the status of "mother,
 
as opposed to the uncircumcised "girl" or elderly "grandmother"

In these groups, the concepts of child spacing and family size
 
limitation were explicitly endorsed, and the period of socially

acceptable childbearing was considerably restricted (Greeley

1977 and Prins 1960). in other groups, such as the agricultural

Kisii, there were 
virtually no cultural constraints on

childbearing. 
 In most ethnic groups, however, child spacing in
 
association with breast-feeding was accepted as desirable and

enforced by social sanctions. Indeed in many parts of Kenya

the birth intervals of today would have been judged

inappropriate two to three generations ago; older men and women

in many communities interpret today's fertility as 
too high and

births as too closely spaced (Greeley 1977). Perhaps the most

critical factor in closer birth intervals now is the decline in

breast-feeding which shortens the period of postpartum
 

1 It can be argued that fear of child loss remains because even
 
though infant mortality has declined precipitiously, births

have increased precipitiously. Thus the contemporary parent

may be aware of as 
many infant deaths in the community today as

his/her grandparent was two generations ago.
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infecundability.1 
 Since modern contraceptive use is very

low, the decline in breastfeeding is having a dramatic effect
 
on fertility. If breastfeeding continues to decline, as
 
appears to be happening among younger and better-educated
 
women, up to a 25 percent rise in marital fertility could be

expected unless compensated by increased contraception (Mosley

1980:7-8).2
 

3. Education of Women
 

A topic which has been of increased concern to
 
observers of population in Kenya is the fertility rise

associated with primary education. 
Women with to four years of

schooling have higher fertility than both women with no

education and women with full primary or secondary education
 
(Henin 1979; Kenya Fertility SurveyI). Table 2 shows
 
cumulative fertility by levels of education.
 

Table 2. Mean Number of Children Ever Born By Current Agea/
 

Level of Education 	 Current Age
 

15-242/ 25-34 35-44 45+
 

None 
 1.0 	 4.4 
 6.9 7.7
 

1-4 	years 1.0 
 4.7 7.6 8.5
 

5-8 	years 
 1.0 	 4.6 7.2 (8.9)
 

Source: Kenya Fertility Survey 1:97.
 

a/ 	Standardized by age at marriage and proportion never
 
married.
 

1. 	There is 
a distinction between "full breastfeeding" and
 
"breastfeeding." 
 Most Kenyan women full breastfeed for about
 
two 	months. 
 From then until weaning supplemental food is
 
given. 5reastfeeding intervals include both periods.

Postpartum abstinence, which often extended beyond the
 
breastfeeding period, is of little significance now in
affecting the birth interval, since the mean 
for the country is

only 3.4 months. The duration of breastfeeding has decreased
 
for younger women: it is 14.5 months for women in the 15-24
 
age group, rises to 16.9 months for women 25-35, and up to 20.7

months for women 35-44 years (hosley, Werner and Becker
 
1981:38).
 

2. 	Bongaarts (1979:17-25), quoted in Nag 1980) has noted that if
 
an infecundability interval of 
two years-is cut in half, a 40
 
percent rise in fertility can be expected, unless compensated

by a 30 percent contraceptive prevalence rate.
 

/4 
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Since relatively few women go beyond primary levels, the
overall result is a rise in fertility. Only in urban areas
 
does fertility not rise with primary education; there it

stabililizes throughout the primary levels and falls off with
 
secondary education.
 

Through the new values and ideas it brings, schooling
contributes to certain changes 
in lifestyle which influence
 
fertility. Improved nutrition and health, and a decline in
traditional spacing practices such as 
breastfeeding and
polygamous marriage are closely linked to education (Mosley,

Werner and Becker 1981). This is especially true for
 
breastfeeding:
 

The most consistent effect of education on the
 
birth interval components relates to breast
 
feeding and contraceptive practice. There is a
 
2.2 month decline in the average duration of breast

feeding among women with 5-8 years of education
 
resulting in over a 25 percent shorter duration of
 
lactational amenorrhea (Mosley, Werner and Becker
 
1981:17). 
 ec
 

Only amonq the highest educated women does contraceptive

use cowPe.ate for the reduced duration of breastfeeding. The
education-fertility,relationship remains unclear, and it is

difficult to state with certainty what the long term effect'on
fertility will be as young women with 1 to 4 years of primary
education move through their reproductive years. There are
still manyv unknowns as to why greater ccntracept've use -- a
modern idea -- has not accompanied other new 
ideas brought by

education. 
Clues lie, of course, in the persistence of
traditional fertility values, 
the great economic worth of
children, and perhaps in the quality and content of schooling;

but these factors would not 
fully explain why fertility has
risen and why compensatory contraception has not served to

stabilize fertility. To examine this further we ncw discuss
 
the adequacy of service delivery.
 

4. Family Planning Services: Historical Context
 

Kenya is the first sub-Saharan African country to have an
official family planning program. Voluntary family planning

has been part of several government development plans and
private family planning associations have been active since the
 
early 1960's. Prior to that time, as 
early as 1955 in the

metropolitan areas, family planning was promoted by voluntary
organizations in the private sector 
(World Eank 1982:15). The
major public family planning effort has been implemented by the

Ministry of Health, although private channels, primarily

church-based, have remained imnortant.
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By 1978 the public sector program had 500 government

sponsored maternal child health/family planning clinics in

operation and the Ministry of Health had nearly met numerical
 
targets for service delivery points and trained staff in place
for the 1974 to 1979 program. However, contraceptive use
 
remains far too low to have any appreciable impact on

overall level of fertility in Kenya. 

the
 
In the Kenya Fertility


Survey, 5.9 percent of respondents reported using modern

contraception and another 3.3 percent reported using a
traditional method at 
the time of survey (Kenya Fertility

Survey 1:133). 
 This represents 7 percent of currently-married

women, or 6 percent of over-married women. Table 3, which
 
shows the current low use of. contraception, also reveals no
 
consistent pattern of use by age group.
 

Table 3. Current Usage of Contraception by Age Groupsa/
 

Type Current Age 

15-24 25-34 35-44 45+ All 

Traditional 3 3 4 5 3 

Modern 3 7 7 7 6 

Source: Kenya Fertility Survey I: 133.
 

a/ Percent of currently-married women.
 

Comparison of 
family planning data from 1967/1968 survey

and the 1977/1978 Kenya Fertility Survey reveal changes in
contraceptive knowledge and use 
(Dow and Werner 1981a). For
 
rural areas, there was a substantial increase in numbers of
 women who know about modern contraceptive methods, but there
 
was little increase in the proportion. The percentage using
modern methods is similar for both time periods, with, perhaps,.

a slight rise over 
time. For Nairobi, ther. was a significant

change in contraceptive use and knowledge over 
the period in

question, but fertility remained approximately the same. The

conclusion is that in urban areas 
contraceptive use is still

largely in the context of complementing and maintaining

traditional fertility values, with family planning a spacing

mechanism rather than a route to 
(significantly) smaller

families. 
 In rural areas, since contraceptive use did not

rise, it could not reach a level adequate to compensate for the
 
dropoff in breastfeeding.
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Kenya Fertility Survey findings amplify this analysis of
differentials in modezn contraceptive use: 
 less than one-half
of ever-married women know where to obtain family planning
advice or supplies; 1.2 
percent of women had visited a family
planning source; and about one-fifth of currently-married
fecund women who had tried contraception stated an intent to
use contraception in the future (Kenya Fertility Survey I:
 
142).
 

It is not unlikely that shortcomings in the program itself
have terved to 
limit the spread of family planning, and so
condition a rise in fertility. Reasons why this may have been
so center around limitations in the availability, reliability
and quality of services. Clinics have been noted to be
unevenly dispersed or poorly located, open infrequently or
part-time, short staffed and short of materials, and lacking in
privacy and amenities. Staff competence is also an 
issue: the
criticism has been leveled that staff have frequently been
delinquent in follow-up of visitors and in 
some cases both
unable and unwilling to even answer questions about
contraceptive side-effects 
(Mott and Mott 1980:32;
Migot-Adholla 1981). 
 Performance of field staff has been
generally disappointing, each field educator having recruited
only about 15-18 new family planning acceptors per year.
 

This program has been characterized as "extremely
an
hopeless environment for family planning" (Iigot-Adholla

1981:13).
 

Evidence for a positive relationship between quality
approaches to service delivery in Kenya and popular use
services is most likely to be found in 
of
 

an examination of those
private channels which have been operating in the country for
some time. 
 Secause of their limited coverage, their impact 
is
unlikely to show up in national statistics, but they may have,
in fact, helped lead to widespread contraceptive use among
pockets of the population and perhaps among at 
least one ethnic
 group, the Meru (Greeley 1977; Mlott, 
S. 1981).
 

The Meru example suggests why this may be so. 
 A network
of church-based health facilities has been operating since the
19 50's with family planning services now including hospital,
clinic and outreach facilizies. Services are very widely
available, compared to most of rural Kenya, and their
accessibiitv, reliability and quality are much greater than in
government clinics. Further, because these have been linked to
the broader community development efforts of church missions,
their approach to population has set 
them apart from government
service delivery. 
The impact of church development
organizations on 
family life has been considerable. Health and
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family planning services have been paired with family life
 
education which emphasizes shared decision making and planning

between husbands and wives, attention to the care of children,

and quality between men and women. 
The overall community

development effort has included education, agricultural inputs,

savings and credit institutions, as well as health services,

plus a deliberate spreading Christian and Western values, and
 
active promotion of invidual and community involvement in the
 
programs.
 

Today, church missions throughout Kenya are being joined

by a range of private groups interested in expanding rural
service delivery. Most of these organizations stress local
 
involvement and have an outreach philosophy. Reasons for
 
focusing more on private sector groups go beyond the fact that
 
they form an in-situ basis for expansion: they may serve as
 
successful models for replication at a time when constraints in
 
the public sector leads us to search for such models. The
 
history of private family planning efforts in Kenya may offer
 
lessons about efficient and appropriate service delivery and
 
about the wide development context for contraceptive innovation.
 

5. Summary
 

Between 1967 and 1977 in Kenya there has been an 
increase
 
in modern contraceptive use at the same time that fertility has
 
risen in rural areas. Even in urban areas, where fertility has
 
remained stable, high fertility values persist and family

planning is primarily used to maintain fertility and to space-­
not limit -- births. A complex of forces over several decades
 
has brought a decline in traditional customs that prolonged the
 
interval between births, and has thus conditioned a rise in
 
f'ertility. Overall, the use ot contraception is not
 
compensating for 
the decline of traditional fertility-limiting

practices (Dow and Werner 1981a). 
 This rise in fertility is
 
linked to continued extremely high desired family size and
 
perhaps to historical limitations in the availability of
 
contraceptive services.
 

While education has been a contributing factor in
 
hastening the decline of traditional spacing, it has not (at

least not yet) brought widespread changes in attitudes about
 
family size. The current state of social and economic
 
development for most of the population perpetuates the context
 
for high fertility. Children are key to household production

and reproduction, and remain, even today, the primary channel
 
by which women achieve high social status. The economic
 
setting for much of the population is one of increasing poverty

and heavy work burdens and the market economy although only at
 
its marginal fringe. Although some people have taken on
 
modern, western values, the transition to mcdern family

lifestyles is incomplete.
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Table 4. 
 MEAN NUMBER OF CHILDREN EVER BORN BY CURRENT AGE
 
SELECTED SOCIAL CHARACTERISTICS a/
 

Current Age
 
15-24" 25-34 
 35-44 45+
 

Level of
 
Education
 

none 1.0 4.4 
 6.9 7.7
1-4 yrs' 1.0 4.7 
 7.6 8.5
5-8 yrs 
 1.0 4.6 7.2 (8.9)

9+ yrs 0.9 4.5 
 * * 

Type/Place of
 
Residence
 

rural 
 1.0 4.6 
 7.2 8.0
urban 
 1.0 4.2 (6.9) * metropolitan 
 1.1 4.0 6.0 (5.7)
 

Region of --

Residence
 

Nairobi 
 0.-9 4.4 6.8 
 * Central 
 1.0 4.7 7.5 
 8.2
Coast 
 0.9 3.8 
 5.8 5.0
Nyanza 
 0.9 4.3 
 7.3 8.6
Rift 
 1.1 4.6 
 7.1 7.6
Western 
 1.0 4.5 
 7.5 7.9
Eastern 
 1.2 4.6 
 6.8 7.9
 

Ethnic Group

Kikuyu 
 1.1 4.9 
 7.5 8.2
Luo 
 0.8 4.0 
 6.9 8.0
Luhya 
 1.0 4.6 
 7.7 8.0
Kamba 
 1.1 4.4 
 6.8 7.7
Kisii 
 0.8 5.0 
 7.7 (8.7)
Meru/Embu 
 1.2 4.6 
 6.7 7.7
Mijikenda 
 0.8 3.8 
 5.5 (5.8)
Kalenjin 
 1.1 4.6 
 6.9 (8.1)
Other 
 1.0 3.7 6.3 (5.9)
 

Source: Kenya Fertility Survey 1:97.
 

a/ Standardized by age at marriage and proportion never married.
 

/0 .
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B. Fertility Variations: Significant Groupings:
 

In this section we show the extent of, and the reasons
 
behind, diversity of fertility in Kenya. The first step is to
 
characterize those who have the lowest fertility, and suggest

what causal processes are operating upon which development

planners can build. 
Then we look at the country in terms of

regional/ethnic and occupational/productive categories and try

to glean from these some c!,,s about variation in fertility

change. Based on still conjectural evidence we suggest an

alternate way to group the majority population of smallholder
 
farmers which is more consistent with other parts of the SIP

and which might prove more useful for planning purposes. It is
 
important to try to discern subgroups where existing

development trends imply different fertility effects, and where
 
different processes of fertility change suggest the
 
appropriateness of different development interventions. 
We
 
conclude with a summary of significant dimensions and groups

for which there are particular implications for development

strategy. Eefore continuing it is necessary to make two
 
points. First, the fert-ility differentials under discussion
 
are not large. Table 4 shows the size of differentials based
 
on various socio-economic categorizations.
 

Note that children ever born by both region and ethnic
 
group (most regions are inhabited by just one, or in some cases
 
two, ethnic groups) ranges from a high of 8.5 children to a low
 
of 5.0 children. The low figure, for the Mijikenda of the
 
Coast, is anomalous; low fertility here is largely a result of
 
greater infecundity and poor health conditions.
 

Secondly, much of the variation reflects differentials
 
in degree and duration of breastfeeding and the extent to which
 
breastfeeding declines are compensated for by contraceptive use
 
(Mosley, Werner and Becker 1981:30). Conversely, where
 
fertility rates are similar, variation in breastfeeding and
 
other components of the birth interval may imply that quite

differ2nt processes are operating to generate surface
 
similarities. 
We will try to clarify such differences when

appropriate, using an existing analysing of components of the

birth interval (tiosley, Werner and Lecker 1981).
 

1. Family Planning Innovators
 

Although the trend toward effective family planning is
 
weak, there 
are sufficient data to allow a characterization
 
of the kinds of women and families who are now, and are
 
likely to be, the leaders in a gradual transition to
 
smaller family size. These include: urban residents, the
 
highest income and occupational classes, the best educated
 
women, women with wage employment, and those from etchnic
 
groups and social classes which were the first to, and
 
still are the most likely to,
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adopt western family lifestyles. The categories cut across the
Kenyan population in different ways, but there are 
reaso~ns to
believe that similar processes are operating in each case to

lower fertility.
 

(a) Urban-rural fertility differences 
are relatively
large. Kenya Fertility Survey data show that women in Nairobi
or Mombasa have a total fertility rate 2.5 births lower than
rural.women. 
Current contraceptive use is 
much higher in urban
areas (19 percent) than in rural areas 
(8 percent) (Kenya
Fertility Survey 1:102, 140), although the 
effects of increased
contraception are partially offset by decreased duration of
 
breastfeeding.
 

(b) Both higher education and husbands' employment in
white collar and professional categories tend to correlate with
decreased breastfeeding, but among the best educated women, and
especially among those who also have husbands in the most
modern occupational category, higher levels of contraceptive
practice mcre than offset the decrease and 
there is a net
decline in fertility (Mosley, Werner and Eecker 1981:51).
There is 
a dramatic increase in knowledge of, ever use of and
current use of contraception among each incremental group of
educated women (Kenya Fertility Survey 1.140).
 

and 
(c) Significant variations in contraceptive awareness
use are 
shown for particular ethnic arouPs, 
with '.eru and
Kikuyu women two to three times more 
likely to be using a
method of contraception than women 
from other groups (Mlott, S.
1981). An important part of this is the effect of greater
access 
to family planning services, but equally important 
is
 

that
 

the gradual inculcation of some Western values by
the Kikuyu and IMeru (independent of 
their education,

literacy, urbanization and ease of access 
to family
planning) over 
several generations of contract with
the west.., has led to their exceoticnal behavior with
regard to 
family planning (Mott, S. 1981:12).
 

Among the Mieru it 
is families which-are most involved
in the cash economy and where the husbands are salaried
professionals which are most likely to 
use contraception. In
these 
families, wives are well-educated and the level of
children's education is such that they are nearlv certain to be
as successful as 
their parents (Greeley 1977). Even among
groups which are far less westernized, a similar category of
families may be the 
first contraceptors (Ssyenyonga 1975).
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TABLE 5. DIFFERENTIALS IN CONTRACEPTIVE KNOWLEDGE AND
T1Tr FOR EVER-MARRIED WOMEN AGED 25-34 YEARS, 
BY
 
ETHNIC GROUP
 

A. % who had heard of any method.

B. 
% who had heard of any family planning facility.

C. % who had ever used any method
 
D. % current users a/ 

Kikuyu Luo- Luhya Kamba Kisii 
 Meru/Embu .Mijikenda Kalenjin
 

A. 97 93 
 92 94 
 90 94 83 88
 
B. 62 45 50 50 28 74 
 20 36
 
C. 
 48 25 14 35 23 57 12 28
 
D. 17 10 
 4 8 
 6 16 3 5
 

Source: Kenya Fertility Survey 1:140

a/ Traditional and modern methods included; figure based on
currently-izarried non-pregnant fecund women.
 

(d) Although the proportion of women in Kenya who are
working in 
a wage or salaried job is 
small, these women-have a
fertility level I5 percent lower 
-han other women, and a (modern)
contraceptLve use 
rate which is greater than four times that of
those not 
so working (Mosley, "Jerner and Eecker 1981:24).
Working woemn breastfeed only slightly less than the average
Kenyan woyian (Kernya Fertility Survey 1:67).
 

A recent analysis of Kenya Fertility Survey data divides
Kenyan women into modern, transitional and traditional types,
dependinq cn whether they sedire more or 
less than six children
and on whether they have ever used contraception (Dow and Werner
1981). 1 
 The authors conclude that demographic and
 

Modern women 
(group A) are defined as 
those who desire less than
six children and are 
"ever-users" of modern contraception.
Transitional 
women include two groups; 
those who desire less than
six children, but have 
never used modern contraception (group
B), 
 and those who desire more than six children but are
"ever-users" (group C). 
 The fertility of group E women exceeds
-'heir stated desires; this is not a surprise since they
breasteed no longer than those women who desire more 
than six
children. Group C women are 
using contraception effectively, but
to space 
their children at a higher fertility rate. Traditonal
 women (*Group D), 
who are in the majority, desire more 
than six
chilarew and have 
never used modern contraception. *(The
percentage of"
women in each category is as follows: A 
- 4.4
percent; B ­ 19.8 percent; C ­ 8.2 percent; D - 67.6 percent).
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contraceptive innovation is 
strongest among younger women, and
that the complex of factors associated with development -­greater education, better 
jobs, more urbanization, increased
family nucleation and a 
"western cultural perspective" -- should
reduce traditional reproductive behavior and lead to smaller
family size desires and greater contraceptive use (Ibid.:14).
But 	the same study shows that most 
women (67%) still retain a
traditional perspective towards fertility, and that almost
two-thirds of women ever 
using effective contraception are doing
so while retaining large family preferences.
 

2. 	Socio-Economic Groups and Demographic Variation
 

This discussion will focus on the majority of the rural
population, the smallholder farmers whose fertility behavior sets
them apart from the small group of innovators.1 To get a range
of measures, we use data on actual fertility, desired fertility
and 	contraceptive use. 
 First, we compare fertility measures by
ethnic group 2 and by husband's occupation. Then we suggest
alternate ways to categorize the population which might prove
 
more useful.
 

(a) Ethnic/Regional Differentiation (see Table 6)
 

Two groups with very high fertility are the Kalenjin of the
Rift Valley and the Kisii of Nyanza. 2oth have very 1ow
contraceptive use rates 
(5 percent and 6 percent respectively)
and 	relatively long breastfeeding intervals 
(15.9 months and 16.6
months). 3 
Kikuyu fertility, along with Meru/Embu, Kamba and
Luhya, can be classed as intermediate. The relatively high
 
i. 
We do not address pastoralist groups per Fertility data for
se. 


the 	pastoralists is 
relatively limited in comparison 
to the
wealth of data on agricultural groups, but we 
know that their
fertility is generally lower by comparison. Pastoralists are a

small proportion of the population.
 

2. 	There is correspondence between ethnic groups and regions, and
since ethnicity may condition differences in key factors
affecting fertility, e.g. breastfeeding, polygyny, age at
marriage (LeVine, Dixon and LeVine 1976) we will 
use the data for
 
ethnic groups.
 

3. 	Contraceptive use rates do not necessarily parallel fertility
rates, with groups where 
use 
rates are low having low fertility
(Mijikenda) or high fertility (Kalenjin) and grouus with
relatively high 
use rates showing a wide range in 
fertility. The
Luo, with a lower contraceptive use rate 
than either Kikivu or
Xeru/Embu, have lower fertility than both groups. 
 Reasons for
these seeming discrepancies derive from differences on
breastfeediong intervals as well as 
other factors not easily.
discernible in the figures.
 



--

- 17-

Table 6. 1-:hnic Differentials for Fcrtility and Fertility-helatad
 
Variables, from n'nya.Fertility Survey, 1977/78
 

Kikuyu* Luo Luhya Kamba Kisii 14ru/Dibu ,Mijikenda Xalenji 
Percent of 
K.FS Sw7ple 24.8 17.6 14.7 12.1 6.7 7.2 5.2 6.7 

Po lya;nously
,iarricd 12 43 35 26 >33 22 39 23 
54o~
 

Schcoli.C 36 55 48 46 62. 46 89 59 
Bre t't'eedin 

Interval J 14.4 16.9 16.2 17.5 16.6 18.3 22.8 15.9 

I'e~'N'o. of 
C'hi:c1r?-.rer­

florn to 1or'en 
Azc.: 
b/ 

25-34 
35-44 
45+ 

4.9 
7.5 
8.2 

4.0 
6.9 
8.0 

4.6 
7.7 
8.0 

'4.4 
6.8 
7.7 

5.0 
7.7 
(8.7) 

4.6 
6.7 
7.7 

3,8
5.5 

(5.8) 

4.6 
6.9 
(6.1) 

c/ 8.4 7.6 8.3 8.0 8.6 -8.2 7.4 8.9
 

'FCV-.Far-2ly 
Si'ze for W1mc01n 
Under 25 5.8 5.7 6.5 6.6 6.9 5.9 8.5 7.1 

r*"'Icr.en .who 
D*zire no :ore" 
Children_/ 19 15 15 18 8 14 6 11 

c; Contraceptors 
(All:Methods) 17 10 4-- 8 6 16 .3 5 

SContraz- ors 
(Modern Only) 8.i1 2.4 3.0 4.3 1.4 9.4. 1.5 2.3 

zvcr-User3 
of Contra­
ception .. 48 25 .24 35 23 57 13 28 

Sorce: eX:-.a ertility Survey, Voluxme I:60, 81, 97, 101, 111, 118, 140;
,:ozely, and Beckcr 14.'ierre 1981: Table 

£D'r:tion of breztfeedin; in in.-onths. 

aGe 50 for hypothetical woman exeriencing cirrent age-specifio rates 
throuhct he reproductive life.At 

d/ ?erccnt of currently married fecund eiomen aged 25-34 who want no more 
children. 

http:r*"'Icr.en
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size desires are lower than fertility. Although the Kikuyu and
Luo show higher fertility in older age groups and relatively

high fertility overall, there is 
some evidence for a reduction
family size and lower desired family size among younger women.
(In other ways these two groups differ: Kikuyu measure low and
Luo high on percentage polygynous marriage; the Kikuyu are

contraceptive innovators while the Luo are not).
 

Differentials in fertility-related variables by

ethnic/regional group, especially as 
clarified by data on
components of the birth interval, suggest certain implications

for fertiliay trends and 
for the likely impact of variations in
contraceptive use on fertility. First, grdups where
breastfeeding intervals are 
long, the rate of polygamy is high
and greater proportions of women have no schooling, fertility is

likely to rise, in 
some cases dramatically, in the absence of
increased contraception. 
This will occur as continued
modernization brin-s changes whereby breastfeeding intervals are
reduced, polygamy decreases, health is improved and greater
proportions of 
women enter primary school. In this category are
the Mijikenda, Luhya and Kisii. 
 With their low fertility, high
fertility aspirations and low contraceptive use, Mijikenda

fertility is particularly likely to rise in the 
near term.
Second, instead of reducing fertility, increased contraceptive

use in the near term 
is likely to serve only as ccmpensation for
the decline of other traditional spacing mechanisms among all
 groups, but especially for the %ijikenda, Kamba, and 
,:eru/Embu

(where breascfeedinc intervals are 
Lhe longest).
 

Third, family size desires among Kikuyu, 'leru/Embu and Luo
 
are noticably lower 
than those for other groups. This is
especaially interesting in the.case of the Luo, where a high
proportion cf women have no 
schooling. Fertility and family
size desires are remaining the highest among the Kisii and
 
Kalenjin.
 

But such comparison by ethnic groups can go only so
First, the Kenya Fertility Survey data do not 
far.
 

tell enough about
social, 
economic and cultural factors which condition fertility
processes; for this the findings of community-type studies are
far more useful. 
 In addition, relevant categories for fertility
processes will only in part be based on 
ethnic groups. It is
far more important to consider aspects of household production

and economy, which give a better grasp of fertility dynamics.
 

(b) Occupational Categories
 

Comparison of fertility 
measures 
by husbnand's occupational
class is possible with KFS data, but examination of the

breastfeeding-contraception tradeoff 
is cri.tical to interpret
the differences. 
Analysis of birth interval components shows
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that, for most occupational categories, there is a decrease
 
among all age groups in the duration of breastfeeding, and
 
although contraceptive use rises consistently with each
 
occupational category, the net result is a very slight rise
 
in fertility produced by a decline in breastfeeding. Thus,

families in the white-collar, professional category have

approximately the same 
fertility as skilled/unskilled workers
 
and agrarian families, but reach it "by different
 
mechanisms." There is some evidence that younger couples in
 
the modern sector will achieve smaller families as they move
 
through their lives 
(Mosley, Werner and Becker 1981:21-22).
 

Other relationships between fertility and occupation are
 
illustrated in Table 7. 
The largest family size desires, the

lowest contraceptive use, as well as the highest current
 
fertility, are for those in the agricultural sector and for

unskilled manual laborers. 
 Workers in sales and service and
 
skilled manual workers are an intermediate category in terms
 
of desired fertilit-y, current fertility and contraceptive
 
use. Professional and clerical workers 
-- the highest

educated group -- exhibit the greatest use and the lowest
 
family size lowered desires. Thus, there is a consistent

relationship between fertility and the progression from

professional to technical to agricultural occupations.
 

3. Significant Groupings: Conclusion
 

The above discussion has examined fertility

differentials along a number of dimensions in order to
 
attempt to isolate significant variations in fertility

dynamics. Demographic and contraceptive innovators were

described, in order to gain clues about the conditions that
 
promote innovation. Innovator families are a small
 
percentage of the population, who are better-off
 
economically, and who are 
fully incorporated into the cash
 
economy (where women's work may be channelled to
 
better-paying wage employment). This group is only one 
to
 
achieve a family size significantly less than six children
 
per woman.
 

//
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Table 7. Fertility and Fortility-Related Variables by Husand's 
Occupational Class, frcia lKanya Fertility Su-rcy, 1977/1976 

Ulmk. Agri. Self--.pl.
 Profes- Cleri- Shles Sor- Ski!. 

sional cal Vice Manual Manual Labor Agri...
 

Percent of
 
8.0 9.4 17.2 5.0 29.3 8.0
IFS Scunple •-9.4 "5.0 

% Polynrsously 
35I-Taried 27 23 . 32 31 2 25 22 

Schooling 19 27 47 46 48 40 65 66 

Mean ] of
Child- -cta E-ter-

Borr, to Women 
Aged: 25-34 4.7 4.4 4.7 4.6 4.7 4.6 4.6 4.5 

a/ 35-44 7.6 7.2 7.2, 7.3 7.1 7.5 7.3 7.0 
45+ (8.7) * 7.9 7.5 5.6 (6.2) 8.1 7.9 

Recent
 
Fertility _/ 6.4 6.6-- 6.6 6.7 "6.6 6.8 7.1 5.4
 

Desired Family
 
Size "or '.Wcmen
 
Under 25 6.0 5.4 6.7 6.3 6.1 6.5 -.6.9 7.0
 
It Women-. ho
 

Desire no
 
M4ore Chlildren 17 23 17 20 '17 6 16 10
 

p 	Contraceptors 
(All ;cthodz) 21 19 18 1. 7 8 6 6 

Ever-Users 
of Contra­
ceoption 55 47 41 41 36 2 2 26 

Senrce: KeyA.Fertility Suzrvey, ..60, 81, 98, 101, 112, 1!9, 141. 
osely, Werner and Becker !981: Table 6. 

_/Sv.;ardizad by ase at mriage and proportion never maried. 

b/ Shows differentials in recent marital fertility; estimated mcan njaber
 

Of chi!drcn That ":ouid he born bet-ween 5th and 15th yea. of marria- to
 
womea continuously married during this period, at czrcnt fertility lcvelc.
 

morec/ Perccnt of currently married .fecwnd women aGed 2r-36 who want no 

chil'rcn.
 

I1i'
 

http:Self--.pl
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Smallholder farmers were divided into subgroups for whom
 
different-demographic and economic processes are operative.

Ethnic variations are linked to variation in demand for
 
contraception and in fertility dynamics. 
 in addition, ethnic
 
identity sometimes implies important value differences
 
regarding the spacing of children. However, there are far
 
more similarities than differences in fertility behavior
 
among the categories analyzed here, and current economic and
 
social differences are not great enough to have much impact

on fertility. The implication is that real changes in family

size will come only with significant developoment in economy

and society.
 

D. Conclusion
 

We have shown that fertility trends do no support and
 
even threaten Kenya's development. The most effective practice

limiting the present high rate of'fertility is prolonged

breast-feeding, but the effect on family fertility is unintended
 
and is declining with modernization. Similarly the practice of
 
polygamy, which is a non-intentional but nevertheless significant

constraint on fertility, will probably decline over 
time.
 
Modernization is promoting the conditions which support voluntary
 
use of contraceptives, but by and large only among families with
 
a considerable degree of educational attainment, higher levels of

income, better status of women, and, in many cases, urban
 
exposure and professional level of occupation. Current family

planning use among married couples in Kenya is less than 5
 
percent, average desired family size among rural couples has
 
increased in the last decade and the National Family Planning

Program has remained essentially stagnant since 1978. In brief,

current conditions suggest that for the vast majority of rural
 
smallholders in Kenya, limiting fertility is 
simply not a
 
desirable or attainable option.
 

Two major conclusions derive from the previous sections'

discussion. First, fertility is not likely to drop much below a
 
six-child-per-woman average without significant economic and
 
social change among the majority population of rural

smallholders. Thus, a resolution of the fertility issue will
 
require increased employment, productivity, and modernization
 
among Kenya's rural population. Meeting economic and employment

goals will therefore contribute to fertility reduction goals.
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Second, without a dramatic increase in the access to and
availability of family planning services, fertility is likely to
continue to rise in the near 
term. 
 This is because only modern
contraception can compensate for ongoing changes in traditional
practices that have in the past kept fertility under control.
Compensation through modern contraception will not happen without
an improvement in the performance of service delivery

institutions.
 

Our final comments relate to institutional mechanisms
for service delivery. As described above, the existing network
of government services is inadequate, and family planning and
maternal-child health have tended to be given low priority within
the government health bureacracy. Politicians, too, are
reluctant to commit themselves publicly to fertility control
measures. 
Ethnic rivalries as well as 
few of conservative
elements 
in their constituencies render most politicians very
cautious in the family planning area. 
In general, those who make
decisions in Kenya, from the national level to 
the family, will
lose little if high fertility continues, but have considerable
stake in avoiding the negative consequences associated with
supporting fertility limitation. The politician, the M-inistry of
Health official, the religious leader, and the male household
head in most circumstances are far more likely to be threatened
by the implications of 
fertility limitation than by rapid

population growth.
 

Since constraints will take time, and because public
sector absorptive capacity is limited, and also because public
mechanisms have always been complemented by private ones, a
logical conclusion is 
to look toward private channels in this
 
area.
 

Private profit-making family planning activities in
Kenya have been limited, and largely confined to the urban areas,
with the exception of the sale of condoms. 
 The present
government policy looks very consiously at 
community-based
distribution of the pill and IUD, although there have been some
small, closely-supervised initiatives. 
 A pilot marketing scheme
to provide the sale of condoms for family planning was 
undertaken
in Meru district in the mid-seventies, but despite positive
evaluations 
(see fn- example Rogers: 1S73), 
this program is seen
as having generating harmful controversy and is characterized as
 
a failure.
 

It appears that private and voluntary organizations
offer promise in helping to promote effective family planning,
although considerable resources and time will be required to
realize this. 
 Christian church-related institutions are one 
such
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example. Although at present they account for a very small
 
fraction of contraception service delivery, they provide about 40
 
percent of health services in rural areas. Certain Christian
 
beliefs severely restrict the acceptability of contraceptive

practices, but most.Christian teachings promote family

life-styles (eg. husband-wife communication and shared
 
decision-making, responsibility for the development of children,

participation in community and group activities) which are
 
favorable to the spread of family planning. These teachings

especially effective in changing male attitudes towards the
 
family in rural areas. Many church organizations have a long

history of-development-related activities in the communities they
 
serve, and retain the kind of creditability and local leadership

which can create and sustain an accepting environment for family

size limitations and contraceptive use. While examples of the
 
potential are few, the cases analyzed within Kenya show
 
considerable promise (Kabwygere and Mbula 1979, Greeley in Ndeti
 
and Ndeti 1980: 139-140).
 

A second area of promise in rural places lies with
 
women's groups. Women participating in groups can be exposed to
 
family planning messages relatively efficiently, leaders of these
 
groups are often those most likely to adopt family planning and
 
hence may serve as role models, and the benefits of women's
 
groups (eg. increased education and understanding of the modern
 
world, greater income in some cases) can be supportive of family

planning practices. A preliminary study of 10 income-generating

women's groups in Nyeri distrizt, for example, found family

planning use among group membe.-s increased from 25 percent to 75
 
percent over a two year period (Odera Personal Communication). A
 
third area of promise lies with initiatives undertaken by groups

promoting breast-feeding, and a fourth area would include family

planning promotion and service delivery among co-operative

members, labor and teachers' union members and other worker
 
organizations.
 

In sum, high fertility will continue to pose a threat to
 
Kenyan development for some time. Only broad socio-economic
 
development will reduce fertility levels, and that only slowly.

A necessary complement to improving agricultural and employment

conditions will be easing access 
to family planning services,
 
since only this way can we expect modern contraception to
 
effectively take the place of traditional practices in keeping

birth intervals appropriately wide. Government will necessarily

play a role in this, but we see a place for private sector
 
involvement as well. Only with such an integrated attack on the
 
socio-economic and institutional context of high fertility in
 
Kenya can we reasonably expect progress to be made.
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ANNEX.F
 

CONTRACEPTIVE LOGISTICS ANALYSIS
 

I. BACKGROUND
 

A. Relationship to Private Sector Family Planning Project
 

The purpose of this assessment is to identify
 
possibilities for a commodity logistics and management system
 
which will ensure a dependable, steady supply of all
 
contraceptive methods to be used in subprojects. The supply
 
system also should have viability for servicing:
 

1. 	subgrantees beyond the grant period;
 

2. 	other private sector organizations or companies who
 
wish to provide family planning services; and
 

3. 	the private sector service delivery program beyond the
 
four year project period.
 

The proposed project is an untested concept in family planning
 
service delivery in Kenya. As such, neither the ideal form for
 
commodities management nor level of contraceptive demand is
 
known. Since a dependable, smoothly operating system with
 
capability for meeting the needs of expanding demand by the
 
p-'vate sector is the cornerstone of the proposed service
 
deLivery program, special attention should be given to a viable
 
system as part of the comprehensive project plan.
 

B. Contraceptive Methods To Be Used
 

The methods selected include oral contraceptives, condoms,.
 
vaginal spermicides (foams, jellies, creams and tablets),
 
diaphragms, Depo Provera, IUDs and, for rare instances,
 
minilaparascope kits. Based on past patte.-ns of use in Kenya,
 
it is probable oral contraceptives will be most popular.
 
Demand levels for other methods are less certain, although
 
provider bias (common in all countries) likely will affect
 
individual subprojects. There appears to be latent, unmet user
 
demand for Depo Provera. This method is still controversial,
 
however, and its future in public and private sector programs
 
is uncertain. There is a wide variety of oral contraceptives
 
formulations and company products in Kenya, and numerous brands
 
of condoms (British, American and Japanese). Available
 
spermicides include foam Delfan and Emko jelly (Coromex and
 
Ramses) and foaming tablets (Neo Sampoon and Rendalls ).
 



Diaphragms are 
in good supply although they are infrequently
used. 
 Depo Provera is in short supply, in the public sector
because of a new Swedish International Development Authority
policy decision not to supply it; 
and in the private sector
because shortage of foreign exchange has resulted in severe
restrictions in importation. Several types of IUDs are
.available (Lippes Loops, CuT, Cu7, NovaT). 
 Minilaparascope

kits are confined to the public sector and underutilized.
 

C. Present Suppliers in Kenya
 

Swedish International Development Authority has provided
contraceptives to the Government of Kenya since 1969 as 
part of
its bilateral aid. 
 USAID does not expect to bring in contra­ceptives as part of its support to the family planning program.
 
Non-Government Organizations and the commercial sector are the
 
other major importers and suppliers.
 

D. Current Family Planning Service Delivery
 

Family planing service delivery in Kenya is primarily

provided by Minstry of 
liealth facilities and Family Planning
Association of Kenya Clinics. 
 The commercial retail sector is
active only in the major cities (Nairobi, Kisumu, Nakuru,
Eldoret and Mombasa), in most developing countries since it is
not profitable for companies to distribute contraceptives
outside urban centers. The commercial sector usually supplies
pri':ate clinics and hospitals. Somhe hospitals operated byre 'L..0ious grcups provide family planning services as part of
their MCH programs; less than a handful stress family
planning. City councils in larger urban centers provide
contraceptives in municipal clinics. 
A few factories include
but do not 
promote family planning services in their clinics.
Community based distribution demonstration projects are planned
by five organizations, and a small, 
two year old community
based distribution project is run by the University of Nairobi
Department of Community Medicine. 
 Other family planning

oriented non-government organizations provide supplies to
projects they sponsor but do 
not provide delivery services
 
directly.
 

E. Legal Issues
 

There appear to be few laws and regulations which impinge
on or 
may restrict contraceptive procurement and distribution
for the project. Non-government organizations and non-profit
organizations, e.g., 
may import contraceptives for their own
use duty free and without import licenses. No import licenses
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are required for commercial companies, which currently are hard
 
pressed to get approval for licenses for goods which are not
 
considered critical. As nearly as could be determined in this
 
brief overview, all contraceptive products now used in Kenya
 
are already properly registered with the Government of Kenya.

As to restrictions on distribution, none exist for condoms or
 
spermicides, but, by law, only pharmacies or medically trained
 
personnel may provide oral contraceptives, IUDs, diaphragms and
 
Depo Provera.
 

F. Policy Issues
 

The Ministry of Health recently notified all non-government
 
organizations involved with proposed community based
 
distribution projects that only those contraceptive methods and
 
oral contraceptive brands used by Government health services
 
may be provided to community based distribution clients, and
 
that the Ministry of Health will supply such projects with
 
commodities upon request.
 

The Ministry of Health, as stated earlier, has advised United
 
States Agency for International Development that it wishes to
 
supply the proposed private sector program as well. It has
 
further advised all organizations that Ministry of health
 
supplied commodities may not be sold at any price.
 

The Ministry of Health has requested that all service delivery
 
points for this project be registered with the Ministry of
 
Health.
 

G. Infrastructure and Communications
 

Kenya has a well established transport and communications
 
infrastructure to support logistics and distribution. Most of
 
the population is rural, but good or adequate roads are in
 
place at sites where service delivery points most likely will
 
be located. Telephone communication with all or most
 
subproject headquarters will be possible, and mail services are
 
fairly quick and dependable. Rising petrol prices over recent
 
years, however, have curtailed distribution services by many

companies except to major towns, which are supplied by private

companies. This has resulted in a fairly passive marketing
 
system. Entry ports reportedly have good facilities and are
 
well located. Good warehouse space in Nairobi and other
 
sizeable towns is available, if needed, for safe, clean storage.
 

II CURRENT SITUATION REGARDING CONTRACEPTIVE SUPPLY
 

A. Ministry of Health Contraceptive Supply System
 

Procurement: The locally based Swedish International
 
Development Authority office sends requests to the home office
 

/
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in.Stockholm each year for specific quantities of each type of

contraceptive or manufacturing firm's product. 
 A new policy

decision this year by Swedish International Development

Authority precludes their providing Depo Provera in the
 
future. Requests are based on projected needs estimated by the
National Family Welfare Center and provided to Swedish

International Development Agency by the Ministry of H4alth each

July. The Swedish International Development Authqzity will
 
accept emergency orders during the year if demandhas exceeded

supply on hand. Normally, shipments arrive three to six months

from the date of order. Shipments come in to Mombasa by sea;
emergency shipments usually arrive by air at Jomo Kenyatta

Airport, Nairobi. 
 The Ministry of Health has a borrowing

agreement with the Family Planning Association of Kenya and the
International Planned Parenthood Federation for emergency

stocks *which are repaid from Swedish International Development

Authority stocks. Family Planning International Assistance

will provide contraceptives free of charge with no conditions
 
for repayment in kind. 
 For items not available from these
 
sources, the Ministry of Health can 
(and occasionally does)

purchase from commercial supplies.
 

B. Duty Free Status: In the past, shipments have cleared
 
customs free of duty and customs charges at 
both Mombasa and
Nairobi. The Ministry of Health customs document which
 
authorizes duty free clearance expired, however, just before a
condom shipment arrived this spring; and clearance at Jomo

Kenyatta Airport was delayed for some time. As a result of a

disagreement between the Ministry of Health and the Ministry of

Finance over 
liability for duty, the latter is requesting that
Swedish Intenational Development Authority sign with them an
 
agreement similar to one 
it has with Danish Agency for

International Development for drugs. 
 This would stipulate that

the Ministry of Health recognizes duty free status of Swedish
 
International Development Authority donated contraceptives.
 

C. Warehousina: The National Family Welfare Center has 
a

warehouse assigned to it at the Central Medical Stores 
(CMS)

complex in the Nairobi Industrial Area. The entire complex is
fenced and guarded. The Central Medical Stores Annex building

appears adequate to hold quantities normally used by the

National amily Welfare Center. 
 There is separate space for

offices and for storage of goods. Adequate metal shelving is

available for smaller boxes or 
more fragile items. The
 
Ministry of 
Health is building a new warehouse for

contraceptives, rural health drugs and of printed materials.
 
The Ministry already expects that this facility will be
 
inadequate and chat extra space will be needed. 
 This
conclusion appears valid considering on expected new shipments
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of more recent orders, imminent arrival of two types of
 
contraceptive now out of stock, and the quantity of expired

goods not yet disposed of. There arc depots at Kisumu and
 
Mombasa for all drug storage, including contraceptives.

Although space currently is available because of drug

shortages, it is unclear if future space needs will be
 
satisfied by these depots.
 

D. Inventory Management: The Central Medical Stores
 
maintains a file on stock level for each item warehoused. The
 
Storeman reports they use a "first-in-first-out" system to
 
maintain fresh stocks. Quantities received at the warehouse
 
are recorded upon arrival, and information on each shipment
 
sent is transferred from the order form to the respective card
 
on that item. This card file provide the information needed
 
for additional or annual orders given to Swedish International
 
Development Authority. The Central Medical Stores Annex uses
 
this information, plus quarterly returns of balance on hand
 
from facilities receiving contracepcives, to make annual
 
projections for submission to Swedish International Development

Authority. The projection form includes: 1) stocks on hand; 2)
 
needs of Ministry of Health hospitals; 3) needs of all other
 
service delivery points; 4) total needs; and 5) the difference
 
between commodity needs and stocks on hand. The National
 
Family Welfare Cenlr reports that they have great difficulty
 
getting quarterly reports from service delivery points on a
 
regular and timely basis (or even at all, in some cases). This
 
makes projections difficult for commodity and warehouse space

requirements as well as related transportation costs to service
 
delivery points.
 

E. Shipping: A shipping plan calls for regular, weekly
 
schedule of delivery of drugs and contraceptives to depots at
 
Kisumu and Mombasa with drop-offs at larger service delivery
 
points along the way. Special requests can be made by more
 
remote districts for delivery; but, typically, service delivery

points are expected to pick up supplies from the District
 
hospital. There are two vehicles posted at the Central Medical
 
Stores and, reportedly, one at each of the depots. The
 
National Family Welfare Center reports the plan has not worked
 
well recently beca 'se the vehicles will not leave without an
 
adequate load of drugs (there are severe shortages at present)

and petrol is not available due to high prices. The Central
 
Medical Stores resolved shipping problems by contracting with a
 
transport company, shipping by train, or sending small,
 
emergency oLders via private carrier service. It reports there
 
is a regular system of borrowing among district Ministry of
 
Health facilities as a stop gap measure when supplies run short.
 

-Ioo 
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Orders are received by the National Family Welfare Center
headquarters directly from the District Hospitals, which are
expected to order for and supply service delivery points in
their respective district. 
 All service delivery points
registered with the Ministry of Health may receive supplies on
request. 
 In addition to Ministry of Health facilities, 28
other service delivery points are on the National Family
Welfare Center list as 
eligible (or having asked for) for
contraceptives: 20 
or 
so private (usually Mission hospitals),
4 non-government organizations, 3.parastatals and 2 private
sector companies (Kenya Canners and Brooke Bond). 
 The National
Family Welfare Center also intends to supply those
organizations who operate or plan to 
implement community based
distribution projects. 
 Goods cannot be released unless
authorized by the Director, National Family Welfare Center or
his designee. Copies or orders 
(6 in all) are kept at various
points along the line, and a copy goes with the order when
shipped.
 

The entire 
logistics management system is fairly well designed,
but slippage appears to be fairly common. 
 Frequent shortages
at the Central Medical Stores Annex 
(and presumably depots,
too), quantities of expired warehoused goods, and chronic
shipping problems place enormous burdens on the National Family
Welfare Center logistics system.
 

One means of overcoming past problems is a recent Ministry
decision to 
package "kits" in set quantities of various items
to a shipping carton. 
 The standardized package scheduLed to
sent to be
all district Ministry of Health rural facilities is
being tested in two areas close to 
Nairobi. 
 The National
Family Welfare Center recognizes that need for different
quantities of different items will vary by location; it will
continue to ship individual orders on request. 
 Preference,
however, appears to be for supplying the standard *kit" to more
rural, smaller facilities.
 

F. Contraceotive SUDolies: 
 The National Family Welfare
Center has ordered the following items for 1983:
 

Oral Contraceptives in 100 cycle boxes:
 

Eugynon
 
Microeugynon
 
Nordette
 
Trinordial
 

Condoms in gross (144 pieces)boxes:
 

Chapeau
 
Million Gold
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Spermicides:
 

Neo Sampoon (tubes of 20)
 
Delfen
 

Injectables:
 

Depo Provera
 
Noristerat
 

IUD:
 

Lippes Loop (Sizes A-D)
 
CuT
 
Multiload
 
Nova "T"
 

Disposable gloves
 

G. Policies and Practices of Other Contraceptive Suppliers
 

1. Family Planning Association of Kenya (FPAK): The
 
Family Planning Association of Kenya provides services in
 
clinics located in the major cities. They charge a small fee.
 
Family Planning Association of Kenya receives supplies from
 
International Planned Parenthood Federation Regional
 
headquarters in Nairobi. Pathfinder supplies two Syntex OC
 
products to the Family Planning Association of Kenya. CuT and
 
Cu7 IUDs, however, are purchased locally from a commercial
 
supplier. The Family Planning Association of Kenya offers
 
clients 9 different OC brands, 2 condoms, 3 types of IUDs,
 
diaphragms, spermicides in creams, jellies and tablets, and
 
Depo Provera. (Brands are the same as those listed below for
 

Supplies are
International Planned Parenthood Federation.) 

warehoused in Nairobi. Goods are sent by public transport from
 
the Nairobi headquarters upon request.
 

2. International Planned Parenthood Federation (IPPF):
 
The regional office of International Planned Parenthood
 
Federation is headquartered in Nairobi. Large stocks of
 
contraceptives are warehoused locally for shipment to the
 
Family Planning Association of Kenya affiliates in Africa.
 
Supplies are purchased by the International Planned Parenthood
 
Federation Central Office in London although commodities are
 
shipped from the factory to Nairobi. Goods are sent to
 
affiliates upon request, preferably by the least costly means,
 
but for speed, and when more practical, they are sent by air.
 
International Planned Parenthood Federation routinely supplies
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the Family Planning Association of Kenya from regional stocks.
 
Its policy is not to supply any other Kenyan family planning
 
programs. The director of one community based distribution
 
project scheduled to be launched this year, however, is
 
negotiating with the International Planned Parenthood
 
Federation for supplies.
 

3. Family Plannina International Assistance (FPIA): This
 
family planning organization is also regionally headquartered
 
in Nairobi. It receives orders and sends these on to its New
 
York Headquat.ers for shipment throughout Africa. Goods are
 
sent C.I.F. from the U.S.A. and are usually shipped either by
 
sea or air at the request of the recipient. The receiver is
 
responsible for in-country transport, duty, clearance or
 
storage charges. Port of entry for Kenya is either Mombasa or
 
Nairobi. Inventory and distribution records must be kept, and
 
any use of income from sales must be approved by the Family
 
Planning Association of Kenya.
 

4. PATHFINDER: Most of the contraceptives Pathinder
 
supplies to those family planning projects it supports come
 
from the Ministry of Health. They choose to rely on the
 
Ministry of Health primarily because of the National Family

Welfare Center policy that the same brands of oral
 
contraceptives should be uniformly provided to all service
 
delivery programs in Kenya. Pathfinder maintains a small stock
 
of contraceptives it receives from Boston headquarters. These
 
are stored locally to be used for emergency supplies.
 

5. United Nations Children's Fund (UNICEF): UNICEF does
 
not provide any contraceptives in Kenya.
 

6. United Nations Development Program (United Nations Fund
 
for Population Activities): The organization does not supply
 
in Kenya.
 

7. Swedish International Development Authority (SIDA):
 
This major donor of contraceptives to Kenya has supplies
 
bilateral commodity aid for the past 14 years. All methods
 
except Depo Provera are available from Swedish Agency for
 
International Authority.
 

8. USAID: USAID does not provide contraceptives in Kenya
 

except through contractors or grantees.
 

9. Commercial Sector
 

Several importers handle contraceptives for distribution
 
to chemists and, for condoms, to supermarkets and smaller
 
shops. Oral contraceptives are the primary contraceptives
 



sold, and Schering A.G. products unquestionably dominate the
 
they do most non-U.S.
Kenyan oral contraceptive market, as 


markets. Condoms, a less important contraceptive appear to be
 

purchased primarily by tourists. The importer for LRI
 
products, the dominant condom company in Kenya, states that
 

sales have slowed substantially in recent years, and he has
 
IUDs (CuT and Cu7), Depo
dropped several brands from his line. 


Provera, and a British firms's vaginal spermicide are imported
 

and available from manufacturers' local agents. Prices for all
 

contraceptives are uniformly high and similar to European
 
markets.
 

H. Recipients' Experience with Contraceptive Supplies
 

Ministry of Health facilities, of course, experience
 
shortages soon after the Central Medical Stores-Annex runs out
 

Even under the best circumstances,
of any method or product. 

supply problems naturally increase proportional to distance
 
from Distri,;t hospitals or depots in Nairobi, Kisumu and
 

Mombasa. More recently, curtailment of vehcile use and
 

shortage of drugs have exacerbated the problem. Wlile most
 

District Hospitals report delays in receiving orders, a few had
 

no supply of one or more types of contraceptive while others
 

had far too many of other types. Ideally, they try to keep
 
hand to serve all facilities,
about 6 months supply on 


(Ministry and other) in the District. Any facility needing
 

supplies is expected to secure them directly from the District
 

Hospital facilities, which usually must'pick up supplies from
 

the District Hospital. Because of problems wi:h delays and
 

popular items, not all facilities routinely
shortages of more 

stock and suppy all methods. Depo Provera is in short supply
 

or out of stock almost everywhere, both in government and non­

government facilities. One District Hospital visited reported
 

they couldn't stock Depo Provera because only doctors could
 
same hospital reported it had no
give injections. The 


speculums.
 

Parastatals and City Councils which received supplies were
 

uneven in what they routinely stocked, and not all City
 

Councils provide family planning services. One parastatal with
 
had condoms
predominantly male employees reported it had not 


for some time; Depo Provera, used by wives, also was not
 
generally
available. Nairobi City Council, however, said it 


could get supplies: The Central Medical Stores Annex is easily
 
their clinics.
accessible 'o most of 


Non-governmerit organizations which plan to operate
 

community based distribution projects, hopefully, will have the
 

same generally experience with Ministry of Health supplies as
 

/
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two of the present two community based distribution pilots.

Both Chogoria Hospital and the University of Nairobi Department

of Community Health, for example, have adequate stocks although

there is consistent unevenness in availability. Both collect
 
supplies from the warehouse with their own vehicle.*
 

A number of private religious hospitals receive Ministry

of Health supplies. The reasons why some place major orders
 
and others few or why others have never requested are unclear.
 
Generally, the few which take substantial amounts of supplies

from the only two health facilities run by private-for-profit

companies have recently requested contraceptives from the
 
National Family Welfare Center. Brooke Bond gets supplies from
 
Kericho District Hospital. The Chief Physician reported they

received oral contraceptives and IUDs but thought Depo Provera
 
was banned. (One of the head nurses, who was enthusiastic
 
about family planning, expressed frustration over lack of
 
response to requests for training from the Provincial
 
hospital. She felt lack of training was the reason for the
 
lukewarm commitment to provision of family planning services b
 
many health staff). Kenya.Canners in Thika receives supplies

from 	the local District Hospital. Although they had
 
experienced some problems with getting supplies in the past,

management was interested in participating in a subproject.
 

I. 	 Potential Limitations of the Public System for Private
 
Sector Proqram
 

Many facilities supplied by the Ministry of Health
 
expressed similer gaps in contraceptive supply. In addition to
 
the occurrence shortages, delayed response to requests time and
 
expense required to pick up supplies at District Hospitals,
 

*The University project personnel initially stated that the
 
Family Planning International Assistance supplied the project.

When prompted, they named as a source also. Central Medical
 
Stores Annex accounts for most of the supplies issues to the 20
 
or more such hospitals which the Mirn.stry of health supplies.

It is a fair cuess that some hospitals supported by churches or
 
mission groups overseas have drugs sent in from their home
 
country. This may also be true for family planning supplies.

More likely, most are over burdened providing curative services
 
and do little with family planning. The proposed Prrcestant
 
Churches Medical Association project, with 10 hospital service
 
centers, should increase interest among fellow members. This
 
network could become a major source of orders for the Central
 
Medical Stores Annex.
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two other potential limiting factors were identified. As might
 
be expected with any supplier, public or private sector, the
 
Ministry of Health gives priority to its own facilities, and
 
District Hospitals tend to reserve items in short supply for
 
the Ministry of Health's health network. The potential demand
 
on Ministry of Health of a new, expanding, untested,
 
demonstration project, with the potential for reaching a
 
minimum of 30,000 acceptors may at times strain the procurement
 
and supply system at all points. Secondly, several persons
 
pointed out that frequent changes of top management in
 
government in the past often meant changes in policies. The
 
Government of Kenya and Ministry of Health presently appear to
 
favor the private sector approach. Possible changes in
 
personnel and policies could greatly impact either positively
 
or negatively on the entire logistics system.
 

II. CONTRACEPTIVE SUPPLY AND MANAGEMENT FOR THE PROJECT
 

The Ministry of Health has made substantial improvements 
recently in its entire commodities system. Management of 
supplies of drugs and medical equipment to rural areas is the 
responsibility of the Management Unit of Drug Supplies (MDS)
within the Ministry of health. The Management Unit of Drug 
Supplies also is taking over the management of all 
contraceptive supplies for the National Family Welfare Center. 
As part of their contribution to the Integrated Rural 
health/Family Planning, the Danish Agency for International 
Development and the Swedish International Development Authority 
provide the Management Unit of Drug Supplies with drugs, 
vehicles, a full-time adviser (DANIDA) and occasional 
consultancies, such as for the start-up of a refined 
contraceptive distribution program. (An evaluation of 
distribution of the new prepacked "kits" of drugs and of 
contraceptives, to rural health facilities will occur in June 
1983). It is anticipated that this level of donor assistance 
will continue for at least the first three years of the 
Integrated Rural Health/Family Planning program. To ensure 
supply contraceptives to subprojects of the project certain may 
need special attention. The following suggestions, which 
should facilitate steady s'ipply, focus on the four main areas 
of supply logistics -- procurement, storage, distribution and 
management control and how possible trouble spots might be 
overcome. Any contraceptive supply plan for the project will 
be cleared with the Director, National Family Welfare Center, 
according to USAID policy. 
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A. Procurement
 

It is anticipated that Swedish International Development
 
Authority (SIDA) will continue to supply contraceptives
 
according to the level of need defined by the Ministry of
 
Health. The Swedish Agency has provided contraceptives as part
 
of its bilateral aid to the Kenya for the past fourteen years.
 
The Danish Agency instead of the Swedish Agency, will supply
 
injectables this year; the first order was placed in
 
mid-April. The goal of the Ministry of Health, the Swedish and
 
Danish Agencies is to order sufficient supplies to meet annual
 
needs. The order was placed the beginning of 1983 based on
 
projected needs developed by the National Family Welfare Center
 
and Management. Unit of Drug Supplies. Additional orders still
 
will be accepted, if necessary, during the year. Shipments are
 
scheduled to arrive in several allotments beginning in
 
April/May, 1983. The project, through contraceptive operations
 
research data, should be able to begin annual, method ­
specific needs. Information should be gathered on acceptors
 
from all service delivery points of the project on a quarterly
 
basis, collated by method used, and analyzed for projected
 
needs in the following year. Submission of these forms can be
 
part of the subproject grant agreement. Projected annual needs
 
should be developed at least six weeks prior to the date the
 
Ministry of Health plans to request contraceptive supplies from
 
the Swedish International Development Authority. In past
 
years, this has been in July; if the old schedule continues,
 
the project should submit reauests to the 'National Family
 
Welfare Center by June 1. It appears the Management Unit of
 
Drug Supplies may shift its ordering schedule permanently to
 
January 1. The initial project procurement order will be less
 
precise than following orders since there will be no program
 
experience on which to base method-specific contraceptive
 
needs. The Technical Assistance Team will need to define
 
carefully the potential acceptor targets and probable date of
 
implementation with subproject personnel during the project
 
planning process. Once subprojects are funded, the grantee, as
 
part of the agreement, might tie release of funds to timely
 
submission of quarterly reports by the subgrantee. Thus, the
 
grantee would be able to develop relatively realistic
 
procurement needs and match the Ministry of Health order cycle.
 

B. Storace
 

A new warehouse at the Central Medical Stores Annex (CMSA)
 
is scheduled for completion before mid-summer 1983 to replace
 
the present outdated storage buildings. It is expected that
 
both contraceptives and rural health drugs will be stored
 
there. An addition to the new Central Medical Stores Annex is
 

/5 
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.in the planning stage, since it appears the 
new facility will
not be able to accommodate contraceptives, National Fa *.ly
Welfare Center printed material and stationery as well 
as rural

health facility drugs. Since contraceptives, cartons of
printed matter, and drugs will compete for storage space in the
same Central Medical Supplies, and since the Management Unit of
Drug Supplies plans to schedule incoming orders through out the
year, the technical assistance team should specify scheduled,
desired arrival dates along with annual needs. 
 A minimum of
four 
to five months supply should always be in the warehouse at
Central Medical Stores Annex to avoid shortages or the need. to
tap into the emergency procurement back-up system.
 

It is suggested that the Ministry of Health, National
Family Welfaro Center, United States Agency for 
International
Development, Swedish International Development Authority and
Danish Agency for International Authority discuss earmarking
supplies ordered and stored for 
the project. Although
borrowing from such earmarked procurements might be anticipated
from time to time, a system-which designates certain quantities
for the project, per their annual order request to the National
Family Welfare Center, would help assure a steady supply level
 
for the project.
 

C. Distribution
 

While contraceptives usually are 
sent from Central Medical
Stores to 
District Hospitals for dispersement to service
delivery points in their respective districts, the National
Family Welfare Center can and does release goods 
from Nairobi
Central Medical Stores directly to 
certain health facilities,

e.g., mission hospitals which collect their own 
supplies.
Ministry will ship, if the facility needs emergency supplies,
and pay for transport. The National Family Welfare Center, in
fact, has used 
means besides Ministry of Health vehicles to
transport contraceptives. 
 Buses and trains as well as private
sector carrier services are utilized. The Private Sector
Family Planning Project presumably can arrange with the
National 
Family Welfare Center and Ministry of Health 
to
release goods to private carriers upon request. It is probable
the Central M1edical Stores will box supplies for shipment if
shipping .artons and 
labels are provided. If not, there are
packing services in Nairobi. 
 Goods packed in shipping cartons
 can then be 
sent by private carrier companies. Many such
services operate from Nairobi 
to urban centers close to
anticipated subproject sites almost daily almost daily.
will pick up packages in Nairobi, and most will deliver 

All
 
"to the
door" for a subs7,tantial 
extra charge. The usual practice is to
telephone the destined receiver 
upon arrival at the nearest
town or deliver to a postal box. 
 It is expected that
subproject grant recipient normally not receiving direct postal
delivery will have post boxes at a nearby town. 
 They also will
have telephones (and in 
a few cases, telex facilities).
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Delivery costs will vary by subproject. One carrier
 
service quoted a minimum charge of Kshs. 10 up to ten kilos and
 
Kshs. 1/- per plus extra charges, based on overall size, for
 
larger boxes. Based on these quotations, a 6 medium-sized box
 
would cost about Kshs. 35 ($2.70), including a 40% inflation
 
factor, to areas such as Kisumu and Mombasa. Costs for boxing

and shipping would consume a relatively small amount of the
 
total project budget. This small cost bears no relation to
 
Possible delays related to moving contraceptives through the
 
Ministry of health district hospital supply system. Shipping
 
costs by private carriers have been taken into consideration in
 
the cost projections for each of the eight proposed subprojects
 
suggested by the present consultant team.
 

D. Management
 

One of the principal tasks the Ministry of Health has
 
undertaken to facilitate drug and contraceptive logistics is to
 
improve management of the entire system. In addition to
 
developing what Management Unit of Drug Supplies believes is 
a
 
rationalized ordering syst.em for procurement of supplies in
 
1983, constructing and planning for new storage space, and
 
securing additional vehicles (supplied and managed by Danish
 
Agency for International Authority for the Management Unit of
 
Drug Supplies), it has refined management and feedback
 
methods. Procurement, for example, will be facilitated by the
 
aforementioned method-specific quarterly reports on acceptors
 
required of the subprojects. Reports also will help service
 
delivery points maintain stock levels at a minimum of three and
 
maximum six months' need. Management of warehousing, inventory

control, and storage of contraceptives for the project, of
 
course, would be the sole responsibility of the Ministry.

Authorization by the National Family Welfare Center for release
 
of goods is triggered by receipt of Government of Kenya Form
 
S12, Requisition and Issue Voucher, stipulating specific

quantities required of each contraceptive method. The
 
Management Unit of Drug Supplies expect to receive a copy of
 
the order from the National Family Welfare Center as part of
 
its refined management system. Minimum time required from the
 
day Form S12 is posted by the service delivery points until
 
receipt of goods is three week (LO days for the post, I day for
 
authorization by the National Family Welfare Center, 3 days to
 
fill the order, I day to box and arrange transport, 3 days to
 
deliver to requesters postal box, 3 days until pick up). It
 
will be another l0 days to two weeks before the Form S12
 
packing slip (shipping receipt) copy reaches the Ministry of
 
Health by post from the recipient. Thus, even if all goes

smoothly, at least two weeks would pass before the technical
 
assistance team either would know an order has been placed or
 
hear from the Min:.stry of Health that the order has been
 
received by the service delivery points. Neither would it
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know of any delays along the order-supply chain. Except for
 
project control over delivery, the process is within the
 
Ministry of Health system (and outside the project system).

The new notification to Ministry of Health (the order copy to
 
the Management Unit of Drug Supplies) will help identify
 
placement of orders, but there is no absolute assurance that
 
project management will be aware of all orders from
 
subprojects. A parallel project control system should be
 
instituted as follows: When the subproject submits For S12 to
 
the National Family Welfare Center, it simultaneously will post
 
a notice to project offices on a specially designed internal
 
management form. The project will mail a shipment notification
 
form to the service delivery points and a copy will go with the
 
shipping container. The copy then is to be sent by return mail
 
from the recipient to the project. Thus, if any problems occur
 
along the way, the project management can trace*the source and
 
initiate corrective measures.
 

Development by the project of an internal control system
 
to facilitate procurement of contraceptives and earmEking of
 
such orders by the Ministry of Health should assure sufficient
 
stocks in the Central Medical Stores Annex for all subproject

needs. If not, there are suppiy sources available to quickly

bring in emergency contraceptives for every contraceptive

needed by the project. If no agreement is reached with
 
Ministry of Health to use Danish Agency for International
 
Development vehicles, distribution from Central Medical Stores
 
Annex to subproject facilities can be arranged by project using

private carriers in much the same way the Ministry of Health
 
now transports emergency supplies. A project management system

parallel to that of the Ministry to track movement of goods
 
from order to receipt by the service delivery points will
 
identify trouble spots and allow the project to trace any

misplaced or lost orders. In short, it is feasible to use the
 
Ministry of Health contraceptive supply system backed by viable
 
contingency supply from other local sources available to the
 
project.
 

The Danish Agency for International Development supported

Manager, Drug Supplies and Logistics - Rural Health, Mr. Gerald
 
Moore, indicated that the Management Unit of Drug Supplies unit
 
could consider transporting contracepcives to project sites
 
subproject service delivery points on Danish Agency for
 
International Development vehicles, which will be supplied to
 
the Ministry of Health for its rural health facility program.

Danish Agency for International Development will provide a
 
vehicle for each of the six Provinces and one for the CMS in
 
Nairobi. All are expected to be in country by early 1984. The
 
plan is to use the Danish Agency for International Development
 
fleet to distribute drugs as well as contraceptives from
 
Central Medical Stores to Provincial Hospitals. From there,
 
provincially stationed vehicles will transport to all District
 

A/r
 



F-16
 

health facilities. He suggested Danish Agency for
 
International Development vehicles could drop supplies at
 
project related service delivery points or at the nearest
 
pick-up point. This clearly would facilitate dependable and
 
ready access to contraceptive supply. If an agreement can be
 
made between Ministry of Health, Management Unit of Drug
 
Supplies, Danish Agency for International Development and the
 
technical assistance team, the distribution system described
 
above need only be used for back-up emergency purposes.
 

/
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IMPLEMENTATION SCHEDULE
 

Prior to Cooperative Agreement Signature
 

Event 


CBD 	notice requesting expresions'of interest 


Z. 	Preselection of firms to receive Request for
 
applications 


3. 	Request. for applications issued 


. Project Paper approved 

. Applications for Cooperative Agreement 
received and logged 

i. 	Memorandum of Understanding with Treasury
 
Signed 


Applications ranked; contendert invited for
 
negotiations 


Negotiations begin 


Final selection 


0. 	Cooperative Agreement signed 


Responsibility Date
 

USAID 3/17/83
 

USAID 4/30/83
 

USAID 5/20/83
 

USAID 7/1/83
 

USAID 7/15/83
 

GOK/USAID 7/15/83
 

USAID 7/22/83
 

USAID 8/1/83
 

USAID 8/10/83
 

USAID/RECIPIENT 8/15/83
 

or Four Year Private Sector Family Planning Project
 

Year I
 

" 
Private Sector Family Planning Advisory
 
Panel selected 


" Advisory Panel meets 


" 
Vehicles, office equipment/supplies ordered 


Office space arranged'for 10/1/83 


0 Technical Assistance Team (TAT) arrives 


Temporary vehicles leased 


Office established & locally supplied

equipment/supplies delivered 


GOK 8/15/83
 

GOK 8/22/83
 

RECIPIENT 8/22/87
 

RECIPIENT 8/31/83
 

RECIPIENT 10/1.83
 

TAT 10/3/83
 

TAT 10/7/83
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Event 
 Responsibility Date
 

8. 	Subproject selection criteria, terms, etc.
 
submitted to USAID 
 TAT 10/14/83
 

9. 	Project work plan, including Operations
 
Research, drafted in ccoperation with USAID TAT/USAID. 10/26/83
 

10. 	 Subproject selection and terms approved 
 USAID 10/31/83
 

11. 	 Training arrangements approved TAT/MOH/USAID 11/1/83
 

12. 	 Vehicles, U.S. source office. equipment
 
arrive 
 RECIPIENT 11/7/83
 

13. 	 Evaluation plan submitted to AID 
 TAT 11/7/83
 

14. 	 Project work plan finalized TAT/USAID 11/10/83
 

15. 	 Training arrangements finalized 
 TAT 11/11/83
 

16. 	 First four to five subprojects identified,

designed, submitted to USAID 
 TAT 11/30/83
 

17. 	 Subproject commodities ordered 
 TAT 12/1/83
 

18. 	 Evaluation plan approved 
 USAID 12/5/83
 

19. 	 First subproject approved 
 USAID 12/10/83
 

20. 	Contraceptive order provided to MOR 
 TAT 12/15/83
 

21. 
 First subproject grants negotiated, signed TAT 12/20/83
 

22. 	 Baseline data collection for first
 
subproject begins 
 TAT 1/6/84
 

23. 	 First training cycle begins 
 TAT 1/9/84
 

24. 	 Registration process subproject SDPs begins 
 GOK/TAT 1/15/84
 

25. 	 Forms subproject evaluation designed 
 TAT 1/31/84
 

26. 	 Advisory Panel meets 
 GOK 2/15/84
 

27. 	 Contraceptive needs new SDPs provided to MOH 
 TAT 3/1/84
 

28. 	 Second round subproject designed submitted
 
USAID 
 TAT 3/1/84
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Event 
 Responsibility Date
 

29. 	 Subproject commodities arrive' 
 TAT 3/1/84
 

30. 	 Second round subprojects approved 
 USAID 3/10/84
 

31. 	 First training class graduates certified 
 GOK 3/31/84
 

32. 	 First subprojects SDPs registered 
 .GOK 3/31/84
 

33. 	 Commodities, forms delivered to
 
subproject SDPs 
 TAT 4/1/84
 

34. 	Second round subproject grants
 
negotiated, signed 
 TAT 4/1/84
 

35. 	 Baseline data collection on new
 
subproject begins 
 TAT 4/7/84
 

36. 	 Second training cycle begins 
 TAT 5/1/84
 

37. 	 Contraceptive needs additional SDPs
 
provided MOH 
 TAT 5/1/84
 

38. 	 Third round subprojects submitted AID 
 TAT 6/1/84
 

39. 	 Third round subprojects approved 
 USAID 6/.9/84
 

40. 	 Second training class graduates certified 
 GOK 7/21/84
 

41. 	 Second subproject SDPs registered 
 GOK 7/30/84
 

42. 	Commodities, forms delivered to SDPs 
 TAT 8/1/84
 

43. 	 Third round subproject grants negotiated,

signed 
 TAT 8/1/84
 

44. 	 Subproject commodities ordered 
 TAT 8/1/84
 

45. 	 Baseline data collection begins 
 TAT 8/7/84
 

Year 	II
 

46. 	 Advisory Panel meets 
 GOK 8/15/84
 

47. 	 Third training cycle begins 
 TAT 9/4/84
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Event 
 Responsibility Date
 

48. 	Fourth.round subprojects submitted AID 
 TAT 10/1/84
 

49. 	 Fourth round approved 
 USAID 10/10/84
 

50. 	 Contraceptive needs additional SDPs

provided MOH 
 TAT 11/1/84.
 

51. Commodities arrive 
 TAT 11/1/84
 

52. 	 Third training class graduates certified 
 GOK 11/24/84
 

53. 	 Third subproject SDPs registered 
 GOK 11/30/84
 

54. 	Commodities; forms delivered SDPs 
 TAT 12/1/84
 

55. 	 Plans for first conference initiated 
 TAT 12/1/84
 

56. 	 Contraceptive order provided to MOH 
 TAT 12/1/84
 

57. 	 Fourth round subproject grants negotiated,
 
signed 
 TAT 12/1/84
 

58. 	 Baseline data collection begins 
 TAT 12/8/84
 

59. 	 Fourth training cycle begins 
 TAT 1/3/85
 

60. 	Advisory Panel meets 
 GOK 2/15/85
 

61. 	 Contraceptive needs additional SDPs
 
provided to MOH 
 TAT 3/1/85
 

62. 	 Fourth training class graduates certified 
 GOK 3/23/85
 

63. 	 Fourth subproject SDPs registered 
 GOK 3/31/85
 

64. 	 Commodities, forms delivered SDPs 
 TAT 4/1/85
 

65. 	 Fifth train!"g class begins 
 TAT 4/30/85
 

66. 	 Scope of work for 
first project evaluation SAID 
 7/15/85.
 

67. 	 Fifth training class graduates certified 
 GOK 7/20/85
 

68. 	 First Kenya conference to exchange
 
information begins 
 TAT 8/13/85
 

/(/'"
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Event 
 Responsibility Date
 

Year 	III
 

69. 	Advisory Panel,meets 
 GOK 8/15/85
 

70. 	 Preparation for first project evaiuation
 
begins 
 TAT/USAID. 9/1/85 

71. 	 Sixth training class begins 
 TAT 9/3/85
 

72. 	 First project evaluation conducted 
 'USAID 10/15/8!
 

73. 	 Sixth training class graduates certified GOK 11/23/85
 

74. 	 Contraceptive order provided to MOH 
 TAT 12/1/85
 

75. 	 Seventh training class begins 
 TAT 1/2/86
 

76. 	 Advisory Panel meets 
 GOK 2/15/86
 

77. 	 Seventh training class graduates certified 
 GOK 3/22/86
 

78. 	 Plans second Kenya conference begin TAT 4/1/86
 

89. 	 Eighth training class begins 
 TAT 5/5/86
 

80. 	 Scope of work for final evaluation,ptepared USAID/TAT 7/1/86
 

81. 	 Eighth training class graduates certified GOK 7/22/86
 

Year 	IV
 

82. 	 Advisory Panel meets 
 GOK 8/15/86
 

83. 	 Plans any expected publication begin ECIPIENT 9/1/86
 

84. 	 Contraceptive order provided to MOH 
 TAT 12/1/86
 

85. 	 Final evaluation begins 
 USAID 2/1/87
 

86. 	 Advisory Panel meets 
 GOK 2/15/87
 

87. 	 Final evaluation ends 
 USAID 3/1/87
 

88. 	 Last subproject commodity order placed 
 TAT 3/31/87
 

89. 	 Second Kenya conference on private sector
 
family planning begins 
 TAT 5/1/87
 



Event 	 Responsibility Date
 

90. 	 Final order commodities arrive and
 
distributed 
 TAT 6/1/87
 

91. 	 Advisory Panel meets GOK 7/15/87 

92. 	 Last contraceptive order provided to MOH TAT 7/31/87­

93. 	 TAT submits final report and departs 
 TAT 8/15/87
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PROJECT COMMODITY LIS
 

(IN 000'S)
 

A. Vehicles 

Kshs.
 

4 Minivans right hand drive, 
 47.0 
 _
 
VW..Kombi or equivalent
 
Subiotal 


47.0 
 -

B. Office Equipment
 
3 	'Executive' desks, metal @ Kshs. 4000 - 1.2 
3 Executive chairs 


0.9
 
1 Secretary desk 
 4
 

1 Secretary chair 

1.3
8 In and out boxes 
 1..
 

2 IBM selectries or equivalent @ $900 
 1.8 1.6
 
1 Typewriter stand 


' 1.7

1 Conference table (12 place) 


"6.0

19 Side chairs @ Kshs. 400 
 -7.6
 
4 Side chairs @ Kshs. 1900 


- 7.6 
3.Work tables @ Kshs. 1600 


4.8
 
2 Side tables @ Kshs. 1000 

5 Waste receptacles @ Kshs. 250 

2.0
 

3 Bookcases (2 .shelves) @ Kshs. 
1.2
 

3.8

3 4- tawer file cabinets @ Kshs. 4,800 
 '14.4
 
5 sets of drares 


- 13.0 
2 Flip chart easles @ $150 LO.3 
1 Office and photocopy supply cabinet	 

,­

with lock . 9 
- 3.9 
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1 Photocopy machine (Xerox 3107 or equiv.) 
 6.6
 

2 Blackboards @ Kshs. 500 
 - 1.0 
1 Desk calculator 0.2 ­
3 Pocket calculators @ 20 0.1 ­

1 Apple ll-e (or equivalent) unit 6.1 -

Apple ll-e computer with 64K Rri C $1300
 

Disk with controller and cable @ 540
 

Zenith green phosphor monitor @ 120
 
'Epson MA-120 printer @ 770 

R.F. Modulator @ $65
 

Microsoft premium softcard ll-e @ $420
 

Sorcim Supercalc @ 200
 

Micropro three-pack @ 570
 

Ashton-Tate Dbase 11 @ t580
 

Ecostat Micostat Sciaware @ t310
 

Apple plot software @ $ 70
 

30 Replacement ribbons @ 450
 

Ten boxes, 10 each floppy
 

disks @ 400
 

Apple super serial card @ $180
 

Assembly, testing, repacking @ $120
 
1 Uninterruptable power source 
 1.5
 
Miscellaneous office supplies for 
 8.0 16.0
 

four years (typing paper, dupliating
 

paper, pencil sharpners, scotch tape,
 

scissors, staplers, fi e folders, petty
 

cash box, etc.)
 

Airshipment @ 50% 12.3 -

Subtotal 
 $ 36.9 Ksh. 92.51/
 

1/ Estimated.costs of local equipment from K.J. Office Supplies
 
Ltd., Reinsurance Plaza, Tel. 339098 subject to discount.
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C. 	ILLUSTRATIVE COMMODITY "STANDARD" LIST (PER CLINIC)
 

1. 	IUD insertion kit @ 100 0.2 Kshs.
 

2. 	Sphygmomonometer, Stethoscope 0.1 ­

3. 	Angled ,.amp 0.1
 

4. 	Sterilizer 0.2
 

5. Pelvic Models 0.2 ­

"6. Salter Scale or similar 0.1 ­

7. 	Adult Scale 0.1
 

8. 	Disposable Gloves 1500 pairs 0.5
 

9. 	Hand-held Calculators @ 20 0.04 ­

10. Desk 	 - 3.0
 

11. 3 chairs @ 325 	 1.0 

12. Exalt Couch 	 3.9 

13. Table (small stand) 	 - 0.7 

14. 	Drape & Stand 1. 
15. 	File Cabinet 2.5
 

16. 	Stationery, wastebaskets, office supplies - 4.5
 

For projected 50 subprojects = 1.5 Kshs. 16.6
 

" 75.0 Kshs. 830 
Additionally, upto 6 minilap kits 

may be needed @ $250 1.5 -

Shipping and transport @ 50% 38.2 @ 20% 166 

Subtotal $114.7 Kshs. 966.0 

Total $200.2 Kshs.1058.5 
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Oazii-ru NoUTca No. 3211 

THL MEDICAL PRAC.-'rlIONERS AND DENTISTS ACT 

(Cap. 253) 

AprPkvnu I.M"ITUrIoNs 

of the by paragraph (i)IN LXlil'I;;~.h power% conferred of 
the ltiiivi•. t,, ,.oion 22 of the Medi'a i traiCtitionlCrs tid 

UDunliii ,I'. tlt Difcctui of Medical Services declares tbs 
ille c.itetic ii) this notice to be approved1111t,11tull, -jle~d il 

iIni~t~itlio fu ti : ilii5,L of ta .M.l.R. 
inl~~titiols lug 1hw ptirpse, of th to.Languta 

SCillI.DULL 

1--Nairobi Area 


L*isi ~tt . III I='llalA 

EgiionaI ii u1,iisd, 

Infectious Diss e..,illl sitoil. 

Matbari Hospital (Nairobi). 


Orthopaedic Unit (Kcnyatta National Hospital, Kabete). 


Fur:cs Memurijl Hos~pital. 

Kainiti Prison luspitl. 


2. NAaOUt CITY COUNtLIL HOSPI'TALs/MMmIIY UNITs 

• lahitti M.teinity Unit. 

puitwaiti ylaicitty 1lospital. 

Eavtleigh Maclillity Unit. 

Langala Maternity Unit. 

Wctlands Mahwrnity Unit. 

Makadar, Nltitrnity Unit. 


ugara Maternity Unit. 

Ka;taws Maternity Unit. 


3. Nfs4.GoVLkNMt.,r llusi-ITALS 

Nairobi Holspital. 

Ui.11. The Aga Khan Ilospital. 

Ccirudv'i Gardn Children Hospital. 

M.P. Shah llosp:tat Parklands. 

Ideal Nursing Home. 

ftrk Road Nisi. 1lo ne/Out-patient Clinic. 

.idiaiitI Ielih Ccnire. 


AMa Maternity I ospiltal. 

Avenue 	 Nursing Ilome. 
Mai.aba Nuisg flome, Nairobi. 

City Nursing Hume. 

1"astteicl Maternity Home. 


Wetlands Coaiagc Ilospital. 


4. 	 MIS.,UN HosPITALS 

Rii.a INyita wa Miumbi) Maternity Home. 
h6ater Mi ,crluotdia¢ Homptil. 
Jain a Matcriily, Jericho. 

5. NtiV.IOsN DI. ItONAMtiSI/MoUiLM. CINICS 

Uahiati Dispensary. 

Ca.edonia Ltspensary. 

Mukadaru Catholic Dispensary. 

Riruia Catholic Dispensary. 

Katiobangi Catholic Dispensary. 


- Kibera Catholic Dispensary. 
S.D.A. Liverpool Road Dispensary, Kenyntkta Avenue. 

EIddvale Diicnsaiy. 

W.stlands Dispensary. 

Kahawa Dispensary. 


6. GuV.ANlJLNT I iAL1iH CENrEs AND DtSPMNS.,IUs 

Loco Dispensary. 

Kailways IHeadquarters Dispensary.

NYS. Holding Unit Dispensary. 

Mtuhari 	 Police Liou Dispensary. 

Police Depot Dispensary.
 
Kaheic Technicil and Trade Dispensary. 

K-ibclc Approved Sdiool Dispensary.
 
Starche Boys Centre Dispensary 

State Iloue Dipcisary. 

Mitiguga Dispensary. 

htagthi Dispns.iry, Post,il Training School. 

G..S.U. Trainism \Ving Dispensary, Embakaji. 
G.S.U. "A" Loy Mobile Dispensary. 
G.S.U. -B" Coy Mobile Dispensary. 
G.S.U. "C" Coy Mobil: Dispensary. 
G.S.U. "D" Coy Mobile Dispensary. 
G.S.U. "r." Coy Mobile Dispensary. 
G.S.U. "F" Coy Mohile Dispensary. 

G.S.U. "G" Coy Mobile Dispensary.
 
GS.U. "H" Coy Mobile Dispensary.
 
G.S.U. lieadqurters, Thia Road Dibpcnsary. 
G.S.U. Ruiru Camp Dispensary.
Embakasi K.A.F. Dispensary. 

M.O.W. Supplies Branch Dispensary.
 
Prlson Stal[ Training Colege Disipcnary.
 
Nairobi Remand and Allocation Prison Dit'utnary.
 

Provincial Engineer, M•O.W. Lispenary.
Langata Barracks M.I.R. Dispensary.


Dispensary, Uitizi House.
 
Women's Prion Dispensary. 

Kahawa 	Garrison M.I.R. Dispensary.
 
Kenya Air Force Ezstlcigh Medical Centre.
 

Dagoretti Approved Dispensary.
 
Gitathuru Approved School Dispensary.
 
Kabete Juveniles Remand Home Dihpenwrsr. 
Kenyarta University Cx:: ,. 

UnivurkilY of Nairobi lc..,ih ,v rv.t'. 
Jonto Keyatta International A:;io!' 
Railway Training Sc-o[a Dispensary. 
Kcnya Anways Dibpenjry, Entbakaii. 
Utulii College Dispensary. 

7. NAItOIUI CUUNCIL CsLisrwis, Dtsp..v.s;;CITY H-IEIALTIH 
AND CHILD WELFAKE CLINICS 

Karuru 11l1th Centre.
 
Wailhaka Health Centre.
 
Riruta Health Centre.
 
Karen lealth Centre.
 
Kangemi Health Centre.
 
Kariobangi llctih Centre.
 
Bahati Health Centre.
 
l",stlcigh Health Centre.
 

Langata lIlcatth Centre.
 
\Ves:bdasds Health Centre.
 
Makadara Health Centre.
 
Khgara Healt Centre.
 
Kahawa Hcaih Centre.
 
Rhodes Avenue Dispensary.
 
Pumwani liealth Sub-Centre.
 
Embakasi Dispensary.
 
Kalolcni Health Sub.Centre.
 
Kasarani Health Sub.Centre.
 
Lower Kabete Heal.h Sub-Ccnt.e.
 
Ngong Road Hoalth Sub-Centre.
 
Ofafa Jericho Health Sub-Centre.
 
Chest and T.D. Clinic, Ihodes 4senue.
 
Special Treatment (S.atf Ciinicj.
 
Pumwani Clinic (Stall Clinci.
 

Family Welfare and Planning Clinic.
 

v. COMPANIaL 

Philips (K) Ltd., Factory Dispensary. 
B.A.T. Factory Dispensary. 
B.A.T. Shauri io )

l o Viltige Diipcnsary. 
K.B.S. Dispensary, Eastlci , . 
K.M.C. Dispetuary, Atht River.
 
Metal Box Factory Dispeniiry..
 
C.M.C. Dispensary, Chepkorso Road. 
Portland Cement Atth River Dispensary. 
E.A. Industries Factory Street Di-,ersars. 
Kenya Breweries kRuaraka) Factory Disc:;lary. 
Kenya Breweries (CIly Factory) Dispensa.-f. 
Cadbury Schwepps Dispensary. 
Firestone Factory Dispensary. 
E.A.P. & L. StarT Clinic. 
N.A.S. Caterer's Dispensary, Embakasi.
 
Car & General Dispensary.
 
Genaml Motors (K) Limited, Dispensary.

Associated Batte." Dispensary. 

Coca-Cola Company Dispensary. 

9. NAIROBI CITY COUNCIL CiILD VELFAttR CLiNIC-s 

Kariokor. 
Shauri Mayo. 
Kaloleni. 
Mbotela.
 
Bahati.
 
M.O.W, (Ministry of Works).
 
Charles New Road.
 
Hono Crescent.
 
Jerusalem.
 
1[asNeigh.
 
Nsara. 
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Hightidgs. 
lumwuni. 
Police Lines. 
Sandford Roud. 
Woodicy.SfMrinuu. 

Makadari. 

Makonvii.
Jinnah Avenue.Jionnt and 

Eastcigh Lisit-. 
K.A.F. 
Offa. 

Edelvale. •

F.mbakni. 

Bohr& Road. 

Stte flous.,.

Nairobi South. 
Mutthurwi, 
Prisu. 
Ruaral:2. 
Bahaui. 

tgvI".Eastieigh. 

Makadar. 

Kahawa. 

Wztland,. 


PMIVAM CIN.ICS 

Diushow llyrainjic, Clni. 
Siri Guru Sikh (R-naghria) Dipen ry.
The So.ial crvk. League Dspcnijry.
Jamia Red Crescent Clinic. 

l1-CAtrul Province 

-OVtMMrHO1&JTA.. 

Central Province General Hospital, Nyera.

Kiambu District Hospital. 

Thika Huspital. 

iToni iospilau. 

Gatundu iobPaa.J. 

Kerugoya Diitri: H ospital.

Murang'. District Iospital.

?furiranij's Hospital. 
Of Kalou District Hlospital.

Nyerd Prion Hospital.

Nyuhururu DihtriLt Hospital. 

Mt. Ko y a I hup ta l, N yc ri.
 
Kina Hospital 


2. MhIs~su'itIhaar~aL 


Kiiahe Mi.si n Ihflital. 

Kikuyu Mission Iloipial.

Tum u im u ti% H o ~ion al, 
Mwciga Miicrmity Clinic.
St. Anne Mternity, Kigano.

,arhari Iospital, Nyra. 

Northa Kinant:an I-otniial, Nyanclartu.Karuri M1c--'"y !Tosniial nd Nursan; lam. 
Giichanitru i lo,ptal, 'uran;'aoThiika Maternity loJipial.

Kaxwe Malrmv Itoslpial.

Kalimoni Matcrniiy Home, Kianibu. 

Nazareth l~opit~if. 

Kiriaine Hospital. 

Mwea Corral- Ilu~pital.

Ic.igaki klatcrny HotpiiI.

Karlra Hospital. 

Belle Vue Mternity Hospital, Stwei;s. 

Baricho Maternity Home. 

Kianyaga Mf'rniiy Home.

Mangu Mdavrniiy Home. 

Kercila Y'.li:riliy lume.

Immraculae Heart ot Ntry Hospital, Kilimambogo. 
Kilimainou.u IIospialS. 

PRiVAre 

Wuhig:a .MeicaJ C-ntre. 


Kikuyu Nuruing Home. 

Saba Saba Maicrniiy Home. 

Limuru Nirifn Hine. 

'rhik n NUIsil, flume. 

SCIL-UL,-.(Confd.) 

4. Hum.TIa Ca. us Ao DlS isrtwas 

(a) Klambu: 
Gov'rnme, 

Karuri Nutional Ref. lleultb Centre.
 
Gthhunsuri Health Centre.
 
Limuni Health Centre.
W ngial fe:hh1 Cntre.Lari Rural Mmnuai.tttio licalth C' nuq. 

Nuoronuo 11calthi C,,ttte.
Ruiru liculdt Centre. 
Kagwe Sub-Hcalft Cenir. 
Kar-tu lciuldi Centre.
ltcuuniut Rural innstimguliun |hlallh Caialrd. 
Munyu Rur.al Duaiumratiun lf'wsllh Cantru.Nge~va Health Ceiitue.
Nge'nda fil',ih Cencru. 
Cimnda LDislin~ry,
Anmer Dispen. ary.

Kagaa Dispensary.

Jacaranda E- atc Dispensary.
 
G.K. Prison Dipcnwiry (Kianibu.
G.K. Prison Dispunsiry (Thikai.

Kigumo Dispensary.

Uplands Forest Dispcnsary.

Keriita Fornt Dinensary.
 
Kicni Fort Dispensary.

Knale Forest Dispensary.

Kamae Forct Dispensary.
Gichuru Di.pcnsy.
Muuga (E.A.F.R.O.) Dispesary, 
Nduadu Dispen-.-ry. 
Raga Forcst Dispensary. 
Kiria Dispensary.

Mangu High School Dipensary.
 
Thka High School Dispensary.
Thika Blind School Dispenar/. 

Joy Town Cripplas .isp:nx.iry.

Gatitu Dispensary.
 
Kerinca Dispensary.

Nderu Dispens.;;y.
 
sliguta Dispensary.
 
Rioki Dispensary.

Ka wi Dispensary.

Lulgeinty lhcalth Centre.
 

, lon 

KTlgio Dispencmry.
Kambu Dipensary.Mngu Dispensary.
Tinanga Dispcnsary. 

Nr-,iga Dispensary. 
Kiriko Dipnsay.Kcriga Dispensary. 

KAringa Dispensary.rki Dispensary.
Ndundu Hecalth Centre. 

Company 

Muchana Estate Dispensary,
Ruora Estate Dispensary.
Oaiands Estate Dispensary.
Kibubutt Estate Dispensary, 
Mubrokie Estate Dispensary.
E.A. Bag & Cordage Di pisnsary.

Nyara Tea Estate Disponiary, Limisru,

Kcnmere E.stte Dispensary.

Katirana Estate Diapcnsary.
 
8at Shoe Dispensary.
 
Ngarigi Dispensary.

Uplands Bacon Factory Dispensary.
 
Juja Farm Dispensary.

Th"ik Green [.eiii Threning Plant Dispeasary (U.A.V.).
 

(b) 	Kirinyaga
 
Gos'rnment
 

Sagana Ruril Demonstrauon Health Centre.
 
Kianyaga HealLh Centre.
 
Kimbimbi HeawIh Centre.
 
Bariebo licitah Centre.
 

, r., ;..... 
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im guna I lt~alth Sub-Cwcrc. 	 Aguthi Dispensary. 

Ouiinba Dispenizify.
 
Mutirai (Kagurno) Dispensry. Kig.injo Dispen~ary.
 
KirurnnJ, Di~p-n .ry. Islan~d Faru Dispensary.
 
K~aiiiutugu li.jlm~ S~.b.C.Inc. IKiundoligoro Freit Dispciiary.
 

liftf4has Heaith S.Ab-Cenh.:. 	 IKabige Foicit Dispcnmary. 

Uathimbi Dibpema.ry. 

*%lIaU'j Dpcna~y. 	 RNda~hi Forest Dispensa±ry. 

Kaliuurur Diupcns',DipesayCe.Iuur D:pnay 

Mwa G.. Aliionc Di.p="iDrpy .r. Gaittru FoubtalDispeasaq.
 

MK11i~r~ Ut.p. .y. Dispensiary.
Raa Forestu 
KiumbtiOkp'.iuviry. Nd..ana olic Coy.. ipnmy 

Oiiutrklih u -Co. Nyc ru D'ispary.h~ i~~y
 
Kji,,tcli Fo% Dipn.y. Iiin~ laLj:l~h nr.
 
UJWntmLpprvdSn ~ isry. 	 CGaltc.i Sbll~elft CoentRr. u) 
KsiltiiriDiojpvcisy. Nycri DnMiipp a-.~~ ~ii~
 
Kamiun&Oi p.-.ry. Nyc4rut 1.K.rriirn.
 
M.taba Dipns.uy. KNiml Dipcns.iry.
 

Kmi~ec ll-dihSub-entmNycri 	 limaryScol Dipenary. 

Kijjln Dispn~r.Ncr 	 Wiiui ua utiiu Haty.mc 

Ie'hia Dpnary (ihl). 	 Kamokoj Disenr.C in.a. 

OiayaniAp. S.hoo Dipenry.Galunibi Dispensary iS.D.A. . 
Chthy Ap Sorei Dispensary.&aigiai Nli'.sisa Dispen-.,ry. 
Chi DirotDinpcsar. 

Nairobi Forest Dispensairy. 

Kitutis 11.Nftcmitiy I Iune. 	 nh;ng~abi Dispensary.
 
flombe Forest Disp-nszry.
Kagunio I'. MlCrMiLy HOMe. 
Karaba Dispensary. 
NjoU~ Dispesary.Cvmp~zny Ichamara Dispensary, 

ag.Liva T"~Authurity Di6;nsary. Kigunsso lli1 l S,hol Dilpss3.ay. 
K~juno, Tce..hers Coihegc Dip.nsary. 

(c) NIyandzrua: 	 Nycri Techical Se.-ooI Dispezassry. 

Go~arnngni 	 Muion 

Milangine He.airh Centre. Gikondi Dispensary & Matemnity, H1ome.
 
Maintanmd fMw.ngi H-e.1thi Centro. Kaheti Dispensary & Maternity Pow~.
 
Subul-.u~a IlcalLca Centre. K~rima Dispensary.
 
Njibini D %cInhUy. M-*ciga Maternity Home.
 
Ndjrjmgwa DLSpcnsary. Ncarmdu Dispensary.
 
hishaij Dispen~ary. Bellvue Dspensary.
 
11c%iUbipcn~ary. Naromoru Dispeniary.
 
Mumnuzmga Dispenmary.
 

Nsim ii Kinanvop D*4pe..aury (E:'slnetr).
 
Ni Bllolnit Fumq~ Dcp-ament Dispensary. Mariini Matsernity Homo.
 
Gctli Fur"; Dispesary.
 
MitmraLwa Forest lDs;cnsary. ()Mrna
 
New M~wings Dispensary.
 
Ttiraisli Dpmary. 
 Cuverninesi 
NuorikA Dispensary. Mamauwa RursI Healt~h Training Centre. 
Silibwcti Dispensary. Makuyu Rural Health Demurunintion C.ure. 
G.K. lrion D..penmar . NyihuflutU. IKangemat Rural Healkb Dermonstrat',n Cgnc:,.
 
Noahi Mrrnan::( Dipaay K~gumo Healhb Centre.
 
Muruagara Diipcnsary. Kandara Health CersLte
 
Nhsitarai~wa 01uPenary. Kirozo Health Ccotre.
 
Ndcmni Dkpensry. Gatura llraat Centre.
 
Leshaupon~io Dikpensarl. S0b3 Saba Health Sub-Centre.
 
Wasnjohi ficltlh Centre. Iruri Dispcnsary.
 
Uruku Dispensary. Kiria Dispensary.
 
Kmsrani;41~h- Mlealth Ccere. Kiunyu Dispensary,
 
Ngano. Kihoya Dispensary.
 

Xarnbirwa Dispensary.Mfission 
Ngurueini Dispensary. 

Tlmorn~wit's FaUs Dispensary. Tuthia Dimpnaa y. 
Nyahururu Catholic Dsap. and Maternity, Clinic. Gatara Dispensary. 

Gituuru Dispensary. 

4J) Nyeri: Kirwara Dispensary. 
Kiriani Disp,.nsary,
 

Governm~mi Karmyetyazni Disp.-m~iry.

Kamashuhs Dispcaiary. 

Ngorano Rural Demcstration Health Cent~re. Mfuchithi Dispcnrsary.
 
Mukurwcini Hlealth Cetstre. Kangari Dispensary.
 
Othaya HealIth Centre. Kairiua Diipensary.
 
Wamagana li-e.lth Cce-:r. Kgoro Di~pcnsairy.
 
Endarai~ha Rurl Dernoosuatiaa Health Ceesire I Kiruara Dispensary.
 
XWarazo Rural Demon.sua Health Centre. Githunguri Dispensary.
 
Naramoru Dispensary. Slura nua C.K. P1rison lD.SPefUAfY. 

INyakiania Dispensary. 

http:Dilpss3.ay
http:Dipns.uy
http:Dibpema.ry
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Maragwa Ridge Dispeasary.

Ithanva Dispensary. AthliRiver Health Centre.
 

KLw ~~~hSbn,.
KhUinj Dispnsry. Nunlguali Health, SubCcntrc.KCutuj on uaiDisp y.

Oaagp~*n ry.Morc c Di Donyca Sabak ficaliu Sub cntl.rzz
K;ntuki4 Forml Dispens.ary. w aibz D iem ons'ini ion Plcu Ih Sub.Cu nlr .. 
Kiaimari D'rpen.ury. Ka.kuyigflj Di~liensry.
 
Kinyunut Ujspqn3iary. Kilhyoko Dispens.ary.
 
Kairo, Dii.ILuFy. Thintu Diieaaii~ry.
 
(2aaurwe Sub-I lualth Canitss. Mutlyzanthuai 06iensiry. 
Gitulti Oisctisary. Kibauni (oarKituuaai) Dispensary.
 
Wanjenj~i Di~I.wnzmy. Mju Dispenbjury.
 
Kihtunbuini Mulunutlu Di.%pcn.ry.
 Dispensary.

MiLUmbiL Dispertmary. Ka&anj isp.*nsry.
 
Gaiihcru Lii.pcn%4ry. Kfiljl~i Dispensary.
 

Taawm Dunionit.aaaUaa fkkrijU Centre. 
Naiu Dipcnsary.AI~uan Okla LJparuty.Gthumnu Dispensary.

Gitana opete Dip:14yDisensar.KXiskeu Diipcristry.Gu:3ngi Dipcsary. Kall a Dispensary.
,Mnfira Dilpcasary. iaDspn y
Kiangunyi Dispecriary. Mka HiL4 Dispenwry,Gsturi Dipensiry. 

Ndkaakar isisiy.Ruchu DIb'pa'bary. 
Kdimeli DivcnsryMurang'a Di%pern..try. ilbDionay

Nyuitunyi LDispcary.Mulihi D)'ipensary. Kikumiaai DipLenry.Mhwanyra. Dii.n sarylchaia~i Diwiniryw M iyrii Dsjnewtry. 
'(ilaw Va;aa.:a .ary. ' nuyta Dhis.cnry.

XicIhimijaa Di~pCil'lnry.
Curnpal -1naD~%nay

Ke~nya (Caunc% L)i.%pIu2I.a&y. Mtijijku Dikpen~ary.
Yalta N.Y.S. Dis.pensa.ry. 
Maiii N.Y.S. Dispensary.
Movindini Di~pienvary.II I-Ebiatra P'rovince M itaboi ak:th Centre.

COVLU4NLr IIPITS.SKalulini
CQVLMMLr Dipen,ry,11briALSKAviuani Dispensa.ry. E.AIcri Ilran"z Ginenil Hosapial, Mmebakol. Muthealieni Dikpva..a~Enibu L)i.raj.c Hit~al~. Kwa-K.ivauii~iUcary.N~OWoDisrikAI IIhpilij. KYzatabckc Dispmcn.Kiwij Distria HOaspitl2. Kinyatz Dispci-tsiryv- angundo Distru;L I IOSPIral. -Mbitani DispcDrisr (Sisters of Mercy).,i in Iuospiula.

M.,Akuc.i lluspiul. Kibwexj fic.11h Centre (AMRI:F). 

fmoyale Dbca:ict Hospital.

Meru Distric: HoqmjaI. Sisters of Mfercy Dibpcnsaly (MIvboofla).


GraceIshimr (umiae llo%pitil. Paptist Da~penary (zuto ,4ndej).
AN ItRivaur Kilungu Dispensary.G.K. Priuma Hospital. 

-MulalaChuka flo~pawl. Dipnay

Muk.Aj Di.fleflwry.
 
Kjictj Uis.pensiry.


MINOW fILVIIINMbiljini Oispen~.,ay,
MiiIljngu *'fi.iun I Ia.)pirtul, KMakumc ipLnChocoria M~ission fluspital. Kiabe~c~y 
Chuik (S(. iaa~cpjia%. Mj..un Dsear.Makirndu C.1tholic Divp. oind Matnernity Clinhi.Kiluiuu 4isson iospial.Mu heaheni Dispensary.Kinang~ia Nlibaon Iio~pii. KbcI.isesay
Kycna M*.b.turi Hu~piw..

Mutiale .'isin Hospial. 
 COMPanyMucomoo '1s i Hospital.

Nkubu Mission Hu~pjtal DCC a
dIK ri. Dispensary.Tigcania Mkjvun Hiospital.
St. Anne's Ei2 uj N1.airity Hospital, ()KtlMeru. b Ki:Lzisaris Mviwoan ilo~piral.

Kiirwa Mlaternicy flos3pital. 
 GovernmnentFrancican Conveng, Kirigundo.
Sololo Di~pcnszry. Migwarti Health Centre.
 
Kikoko M.ision lfiitl Ikutha H-ath Conirc.
 

Tckuru Health Ccncre. 
I'KZVATte HOSPITALS Mudwo Hcalth Centre.

Yalta icahth Ctntre.MIiitzt Maternity N4ur~iu 4 iluru, Nferu. 

Ia 

%',uU Hcjzhh Ccentre.
.Mdcnakos Nursing Home. I Kaulai Health C.-wre.
 

J(ihtriwt'.La Mdten i y Hume. 

lthAl 1'" u l Din en ajiey. n reCkNIX 'i tf DI~VNI-1'AKIUS 

- Kdiu Dikpensjry.
Kadu DispIensAry.

Mawhjos: IUsueni Dispensiry.Goerm irco eat ete Thdraka Dispensary. 
KI~ Dispenssary,kbotuu Demostio Healt CeteMashIlcl~tiC~nre.Ngorimens Mvukoni Dispensary.

Dispens~ary.
Sulrjna H errru l c~~ Ccnrre.. K anz ik u Dispcn sary .Nen t ~rw.~ ~ l l ~ t h ?uth a Disoensarv. 

http:iospial.Mu
http:Dispensa.ry
http:Dis.pensa.ry
http:Di.%pcn.ry
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Voo 	 Uruku O.K. Prison Dispensary.Disensary 
Dispensary.Kiwi Road N.Y.S. Dsnur.Kantiui 

N'laauti l)2ipcasry.Ijiytm (or Zomnbe) Dispknsary. 

G.K.Priun yusoDisensry.Kiini "Stuthienge" D6pciary.
 

Klykn:161nay
Mialini Dispculsat. 
GIb D~ipensariy.Mliab Ii Dpvs fy. 

uiUilestyAiaUini DispebnsDi~enary. 

Wahwu Dip:n-,y.
M3liill Luspenlsuy. 
hcm uliwpI'ark ~i jV

Kyiun Dipcfli.ay. 
Wcru.1g Disenary.KliildiiuDIN~sax'ly. 

Mtiuri DUbpensa.r. 

Cenre 
~,~ksgo iaoi~cruuI Dpnary. 
K:~raiiii~wRurillI~.ii! 	 intic LiinipniDi.pnry 

Ccnre.Kinihti 

hlown Di.,n%jy. 	 Kooru DibPkary. 

Kiriu DiNpcns.iry.
 
Mowjk2 Uispcflsary. Nknct Dispe ry.
 
(jIIIltjinU i~pnsry. 

iNiU CUhwDipnsry adMtrit t ikuindur Dipnry.
 
Ruiru Dispensry.


(c) .nuuU n.iy 

Kantii Di~eii~.ry. 	 itor DiicnNjry. 
-yKicrn Disiensjtry.Gul-hniui pnt .I 

Cilngi Dspc~saty G;,unba Dispensa.ry.
 
Karirmur D til-V Cnrichi 
 Miat DKii~pniiiDry. sa 

Mauiua Dipnary.Kitumouj D1penalt en. 
Kiaji1i Dispensarzy. 

Kianol~mj ispnsay. anhgir Diicnaoxry.
N.£flcg Dispeary. 

r-ij Dipcnsry.Koouj Diipenbary.
 
Nabuto D isisiry. Tningei Dipcnjry.
 

Gimiu DtspcnarMeKindur Dispensary.
 
Kihi Disrpensar. DaenMY Nkbune Dspenary.
 
K:nUIQ ispon ry Mikinuri ispesry.
 
Kelut. Dis.pnsary. Ntwro Dispsy.
 

Dispe 
Karia Drpcntry. igaTuuruDipcizy. 

Karaii Di~cniarChGeera 	 Dispenskszy. 

RwLnau ispensaL£~Lry. 	 Karjikon nsr 

Mauimku Dspenury.
 

lKuir iuri ispensary. iin CgtRicii Dispnsry.
 
Kgurhno Diipenalt r. CManyiDspnay
 
M.ginhr Dispawy~n. MiimaiurTeEue 


Giutrui LDispisa 

Dispensary. 

Slkg I~~l~.TimauCentreHealth 
lrTiaa Dispenary.LrairnoIlai thCntary. 

M inuDipnayKikwiurutu Lheusih Csensary. 
DspnsryNguNaivo 131pelsrpensrng 

Laoga.Dispensary.Kewtv Dopcnsary. 
Northa Nuor. DHomen.rDry.sr0Kayi penfa 
Loluhanl Dipensry.Kiniii bprmlic-y. 
Marikono Dipensry.nsuaiit Disicn.-ry.

Kiiuiyu I~~pen~ry. 	 Nuruna Dispsry. 

KhoraiM~i~Dispens ry.
G uruenet~~y 

Kauianii;~it Di~pe~ary. in iioi, Dipnary. 
RIii~ Di,pciiry.Kt~iual Dticior~AinngCnto 

Gliuongeat Cenn~re. 	 Comanby~unD~ena
Mrai ahlcDs.aJ.IurrMariinaur licalp enr. 

Gairnru e EtteDspsguyDiMhijiaiicHat cnt. 
Hemilih Cenhre. 

Oinliju iculhpnay Centre. et l 

Lauinanar DIUIhpCciit.. 

Nkondi Di pcnaary.CentreTu(e) 

Mudo*GaDisen sy. a 

Kiynalispensary.KLiruku Dispensary. 


KwnyuDl~pn- ar. 
 Seri Dispensary. 

http:Dispensa.ry
http:Di~eii~.ry
http:K:~raiiii~wRurillI~.ii
http:Dipcfli.ay
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Ouiem~ Di~iscnit.4y.4. CMAYHSIL 
Mau Kadck~A Diapeuhzry. Kenya Sugar Company Limited Haipital, Ramlal. 

AIls~lug 4. PxivArx HOSrru..w 
hiolo 
Oda Nytro lDisficirsuy. 
Atitt-.Io.~jtindj L)ispcosry. 

Dr. Viblinkar's Nttterniy Hospital.
Cliansamwis Nursing Home. 

6. HsLLTi CUNTRU amu DisreN3sAAur 

fill 

W-Nulh-asiniirovnce(a)
0UVIIU.%gL.%7 10iPTALS 

Provindsl Ge~neral llo-,pia, OCaisi. 
Munania Di~trivl liospital.
WVaiir L lliiahu~pi;&l. 

lit ~ ~ ~ ~ ~ ~ ~i .. ''~ 4g~g~?WO 

C,.uisj: 

G~jvrusn~ng H~*.lihCenre.Mombasa 
GovrnmntSLate 

Slud-G~ilic e~t~Cenre.musail, 1 ls.iJaCcittre. 
Libui I Iaiih Centr.. 

~ ~ ~ ~ 

Mombasa: 
Govenmentg 

Mai Airport SMk/C.
Shan=u T.T. College Dispensary.
Shino-12Tewa G.K. P'rison Dispensary. 

~ ~ inwiii *sl hf..RDI i6@flary .(Kknv. Navy). 
Mtongwe N.Y.S. Di~spensary. 

G.K. Pison Dispensary.
Hlose Dispensasry. 

himo-la.Tewa DL~pensary.
Nyahi J3arrck- MI.I.R. Dispensa.ry. 

u dia 1sv.slti .Sill,.Ccti Ire." 
1L1Iiahi. feit..a h Sub-C(ent..
CGjrj:. M.U.1 i. Clinic. 
1Jiiasshla L~sijn%.ry. 

uiiilt 

Mwcmbe Tjyarj Health Centro. 
?akupa Health Centre. 

Hura i~pcnary.MagongoIg.:ri D~i.pellary. 
MSfa.ahiihis 0i-pus.n;ary. 
Gari.%uis Arm~y Ciamp Dispu*nasry. 

. 

Hettlihb Centro. 
majenlicalth Centro. 
Ukoni llesshib Centre. 
Kwa Jomvtl Health Sub-Centre. 

(b, Wjiir:Ulunue
(b) Wiir;Konigowea

Cu ve.r,,ncni 
[Btina Helthh Centre. 
Bute Hleahij Centre. 
Tcrhaj lcAltlh .Sib-Lentrc. 
Ha.haswcsss Hejhih Sub.-Ccntge.
G(sr.,r Di%pcnv:,,y. 
Giriltu Di'iicn~ary. 
C1-ct r)1.nsay.
ILI-Dias LDi'.pvnary. 

-W%;ir Ouhr Disnenn%;isy.
Wajir Army Camp Dispensary. 

Hnithh 5ub.Centra.
Heaiths Sub-Ceistre. 

Shikaaciabu licalth Sub-Cenitre. 
Mtongwc Health Sub-C.-.r.cKs..' Jomvu Kuu kie~lW Sub-Centre. 
MWin Clinic. 
Nlwembe TaY36-SL~td Cinic. 
Senior StaiT Clinic. 
M.O.V. Disriensary Shimaozi. 
Mwatingula Dispensary, 
Mwakkunga Diitpensary.Old Town Daclerbiboy Dispenary. 

A1*IIon 
(c) Mandelai: 

Government 
T'flawani Consalati Sister:& Dispensary. 

Company 
El.,rn,, healh Ccnitre. 
El ik;tt I eiiiih Ccrtr. 

Arabia Dilih Cene. 
Aralsg.: Dlisptnsiry. 

Damburi Portland Cement Dlspenstary.Cha wgtmwe Oil R.:ioery Dispensary.
Kenya Shell Dispenuir, hfambu.. 
Cargo Hand.ling Dispensary. 

. 

Manuru Army Camip Dicjal, 

V-Coast Province 

O~VICNsMENT HOSPITAU 

Kenya 13rewencgs Dispensary.
K.M.C. Dispensary, Mtombasa,
Shimanzi Railways Dispensary.
Aficaun M1varic Enr DLspemutsry.
Xipevu Dispensary. 

Con%(t Provincijl General Hospital, Mombasa. 
K~lil Di'.iL: ?lOSoital. 
Sl.alndb~i i~s:ricr Hospital. 

eyPotAlorsCin. 
Pivte 

M~anbwvi D~ttirHspial.S~itcoKwale Hlospital.
Lrmss Dktriei Flo~pimsl.
Port Rcitz (Thct Hfospital. 
Lady Grig, Mi ternity Hospital,
\Vesu District Hospiial. 
Taveta llo Dital. 
Voj 140,pilal.
Kola Di..trL~a Hospital. 
Ki'pini Ho'pifal.
Nhiiiia-ij-T~wj G.K. Prison Hospital. 

Kinagi fiqiial.NtombcniMasnyarii G.K. Prt~on Hospital.
Ngao Hospial. .Waut 

(b) 

Foundation Clinic.
Mkomani iHarennoee Citti. 
Visa Oshwal Dispcisary.
Wsi. Aiabibai Hail Aboo, Dispensary. 

Kwala: 

Govern.ment 
71wil Rutz] Health Training Contra, 

hm Hls eatCnro
SlikaanbaHj HealthCntr. 

D.Lioemsary.Kichakasimbs Dispenary,
Dispensary. 

7. Wsici. linspir~A 

St. Luke Kaloleni %fiviion Hospital. 

1. NoN-GOVERNM.ENir 1105PITALJ 

kfm~i fl~lcl '.fnmhss. 
P'Indya .'.eflorIul Clinic. 
Aiiz i(hani IrlOSiAal. 

MAtusia Dfisenary.
Tiwi Dispeasar-y 
Diani Dispiensary. 
Muh~ikA Diipeallty.
Lungalunga Disrmensiry.
Vptngs Disorsna-y.
Kilimnaoodo Discriu~ry. 
Luusanzani Djipensry.
Muoycautui~ lDisqcaury. 
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SaItillouLa-(Conld.) 

Shiimoni Dispcnsary. 	 (e) Tuna River: 
Mwanaulu Dipenary. Gvrunmet
 
Ndavaya Dispenary.

Mkonganl Dispensary. Garsen Heahh Centre.
 
Kibandaongo Dispensary.
 
Mwanda Dispenary. Makcre Dispensary.
 
Surnburu Dispensary. Wayu Dispensary.
 
Mazcras Dispcnsary. lIumwani Dispensary.
 
LuLupc Dispensary. Majcngo Dispensary.
 
h:kanttni Harambee Dispeasar. Wcnje Dispensary.
 
Io(u Dispensary. Mnazini Dispensary.
 
Taru Dispensary. 	 Semikato Dispensary.

Runt lispeniary. 
Allis~u Mruil Di'hosnh.ary. 

K;chaka Simha Dispuisary. Bira N.Y.S. Ditp.rnsary. 
SiclIl Miris Diipunsay. Oda Dispensary.

Hum N.Y.S. Dispnsary. 
(e. 	 Kili/l Kpini rsun Dibpens.sry.
 

Wein.| Dispunsary.

Government Ozi Dispensary. 

Mariakani Demonstration Ilealth Centre. Chwelc Dispcnsary. 
Rabai Demonstration liealth Centre. Mbalainhala Dispensary. 
Vipingo Rural Demonstration Health Centre. Nanghi Dispensary. 
Jihana I dltih CanLre. 	 Tarazo Secondary School Dispensary. 
Konibeni ilealth Centre. Moml~i Ilcaltlh Centre.
 
Vaniba llcnlUj (cn.s c.
 
Garashi licUlth CnUe.is
 
Takaungu Dipensary. Wensa Dispensary.
 
Gonrzona (Juniu) Dispensary. Ttita/Tavta:
 
Shno-l-Tewa Dispensary. G avean
 
laribuni Dispensary. Government
 
Chonyi Dispensary. Mwatatc Demonstration Health Centre.Nginbooi Disstsenary. Iwkitau Health Centre.Rib Dispensrary. Mpizinyi lIealth Centre.lotani oilpes.ry. Nyachc Ilcalth Centre.Letnga Dispensary. Mbal" Health Centre.JunjulGonuns Disspensary. Rtkanga fIealth Centr-.
Tangts i Di nsary. Kasigau Dlipci..ary.

Tsanatsi Dispensary. Kimorio Dispensary.
 
Vitencni Dipensary. 
 Murligua Di.Npensiry.Muryaclsakwc Dispensary. Mwanda Dispensary.
Muychaskam D sensary. Mgangc Dispensary.
Chakana Dispensary. Wundanyi Dispensasry.'-Kakoneni )ispensary. Shelemba Dispensary.Kakuyuni Dipcnsary. Msau Dispensary.Gdc iDisoprsay. Manyani G.K. Prison Dispensary.Marbrui Dispensary.
Marikebuni Dispensary. 	 Mwambirwa or Ronj'e Dispensary.dm Dipnay 
Gongoni (Mislindi) Dispensary. 	 Ndcme Dispensary. 
Marifa Dispensary. Saalia Dispensary.
 
Adu Dispensary. Ohazi Dispensary:
 
Baricho Dispensary. Rur a Dispensary.

Daltnira Dispensary. Mtlon
 

Sosoni Dispensary. Bura Catholic Dispensary.
 
Garenyi Dispensary. Tavets Catholic Dispensary.
 

Missian 	 Eldord Catholic Dispensary. 

Weina Catholic Dispensary. Company
 
Giriama Catholic Dispensary. Taveta Sisal Estate Dispensary.
 
Chonyi Dispensary. Mwalate Sisal Estate Diipensary.
 

Company 	 Kimboyo Dispensary iN. Park. Voi).Jipe Sisal Estate Dispensary. 
Kenya Cjshcwnuts Dispensary. Ziwani Sisal Estate Dispensary. 
KilUi Plantation Dispen.sary. Mugtio Rndin$ Disiacniary. 
Vipingo Estate Disocosary. Taita HiUs Lodge Dispnsary. 
Malindi Maternity Home. Salt Lick Lodge Dispensary. 

Private .	 VII-Rift Valley Province 

Kikambala Maternity Clinic. GovUNMaNT HOaPITALS
 
Malindi Maternity Clinic. Provincial General Hospital. Nakuru.
 

(,I I.amu: 	 Kabarnet District Hospital.
Molo Hospital. 

Government Naivasha l{Opitai.
 

Fauz lhealth Centre. Kaiiado District Hospital.
 
Witu Health Centre. leericho District HosnilAI.
 
Lake Kenyatta Health Centre. Kapkatet Sub-District Hospital.
 
Kiunga Dispensary. Landian! rHospital.
 
Nikunumbi Dispensary. Nanyukl District Hospital.
 
Matondoni Dipensary. Narok District Hospital.
 
Siu Dispensary. Ichtindura Disocnsary.
 
Ndass Dispensary. Mokowe G S.U. Dispensary.
 
Kitingitsni Dispensary. Hindi G.K. Prison Dispensary. 

Maralal District Hospital. 
Aission Lodwar District Hospital. 

Lake Kenyatta Mobile Clinic. Lokitaung' Sub-District Hospitil. 
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2. 

Tambach District Hospital. 
Kapsbet District Hospital.Nandi llilhl iospial. 
KiLalis District Hospital.Eldoret District Hospital.
Kapewiguria District liaopital.
Nakuru Prison Flospital.
Mathari Mental (Extension) Huspilal, Gligil. 

iLoilkilak Hospital. 
MISSION HoasPIrALsLctcin Mi,---on Ilnspital.

Tcnwek .,li;ion liospijal. 
TCIAPoWa Mi...Jio-l lospital. 

SczuOuLn-<Contd.) 

Roko s 

Naivaaha MAX. Prison Dispensary.
Nalvasha open Prison Dispnsary.
Nalvasha N.Y.S. (Women) Dispensary.
Ritgongo Forest Dispensary.
Siaruru Dispensary. 

aharackHigh School Dispensary.
Mot Barrcks M .I.I. Dispensary. 

01 Barinme:iG vr m~ 
Eldama Ravine Health Centre. 
Mardua! Health Centre. 

3. 

LoLori l. bii)n "Hospital.
Plateau Refurmed Church Hospital,Ituhojui hiujio, Hospital.
Kaplointu '.;i',1,n lu3rpstul.Kilguri i .sijon IIonlital. 
Ortunt Mission llo.Nit;l.
Loouumtu Mision Hospital.
Kakuina Hospital. 
Waniba lio:.pilil. 
Mercy lIosp.aI Eldama Ravine.
Rombo 1lopila'r.
Kjihoi Ilootta. 
Lumbwa Mi.sion Cottage Hoepital. 

N(G(JVIaN&1L-T H{OSiPITALSNakilru War McXnniial lospital. 
Uasin Giotu IIo'.pitdI. 

Eldorel. Nginyisg' Health Cclitre. 
Mouotie Health Cenira.
Kampi ya Sarmaki Health Centre.
Tanutdbei Dlpsnsary,gKapkaielwvi 0j.,ponisary. 

Kapticny Dispensary.
Seretuala Dispensary.
Torongo Dispensary: 
Sirwa Dispensary.
Iiptagirb Dispensary.

Tcna as Dispensary. 
Kolobea Dispnsary.
Loboi Dispensary.
Maji MvlD' Dispensary. 
Emiaiag Dispcnsary.
Kaarto oDispenry.
Kalauk Dispensary. 

M e11n1tHEl:.,1 I I pital.Nanyaii CuiLtLg lospital. 
Menv.iti..ii Nursn,. Iv me." erollage[Iosil~dullcu :'~F.Idortt CuleCU -0h1i89a. oipig.1 . 

B3attabwa Dispensary.
B13olimoDispensary.
PanDispensary.gsaaanan Dispc ry.
Narasha Dispensary. 

4. 

S. 

Wanju Maternity Home, 
'l.AmY I(iml,...r 
Kenya Tea Cump y Lmnited Hospital, Kericho.African IliuiIlands Produce l.inited Hospital.Magadi Soda Cnipany Limited Hospital. 

NAKURU MUJNICIPALITy 

Essage Forest Dispensary.
.faji NMazuri Forest Disr uary. 
.. abwda ForoI Dispensary.
-J14bof Diipcnsal y. 
Kiaberiri,- Dispensary. 
Salwa Dispensary.
Talit Dispensary. 
Sarsat Dispnsary. 

LangaLan~g Health C.ntrc.Naku:i; West Oi'pcnary. 
ioCnawo Ditspensary. 

1Lhion 

6. 
Sondeni lacrnity Home.Lanma Dispetiry. 

IL&ILTtt C'wirm,,s Aieo DtspausAe s 
Eldama Ravine Dispensary.KJApedo Dispensary. 
Kapsaram Dispenstry and W. Clinic. 

( ii eNjkru: uie, Semburu: 
GCOMfernn Gdvernment 

Cildil Deinunsiration Health Centre.
Huhati DeAminstrauon [icala Ceoare.
Elburgon health Centro. 
Njoro Health Centre. 
Rongai iealth C-ntre. 
Subukia HJ1alL. Centre.Solal Health Centre. 
Dundori Hcalth Crntre. 

Baraal Health Cerure. 
Wamha Health Centre. 
Seroleni Dispensary.
SiraUa Oirobi Dispen. ry
Suguta Marinar Dispensary.
Barsalol Dispensary. 

M D es 

Olenguruoni Health Sub..nrs. 
Mau N1reS" H:alth Sub- Cantr. 
Maieila Health Sub..Cente. 

Marel Dispensary.
Archer's Post DispeCntry. 
Gatab Dispensary.South Harr Dispensary. 

MLcwe Souti Dispensary.Lower Soih Dispensary. 
Dahatl D. Forest Dispensary,Kabati Dispensary. 
Gilgil N.Y.S. Dispe,Lsary.Lanet M.I.R. Dipensary. 
Nakuru Barracks M.I.R. Dispensary.Gilgil Barracks M.I.R. Dispensary.Nanyuki K.A.F. Dis nsary.
Kenyarta Uarrack; 't.I.,I. Dispensary.
Elburqun Fnrcst Dispensarya
Martashmi For DispeonAry.
3araget Forw tDispensary. 
Kiptunga Forest Dispensary.
Neiuuit Forest Dispensary.
Likia Furest Dispensary. 
Terct Forest Dispensary.Bondeni Dispensary.Ndoinet Forest Dispensary.ItasNjrisoi Forest Dipcnsary. 
Emburu Disp ensary. 

(d) 

M'aragoi Catholic Dispensary
Vamba Dispensary. 

P lvate 
Sarburu Lodgo Dispensary. 

Kericho: 
Gowornment 

Sipkoroi Heth Centre. 
Soiot Helth Centre. 
Sigor'Healt Centre. 
Rioret Healt Centre. 
Lumbwa Health Cntre. 
Kaiaua Dispensary.
Kcn,-u Dispensary.
Krison Dispensary.
Sungnyiet Dispensary, 
Chepkemel Dispensary.Forest Dispensary.Kericho G.K. Prison Dispensary 
Kipsonoi Dispensary. 

sad W. Cnk 

Sooganyol Dispensary. 
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rasimotwa Tka r:.Statd DISPC-Uary. 
"jium Limitcd L)ibPcns&rf*

rapkital Dispow17- Sotik!I.C., IL31A(C Di1puftury.
 
KbLiliga Disi-%"'5;-fY- Lhan-oi LlInII%:d J)6pcns4rY­
opofok L)i.%PC-ty. Kjp .%TcA -state D-,,,Pta-QrY-

Kipwrc Kipk,:bt: Tea Cstale Dj-ip%:ns4fY­

Tcr;ajir& D6p,;n3,4'Y­

sijw
hjfi6i u, pcn,,j,). 
Lun pi DiSp4m--;Y' Government
U41i-gor Uiw4n a:y­

ic Ngtr,: licilth Cel'-Ut.Kipkdiu" 11113c:" 
Stib4lealth Cenit.-. 

Cef"N. 

T.U-u"', L)110c:- Ury- Enosein Di'Pe--bJfy:
C11%:p(1J..1Dopc7-11Y- jim.11ti UiPC[13-Jry.
 

Tat-,V-3 D'OPe'"'ry 
 01GLuglo HcalLh Cchtrc. 

Chmaiwf jjo.%iro, Dispermary.
 
L11,bun)o ololpironito Di!ipcns2rY­
!;jogllifol 01,;I;Oro 1);,Iwmary.
 
Gele Gelc E,,3it).Ibi:l Mpcns rY-

Domct SaLutick Div,cma(Y. 
Ljwboi c L)1q),-1 11Y. Enosubukja Dipcnsa'Y*
1:uit ronan 0"Pta U.,,iki D0p0is;;r).
 
";IIIII)ICk I.cmcL Dj (wnsjry-

Kcrid'%) I:Ofu" Aiton- DiVen's-Iff-


Kccvorok Lodve uipen"ry.Ainal"ni Dispcn,,ary.
Fwcl !)iP­

Dj'pcq l:y. II;ulc,,. L).-pvr..Afy- likfin i),,*p,:nNj*Y­
Ui..pt:n 4(y. sloijo Lim Djsp-,n,-m'Y­

L)iyk)n DIspc-3r'Y- Ngarkori D4PCn'-IrY­
Euo-Nyiro DisP.nsarY-
Ngararo Di.%pcnb-;rY.
EM; 

Kahu-11 DiT<"%Jrf- 0 .%cn E)i,,Pc'%I4rY­
I-oroko Ntjsion D; pcn,41Y­nwvolia 

Kelieticti Nikarra Njisbion Di.,PC---iarY-
Tinp Farm Djpcma9Y- Ltin& N16"On D"Pcn '-'-
Kjpchirn,: hijn Engetia DiNpensarY. 
St. Fram;ls Cidsigirj L)jpcn .jry­

J'jaij h(oto Mission DiipcmsarY. 
Cal"Patly Scyabei Nlissiun D-ipci- M-

G.K.Kiptendcn EAj(,: Ms9cm-"ry' Merwaij Di ipv"-,J-Y-
Atfc eg Dl ;Cruary * Kojonga Dipcnsaty.Molieri Di!;cn-fY. SILIra-serena DiipensUl (PtivItc)'
Tdo-A D'%Pc-"4;Y- olikirikirai Nfission Diiper-$411,
Dimblil Disxflsir'Y­
Chomu,;r !I-iy D"Peasary- U3sia 011hu:D-,pcn,-i(y. 

sao'l DiNP:thjrY- Government
 
ChtligalihO j)ipcnsjrY­ 'rurbo DemoDstfltlOn Health Centre.
Cuigincering DLSPCILAfY-

Burnt Forest DcmonstmUun 4caLU Ctntrc-MArjn n D-PV'13rl-
yitimber DiNlIc-l"ry- Kipitabus Health Sub-Centra'

Soy Healtb Sub-CentmKapkaros :)j pcris.M. 
Molben HculL Sub-CmUe.Changina Di'r-en"-y-

Chcpgalbca DIsPe-JrY- 7-unboroi Fortst Di4e2 -ry­
yapsabet Forest Dis;:rLsarY,Oernamul Di Pcl' Iry' 
Ceall2lo Forcit Dispa'-IrY*Chirnj in--: 1); ,pens3rf-
Sabot Forest DispCr:j-'rY­KL:Mulot Dj pcnia-Y-
penon Forest MsPc:-IJr'f-T.R.I. Ditle"'ary-

N;ojna D.,Pc"Lsary. xApLjiajL Forest 134,ensatY.
Y.Jpkabus Forcit DLiPIMS-10.jamji Dis,Cn ary-
Chcrcngc)ni Forest D-sPcn$.Ly. 

KiLio M:cn-3rY- Railways DispcrLsan. U'dorct.Koilwas Dispe-m-ly. 
N3bkoi Forest Dis 4n-ry,Kim:)ri D.iPcrsafY-
Kiplogot Forest D;-?cr-$3rY-Koruma Disrens-0-

Kjpgwtn Dispe"wrY- Klmothan Forest D.iPens4ry­
Mai's Brid ., Dispc-,siry.Tica-hi U%Prnh-"' 

Chct-r Di ,Pcr--'ry- Kaptagat DispCf'5-j--!-
Kcreng3 6tAte Olspcnsary. Mstundi Dwels-!­

Lo.cn&cs Dispensarv.Kapndei: Di-Pcr! Iy- YipLuterc Fo,ejt Dtb;xn":Y-Karcrip Fa,;Lor*! DispeniarY. 
Ngeria G.K. Priso3 DISI)Cts-ity-Kcridio E:*-t3Lr DiVens'ary' Elioret G.K. PrisciMarsutxt Dispe=34rY-
Hill School Disper-MrY.Mbiri Di pcnsj.-

Chclimj DI-Per"ry­
Kapko.,.%'Ik Di Ary- hilsi(on 
Kapkat tnuor D.Perls3ry. 
UrooLt Bacid Ccitrat Pii ;,Unz FLctory DEsp=t&rY- Ainabkol West H"Ith 

Lessol Diil)cnsArr.ClIaKa.L L)Ipcn-"ry. 
Ndal&t DupeassrY. 
Rurigi Diipcrisati. 

http:D-sPcn$.Ly
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Sergoit, Dipensary. 


MLstan(."Adurwi Ditpensary,

Y,,jigat Dispcnsuc~y. 
 L.JIIltut Dibpvn%.ty. Turbo Dispertiary. 

Chlnmifiai Lhi6pulry C./o 0rtuns.'irimborou Dipen&&ryl'. F-apoiiyu L.Uispeiary.
 
Kiminini LDipe:n!;uy.

MON'ilrga IIlvalh Sub C'V1tia. ( Laiipia:

Kalptugu'a Uisplury. 
 Gurernnidlnt
Mulillna Divtsun$ry.
 
IKu pkui 1llr lih c un tre. 
 io l tlh Cg .ia €.
 

Mlunicip,1111y Rumurnkii fHu..11ih Ccrntle.
 
Ngisrua Heilllt (.'Uult€.


Lld rct %V;,%i Ilualih Centre. 
 Umandc ['l¢;,Lth Lentre. 
1z) Nandi: • N o rt ht Ml i. ,licnt F u n t D i~pent~ ry 

GovermentUntlolili Iurvst Ukiwn'ary.( o .*#nll enl Pit4111 rn ol i.Hlu mpary.

ly us o ia t ( ,r- I l i T ru ira hn "ntl € , 


N11", , 
-qth g S h a rma n uk Di~pe m . yK ab ly et. 1 'lje ili gC ~iL i'jtj l u n a~ u D iv ¢G duiu IF 	 u .14 i ulir y ,libwoni il"itli Cen¢tlre. ' ,Njcdjt;j Staton.Nanytihi u,r-'ack. Recirpliofnll

K:irlAUIIIO I l th1 CON.'i'i 
iiU laing U.,llliiol ,.I.Illljp ililly.Kapkolui U ipc i ry. Nanyuli V oiw:t LDipciisury.Chemase Dhpcn~ar. Ka:nya Air Force= N.mR bbspcluar,, Nanyuki.Marjb4 Ohl, nsry.

Kemeloi Dispensary. LonChumptcrwai I)isoenjjry. Mary# htunaiwate Dispensary, Nanyuki.Kapni isik-iry.
 
K lp ,i.s w.i a U i ic t ...iry " 
 u.l l l S;ubj River (Suilighur) ~i-.peinial'y, Xcurya till h iiduiiry Dispalniary,
(ChullwU itul 	 lji.Np~Li.%4ry. 

k Tin zua
 
] lPl~nUi.ilii Di)v,;&ry
. 	 Gureirfuifl 

Afh~lil iff 
j1-gUll Di'llllL ,%my.

('hcpIciil Llil.jn%4ry. L~ildchen.%l Sub-licilth Centii,K.*allswhet 13ipui.ar)., S bai Ilillh Sub-Cciire.litleitci Dli~jxn-.41y. K wanc. lhlltli Ccnitre. 
IriV, lleNzoij. lillit sllj-( 	 :ittlc.CItchl loisia Dhspmnry, 

Kaptega Diipunw,.ry. 
K0allimmotw:a 	 13vpen,;iy. 
Kaimosi "T"A -E.tate l!:Plilsary Kiptogot Dispeaa.

Kap~uuwciwal N'ipensary.

Kitikaimul D lOiiejna y 
 , 	 Kitale .Muiciipaiity
Kalp .horuza Ditpeni,,1y.

K.lpdionio Ou:pcn.ary. Tr 
 by !nc
Kaisagat Dispcnsa;ry.,iioa 	 KToij MoangCilpc.

-lng spnry
Sii;L LDi~pcn .Ary. AlisiionChemoni Di' pcn,2r. 

Sescru Dispensary.Nuadi *N'u H'i.aaw Diijluitary. Mary Immarulat,, Dispensary. 
th)l*l i'cyo-M titruLwct : Tartir Dibpcn~ary, 

Sibain Dispcnway.Govruiewlll~l 
Northi Nlt. rLlgou DibpcnLary.

licit h~ili (.'eltlc.Kinmnini"l cil I g~il l C'eii .	 Dipuusary anid Maternity Clhii. 
K~ulu i lgiihI I I II ( 	 aid rn i y'r uhil ;;n ih nr.	 Ca, l to D rill. M atel Clliiiil,(:hipLoorllIclthlli 'l. lic cl~ i b al l ithFarm SeAlcmcnt DIllthi p . a nld .1a l4t r i i y C li i .Educuiion Unit. 

clticiinirwliill Susb.Cltra
 
KwJbuluitil ILvpa liSbycr.
Kap~ ir inkw O ;%pcnsay . covernrnt
M up arkLwa3i p r sary3.	 N gong Health C etr .Bissil Health C .ntue.
 
M auckudw Di p nL%: .
ry

1vfackdwu1)6unsry.Mile Mashuuru He'.ith Centre. 
Forty-SixHalh C'ntr.Cumpum.Nanmanga licalth Ccatire. 

Fluopar.Mh¢ O.onsay.Fluip awMil- 1ispnury. 	 ombo Hcaltli C.-ntrc.' ElanultaWuas Helalfh Sub.Ccntre.MAfWiun 
i 	 Ienya Dispensary. 

Mhanc (Olpeia) . srChie'unq~udl IIcultli Centre. 

Zebah i
Aror llwilli e 'oli. penhosury.a iiesay
 

Mfullgl Dispj n.wry. Zenism Dii~ry.
Kiptalania Diii¢cnsary. 
AO~lkec~iilkm anDispcti ry. n ispen.ry.
 

Kapdlccrup u.iapunsaryv. 

Chebtiullmi. Dispemnary. Amoclg i ipn.ry.
 
Chctci Disp~cnsary. Edoguu Dispcntlary.
 

Olters Dpenary.
Kc r i tw-i~ n ry , 


Alhi 
 River 11" tlh Sub .alitre.K o r oniaiii IIcalhh Sub -Ctntre. l .i n 

I/I \Vet Pnkolfit et nOUI: 7 , iscrian Hecalth Cwlira. 
SGovr floosonine wdl ~ ie 	 Health Centre. 

siur1c.111C Enkorika Di!,pnsary.nte Ongata Rongai Dispensary.gXaibitchik~i 	 li,--,th C~ntre. 
Kichiclilba 	 Mbitikani Dispensary.IIllih Centre.0.TknDipsay 

Ploy Di~ettiry.RomboK'apcngtiria G.K<. Prison Dispernwry. lelth Centre.Fatima Dispensary. 

http:ispen.ry
http:Fluopar.Mh
http:Diipunw,.ry
http:13ipui.ar
http:Dibpvn%.ty
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5. Pxii'ATu HosvrALS
 

Kenya Marble Quarry Ditpcasary.. Lake Nutriaz Home.
 
company 

K~aj Nurbing Home. 

(as)TutkAna: 	 Kom~ Nursin& Home. 
Chfriu atiarnne Nursing lionia, XiI. 

Guavefnrise &qyarwc:oMawc~nity Ifouic. 

Sih~: 	 Maternity liomei. 

Turkwel Irrigation S;bcme D6Peoa1Y. Ruwi.. Nhiacraity 1kurac.
 
Lopure 06pcUy. 


9"..,lo, Health Ceaue. 

Ny.Lwaea 	 Matcun.Ly kome. 
Ocicrnbe Nursin l-iumv. 

AI~i~un6. 	 I-LALTH CENUEtS 4.No Disp~iqsxie 
Loisangat, IlcaItli Cufltre. 	 (a) Ntuni:;paiey of Kzsumu: 
KAPUtir Ilejlth Centre.
 
K(4taboi Hulut Lent~. omunun
 

Laruiiumu lic.1iL Centre. Raiiay 136;cnb.iry.

KzpctiJo Heal~th Ccrnure. Khswinu TeccnnicaI S;:hooL Dispens.ai). 
Lorugumu Dibpcnsary. Kibu% O.K. Prison Du~pcni.*y. 

lie Dispensary. 	 /tfunicipality 

Loglog D..pcni-ry. Lurnmboz X Centre.
 
Oropoi D)Lipeniary. Chi;a Mobile Dispensary.

Utcne.u D~ipc-tY. Moque Di);en~ary.
 

N..nam~ Diipniaty.
 
0bt: K..rot Dispensary.Mukuuno De.pun..az. 

irtDspnayKerio Dispenijry. 

GLoiya Dpn-ry-	 OjolA Di;penwiry. 
Kieruk Dupensr. 	 Prvat
Nacihukui Di~picni-ry.Pr
 
Kodenyang Di~peni.try. Guru I'4artL Dispensary.
 
".I Diiptnsary. Kamtharia, S.h Dispens.ry.
 
lsauJWka D.aper.-ary.
 

Todcnyau. L,3tr.uJY. 11-1 Kisumu:
 
Loitani Dispetuary. Government
 
K.aiobcyci Dispcr~iay. MuWhoroni R.H. Demonstration Ce:nt~.-.
 
Lonkcanjgkai Dispe.-sarY. hluboronj R.H. DemonstrationCe . 
Lokodule Di~pcimiry. Ahero Htilan Centre. 

Lochung.umzrudu. Dispeasazy. SigOli HeuIrn S .h.CCNIirc.
 
JuluL LDi;ua-,ty. M4*09o lie~ltn Sub-Celli'e.
 
gaaljag Disrcisary. Rabuor Dupen~..ary.
 
Nachckwi Disp-.niary. Sonlu Diipcniary.
 
Kengolokcrion D.3rensay. NyAnga.adc Dibpen~auy.
 

K~bigori 	 Diipcns.ry. 
VII-Nymauu ?roylace Sirrta DIkpcn.ry. 

OnJiti K:-!:h Sub-Cuuurc.GOVLXMLPT1103?TALZPap
Govuri..Lwr ~Taru IO5PTAL Dispenb.iry. 

New yana osptalKismu.Kombewa RurjI ile.;Ith 0. Centrel~oyicialGenral 

New Nyana I'ovind~al Gn-ra Hospiua, Ksunmu. Chenuuhlz D;3pecsary.
 

G.KVi,;toria Amenity PuCospiW 	 Nyaic rinb a. iiry. 
Noaim~a DOiPCn.1ry.Kisuriu 	Priscn iiosplul, Kodia. 

inoaDp:sryKisii District lios~iLll. 
Mjayuanda Di~pcml..y.flomnA !3.:y D.~tnzt Hopa

Diy 	 l~~itl Kilt= Blind School Di.,pen%.Ary.3ict 
SiyamiaSoDirc ~ioiptal 	 Xu*.i Dispensary. 

OPNyamira~uo.i~iucl.3.Mkura 	 Diapensary. 

2. 	 Missiom HospITALJ M~huxwn 

Kendu Day Missioa Hos:i-LAuHa~ ete 

MAsunb iSlu-ion HIospit.L. Chemnelil F G.C. of K. Dpn~y 

Kana Catholic Dispensa~ry.Nyaboado MiflHos;;Wa. 

Lwak M..buoo liospital. 
 o
R.ng'Ala SfissiOn Hospitil. pimny
 
Tabaka Sission Hasita. Cbrmelil Sugar %ilils Dispensary.
 
Scngera Maternity H-osp~tal. Mtibaroni E.A. Sugar Company D.ipeiiat...~
 

fbagA tiospitAl. 
Scga Missioa Ho~piul. (c) Siaya Dizrict:
 
Mirogi liospiul.

Rapogi H-ospital. 	 Goswrnment 
lsibania Mlaternity Hospul.
 
Ulanda MSlaernity Hosp Lil. Ys-la Demon%tradcon hecalth Ccrngre.
 
Rakwaro hlatern~ty Hio,:iujl. flondo Heakh Cen,,re.
 
Matungas Maetrnaty Hos,-ital. Lkwala Health Centre.
 
Ornbo %1azernity Hospit.-. MIdiany Health Centre.
 
Komatobo !Maternity HospitAl. Tirtare Dispensary.
 
Nyamngpa lfospaii. Nyiwara 11halLhs Sub-C enire.
 

W.ere Dispensary.
 
NNmGoVLANWPNT HlOSPITAL Marenyo Diipcnsiry.


AL:%1aDi~p~ns~ry,
 
Aga Khan Dispeasry anid Maternity HoipitaL. Us-gu Disruary.
 

CO~p-4Y JC!IITALO.-;'elo Diponsary.
 
Oh~p2~YHOSPTALRwambwya Dispensary.
 

Mliwani Nursing Hmae. Got Aguulu Dispensary.
 

http:DIkpcn.ry
http:Diipcns.ry
http:Dispens.ry
http:Di~picni-ry.Pr
http:De.pun..az
http:Dispens.ai
http:Matcun.Ly
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SCHxmoU&,-"(Contd.) 
Aribira Diipvary. ?wtacai~er Health Centre.sivomccr Diagicary. Awendo Health Cenre.Blo D~ispl-ry. Ndhiwa ficulth Centre.Uyzwi Digwnsacy. Mbita licaiaI~ Cgnuc.M;hAlng:t fli-pri'ary. Kaiboildi Z1tildzfi ywcgi.MuInyuand.& Ui3.pcnw~ry. I Atungu 1WiauIth Centre.UralIua D61in~ar.ay. )CKajignaboj (,Rungoj Hthd Centre. 

NU)3 Lqll%;luy. NLru 1I~loui~~b.*~~
KRn D~ispensary. KinYU H~rjlia L,:ntrg.Gut Maiur Dkci~y Twit Mbuyu flualti cc*ii.Ntoijullty I L&=i1i1 Centire. Mohluru II%=lth Sub.Cctiare. 

Sena (Mfanginoj licalth Ce*ntre.
.SJU~dGwUMi (Nlauula iDInbaly.
 

NYQM3@w3 I6:3101 Ctnre. Kadem Dispens-ary.

Scuit Dispi~jgy a~nd Nursing flic. Kanrdu Sa.y Uspnsay. 

Nynqimw Dficivy. uid 

Aluu Dipcmry.Mohuru LUiscna.ary.Aluut i~p~nary. 4itnagu Dispensway. 
(d) Kisii: Pal LVh52C0sfy. 

Rangwe Dispenuiry.
* Tarang~inya Da6pcus.agy.

Uriri VWit.Iy.Maraliii I1enm-rutun licallh Centre. WaIJwa Upcm~aty.N4Jucu Dvilumtr&gloI I1CLh (.CuUa. OJgunli.) Di~pcwwry.Ogtoiibu Health (.crtre. Nuliuui4 Youth :;viu (L.Atijbwaj Lpcibafy.Kumbiai Icalti C&gntic. Ongo Disperbay.Ihciw I I~.lh~ Centre. Alcrito LUbpcnl.iy. KeroLja HcAtI, (.uauOuso Dispensary.Mario Ilth Sub-Centrc. Kuaa Dispensary.Nyanch1' ficailh Sub-Ce.n 'r(r. Nyandlango Diiioisagy. 

Nyu&ngcma~ ismpewary. Obtr DixiM1vi.Niy.Kenycny~a Uc..ipgny. Ma~jbj Us.,punirJy.
7inga DpriAray. KA.-oga D;.pt:asjy.Mutuiilbu L)apVi1 .;). Kugumbg: LDiNIkn.N.y.Nyjniya Di~pcn%.iy. K(Andicc L)op ,i..ay. 

- ( wt~wcL apci ary Co4diwar Di~pny. 

Iykcaony Dispny. TAngo Ldu i ncr.y
fiim Di~nj%~ry. K wUniliU1(icranouc Hjli Cng 

ILkae 0i Uic."ry. Go Oyarfl~i~o (ay)Dai.sryKhzId G.K 1*pt u an, Dcny'yKiioJ Ukia,; IIJIIy. M&oIIipnd
Raunwitia DispcIIsry. akwrb1Lni.iyauc ispenscgay. Tongo alt Ces~ntre-.
 
Mi%ill i pbIL*1a.y. 
 VaciluMaacat L. tMS imb3DiVna.ry. MbinaR.H.U.h andMtrniy iMtagang DU,%pomiry. DiKamugntb DOSiipnay. Sy)

Ki~iiG.K. UipnCsat.L~pvnry.n~un ancrt

Egenka Upnsary.sry 
 Miguer Di,~inDry.~ ay(Km

ogambroDi-,iciisry. Hama ru Nuaomhiiyu.o~Cni
Al.-Jg Diloniy ComanyADspna 

mierigl-DibithCu. Verna Nyalez Sae o Cih 

Myaenhe Dienr. l HatCer.Maoniu I~iscdI~ t. Govwu

KEanyca Dpnry andrr Home.ryMik)
 

I. IU~ 410n Dij~Spensl' 
MissiontRiokindo Diipcmiry. I'rovinc Hsicz,Homa Bay RCota0L Centre. 

RliungbelIth SCnre.AupL4royHpj. 
lnygisior.~ ilvith SCnr. VarV~ail Povalu-kWoslern 


Mwoh k lycAza: 
 *::tc 1. MasOVUNe H0S :.erLS
Goinyenya ando Matrniyulama
 Kimarit 
Riokindo Diipcnsury. Lugulu Prvince Geof-rl.Hsil ~k a3Sndau Discmn-ra Hc-t Bnrcamoia isrictIHspi.i.
 

Oyumbs IicvjlthCentre. ir 
 Amupcur ion Hospital.
hiturnbc 11ithCSuritae. e Bula D'istjrt Hiaiwlt. 

Sioa Lcin raionICelth. re ErKo Nisson ospt. 

Keh-&nci i~eafth Ccatra. MisLkhu ?disiun hospait. 

http:DiVna.ry
http:Di~pcn%.iy
http:LUbpcnl.iy
http:D61in~ar.ay
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Mukumu Mission llo~piLal 
Mumuas Mis.sion Hospital.Nangina Mission I lupiul. 
M osMno M ,is .ioo 	14o'pitu 

IILAL'1n Cgalatis AND DtsP.NSAnt. 

latBuninonia: 
G vv er , r~lnn 


c,,w ueHealth -Centre.luir'.1a Health ccolte.Sirilia
Hlealth Centre. 

Kintlili HClth Centre. 
Wcbuye lealth (etlre. 

Kual~l-kwul, IL.t1 L entre.MeIfhl'neru licalthclitrr. 
Ncdalu Health (4qntre.
Klmalewa licalth Cctro.
Chckuturna IHealth Sub-Centre. 
Malakisi li{clhh Sub-Cgtre. 
K-lbucbat D1pcnsiry.Nuaitiri Dispen jry. 

Cheplaisi Di~penlwry.
Karima Dispensary.
O,ngonia G.K. Prion Diipcnur-. 
tluk liDispem-ary.AII Io.K 


Khasoko Slisilun le.ilth Centre. 
Kibabii Dispensary.Kaptia. Mlisin Dibpettsary.ChcKalini Dispcnry. 

Kimdili Dispensary.
Muyt-Lwc Dis tentiy. 
Chwclc Vibpeniry. 
Junyas:u llejlth Centre. 

Conpany 


Nzoi Suga Comr)try ledical Clinic. 
Pan 	 Paper Co. Dispeniary, Webuye. 

(bj 	 Kakamcg :Ion 
jovetnment 

Mbaje Rural H"Lh TraininC Ceotra, 

lguhu ilcalUCentre.
Lyanaginga Health Sub-Centr . 

Iabadis Health Centre.VlhAuilHealth
Centre. 

Vhhiga Itealth Centre. 


ILbsuratsi Hlth Centre. 
Khwisero Health Centre. 
Butere Health Centre. 
Matunliu IHeAlth Centro. 

Navakbolo Hcl~b Centre.

Majva Health Centre. 

Dania Health Centre. 
Ilhn Health
Centre. 

"ail! Health Centre. 


Emuhuya Health Centre. 

Lumakanda Health Centre. 

Shama 
 Khaibu Health Centre. 

Mautuma Health 
 Centre. 

Mabusi Health Centre. 
Likhuyani Halth Sub-Centre. 
'lrgoi Health Centre. 

pukura Health Centre.pali Hlealth Sub-Centre. 
Turbo Forest Dispensary. 

Kakamega G.K. Prison Dispensary. 

Kakamega Forest Dispensary.

Shukusa 
 G.K. Prison Dispensary.
Turbo N.Y.S. Dispensary.
 
Mua Dpnry. 
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.

Ilya nglHealth Ce ntr. 
'udum Health Sub-Celnire. 
Noaoli Maternity Ilome. 
h1190t Dhpetary. 
nuna Om lwi sa ry. 

•ihiatidla say.
O;.pen, 


"lriLi Di.pensary.

Vibiga Mission Dispensar). 

Malindi Dipenary. 
Siwu Mi.ssion Uispeaoary. 

Conplly 

Mumias Sugar Co. Dispensary 

Privae
 

Shiandi Dispensary.
aya 	 Mah.rnizy llota. 

(cJ 	 ulusia: 

4;ol-rl nle t 
o holiaHe althCe nise .
 

Nimhile Hecatlth
(*ell,,,:. 

K1hiniyangtu Heal1thtLuitre. 
Amukura I fc.&Jt Sub.C&tIe.iutrl al 
 u -~ t e
Sin Port Hecalth Sub-Ccntre. 

Nanitina Dispensary. 

Lukolis Dispensary.
 
Rukala Dispunsary.
 
Angurai Health Centrc.
 

Maduwa Dispcnsary.
 
M~lLiobola Dispensry.
 
Nimbuku Disperaly. 

Kolanya A.I.M. Dispensary.
 
Gazette Notice No. 1216 of 16th April, 1981 
 iscancelled.
 

Dated the 30th July, 19a. 

W. K. KOINANGC. 
Director o Afedical Se.VVI.t 

OAzerr Norics No. 3212 

THE LAND ACQUISITION ACT 
(Cap. 295) 

NOTICa oP WrrnIW1RAWAL
 
IN PURSUANCE 
 of section 23 (1)of the Land Acqisition

Act. I give notice that the Government withdraws (rum the 
acquisition in repect of the 	 following land subject ta her:.fter 	mentioned Gazette Notices: 

SCIMDLE 
Nolr 	 e e 

L.R..No. ,oealiry ,rea in/t,:crarer 
12248 (part) Naivasha 8.82 (approx.) 

Plans of the affected Lind my behours at the 	 inspected iftIrin, ,llic­oflice of the Commissiont-r of 	 Ljigd%. Keticars
Houie, Nairobi. Gazette Notice Nos. 905 and 	 2W6 oi hit. 
October, 1979. 1 
Dated he 19th October, 1982.
 

J.R. NMNG,
 

Commissioner o/Lui.. 

14",~ 

http:luir'.1a


Annex J 

PLANS FOR INITIAL SET OF PROPOSED SUBPROEC1rS 

As part of the scope of work, the Project Paper designteam prepared an inventory of likely projects. This inventory
included detailed plans for eight of the most promising
subprojects. The material the design team gathered on the
eight most promising subprojects is included 
in this An.ex.Note that the enclcsed plans for the sulrrojects are the resultof preliminary efforts, ard thus are included as backgrcund,illustrative material. The details of design ard budget for
the subprojects have already been 
 revised, and are likely to berevised further by the echnical Assistance Team incollaboration wit-h the Grant Recipient and AID zrior to 
implementaticn.
 

1. DURATION: 

START
 

FINISH 

TITLE-
 KENYA CASHEWNUTS LLMITED 

AUTUORIZED OFFICIAL: MR. J.S. MUBA 

TITLE: MANAGING DIRECTOR 

MAILING ADDRESS: KENYA CASFM.HNUTS LIMITED 
P. 0. BOX 49
 
KILIFI TEL. KILIFI 11 OR 53 

A. SUXIARY 

The Kenya Cashewnuts Limited will introduce the delivery of a wide varietyof clinical and non-clinical family planning services in its dispensary to
serve its nearly 2000 employees and their dependants. The company will refrult
and serve at least 100 non acceptors of family planning. At the ccmpletLon ofthe sub-project, Kenya Cashewnuts Limited will mainzain the level of achievemant
reached during the subproject without further assistance from (ThaGrantee).
 

B. OWJECTIVES 

1. 	 To introduce modern family planning services delivery in the Kenya

Cashewnuts Limited estates near Kilifi.
 

2. 	 To recruit and serve a minimum of at 
least 100 additional ccceptors

of family planning services.
 

3. 
 To develop a capacity by Kenya Cashewnuts Limited to maintain or
expand 	the level of family planning services achieved under the
subproject without additional inputs from (The 
Grantee) after
 
subproject termination.
 

4. 
 To use 	management practices in the sub-project consistent with the
Kenya Cashewnucs Limited and (The Grantee).
 

C. BACKGROUND
 

The Kenya Cashewnuts Limited is a parastatal organization located just off
highway B.8 abouL 5 kilometers north of Kilifi, coastal Province. The plant
employs nearly 2000 personnel in its processing plant and plantation. It
provides curative health services in its small dispensary. The company plans
to double the size of the dispensary soon by an 
addition. The present facility
is staffed by one 
clinical officer, two enrolled nurses, 
and five ungraded staff.
The employees live in the surrounding area, 
as only senior staff are housed at
the headquarters.
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The health care staff profess an interest in providing family planning
services, but lack the :esoucesand training to do so. The nearest 
source of family planning is 5 kilometers away at K-L±fj. for those who can 
get to these headquarters, but considerably further away for those 
who Live in the outlyimg areas. half of the plzyees are women.Over --

Of the 2000 employees, presuming a five percent new comtracepcive acceptance 
rate during the 7o year subproject, it should be possible to recruit and 
seve one hundred new acceptors.
 

D. INPUTS BY (77E G.AEE 

1. Technical Assistance: 

(The Grantee) provide up to two person weeks of technical 
assistance in such areas as records keeping and infor--ation management, 
contraceptive - logistics, planning, clinic =anagemenc, evaluation etc. 

2. Tranin :
 

(The Grantee) will provide funds for two mon:hs of mocivational and 
clinical trainizg for each of two enrolled nurses, as well as two months 
of such training !or the clinical officer. 

3. Sucolies and -ioment
 

(The rrancee) will provide fund: for supplies, office equipment, 
hand calculators and concracept've-ralated equi;memt including an 
examining couch ILD insertion kits, baby scales, etc. 

4. Travel Allowance
 

(The Grantee) will provide a fixed - rate distance reimbursement 
of shs.3.O per kilzueter for family planning related travel. 

E. INPUTS BY =.YA C-%SjZ--NVUTS LI.IED
 

The company will provide 8O sq.ft. of designated space for family planning 
in a new addition to he added to the present dispensary, It will make a 
vehicle available as needed for family planning and will be credited for
 
depreciation for such vehicles as well as for deprecia:ion on health/m.c.h.
 
equipment.
 

F. INPUTS 3Y =T:ST7.Y F :-.L{ 

Contraceptive supplies for ICO new acceptors.
 

G. AflUNIS7MATIVE AqX;rA2-CZ.TS 

After USAID seLecCs a technical assistance Grahcee, :hat firm will negotiate 
a Grant Award wit.h *.t!nva Cashewnucs along .he lines suggested herein. A Grant 
Award document wi.l describe the terms and conditions 3f the Award. Final
 
awarding of the Grant Award is conditional upon USAID approval, in consultation 
with the Gavernmenc of Klenya.
 

http:AqX;rA2-CZ.TS


H. EVALUATION:
 

Evaluation requiremints will be developed by (The Grantee), and Grant
 
Award recipients are required to comply with requirements for evaluation
 
established by (The Grantee).
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(IN UOu'S) 

SUB-GRANTEE: KENYA CAS ENUTS LIMITED 

S o U R C E GRANTEE SUBCRANTEE G 0 OTER TOTAL 

USE .. IX/ LC IFX I LC V I C -LC 

1. Personnel 11.2 11.2 

2. Technical Assiscance 2/ ( ) (W) 

3. Training 110.4 110.4 

4. Supplies, Equipment 1.7 20.0 1.7 20.0 

5. Travel Support. 12.5 12.5 

6. Designated Space M.0 12.0 

7. Equipmenc Depreciation 30.0 30.0 

8. Conrtracap;ives 20.8 20.8 

9. Ocher 

TOTAL 142.9 53.2 20.8 1216 9 
1.7 (1.0 (4.1) (1.6) 1.7 16.7) 

1/ U.S.F 1.00 1 13.00 K.Sits. Total cost expressed in U.S.$ - $ 18.4 

2/ r~s. Lfn ocrson - . USAID share a $ 12.7, or -,9 

All others share -$5.7, or 317. 
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(IN 	 000'S) 

SUB-GRANTEE: KENYA CASHEd/NUTS LIMITED
 

S 0 	U R C E GRANTEE SUBGRANTEE G 0 K OTER TOTAL 

USE FX l/ LC FX LC FX LC FX LC X LC 

1. Personnel 	 11.2 11.2 

2. Technical Assistance 2/ (M) 	 (M)
 

3. Training. 110.4 	 110.4
 

4. Supplies, Equipment 1.7 20.0 	 1.7 20.0
 

5. Travel Support. 12.5 	 12.5
 

6. Designated Space 12.0 	 12.0
 

7. Equipment Depreciation 30.0 	 30.0
 

8. Contraceptives 	 20.8 20.8
 

9. Other
 

TOTAL 142.9 53.2 20.8 216.9
 

($EQUIVALENT) 1.7 (11.o (4.1) (1.6) 1.7 (16.7)
 

1/ U.S.$ 1.00 .13.00 :,.SuS. Total cost expressed in U.S.$ U $ 13.4 

2/ Epressd in person - months USAID share - $ 12.7, or'697. 

All 	others share a$5.7, or 31% 
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PROPOSED SUB-PROJECT DESCRIPTION AND BUDGET
 

DURATION: start 

Finish
 

TITLE: 	 Vipingo Sisal Family Planning
 

SUB-GRANTEE AG'ENT: Vipingo Estate Limited
 

AUTHORISED OFFICIAL: Karl Thr
 

TITLE: General Manager
 

MAILING ADDRESS: Vlpingo Estace Limited
 

P. 0. Vipingo Via Mombasa
 

Tel.Vipingo 4
 

A. 	 Summary
 

The Vipingo Estate Limited will introduce and provide a wide range of 
clinical and non.clinical family planning services in its t o clinics 
at Vipingo. At least 110 new acceptors of family planning will be 
recruited and served during the project. At the end of the project, 
the Vipingo Estate Limited will maintain the level of achievement 
reached during the project without further assistance from the Grantee. 

B. 	 Objectives
 

l. To introduce and maintain a wide variety of family planning services 
at the Vipingo Estates Limited.
 

2. 	 To serve a minimum of 110 additional acceptors of family planning
 
servicen.
 

3. 	 To develop a capacity by the Vipingo Estates Limited to maintain
 
or expand the level of family planning services achieved under
 
the project without additional inputs from (The Graicie) after
 
project termination.
 

4. 	 To manage the sub-?roject with practices consistent with those of
 
the Vipingo Eatates Limited and (The Grantee).
 

C. 	 Background
 

The Vipingo Estates ,i=i:ed is a subsidiary of a company w.hich began sisal
 
operations in Tanzania in 1921. The Kenya plant was established in 1929.
 
In recent years, the Estate has branched out into the production of cattle
 
and mangoes, as well as sisal. The Estates are locar.ed in Coastal Province
 
near Kilifi, along highway 8.8. The Estate employs about 1,200, of which
 
about 200 are wouten. -No "birds of thE labour force live within five
 
miles of the faccor/. The health facilities consist 3f two buildings
 
(clinic and a =.icernLty) at the headquarters, and a smallar dispensary
 
perhaps 10 Kilomecer,. north of The factory. These are mariaged by a
 
male enrolled nurse, nurse-iidwife, and dresser, resoective'l. The
 
nearest family ;'anning services are ac the Diatric: hosoit:' ac K ;"i,
 
but distance and :zansport are restrictive. The manager is very 3upportive
 
of adding family planning to :he health services in order to minimize
 

http:locar.ed
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time loss and education costs. The midwif a and enrolled nurse both seem 
anxious to add famil-: planning. They have had previous work experience, 
but no formal :rainizg. Estimating 200 women, and 1000 men employees 
with an average of t'.o wives each, an estimated 2200 women might be
 

reached. Assuming 5 percent new acceptors during the two year subpro'ect,
 
about 110 new accepcors should be recruited.
 

D. Inputs bv (The Grantee)
 

1. Technical Assistance
 

(The Grantee) will provide up to two person - weeks of technicaL 
assistance in such areas as baseline surveys, record managemer., 
medical/conracepcive supply management, supervisory techniqde0, 
planning, etc. 

2. Training
 

(The Grantee) will arrange and fund family planning motivation
 
and clinical training for the enrolled nurses and midwives; two monrhs
 
each.
 

3. Supplies and Ecui=:-ent
 

(The Grantee) will provide funds for office equipment and suppliec,
 
and contraceptive related equipment such as an examination cable,
 

sterilize: rubber gloves, I.U.D. insertion kits, supply table,
 
pelvic models etc.
 

'4. Travel Eenses
 

A fixed rate distance reimbursement will be provided at the rate of 
K.shs.3/- per kilometer for family planning related travel. 

E. Inputs by Vipingo Estates Limited 

Designated office and family planning space. Attribution of the general 
Manager's ti-e for 5 percent. Motor vehicle and maternal child health
 
equipment depreciat-.on.
 

F. Inputs by the Cover=eit of Kenya
 

Orals, condor-s, foaming tablets and other contraceptive - related 

materials for L1O new acceptors. 

G. Administrative A-rangeents 

After USAID selects a technical assistance Grantee, that firm will
 
negotiate a Grant Award along the lines suggested herein. The Grant 
Award docume::t will describe terms and conditions of the Award. Final 
awarding of the Grant Award is conditional upon USAID'S approval, in 
consultation with the Government of Kenya.
 

H. Evaluation
 

Evaluation acd reporting requirement will be developed by (The Grantee),
 
and Grant Award recipients are required to comply with the requirements
 
established by (The Grantee).
 

http:depreciat-.on
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ILWSTRATZVE BUDGET 

(IN 000' S) 

SUB-GRANTEE: VIPITGO ESTATES LLMITED 

S 0 	U R C E GRANTEE SUBCRANTEE I N 0 OTHER TOTAL 

USE FX I/ LFX LC FX LC FX LC rx LC 

1. Personnel - - 45.0 	 45.0 

2. Technical Assisc-nce 2/ (0.5) 	 (0.5,
 

3. Training . 73.6 	 73.6 

4. Supplies, Equipment 1.7 20.0 	 1.7 20.0
 

5. Travel Support. 9.4 	 9.4
 

6. Designated Space 12.0 	 12.0 

7. Equipment Depreciation 30.0 	 30.0
 

8. ContraceptLves 	 11.0 11.0
 

9. Other.
 

TOTAL 1.7 103.O 87.0 11.0 201.0 

($ EQUIVALENT) ($7.9) (6.7) (0.9{ 1.7 (1.5.5) 

1/ U.S.S .c0 - 1,.,O -:.S'IS. Total cost expressed in U.S. Dollar - $17.2. 

2/ Expressed in perjon - T.7.~Izs USAID Share $9.6 or 567. 

All Other = $7.6 or 447. 



PROPOSED SUBPROJECT DESCRIPTION AND BUDGET 

3, 	 DURATION: START 

FINISH 

TITLE: 	 EXPANSION OF FANILY PLANNING SERVICES 

SUB-GRANTEE AGENT: MIWANI SUGAR MILLS LLMITED 

AUTHORIZED OFFICIAL: R. J. RAITHATHA 

TITLE: DIRECTOR 

MAILING ADDRESS: MIWANI SUGAR MILLS LIITED 
P. 0. MIWANI
 
TELEPHONE 035-2716 OR 17
 

A. SUMMARY
 

Miwani Sugar Mills operates an extensive, quality health facility which
 

serves its 2000 employees and their families plus patients from a large
 

surrounding area. The hospital is staffed full time by about 35 health
 
professionals. Family planning is included as part of a wide range of
 

services but has been of relatively low priority. Top management and
 

the company OB-GYNs strongly support upgrading this service and feel
 

low or no cost supplies (non "emplcyees pay for contraceptives which
 

Miwani purchabes commercially) wL11 greatly increase demand. They
 

estimate 2.50 new acceptors during the first year. Equipment needs are
 

modest and training inputs welcomed; a guaranteed supply of free contra­
ceptives will be the cornerstone for continued high level support for
 

sustaining, expanded family planning services. Space, MCH/FP related
 

equipment and staff time committed by the compaay plus the value of GOK
 
donated contraccptives will substantially exceed the 25% contribution
 

requirement.
 

B. OBJECTIVES 

1. 	 To expand family planning services presently provided by the Miwani
 
Sugar Mills health care facilities and to provide contraceptives free
 

of charge.
 

2. 	 To at least double the present new acceptors to 250 in the first year
 
and to 400 in year two.
 

3. 	 To develop a capacity to maintain the level of family planning services
 
achievud under the project without additional inputs from (The Grantee)
 
after project termination.
 

4. 	 To manage the Subproject with practices consistant With those of the company 
and with the (Grantee) 

/6[I
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C. BACKGROUND 

,iVwani Sugar Hills Limited, escablished in 1922, was taken over in 1948 by an 
English, Ugandan based company. The Company appears to be well managed. 
Mr. Raithacha, the director, has been with the company 20 years. In response
to telephone cnntacc on the morning of April 6, 1983, the director readily 
agreed to mdec with :he team that afternoon. After the nature of the project 
was described, he expressea keen interest in upgrading family planning 
services given by his company. He then provided basic information on :he 
company and present health services. 

Hiwani Sugar Company employs 2,000 people full tice; about 30 are women 
holding secretarial or clerical jobs. Eployees receive housing, and 
facilities for schools, staffed by GOK teachers, are provided for their 
children. An escimated 3,.00 workers' wives (polygon, is common In the 
area) and unspecified number of children live on the ALwani Estate. The 
Company encourages and hel-ps support athletic and social clubs, such as 
Lions Incernacional. Quality health care is a major company benefit. 
Medical services (and a.parencly drugs) are free of charge to employees
and their families. The company maintains an exceptional 2C0 bed hospital
with a small operacing -oo-, outpacient clinic, and well stocked drug 
dispensary on the factor/ cotniound. Cases requiring iajor"surgery are 
referred to hospitals in Kisumu. The Hiwani health faciLit 7 also serves 
patients from outside tha company. An estimated 25,CO people, including 
workers and t eir fa=ilies, within a surrounding Z5 kilometer area regularly 
receive care P ia addl rion, che faci ity draws .eo.3le from as far as 200 
and more kilometers because of its excellent renucacion for care ind 
adequate drug suply. ?at-ents from outside the conany pay for drugs 
(at cost), hospical roos (K.shs.9O/- -or ward and 1,600/- forsem -privace),
and some selected, more cc-pLex outpatient services. M'!Ccare is an i=portanc 
part of everyday services. There are about 50 deliveries a month, prenatal,
postnatal and infertility care are well estabLlshed,and an average of 20 
family planning patients (one half new acceptors) are seen each =onch.
 
The company purchases contraceptives from local coercial suppliers and 
charges patients at-cost prices for supplies. ?resently, OCs are K.sh.20 - 50 
per cycle, Depo Provera <.shs.60 pe-. Lnjection, and Cipper 7 IU Ds K.shs.165 
(a Kisumu private ph-sician reportedly charges K.shs.00/-); tubal ligation,
however, is done free and average two per month. The company doctors feel 
their family planning acce.pcors would more than dcuble if contraceptives 
were substantially cheaper. One of the pysicians, a young Obstetrician gynecologis 
is very interested in family planning, was trained acd active in such programs 
in India, and recently organized a family planning se.inar for the company's
Lions Club. He reported there were about 100 new acceptors as a result. 

The hospital facility is staffed full-time as follows: 

4 doctors (2 OB-fs )
 
10 KRlNs (4 midwife trained)
 
20 EN and CNs
 
1 pharmacist
 
1 stores/equipment manager.
 

L The hospital serves the other two sugar mills in the region, .!uhoroni, and 
Chemi IL. 

http:K.shs.00
http:K.shs.9O
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spaceous new wings to the hospital, office space, waiting area and drug
 
dispensary have just been completed.
 

D. INPUTS BY GRANTEE:
 

a. 	 Personnel - none
 
b. 	 Technical Assistant - Project planning and project required
 

record keeping, community outreach, etc.
 
C. 	 Training - upgrade family planning techniques for selected EN and Ch.
 

and refresher courses for KINs (total 15 nurses).

d. 	 Travel expenses - for supplies surveys, outreach and other proj-ect
 

related travel.
 
e. 	 Equipment and supplies.
 

-	 IUD insertion kits 4
 
-	 Pelvic models 2
 
-	 Examining tables 3
 
-	 Desk 1
 
-	 Chairs 3
 
-	 File cabinet 
 1
 
-	 Sterilizer 1 
-	 Rubber gloves 
 1500,
 
- Laperascope or mini laperascope kits 2 
- Auto clave 
- Lamp with stand 1 
-	 Additional surgical equipment to be determined., 

E. INPUTS BY MIWANI SUGAR MILLS
 

-	 Designated office space for two staff 
- Back-up administrative support
 

Physician services
 
Operating theotre for female sterilization
 

- Designated space for family planning services
 
- Staff for training, service provision
 
- MCH related health equipment
 
-	 Participation in baseline surveys and records keeping. 

F. INPUTS BY GOK
 

Orals, condoms, foaming tablets, diaphragms,IUCDs and other contraceptive
 
related materials.
 

G. ADMINISTRATIVE ARRANGECANTS
 

After USAID selects a technical assistance Grantee, that firm will
 
negotiate a Grant Award along the lines suggerted herein. A Grant Award
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document will describe the terms and conditions of the Award. Final
 

awarding of the Grand Award is conditional upon USAID's approval in
 
consultation with the Government of Kenya.
 

• EVALUATION 

Evaluation requirements will be developed by (The Grantee), and Grant 
Award recipients are required to comply with requirements established by 
(The Grantee). 
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(IN 000' S) 

SUB-GRANTEE: MIWANT SLGAR MILLS LIMITED 

S O 	U R C E GRA.TE! SUBGRANTEE , 0 K OTdER TOTAL
 

USE Fx 1/ EX LCF Cr CixLC
 

1. Personnel 48 372 	 . 420 

2. Technical Assistance 2/ (Q) 	 (i) 

3. Training 537 	 537 

4. 	Supplies, Equipmenc 3.6 40 3.6 40
 

5. Travel Support. 36 	 36 

6. Designated Space 72 	 72
 

7. Equip=ent Depreciation' 60 	 60
 

8. Contracep:ives 	 65 65
 

9. Other 	 0 

TO;AL 3.6 504 65 11230 

C$ EQUIVAL:j - (38.8) ) 3. (94. 

l/ U.S.$ 1.:::) 13.00 K.SHS. Total Cost in $U.S.- 98.2
 

2/ Exprccse! in person - manchs USAID Share $4.4 u 55.4.
 

All nthar $43.8 = 44.6%
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PROPOSED SUBPROJECT DESCRIPTION AND BUDGET 

4. DURATION: 	 START 

FINISH 

TITLE: 	 Augmentation of FP/MCH Services 

SUB-GRANTEE AGENT: 	 Protestant Church Medical Association (PCMA) 

AUTHORIZED OFFICIAL: 	 Dr. Geoffrey Irvine 

TITLE: Medical Coordinator
 

MAILING ADDRESS: 	 Dr. Geoffrey Irvine
 
Protestant Church Medical Associatiov
 
lst Avenue, Eastleigh,
 
P. 0. Box 17106,
 
Nairobi (Tel.64432).
 

A. SU2MARY: 

The PCMk will introduce or augment the delivery of a wide range of clinical and 
non-clinical family planning services in ten (10) of its network of 51 clinics
 
and L5 hospitals.
 

Each of the 10 sites, serving an average of 6000 
population each, will recruit and serve at Least one hundred (100) new acceptors 
of family planning. At the completion of the subproject, the 10 sites will maintain 
the level of achievement reached during the subproject wichout further assistance 
from (The Grantee). 

B. OBJECTIVES:
 

1. 	 To introduce or augment MCH/FP service delIvery in ten (10) ?CIA affiliated
 
hospitals or dispensaries now providing no or inadequate F.P. services.
 

2. To serve a minimum of 	at least one hundred (100) additional acceptors of
 
family planning services at each of the 10 service delivery points. 

3. To develop a capacity by PCMA to maintain the level of family planning 
services achieved under the project without additional inputs from
 
( The Grantee) after project terminacion.
 

4. 	 To manage the Subproject with practices consistanc with the PCM& and 
with the ( Grantee). 

C. BACKGROUND: 

The PCMA is an affiliation of most of the Protestant medical providers in Kenya,
 
and currently is composed of 15 hospitals and 51 clinics/dispensaries under
 
separ4te management. The ?CM!A managerially has been very weak (Contribution by
 
AND FUTURE POT7NTIAL OF T1HE?C=k in tha Deliver, of Health Services int enva,
 
Dr. Gordon '4. 3rown, CORAT, 3 December, 1982),.a situation which should change
 
markedly I June, 1983 when Dr. Geoffrey Irvine (now with Chogorla Hospital)
 

/ 2c 
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becomei full time medical Director in an expanded 	P M Management capacity made
 
possible by funds from the multidonor "Integrated Rural Health and Family Planning
 
Project." In addition to improving management capability, that Project will upgrade
 
18 PCMA service delivery points. Many other 6f the PC/A dispensaries have indicated
 
willingness to provide family planning services, but lack the trained staff, supplies
 
and equipment to do so. This subgrant will enable POA to introduce or augment F.P.
 
services in 10 of the facilities not being assisted by the multidonor Project.
 
It is the intent of this activity to provide PCMA with staff, funds, supplies,
 
equipment and technical assistance to enable these 	ten as yet unidentified sites
 
to becomeservice delivery points efficiently providing modern family planning
 
services.
 

D. Inputs by (The Grantee) 
I. To PCMA
 

a. 	Personnel - A Project Director and secretary will be provided to PCMA for the
 
grant period. It is anticipated that at the end of the Project, the ten siteswil.
 
be self sufficient, and the need for these personnel will cease, unless PCMA
 
continues funding the positions to establish additional service delivery points.
 

b. 	Technical Assistance
 

(The Grantee) will provide PCNA up to 4 man months of Technical Assistance
 
in such areas as medical/contraceptive supply management, information management,
 
supervisory techniques, planning, coumunity outreach, etc.
 

c. 	Training
 

(The Grantee) will arrange and fund family planning motivation and clinical
 
training for two persons from each facility for two months each (40 person
 
months). Additionally, funds will be provided for 	three-- three -ay Can~erences to 
be'held in Nairobi or elsewhere for clinical and/or managerial short courses
 
and 	information exchange among the subproject personnel and other interested
 
parties.
 

d. 	Supplies and Equipment
 

(The Grantee) will provide funds for office supplies, postage, telephone,
 
office equipment, desks, chairs, wastepaper baskets, file cabinets, an
 
electric typewriter, flip charts, etc) and desk calculators..
 

a. 	Travel Expenses
 

A fixed rated mileage reimbursement will be provided at the rate of shs.31­
per 	kilometer, and a per diem of shs.00/- per day to permit the project
 
director to visit each site at least once monthly 	for administrative,
 
supervisory and data coordination purposes.
 

2. To each of 10 sub units
 

a. 	Prior to implementation, the ten subproject sites will be identified and a
 
needs assessment made by PCIA from among f.cilities not being assisted by
 
the Integrated Rural Health and Family Planning Project. A Grant Award will
 
be 	prepared by the Grantees' Technical Assistance Team, and approval sought
 

list is illustrative only.

from USAID. The following supplies and equipment 
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a. Hand bald calculators with batteries, 2 per unit 

b. IUD inserting kits 2 " 

c. Pelvic models 1. " 

d. Examining cable l
 

e. Desk o" " 

f. Chairs 3 " 

" 
g. File cabinet 1 " 

h. Sterilizer •1 " " 

L. Rubber gloves 1500 ' " 

3. To Rosnital 

In the evenc one or more hospitals are selected as service delivery points, 
needs likely will be more extensive, and in addition to items similar to 
above, may require additional surgical equipment, niuilap kits, etc. 

. PUTS BY PC"­

- De3ignated office space -or =-ae staff
 
. Duplicating machine depreciacion
 
. 3ack-up administracive supporc
 
. Motor vehicles depreciation
 

F PUTS BY HCH 

Orals, condons, foaming tablets, diaphragms and other contraceptive related materials 
for 10 units. 

. NPUTS BY SERV!I.CE SITIES 

- Designated apace for family planning services
 
- Provide staff for taiaing, service provision
 
- MCH related health equipment, i.e.
 

- Sphygomonomecers
 
- Laboratory access 
- Stethoscopes
 

- Baby Scales
 
- Participation in baseLine surveys and records keeping. 

EL ArNarS'TrATV/E AR:ZA:G-=NTS 

After USAID selects a cechnical assistance Grantee, that firm will negotiate 
a Grant Award ,ji: ?C'U along the ines suggested 1*rein. A Grant .Award document 
will describe the ter=s and conditions of the award. PCA will select the 10 
service points with it3 constizuent members. Final awarding of the Grand Award 
is conditionaL upon USALD approval, in consultatiom with -he Government ci 
Kenya.. 

/2 
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1. EVALUATION 

Evaluation requirements will be developed by (The Grantee), and Grant
 
Award recipients are required to comply with requirements established by
 

(The Grantee).
 

./..
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ILWUSTRATIVE BUDGET 

(Cm o0o' S) 

SUB-GRANTEE: Protestant Church Medical Association
 

OTHER TOTAL

S 0 U R C E GRANTEE SUB-GRANTEE 0 0 K 


PXI/ LC EX LC FX LC jLCFXEX
USE 


450.0 825.3
352.6 22.5
1. PersonneI. 


(4)

2. Technical Assistance 2/ (4) 


851.0
851.0
3. Training 


25.2 220.0

4. Supplies, Equipment 25.2 220.0 


5. Travel Support, 21.0 21.0
 

30.0
26.
6. Designated Space 


30.0
30300.0
7. Equipment Depreciation 


104.0 104.0
8. Contraceptives 


9. Other
 

76.1 756.0 238 ..104.0
25.2 1444.81TOTAL 


l. 8(.8 25. (83.-5
C$ EQUIVALZ'!T) (IL.08)I 

Total Cost, expressed in U.S. Dollar - $208.4I/ U.S.$ Ln i 


USAID Share S 136.3 or 65.47.
2/ Express~d in person -onth. 


All others - $ 72.1 or 34.67.
 



PROPOSED SUBPROJECT DESCRIPTION AND BUDGET 

5. DURATION: SART_ 

TITLE: 	 Associated Sugar Company Limited Family Planning 

SUB-GRANTEE AGENT: Associated Sugar Company Limited 

AUTHORIZED OFFICLL: Remanbhai H. Patel 

TITLE: Director 

MAILIN7G ADDRESS: Associated Sugar Company Limited, 
P. 0. Box 90134, 
MOMBASA. 

TEL: 	 MSA WENI 3 AND 11' 

MONBASA 23703
 
313045 

A. 	 Sumary 

The Associated Sugar Company Limited, will introduce and provide a wide range 
of clinical and non-clincal family planning services in its hospital/clinic 
and 	throughout the sugar plantation at Ramisi. At least 225 new acceptors
 
of family planning will be recruited and served during the project. At the 
end of the project, :he Associated Sugar Company imitFd will maintain the 
level of achievement reached duiring the project without further assistance 
from 	(The Grantee).
 

B. 	 Objectives
 

1. To introduce and maintain a wide variety of family planning services 
at the Associated Suar Company Limited plantation and factory at 
Rimsi. 

2. 	 To serve a minimum of 225 additional acceptors of family planning 
services. 

3. 	To develop a capacity by the Associated Sugar Company Limited to
 
Haintain or expand the level of family planning services achieved
 
under the project without additional inputs from (The Grantee) 
after project rer-ination.
 

4. 	 To manage the subproject with practices consistant with those of the
 
Associated Sugar Company Limited and (The Grantee).
 

C. 	 Background
 

The Associated Sugar Company Limited is a privately held plantation 
and processing plant headquartered at Rimisi, Coastal Province, Kenya. 
The complex extends 10 miles south and 12 miles north from the headquarters/ 
factory, parailelins high A.14 south of Momasa near the Tanzania border. 
The complex employs about 1500 men and 1200 wo=en, mostly permanent employees 
(many Luo tribesmen migrat:d from Western Kenya), and provides free medical
 
care to them, their dependants, and to additional peoples from the surrounding
 
area when needed. -he hospital/clinic occupies a series of three 2 - 4
 
room buildings in the headquarters area. The Medical Director,
 

/
 



Dr. S.A.C. Raja, has been resident five years. Previously, he worked
 

actively in family planning in Madras, India, amd received an award
 
for performing 6000-7000 vasaccomies in a 2 - 3 year period there.
 

L5 "dressers", and 7 other employees provide da.Ly curative medical
 
services at 7 small dispensaries scattered throughout the complex. 
Many of the health workers have been e=ployed up co 20 years, but none 

are graded. Dr. Raja's participation in famil: planning 
at Ramisi has bee= -o cooperate with the irregular visits by the Family 
Health Field Workers ircm Nsambweni district hospital, and to provide 
advisory services infrequently to employees/dependaacs. The Director 
and the Doctor bozh seem keen to provide family planning services, but 
have 	been hampered by lack of resources due to the depression of inter­
national sugar pr-.ces in recent yrears. 

This project will provide one added staff (enrolled comunity nurse), 
training, limited equip=ent and supplies, and transportation expenses 
to enable the co=any to provide easy access co family planning services 
throughout the plantation, as the nearest source of family planning 
services curreatly is at Msambweni hospital, about 15 kilometers from 
Ri isi. 

D. 	 Inputs by (The Granc.e) 

1. 	 Personnel - an enrolled communiLqnurse will be funded for the two 
year project duration. 

2. 	 Technical Assistance 

(The Grantee) will provide up to one man :zonth of technical assistance 
in such areas as baseline data gacherin and Lnformacion management, 
medical/contraceptive supply managemenc, supervisory techniques, plan­
ning, co=unicy outreach, etc. 

3. 	 Training
 

(The Grantee) will arrange'and fund family planning motivation and 
clinical training for the enrolled comunicy nurse, and perhaps lesser 
amounts (up to one week each) for 2 - 3ungraded personnel, if it can 
be shown such training will benefit macerially the activity. 

4. 	 Suoolies and Ecuir-ment 

(The Grantee) will provide funds for office supplies, office 
equipment (desk, chair, wastepaper basket, fire cabinet, flip 
charts, etac) , and two hand held calculacors. Addicionally, contracep­
tive related ec':i;ment will be provided, such as an examinacion table, 
steriLzers, rtbber 3loves, UD insercion ki:s, supply tabLe, pelvic 
models, sphygomencmecer, baby scales, etc. 

5. 	 Travel Exvenses 

A fixed rate =Lleage reimbursement will be provided at the race of 
shs.3/- per kilometer, as well as a per diem for the medical director 

should he be requested by (The Grantee) to attend projecc-related 
conferences.
 



E. Inputs by Associated Sugar Company Limited
 

Designated office and examining room space for one new staff.
 

Utilization of the medical director for 10 per cent of his time.
 

Back up administrative and secretarial support. Motor vehicle
 

depreciation.
 

F. Inputs by the GOK
 

Orals, condoms, foaming tablets, diaphragms, and other contraceptive related
 

materials for 225 new acceptors.
 

G. Administrative Arrarements
 

After USAID selects a technical assistance grantee, that firm will 

negotiate a Grant Award along the lines suggested herein. The Grant
 

Award Document will describe terms and conditions of the award. Final
 

awarding of the Grant Award is conditional upon USAID's approval, in
 

consultation with the Government of Kenya.
 

H. Evaluation
 

Evaluation requirements will be developed by (TheGrantee), and Grant
 

Award recipient3 are required to comply with the requirements established
 

by (The Grantee).
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rLLUSTRATTVE AUlCET
 

(IN O00'S) 

SUB- GRANTEE :ASSOCIATED SUGAR COMPATY L114TED 

S O U R C E GRANTEE. SUBGRANTEE G0 K OTHER TOTAL 

USE n I/ LC FX LC FX LC FX r LC F L 

1. Personnel. 84.0 45.0 12?.0
 

2. Technical Assistance 2/ (1) (1) 

3. Training 46.9 46.9 

4. Supplies, Equipment 1.7 20.0 l..7 20.0
 

5. Travel Support. 31.2 31.2
 

6. Designazed Space 45.0 45.z
 

7. Equipment Depreciation 30.0 . 30.0 

8. Concracepaives 23.4 23.4
 

9. Other
 

TOTAL 1.7 182.1 120.O 23.4 325.5 

($ EQUIVALENT) $ ($9.2) L.7 (25.0)(14' (1.0 


I/ U.S.S i.00 = i:.0: :".sis. Total cost, expressed in U.S. DoLlars - $26.7 

2/ Exressed Ln p.:sci - acnn USAID cost $5'.7 or 58.87 

All.Others cost $11 ;0 or 41.27. 

/ f.i'
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PROPOSED SUBPROJECT DESCRIPTION AND BUDGET 

6. DURATION: START 

FINISH 

TITLE: 	 KENYA CANNERS LIMITED, FAMILY PLANNING 

SUB-GRANTEE AGENT: 	 KENYA CANNERS LIMITED 

AUTHORIZED OFFICIAL: 	 MR. WALLACF MANTU 

TITLE: 	 PERSONNEL AND INDUSTRIAL RELATIONS MANAGER 

MAILING ADDRESS: 	 MR. WALLACE MANT'J
 
KENYA CANNERS LIMITED
 
P. 0. BOX 147
 
THIKA TEL. THIKA 	 21601 

21600 

A. SUMMARY 

The subproject will enable Kenya 	 Canners Limited to add a wide variety of 
family planning services to its factory dispensary and to the four
 
smaller dispensaries throughout its pineapple - coffee plantation near
 
Thika. During the two year life of the sub-project, Kenya Canners
 
Limited will recruit and serve 300 additional users of modern family
 
planning services. Ac the end of the sub-project, Kenya Canners will 
maintain the level of 	achievement reached during the sub-project,
 
without further assistance from (The Grantee).
 

B. 	 OBJECTIVFS 

1. 	 To introduce modern family planning service delivery in the five
 
dispensaries of the Kenya Canners Limited.
 

2. 	 To recruit and serve at least three hundred (300) additional
 
accpetors of family planning services.
 

3. 	 To develop a capacity by Kenya Canners Limited t o maintain or
 
exceed the level of achievement reached during the sub-project,
 
without additional inputs from (The Grantee).
 
termination.
 

'4. 	 To manage the sub-project with practices consistent with management
 
practices of Kenya Canners Limited and (The Grantee).
 

C. 	 BACKGROUND
 

The Kenya Canners Limited is the largest American relatea (Uel Monte) 
employer in Kenya, employing about 6000. Its headquarters and main 
plantation are at Thika, about 55 kilometers'north of Nairobi. The Planta­
tion contains 14,000 acres planted in pineapple, and 11,000 planted in 
coffee. 



Curative medical services are provided at a factory dispensary by a 
clinical officer, who receives supervision one hour daily by a part 
time contract physician. Four other dispensaries are spaced along
 
a 30 kilowecer road extending from the headquarters, and are staffed
 
by an aggregace of 6 enrolled nurses and 4 ungraded nurses. (There are no
 
-clerical personnel in cLese latter facilities). These four dispensaries
 
are under th-.medical supervision of a second contract physician, Dr.
 
Wamitha Kiri.ta (Box 1450, Thika, Office telephone 21.24; home 22677). 
Dr. Kirik-a is a pcdiacrician with public health training and has a long 
and active interest in famill planning including surgical concraception.
 
Her practice is a general one. Her offices, about 10 kilometers away, 
are in the same building ad that of Dr. J. McAllan, a pioneer in family 
planning in Kenya, and nurse Lydia Muhara, who is practising as a nurse 
practitioner specialising in family planning clinical service delivery. 

Delmonm workers -1.w seeking family planning servicen must take off work, 
pay shs.30 round trip to Thika, and visit either the MOH hospital (long 
queues) or relatively expensive private facilitie.,. 

The company at one time provided family planning services under the 
auspices of a social worker. After her departure, however, her replacement
 
apparently did not share thi. interest, and the services 'disappeared.'
 
Management is keen to introduce family planning in order to reduce time 
loss, and Dr. Kirika, who will be the general medical supervisor, is fully 
supportive.
 

Of the 6000 employees, 4000 (half women) work on the plantation, and 2000
 
(1420 women) at the plant. Assuming a five percent new acceptance of 
family planning services in these 6000 employees, approximately 300 new 
acceptors should be added during the two year sub-project.
 

D. INPUTS BY (T-E GRANTEE) 

I. Personnel
 

(The Grantee) will provide a record'keeping of!.cer to help
 
develop an efficient mechod of record keeping. Afeet the sub-project
 
ends, this function may no longer be needed. Alternacivealy, Kenya
 
Canners may extend his/her employment.
 

2. Technical Assistance
 

(The G,antee) will provide Kenya Canners Limited with up to three 
person months of technical assistance in such areas as medical and
 
contraceptive logistics, clinic managament, supervisir-r techniques,
 
baseline data gachering, information management, evaluation, plauling, 
etc.
 

3. Training 

(The Grantee) will arrange and fund family planning mocivacion and
 
clinical training for two months each for each of the six existing 
enrolled nurses, and for four additional enrolled nurses if hired 
(as planned)by the company. Such training will assure that there
 
will be a motivated and trained person at all times at each of the
 
five facilities. Additionally, two months similar training will be 
provided by the clinical officer.
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4. 	 Supplies and Equipment 

(The Grantee) will provide funds for office. equipment
and furniture (including file cabinets), flip charts, and
 
contraceptive related supplies and equipment, including IUD
 
insertion kits, rubber gloves, examining couchs, pelvic
models, pregnancy testing kits, etc. Additionally, should
 
Dr. Kirika obtain refresher training as planned, a minilap
 
kit shall be provided for her clinic use.
 

E. 	 INPUTS BY THE KENYA CANNERS LIMITED 

1. 	 Personnel 

Hedical supervision by the medical consultant throughout the'
 
life of project. Add services of 4 enrolled nurses, who will
 
spend one fourth of time with family planning.
 

2. 	 Travel Support
 

Provide transportation to clinics for services and logistic
 
pruposes. 150 km/week.
 

3. 	 Designated Space
 

Provide a total of 100 square feet for family planning service
 
delivery. 

4. 	 Equipment Depreciation
 

Provide general mch equipment and vehicles.
 

F. 	 INPUTS BY GOVERPNENT OF KMWYA 

Sufficient contraceptivesfor 300 additional users. 

0. 	 ADMINISTRATIVE ARMMONGE TS 

After 	USAID selects a technical assistance Grantee, that firm will
 
negotiate a Grant Award with the Kenya Canners Limited along the linds 
suggested herein. A Grant Award document will describe the terms rand condi-
Lions of the Award. Final awarding of the Grant Award is conditional upon
 
USAID's approval, in consultation with the Government of Kenya.
 

H. 	 EVALUATION
 

Evaluation requirements will be developed by (The Grantee), and Grant
 
Award recipients are required to comply with requirements established by

(The Grantee).
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SUBCRFANTZE: KM-YA CANNERS LLMITED 

SO0U R CE GRANTEE jSUBGRANITEE GO0 K THER 0OA 

USE FX/ LC FX LC FX LC rX LC iz%' LC 

1. Personnel 96.0 106.0 202.0 

2. Technical Assistance 2/ (3) (3) 

3. Training 393.8 393.8 

4. Supplies, Equipment 5.7 40.0 5.7 40.0 

5. Travel Support. 5.6 15.6 

6. Designated Space 15.0 15.o
 

7. Equipment Depreciation 30.0 30.0
 

8. Contraceptives
 

9. Other 30.0 30.0
 

TOTL 5166.6 30.0 1726.4 

($ EQUIVALEiT) 5.7 (40.81 (12.8) (2.3) 5.7 (55.9) 

=1/ U.S.$ 1.00 13.00 K.SIIS. Total costs expressed in U.S,$ -$61.6
 

2/ E:pressed i.nperson - -onths USAID share $46.5 a 75.57.
 

All Other shares $15.1 a 24-57.
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7. .DURATION: 

TITLE: 

SUB-GRANTEE: 

AUTHORISED OFFICIAL: 

TITLE: 


MAILING ADDRESS: 

A. SUMMARY: 

J.-. ,t
 

SUBPROJECT DESCRIPTION AND BUDGET 

START 

FINISH 

UPGRADE PRESENT AND EXPA'D ELIGIBILITY 
FAMILY 	 PLANNING SERVICES 

NZOIA SUGAR COMPANY 

MR. RICHARD ONGECHE 

GENERAL MANAGER 

NZOIA SUGAR COMPANY 
P. 0. BOX 285
 
BUNGOMA
 
TEL.81, 129
 
TELEX 31096 NZUCO.
 

LIf1TED 

ONYANGO 

LIMITED 

Nzoia Sugar Company Limited provides basic health care in a facility on the
 

company compound. It is staffed full time by a doctor, two clinic officers
 
and four nurses. ?amily planning (OCS) is included as part of health
 

service to 3000 permanent 'and 2000 casual workers and their families but
 
receiveslesser attention partly because: 

1) 	 the company purchases OCs from the commercial trade, and
 

2) 	 company policy requires a small service fee for health care 
for workers' wives and children (K.sh.5/- and K.sh.2/- respectively). 

The General Manager, a board member of the FPAK, and doctor enthusiastically
 
oupport upgrading family planning service delivery. An estimated 1000 new
 
acceptors from worker's families (and perhaps another 225 from 6000 area farm
 

families if company client service policies change) can be recruited based
 

on informal family planning acceptor and other data provided by the company.
 
Personnel, equipment needs and costs for training are relati.vely low although
 

substantial technical assistance for family planning clinic management may be
 
needed. Nzoia's management appears receptive to assistance and participation
 
as long as company profitability potential is not jeopardized. A continuing
 
and steady supply of free contraceptives is critical to commitment to maintain
 
any level of service resulting from the two year subproject. Space and staff
 

time contributed by Nzoia plus value of contraceptives donated by the GOK
 
will equal about half the total subproject costs. 

B. OBJECTIVES:
 

I. 	 To upgrade FP service delivery to full-time company employees, and
 
to expand to casual labourers(and possibly to local cane farmers).
 

2. 	 To servs a minimum of at least 900-1000 additional acceptors of family 
planning services fromcompany employee families (and possibly another 

225 farm families).
 



level of family pla=ni.ng
3. To develop a capac.ity to maintain the 


services achieved under the project without additional inputs
 

after project termination.
from (The Grantee) 


To manage the Subproject with practices consistent with 
Nzoia Sugar


4. 

and with the ( Grantee).Company 


C. BACKGROUND:
 

Nzoia Sugar Company Limited, a government parastatal 
incorporated in 19751
 

late in 1978. The Company is
 
becami operational in Western Province 


97.5. GOK and local Kenyan and 2.57. French (Fives-Cail 
Babcock) owned.
 

Management is under the direction of a government appointed director while
 

some technical assistance is provided by a French subcontractor. Forty
 

percent of the cane processed by the plant is grown on company owned 
land,
 

and 607. is purchased from local farmers who are assisted 
by the company
 

with ploughing, obta:,ning seed, farming .echniques, and crop transport.
 

Farmers also are advised on ocher cash crop and livestock 
production.
 

local population benefits from water, sewage, electricity and ocher
 The 

as a result of the company's establishment,

services broug.t to the area 
health services available to
 The company is justifiably proud of the 

company employees and their families. The General Manager was ver-I 

the overall project and saw subacancial
responsive to participating in 

Re is a member oi the
 

need for upgrading "ami-y planning services. 


FPAK board of Directors.
 

another 3000 'casual" laboltrers. 
Nzoia employs about ;Y,0 permanent and 

are housed on the estate (300 company-ow'ted units)
Full-time workers either 
or receive housing and transport allowance. Approximately 250 are managers
 

employed, most as secretaries.
or so 

are unionized while casual


and supervisors; only 30 women are 


The remaining 2,400 or so full-time workers 

The union has negotiated with company 	management to
 workers are not. 


provide medical care fren for members 	and at a modest fee for their
 

e.g. pay K.shs.5/- and each child K.shs.2/- per visit to
 
families;wivez, 

the company health facility. Since polygamous marriages are comon in the
 

area (reportedly many husbands have 2 or 3 wives), multiple 
wives and their
 

Family planning services are offered on a
 offspring pay higher fees. 

limited scale: of the 250 patients (150 of which are women). ieen weekly, 

for fanily plannin; and only OCs (occasionally Depo 
?rovera)


about 10 come 

are provided. Three Schering formulations and Wyeth's 'ordecte are purchased
 

(The General Manager reported
from commercial discributors at trade 	prices. 

for such contraceptive supplies in the
 

thac K.shs.1.2 mi l.ion had beezi spent 

the District Hospital at
 past). Requests for s-erilization are referred to 


an XCH team to
 
Bungoma or to privaLe physicians. ,"he hospital also sends 

the company once a month for MCH/FP education. Both the General Manager 

and the company physician, Dr. A. J. Muyumbu,stated company 
commi.ment to 

family planning ser-vices would be strengthened by a ready supply '.f both a 

range and free supply of methods. They saw no problem in serving both
 

http:pla=ni.ng
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permanent and casual workers but preferred to test any new system 
resulting from a subproject agreement before commiting the company 
to providing service delivery to the 6000 farm families who grow 
and supply cane. The total number of workers' wives is estimated 
at 9,000 (conservatively assuming 1.5 wives per worker). if new 
acceptors can be generated at 57. per annum level, there is a potential 
for 900-1000 acceptors. Should company policy in year 2 include farm 
families, half that number (2.57 acceptors) would add an additional 
225, or about 1,200 total acceptors from a potential 13,300 women 
connected in some way to the factory. 

The he&lth facility employs the following staff:
 

I full-time doctor 
2 clinic officers 
lEN1 0R

2 CH 

The facility is targeted for expansion as soon as possiblo,and space for
 
family 	planning services easily should be available according to the doctor
 
and General Manager.
 

D. Inputs (by Grantee) 

a. 	 Personnel - one full.-timr CH/FP trained nurse and one helper 
foz general assistarze and clean-up. 

b. 	 Technical assistance - project planning, Family Planning clinic.
 
management, record keeping, inventory and supplies management,
 
motivational techniques and comunity outreach, financial
 
management.
 

c. 	 Training - full curriculum in family planning for present 
EN and one or both CNs. 

d. 	 Travel expenses - for supplies, surveys, outreach and other project 
related travel. 

e. 	 Equipment and supplies. 

- Sterilizer
 
- Angled lamp 
 1 
- Adult Scale 1
 
- Hand held calculators with batteries 2 
- IUD insertion kits 2 
- Pelvic models 1 
- Examining table 1 
- Drape and Stand 1 
- Desk 1 
- Chairs 3
 
" File Cabinet 	 1 
- Sterilizer 	 1
 
- Rubber gloves 1500 
- Additional equipment 	 to be determined. 

/9 



5. Inputs by Nzoia
 

- Designated Office space
 
- Back-up administrative supporl
 
= Motor vehicles depreciation
 
- Designated space for family planning services
 
- Staff for training, service provision
 
- MCH related health equipment, e.g.
 

- Sphygomonometers
 
- Laboratory 4ccess
 
- Stethoscopes
 
- Baby Scales
 

Participation in baseline surveys and records keeping.
 

F. Administrative Arrangements 

After USAID selects a technical assistance Grantee, chat firm. will 
negotiate a Grant Award along the Lines suggested herein. A Grant Award 
document will describe che terms and conditions of che Award. Final 
awarding of che Grand Award is conditional upon USAID's approval in 
consultation with the Government of Kenya. 

G. tnputs by MCR 

Orals, condoms, toaing tablets, IUCDs, diaphragms and cher contraceptive 
relaLed =atrials. 

H. Evaluation ' 

Evaluation requirements will be developed by (The Grantee), and Grant
 
Award recipients are required to comply with requiremencs established by 
(The Grantee). 

/1<
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ILLUSTCTI'.TI~-DG.. 

(IN 000'S)
 

SUE, GRANTEE: NZOV. SUGAR COMPANY LIMITE 

S O U R C E GRANTEE SUBGRANTEE G 0 K OTH=ER TOTAL 

USE Ex LC FX LC jFX LC FX LC FI LC 

1. Personnel 236 297 533.0 

2. Technical Assistance 2/ (1) (1) 

3. Training 110.4 110.4 

4. Supplies, Eqcip:enc 1.6 19.2 1.6 19.2 

5. Travel Support 72.0 72.0 

6. Designated Space 40.5 :40.5 

7. Equi ment Depreciation 3 . 30.0 

8. Contracep:ives 202.5 202.5 

9. Other .0 

TOTAL 437.6 367.5 
 202.5 11007.6 

(s E,'AL-:;T) (33.7: (28.31 (15.6) (1.6) (77.5) 

/ . - L3.00 K.SHS. Total Cost in U.S.S - 77.5 

2/ .zpres.cd ir. p,.rscn - months USAID Share - 45% 

All Other a 557. 

/ j/*
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M SUBPROJECT DESCRIPTION AND MiD=I' 

8. DURATIC: START: 

TITLE: 
FINISH: 

Introduction of Family Planning Services Iato. 

SLMGR1=AZ AGNT: 

Existing MI Mbile Delivery System 

Lake Basin Development Authority 

AUIRIZD Dr. J. G. C. Amolo 

TITLE: Public Health Specialist 

MAILING P.O. Box 1516,
.AMDRE: K I S U if U. 

Telephone: 40230(0), 3393(h)
 

A. SUM2M 

Lake Basin Developnent Authority (LBDA) is a government para tatal 
responsible for a variety of develcprent efforts in Nyanza and W"estern 
Provinces. Although proesent efforts concentrate cn the 6 million pecple 
in five of the seven districts ccrmrising these provinces, plans call for 
activities ulti.-ately directed tcward all seven and one half illion 
inhabitants. 'CH Care is provided through five =obile ,nits scheduled on 
regular monthly rounds to designated daily stops. These serices are part 
of health measures under the direction of a public health trained physician 
who strongly favors incorporating fxidly planning into present .MC{ mobile 
services. He also sug-ge-srs developing a prortion and resupply support 
system using volunteer village couples.
 

Presently, the progrwun annually serves 70,000 - 30,000 children brought 
for imnunizaticns by their mothers; thousands of pregnant wanen also cane
 
for teoanu: inJections. LZDA projects poten-ial access to 700,000 -
800,000 waren as the year old program continues to -xpand and becares better 
known. A ccnservati,:e estimate of 510 ne.v acceorors over . two :;ear sub­
project period tar%6ets 3,730 war.-en in five and 5,250 in seven districts (the 
physician in charge believes this to be far belv the percentage which will 
be attracted to fanily planning services).
 

This subproject '.tll require substantial inputs by the proposed contractor 
and in kind ccntriburtcns by governmenc of Kenya (concracepcives and craining 
time for carmunity nurses deployed to LMDA by the Mtinistry of Health,as well 
as by LZDA itself). The potential as a demonstration project and for 
attracting new acCeptorS, ncwever, appears to be very prcarsing. 

/j'
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B. 	 OBJIVES: 

1. 	 To introduce family planning service delivery through five (5) and, 

by 1984,seven (7) mobile units operated by LMA in five districts 

of Nyanza and Western Provinces. 

2. 	 To serve a minimum of 5,250 new acceptors of family planning. 

3. 	 To develop a capacity by LEDA to maintain the level of family
 

planning services achieved under the project without additional
 

inputs by (the contractor) after project implefentation.
 

4. 	 To manage the subproject with practices consistent with LBDA
 

and the (contractor to be selected by AID).
 

C. 	 I.BDA, a parastatal developrnent agent, operates in the two heavily populatec. 

(7.5 million) provinces of Nyanza and Western. Their activities cover a 

wide range of developaent projects including MCH but no family planning 

services. IBDA attempts to cainuncate to target populations the synergistic 

relationships among develcrrent concerns and activities. Administration, 

however, is divided into four departments, and each depar-trent has separate 

divisions responsible for discrLM areas of activity (see Attachm3nt A). 

The Public Health Division is one of e-.ght divisions within the perarions 

Departrrent, which oversees technical field activities under the LEDA mandate. 

The Public Health Specialist, Dr. J. G. C. irolo, is responsible for all 

environiental health, preventive pigrams, entcmxlcg-,. and research; LBDA 

presently is searching for staff to head each area under his direction. 

Current LEDA activities focus on five of the seven districts within Nyanza 

and 	Western Provinces - South Nyar-a, Siaya, Kisumu, Bungorma and Busia ­

with a total population of about 6 millicn. 'Txo other districts, Kakamega 

and 	Kisii, even more densely populated, soon will be included in the service 

area. (see Attachments B). M-H Care, conceptually integrated with other 

L!VA programs, is delivered through five Land Rover Mobile Units. A donation 

of two more by the CIXC is anticipated later this year. Each mbile unit is 

assigned to a district and has a regular mnthly round of designated stops. 

The maxir'al plan calls for a schedule of stops %hich .vill bring services to 

all at no greater than 2 kilceters walking distance. Two field teams, each 

comprised of a Ministry of Health ccmTnunity nurse and a records keeper, are 

attached to each unit. After one year of operation, this delivery system 

attracts ever increasing numbers as more and more people becone aware of 

the schedule and services provided. Presently eqihasis is on immunizations 

for children (e.g. DPT) and tetanus injections for pregnant wanen. 
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Dr. 	 Aimolo already has planned to incorprated family planning into the 
Ministry of Health mobile delivery system, and he is very interested in 
participating in the project. He sees great potential for prcting and 
for satisfying latest demand for family planftng among the v~mn who already 

utilize the mcble delivery system. 

Based on a plan Dr. Amrlo had been developing to stixia.4ate demand for 
family planning and to resupply contraceptives bete/en -n=thly mobile unit 
stops, he suggests selecting a cadre of about 200 local married couples 

(perhaps 6 cer village) who ,xuld act as volunter family planning workers 
to counsel a. - resupply contraceptives. This cadre plus mutine, reqularz-ed 
contacts by the .rbile vans would, he feels, provide an attractive family 
planning system for huge nurbers of couples.
 

An estimated 70,000 - 80,000 .men currently seek %I services in the fi,, 
districts. (This estimate is supprted by e.&-arrlation from 9,933 actual 
child i=.nizataons done in- tw districs over a 4 Tcnth period: 9,933 x 
3 29, 799 annual x 2.5 or 5 districts = 75,00.) Dr. Auolo, in fact, 

indicates acotential for ultimate access to 700,000 - 800,000 *crmn (60% 
of the fertile , nen in Nyar.za and Western Przviices) w'ih :-4 uLits. Even 

with a modest estir'ate of readhing -5 of war-n crantly Itiliz-ing wzj 
services in ne fi,- distri-s over a tao year subprojec: cerod, 3,750 new 

acCesCors can be added thxCugh th.e LZAD; if a.is~.ric-sall seven ire :--ached, 
5% represents 5,250 new acceomcrs (20,000 x 3.5 = 105,C00 :". 5%). Dr. A;mlo 
suggests 30% of CH clients will seek family planning serices, thus yielding 
potential acceptor figures of 22,500 in five districts or 21,500 in seven. 

D. nlJU7S (BY CC,= CCR TC BE SEZ- Bl CS.=) 

a. Personnel - I trained, fu l-tirm nurse and ce admu.nistrative assistant 

plus, perhaps, a volunteers ccordinator. 
b. 	Technical assis..ce - assistanc wijth filnancial, clinic and SLMl_.es 

ranagement, record kae-Ling, .otri'raticnal techniques, volunteer 

teaching, etc. 
C. 	Trainina - f"" icrriz!-n in family pzinnin.-g for present :Iln.str of 

Health deplcved ccmmunit. nurses, trainir.g as needed for present record 
keepers, and training a possible volunteers coordinator. 

http:SLMl_.es


d. Supplies and equipment 

"Eumining room" tent for each unit 5 q-7
 
Vehicle for field supervision 1
 

Teaching material packliage for volunteers 3
 
Hand held calculators with batteries 2 per unit
 

IltD inserting kits 2 ,
 

Pelvic models i "
 
Examining table 	 1 " 

Desk 	 1 " 

Chairs 3 " 

File cabinet 1 " " 

Sterilizer 	 1 " " 

Rubber 	gloves 1500 " " 

e. Travel expenses - for supervisory activities, mobile unit site 

inspections, client surveys, and training/coordination of possible 

village volmteer cadres. 

LNPTS BY LEDA 

- transport of tents, equipment and supplies on mcbile units 
- designated office space for staff in Kistnum headquarters 

- medical services of =bile unit teams and time for training 

back-up admnistrative support
 

- nmbile unit and equipment depreciation
 

s-taff for training in project record keeping
 

F. 	 INPUTS BY MINISTRY OF EIFILT{ 

- orals, condors, foamcing tablets, diaphragrm, roni and other 
oitraceptive related materials for 5 ' 7 mobile units 

- rmnmunity nurses for training 

G. 	 AMINISRATIVE 'RBkYGDIDTS 

After USAID selects a technical assistance Grantee, that firm will 

negotiate a Grant Aarad with L2DA along the lines suggested herein. A 
Grant Award docunxnt-.will describe the terms and conditions of tile award. 
Final awarding of tLe Grant Award is conditional upon USAID approval in 

consultation with the Government of Kenya. 

H. 	 EVALUATION 

Evaluation requirements will be developed by the (The 'Grantee), and 

Grant award recipients are required to camly with requirements 
established by (The Grantee). 
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: M.', K-.!'=
P+TIVC 

(LM 	 000'S) 
_I3DA	 

_ _ 

ANTEE : 	
_ 

SUBG 

S o 	U R c E sIMMANTEE GO K OTHER TOTAL
 

USE 11/ ZIX LC FX LC fLC
_c 


1. Personnel 300 507 	 30.0
 

2. Technical Assistance 2/ (2) 	 (2)
 

3. Training 668.1 	 '68.1
 

4. 	Supplies, Equipment 11.3 277.9 11.3 77.9
 

5. Travel Support. 280 	 80.0
 

6. Designated Space 476 	 176.0
 

7. Equipment Depreciation 210 	 Z10.0
 

8. Contracepcives 	 525 525.0
 

9. Other
 

TOTAL 11.3 152 6 1193 525 	 244
 

40.4 	 11.3 60.9
(S EQUIVALENT) 117.4 91.8 

($EU.S. 4~c 11. 260.9.3IS 

/ U.S.$ 1.0 1223 Total cost in $U.S. - 260.9
 

2/ Zzpressad" in - - onchs USAD Shaxe . 4ro
 

All other = 51%
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INVENTORY OF POTENTIAL SUAPROJECTS
 

This inventory prepared by the Project Paper design
 
team contains brief descriptions of promising subproject
 
activities, as well as lists of firms and the names of
 
representatives of the firms contacted. The material in this
 
Annex is included as prepared by the aesign team. The
 
inventory is organized in two sections: the most promising

potential subprojects and other possible subprojects. Most of
 
the information on which the descriptions are based is derived
 
from interviews with representatives of the various firms and
 
from the Private Sector Family Planning Project questionnaire

which interested firms were asked to complete. The consultant
 
team also wrote up information on other project possibilities,

including health facilities not requiring assistance, unlikely

subproject possibilities, useful contacts, made by team visits
 
telephone contacts, and additional organizations and companies
 
not yet contacted. The attachmeats referred to in the
 
descriptions are on file in the Health, Nutrition and
 
Population Division of USPID/Kenya.
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1. MOST PROHISIG POTEITAL. SUEPROJiCTS 

A. StGVM= AMM Rift V&Lley Textile WIlls Ltd. (Rivatax)
 

CMM=: Mr. Bore,* Chief Emcutive or
 

Maj= Lqat; Ad %i.. Manage
 

Add-esn Box 2236
 

Eldioret 

Telchine 2910, 2916, 31900
 

Rivaatx (a shc ed form of Rift Valley Textiles) has been operating just outside 

of l r since 1976. It is a private onmany manufacturing bolts of textiles 

for'use primarily in Kenya. T4e =rany ealoys 1415 person, 30 of A=u are 

,A==,n, ho work in three 8 hour shifts a day, except on Sudays. The cwrwny 
maintains a dispensary cn the factory crpetsd wmi:h is cpen 24 hours, six days 

a eek. All emilcyees receive free care and drug. for minor illness and injury. 

Mfre serious cases are sent to the District Hcspital in Eldoret- the c==.any pays 

hospital costs "itich it then recovers f= rct.e Naticnal Hospital Lnsurmrce !)Md 

(ANI). Aaarently al! aplcyees are =rvered -y NZ (par-.ici;atoi finthis 

Soverra.nt plan is --=ulsc-.r for alI ce-scns ea.--rni.q K-S-s.1,000/- or .ore per 

month), and recoT_-r iscn a sliding scale basis. .b distensary seri.ces are 

provided for ericyees' f5ailies; fees, hciever, are paid to the District Hospital 

if the family is cvered in the eTplcyees' = plan. The Adinstzative Manager, 

#ho was the fLst cotact, suggested he ould ceck with the = to see if they 

cowred family planning service. If so, any conpany with a similar plan could 

recover costs associated with such new dismensary serices. N policy on fanily 

planning delie .shculd be investigated by the TA Te-m. 

The distensar; _mlovys the part-t=e serices of a doctor (1 hour each =ning 

and aften-cn), three C"L .ic Off i-ers and :ne '- iled Nurse Mi& if.e. He
 

suggested cne full-tirm 
 qualified nurse would satisf, additicnal manw.r needs 

for dispnsary based family plarng service delivery. If the ccncept Aes accepted, 

he saw Pr.blen neit.".er in aliocing space and t!e of .resent clinic staff nor in 

allowing workrs' f--mil es access to the dismceaisary. The 7eXt step, he felt, 

was to bring the idea hefore representatives of .ivatex's -,rkers Lnicn. He 

http:neit.".er
http:Soverra.nt
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aqked, howvar, that we retuwi the following m=rnng when both Doctor Lodhia 
and the Chief Executive, Mr. Bore, wouLd be present for further discuss'on. 

The Leeting next morning was saxnvhat less positive. It appears cany 

Managnt wished more tizne to consider future implications before making a
 
oaMlittrent. A copy of the PSFPP que-sIcnnaire was 
 left with Major .Langat. 

Meetings were held on April 4 and 5, 1983. 

INPrS: 

Needed by grantee include 1 new full-tme, trained, qualified nurse; training 

of clinical officers and the &%N. The level of assistance and training for 
project required operations research and management and record keeping will 

have to be determined; generally the company seems to be ell managed. 
Equipment and supply needs probably will be the more or less standard package 

developed for the eight Prcposed Suhcroje-cts. Project travel related expenses 
shculd be minor. Ccntraceptive need will depend on projected acceptors developed 

by the ompany and the M Team. 

Provided byKthe grantee include pe-scnnel time (clinical and sane managent), 

space in the three room dispensary, and some vehicle and equipment depreciation. 

/
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B. Sa NW AGM: East AfrIcan Tanning EMcract C pany Ltd. (E ) 

CCM E: Mr. Van Kaufman, General Manager 

Mr. -Charles N. Mukanda, C~any Secretazy 

Address P.O. *a= 190 

Eldoret, KAnya 

TelePchne 31311-5 

Telex .35048
 

I:ESCU--XTIC:N: 

Soperates 40,000 acres divided armg three estates near Eldoret, Narx,± 

ando .. Eldoret is .=ranythe headquarters and site of the Prm_Y estate. 

The =rxany is an agrCbusir.ess with several Feucts: tannen _. c~panj-,ee 

.gves; quinine fru other t-rees; fencing post; poles for East African Power 
and Lighting Co.; grains (maize and wheat); livestock (catt-le and sheep), 

mushrooms (both grow and canned for daristic and e Tort manets). It has 2,500 
employees on -.states,the three cne-fourth of ,A= are d=L-n. A mr.-ber of 
arrenities are provided to Acer . nmcng arethese free '=using, five pr±.rary 

socols (another is beingc a nurse-ybuit), school at t-e -ldzret o=peraticn, 

a-d free medical services to al -=lcyes and their famiies. Senior staff 
are treated at c=.any e ense by a private physician in EJdoret, and other 
eW91. ees receive care and d-rugs f'rn One of three =.-= operated healt:h 

facilitaes. The largest and best equipped is a dispensary in Eldoret u.der 
the full-t:Lme harge Of a c!Lnic officer. The other t ; estates each have a 

first aid post staffed by a person tr-aired and certified by the St. Johns 

AnbUlance to Prcvide first aid. 

The Ccmpany. Secretary was v,-v receptive to a neting On s!,rt notice, e.'.ressed 
keen inte--st in partc4.ating in the PSrP., and stated thac -he General Yanager 
has been e-cIraging him to incorporate family planning service as part of .edic31 
care provided to en.lcyees. He was disappointed that we uild not stay a few 

days tZomee with the General .anager Inen he retur:aed frc a ..i. r...kanda 
e.pected to be in Naircbi the follcwi.ng we--', .b ,r, and, after s.eakinq with.-
Y. Van KauLnan, planned to =ntact USA.M wle Ln Xa_-=bi. (ms. Helen Soos left 

http:follcwi.ng
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her business card and a copy of the PSMP questionnaire.) The meeting was 

held at EA= on April 4, 1983. 

Specific needs *,.renot identified, but the need for training of present 

perscnnel, basic family planning equipment and supplies, some travel related 

expenses and, of course, ccntraceptives are presuTd necessary. Cne additional 

medical person trained to handle basic family planning and resupply serices 

as wll as related adninistration probably will be needed at least half-tine. 

COripany inputs will have to be defined with EA= managernt. 
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C. 	 AN= AGM: Panafrican Paper mill (E.A.) rd. 

CMM=. A. 0. M=4=, Caneral Manager 

D. L. Wenawati, CU±ef Accountant or 

Shaft A. Qnbuzya, Personnel manager 

Adress P.O. Box 535
 

Webuye, W!estern Province 

Telephone Webuye 16 or 17, Eldoret 31597 or 31599 

Cable Pape,-i--s 

Telex 35584 

DESCRIPMCN: 

Panafrican Paper Mills has been in cperation since 1974. *hA coupany is owned 
by Orient Paper Mills (India), the Inte lcatinal Finance C=oratin, and 33% 

by the GOvern.ent of .enya. The =Tany erloys 1,400, cnly a handful of whan 

are ' ren. AMnities incluie hCusing for 800 e= loyees; a large number of 

enm.lcyees are residents of the area and 4aLk to the =il1. TIe management 

estimated at least 600 =rpany housed eplcees have their fant-les Living with­

then, soma it.h t,, or more wives, for a tctal of 800 resident wives. At least 

anot:.er 200 empl-yees alving in the axea have cre or more wives. Partafrican 

Paper also provides -dicalfree 	.t care to enplcyees and their families; but by 

agreenent with the cany unicn, they give free care to a wife and up to four 

children. Basic care is provided at the dispensarv on the factory c=1pund. 

Family planning services ,.ere incor-raced as part of health care in 1980. The 

cu:any pays trans.rt c=sts to nearby hcspitals for sericus illness or need for 

surgery. There are District Hospitals in Bungara (35 :kImeters), Kakanega (46 

kilometers), and a uissicn hospital at Lugulu (9 'ilcn cers). Ot-er .nea-y 

facilities include MCH Health Centers and Dis:ensaries and three private doctors. 

The 	dispe.-sary is staffed by tr4o t-s, one - , and tc Clinical Officers. A 

doctor, M. K. Z. TKan, is scheduled from 7.0 - 8.30 (Dr. Than reported he 

usually stays one and a half to tro hours). A-cut 250 oatients are seen each 

day, atait 150 of ".,= are "ren. There are not Ta-nv family plarning aczeptors, 

but consensus amcnq staff at the -eeting identifi the cost of oral 

http:trans.rt
http:anot:.er
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cntraceptives as a major deterrent. Nevertheless, 5-10 cycles are distributed 

daily. OCs axe bought on the open market and provided to acceptors at cost:
 
codcms and spermicides 
are obtained fran the Bungcma District Hospital. IUCDs 

are not inserted by the Panafrican Paper dispensary, and = clients are sent 
to one of the above hospitals. Peluce Cmboto, an enthusiastic supporter of
 

family planning and chief nurse, 
 also provides family planning education. She 

has been trained to insert IUCs but stated she needed a refresher course.
 

All company representatives at the meetir.g were very sunportive of upgrading 

the family planning program and participating in the PSFPP. The General 

Manager, who arrived at the end of the meeting, hmver, was adamant that Depo 

Provera not be included as a method because of its controversial nature. There 

was unanimous support for receiving free su.lies of all other methods and for
 

training and refresher oourses for preseiit nursing staff. 
 The meeting was held 

on April 6, 1983.
 

INPUTS:
 

Suggested by the crantee included a full-time trained perscn who could provide 

service delivery as well as motivate in the cntnimty, and basic equiment for 

a clinic rocm (examining cuch, sterilizer, blood pressure ' 7achk.ne", and 

disposable gloves). Other equiment and supplies as well as administrative and 

training needs should be discussed bet-een the TA Team and Panafrican Parer. 

The cnpany, however, appears to be well managed. 

Those inputs provided by te grantee include a ne rcm which can be built on to 
the dispensary (about t-e mnths is required), time fran present nedical staff, 

vehicle and equiprent depreciation.
 

http:7achk.ne
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. S AG'T: KLS= Cotton Mils Ltd. ((imd.o),AN' 

cctq= Jce Odaga, Gerral Mmuager 

Address P.O. Box 47 

Tele.hc.e 41200
 

Telex 31132
 

DEs3 C NW1-:
 

Kicm is a long estabLished t-xz-e cuany ,cn recenry nas exper.nce
 

difficult tiies. This major Kisum employer (1,500 with 60-70 wanen workers)
 

unfortunately was in recei,ership ".t-n the visit was made on April 6, 1983.
 

The General Manager, Mr. Odaqa, nevert eless, was su;ortie of the PSi.P,
 

saJd he Wculd have been willing to hire a part-tize nurse, and was ver l
 

interested in having the incuinq management continue discussicns accut
 

inplerentinq a fmily planning deliver-service at Kicrni. He strongly urged
 

the Consulting Team -Aerwho visited him a letter for
i to ir-riately write 

the c=tany re--rds c firirg the =cnmrsaticn. 1.e Standard ca._ied a news 

iten on April 23 announcing that rd manag _zrint Ls to 'zeappointed may Il-y the 

shareholders =r sed of th-e Zrustra' oevellcnt Bartm (I.o.S.) t1e, 


Industrial and Cmrmrcial. eveloarent Corporation (I.C.0.C.J, the Cevelc~rent
 

Finance Cormoraticn of Kenya (D.F.C.K.), and the Crexcial Develcpment
 

Corporaticn (C.D.C.). T!e new c will be known as *Uccmi (83) Ltd. 

Presunably, t-he neLz c-any w,rill ccnt-Inue to offer health services to its
 

employees. They have a clinic cmerated by a .MdicalAssistant and three local
 

doctors -.to rtaki-ely tae rTer-ls. The =-many .ays all rhysicians' charges 

for its e.lcyees. Cmparny practice has been to not pay for the care of 

ea.loyees, hut :t i.s,r-th checki.g about any red pol-cies wftidh rZ bIe estabLishe4 

udrarthe -Inc~ngc~ryr managemrent. 

Project needs and =mn in.uts will have -to be discussed with new persons
 

after May 1,1983.
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E. 	 SUBMGWC AT: Seventh Day Adventists (SMA) 

CONT: C. Kraft, M, Health Director 

Address East African. Lkicn 

Seventh Day Adventist Church 

P.O. 	Box 42276
 

Nairobi 

Telephone 566022, 566025
 

DESCRI CN:
 

When 	contacted in April, 1983, the health services of the Seventh Day 

Adventist Ciurch in Kenya ,,re undergoing reorganization which would place 

t an adninistratively under a single medical director, instead of under the 
jurisdiction of the various field organizations. Kenya is divided geographically 

into 	five fields by the SDA. Health facilities are ccrnrised of a hcspital at 
Kendu Bay, 20 clinics outside Naircbi, one clinic in Nairobi, and the Nairobi 

7SUN Health Seiiie. The .ultidcncr Integratde_.ral Health and Family Planning 

Project recrte.y -will upgrade three of the clinics to provide full family 

planning ard rmatenal. ,child-health services. 

Cnce 	 the heilth services are reorganized (planned for May, 1983), Dr. Kraft and 
Mr. 	 Solcmn Wlde-Eudreus (Seventh Day Adventist World Services Director for the 

East African Pegicn) have indicated a keen interest in preparing prosala 


involving intxcaiction of family planning services 
 in a nunber of clinics not 

assisted by the World Bank, as wll as a possible cmmunity based project in 

Nairobi. 

INPUTS: 

Needed by the Grantee likely would consist of training for clinic personnel, 

sare office and medical (family planning related) equiprent, and transportation 

allowance. 

Provi&d.1 by the Grantee would include perscnnel, admiistrative, clinical and 

supervisory time, designated space, and 	vehicular/equiprmnt depreciation. 

Listing of SDA facilities and personnel 

V.
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IT. Possible Suborojects 

'fLs category lists instances ubere reetings were held but whidi need 

further discussion before pcs-ihIIties for a su.project can be fully 

assessed. In same cases, the potential 3 v y good, but contact by the 

Consulting Tean was premature for one or mre reasons (e.g., health 

facilities ,ere in the planning stage). In othems, the key ersn/perscns 

to contact should be sought out for a meeti and full discussions. In stlI. 

others, a sall health facilLtL cperated by one or tAc persons or a .ccany 

erlicying relati,,ely fe, persons may not justify develcrent of a full scale 

subproject with the havy inputs of ranagarent, evaluation, and adninistratim 

requireamt.s sched -led for both the MA Team and the su project grantee. Zn 

such cases, perhaps a -echanimi aiply.to suply free contraceptives fromn the 

MW may be mre apprpriate. 

http:aiply.to


A. sTS~ r: Kenya Tea Growers Association or 

SubProjeCts with individual, large tea estates 
CCNBC: Frederick Soi, Executive Director 

Mr. H. Salwengter, Chairman 

Address Box 320 

Kericho 

Telephone 

DESCRIPICN: 

The Kenya Tea Growers Association, established in 1930, represents 47 tea 
grOwers in four estate areas surrounding Kericho, Llmuru,. Nandi Hills, and 
Sotik. The main office, located next to the post office in Kericho, is 
managed by the 1IGA Executive Director. The association elects a chairman 
and vice chainnan as well as an executive canmittee. The C'ai=nan and 
Executive Directcr are the key contacts for all the tea estates. Branch 
associations, --th the same pattern of elected officials, are located in 
Limuru, Nandi Hills and Sotik. i nhers of the KTGA collec-tively -plcy many 
thousancsof %,rkers.The 8 or so larcest, e.g. have over 35,000 erpiced. 
Labour needs tend to be seascnal, howver, and many workers leave for etplorent 
elsewhere Dr go to their hcre areas during the five "slow" .irnths of January 
through May. Still, year round work is available for thousands, and many workers 
are penarently settled in tea estate housing. The largest concentratiors are on 

the following estates: 

Brooke Bond, Nick Patterson, Director and Masa Sang, Co-Director. 

Keric.o, Telephone 146 (15,000 enployees) 

African Highlands, Mr. Rabley, Director and W. Tancy, Associate Director.
 

Kericho, Telephone 155 (10,000 emnployees) 
George Williamson Africa Ltd. (or Changoi), H. Salwengter, Manager. 

Kericho, Telephone 7041 (1,500 amplcyees) 

Sotik, C. G. Gibbon, Ganeral AManager. 

Sotik, Telephcne 63 (2,000 employees) 
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Nani± Tea Estate, J. R.Ca.ir, Gweral Mnager. 

Nani Hills, .Telephcne 8 (1,000 employees) 

Zma Ebrest, S. F. Sangol, General Mana.ier, 

Faricho, Tele-hcne 20028 (400 emloyees)
 

Eastern Produce, Ken Archer, manager Cle=n and estates agent for smaJe 

gzwrs. Nandi aills, Telephone 11, 20 or 34 

(4,000 total e.c.yees) 
DESa=PTCN: 

Aprently all the major and many of tI'a saller estates provide free medical
 
care for employees through 
an estate health facility. Mese range from Broke 

medical cmPlex csnsi2ting of a fairly large,Bcnd well staffed hospital (t4 

dotors, a head mat .n, 4 ""s and xedical assistants), two medical centers at
 
LiMuru and Koroma, 27 drug disp-nsaries. each sering a ut 800-1000, and one
 

mobile mm uut, a-lI of 'hid. ser-e 70,000 pecple associated Ln sore .ay with 

the Brooke Band estate, all the way to a srall, Lndivtdual gratr's di-pensar, 

for a fli htszied "orke~rs. ,hasis is c-n c.rat.--e services, and scmre provide 
only fi-st aid. -.e Rr--cke Bcnd icsmitil. offers fami.v plarunIq seerx-ces - CCs, 

'UDs and tba-i ligaton - and xcnthly sees an esciTated 20 cntinucus users 
and four rew acceptors. CC users are exrected to report for check-u-a every 

3 mcnths. The MCbile unit resunpLies C cycles and refers pt.tia: clients to 
the hosoital. Sun--lies are coilec-ed frn 1he M:V zspital at M;akuru. When the 
number of family plaring acceptors is ctrared to the estimated 300 fe-ale 

patientz seen at t:e ospital eanc± "k and "-.e total 2,700 serxved "ee:,ly at 

all the health facilities, it: is reasonable to concl,._de -"at family ?lanr/ing is 
not a high pricrtv serrce. Tile Co-Director of Br-ke 3znd (t-e Director was 

on hloiday), re-vertheless, e.%=ressed interest in the -SFr.P and arranged for the 

Consulting Team to visit the hosnital. 

Other than 3rocke Bcrd, t.e Team not able towas see the .Lnagers of any other 
estates. uis was .artly c~cc=tntial: The General anager of Af-ican Highljnds 
was ill, lccal e.eler.ne --nes " re orn u by -cad =rStucticn e, and time 
was limited to cne day in the Keric.c area. After several at.a@rmts to .make 

mailto:at.a@rmts
http:e.eler.ne
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appointments led back to the KIM, we felt contact through this group and 

advance appointment or scheduling several days in the area were preferred. 

The Chairman of the KTGA,who was the first to suggest we ask Mr. Soi to try 

to arrange an afternoon meeting, nevertheless, invited us to drive the 22 or 

So miles to ihangoi for a visit. (It was ot pcssible to get a second call 

through because t._lerhone lines wsare broken). T-hiesuggested .ieeting with 

m bers of the &TGA Execative Ccmtittee could not be arranged on short notice, 

and Mr. Sci said he wculd put discussion of the p.rcposed PSFPP cn the ageda 

for the next KTG meeting. A cpy of the PSFPP questicnnaire was left with 

Mr. Soi on April 8, the day of the Team's stop in Keric.ho. 

http:Keric.ho
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B. SMGVA M AGN: Aqa Rban edical Center
 

C~t~LA=:Dr. Aziz Mohamed (IK4suu) 

Dr. Nizar Verjee ( }aixa) 

Adress P.O. Box 530
 

Telephone 40372 (Kiwizm) 

339560 or 22384 (Nairvb±) 

The Aqa Khan Medical Center in KLsun, caters to a rrere af luent client. 
Epansicn fran a 20 to a 47 bed facility with double the outpatient capacity 
(preSently sermas 8,000 - 9,000 annually) will be amrleced soon. All serices 
are or. a fee basis. Family Planning I-pr'ided as part of cr~rehensive . ­
care; Ors, .7Lzs, steri.zat-1cn and infe--tility analysis are included. This 

modern, e.-'ensipa facility is :it a good candidate for the PS o"e Aga M=an=.P 

-Medical Center 
 is in the final scage, hc.var, of planninq a major prixary health 

care prz'gra'm in to areas iear -ist-rj.
 

Me rn-d ser.-ce, tar-,eted to b'ecin 
 in 1984, "ill 1-_-- fi-xded !- t.e .ga -gan 
Foundatcn, T7r/Canada, and the Ford Fcundaticn. :n ccoeraticn with the .4t 
Provincial HeEth authicr-,:.ies, the ra will fccus cn basic health care,
 
health educaticn, endemic and 
 =x-.crrn di-ease ard accident oreventicn, nutitimn 
educaticn and i. Family plarxing, as par- .; the MCi program, will provide 
C3 and maybe :tcs. Trairung of =Tflnzuity kealth w.o<ers is another or-cr-am 
emphasis. TZhe -mo axr.as sc.eduled for L7r.la-rantaticn are quite d -ferert:
 
Kajulu, 15 '--n outside KiSuu, is urhiby
u--an ',hile . r-h Naka-,, 40 :C
 
Southeast, is ver, rural. :txut 
6O,0O0 -oe.lereside in the t aet ar3eas.
 
A.ly the -c:;crzn,n.- will e "ell 5nded and manag d. 
 .-U' ser ices
 
will be fruee, . and data c tateriz-ed to vll'd mxi. l and rapid 
fee-za-bc.
 
Since present plans call for relatively srall e-rhasis 
cn family planning, *-he 
representativ.v of the Aga Flian Foundatuicn (Dr. Ve_'Zee) and the program
 
acininistratir (r. cr_d) are vey re.? 
 t-m to A4zcusshzg addttlcnal inputs 

fr. the on Apr21d7,i 9 Dr. Viejee n Mafe-et.;.ngs a 0 nd w2nd 
Dr. .1thamed an qril 7, 1983. Dr. llez-jee was :iott~fied thiat agreerent was 
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reached with Dr. Mohaid to reopen discussions once their new project was 

umderway later this year. 

ATTACHM : Aga an Medical Center, Kisumu 
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C. -RMMA=. AMC: Maendele Ya Wanawake 

CCNM=: Jemifer Mmlwe, Chief Ainista 

Address P.O. Box 44412 

NaircbL 

Telechoie 27033 or 22095 

DESCRI=YCU: 

This possible proJect is part of a larger czmrzity health pilot projecFt in 
a heavily p =.ilated area of Kakazega Dist r4ct. T health facility nearest 
t Miiraha, the target area, is 18 miles a4ay in I.kamega. MW hopes the full 
CSD project c= b- funded through cne or more scurces. while the project is 
oriented tutrj. all pecle in the cnmzLrty, kw suggests focusing cn local 

men, who already a-pear crrni1ted to family planning, to motivate rnegh~lors 

and supply condons and sperticides (see attached nrcposa1). Advice and back-up 

nedical se-rices are available 'Lm a retired clinic officer and a Kenya 
Registered Nurse "rnose o-.meis in the cmninic. .d e.-s ha expe ce 

gained in seleral famale cr_ented tCBD projects i-t is prsenIy initiatLn4 will 

be vdaluable for fur-her develcoant of this male oriented project. 

A"I"M='4LT: C rn-ty Based Family Planning 5Fuca.icn and Serice Dellvery 

Pilot Project.
 

.)
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D. 	 SUB-GRAUEE: Rayn~d Woollen Mills (K) Ltd. 

r~T~cr:R. K. Kedia, General Manager 

Address Box735 

Eldoret 

Teledne 31811, 31817 

DEZSCRIPCN:
 

Raymd began its operation in Eldoret in 1969. The cmpany produces quality 

wollen and polyester goods in both bolts and finished clothing. The market 

is basically Kenyan. The General Manager describes his ocapany as quasi­

goveurent since it is partly owned by PAymond Mills, Berbay, and a government 

corporation. The ompany enploys 2,000 workers, 450 of wham are women. The 

General Manager recognizes frequent maternity leave as a big production problem 

(5% - 8% are on such leave at any one tire). Mana-gennt's solution is to fill 

former fanale identified jobs with male workers when wuren leave the mill. 

Apparently, wNrxn traditicnally are considered more manually de.terous and 

better at sate jobs. The soluticn to substitute mTen is not considered an 

ideal but rather a practical one because of substantial labor losses resulting 

from governm ent lm recuqirLng t-o rcnths mraternity leave and restricing Acuem 

to work during daylight hours. 

The cocapany does not provide health facilities at present although recently it 

has been considering such a benefit. There are two nearby hospitals as well as 

an FPAK clinic, and many enployees are covered by the NHIF. The General Manager 

felt a company health facility, ,hile excnsive, would be an iffpressive benefit, 

and one which "once started you can't stop." During the conversation he seemed 

to be intrigued by the idea of scarehc' offering planning services to his 

arployees. He appeared to shift sarenhat fram his original opinion that there 

were no benefits to his cai any in such a program to considering how a family 

planning program might help the ccrpany retain rore ,cmen for those jobs which 

they perform better than men. He did not hesitate to agree that such a prcrcam 

would benefit "arpnn workers but pointed cut his cat-any, after all, was business 

oriented; and future costs of continuing the serrice were an inortant cansideraticn. 



After a lengthY, frank discIss ion, he S~ggesteii w sex= some iceas (or tomt) 

as a "-tartinqground- for juther talks. Mw meet ng was held on April 5, 1983. 

Z. 	 SUB-GAN= A=-: en-I0dt (Kenya) Ltd. 

CMEAMB. Z. Shah, General Managem 

Address 	 P.O. Box 142 

£1doret 

Telechcne 31287 or 88 

Telex 35012
 

This Canpany also produces w=len goods; it euploys 500 am and 200 wmen an 

a permanent basis. There is a Icng range plan to provide benefits such as 

housing and health care. Althcugh Mr. Shah thought n'any of his wmen emloyees 

already practised family planning, he w-as interested in recpening discussicn 

in-the near future, especiailly if the cmx-any instituted health care benefits. 

He, in fact, r-ticned he was thinking of services by a Dr. Lcxia in Eldoret. 

Ken-Kxnit was visited on April 5, 1983. 

sUB-~HE'= AGTr: Kasuku Camrents Fact=ry Ltd. 

CCMAC': o:ris 0. Kasuku, Chairnu/Directcr
 

Address 'P.O. Box 1837
 

Kisumuz 

Telechone 41500 cr 3342 

This smll business was started by mr. Kasuku in 1980. After many years 

working as a cailor for cte.r c.-anies, this enterpreneur struck out cn his 

own after arranging -- nrracts to saad unifo:s. He ncw has several large 

contracts 	 to rnke un .crrs for .Tiltar', and .cliceunits. ',Iout 100 pecale 

(31 wnaren) are eplced by Kasuku. He has not been able to yet provide any 

benefits to 'rker , but ccp lained about tine taken away fromn wark for treat:ent 

of even .nitor ilLnesses. Tt Can taee all day to receive treatrent at a -Kisni 

hea!th facility, and, he reascred, woe<ers would be willing to go to a cctpny 

clinic for fast services. He was receptive to the idea of a fanily planning 

=rkponentzfor he saw this 	as means to help start the a y clinic he had been 
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thinking about. He suggested he would be willing to built a clinic ron, 

stock it with antibiotics and other medicires, as wel as furniture if the 

project could provide a bed, cabinet, sam equipmnt and ocntraceptives. He 

felt payment for the services of a trained nurse could be shared; i.e., the 

project would pay her first year's salary, and he would provide 50% in the 

second year. The meeting was held cn April 7, 1983. 

G. SUB-G:tAEI= AGDT: .maias Sugar Co. Ltd. 

CTUACT: R. Gladsford, General. Manager 

Address Private Bag 

Mtmaas 

Teleohcne 46 - 50 

This large, privately owned ccmbined plantation and factory is the major 

ewplcyer in the area. It has 4,800 full time and 5,000 part time workers. 

Only very few are wxrnen, and these are mostly the corpany's secretaries. 

Manias Sugar cwns 3,500 ,Aaker's houses butprovides health care only to 

the 300 or so managers and supervisors and their families. They are served 

by a full tia-e physician, Dr. J=ae_. Makayoto (fonrerly with the EW and MCH 

family planning program), one nurse and t'eo assistants. Workers and their 

families go to Matunau Govermrent Health Clinic or St. Mary's Catholic Hospital 

in Manias. The former provides family planning serrices, while the latter 

recently eliiinated the service because the new Bishop to the are.a opposes 

family planning. The General Manager and doctor both felt family planning 

services were needed in the area and would be a good thing for their -wrkers. 

Each, however, had his own objection to crmapany participation in the project. 

Dr. Makayoto believed the govar.nent would insist on an expensive, cmzrehensive 

MEH program, which the crpany basically would have to provide; while 

Mr. Cladsford stated the Sugar Industry Board, an association of private and 

parastatal capanies, last DeaeTber had established a policy not to provide any' 

workers health services. He seemed surprised tc hear that Nzoia Sugar already 

had clinical health services, but he noted they often set in ieL.-endent policies. 

The General Manager -conceeded that the Kenya Union of Plantation Workers was 
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pressing for family planning care and felt it Was only, a matter of time before 
the Managwz~t of plantation COnrlems 'Would give in. He recognized the expense 
of MC care and cer-tainly Prefe~red not to include it in a omnpany health 
Paccage since "once a benefit is started, it cn't be cancelled", Both men, 
ere leary of opening a health facility cn the factory ompound as they emnisioned 

thousand of 'aren and children flockin, in daily for =are. Mr. Gladsford 
Lndicated that if and when Hmtias -initiated health care, he muld be pleased to 
Iscuss the project at further length. e etng was elAd cn April 6, 1983. 

H. Ar A--:M Nairobi City Council 

C C: Dr. Achola, Medical Officer for Health
 

Naircbi City Council Government was suspended in April 1983, 
 and the Chief 
Medical Officer was on enforced leave, so no contact was made. This se s 
like an excellent possibilit- for th tre, hciaver. Several perscns 

indicated the City C-uncil health facilities could trade family planning 
services, and that many nurses "aad wish to c=oemte if supericr- %sreo-rn 

suc crtive and nurses, re better trair.ed. 

t. SUB-GLANZ AGT: Anna %I.Nut,=oi
 

CONTACT: Sae
 

Address Wareng Matanal and Child Welfare Clinic 

P.O. Box 3053 

Eldoret 

Telenhone 31411
 

Ms.- Mrthoni single-handedly 
has .perated a small clinic in -ldoret for a
 
liumber of years. She is 
 an : roled :-Miife who received her traini n.
 
1949 but who has ex-ensive practical excerience. Fer clients come mainly
 
for anti and prenatal care. She serves fe 
 r family planning clients, and she 
attiributes this to prcxiLnit t ee FPAK cinic (cn the saee block) and to her 
high fees because she buYs co.n-raceptives f-- a ;rercial su-nlier. Fer 
charges are as follcS: :<S.29/- Cepo Provera; 25/- CC cocLe; 75/- Ll.cces
 
Loop C or 0 inser-ticn. Ms. Xuthcni 
 felt she could attrac- many -Mre clients 

http:trair.ed
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if she has access to free supplies. She averages about 50 clients a year. 

J. 	 SUB-GRANLM AGENT: Lydia Mithara 

CCNTAr: 	 above
 

Address Box 1478
 

Thika 

Telephone 21873 

Mrs. Muthara has been active in family planning for many years. She worked 

for the FPAK most recently and opened her own clinic in a small, private 

hospital in Thika this past summer. She receives free supplies from Pathfinder 

(CCs, condons, and Lippes Loops) and also buys cuT, Cu7, Depo P'vera and 

diaphrans Omercially. Although she obtained supplies from the M)H once, she 

was chided for charging a fee, and probably will not get any supplies again. 

She feels that her clients appreciate -he services she provides and are willing 

to pay her modest fees. Pecords for the first months of 1983 bear this out; 

she had 167. new acceptors and 300 or so ret.=ning clients. About 40% of her 

clients preferred the IUD, with CCs as the next -ast popular method. 

Mrs. Muthara is a picneer in private sector services. She hopes to build a 

large IICH facility in abu -ceday hic-ich will provide quality serices. If 

her ambition is realized, this project could provide substantial assistance; 

until the facility is built, hcmever, perhaps she could be supported in a 

nodest way through the project. 

K. 	 SU3-(A AG.r: Kenya Breweries 

CTCT: Dr. 	 James S. Nesbitt 

Address P.C. Bcx 44231
 

Nairobi 

Telechone 331!92
 

Kenya Breweries operates three breeries. The main one, outside Nairobi at 

Ruaraka, has abcut 4,000 emlv/ees, rrostly men. Mombasa brewery has about 

1,000 a.loyees and Kiswu about 600. The Ruaraka Bretery has a health 

facility. The conpany's physician, Dr. J. Nesbitt, expressed interest Ln the 
project. 



Annex L
 

SUBPROJECT SELECTION AND MANAGEMENT GUIDELINES
 

This Annex contains the following materials:
 

1. Instructions and Criteria for Subproject Selection;
 
2. Cover Letter and Subgrant Application;

3. Terms and Conditions of Grant Award;
 
4. 
Standard Provisions for Non U.S. Non Governmental
 

grantees and Non U.S. Non Governmental Subgrantees.
 

INSTRUCTIONS FOR USING CRITERIA FOR SUBPROJECT SELECTION
 

The Criteria are grouped in five categories. A
 
maximum number of points is established for each category so
 
that a total of 100 points is possible.
 

Category 	 Maximum points
 
Possible
 

A. 	 Type of Organization 10
 

B. 	 Number of persons of childbearing
 
age potentially reached 10
 

C.. 	 Existing services delivered 10
 

D. 	 Organizational considerations 
 40
 

E. 	 Other factors 
 30
 
Total 100
 

Evaluators of subproject proposals should proceed by

entering the appropriate response to the best of his judgment

in each category. Note: Footnotes may be entered to explain
 
points awarded.
 

The criteria favor private-for-profit organizations
 
over other types of organizations, greater numbers of
 
recipients over lesser numbers, facilities which currently

offer no 	family planning services those which do,
over 

organizations with existing interest and administracive
 

'capabilities over 
those lacking these, and other factors which
 
are self-explanatory.
 

Since Grant Awards will be competitive, 'minimal'
 
qualifications will be established only after time by USAID and
 
the Technical Assistance Team.
 

While these criteria should be used comparative

ratings, the demonstration intent of .he overall project must
 
be kept in mind. Accordingly, the project should include: 
 as
 
great a variety of organizations as possible; target

populations of various sizes and characteristics; and various
 
mixes of service delivery.
 



L-2 

CRITERIA FOR SUBPROJECT SELECTION 

POSSIBLE POINTS A. TYPE OF ORGAHIZTIo
 

10 
 1. Private-for-profit company 

8 2. 	 Parastatal organization 

6 3. 	 Professional, woman's similar groutor 

5 	 4. Private voluntary organization 

4 5. 	 Other
 

(10) 
Subtotal 

B. 	 NUMBER OF PERSONS OF CHILDBEARING 

AGE POTENTIALLY REACHED
 

10 
 1. Over - 5000
 

8 
 2. 2500 - 4999
 

6 
 3. 	 1000 - 2499 

4 4. 500 - 999
 

3 
 5. 100 - 499
 

2 
 -6. Less than 100 

(10) 
Subtotal 

EXISTING HEALTH/FP SERVICES 

DELIVERED 

10 	 1. Health Services without Family Plannlr 

8 2. 	 Some Family Planning as part of healt! 
services. 

(10) 
Subtotal _ 
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POSSIBLE POINTS 	 D. ORGANIZATIONAL CONSIDERATIONS
 

10 	 1. Top level com-ritment to family planning 
and Project objectives 

4 	 2. Willingness to comply with grant
 

conditions.
 

3 3. 	 Medical provider interest
 

2 4. 	 Organizational reputation
 

2 5. 	 Previous project trcack record
 

6. Estimated administrative capability:
 

8 
 a) without assistance;
 

6 	 b) with assistance
 

3 7. 	 Estimated fiscal management capability
 

8 8. 	 Ability to meet 257 requirement.
 

(40) 
 Subtotal 	 ....
 

EV OTHER FACTORS
 

2 1. 	Relationship to known demand generation
 

5 2.'-	 Attempt to reach or involve men
 

5 3. 	Attempt to :each or involve adolescents
 

2 	 4. Lack of easy accessibility to other
 
resources
 

5 5. 	Estimate of sustainability capacity 

3 	 6. Nearest other FP services more than
 
6 Km.
 

7. Relative estimated cost-effectiveness
 

8 
 aY. Above average of other/ubproJects
 

4 
 b) Average
 

O c) Below Average
 

(30) 	 Subtotal
 

Total Points
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(SUBPROJECT COVER LETTER TO ACCOMPANY
 
549G&rr APPLICATION ) 

PRIVATE SECTOR FAMILY PIANNC. PROJECT 

(TITLE) 

(AGENCY/CO .ANY/ORGANIIZATION)
 

(CITY) 

Dear 

We have learned of your interest in adding family planning services to your­
existing health services, or in expanding the types of coverage of natural 
and other family planning services'currently being offered. To assist us 
in determining whether we will be able co provide your agency/company/organi­
zaticn with financial and/or ocher types of support, we request that you 
answer the questions concaLned in the enclosed -rant application. If 
necessary, 	use additional sheets of paper.
 

Once the completed arplication has been received and reviewed in our office,
 
a member of -ta.?
li contact appropriate officials of your agency/company/
 
organization and indicate further actions-to be taken.
 

We appreciate your cooperation and look forward to being of assistance.
 

Sincerely,
 

Enclosure: 	Privace Sector F? Project
 
Grant Application
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PRIVATE SECTOR FAMILY PLANNING PROJECT 

A. 	 The Project
 

The objective of the project, managed by ( Implementing Agency
 

is to increase the range of options available to potential Kenyan female and
 

male users of Family Planning services by expanding Family Planning services
 

delivery in the private sector. 
 'Private' may be described as referring to
 

institutions and facilities whose operations are not wholly financed by the
 

Central Government.' Under the Project, grants may be made to private-for­

profit organization, Private and voluntary groups, and other non-governmental
 

groups (e.g. Parastatals) to increase provision of Family Planning services
 

to their employees (and/or dependants), beneficiaries or clients.
 

B. 	 The Grants
 

This application for a grant may be for a period of up to two years. 

As the grants are competitive, your diligence in completing thls' aplication 

will increase your chances of an award. ( Implementing Agency ) is 
willing to assist you in preparing the application. Grants of money or 

materials may be requested to add Family Planning services to existing health 

services being provided, or to expaud types of coverage of natural and other 

Family Planning services being offered. The application may request inter ­

alia funds to provide training, supervision, staffing, equipment or supplis, 

but only if evidence is provided that- your organization can sustain the level 

of services achieved under the grant once the grant has ended. Application
 

for funds to provide construction will not be considered. Decisions on grant
 

awards will be made by ( Implementing Agency ), whose decision is
 

final. Should an award be granted, you must follow any conditions agreed to
 

at the time of the award.
 

C. 	 Organizational Information
 

l.. Organization requesting Assistance
 

Address''
 

Q-lephone 
 No._
 

Name of Person to contact
 

Title
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2. 	Health Facility(s) to which grant
 
wi'11 apply, if different frcm above
 

Address
 

Telephone No.
 

3. 	Does the facLlity or organization now offer health services ....Yes...No.
 

Describe
 

4. 	Does the facility or organization now offer Family Planning services?
 

Yes................. No.
 

5. 	What are the names and distances of the closest facilities offering
 

Family Planning services?
 

Name Dis tance
 

Name Dis .ance
 

6. 	 What official or informal affiliacions does your organ4.zation have with 

other organizations/institutions/a-encies? 

7. 	How many people are employed by-youir organization? Mer_
 

Women
 

8. 	Are health services provided by your or-anization to depesndants of your
 

employees? Yes -No.
 

If yes, to Wives? Husbands? Children?_
 

9. 	Are charges made for health services? If so, describe
 

10. 	 Have you received or applied for assistance for Family Planning services
 

from organizations or sources ouczide your organizaeion/firm/agency?
 

If so, please describe source and type of assistance received/applied for.
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11. 	Have your received and managed outside assistance zor activities otner
 

than Family Planning? Please describe
 

D. 	 Proposed Program Information 

1. What specific Family Planning services do you propose to provide?
 

(Examples are clinical servioc-G such as oral contraceptives ; diaphragms 

I.U.D.'s, injections, sterilization; non-clinical services such as
 

foams;'jellies; condcms, foaming tablets; instruction in natural family 
planni q;. cQmmunity outreach services.) 

2. 	How many now acc-otors of Family ?lanning services do you plan to reach 

during the grant period? 

3. 	What resources do you already have that can be utilized to provide the
 

proposed, services?
 

a) Personnel
 

b) Equipment
 

C) Supplies
 

d) Administrative 'support
 

e) Transportation
 

f) Access to additional budgetary resources
 

4. 	What additional resources are required to provide the proposed services?
 

a) Additional staff? If yes, how many, and what duties will they
 

perform? 

b) 	 Training for existing staff? ____ If so, for whom, type, expected 

duration, and possible location of training 
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) Equipment and suppliesi? (example are file cabinets, exazilanEg 
coUches., tables, baby cradles/scales, chairs, flip chazrs, hand 
calculators, stationery, postage etc.). If so, list types and 
quantities. 

d5 Contraceptive materials? 
(If you have a current source of supply, 
please describe source of various materials, adequacy of supply, 
costs involved) 

e) If additional contraceptive related medical equipment is needed,
 
please list types and-quancities. 

5. What is the estimated size of the population aged L5 and above to be
 
offered Family ?!annin- zaerices? What is the 
source of this estimate? 

What percentage are estimated to be within 6 Km. of your facility
 

6. 
How is it proposed to maintain or expand level of service achieved during
 
the grant once the grant expires? Please be as specific as possible.
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TERMS AMND CONDITIONS OF GRANT AWARD
 

By signing the Grant Award Letter, you agree to abide with the following
 

terms and conditions:
 

1. A 	Progress and Financiaf Report must be submitted every three months in
 

the format specified by (Implementing Agency). -The first report is
 

due and subsequent reports every three
 

months thereafter. The reports will be mailed or delivered to:-


The final report will be submitted no more than 30 days after the project
 

funding period.
 

2. Grant Award Management
 

A. 	 A separate bank account must be established to receive and distribute
 

funds provided by this Grant Award.
 

B. 	 Upon receipt of your signed acceptance of the Grant Award (Implementing
 

Agency) wi.l provide the project with an initial advance payment equal
 

to the estimated expenditures of the -three months.
 

Thereafter, upon submission of
 

satisfactory Progress and Financial Reports (Implementing Agency) will
 

reimburse your project-related special account for allowable expenditures
 

every three months to the original level of the advance, up to, but
 

not exceeding, the total amount specified in the project budget.
 

In no case may you exceed the Grant budget total.
 

C. 	 Any unexpended funds, not needed to satisfy liabilities incurred
 

during the approved funding peri.od shall be refunded to (Implementing
 

Agency).
 

D. 	 Funds or materials provided by (Implementing Agency) must be used only
 

for those activities described in the Grant Award. (Implementing
 

Agency) retains ownership of all material provided or funded by
 

(Implementing Agency) until completion or expiration of this Grant, at
 

which time it shall be disposed of in a manner determined by (Implementing
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E. 	 Changes in approved objectives and/or budget must be authorized
 
by (Implementing Agency) through a written Grant modification- to
 
the original Grant Award, except that you may, without exceeding
 
the total amount of your Grant, increase budget categories up to a 
maximum of ten percent (107.) for any individual category without 
prior written authorization by (Implementing Agency). Increases 
exceeding ten percent (107.) require justification, indication of
 
what budget category(s) will be reduced to offset the requested
 
increase, and prior written authorization from (Implementing Agency).
 

F. 	 The final determination of expenditures allowable in accordance
 
with the approved Project Budget and Terms and conditions of Grant
 
Award is made by USAID..In order to avoid disallowances, which means 
refunds to (Implementing Agency), your project should adhere rigidly 
to the approved budget and Terms and Conditions.
 

G. 	 All procurement using funds provided by (Implementing Agency) will 
be undertaken using procedures approved by (Implerenting Agency). 

1. In general, items available of local manufacture may be purchased after 
satisfactory evidence of soliciting competitive bids.
 

2. Equipment and supplies not of Kenya origin generally must be procured 
from 	U.S. source and origin unless 
a waiver is granted by (Implementing
 

(Agency).
 
3. Unless. specified in the Grant Award (or subsequent modifications), 

(Implementing Agency) funds may not be used: 

a. to purchase vehicles
 

b. for entertainment
 

c. for subcontracts.
 

3. Non-Liabi lity 

(Implementing Agency) does not assume 
Liability with respect to any claims 
for damages arising out of work supported by this Grant Award. 
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TERMS AND CONDITIONS OF GRANT AWARD 

By signing the Grant Award Letter, you agree to abide with the following 

terms and conditions: 

I.. A Progress and Financial Report must be submitted every three months in
 

the format specified by (Implementing Agency). The first report is
 

due and subsequent reports every three
 

months thereafter. The reports will be mailed or delivered to:-


The final report will be submitted no more than 30 days after the project
 

funding period.
 

2. Grant Award Management
 

A. 	 A separate bank account must be established to receive and distribute
 

funds provided by this Grant Award. 

B. 	 Upon receipt of your signed acceptance of the Grait Award (Implementing
 

Agency) will provide the project with an initial advance payment equal
 

to the estimated expenditures of the -three months. 
Thereafter, upon submission of 

satisfactory Progress and Financial Reports (Implementing Agency) will 

reimburse your project-related special account for allowable expenditures 

every three months to the original level of the advance, up to, but 

not exceeding, the total amount specified in the project budget. 

In no case may you exceed the Grant budget total.
 

C. 	 Any unexpended funds, not needed to satisfy liabilities incurred
 

during the approved funding period shall be refunded to (Implementing
 

Agency).
 

D. 	 Funds or materials provided by (Implementing Agency) must be used only
 
for those activities described in the Grant Award. (Implementing
 

Agency) retains ownership of all material provided or funded by
 

(Implementing Agency) until completion or expiration of this Grant, at
 

which time it shall be disposed of in a manner determined by (Implemencing
 

Agency)..
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E. 	 Changes in approved objectives and/or budget must be authorized 
by (Implementing Agency) through a written Gralt modification, to 
the original Grant Award, except that you may, without ecceeding 
the 	total amount of your Grant, increase budget categories up to a
 
maximum of tan percent (10%) for 	any individual category without 
prior written authorization by (Implementing Agency). Increases
 
exceeding ten percent (107.) 
 require justification, indication of
 
what budget category(s) will be reduced to offset the requested
 
increase, and prior written authorization from (Implementing Agency).
 

F. 	 The final determination of expenditures allowable in accordance
 
with 	the approved Project Budget and Terms and conditions of Grant
 
Award is made by 	 toUSAID...In order avoid disallowances, which means 
refunds to (Implementing Agency), your project should adhere rigidly 
to the approved budget and Terms and Conditions. 

G. 	 All procurement using funds provided by (Implementi.ng Agency) will 
be undertaken using procedures approved by (Implementing Agency). 

I. In general, items available of local manufacture may be purchased after
 
satisfactory evidence of soliciting competitive bids.
 

2. Equi;ment and supplies not of Kenya origin generally must be procured
 
from U.S. source 
and origin unless a waiver is granted by (Implementing
 

(Agency).
 

3. Unless. specified in the Grant Award (or subsequent modifications), 
(Implementing Agency) funds may not Le used: 

a. to purchase vehicles 

b. for entertainment
 

c. for subcontracts.
 

3. 	Non-Liability
 

(Implementing Agency) aoes not 
assume Liability with respect to any claims
 
for damages arising out of work supported by this Grant Award.
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4. 	 Program Regulations 

A. 	 Voluntary Nature of Activities
 

The purpose of this Grant is to expand the availability and
 
accessibility of voluntary family planning services.
 

Under no circumstances are the fuhds and/or property'provided
 
and/or financed under this Grant Award to be used to support
 
activities that coerce or tend to coerce persons to accept
 
family planning services. Your agency must ensure that such
 
funds and/or property are not used to coerce any individuals
 
to practice methods of family planning in conflict with their
 
moril, philosophical or religious beliefs.
 

It is essential that your agency conduct it.s project activities
 
in a manner which safeguards the rights, health and welfare of
 
all individuals in the program.
 

B; 	 Prohibition on Abortion-Related'Activities
 

No funds or proper.ty available under this Grant Award will be
 
used to finance, support or be attributed to the following
 
family planning and population assistance activities:
 

1. 	 Procurement or distribution of equipment for the purpose
 
of inducing 'abortions as a method of family planning;
 

2. 	 Procurement or distribution of Menstrual Regulation (MR) 
Kits; 

3. 	 Special fees or incentives to women to coerce or motivate 
them to.have abortions as a method of family planning; 

4. 	 Payments to persons to perform abortions or MR procedures, 
or to solicit persons to undergo abortions or MR procedures; 
and 

5. 	 Information, education, training or communication programs
 
that seek to iromote abortion as a method of family planning.
 

These restrictions do not prohibit support for the performance of uterin
 
evacuation, including MR, for other medical, diagnostic and curative
 
.purposes.
 

C. 	 Allowable Activities
 

Funds and property made available under this Grant Award may be 
used only for specific allowable activities described in your 
Project Document. 
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Allowable activities are defined as follows:­

a) 	 Provision of contraceptive commodities, services and devices
 
including, but not limited to, oral contraceptives, condoms,

female sterilization, vasectomy, IUD insertion, diaphragms,

je'llies, foams, etc.
 

b) 
 Provision of family planning training for physicians, paramedical.

personnel, family planning information agents and contraceptive

distribution agents, and ocher personnel as necessary 
to implement

family planning information and/or service activities. These
 
training activities shall not include training for, or the conduct
 
of, abortion as a non-therapeutic procedure.
 

a) Provision of family planning information, motivation and counselling

when related directly to services provision.
 

d) Collection and analysis of family planning service statistics and/or
 

demographic data.
 

e) 	 Pregnancy testing.
 

f) 	 Treatment of health disorders relating to fertility, including the
 
treatment of incomplete abortions, abortions tedically aiecessar­
to save the physical health or life of the patienc, and other h.atth 
problems discovered or revealed in the course of providing family 
planning services.
 

5. Audit Regulations 

At any time prior to the final payment.under this Grant (Implementing 
Agency) 
AID (Agency for International Development) or their representatives
 
may audit and/or inspect the project. This may include, among other things,
 
an examination of books, records, and documents which relate 
to management

and accounting procedures, financial transactions and commodities received
 
from (Implementing Agency).
 

(Implementing Agency) routinely requests audits of the projects it funds 
at the end of each project funding period. 

Your 	agency must keep all invoices, vouchers, supporting documents and
 
timesheets, if required, telating to expenditures of Grant Award funds 
and property for at least three (3) years following the end of the
 
Award for audit purposes.
 

6. Termination
 

(Implementing Agency) may terminate this Grant by means of 
a written
 
notification.
 

Upon receipt of such notification your agency must take immediate action
 
to minimize all expenditures and obligations financed by this Grant, and, cancel
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unpaid obligations whenever possible. No further (Implementing Agency)
 
payments shall be made to your agency after the effective date of
 
termination unless prior payments were insufficient to cover the project's
 
obligations prior to termination,
 

Wichin thirty (30) days after the effective date of termination, your agency
 
must repay to (Implementing Agency) at!. unexpended Grant funds not otherwise
 
obligated by a legally binding transaction applicable and/or financed pro­
perty as directed by (Implementing Agency).
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TRN.MEMO NO. al:-CTIVE DATE PAO5 NO. 

AID HANDBOOK '13, App 40 13:21 October 1. 1981 40-i 

APPENDIX 4D
 

STANDARD PROVISIONS 
FOR 

NON-U.S., MONGOVERWIENTAL GRANTEES AND NON-U. .# 
NONGOVERNMENTAL SUBGRANTEES 

tuoth educational institutions and nonprofit organizations
 
other than educational institutions)
 

A. The following Standard Provisions are mandatory for use in all grants,
cooperative agreements, and subgrants with non-U.S., nongovernmental 
organizations:
 

1. ALLOWABLE COSTS AND CONTRIBUTONS (IONPROFIT ORGANIZATIONS ­
OTH'ER THAT £LICflNLL7 T 'IOmS)
 

Use Standard Provision 1 of APP 4C.
 

2. ALLO.ABLE COSTS AND CON4TRIBUTIONIS'(EDUCATIONAL 

Use Standard Provision 2 of APP 4C.
 

'3. ACCOUNTIN'G, AUDIT AND RECORDS
 

Use Standard Provision 3 of APP 4C, ho,ever, delete the reference
 
to paragraph iM of Handbook 13.
 

4. REFUNDS 

.Use Standard Provision 4"of kPP 4C.
 

5. REVISIO.NI OF FINANCIAL PLANS 

Use Standard Provision 9 of APP 4 C.c 

6. TERMINATION
 

Use Standard Provision 23 of APP 4C.
 

7. DISPUTES
 

Use Standard Provision 33 of .AP.P 4C.
 

B. The following Standard Provisions are required to be used when
 
applicable. Applicability staterents are cotiained in the parenthetical 
statement preceding the Standard Provision as set forth in Appendix 4C 
and suppi&entary statements belowu Whena Standard Provision is

determined to he applicable in accordance with the applicability
 

.statement, the use of such Standard Provision is mandatory unless a 
deviation has been approved in accordance with Paragraph IE of Chapter I 
of this Handbook. 

)- ) . 

http:REVISIO.NI
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-October 1, 1981 13:21 AID HANDBOOK 13, App 40 

1. NONDISCRIMINATION IN FEDERALLY ASSISTED PROGRAMS
 

UseStandard Provision 5 of APP 4C; however, delete the applicability
 
statement and insert the following therefor:
 

' k*
 

(This provision is applicable to non-U.S. Grantees and non-U.S.
 
.Subgrantees when any portion of the program being supported is
 
to be undertaken in"the United States.)
 

2. .NEGOTIATED OVERHEAD RATES -- PREDETERMINED
 

Use Standard Provision 6 of APP 4C.
 

3.' NEGOTIATED OVERHEAD RATES -- NONPROFIT ORGANIZATIONS'-- OTHER 
THAN EDUCATIONI7AL STITUTIO,1S
 

Use.Standard Provision 7 of APP 4C. 

4. NEGOTIATED OVERHEAD RATES -- EDUCATIONAL INSTITUTIONS
 

Use Standard Provision 8 of APP 4C.
 

Standard Provisions 6, 7 and 8 (i.e., B.2, B.3 and B.4 above) are to be
 
used only when the Grantee proposes reimbursement of indirect costs and,
 
the Grantee.'s accounti.ng system provides for the allocation of indirect.
 
costs.
 

5. PAYMENT -- PERIODC ADVANCE 

(This provision is applicable when (1) the requirements of paragraph 1.0.6
 
of Chapter 4 of this Handbook have been met, and (2)the Grantee has the
 
ability to maintain procedures that will minimize the time elapsing
 
between the transfer of funds and the disbursei.ent thereof, and (3) the 
Grantee's financial management system meets the standards for fund control 
and accountability required under the standard provision of this agreement
entitled "Accounting, Audit and Records.") 

a. Each month (or quarter, if the Grantee is on a quarterly
 
basis) after the initial cash advance, the Grantee shall submit to the
 
AID Controller voucher for-m SF 1034 (original) and SF 1034-A (three

copies); "Public Voucher for Purchases and Services Other Than 
Personal."
 

b. Each voucher shall be identified by the appropriate grant or 
.. be accompanied by an original andcooperative agreement number and shall 

three copies of.a report in the following format:
 

FEDERAL CASH ADVANCE STATUS REPORT
 
(Report Control No. W-245)
 

http:accounti.ng
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TRANS. MEMO NO. 4111PECTIVS OATR PAGE NO.
AID HANDBOOK 13, App 40 13:21 October 1, 1981 4D-3 

A. Period covered by this report: Period covered by the next report

°. ++ . ... e~ . ......
 

FRO. (Month, day, year) • FROM (month, day, year) ..... 
( " a . - TO ( ) _ _ . . ....TO " 

B. Cash Advance Use and Needs
 

1.- Cash advance on hand at the beginning of this
 
reporting period......................... $...............
 

2. U.S. Treasury check advance(s) received
 
during this reporting period..............
 

3. Interest earned on cash advance during this .. ............
 
reporting period .............................
 

4. GROSS cash advance available during this .. ........
 
reporting period (Lines 1, 2 & 3) ........ ..................
 

5. LESS, interest remitted to AID during this
 
•reporting period .................................... $
 

6, NET cash advance available during this ....... .... ...
 
reporting period (Line 4 minus Line 5)................ $
 

7. Total disbursements during. this reporting 
period, including subadvances (see footnote 1)....... $
 

8. Amount of cash ad,'ances available at the
 
.end of this reporting period (Line 6 minus Line 7).... $
 

9. Projected disbursements, including
 
subadvances, for the next reporting period (see
 
footnote 2) "..............................*..............
 

10. Additional cash advance requested for the
 
next reporting period (Line 9 minus Line 8)........... $
 

11. Total interest earned on cash advance from
 
the start of the Grant or Cooperative iAgrcement to ­
the end of this reporting period, but h1ot 
remitted to AID .........................................
 

12. Total cash advances to subgrantees, if any,
 
as of the enid of this reporting period ................ $
 

FOOTNOTES: 

1. The Grantee shall submit a cumulative detailed report of disbursements 
by BUDGE- lithe item quarterly; the monthly cash advance status report does 
not rz qu-1;e a. detailed report of disbursements. 

2. The Cratitcu shall attach to this summary a detailed projection by UDGET
line item. of its artici ,.Itod needs for ."he next renortini nerlod. 
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C. Certification 

The undersigned hereby certifies: .(1) that the report in paragraph B.9
 
above represents the best estimates of funds needed for the disbursements
 
to be incurred over the period described, (2) that appropriate refund or
 
credit to the Grant will be made in the event of disallow'ance in
 
accordance with the terms of the Grant, (3) that appropriate refund
 
or credit to the Grant will be made in the event funds are not expended
 
and that any interest accrued on the funds made available herein will
 
be refunded to AID.
 

B Y .. ....
 

DATE TITLE
 

c. AID funds shall not be comiingled with other Grantee owned or controlled
 
funds. The Grantee shall deposit all AID cash advances in a separate bank
 
account' and shall make all disbursements, for goods and services from this 
account.
 

6. PAY.ENT- -PT .. U SE .. T 
('his provision is applicable to grants for construction, or to
 
grants which do not provide for a periodic advance.) 

(a) Each month the Grantee shall submit to the AID Controller an original 
and 3 copies of SF 1034, "Public Voucher for Purchases and Services Other 
Than Persoal,'; each vou.cher shall be identified by the grant or 
cooperative agreement number and shall state the total amount of costs incurred 
for which reimbursement is being requested. 

(b) In addition to the SF 1034, each nonconstruction voucher shall be 
supported by an original and 2 copies of SF 270, "Request for Advance or
 
Reimbursemr-,nt," and each construction voucher shall be supported by an 
original and 2 copies of SF 271, "Outlay Report and Request for Reimburse­
ment for Construction Programs. 

(c) Each qua,'terly voucher (or each third monthly voucher) shall also 
be suppo"!;ed by -n original and 2 copies of a SF 269, "Financial Status 
Report.' The SF 269 shall be submitted within 30 days after the end of 
the reporting quarter and may be subnitted separately from the SF 1034(s). 

7. TRAVEL AND TRASPTATI 0, 

Use Standard Provision 13 of APP 4C (The requirements of SP 13(c) are
 
applicable to travel within the cooperating country.)
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8. OCEAN SHIPMENT OF GOODS 

Use Standard Provision 14 of APP 4C.
 

9. .PROCUREMENT OF GOODS AND SERVICES UNDER $250,000
 

Use Standard Provis.ion 15 of APP 4C, hcwever, delete paragraph (e) In 
its entirety and substitute the following therefor:
 

(e) The Grantee's Procurement System
 

(1) The Grantee may use its own procurement policies and
 
procedures provided they conform, to the geographic source and order of
preference requirements of this provision and paragraphs 1U.3.a., b., and 
c.of Chapter 1, AID Handbook 13.
 

(2) If the Grantee's procurement policies and procedures havebeen reviewed against the procurement requirements of paragraph 1U.3.a., b.,
and c. and have been approved by AID or another Federal department or 
agency, the Grantee shall furnish the Grant Officer a copy of such
approval; otherwise the Grantee's procurement policies and procedures

shall conform to those specified in paragraph 1U.3.a., b., and c. of
 
Chapter 1, AID Handbook 13.
 

10. PROCUREM"IT OF GOODS AND SER'.'CES OVER $250,000 

Use Standard Provision 16 of APP 4C, how,,ever, delete paragraph (k) in its
entirety and substitute the following therefor: 

(k) The Grantee's Procurement Sy,,sts: 

(1) The Grantee may use its o;n procurement policies and
procedures provided they conform to 
the geographic source and

nationality requirem.ents of this provision and paragraphs 1U.3.a., b.,
and c. of Chapter 1, AID Handbook 13.'
 

(2) £'f the Grantee's procurement Qoiicies and procedures

have been reviewed against the procure:l.nt req.uirements of paragraphs

iU.3.a., b., and c. and have been approved by .ID or another Federal
 
department aa.,cy,.r the Gr3ntee shall furnish the Grant 
Officer a
 
copy of such approval ; otherwise th(e 3,a tpocuresent policies
and procedures siall conform to -, -se soecifieo in paragraph IU.3.a., b., 
and c. of Chapter 1, AID Handbook 13. 

11. LOCAL COST FITNANCIN'G ',:ITH U.S. COLLARS 

Use Standard Provision 17 of APP 4C. 

12. G0V[R2N:1f7 'JP1SHED ECESS P.-RSO :AL PROPERTY 

Use Standard Provision 13 of APP 4C.
 

http:procure:l.nt
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13. TITLE TO AND USE OF PROPERTY (GRANTEE TITLE)
 

Use Standard Provision 19 of APP 4C.
 

14. TITLE TO AND CARE OF PROPERTY (U.S. GOVERNMENT TITLE)
 

Use Standard Provision 20 of APP 4C.' 

S.- TIILE TO AND CARE OF PROPERTY (COOPERATING COUNTRY TITLE) 

Use Standard Provision 21 of APP 4C. 

16. VOLUNJTARY PARTICIPATION
 

Use Standard Provision 24 of APP 4C. 

17. PROHIBITION ON A&ORTION - RELATED ACTIVITIES
 

Use Standard Provision 25 of APP 4C.
 

18. VOLUNTARY PARTICIPATION REQUIREMENTS FOR STERILIZATION PROGRAMS
 

Use Standard Provision 26 of APP 4C.
 

19. PL0LICATIONS
 

Use Standard Provisicn 27 of APP 4C.
 

20. PATENTS
 

Use Standard Provision 28 of APP 4C.
 

21. REGULATIONS GOVEPfIING E''PLOYEES OUTSIDE THE UNITED STATES 

Use Scandard Provision 29 of APP 4C. (This provision applies only to the 
Grantee's employees working outside their country of residence.) 

22. SU3ORDINATE AGREEIENTS
 

Use Standard Provision 30 of APP 4C.
 

23. PARTICIPANT TRAININ G
 

Use Standard Provision 34 of APP 4C.
 

24. HEALTH AND ACCIDENT COVERAGE FOR PARTICIPANT TRAINEES
 

Use Standard Provision 35 of APP 4C.
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C. The following clauses, while not required by law or regulatinn to beapplicable to grants and cooperative agreements with non-U.S. organizations,
siiould be included:
 

1. U.S. OFFICIALS NOT TO BENEFIT 

Use Standard Provision 37 of APP 4C.
 

2." COVENANT AGAINST CONTINGENT FEES
 

Use Standard 2rovision 38 of APP 4C.
 

3. MONLIABILI FY
 

Use Standaid Provision 39 of APP 4C.
 

4. AM4ENDMENT
 

Use Standard Provision 40 of APP 4C.
 

5. T E GRANT
 

Use Standard Provision 41 of APP 4C.
 

6. NOTICES
 

Use Standard Provision 42 of APP 4C.
 

0. The r3quirements for selecting Grantees and processing grants andcooperative agreerents %,,hichare set forth in Chaptcr 4, para .rahs 4F
through 4G for grants, and Chapter 6 for cooperative agreements are
applicable to grants, cooperative ag/'6ements, and subrants to non-U.S.,

nongovernmental irstitutions.
 

E. Deviations
 

(See paragraph IE,Chapter I of this Handbook)
 

i i i 



ANNEX M
 

GUIDELINES FOR TECHNICAL ASSISTANCE TEAM SCOPE OF WORK
 

In the process of design of this project, the Project

Paper Design Team prepared a detailed description of the kinds
 
of tasks which will likely face the Recipient, as well as

requirements for logisi-ical support and reporting, and specific

requirements in relaticai to the members of a hypothetical

implementation team. The description prepared by the design

team is included herein to illustrate the kind of
 
implementation tasks envisioned fcx 
the implementation team.
 

1. Tasks of the Recipient's Long Term In-Country Team
 

The major task of the Recipient's team will be to
 
cooperate with the United States Agency for 
International
 
Development (USAID/Kenya) in the design, implementation, and
 
evaluation of specific activities intended to initiate or

expand private sector (e.g. private-for-profit companies,

parastatals, private and voluntary organizations, women's and
 
professional groups) delivery of family planning services. 
 The
 
team will also have independent reporting and other document
 
preparation responsibilities to USAID/Kenva. The team will
 
have the overall responsibility for ensuring that all policies,

procedures and practices necessary 
for the effective expansion

of project-related family planning services delivery by the
 
private sector are in place and operational. Major

institutional capabilities which are to be developed include
 
establishment of:
 

a. a new training methodology for Ministry of Health 
approved family planning motivation and clinical 
training; 

b. a contraceptive supply and management system for 
the private sector, and 

c. a reporting system to enable the Government of 
Kenya to be informed regularly of private sector 
family planning activities. 

The team will develop discrete private sector family

planning service delivery subprojects with potential

subgrantees; request USAID approval for implementation;

negotiate subgrant awards with proposed subgrantees; and assist
 
the subyrantees in implementation, including necessary

arrangements for training, technical assistance, contraceptive

supply management, monitoring, reporting and evaluation. The
 
team will propose to USAID discrete operational research
 
activities to be undertaken in conjunction with the
 
subprojects, and, if approved by USAID, conduct such research
 
and report
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results. 
The team will have responsibility and funding for
limited off-shore and local equipment and supplies procurement,
distribution and monitoring. 
It is anticipated that the

following items will be procured: vehicles, clinical
equipment/supplies and office equipment/supplies. The team
will arrange and conduct national seminars/conferences to
disseminate findings and lessons learned in the activity, and
to increase participation by a wider number and variety of
private'sector organizations. 
Speciific responsibilities will

include; 
in cooperation with USAID/Kenya,:
 

-
 Identify, design, implement, monitor and report on
approximately 30-35 private sector organization

demonstration family planning service delivery

subprojects, each of about two-years duration.
 

- Assist subprojects by identifying needs for

recruiting and supervising appropriate technical
 
assistance.
 

-
 Make arrangements for motivational and clinical

training, assure compliance with Government of Kenya

family planning educational requirements, and assist

in securing GOK certification of graduateS.
 

- Assist subprojects to secure a wide range of

contraceptives through the Ministry of Health

contraceptive supply system, and to meet Ministry of
Health supply requirements, including documentation
 
and reporting. 
 In the event that it should be

determined that this 
system dces not work
satisfactorily, recommend to USAID alternative supply

arrangements acceptable to Government. 
 (Contraceptive

procurement will not "e undertaken without express

permission of USAID.)
 

.. Propose, design, implement and report on 4 or 
5
operational research activities which may impact on
quality of services delivered upon ecpansion of family
planning delivery by the private sector, and/or upon
more effective family planning practice.
 

-
 Conduct national level seminars/conferences

designed to exchange information, disseminate project
results, and stimulate increased family planning

service delivery by the private sector.
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- Identify and procure those commodities (equipment
 
and supplies), either locally or in the United States,
 
needed for operations and subproject implementation.
 

- Provide USAID with reports as described in
 
Paragraph 3 below, and such other project related
 
documentation as required.
 

2. Logistical support
 

USAID will not be responsible for providing logistical
 
support. Cost applications should include provision for
 
housing, utilities,, educational allowances, home leave, night

guard services, international travel, shipping or storage of
 
household effects, and other matters as appropriate for long
 
term technicians.
 

In all cases where applicable, allowable costs will be
 
determined according to USAID standard provisions.

Expatriate long term technicians will be allowed
 
initially to impot personal effects and orie privately
 
owned vehicle (or purchase of same in Kenya) duty free
 
if shipped within three months after arrival at post.
 

Office space in Nairobi, office equipment, furniture,
 
expendable supplies, and necessary subproject related.
 
non-contraceptive commodities will be funded under the

Agreement. Upon signing the Cooperative Agreement,
 
the Recipient will make arrangements to purchase and
 
ship from the U.S. necessary items not locally

available in Kenya. USAID intends to process waivers
 
for the purchase of two right hand drive project

vehicles for the Recipient. Procurement maintenance
 
and operation of these vehicles will be the
 
responsibility of the Recipient. It is anticipated by
 
agreement of USAID and the Government of Kenya Kenya,

that the following exemptions from duties, taxes and
 
similar charges will be afforded:.
 

A. Exempt from customs duty and sales tax, goods and
 
equipment imported or purchased prior to clearance
 
through customs for the purpose of the Project.
 

B. Exempt personnel of the Contractor (other than
 
citizens or residents of Kenya), who are in Kenya
 
solely for the purpose of executing the project, from
 
paying customs duty and sales tax on new or used
 
household and personal effects, including one motor
 



vehicle, imported or purchased prior to clearance
 
through custbms within the first three months of their

first arrival in Kenya, or for such further period as

the Treasury may approve in writing. Provided that in
 
all other respects the customs and sales tax laws and
 
regulations for the time being in effect shall remain
 
applicable. Provided further that in the event of
such goods being sold or disposed in Kenya other than
 
to a person or organization similarily privileged,
 
customs duty and sales tax shall them be payable

thereon in accordance with the appropriate rates.
 

C. Exempt from all direct tax and national social
 
sepurity contributions on income or any other
 
emoluments received, the personnel of the Cooperative

Agreement (other than citizens or 
residents of Kenya)

who are in Kenya solely for the purpose of executing

the project on behalf of USAID.
 

Terms of-employment for Kenyan nationals
 
will be consistant with the laws of Kenya
 
and commercial practices in Kenya.
 

3. Reporting
 

It is anticipated that the Recipient's team will work*
 
in close cooperation with USAID's Project Officer
 

The Recipient will provide semi-annually, five copies

of written reports to the USAID Mission, Kenya. Such reports

will be presented in a format agreed upon in the 
course of the

development of the Recipient's work program. 
A final

comprehensive report will be delivered in two copies 
to USAID
 
at least two weeks prior to 
the team's departure from Kenya
 

4. Projected Team Commosition
 

The preliminary project design envisions the need for

three long term technicians, a secretary, two driver­
messengers, and approximately twelve person months of

short-term consultants. A summazy of the design team's
 
discussion of requirements for an implementation team is
 
included below.
 

The long-term technicians are:
 
Senior Family Planning Management Specialist


* Evaluation/Research Specialist,

* Administration and Procurement Specialist.
 



It is considered preferable that at least the

Evaluation/Research Specialist be Kenyan. 
Qualifications and
 
experience required, working relationships and specific duties
 
of each individual team member are set forth below.
 

1. 	Senior Family Planning Management Specialist
 
(Anticipated four-year assignment in Kenya)
 

a. 	Qualifications
 

The incumbent will possess an MPH in health
 
or family planning administration, MBA, or
 
equivalent degree, with substantial field
 
experience in an international setting. The
 
incumbent should have a broad understanding

of health system organization, programming,

planning, management, and family planning or
 
primary health care delivery systems. Must
 
be willing to travel extensively and
 
frequently throughout Kenya.
 

b. Experience Recuirements
 

The incumbent should have a minimum of ten
 
years experience beyond the completion of
 
*formal study, of which at least five years

is successful experience working in
 
developing countries, preferably in Africa,
 
in a responsible position related to family

planning, health care, or development
 
management. Experience with
 
private-for-profit companies is desirable.
 
The incumbent must have demonstrated
 
leadership capabilities through the
 
management of field activities in the health
 
or family planning areas. He or she must
 
also have demonstrated the ability to be
 
sensitive to political constraints within a
 
developing country context. 
 The person must
 
be experienced in working with host country

and 	other private sector (ificluding
 
business) personnel, and government agencies

and in working cooperatively with technical
 
assistance personnel from outside and within
 
host country agencies. Knowledge of and
 
experience with AID regulations would be an
 
asset.
 



c. Duties and Responsibilities 

Duties and responsibilities of the Senior 
Family Planning- Management Specialist 
include the following: 

~l) Serve as team leader with responsibility for. 
the overall direction and coordination of 
Project activities. 

:2) Work cooperatively wicn ubAiu in the 
technical design and implementation of 
project components. 

:3) Assume major responsibility for the 
oversight of project documentation and 
reports, operational research planning and 
USAID project-related documents. 

(4) Work with the Evaluation/Research 
Specialist, the Administration and 
Procuremenit Specialist, and USAID in the 
deve!opment of a work program for the 
project as well as assisting in final 
drafting and review of individual work 
programs and consultants' scopes af work. 

(51) Serve as the principal representative of the 
Recipient and work with the Administration 
and Procurement Specialist in administering
the procurement, deployment, and utilization 
of all commodities acquired-for purposes of 
implementing the project and maintaining
records of funds expended. 

(6)i Assist in coordinating project activities 
with other USAID-funded projects in Kenya as 
appropriate. 

(7) Work with the other two members of the team 
in the identification, development, securing 
of USAID approval, implementing, monitoring,
evaluating and reporting on subprojects, 
including training and commodity supply 
related thereto. 
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(8) 	 Work with the Evaluation/Research and
 
Administration and Procurement Specialists

in arranging to provide all motivational and
 
clinical training related to the project.

This includes securing MOH approval,

monitoring and securing evaluation of
 
training.
 

In cQllaboration with the Administration and
 
Procurement Specialist, keep USAID apprised

of the adequacy of the contraceptive supply
 
system, and, if deficient, make
 
recommendation to USAID for improvement or

for an acceptable alternative system(s).
 

(10) 	 Work with USAID in suggesting to the
 
Government of Kenya improvements in
 
organizational relationships or procedures

which will improve the coordination of the
 
Government of Kenya with private sector
 
family planning service providers.
 

(11) 	 Coordinate with USAID to ensure that 
a
 
reporting system is in place whereby the
 
Government of Kenya is fully informed of
 
project-related utilization of 
family

planning services.
 

(12) 	 Work with the Evaluation/Research Specialist

and expert consultants in developing data
 
gathering instruments and in applying

techniques that produce information required

for administration, planning, arid evaluation
 
of various subproject activities.
 

(13) 	 Gain approval from USAID for the conduct of
 
4 or 5 operational research activities and
 
in conjunction with the Evaluation/Research
 
Specialist, arrange for implementation,

monitoring, evaluation, and reporting on
 
results.
 

(14) 	 In cooperation with USAID, arrange and
 
develop mechanism for dissemination of
 
project results.
 



(15) Provide technical assistance in management
 
to various subproject demonstration
 
activities.
 

(16) Assure thAt he/she, or at least one of the
 
other team members has working familiarity
 
with a micro-computer.
 

2. 	Evaluation/Research Specialist
 
(anticipated four-year assignment in Kenya)
 

a. 	 Qualifications
 

The incumbent will possess a Master's level
 
or higher degree in the social or biological
 
sciences, with successful experience in
 
research and evaluation of field activities,

preferably in the health or family planning
 
areas. The incumbent should have a
 
substantial understanding of family planning

service delivery, the training of
 
paraprofessional health manpower, and
 
methodologies for evaluating delivery
 
systems. He/she must be willing to travel
 
extensively and frequently throughout
 
Kenya. Preferably the incumbent will have
 
an understanding of Kenyan local cultures
 
and 	proficiency in one or more local
 
languages.
 

b. Experience Requirements
 

The 	incumbent should have a minimum of eight
 
years' experience beyond the completion of
 
education study. The position requires at
 
least four years' experience working in
 
developmental activities, preferably

health-family planning related in Africa,
 
preferably in Kenya. Experience should
 
include major responsibility for operational
 
research and evaluation in the social or
 
biological sciences. A full understanding
 
of the Kenyan health and family planning
 
educational system is required and the
 
incumbent should be aware of and understand
 
educational and training methodologies
 
involved in the preparation of
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health-related Kenyan paraprofessionals
 
(e.g. enrolled community nurses, clinical
 
officers). He/she should be able to design,

implement, and report on operational

research activities and an internal project

evaluation plan.
 

c. 	 Duties and Responsibilities
 

Duties and responsibilities of the
 
Evaluation/Research Specialist include:
 

(1) 
 Assist the Senior Family Planning Management
 
Specialist in the preparation of project

documentation, reports, and and special
 
analytical studies.
 

(2) 	 Work with the Senior Family Planning
 
Management Specialist and the Administration
 
and Procurement Specialist in the
 
development of an overall work program for
 
the project and draft scopes of work for
 
technical consultants.
 

(3) 	 In collaboration with USAID and the other
 
team members, design, arrange implemen­
tation, monitor, and report on results of
 
evaluation procedures for project and
 
subproject activities. Prepare scopes of
 
work for any technical assistance required.
 

(4) 	 Work with the Senior Family Planning

Management Specialist and consultants in the
 
design, implementation, evaluation and
 
reporting of operations research activities
 
related to project activities.
 

(5) 	 Provide technical assistance in evaluation,
 
operational research and training to various
 
subproject demonstration activities.
 

(6) 	 In cooperation with the Senior Family

Planning Managemen-t Specialist, develop
 
mechanisms for reporting and disseminating

results of project activities, including

evaluation and research findings in order to
 
exchange information and to further
 
stimulate 	the private sector to provide
 
family planning services.
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(7) 	 Maintain active liaison with universities,
 
governmental agencies, private sector
 
entities, private and voluntary
 
organizations and others involved in
 
operational research and family plarning
 
related training, for purposes of
 
information exchange, coordination and
 
possible cooperation.
 

(8}) 	 Assist the Senior Family Planning Management
 
in the identification, development,
 
implementation, monitoring, evaluation and
 
reporting on subprojects funded by the
 
Cooperative Agreement.
 

3. 	 Administration and Procurement Specialist
 
(anticipated four-year assignment in Kenya)
 

a. 	 Qualifications and Excperience Requirements
 

No specific academic level is specified for
 
the incumbent; rather, a documented
 
successful work experience involving office
 
and field administration, with procurement
 
experience is the key requirement.
 
Experience in the private sector is
 
desirable. Ideally this would include at
 
least two years successful experience in
 
developing countries and familiarity with
 
U.S. Government regulations. He/she would
 
be required to travel frequently throughout
 
Kenya.
 

b. 	 Duties and Responsibilities
 

The incumbent will participate in the
 
development of individual work plans and
 
subproject activities. in addition to
 
having primary responsibility for all
 
project matters related to procurement, he
 
will provide day to day administration and
 
supervision of the team's office. Duties
 
and responsibilities of the Administration
 
and Procurement Specialist include:
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(1) 	 Establishing, with USAID, clear guidelines
 
on procurement of office and other
 
project-related equipment and supplies from
 
U.S. and Kenyan source and origin (unless

otherwise agreed to in writing by USAID);

initiate procurement; monitor pipelines,

delivery and end-use; and, establish and

maintain a record and reporting system for
 
project-related commodities.
 

(2) 
 Closely monitor the adequacy of the
 
Government of Kenya contraceptive supply and
 
management system as it relates to timely

contraceptive supply.
 

(3) 	 Work cooperatively iith the Senior Family

Planning Management Specialist and
 
Evaluation/Research Specialist in the
 
identification, design, implementation,
 
evaluation and reporting of demonstration
 
subproject activities.
 

(4) 	 In collaboration with the 
team leader,
 
establish and implement office
 
administrative procedures which permit
 
maximum team efficiency.
 

(5) 
 Provide day to day management and
 
supervision of the office, including

scheduling of transport for 
team members and
 
consultants, making conference arrangements,

assuring that reporting requirements are
 
met, and maintaining management and fiscal
 
records.
 

(6) 
 Provide technical assistance in
 
administration and medical logistics 
to the
 
various subprojects.
 

(7) 	 Work with the Research/Evaluation Specialist

in identifying procedures and protocols

required to evaluate the subprojects.
 



Annex N
 

5C(1) - 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.
 

GENERAL CRITERIA FOR COUNTRY
 
ELIGIBILITY
 

The responses ccntained in the
 
Structural Adjustment Program
 
Grant (615-0213) Program
 
Assistance Approval Document
 
approved on June 24, 1983,
 
remain valid.
 

5C(2) PROJECT CHECKLIST 

' 
Listed below are statutory crit2ria 
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.1. applies to all projects funded
 
°dith Development Assistance Funds,
 

B.2. applies to projects funded with
 
Development Assistance loans, and
 
B.3. applies to projects funded from
 
ESF.
 

CROSS REFERENCES: IS COUNTRY
 
CHECKLIST UP
 
TO DATE? HAS
 
STANDARD ITEM
 
CHECKLIST BEEN 
REVIEWED FOR
 
THIS PROJECT?
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A. GENERAL CRITERIA FOR PROJECT 

1. FY 1982 Appropriation Act 
Sec. 523; FAA Sec. 634A, 
Sec. 653(b) ; Second CR FY 
See. ll(b)(1). 

83, 

(a) Describe how authorizing, 
and appropriations committees 
of Senate and House have been 
or will be notified concerning 
the project; 
(b) is assistance within 
(Operational Year Budget) 
courtry or international 
organization allocation 

a) 2n.s project was included ir,
the FY 84 Congressional Pres 
tation pages 171-172 , 
A Congressional Notificatior 
was sent to Congress on .- t 
15-day waiting period expire 
on -­ without Congressional 
objection 

reported 
not more 

co Congress (or 
than tl million) b) Yes 

over that amount)? 
(c) If the proposed 
assistance is a new country
program or will exceed or cause 
the total assistance level for 
the country zo exceed 
assistance amounts provided 
to such country in FY 82, has 
a notiflcation been provided 
to Congzess?
(d) If the proposed assistance 
is from the t85 million in ESF 
funds transferred to AID under 
the Second CR for FY 83 for
"economic development 
assistance projects", has the 
notification required by
Sec. 101(b)(1) of the Second 
CR for FY 83 been made? 

c) 

d) 

FT 83 assistance is above 
FY 1982 leveli. Congress
has been notified as stated 
above. 

N/A 

2. FAA Sec. 611(a)(1). Prior 
to obligacion in excess of 
$i00,O0, will there be
(a) engineering, financial 
or other plans necessary to 
carry out the assistance and 
(b) a reasonjbl, fiirm 
estimate of the cost to the 
U.S. of the assistance? 

N/A 

N/A 
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3. FAA Sec. 611(a)(2). If further 
legislative action is required 
within recipient country, what 
is basis for reasonable N/A 
expectation that such action 
will be completed in time to 
permit orderly accomplishment 
of purpose of the assistance? 

4. FAA Sec. 611(b); FY 1982 
Appropriation Act Sec. 501. 
If for water or water-related 
land resource construction, 
has project met the N/A 
standards and criteria as set 
forth in the Principles and 
Standards for Planning Water 
and Related Land Resources, 
dated October 25, 1973? 

5. FAA Sec. 611(e). If project is 
capital assistance (e.g., 
construction), and all U.S. 
assistance for it will exceed N/A 
$1 million, haE Mission Director 
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? N/A 
If so, why is project 
not so executed? Information 
and conclusion whether 
assistance will encourage 
regional development 
programs. 
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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, aid credit 
unions, and savings and loan 
associations; (d) discourage
monopolistic practices; (e) improve 
technical efficiency of i-dustry, 
agriculture .and commerce; and
 
(f) strengthen free labor unions. 

8. 	 FAA Sec. 601(b). Information and 

conclusions on how project will 

encourage U.S. private trade and 

encourage private U.S. participation 

in foreign assistance programs 

(including use of private trade 

channels and the services of 

U.S. 	p 'ivate enterprise).
 

9. 	 FAA Sec. 612(b) , 636(h); 
FY 1982 A-prooriation
 
Act Sec. 507. Describe steps 

taken to assure that, to the 

maximum extent possible, the 

country is contributing local 

currencies to meet the cost of 

contractual and othe services, 
and foreign currencies owned 

by the U.S. are utilized in 

lieu of dollars. 


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

11. 	 FAA Sec. 6 0 1(e). Will the 
project utilize competitive 
selection procedures for the 
awarding of contracts, except
 
where applicable
 
procurement rules
 
allow otherwise?
 

This 	project is
 
specifically designed to
 
foster private initiative
 
iu the provision of family
 
planning and related health
 
services. Such initiatives 
may include those undertake-n 
by cooperatives. 

Grant-funded technical and
 
management assistance will
 
driw 	on U.S. private sector
 
enterprise, and to a limited
 
extent commodities related
 
to family planning and
 
health service delivery.
 

Private institutions
 
participating in subpr,,jecc
 
activities will contribute
 
17% ($1000) of total project
 
costs. The GOK will
 
contribute 8% ($500). There
 
are no US owned foreign
 
currencies available 
for
 
Lhis project.
 

NO 

Yes 
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12. 	 FY 1982 Appropriation
 
Act Sec. 521. 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) and (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?
 

14. 	 FAA 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. 	 FAA Sec. 128; Second CR FY 83,
 
Sec. lOl(b)(2). Has an 

attempt been made to finance 

productive facilities, goods, 

and services which will 

expeditiously and directly 

benefit those living in
 
absolute poverty under
 
the standards adopted by
 
the World Bank? 

N/A
 

This 	activity meets the
 
criteria for Categorical
 
Exclusion in accordance
 
with Section 216.2 of
 
Agency's procedures as
 
approved by Africa Bureau
 
Environmental Officer.
 

N/A
 

Yes, through support of
 
subproject activities which
 
provide family planning and
 
related services to the
 
poor.
 

i9 
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B. FUNDING CRITERIA FOR PROJECT
 
1. Development Assistance
 
Project Criteria
 

a. FAA Sec. 102(b), 111,

113, 281(a). Extent to 
 a) This project is directed
which activity will (a) 
 Wtowards encouraging and

effectively involve 
the assisting Kenya families
 poor in development, by 
 and individuals to space

extending access to 
 births and limit family

economy at local level, 
 size in accordance with

in.creasing labor-intensive 
 their own wishes and

productiru and the 
use 
of socio-economic needs
appropriate technology, 
 using available, appropriate

spreading investment out 
 contraceptive methods.
 
from cities to small towns
 
and rural areas, and 
 b) This project will include

insuring wide participation 
 provision of technical
of the poor in the benefits 
 assistance in management and
of development on a sustained 
 related areas to private
basis, using the appropriate institutions to improve

U.S. institutions; (b) help 
 their capacity for family
develop cooperatives, 
 planning service delivery.

especially by technical
 
assistance, to assist rural 
 c) Institutional and community

and urban poor to help 
 self-iniciated activities
 
themselves toward better 
life, supported by the project

and otherwise encourage 
 will serve to increase

democratic private and 
 involvement of individuals
 
local governmental 
 families, organizations and
institutions; (c) support 
 enterprises in improving

the self-help efforts of 
 their well being.

developing countries; (d) promote

the participation of women in the d) The prime 
beneficiaries of
national economies of developing the project are women; they

countries and the improvement 
 will also constitute most of
 
of women's status; and (e) utilize the service delivery
and encourage regional cooperation personnel.
by developing countries? 
 e) N/A
 

b. FAA Sec. 103, 103A, 104, 105,

106. Does the project fit the 
 Section 104: this is a

criteria for 
the type of funds population/family

(functional account) being 
used? planning activity
 

c. FAA Sec. 107. Is emphasis 
on Yes, the use of grants and
use of appropriate technology 
 technical assistance to

(relatively smaller, cost-saving, 
 private and voluntary

labor-using technologies that 
 institutions which enables
 are generally most appropriate 
 the "piggy backing" family
for the 
small farms, small planning service delivery

businesses, and small 
incomes 
 is a highly efficient means

of the poor)? 
 of promoting nationwide
 

coverage.
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d. FAA Sec. 110(a). Will the
 
recipient country provide at Yes, the Government of Kenya
 
least 25% of the costs of the will contribute 8%
 
program, project, or activity (b500,000) and private
 
with respect to which the participating institutions
 
assistance is to be furnished will contribute 17%
 
(or is the latter cost-sharing ($1000,000).
 
requirement being waived for a
 
"relatively least developed"
 
country)?
 

e. FAA Sec. 110(b). Will grant
 
capital assistance Le disbursed
 
for project over more than
 
3 years? If so, has N/A
 
Justification satisfactory to
 
Congress been made, and efforts
 
for other financing, or is the
 
recipient country "relatively
 
least developed"?
 

f. FAA Sec. 122(b). Does Yes, especially as it
 
the activity give reasonable improves the capacity of
 
promise of contributing to private and voluntary
 
the development of economic organizations to provide
 
resources, or to the increase family planning and related
 
of productive capacities and health services on a self­
self-sustaining economic sustaining basis.
 
growth?
 

g. FAA Sec. 281(b).
 
Describe extent to which The project is designed to
 
program recognizes the generate participation by
 
particular needs, desires, supporting activities which
 
and capacities of the will promote and enable
 
people of the country; voluntary adoption of
 
utilizes the country's family planning practices.
 
intellectual resources to Training of service delivery
 
encourage institutional personnel is a component
 
development; and of the project, as is
 
supports civil involvement with development
 
education and training of institutions including
 
in skills required the National Council on
 
for effective Population and Development.
 
participation in
 
government processes
 
essential to self­
government.
 

C"" J.
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2.Development Assistance Project
 
Criteria (Loans only)
 

a. FAA Sec. 122(b). 
Information and conclusion /A 
on capacity of the country 
to repay the loan, at a
 
reasonable rate of interest.
 

b. FAA Sec. 620(d). If
 
assistance is for any
 
productive e.nterprise which
 
will compete with U.S.
 
enterprises, is there an
 
agreement by the recipient N/A
 
country to prevent export
 
to the U.S. of more than
 
20Z of the enterprise's
 
annual production during
 
the life of the loan?
 

c. ISDCA of 1981, Sec. 724
 
(c) and (d). If for
 
Nicaragua, does the loan
 
agreement require that N/A
 
the funds be used to the
 
maximum extent possible
 
for the privae sector?
 
Does the project provide
 
for monitoring under FAA
 
Sec. 62 4 (g)?
 

d.Second CR FY 83, Sec. 134.
 
If the recipient country has
 
an annual per capita gross
 
national product greater than
 
$795 but less than tl,285, N/A 
will the loan be repayable
 
within 25 years following the
 
date on which funds ar 
Initially made availab_..? If 
it has an annual per capita
 
GNP greater than or equal to
 
tl,285, within 20 years?
 



I 
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3. Economic Support Fund
 
Project Criteria
 

a. FAA Sec. 531(a). Will
 
this assistance promote
 
economic or political 

stability? To the
 

extent possible, does
 
it reflect the policy
 
directions of FAA Section
 
102?
 

b. FAA Sec. 531(c). Will
 
assistance under this chapter 

be used for military, or
 
paramilitary activities?
 

c. FAA Sec. 534. Will ESF
 
funds be used to finance 

the construction of the
 
operation or maintenance of,
 
or the supplying of fuel for,
 
a nuclear facility? If so,
 
has the Pres4dent certified
 
that such use of funds is
 
indispensable to non­
proliferation objectives?
 

d. FAA Sec. 609. If
 
commodities are to be
 
granted so that sale
 
proceeds will accrue to
 
the recipient country,
 
have Special Account
 
(counterpart)
 
arrangements been made?
 

e. Second CR FY 83, Sec.
 
101(b)(1). If ESF funds to
 
be utilized are part of the
 
$85 million transferred to
 
AID under the Second CR for 

FY 83 for "economic development
 
assistance projects", will such
 
funds be used for such projects
 
and not for non-development
 
activities including balance of
 
payments support, commodity
 
imports, sector loans, and
 
program loans?
 

N/A
 

N/
 

N/A
 



5C(C) - 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, (B) Construction,
 
and (C) Other Restrictions.
 

A. Procurement
 

1. 	FAA Sec. 602. Are there
 
arrangements to permit
 
U.S. small business to
 
participate equitably in
 
the furnishing of
 
commodities and services
 
financed?
 

2. 	 FAA Sec. 604(a). Will all
 
commodity procurement
 
financed be from che
 
United States except as
 
otherwise determined
 
by the President or under
 
delegation from him?
 

3. 	 FAA Sec. 604(d). If the
 
cooperating country
 
discriminates against Kenya does not discriminat
 
marine insurance companies against U.S. marine
 
autborized to do business companies.
 
in the U.S., will commodities
 
be insured in the United Stat
 
against marine risk with such 
a company?
 

4, 	 FAA Sec. 604 (e); ISDCA of
 
1980 Sec. 705(a). If
 
offshore procurement of
 
agricultural commodity or
 



product is to be
 
financed, is there
 
provision against such
 
procurement when the 

domestic price of such
 
commodity is less than
 
parity? (Exception whEre
 
commodity financed could
 
not reasonably be
 
procured in U.S.)
 

5. 	 FAA Sec. 604(g). Will 
construction or 
engineering services be 
procured from firms of
 
countries otherwise 

eligible under Code 941,
 
but which have attained a
 
competitive capability in
 
international markets Jn
 
one or these areas?
 

6. 	 FAA Sec. 603. Is the
 
shipping exciuded from
 

compliancecwith
 
requirement in section
 
901(b) of the Merchant
 
Marine Act of 1936, as
 

amended, that ac least 50
 
per centum of the gross 

tonnage of commodities
 
(computed separately for
 
dry bulk carriers, dry
 
cargo liners, and
 
tankers) financed shall
 
be transported on
 
privately owned U.S. flag
 
commercial vessels to the
 
extent that such vessels
 
are available at fair and
 
reasonable rates?
 

7. 	 FAA Sec. 621. If
 
technical assistance is
 
financed, will such
 
assistance be furnished
 

by private enterprise on 

a contract basis to the
 

N-11 

N/A
 

NO 

N/A'
 

Yes
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fullest extent
 
practicable? If the
 
facilities 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? 

8. 	 International Air
 
Transport. Fair
 
Competitive Practices
 
Act, 1974. If air
 
transportation of persons
 
or property is financed
 
on grant basis, will U. S. 
 Yes
 
carriers be used to the
 
extent such service is
 
available?
 

9. 	 FY 1982 Appropriation Act
 
Sec. 504. 7f the U.S.
 
Government is a party to
 
a contracc for
 
procurement, does the 
 yes
 
contract contain a
 
provision authorizing
 
termination of such
 
contract for the
 
convenience of the United
 
States?
 

B. Construction 

1. 	 FAA Sec. 601(d). If capital (e.g.,
 
construction) project, will U.S. 
 N/A 
engineering and professional services
 
to be used?
 

2. 	 FAA Sec. 611(c). If
 
contracts for
 
construction are to be
 
financed, will they be 
 N/A 
let on a competitive
 
basis to maximum extent
 
practic.bIcle?
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3. FAA Sec. 620(k). If for 
construction of 
productive enterprise, 
will aggregate value of 
assistance to be 
furnished by the U.S. not 
exceed $1O0 million 
(except for productive 
enterprises in Egypt that 
were described in the CP)? 

N/A 

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? 

N/A 

2. FAA Sec. 301(d). If fund 
is established solely by 
U.S. contributions and 
administered by an 
international 

N/A 

organIzation, does 
Comptroller General 
audit rights? 

have 

3. FAA Sec. 620(b). Do 
arrangements exist to 
insure that United States 
foreign aid is not used 
in a manner which, 
contrary to tha best 
interests of the United 
States, promotes or 
assists the foreign aid 
projects or activities of 

Yes 

the co1mmunist-bloc 
countries? 

4. Will arrangements preclude 
use of financing: 
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a. FAA Sec. 104(f); FY 
1982 Appropriation Act 
Sec. 525: (1) To pay )or 
performance of abortions 
as a method of family 
planning or to motivate 
or coerce persons to 
practive abortions; (2) 
to pay for performance of 
involuntary sterilization 
as method of family Yes 
planning, 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? 

b. FAA Sec. 620(g). To 
compensate owners for Yes 
expropriated nationalized 
property? 

c. FAA Sec. 660. To
 
provide training or 
advice or provide any
 
financial support for yes
 
police, prisons, or other
 
law enforcement forces,
 
except for narcotics
 
program.?
 

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

e. FAA Sec. 636(i). For 
purchase, sale, long-term 
lease, exchange or 
guaranty of the sale of yes 
motor vehicles 
manufactured outside 
U.S., unless a waiver is 
obtained? 
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f. FY 1982 Appropriation 
Act, Sec. 503. To pay 
pensions, annuities, 
retirement pay, or leg 

adjusted service 
compensation for military 
personnel? 

g. FY 1982 Appropriation 
Act, Sec. 505. To pay 
U.N. assessments, 
arrearages for dues? 

h. FY 1982 Appropriation 
Act, Sec. 506. To carry 
out provisions of FAA 
section 209(d) (Transfer Yes 

of FAA funds to 
multilateral 
organizations for 
lending)? 

i. FY 1982 Appropriation 
Act, Sec. 510. To 

finance the export of 
nuclear equipment, fuel, Yen 

or technology or to train 
foreign nationals in 
nuclear fields? 

J. FY 1982 Appropriation 
Act, Sec. 511. Will 
assistance be provided 
for the purpose of aiding 

the efforts of the Yen 

government of such 
country to represss the 
legitimate rights of the 
population of such 
country contrary to the 
Universal Declaration of 
Human Rights? 

k. FY 1982 Appropriation 
Act, Sec. 515. To be 
used for publicity or 
propaganda purposes yes 

within U.S. not 
authorized by Congress? 
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INITIAL ENVT,,ZC,.'TEWl-'AL EA.INATTONI
 

CATEGOnICAL EXCLUSION
 

Project Co'jntr-ryKny 

Projoct Title and Nuinb#r - Private Sector Fam ily Planning 

Fundini: FY (a) 'S3 4.5 milliou 

I-E/ICZr, arei : Satish Shah 

Environmental Action Recomended: 

.aetti.va Deteraiaation_ 
Rti at±7e D"Jerat c=aiou _ _ _ 

OI
 

.Categarical Exclusion 

This ar1-iyly mef±ts the criteria for Categorical Exclusion in 
accordanc- Zac ton 216.2 and is excluded from further
revleu b-:c "u . 

Accord):g -o Sact-on 216.2 of Agency's procedures 
stated in 2CT. Ji.rt 216, a Initial Eavironental Emaminaziou, 
Znvir.MrL, .t ! z&z u-n=et and Environmental Impact Sta:n~nt arc 
not :cctiLar,fd for prJgrams invollug autririon, h,!h caze or 
popuiz..an and. E,1i17 p1_-nag servicesu if cbey dc not include 
act.i.vj-it; di'rcu-ny the envi-onment (such as 
construceIon o' faci!ities, water supply sY5s.e~s, waste water 
trea,.::end, etc.). The A1D Grant does not include a=y 
activitle4 which could direct'Ly affect Ehe ezviron=enz. 

Action n t. v: ________.....__________ Date: 
(tlisaioa Director) 

Concurrence: *EOrCES . THOMPSOnt 

(Bureau Environmental Oz:ice 0 .// 

APPROVED ~ ' .v 
DISAPPROVED 

j~ ~ ~.. ~JAt'l S DATE JA2 2 o i -,3 

Clearnne'ze: GC/AP'ZDat 
, j
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SOURCE/ORIGIN WAIVER
 

WAIVER NO: KEN-W-83-005
 
WAIVER EFFECTIVE DATE:
 

ACTION MEMORANDUM TO THE DIRECTOR, USAID/KENYA
 

From: 
 Edward Greeley, Acting Chief, Projects Division
 

Subject: 
 Private Sector Family Planning - 615-0223
 

Date: June 20, 1983
 

PROBLEM: A procurement source and origin waiver from
Geographic Code 000 
(U.S. only) to Geographic Code 935 (Special
Free World) and a waiver of section 636(i) of the Foreign
Assistance Act of 1961, as amended are requested to finance the
purchase of four right hand drive vehicles for project use.
 

Cooperating Country - -Kenya 

Authorizing Jocument - Cooperative Agreement 

Project - Private Sector Family 

Planning (615-0223) 
Nature of Funding - Grant 

Description of Commodity 4 right hand drive 
vehicles mini-vans 
or equivalent 

Approximate Value $47,000 

Probable Origin United Kingdom, Germany, 
Japan or Kenya 

Probable Source United Kingdom, Germany 
or Kenya 

DISCUSSION 

Section 636 
(i) of the Foreign Assistance Act of 1961, 
as
amended, prohibits AID from financing motor vehicles unless
such vehicles .are :!anufactured in the United States. 
 Section
636 (i) does provide, however., that "... 
 where special
circumstances exist, 
the President is authorized to waive the
provisions of this section in justification.
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AID is funding a Recipient under a Cooperative Agreement which
will implement the proposed project through 
a Technical
Assistance Team. 
The Team of three specialists will be
responsibla for 
identifying, developing, implementing and
evaluating an 
estimated 35 disczete subprojects countrywide.
Examples of 
the types of projects to be f-nded, in Eastern,
Central and Western Kenya are included in the Project Paper.
Additionally, the Team will implement five operational research
activities and will conduct several workshops around the
country. 
Efficient and effective implementation of project
activities will require constant travel by the Technical
Assistance Team, and also of the institutions which take
responsibility for 
supporting subproject activities in a number
of different organizations associated with them. 
For example,
the Protestant Church Medical Association will fund and support
ten different member institutions. 
 The Lake Basin Regional
Development Authority will operate family planning service
delivery in several districts in Western Kenya.
 

A number of the participating institutions are located in areas
remote from Nairobi and removed from a capability tc. maintain
and repair vehicles. 
Timely efficent travel 
is the essence of
this project of subprojects.
 

Handbook 1 Supplement B Chapter 5 section 5, B, 4a(.2) 
provides
that when a commodity is 
not available from countries in theauthorized Geographic Code, a source/origin waiver may be
granted. 
Four right hand drive mini-vans required specifically
for the project and which can be maintained in Kenya are
available from the U.S. or 
not
 

Code 941 countries.
 

Delegation of Authority No. 140 (Revised) provides Mission
Directors the Authority to waive and grant special exemptions
in accordance with Chapter 5 Supplement B of Handbook 1, of
source, origin or 
nationality requirements up to $50,000 for
the purchase of vehicles.
 

REC CMMENDAT I ON 

For the 'oc'ereasons, it is recommended that you:
 

., 
 Approve a vehicle procurement source/origin waiver from AID
Geographic Code 000 to Code 935;
 

2) Conclude :hat scecial circumstances exist which justify
waiver of the provisions of Section 636(i) of 
a
 

the Foreign

Assistance Act 
as anended;
 

l9$
 



3) 
Certify that exclusion of procurement from Free World
Countries other than the Cooperating Country and countries
included in Code 941 would seriously impede the attainment of
U.S. foreign policy objectives and the objectives of the
 
foreign assistance program.
 

Approved:
 

Disapproved:_______
 

Date:-­

Drafted:PRJ:NGreeley:am:6/17/83 't<
 
Clearance: 
 H P:REritanak_ 
 _ 
 _ 
 _
 

PRJ:SPShah (draft)

RFMC : LMartin ,____. _
REDSO/RLA:EDragon 
%*
 
REDSO/RSA:DCowles__
 


