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Revised 3udcss*

ARTICLE VI ~ Financial Plan:

Grand
Total

$1,057,979 $1,248,824

$1,277,157

*The Financial

Regional Contracting Office and John Snow Inc.

Plan was developed in discussions tetween the
the intended

Recipient of. the Cooperative Agreement.

The following budget outline ‘represeats tne £financi:l slan for
managerent ©I costs applicable to the efisr: covared hereunder,
Standard Provision No. 6 "Revision of Financial Dlazns™ shall gavern
with respact to any changes which may ze raguired during the pzriod
of this Agreement.
Yr 1. Yr 2 Yr 3 Yr 4 Total

Salaries including .

Fringe Benefits ~

21% $140,274 $153,835 $168,720 $155,059 £547,322
Consultants 15,972 +17,569 19,326 21, 259 74,126
Travel & | .
Transp. 41,846 15,779 23,740 56,272 139,637
' Allowances 32,116 34,042 . 36,996 40,245 = 143,399
Other Direct

Cost ' 29,411 58,852 44,537 €4, 271 197,071
Subprojects 300,000 600,000 6C0.C00 387,983 1,887,983
Eguip, Mat'l,

Supniies 201,900 36,260 40,65% £2,722 324,238
Subagreement

(iraining) 209,135 235,729 235,518 -0~ 680,382
Cverhead (70% .

of US salaries) 87,325 96,058 105,664 116,229 205,276

$915,040 $4,500,000



PRIVATE SECTOR FAMILY PLANNING

SUMMARY

Kenya is experiencing one of the highest
population growth rates in the world. The goal of this
project is to help slow Kenya's high growth rate by increasing
the institutional capacity of private sector organizations to
carry out sustainable programs for the delivery of family
planning and related Maternal and Child Health (MCH)
services. Private, in this context, is broadly defined as
non-governmental and refers to institutions and facilities
whose operations are not wholly financed by Central Government
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
potential users be to use public health facilitles.

This project will increase the range of options
available to potential female and male users of natural and
other family planning sarvices. Under this project family
planning service delivery will be added to or improved in
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
paying basis (such as those provided by county councils) and
national private and voluntary organizations whose suppnrt 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
been demonstrated on a national basis, and that 30,000 clients
will be using family planning services provided by
project-supported organizations. o

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
autonomous institutions with the intenticn that family
planning service delivery will continue following the project
without external donor support. Monitoring, evaluation,
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gselected operations research activities and national saminars
will be funded to assess and disseminate lessons learned.
Thus, under this project family Planning service delivery on a
sustained basis will have beeun achieved using exlsting
institutions and the potential for replication of such
activities will have been established.

The six million dollar project (AID
coantribution, 84.5 million and Government of Kenya and
Participating institutions' contribution, $1.5 milliovn) will
Support a series of subprojects to be iderntified and developed
by an implementation agent (Recipient) in cooperation with
Government. The Recipient will be funded under a Cooperative
Agreement. Trainiang of service delivery staff, monitoring,
evaluation and operations research, and commodities will be
Provided. Subprojects will be developed by the Recipient
based on the criteria established by the Government in
consultation with USAID, as might be subsequently modifiad
following recommendations by the Recipient, and with the
approval by a Technical Advisory Commitree of the National
Council on Population and Development (NCPD). The Govarnment
will monitor the project progress and findings on a raegular,
systematic basis, through the Government's machinery at
various levels.
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i 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
basiec constraint facing Sub-Saharan countries; yet its own
yearly population growth rate has risen from an estimated 3.3%
to 3.8% 1in 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 w0l regularly makes reference to the
necessity of reducing the rate of population growth through use
of family planning. Similar statements arc made with
increasing frequerncy and frankness by Government officials and
community leaders throughout Kenya.

The $61 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 §4
million for the family planning component of this project.
Under IRH/FP, a Yational Council on Population and Development
(NCPD) has beer established within the Office of the Vice
President and Ministry of Home Affairs. This Council will
serve as the Government's coordinating mechanism for
~information and education efforts for family planning both
within the Government structure and among participating public
and private voluuntary agenciles. The current Council mandate,
also includes responsibility for oversight of the supply of
family planning services in both the Government and
non—governmental sectorse.

The Ministry of Health is responsible for implementing
a family planning service delivery program to meet the
anticipated increased demand for family planning services.

S
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With support from the two-phased IRH/FP Program, the Ministry
Plans to more than double the current nunber of Ministry MCH/FP.
service delivery points, train additionatl family planning
service staff and test alternative family planning service
delivery systems at some government and non-governmental health
facilities. By the ead of the program, the Ministry aims to
have introduced family Planning services into all Government
rural health facilities and 60 non-governmental rural health
clinics and 'dispensaries; yet the effoert 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 care
services. About one-third of all rural health facilities are
operated by non-governmental organizations (NGOs), most of
which 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
Miristry of Health provides approximately 4% (f {ts budget in
grants to the Yedical Department of the Kenya Catholic
Secretariat (XCS) and Procasrant Churches Medical Associacion
(PCMA) for distribution to member institutions. Over 50% of
the recurrent costs of church nospitals are financed through
service fees aad drug charges. Overscas donations are required
to bridge the remaining gap 1In recurrent cost financing.i

The Kenya Government acknowledges that even if
economic growth increases, Government revenues are unlikely to
grow at the saze substantial rate as in the Past and certainly
will fail to keep up with the population growth ratea.

1/ World 3ank, Kanya, Staff Appraisal of an Intagrated
Rural Health and Family Planning Project 1982:8



-3 -

B. Relationship to the FY 1984 CDSS

The importance of agriculture in the Kenyan econonmy,
the need to conserve the land while intensifying its use, the
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
three objectives for the U.S5. assistance program to Kenya:
(1) increased rural production, employment and income, (2)
reduced population growth, and (3) anticipated efficient
delivery of basic social services. Ultimately, a sustainable
balance between Kenya's population and land resources at a
higher productivity level aust be attained if development
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
planning services. To the extent that family planning as well
as related MCH services will be delivered efficiently through
this pro ject, the project contributes to the social services
objective. Fanmily planning and MCH practices resulting froo
this project will result in a healthier and more productive
rural population, including the women vho play a key role in
small- holder production.

The CDSS and Government of Kenya policies favor a
strong role for the private sector in economic and social
development. The private sector has inherent efficiencies
whose use reduces the burden upon the Government of Kenya
recurrent budget and managers. This project is designed to
utilize and strengthen private sector institutions to implement
project activities.

(o Problem Statement:

This project addresses the problem of Kenya's rapidly
increasing population which is due in large part to an
exceptionally high birth rate. Tha yearly population growth
rate of 3.8% is one of the highest recorded in the world. The
fertility rate is extremely high (over eight 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 declianing, and family planning
is practiced by a relatively small proportion of the
population. The current nodern contraceptive prevalence rate
{s about 5%. An additional 5% utilize traditional birth
spacing methods.l/- Most women use fauily planning to space
children rather than to limit family size.

1/ Family Planning Il Project Paper 615-0193 and the
Kenya Social and Institutional Profile.

//K



-4-

One of the most important barriers to increased,
effective family planning in Kenya is lack of ready access to
fanily 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 fawily planning services
in all the standard free Governmernt health facilities. This
step 1s being taken under the IRH/FP Program. '

The problem of population growth is of such magnitude,
however, that additional efforts compleaentary to the provision
of family planning services. at existing Government ,and
non=governnental facilities would increase availability of
faaily planning services in various institutional eunvironnmeats
in Kenya particularly for Keayans who already have accass to
goue health services. GCK and USAID, with assistance from
various sources, has explored a number of alternatives to free
government healcth and family planning delivery.L1/ Two na jor
potential delivery systems are at present underexplolted: the
health care facilities operated by religzious groups, and the
health care prograzs conductad by private enterprises for their
employees. Review of current estimates of numbers of health
facilities in Yenya indicates :that the Government supports an
estimated 1182 health institutions and runs 555 family planning
service delivery points. Church missions support 379 haalth
facilities, with 44 fanily Planning service delivery poinrcs,
and private enterprises support 132 haalth facilities with very
few £2mily plaaning sezvice delivery points.=

The size of the unamet potancial for adding family
Planning service dalivery to existing company-supportad health
facilities will be made clear when the number of clients now
using these facilities {s known. Small dispensaries provide
services, for axample, to a few hundred pickers of tea, while
other facilities, such as those supported by the
sugar~processing factories in Western Kenya, provide health
care for 7000 employees and families. It has been determined,
based op design team assessnent, 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

1/ These alternativas, and Che rationale for Ctheir
selection, are discussed ia severai documents including
the Interim Renvort "Cortribution bv and Future DPoteatial
of the Proestant Church HMedical Associatfon { PCMA) ia the

Deliverv of Health Sarvizaes  June, 1982 and the report
"Opportunities Zor FPrivace Sector family Planniag Infor-
mation and Service Activities in Xenya”, Lyle Saunders,
July 1982.

2/ Gevernment of Kenya Gazette MNotice Mo 3211 "Health
Institutions ia Xenya, 1982," dated October 29, 1982; and World
Bank, Renya "Staff -Appraisal of 4An Integrated Rural Health

and Family Planniag Program, 1982."
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due to reduced demand for MCH services. Families in which at
least one member is a wage earmer are also likely to experience
changes in aspirations that reinforce the trend to smaller

family size.

Church~related facilitles are also promising. Most
charge fees and yet maintain high levels of use. Over 50%2 of
the recurrent costs of church~related facilities are met
through fees charged for services and drugs. Research in
Kenya, and elsewhere in Africa has indicated that rural
families participating in church organizations are among those
in a community who first experience changes in values and
attitudes which support adoption of family planning ideas and
practicesl/. Yet this potential has not been fully met. An
example among church-related facilities is seean in the '
hospital-based Protestant health systems offering family
planning services. Two systems combined (Chogoria and Tumu
Tumu) report 10,000 active family planning clients; the nine
other hospital systems belonging to the PCHMA combined report

only 538 active clients.

The unrealized potential for provision of family
planning services in non-clinical non-governmental contexts 1s
also considerable. The best example is seen in women' s groups
involved in income=-gen=2rating and other development
activities. In one district, for example, the contraceptive
prevalence rate among members of women's groups with access to
family planning information and services and involved in
income=-generacing activities (with total membership of 338
women) jumped in two years from 254 to 75%2/. 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 assiscance to current pilot programs such as those
utilizing traditional birth attendants and industry-based
health insurance schemes. ' :

1/ Ndeti, Kivuto and C. ddetd, Cultural Values and Population
Policv in Kenva. - Nairobi: Kenya Literature Bureau
1980:139.

2/ Research and Evaluation Unit, Family Planning Association
of Kenya, Nyeri Women's Development Project, Baseline Survey
Report, October 1980:8
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II. Project Description:

A, Goal and Puroosae

Tke broader target, or goal of this project, 1s co
lover 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 nmational
resources and on the micro-level, will resuvlt in improved
health status for women and children.

The project purpose is to demonstrate and increase the
institutional capacity of private sector organizations to carry
out sustainable 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
Governnen=, and includes private for-profit organizations,
parastatals, private and voluntary orgaaizations and others.
The privare sector targets are those orzanizations which
already ace providing health services to their clients,
enployees, and/or dependants of euployees, and which are
willing to add familv planming to their services delivery
package, or to augnent existing servicas. Jecause
methodologles for doner assistance to for=-profit organizations
are not well developad, and because assessments to date show
3reat unmet dexzpnd from cocpanies througzhout Xenya, the project
will give emphbasis to this portion of the privata secZor.

8. Project Strazteg. and End of Project Status:

The intent of the proiect i{s to design and conduct a
series of demounstration suhprojects with private sector '
organizations. Thes short~tarm (t.wo year or less) subprojects,
will be designed to demomstrate that with relatively small
infusion of additional resouvces, private sectoar organizations
csn add or augment family planning services within thelir
organi:ations' nealth servites, and that the addaed services
will be perceived by th- ovganizations to be of sufficient
benefict that the orzanization will assuze continuation cosCs:
upon cessation ¢I project assistauce to sustain the lavel of
services achieved. The demoustratious will encompass
organizations of widaly wvarying enployee /client size, different
service provider mixes, differing delivery systeus, and varying
coatraceptive zZetheds prowvided. Praovided the gstrategy is
successful, th= end of the project ztatus achievements will be:

- 30,000 new users of family planning services;
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- 35 institutions operating new or improved family
planning programs;

- an institutional capacity within the Ministry. of
Helath to support participating institutions with
dependable and ready access to adequate o
contraceptive supply;

- the capability and commitment of participating
organizations to maintain or expand the level of
family planning service delivery upon termination
of external assistance; and : C

- other private gector organizations not directly
assisted by this project have added family planning
to their services. :

The information used to develop this design is based
on the considerable data and analysis of family planning
acceptors in country, and on extensive interviews with
personnel representing participating institutions, Government
personnel in the Ministry of Health and Home Affairs, Nationadl
Council on Population and Development, and donors. The
linkages between the various project cbjectives of the goal,
purpose and output levels are readily apparent. Lt is assumed
that a significant number of acceptors of family planning will
use the service to limit hirths rather than to simply space
births according to the prevailing patterns in Xenya. This
assunption 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 1is
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 remailn 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
aational family planning policy, was only approximately five
percent. With well-trained and motivated providers, and
coanvenlent 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 (abquc 650, excluding Lake Basin Development
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 planniag
activities after subproject assistance, this tocal 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
coantributiocon 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 cnild~ 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 poilints 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
tralning of providers under this project will be designed to
include motivational content as highly motivated healrh 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 wich the motivational activitias of the
multi-donor Government of ¥Xenya funded IRH/FP Program. The
structure of such linkages (outlined below in sectcion 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 this 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, achieverant of project purpose should result
from careful selection of subproject activities which provide
services to famililes 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 eiforts. 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.

l. A set of 3C discrete demonstration subprojects designed,
implemented snd evaluazed .

Since some private sector organizations have more than
one service delivery point, in the aggregate probably 40-50
facilicies 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, aad about five with women's
organizations, professional organizations, private
practitioners and otners. dost 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 aAssociation (PCMA); Reaya Canners Limited; Vipingo
(sisal) Estates Linmited; Nzoia Sugar Company Limited; Kenya
Cashewnuts Limited; Mivani Sugar Liaited; Lake Basin
Development Authority; and Associated Sugar Growars. Summary
descriptions of these potential subprojects prepared by the
design tean are appended ip 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 by the National Family Welfare Center (NFWC) through
the medical logistics system. For fourteen years the Kenya
Government has had an arrangement with SIDA for SIDA to provide
nearly all contraceptives used in the national family planning
program, including pills, IUDs, vaginal spermacides,
injectables, diaphrams, ete. The Kenya Goverument does not
wish to have parallel logistic chanmels 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 cartified as appropriately trained by
the Ministry of Health and which have applied for NFWC
recognition as a service delivery point. The Ministcry 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 Yinistry of Health logistics system for
subproject-related contraceptive suppolies. The relatively
small numbers of added service delivery points planned for the
subproject demonstration activitias should therefore not
severely tax the existing svstem.

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 Yanagement Unit of Drug Supplies (4ADS) within the
Ministry, which handles all drugs, medical equipment and
supplies for the Goverament of Kenya. DANIDA provides
technical assistance and drugs to the 4DS, and an evaluation of
a newly established prepackaging system of drugs (including
contraceptives) will be carried out in June 1983. 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 contrdceptive
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 Yedical Stores to the subproject facilities in the
event of emergency or tamporary disruption of the Yinistry of
Health transport system. The presence of an Administration and
Procurement Specialist on the taam providing resident technical
assistance can monitor the system closely, identify any
problems early on, and help mobilize resources for resolution. o
Additionally, the /3



-11 -

project has provided for short term technical assistance in
contraceptive management to the Ministry of Health if desired.
Provision has been made for operational research in supply
management. Finally, 1if emergencies in countraceptive supply
should occur, the NCPD and USAILD can request assistance from
FPIA, Pathfinder, or the LPPF, 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 2 hizhly 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 Logistice Analysis.

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

c¢liniczl 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 Ministry of
Health.

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

_ 2. 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 sufricient numbers of clients to provide an
acceptable level of practice for all treinees.
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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 (1f not adequately
provided from other sources): provision of equipment and
lmprovement 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 placemant of trained family Planning service delivery
Personnel in clinics while full time staff are away for
c¢linicdl training.

4. An improved Craining methodulogy developed, tested
and imolemented for traininz family planning
service providers

The Recipient of the Cooperative Agreement in
consultation with the Kenyan Government will be required to
prepare a detailed plan for the training of family planning
service providers in each of tae private sector subprojects.
Such training arrangements must be approved by the Ministry of
Jealth. The two major objecrcives of the training program are
to provide certifisd staff for the subprojects capable of
providing family planning services, and to develop a modzl or
prototype training activity parts of which zay be adopted for
future training in this discipline.

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

a. the need tc meet Ministry of Health standards for

certitication;

b. the need to address identified shortcomings in
existing healch workers' training (e.g., progranm
management, target setting, operating procedures);

¢+ the need to extend family Planning programs beyond
the delivery of clinical services to an integrated
approach wnich responds to comounity and cultural
needs; and

d. the need to improve on a model for family planning
-training appropriatae for Kenya. .

20¢
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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 1s anticipated that the training will cover three.
main areas:

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

b. Operational Approach: 1including 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 demdnd
for family planning as a concept as well as a service; and
fawmily planning as part of an integrated service (two weeks).

c. Technical Procedures: VNurses and clinical
officers will be assisted to develop knowledge, skills, and
attitudes to prepare them to function effectively in the MCH/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 corduct, 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 respoasible 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, aad other activities, as appropriate. The
participants of the seminars will be private  sector personnel
related to on—-goinz or completed demonstration subprojects,
private sector personnsl representing firms or organizations
which are potential candidates for subproject or self ianitiated
family planning activities, Government of Xenya 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
plaoning activities ia both project-relatad and : :
non~project-related firms and organizations.

E. Inguts:

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 axtaat possible on a subproject
by subproject basis. The Government will provide in kind
contributions, priosarily through project oversight, training
and provision of contraceptives. The details of the inputs,
including liakages to project outputs and purposes, are
presented in the following sectiouns.

III. Cost Eétimate and Financial Plan

1. Summary Cost Estimate

~ The total estimated project is $6,000,000 of which
USAID will finance 54,500,000 and the private sector and
Government of Xenya combined $1,500,000 in local currency
equivalent (Kemya shillings). USAID's share will be in grant
funds. The Kenya-based contribution is approximately 23% of
the overall project cost. The table below indicates the
estimated projact costs:

[
.
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Table - 1: Summary Project Cost (§ 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 370 1,122 1,492 898 , 421 2,811
d. Evaluation 64 20 84 - 84
e. Contingencies 141 191 332 102 79 513
1,930 2,570 4,500 1,000 500 6,000

(75%) (17%) (8%) (100%)

All foreign exchange costs include an inflatlion 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 sector costs.

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

USAID will sign a Cooperative Agreement with a
ncn-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 Tean: 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



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 estimata includes the services
of two tralners 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 co1ducted
by a team consisting of two U.S. and two Kenyan
speclalists for a pariod 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
efight highly-likely subprojects, each subproject to
run for a period of two years. The three nrototype
subprojects are as followus:

i) Protestant Church Medical Association: This
organization, under a subgrant, will manage

family planning services to 1600 acceptors fn 10

clinics. USAID contribution will be for costs
related to one Kanyan Project Director, one
secretary, conferences, equipnent and travel.
The subgrantee will provide pacrsonnel,
facilicies, vehicles office and MCH equipment.
The Government of Xenya Ministry of Health will
provide contraceptives. dAn estimated total of
five such organizations will be provided
subgrants.

i1) ZXenya Caanners: This private firm will
provide family planning services to 300
acceptors. USAID will finance the costs of one
Renyan records clerk, supplies and equipment,
and travel. The subgraatee will provide
personnel (nurses), facilities, one vehicle and
office and MCH equlpment. The Ministry of
Health will provide contraceptives.
Approximately 13 organizations similar to Kenya
Canners are expected to participarte in the
prcject.

S
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1i1) Associated Sugar: This firm will provide
family planning services to 225 acceptors.
USAID will finance the costs of ome 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 Hinistry of
Health will provide contraceptives.
Approximately 15 organizations similar to the
Assoclated Sugar are expected to participate in
the project.

The cost estimate for the demonstration subprojects is
as follows:

Table -2 Cost of Demonstration Subprojects (5000)

Prototype : No of Grantee Subgrantee Ministry Total
Subprojects of Health
(Contracep-
tives)
2, Kenya o .
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 - $19,371 and

Ministry of Health - $3,628 or a total of §36,484. It is
estimated that 12 subprojects will start six months after the

Agreement is signed and will run for twe years. If the rate of

inflation 1s estimated at 7.5% per year for forzign exchange
costs and 1572 for local currency costg, the cost of these 12
subprojects will attract an average inflat'on rate of 9.47% for
FX costs and 22.5% {or LC costs. The remaining 23 subprojects
are expected to begin 18 months after the Agreement is signed.
Therefore, these 23 subprojects will athtract an average
inflation rate of 16.9% for FX costs and 37.57 for LC costs.
The average costs for 12 and 23 subprojects are as follows:
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Table -~ 3 Cost of Degonstration Projects with Inflation Factor

(5§000)
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 14501

The cost of Ministry of Health and the National
Council on Population and Development personnel participating in
the project 1is estimated at 529,000. In addition, ¥inistry of
Health will provide coutraceptives after the demonstration
period of subprojects at a cost of §247,000. 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 meetiags.

= 5% time spent by Nationmal Family Welfare Center
in panel zmeetiags.

- 5% time speunt bty National family Welfare Center
Trainers to train project trainers.

- 572 time spent by 8 district health and other
personnel.

2. Finaocial Plan

a) The USAID grant contribution of $4, 500,000
Wwill be disbursed as noted in Table 4, assuning
that the project Lis authorized and obligated 1in
late FY 1983.

Table ~ 4: Disbursemant of AID contribution ( $000)

FY 84 85 86 87 Total

a) Technical Assistance S50 400 500 4790 1920
b) Trainiag - 120 180 160 212 572
¢) Deconstration Subprojects 120 490 620 262 1492
d) Evaluation - - 40 44 84

" e) Contingency 70 90 100 72 332
: Total 860 1160 1420 1060 4500
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b) Private Sector

The private-sector contribution of $1,000,000 will be
disbursed as shown in Table 5 (See Annex F for details).

Table = 5 Disbursement of Private Sector Contzibution (5000)

FY 84 85 86 87 Total
Private Sector 72 296 378 152 898
(sub—grantee)
Contingency 10 - 33 41 18 102
Total 82 329 419 170 1000
c) Governcent 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 datails)

FY 84 85 86 87 . Total
Contraceptives 12 48 119‘a 225 404
" Personnel 6 6 8 9 29
Contingency 104 2 3 .13 23 43
Total 20 59 140 257 476
. Say 500
1iv. Impleaentation Plan:

A. Responsibilities:

1. USALD:

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 Ls the project officer of

the Private Sector Family Planning Project. The Projects

L

N

~
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Divisioun will provide necessary support as part of overall
project management functions. The Govermment of Kenya will ,be
fully involved in project activities, principally through
establishment of and participation in the Project Technical
Advisory Committee, described below.

2. Minilstry 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. OQffice of thae Vice President and Hinistry of Home Affairs:’

The Natiomal Council on Population and Development
within the Office of :he Vice President ard ¥Yinistry of Home
Affairs, shares overall responsibility with the NEFWC for
population activicias ia country. The Council-will ensure
oversight oI the project through a Technical Advisory Committee
of the Council led by a Chairman appointed by the Council.
Membership on the Committeze will include representation £froa
the Ministry of Health (NFWC), USAID, the Technical Assistance
Team (in an advisory capacity), and private and voluncary
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 PFlan:

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

1. Technical Assistance:

Long Tarm:

A Technizal Assistance Team will be recruited for four
years. The Grant will be by USAID award of a Cooperative
Agreement selected Ifrom competing proposals from firms,
non-proiit organizations, and - joint ventures of both.



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.S5. 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
Committee. '

4. Commodicy 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 iledical 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 Ralated 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 an estimated 30-35
sub~projects involving 40-50 separate health facilities.

Office equipment will be the standard tvpes of equipment found
in a commercial office facllity and will ianclude 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



- 22 -

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 B and a Procurement Schedule as part of Annex G.

C e Contraceptives:

Coutraceptives used by the project will be provided by
the Ministry of Health through its logistics system. The NCPFD
and USAID will call upon FPIA, Pachfinder, or IPPF iun the
emergency event the Ministry of Health is unable to regularly
Supply project-related service delivery points. (scee
discussion under Project Description, part II B.3.e and Annex
Je)

d. Sub=-project Selection and Management:

The Technical Assistance Team will identify, using
criteria established after consultation with NCPD and USAID,
potential subprojects and assist ia subproject developament
monitoring, and evaluacion. The Technical Advisory Committee,
with WCPD aad USAID parcicipation, will approve selection of
subprojects follow ng procedures reviewad in che Administrative
Analysis Saction VI.D bHelow.

Selaction:

A preliminary outline of eight proposed subprojects
appears 1in 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 acceptadble to USAID and the
Technical Advisory Committee. Terms and conditions of Grant
Avard 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), sat up monitoring and
reporting procedures, and begin arrangements for coamodity
procurement, trainiag, tecnnical assistance, operations
research and project-ralated evaluations.

v. Evaluation Arvangsments And Overational Research:

A. Evaluation:

At the beginning or soon after this 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 methad
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 planningﬂservices by
each subgrantee;

S. 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 evaluated 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 perlods (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 will be prepared about October, 1985, approximately two
years after the project commences.

The external evaluation Is scheduled for the first
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 cousultants, 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 evaluations as will the Technical
Assistance Team's regular reports. The widterm evaluation is
intended to show project progress aud 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 insticuti-as for family
Planning service delivery operating costs. The evaluation
should provide recoamendations for necessary midcourse project
adjustments.

At least six months before the 1987 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 tean, working for
one month is anticipataed.

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, Aunnex B. This evaluation
will provide recommendations which will help determine any
future follow—on activities to this project.

B. Operational Kesearch:

An illustrative list of potential operations ressarch
activities appears below:

1. What are the perceptions that cause manazement to
support familv 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, 1if
this were true, the likelihood of sustainabilicy alfter

Ly
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external assistance increases. It is impotftant 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. 1If 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 inistry 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 deliverv 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 dewmonstrations in
Kenya. Subprojects of this activity will also utili:ze
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 continuiag
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.

W
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5. Client FTlow Analysis :

About 200 clinical personnel, mostly nurses and
¢linical 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
c¢lients how much time 1is given to each
client, and the overall length of time the
client spends at the cliniec. This study
would show lhow much of nurses or clinician's
time (particularly the time of those who are
trained) is spent providing family planning
services aad 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 cliaic.

The above factors are important because a busy,
crowded clinic, lacking privacy is less likely to attract many
clients even 1if it is well staffed and located close to the
residential area. Long waiting hours before a ciient receives
services also are likely to discourage many froam coming for
services. The client flow analysis is therefore a management
tool used to identify problems areas in clinic operations which
need iwmprovement to increase clinic attendance.

6. Contraceptive logistics and managament

The objective of operations research on the
contraceptive logistics and management system 1s Co
determine how the system is working; and, if it is not
working effeciently, to identify problem areas and
take corrective action. '

a. Contracentive audit

There should be routine checks to trace the
flow of supplies from orders placed by the
project service selivery points to the end
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user, the acceptor. This will help to determine 1if
goods are arriving at service delivery points in
sufficient quantities and 1if 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

gractices

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 thrae
months of implementation. The records of
each project site should yield concise
information on supplies ordered aad
received. Inventory records and ordering
procedures should show methods and amounts
ordered, guantities 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.

Cs, SURVEY SUBPROJECT CONTRACEPTIVE MANAGEMENT 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-maximun
system could be established 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 i{f 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 1s suggested for project planning and management
purposes.

4. The Ministry of Health will need informationm on -
annual project needs at least one month prior to placement of
its yearly order to SIDA, and contraceptives usually are
expected to arrive within three to four months. Another month
i1s required for delivery. Thus, analysis of past contraceptive
use by site, and aggregaction to an annual total, should begin
three months prior to the date Hinistry 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 of the project. Details are availablz in the project
annexes. During project development, a number of drafts of the
Project Identification Document (PID}, feasibility studies, and
sections of the Project Paper were submitted for review by
USAID /Xenya staff, Government of Kenva personnel, and
USAID Mashington reviewers. The analyses take into account the
issues raised throughout this process and reflect the
conclusions that underlay the project design.

A. Technlical Analvsis:

The project comprises a significant number (30-35) of
discrete subprojects which in the asggregate will take place at
40-50 separate health facilities in the private sector. -Each
subproject involves relatively minor comamodity inputs, but eath
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 tasting
various methodologies for training clinical officers and
aurses), but the concept of direct donor assiscance to
for-profit orzanizations ia 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 traasfers. Ie will
first present three illustrative subprojects, one in which

g N
L
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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. 1Illustrative Subprojects

a. Kenva Cashewnuts Limited

The Kenya Cashéwnuts 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 héadquarters.

The health care staff are interested in providing
family planning services, but lack the resources and
training to do so. The nearest source of 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 health A{CH
equipoent. Contraceptives will be provided by the
Ministry of Health.

The Recipient will provide:

- up to two person weeks of technical
agsistance 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 relmbursemen" of Ksh :hreé
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
Renya Cashewnuts Ltd. The Agrecement is conditional on approval
by the Private Sector Family Planniang Technical Advisory
Committee, Ln consultation with USAID. :

b.  Kenva Caaners Liamitad

The Kenva Cannars Limited (Del donte) is the largast
American-financed employer in Kenya, with a staff of
about 6000. 1Its 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 .
csupervlision 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 medical supervision of a second physician,
(under contract) a pediatrician with'public health
training and a long and active interest in family
planning includiag surgical contraception. Her
practice is a general one. Her office, about 10
kilometers away, 1s adjacent to a privately run family
planning service delivery 2oint. Xenya Caaner workers
now seeking family planning services must take off
work, pay Kshs 30 for round crip fare to Thika, and
visit either the Yinistry 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.

0f 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 5000 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 tue
subproject and the additional services of
four enrolled nurses, who will spend
one~fourth time on family planning.

- transportation to clinics (150 km /veek).

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

- géneral 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. 4&lternatively, Kenya
Canners may extend his/her employment.

- up to three person months of techanical
asslistance 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 c¢linical officer.

- funds for office equipment and furniture
(including file cabinets), flip charts, and
contraceptive related supplies and
equipment, including IUD insertion kits,
rubber gloyves, 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 PCQiA, arn affiliation of most of the Protestant
medical providars in Kenya, currently comprises 15
hospitals and 51 clinics/dispensaries uader saparate
maanagenent. The PCHiA managerially has been very weak
(Contribution hv and FTuture Porential of the PCY{A in
the Delivery of Health Services in Kenvya,

Dr. Gordon V. Brown, CORAT, & December, 1982) a
situation which should change markedly in June, 1983
wher Dr. Geofirey Irvine (now Director of Chogoria
Hospital) becowes full time medical Director of an
expandad PQlA management structure made possible by
funds from the multidonor Intagrated Rural Health a-4d
Family Planning Programme. In addition to improviug
managea2nt capability, the IRH/FP will upgzgrads 13 PCILA
service d2livery points. Many others of the PCIA
dispensaries have indicated willingness to provide
family planning services but lack the trained staff,
supplies and equipment to do so. This subgrant will
enable PQIA to introduce or augment family planning
services in ten of the Zacilities not being assisted
by the multidonor Program. It is the iateant of this
-activity to provide PCIA with staff, funds, supplies,
transport 2quipmeat, and technical assistance to
enable these ten as yet unidentified sites to become
service delivery points efficiently providing modern
family planning services.

-3
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After USAID selects the Recipient of the Cooperative
Agreecent, in consultation with the Xenyan Government,
the Recipient will negotiate a subgrant with the

PCiA. The PCI{A, in turn will select the ten gervice
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 o 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 equipaent, i.e.
- sphygmomanometers
- laboratory services
- stethoscopes
= baby scales
- participation in baseline surveys and
records keeping.

The PCMA will providae:

- office space for two staff

- duplicating machine (depreciation)
- back~up administrative support

- motor vehicles (depreciation)

The Ministry of Health will provide contraceptives.
The Recipient wili provide:
1. To PCMA

- a Project Director and secretary for the
grant period. It is anticipated that at the
end of the Project, the ten sites will be
gelf-sufficient. The need . for these
personnel will cease unless PCl1A continues
funding the positions to establish
additional service delivery points.

- up to four man months of technilcal
asslistance in such areas as nedical and
contraceptive supply maunagement, 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
calculaters. ‘ .

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

2. To each of 10 sub units

Prior to implementation, the ten subproject
sites will be idencified- and a needs
assessment made by PCi{A of selected
facilities not beinz assisted by the IRH/FP
Program. & Grant Award will be prepared by
the Technical Assistance Team, aad approval
sought from USAID. The following supplies
and equipment list is illustrative oaly.

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

- IUb inserting kit (2 per unit)
- pelvic models (1 per unit)

- examiaing table (1 per unit)

- desk (1 per unitf

- 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
gselected as service delivery points, needs
likely will be more exteasive, and in
addition to items siailar to above, may
include additional surgical equipment,
minilaparoscope kits, etc.

2. Feasibllity of Assisting the Private Sector
Provide Famil- ZFlanning Servicas:

The need for expazasion of service points for
delivering family planzing services beyond Minoistry of Health
facilities has been weli ezt2blished, most recently in the
multidonor World Bank's Staii Appraisal ~r an Integrated Rural
Health and Familw Plenzizng Program. Inceed, assistance has
already been provided to th2gse organizations Sy, among others,
the FTamily Plaznning Ascsociation of Kenya, women's
organizations, health facilities of non-goveraomental
orzanizations {(mostly churcn-relataed). and intercediaries

fundad bv AID/vashington such as Family Planning International
Assiscance (FPIA), Patnfinder, and the Center for Development
and Population Assistance (CEDPA). What has not been tested by

USAILD is whether privase—for—profit organiz..ions which provide
general curative services to their employees and/or their
dependents wiuld be willing, with minimal assistance, to add on
fanmily 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 Hlission explored
feasibility through a study, Opportunities for Private Sector
Fanily Flaruin2 Information and Servic2 Activities in Keava
(Lvle Saunders, Anariczn Public Health Association, June 15 =
July 20, 1982.) Durinz chat brief ccnsultaacy, approximately
50 private organizatioas krown to have expressed an interest in
some aspect of family planning were identified. US&ID/Kenya
proceeded to PID developzent. During developz:ent of the PID,
the receptivity of women's crganizations 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.
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The Project Paper design team confirmed 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 healthk 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 demonstrazions are realized. The project design includes
provision for confirming both sustainability for
project-assisted demonstrations and for spread-efiect-to
non—-assistad private organizations which may add family
planning to existing services.

Tehenical Inouts ia Relationshin to Proijact Faasgibilitv:

1. Tachnical aAssistanca:

The resident Technical Assistance Team will provide
competence in manag2aent, evaluation, administration and
procurement, which are the predominant skills needed in a
demonstration activity of the type proposad. There is no
dearth of availables clinical skills in Kenya, thus no
overriding requirement that such competencz be provided through
technical assistance. doreover, identified uneads for
additional short—-term consultants (manszemant information
systam, contraceptive logis:iz:s, aad operaticnal research) will
address specific at=-risk points in project implementation, and
thus will contribute to project feasibilicty. .

2. Training:

The training needs identified (clinical, motivational
and managerial), are appropriate. The Ministry of Health will
ensure that unless the providers are trained to the point of
Government certification, the demonstrastion activities will not
be conducted. The proposed trainlag program affords the
opportunicy to develop training uethodologiles which not only
will benefit this project, but which may have long term
implications to Ministry training programs. The anticipated
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educational methodologies (competency-based training based on
needs assessment and modular curriculum development) are not
nev, but have not yet been utilized in Kenya for training this
category of personnel.

3. Opercstional 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, 1is 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 be under any direct control by the Technrnical Assistance
Team. The commodities will be provided by another donor (SIDA)
to the Ministry of Health, and will be supplied to the
subprojects through the Ministry's medical logistical supply
systan. The systez, like all such systems, has had
deficieucies. To the extent possible, project design has
established mechanisns to help provide continued contraceptive
supply in the event of temporary system disruption. Because
the contraceptive supply management system is ouvtside the
control of both USAID and the Techrical Assistance Team,
however, there would be a real risk to achieving the project
objectives 1if any Ministry of Health supply system deficiences,
which might arise during implementation, were rot resolved in
relatively short order.

The obvious alternative of USAID supply of
contraceptives, bringing with it within project control,
suggested itse’'I 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 comcludes that the fundamental project
hypothesls, namely that it is possible, through bilateral



assistance, to assist the private sector “"demounstrate and
increase the institutional capacity to carry out sustaimable
prograzs for the delivery of faaily planning aand 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 techanical resources needed. Some
concern (and associated risk) attaches to continued project
access to contraceptive supbly, but the facts tchat the
Governocent of Kenya has a clear policy on family planning, has
no legislation haruful to private sector provision of family
Planning services, has a policy of regular and free provision
of contraceptives to certified private—-sector organizations
(includiag for-profirc organizacions), aad has encouraged USALD
to develop this projec:, makes the risk ana acceptable one.

A, Economic Analvsis:

l. Theoretical Overviaw:

Performing 2 Benefit Cos& Analysis of population
Projects coastitutes a coaplex economic task which to dace has
vielded inadequate resulzs. The standard Basnefit Cost Analysis
(3CA) aporoach, develored b5y S. Enke in the searly 1969's,
considars as benelits the preseat value of zhe private and
Pudlic cosns ol raising a child. The major benefic is che
reduced lavel of expencditure, Yoth public and orivata, for
coasumption related £d raising the child into a productive
enticty. Costs include the provision of family planning
services and the opportunity cost of the child's foragone,
life-time produccive output.

The standard 3CA asoproach has Yeen criticized, even by
its supporters, for the uniformlty with which it predicts. high
positive benefit cost ratios, sfiace the benefits in terms of
the costs of raisicg a chfld aczrue in the 2arly vears of tha
project, while thne costs in teras of earnings foregone occur
only after fiftzen or zDore yvaars, and are greatly reduced by
the process of discounziag. Thus, the standacd 32nefit Cost
Analysis teclinique conciudes uniforaly that no births are
better than births. The tautological rature of this approach,
coabined with its implausible coaclusions for all societies and
faailies, requires that fundameatal aspacts of the aoproach be
reconsidared. The reader is referred to Annex D, Part I, for a
discussion of *he shortcomings of the szandard Banesi

¥
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fit Cost
Analysis technique, and the modification: which have beean
adopted Ior the present analysis. :
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Owing to the inherent blas of the standard Benefit
Cost Analysis approach, the analysis presented below also
coasiders 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 number 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
enployed in the formal sector already record lower fertility
rates than the average XKenyan 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. TFurthermcre, the existence of pension plaas for
employees in the formal sector eliminates onec traditional
motivation for large familvy size, the need for children to
assure security in old—-age. Thus, it 1s probable that the
prnject will show an acceptance rate higher than the 5% which
represents the present acceptance rate in Xeaya. 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 Analvsis:

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 IIl of that Annex. The analysis has been carried out
for 55 yeaars, 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 Suamary of One Birth Averted

At 104 Discouat - At 154 Discount
First Subsequent Tirst Subsequent
Year Birth Births Birth Births
20 2.17 3.36 2.12 4.36
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 avarted 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.

Making the transition froa new familr planniagz
acceptors to the number of births averted ra2presants a
difficults step in carrvyiag out a BCA. Thera is no precise,
quantifiable relationship between the number of family planning
users and the number of births averted. If fzaily planning is
used to maintain the present average Kenyan birth interval of
30 to 33 manths (dapendiag on the data set utilized), the
project wouid serve ctriamarily to prewvent further incraases in
fercility, rather than to raduce the fertilits rate. The
pfojac: could als0o resulc in a tiae pactern o delayzd births,
wich a longer 5irch Zuzerval. Thls would ultioately result in
smaller farmily s£iz2 as women pass the vears o child-beariag.
There alsoc exists a problen of substitution, cr of separating
the impact of Zawily planning service delivery from changes in
fertility that would occur without inotervantion as
soclio-economic conditions improve. However, in Kenya, improved
sccio=-economic condicions have been accompanied by a desirea
for, and abdility to have, larger families. These problems
rendar quanticative estimates less precise, But do not reverse
the overall trands and conclusions.

The averagze reproductive life of a Kenvan woman is
estimated at 23 y2ars, since the onset of zZenapause tends to
occur earlv. Only 584 of women over the aga of 35 are able to
bear childrenl/. Dividing the average reproduccive life by
the avarage nunber of live births per woman, it is estimated
that three years of coatraceptive use is ecquivalent to one
birth aversicn. Given the actual periods of pragnancy and
amenorrhea, howaver, it would ao0c bYe unreasonable to assume

Mosley, Heary, L. werner and S. Becker, "The Dynamics of Birth
Spacing and Yarital Fertilicy in Xenwva" Scisntific Reports,
1982

=~
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that two years of protection is equivalent to one birth
averted. Nonetheless, this analysis 1s 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
famale) by the end of thne project. This number .will remain
constant Iin subsequent vears; as previous acceptors drop out of
the program to have children, new acceptors will replace then,
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
avarage 955-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
Benefic /Cost ratio increascs, as shovn in the table below.

Table 7: 3Benefit/Cost Summary for Overall Project
10%Z Discount rate 15% Discount rate
Four-year LOP 1.23 1.43
After 10 Years ' 1.36 1.58
Afcter 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 /Zaidan approach. However, one modification, the elimination of
discounting, {s 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 resourcas 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, 2 Benefit Cost ratio would be positive only if a person
consumed more than he produced, e.g., if he /she were on welfarz or
were supported by his family throughout his lifetime.
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4., Sensitivity Analvsis:

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 10X and 15Z 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
whicii favors benefits in tarms of consumption foregone.

A second sensitivity test relates to decreases in
project benefits. If consumption for aa 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%Z. Using a discount rate of
15Z, the B/C ratio for a birth averted would be 1.238 at the end
of a 55 year life. If costs for a birth averted were to
increase by 1C%Z, the B/C ratios would follow a similar pattern,
as shown in Anaex D.

For the overall project, if benefits wera reduced by
10 percent, the 3/C ratio using 2 10% discouat rate would fall
to l.24. If costs ware increased b5y 10%, rhan the B/C ratcio
would fall to 1.23. If both ccsts aad beaefits were to change
by 1C%, the 3/C ratio would Se 1.12. Since a 107 discount rate
vields lcwer results than a 155 rate for population projects,
this ratic is acceptable from an economic perspective.

5. Cost Effectiveness Analvsis:

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

The project £focuses on private sector delivery of
family plaaning services to wag2 earners and their families,
who are considerad to constitute the most receptive target
group ia Xenva. Alternative delivery systems include public
health services and voluntary, non-goveramental organizations
(¥GO) such as church groups. Zxperience with public service
delivery shows that approach to be inefficient ian raachiag
large portions oI the population owing to waiting and travel
time, and supply problems with contraceptives. Furtheraore,
public services create an operating cost burden which the
Government of ¥Xeunya cannot presently afford. NGO's, while more
efficient, also must be subsidized 5y charitable contributions
and may favolve a distzance factor which has been shown Co
reduce accaptance.
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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.
Bealth 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 rew family planning acceptors
over a four year implementation period. ' '

With regard to maximizing benefits, it 1is self-evident
that cost effectiveness improves as fixed project costs are.
spread among more beneficiaries. In this context, it should be
reiterated that utllizing the averzge Kenwvan acceptance rate of
five percent, which prevails in an enviroament of poor service
delivery, large distance factors and lower income women,
represents an extremely conservative estizmate of acceptors for
a target population, especially if their inherent acceptance is
reinforced with efiicient service delivery and appropriate
work—=relatad irncentives. Taus, the project snould be
consideraed cost effective with respect 2o both criteria
governing cost eifectiveness considerations cited above.

c. Social Analvsis

This project has been designed with reference to a
nuaber of data sources, including the 7th Chapter of rthe Kenya
Social and Institutional Profile eantitled "Fertility in Kenva”
appended as the Social Soundness Analysis Annex E. The Annex
presents an overviaw oI development processes relevant to
fertility change 1a Keaya. It thereforz provides the basis for
the proposed project approach which focuses very specifically
on cartain categories of likely users of family planning
services, and on the various instituticnal frameworks
countrywide which show promise as service delivery points but
have vet to be fully exploited. Below is a briesf summary of
the central factors coasidered in the process of ensuring the
social soundness of the efiort fromn 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 Aanex E. Parhaps the clearest illustration of the current
situation is seen when the impact of faaily planning service
delivery 1s coanpared with the practice of prolonged breast-
feeding on fertility patterns in Kenva. Currently only about
52 of all women use modern contraceptives, and there has not

CTZA
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yet been measurable impact on-fertility rates outside of major
metropolitan areas attributable to family planning practices.
Virtually all woamen in fenya 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 <omes to approximate the level 0f two months
found in Western Populations, for example, "fertility in Kenya
would rise by 25% unless compensated for by coatraceptive
practice. (CBS 1981:5)l

A recent study (1980) of women working in three
enterprises in Kenya (Xenya Canners Led., Kenya Cashews Ltd and
British American Tobacco) provides preliminary data which
illustrate the interaction between modernizing influences,
duration of breastfeeding and family Planniag acceptance. OFf
the women surveved who had 8iven birth while a member of t he
labor force, 56% breastfed their newborn lass thaa sevan
months. Current use of family plaaning among the women (not
including the Kenya Canners subsample) was 15%7. While the 15%
figure of family planning use is well above the national
averaje, 1ts rasulting impact on fertility aust be considered
in relation to the deciine ia duration of brazstieeding among
ine 12 bLreastizeding 5izallicancly
bilicy of these working wcmen to
pregnancy. (C. Robins - Perscnal Commnunication 6/83).

A recent nationwide study of fertilicy in rural Kenya
reinforces the view that fertility change in Kenva 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 relatica to the
expectations fathers hold Zfor provision of education for their
children and laand for their sons. Fathers desira, on avaerage,
4.5 sons (the meaa number of liva dirths among Xenvan women 1is
8.1). For sons, fathers expected to provide an average of 13.0
years of education. (For daughters, the average is 12 years of
education). Given comparable expectations in each r-ural

l. Central Bureau of Statistics "Yodernization, Bivrth Spacing
and Marital Fertility in Kenya” Social Perspecrivas 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). 1/, The

study team also asked fathers who had land (jointly or
individually owned) if they expected to give land to each sone.
"87.2% expected tvo 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 f£rom his father.
In the words of the authors:

At the moment, while most fathers would like to rnake 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 objectives (Ibid:91).

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

2. Beneficiariag:

Women will be the price beneficiaries of the project;
men will also be encouraged to participate. The number of
fanilles expected to benefit from subproject activities over
the lile of project is conservatively estimatad at 30,000. As
the scope of the project includes demonstration, an unspecified
nudber of additional beneficiaries is anticipated during life
of project, and to an increasingly extent, bSevond end of
project. As initiatives taken under this project will improve
0T may even stimulate Iatroduction of health care integrated
with family planuning, additional health benefits will accrue to
faailies using subproject services. '

Profit-making institutions will expect to benefit
through reduced levels of maternity leave aand /or sickness as a
result o effective MCE/FP services, as will arganizations
which efrfectively utilize resources provided by the project.
To the extent that ferzility is reduced in the country,
benefits will extend iadirectly to all those who must compete

17 Thomas E Dow & Linda H Werner, " Prospects Eor Fertility
Decline in Rural Kenya, in Population & Devalopment Review 9
No.l Harch, 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 facilitias. A second significant number of
beneficiaries will be members of women's groups and other
voluntary associations who are involved 1in income-generating
activities.. A third will be those, particularly in rural
areas, who are involved in and /or utilize church-related health
services. 4All 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) Parricination

An essential feature of the project is5 the requirement
that institutions inveolved in suhproject activities provide a
considersbla portion, 3t least 25%, of the total resources
necessdry to implement subprojects. The project strategy
provides Zor selectica of iastitutlions ZIor sucprojects which
show abili=y 2ad commictment L9 carry on faaily planniagz.
activicies afrzer completion of USAID support. Thus
particrpation under this project will aot Dde confined to
recipients of servicas, but will also sten from active
favolvement and rescurce comailtmaat of participating
instituctions-.

~ oM

In the course of preparing the Project Paper, the
design team interviewad a2 large number of potential project
participants, as well as Government of Kenya personnel and
professionals working in family plaaning interaedliary
organizations based ia Yairobi. The team m2mbers reportad a
very positive response to the project concapt and work plan
particularly £rom =managars ol privaze cntarprises whose

response was otften, 0 wnit, "its aboui tize we got started on
something like this”. This positive ton: and, importantly, the
accempanying willingness to allocata company ressources to
support tne subproject is evident in the subpreoject summaries
appendad in annexes J and X. This interest, which is shared by
staff on the Wational Council on Population and Development and
National Family Welfare Center, bodes well for continuation ot

a high degree of participation during iaplementation and beyoad.

Gy
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4. Socio-Cultural Feasibility:

The project 1s based on extensive analysis of locally-
generated data, and years of experience gained incountry. The
applied research ccemponent included wichin 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 Rusearch Institute (University of
Nairobi) and the Centrai Bureau of Statistics underscores this
need for caution, even as it reiniorces the appropriateness of
the proposed apporoach of tae project:

It seems clear that greater use of modern
contraception can only boe anticipated 1f (a) the
supply of children exceeds the demand, (b) desired
birth incervals are not being achieved by current
nen-contraceptive practices such as breastfeeding, and
(c) the perception of family planning metheds (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
i5 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 ts be the most
acceptable within individual communities; correcting
errors and misparceptions 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 likaly ro want to adopt contraception and
avold another pregnancy; reaching women who are
reducing their period of breastfeeding with
inforoation and services to help them achieve loager
intervals between births. (Dow and Werner. l982:l)£

17 Thomas E Dow and Linda H Werner " Perceptions of Family
Planning Programme held by Rural Kenyan Women, 1981" for the
Central Bureau of Statistics Government of Kenya, 1982.
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Nonetheless, uatil there is a change in the fertility
aspirations of rural wozsen and men, widespread adoption of
contvraception and its use to lower fertility are unlikely to
occur.

5. Imract

In 'sumnrary, to achlieve impact in a generally
unfavorable environaent, this project will set in motion a wide
range of service delivery programs {n selectad seavironments.
These programs will increase access to family planning services
for current and potential users. They will also fincrease the
users' choice of faaily plaaning facilities, practitioners, and
methods. Programs will be established in institutions which
deconstrate the capability and commitmexzt necessary to sustain
them beyond life oI project; research and evaluation of such
institutions and progrems will identify the factors leading to
successful activities and preomote replication elsewhere.

Innact will be especially widespread to the extent that
dissemination of proiect success (through word of mouth,
workshops, conferences, Chaanber of Commerce meeitings ete.) can
set intc motion 3 spread effec:t which will continue beyond the
life o0i the project. o

. Suczcess oI cthe project will be especilally dramacic 12
the hvoethasas ragardiay the sticivility of tihe wmajor
institutional Zrcoevoris (Zor-drofit eancerprises,
church-razlated healtn iansticutions, ssociations of women's
grou?s, noid ctrue. Research L1a Xenya has showed thact a
particular coniigzuration of forces are requirad to promote the
trend in daecisions towards smaller family size. These are

discussed in Annex E, and the paper " Prospects for Fertility
Dacline in Rural ¥Xeava "cited above. Essentizlly, economic
factors alcne are insuificieat to promcte change. However
there are idantifiazble processaeas undervay which leaad to
farcilicy thanzge. These iaclude a trernd towards "emotional
nucleation” (the conceat-ation of the time aand emotion on one's
spouse and children) which often precedes "aconomic nucleation”
(=he conce1::a:ion of axﬁeqd*cure on orce's spouse and children)
which in turn Ilows f£rom a process of nesca:r_:atlon (i.e. the
local acceptan:e of Westera ideas regarding family structure)
which do appear to prozotve fertility change toward smaller
family size (Dow and Werner 1983:79).

The imstizutional frazeworks 0 be supportad uader
this project all are associated with such processes. Hore
iaportantly, they are widely distributed ia urbaan aad rural
Kenya and, as such, should aasilv sad aefficieatly support rapid
expansion to meet additional demand for family planning. Aannex
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I includes the gazetted list of all health facilities
registered by the Ministry of Health in Kenya. There are some
130 firms registered, which provides 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 gspread effect through this iunstitutional
framework looks to be very promising, as is evidenced in Table.
8, below. ’

Table 8: Health Care Coverage, Kenya 1982

Numbers % of Natiomal
Coverage
Ministry Protestant Kenya
of Health Medical Catholic
(MOH) Association Secretariat
( PCHA) (KCS) Mou PCMA KCS

Beds 12,458 2,004 4,858 644 117% 25%
In-Patient Days 3,425,950 573,100 1,335,950 647 117 25%
OQut-Patient
Visits 39,400,000 900,000 5,581,000 867 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
mewbers; most groups reported at least one development activity
underway and a strong commitment to davelopment activities. As
this is only one national set of women's groups, tne 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 apprepriate
for the introduction of effective family planning practice.
They also promise significant potential for spread effect in
the medium and long term.

3

—
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D. Administrative Analvsis:

This project differs from most USAID/Xenya bilateral
activities in that there is no direct counterpart relationship
established with any line ministry. The project will be
administered by USAID through a Memorandum of Understanding
signed by the Office of the Vice Prasident and Ministry of Homa
Affairs, and the Ministry of Health and co-signed by Hinistry
of Finance. In addition to USAID, however, the administrative
capabilitcies of other organizations require mention: the
National Council on Populaiion and Development, the MNational
Family Welfare Center 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 HYP Division, as well as support from the

Projacts Division. Implementation will be through a
Cooperative Agreement whose Recipient will provide a resident
Technical Assiscance Team. Accordiagly, USAID will have

review and approve any gran subcecntracs which might be
designed, will be iavolved in selaciion of kay Recipient staff,
will collaborate or participate witno the Recipient in
preseatation oI subproject proposals and progress reports tc
the GOK, and will monitor activities to perait specified kinds
of projeat direction or redirection. This Cooperative
Agreement arrangezment will permit USAID, to participate as it
deems unecessary to ensure . project objectives are attained.

review/approval ovotions at each stage of the project, will
t or
3

The Recipient, and USAID also through the Private
Sector Family Planniag Technical Advisory Committee, and
ragular contact with the staffs of the lational Council on
Population and Developrent and the National Family Welfare
Center has a special responsibility to ensure involvemen: of
the Governnent of Kenva.

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

This newly created Council was established to
coordinate all family planning information aad education
activicies and to provide oversight of famiiy planning service
delivery. It was created as part of the multidomor Integrated
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Rural Health and Family Planning program, to which USAID isg a
contributor. It is housed as 'a semi—-autononous body in the
Office of the Vice President and Ministry of Home Affairs, and
was constituted essentially as described in a Consultants'
Report, Yational Council on Population and Develovment,
Structura, Function, Adminiscrative and Finanzial Proccedures,
N. Gathiaji and P.i. Mbithi, October, 1982 (awvailable in USAID
project files). As a new organization, the Council has very
little of an adminiscrative track record. The Chairman, who is
well known tou USAID, is the respected Deputy Vice Chancellor of
the University of Vaxrobl. He has expressed considerable
interest in this project and has provided essential guidance to
the Project Paper design teanm.

The Council and its Chairman, will play a eritical,
role in the establishmznt and implementation of the owversight
functions for the project. As soon as the Technical Assistance
Team has been selected, the Council will appoint cthe members of
the 2 Technical Advisory Committee. This comaittee will be
established for the purpose of providing ongoing oversight of
project activities frca technical, policy and coordination
perspectives. It will convene at least once avery threa
months. The Chairzan will czll addicional zeetinzs of the
coamittee when neczassary. Mambership of the Committee will
include among otazrs, revreseantation fron the Council, the
National TFamily Welfara Ceater, USAILD, rthe Technical Assistanc
Team leader, and private and voluntary organizations involved
in family planniang service delivery.

The tasxs of the Technical Advisory Comnuittee will be
deterzined by the EZxecutive Cocmittee of the Council!, in
consultation with AID, and will include review of project
progress, approval of project workplans, in particular,
proposad subprojects, research, and dissemination activities.
AID and the Execucive Conomittee of the Council will develop
guidelines, with the Technical Advisowry Committee, when formed,
tc ensure an expeditious review of project plans aund progress.
Guidelines will cover responsibilities of the Technical
Assistanca Teaa for providing documentation of activities to
conmittee nembers prior to meetings, responsibilities of the
Chairwmwan of the Committee to schedule meetings, set the
Agenda, and provide followup minutes within aa agreed upon time
frame, and respousibilities of Committee meabers to maintain a
quorum for decision making.

S?,



3. The National Family Welfare Center of the Ministry of Heal<+h

The Ministry of Health itself already is a memker of
the NCPD which has the leadership role on the Technical
Advisory Committee responsitle for oversight of project
activities. A representative of the National Family Welfare
Center will be a meaber of the Technical Advisory Committee.
This presentation will ensure that the Ministry of Health, aad
the NFWC within the Ministry, will te fully aware of family
planning service activities, ané be akle to keep the
Chairperson adequately informed of its involvement in projecst
implementation. The NFWC will maintain direct collaborative
links with the Technical Assistance Tean regarding training and
contraceptive supply of subproject activities.

It is the YFWC's syllabus for trainirng 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 project’'s
sukbprojects. The NIWC, then, must ke satisfied that training
provided through the project meets its requirements.

The Center will be the source of contraceptives for
the project, thus the subproiects will be dependent on the
Ministry of Esalth Zor regular supply of contraceptives. The
Ministry of Health lecgistics svstem should not bhe
administratively taxed by the additional 40-50 service deliverw
points added to the the existing service delivery points it now
Serves. Adequate 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 ioplementing agency o2
the IRH/FP ?rogram. The National Family Welfare Center will
play a pivotal role in this implementation.l/ About 30 ¥GO
dispensaries and health centers will be upgraded into maternal
child health and £family planning service delivery poiats, in a
manner similar to that prooosed in thias Private Sectsr Family
Planning project. The aneed for close coordinaticn batwean the

1/ (For discussion, ses PP 19-23, Kenya Family Planning II
Project Paper, and the World Bank's Staff Avecrzisal of an
Intecgrated ZFural Health and Family Planning Frogram).
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"IRH/FP Program the Private Sector Family Planning Project is
apparent. The National Family Welfare Center will play a key
role in this coordination.

4. The Recivient's Technical Assistance Team:

The guidelines for the Technical Assistant Team's
Scope of Work (see Annex M) provides for ample administrative
skills for twec 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 propcsed 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).

S. Various Subproiect Private Sector Organizations:

The administrative capabilities of the variety of
private sector orgaanizations which will conduct subprojects
will also vary widely. Some for-profit enterprises with
well-established health clinics will require relatively litcie
additional administrative assictance, others may require
extensive pericdic assistance. All subprojects will be
expected to ccntribute data on their activicy to further the
demonstration aspects of the overall project, and so will have
sonme need for admialstrative assistance in record kesping and
other monitoriag activities. The project has provided
sufficient technical assistance capability to meet these
exizencies, in the form both of the members of the resident
Technical Assistance Team aund of programmed short-—term
consultants, as needed.

Conclusion:

This administrative analysis concludes that the
administrative capabilities of all agencies and organizations
are sufficient to meet the adminlstrative requirements of the
project, with 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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PROQJECT DESIGN SUMMARY
LOGICAL FRAMEVORK

Project Title & Number: Private Sector Femily Planning

615-0223

ANNEX B

Life of Projects:
From FY 83 toFY 86

Total U.S. Funding

Date Prepared: 11 82

! NARFATIVE SUMMARY

ORJECTIVELY VERIFIAH) INDICATORS

MEANS OF VERIFICATION

IMPOKIANT ASSUMPTIONS

Program or Sector Goal: The broader
objective to which this project
contributes:

Reduce the birth rate

Measures of Goal Achievement:

Reducticn in total birth rate
Improved health status of wamen
Improved health status of children

Analysis of national
health & population
data

Assumptions for achieving goal

Famjlies use family planning to
limit family size as well as to
space births

Project Purpose:

To demonstrate and increase the
instituticnal capacity of private
sector organizations to carry out
sustainable programs for the delivery
of family planning and related wmaternal
child health scrvices

Corditions that will indicate
purpese has been achieved: End of
project status.

- 30,000 nuber of clients using
family planning services;

- 35 institutions operating new or
improved family planning activities;

- Resources of participating
institutions adequate to
maintain program;

- The capacity and cormitiment of
participating oryanizations to
maintain or expand the level of
fanily planning service delivery upon
termination of external assistance;
and

~ Gther private sector organizations
not directly assisted by this project
have added fauily planning to their
services.

Records kept at
service delivery
points

- Inspection

hssumptiaons for achieving purpose:

Potential clients use ard
financially support (where
required) service delivery

programs.




Assunptions for Achieving Outputs:

Outputs: Magnitude of Outputs;
- Set of discrete subproject 40-50 activities Inspection/Evaluation Institutions have interest in
activities coumiting resources to service
. programs
- Fundly Plamning Service Deliverers 200 enrolled comuwunily nurses, .
tralned midwives, clinical officers, and
others Inspection/Evaluation
- &n luproved training methodology rethiadology will hiave been developed :
tested and inplencrituad Inspection/inspection
- Operaticnal rescarch findings 4~-5 discrete activities, caipleted
and rejcrted
- Mcans for cvaluating and Data, collection system and at least
disseminating results 2 paticnal warkslops
Inputss Implencntation Target Assumptions for providing inputs:
(1ype and Quantity)
1. Grant to project implementor fors Cooperative Grant for $4.5.
lech. Asst. (8 persons years, million Inspection Grantee can be identified

full time; 12 person months,
parttine)

Subproject development
Sulprcject implenentation
Operations lesecarch, incountry
travel

2. Oontributicn fran implementors
of subprojects

3. USAID Participation - Travel

253% of suproject
cost $1.5 million

acceptable to USAID and GOK




ANNEX C

DETAILED FINANCIAL ESTIMATES

All féreign exchange costs include 7.5 percent
annual inflation and local currency costs include
15 percent annual inflation.

‘l. Technical Assistance

a. Technical Assistance Team - $(000) KShs.(000)
l. 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) 3.5 tickets/family, 57.0
2 families x 2RT
(includes one home leave)
ii) Excess baggage 3.4

iii) Per diem, international travel 4.8

iv) Mobilization (medical) 2.8
.v) Airfreight (700 1bs) 35.1
vi) Surface freight to include
one car per family 46.7
vii) Storage at U.S. residence 14.6
f. Educational allowance lOl.é
g. Initi%l and terminal temporary . 7.6

quarters and Kenya per diem for
families. '
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Guard services @ sh.'i950/month/family, 254.4
Housing and utilities@ sh. 13000/month/
family - ' ' 1780.0
Appliances and furnishings ,  “ 22.0
Kenya travel and vehicle maintenance ;BBO.G\
Kenyan per diem $50/day x 20/month 678.4
Vehicles (3) 47.0.
(One vehicle for a subgrantee) .
Office equipment | 36.9 92.5
Office rental, 500 sqg.ft.
@ sh.135/sq.ft./arnunm '337.1
Phone, telex, utilities, f;,H
maintenance @ sh. 4500/month 293.5
Office supplies 9.0 17.9
One person from Home Cffice to Kenya
per year 21.1
Kenyan prefessional K.sh. 150,000/
month per year + 10 percent payroll tax 988.7
Secretary sh. 5500/mczth +
10 percent payroll tax 329.6
Messenger/drivers (2) @ sh. 1300 each
per month + 10 percent payroll tax 155.8
Per diem for Kenya
professicnal $25/day x 30 days/month 534.3
Per diem for driver/ o
messengers - 534.3
U.S. short term T.A. L V
(7 perscn-mcnth) 115.6
Kenyan 5-7 consultants
(5 perscn~month) 492.6
. Total for 4 vears 13583.7 l}1369.7
US Dollars 566.9
1920.6
Say 1920.0

~D



2. Training (Subcontract)

SH.(000)

a. Personnel (2) @ K.sh. 12,000/month l438.1

b. Administrative support 3 person month/vear 67.4
c. Training 25 trainees x 90 days x K.200 +

travel costs 4368.6

d. Materials development 620.0

€. Overhead at 25% 1748.5

Subtotal training - 5742.6

US equivalent $672,000

Summary: Total from 1. -~ $1,920,000

Total from 2. - & 672,000
Grand To*al - 52,592,000

3. Demonstration subproiect cosis

Table I shows the Lotal cost:.at 1983 prices (excluding
technical assistance and training) for each prototype
subproject. The cost basis for each prototype subproject cost
is explained in more detail in Tables V, VI and VII.

Table I (1983 prices)

($ 000)
PROTOTYPE GRANTE SUBGRANTEE MOH TOTAL
PROJECTS
l. PCMA 122.8 (60%) 68.7 (34%) 12.8 (6%) 204.3
2. Kenya Canners 24.6 (61%) 13.1 (333) 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 inpu%s 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, fifreen like Kenya Canners and fifteen like Associated
Sugar.

Table IT 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.

XN
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Table II
(in $ Thousands)

PROTOTYPE NO OF GRANTEE SUEGRANTEE MOH TCQAL

SUBPROJECTS
1. PpcMa 5 614.0 343.5 64.0 1021.5
2. Kenya \ v _
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 - $19,371 ang
MOH - $3,628 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.” Ii the rate of inflation is
estimated at 7.5 percent/year for foreign exchange costs and MCH
Costs, and 15% for local currency costs the cost of these 12
Subprojects will attract an average inflaticrn rate of 9.3753 for
FX costs and MCH costs and 22.5% for LC costs. The remaining 23
subprojecss are exXpected to begin 18 aonths after tle Agreement
is signed. Therefore, these 23 subprojects will attract an
average inflation rate of 15.8753 fcr FX costs and MCH costs and
37.3% for LC costs. Table IITI shows average costs Zor 12 and 23
subprojects.,

Table III

(in $ thousands)

12 SUBPROJECTS 23 SUBPROJECTS TOTAL

FX LC FX LC FX LC
Grantee 121 .4 356.i 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 further distributed to
each yei.r of the Project life as shown in Table IV. Also MOH '
Costs for contraceptives after the demonstration pericd 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

Notés: 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-kXind" cost of MOH and the
Council for Population and Development
bpersonnel - see Table VIII.

Table V

Prototype Subprcject Costs (excluding T.A. and

Training)
Example No.l:
Subgrantee: Protestant Church

Medical Association (PCMA)
(in thousands)

GRANTEE SUBGRANTEE MOH TOTAL
FX LC LC LC FX LC
$ Sh Sh Sh $ Sh
a) Personnel 352.8 480.0 . 832.8
b) Conferences 135.5 135.5
c) Equipment 31.2 - 199.0 31.2 199.0
d) Travel Support 504.0 504.0
e) Facilities : 84.0 84.0
f) Depreciation 330.0 ‘ 330.0
g) Contraceptives ' 166 .4 166.4
Total 31.2 1191.3 894.0 le6.4 31.2 2251.7
Equivalent in US $& 31.2 91.6 68.7 12.8 31.2 173.1

($1.00=sSh.13.0)
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Total Subproiect Cost - $204, 300
USAID share = $122,800 - 60%

PCMA share = 3§ 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 Subproject Costs- PCMA
(in thousands)
1. Grantee costs (U.S.A.I.D. share)
l. a): Personnel ' FX($) Lc(sh)
' Project Directcr 24 months at 10,260/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
"Per diem -~ Ksh 375x3x20x3 67.5
Other expenses 20.0
135.5
c) Equipment - (See Standard list, annex H)
= for 10 facilities (clinical) - 22.0 199.0
= microcomputer 9.2
: 31.2 199.0
d) Travel support

To PCMA 154/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

504.

7/
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Subgrantee costs (PCMA share)

a) Personnel-PCMA director, 1/20 time x sh3000,000x2yr 30.0

e)

£)

-service point directors, 1/10 x sh225,000x2yr

Facilities

PCMA:80 sq. ft x shs 150/sq ft x 2 yr.
10 units - 40 sq £t x Ksh 75 x 2 yr x 10

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 = 1l-x Ksh 10,000 x 2

(ii) oOffice equipment and MCH equipment
Estimated acquisition shs. 75,000

S yr life. Depreciation/year = sh.l5,000
1/2 of total to project = Ks 5,000/year
PCMA and 10 clinies = 11 x 5000 x 2

Ministry of Health costs

g) Contraceptives

From MOH Ksh.l04/acceptor x 1600 x one year .

average use

450.0
480.0

220.0

[
w
O
>

O]

166.4

7

2’

I



a)
b)
c)
d)

£)

l.

b)

Prototype Subproject Costs (excludin
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Table VI

g T.A., and Training)

Example No.2.

Suhgrantee: Kenva Canners

(in thousands)

Kenya cCanners

Paersonnel

Supnlies Equipment
Travel Support
Facilities
Depireciation
Cont.raceptives

Total
Expressed in US §

'(Sl.O-sh.lB.O)‘

‘Note:

m—————

SUBGRANTEE MOH

GRANTEE TOTAL
SN, ‘ s .
FX  LC - LC LC FX LC
5 Sh Sh. Sh $ Sh
© 96.0 126.0 222.0
9.0 59.7 = 9.0 59.7
46.8 46.8
15.0 15.0
30.0 . 30.0
_ | 31.2 31.2
9.0 202.5 171.0 31.2° 9.0 404.7
9.0 15.6 13.1 2.4 9.0 31.1
Total subproject cost = $40,100
USAID share = $24,600 - 61%

Xenya Canners share

MOH share =

= $13,100 - 33%
$ 2,400 - 6%

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

Calculation of sukprojects - Kenya Canners

(in thousands) -

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

a) Personnel
Records Officer at Ksh.4000 x 24 moqths

Supplies, equipment

1) * 3 sets per standard list, Annex H
2) 1 minilaparoscope

3) 1000 programming testing

kit @ $ 2.00 = $ 2,000

FX  LC

$ ‘v‘JSﬁf

96.C

6.6 59.7
4
2.0
9.0
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c) Travel support ' L
150 km/wk x 104 wk x sh 3.0/km < 46.8

2. Subgrantee Costs (Kenya Canners)
a) 6 ECNx1/4 time:-1.5 ECN x sh.3,500 x 2 © 126.0
b) Facilities o
100 sq £t x 75 Ksh/ft2 x 2 yr 15.0
¢) Depreciation ‘
. Sh.
Vehicle acquisition = 150,000
MCH and Office equipment = 75,000
225,000
5 year expected life, Depreciation/year = 45,000 ‘
'1/3 project use x 2 yr 3010
3. MOH Costs
a) Contraceptive - 300 users x 104 Ksh/usef 31.2
Table VII
Prototype Subproject Ccsts (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 § Sh
a) Personnel 84.0 45.0 129.0
b) Supplies, Equip 2.2 19.9 ] 2.2 19.9
¢) 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 = 3°%
'MOH = $ 1,800 = 8%

Note: 1. Technical Assistance (Grantee) - 1 person-month
2. Number to be trained = 1
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Calculations of Subproject Costs - Associated Sugar Co. Ltd

(in.thousands)

l. Grantee Costs (U.S.A.I.D;.Share)

a)

b)

c)

a)

b)

c)

d)

4. Government of Kenva Contribution not Directly Attributed

FX
Personnel
Enrolled Community Nurses for 2 yr
-at Ksh. 3500 per month.
Supplies, equipment - standard list," L
Annex H ;2;2?\

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

Subgrantee Costs (Associated Sugar)

Medical Director 1/10 time x 2 yrs:
- 1/10 x 225,000 Xsh x 2

Facilities
300 £t2 x Ksh 75/£t2 x 2 yr

Depreciation

Vehicle Acquisition

MCH and office equipment
estimated life = 5 years
Depreciation per year

1/3 project use x 2 years.

Ksh.150,000;
Ksh. 75,000;

KSh. 45,000

MOH costs

Contraceptives - 225 acceptors @ 104 Ksh

to Specific Subrrojects

a. Contracentives

LC

84.0
19.9

31.2

45.0

45.0

23.4

After subprojacts 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 1.3
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 '
Sh.104x1.075x1.075x0.34x30,000x0.5
612,943
Sh.104x1.075x1.075x1.075%x(0.34x30,000
0.66x 30,000x0.5) = 2,596,897

Year 3 costs

Year 4 costs

4+ 0 unu

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)
Yearl/ oL 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 T B80.1 /i0.4 2712.4 3587.4
Equivalent US § 5.7 6.2 55.4 208.7 276.0

5. External Evaluation

2 evaluations, each requiring two person
months of US, and 2 wks of Kenyan technical
assistance

1/ at 7.5 annual inflation
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§  Ksn
a. US - Salary $6000/mo
Transport, and PER Diem $3700
Per Diem in Kenya @ $75 Sh29250
Travel in Kenya : ~ Sh 5850
US Overhead @60% $§ 3600
One person month 13300 Sh35100
2 needed year'3 @ 7.5% inflation/yr 30.7 8l.1
2 needed year 4 " " 33.0 87.2
b. Kenyan Salary 13000
Per Diem in Kenya 2275
Travel in Kenya 1400
1l Kenyan, 2 wks 16675
2 needed yr 3 @ 153 inflation/yr 50,7
2 needed year 4 ~ 58.3
Subtotal Evaluation 63.7 277.3
$ equivalent of Ksh in § 21.3
84.0

\\



Annex D

1. Theoretical Overview: Eenefit/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 BCA 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 prcject, 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 pcpulation growth. The tautological nature of
this apprcach, 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, manry 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 reascns. 7The first is
that the consumption and productivity streams are discounted. Since
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consumption 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 capaktle 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, since an adult's production supports
dependents, is taxed, e:c..

. 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 Zuture groductive capacity. The use of such a narrow
welfare function distorts the analysis. Many additional variatcles
should be included to provide for both social circumstances and
private preferences. As a social objective, the desirability of
populaticn growth varies according tc socio-econcmic conditions.
During the previous century, Eurcpean governments viewed population
as 2 factor of preduction, 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 abscord additicnal population at low marginal cost owing to
the availability of essential services such as schcols, medical
care, housing, water, etc.

In applying a BCA 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 Kenva government, which is based on perceptions
relating to the naticnal eccnemy and the national welfare, bcth
present and rfuture. Subsequentlv, grivate considerations ircm the
Perspective of the Kenvan family are set forth.
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l. 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 rescurces for investment. This occurs because
pPeople 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 chere 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 ycung age, a person
consumes fcod, clothing, shelter and social services without
contributing to their production. While these expenditures are also
building a person's procdu:tive capacity, the fact remains that there
'ls 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 prcduction. 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 ke working
population in aeveloping countries, there are compelling reasons to
treat this age grcup 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 eftrect
should be taken into account in attempting to perform a BCA analysis
for Kenya. L

Employment Situation and Future Productivity. A high
degree of urnemployment 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. Lew 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 lakbor force. Labor force
data snow that over 90 per cent of the rural employed working
population ia 1979 continued to be employed in agriculture, with a
mean annual cash income cf Sh 3500. Only 60 percent of the
pcepulation, which included ursan as well as rural residents,
considered themselves to be employed. (See CES, Integrated Rural
Survevs 1976 -1979, 1931.)

The ncn-agricultural sector has not been able to absorb
productively the excess labor from the agricultural secter.
Employment in the modern sector stood at nearly 1.2 million in 1980,
of which wage employment cconstituted 82.5 percent. About 20 percent
of all adults aged 20 and over are emplcyed in the medern sector,
including the self-employed and informal sectors. Private sector
employment in 1980 stccd at 534,300, decwn 2.4 percent over the
previous year (CES, Econcmic Survev 1981, published in 1982).
Average earnings in 1972 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 lakorers.

The non~formal sector, along with agriculture, is thus
obliiged to absorb the 80 percent of Kenya's lator force which is not
engaged in the mcdern sector. Government and dcnor efforts in- this
sector tend to be concentrated on industry, rather than services,
even though services tend to account Zor considerable non-formal
employment as well as for a larger proportion of GDP as national
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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 essentiazl services to Kenya's population,
even if the populaticn growth rate declines at a slow rate, will
amount to scme 324 millicn Kenyan pounds between 1980 and 2000, in
constant 1970 prices. Thus, the cost of social services should
constitute a basic social consideration in the formulacion 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 prcductive employment is even
lower than at the present time, if the porulation continues to
expand at the present rate of about 4 Fer cent per annum. All of
these factors must therefore be considered in assessing the economic
benefits and costs of population planning in Kenya. Hcwever, 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, pParticularly as regards social security of the parents
when they reach old age. It is probable that this factor is
changing witn ncdernization; however, its impact cannot be assessed
with accuracy. A thirg factor relates tc 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 ccst of having additional
children may be a consideration in more modern Kenyan families.
Costs include the pPsychic/emotional costs in terms of the time
necessary to raise a child: the direct economic costs for
consumption of 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 Anal}sis

Cost effectiveness analysis (CEA) does not attempt to
quantify benefits; instead, CEA assumes the appropriateness of an
Ultimate goal within a Predetermined budget. The guesticn then
becomes "Which use of funds will provicde the most progress toward
the gcal over a given timeframe?" In other words, CEA compares
Costs in thre numerator with Aon-rmonetized benefits in the
denominator. Clearly, the best ratio is the one in which there is
MOost benefit, kecause of the largest possible number cf family
Plarning acceptors, births averted, delivery points established,
etc..

This economic analysis will attempt to modify the EFresent
apprcach to benefit-cost analysis to suit the Kenya situation.
Eecause of the inherent tautological nature of benefit-cost
analysis, consicderation will also be given to cost effectiveness
analysis, ‘

II. Relevant Project Characteristics

The project addresses the problems of Kenya's exceptionally
high population growth rate of about four Percent per annum, one of
the highest in the world, This growth rate results from a high
fertility rate of over eight live births pPer wcnan, combined with a
declining mortality rate. The fertility rate could increase further
as traditicnal practices “hich serve to Space births, such as _
prolonced breast-feeding and Polygamy, become less ftrequent, and the
desire to have eight or more children Fersists amcng 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 planning facilities constitutes a major
obstacle to greater use (Dow ard 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 lcgical 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, nealth care and
recreation may be subjected to Nigher standards, and hence probakbly
beccme 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
prcposed target group more receptive %o family planning than other
target grcoups. 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 Arnalysis
A. Costs of Averting a Eirth
l. Project Costs

The costs of the proposed project total $6 million over a
three year implerentation 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 tarily planning. acceptors, their families and tioeir
companies. The average project ccst per acceptor is $200.
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The on-going operating costs of the projec:z are estimated
at $8 per year for contraceptives, and $12 per year for services
related to the distribution of contraceptives. This average cost is
weighted for the value of 21l 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 acceptors will be reached during each of the last three
years of project implementation. It alsoc 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 cutput of a Kenyan over his/her life time. Since the
target group constitutes Kenya's formally employed population, it is
assumed that children korn 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 yvear of unemployment),
and continue until age 55, which is the average life expectancy in
Kenya., Rather than utilizing the marginal prcduct of the
individual's outpu%, this analysis will te based on average product,
as measursd by actual income. This approach avoids the imbalance of
utilizing average consumption and margiral output, while eliminating
the measurement problems asscciated with marginal prcductivity., As
shown in Table 1, earnings begin to accrue ar age 13, and increase
to the average level of Sh. 11,000 at age 31. No prevision is made
for inflation, since inflation is expected to affect costs and
berefits uniformly thereby cancelling out its effects. It snoulé be
noted that this set of assumpticns 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 mcdern sector, and that
every child would find such employment. Should earnings be lower,
then the costs related to foregcne production would also be lower.
Therefore, these assumpticns are in fact the mest conservative
possible with respect to this economic analysis.

Since life-time earnings fcregecne ccnstitute the basic
compcnent o the cost side of the equation, i- would he prejudicial
tc end the analysis after 20 or 30 years. The analysis has .
therefore teen carried out to 55 years, or the zverage 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 otff.

3. Other Costs
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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. 1In 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
cutcome of the economic analysis. For Kenya and other daveloping
countries with high birth rates, this factor does not constitute a
cost. Other factonrs discussed in Section I.A. above are discussed
as benefits below. '

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

B. Benefits of Averting a Birth

l. Consumption

The largest quantifiable 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 develcped for urban middle income
households (Sh 7C0 ~ 2499 per month) were utilized. Unlike the
classical ECA analysis, this analysis does not assume that
consumpticn equals income, since there may be other dependents
supported from this income, as well as taxes, etc. Initially,
consumption is assumed to ke about 80 percent of income. As
salaries increase and family responsibilities ar= incurred,
consumption declines gradually to about one-thira of income. These
estimates are based on the fact that a young emploc e 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
producticn. [HHcwever, 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 constitiites the
most conservativz estimate possible, since higher consumption would
increase the benefit side cf the ECA.

2. Wage Productivity

The wage productivity effect is traditicnally 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 materr.ity leave of two months, and

i
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lower productivity resulting from the demands of hurturing 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, and
Ceasing after year 15. This includes both nutritional and parenting
factors. ‘

3. Health Expenditures

The health expenditures which are saved in averting a birth
include hespitalization costs for the mother and subsequent health
services throughout a life time. These exrenses are both public and
private. The estimate for public costs is derived frcm World Eank
projections and from overall GOK 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 (CBES, Economic
Survey 1°281). ’

4. Education Exzenditures

The cost of education ccnstitutes another benefit or
potential savings related to averting a birth. As with health
expenditures, these costs are bcth public and private. The estimate
for public and private costs is based on a recent study of GOX
expenditures on basic needs (Vandemcortele, 1283), and on available
survey data. This analysis also assumes no repetition in school:
Repetition would raise both cublic and private expenditures.

1ts

h

5. Qther Eene

Other benefits of averting births in Kenya include a number
of factors which bear ccncre:ze economic results, but which are

difficult tc guantify. MNonetheless, it would te pcssible to
quantify some of these benefits, should adequate data and analytical
resources pe available. These factors include:

Child Dependency Ratio. This ratio is high in Kenya, wich
roughly two dependents supnorted by each adult, assuming all acdults
work. Thus, the prcduction of each adult is shared among three
people. Averting births would reduce he dependency ratio.

Q-*x
~ox
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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 wcrry about future
productive capacity, since there 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 aktove. 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 eguation is also higher than in similar analyses (Zaidan,
1971), since project costs are high in terms of acceptors, and
foregone inccmes 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 protable range have been utilized. A set of
B/C analyses was also carried out cn births averted after the
effects ¢f the high start-us costs have worn off. This analysis is
represented in Table 2. Table 3 below sets forth the conclusions of
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.
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Kenya Privare Scctor Family Planning:

Table 1 : Benefit/Cost Analysis of Averting One Birth
(’n Kenya Siillings at 1930 Prices)
a: TOTAL : TOTAL
Year Benefits: . SENCLTTS Cests CCSTS
Consumytion Wage Productivity Health Educatien Service Earnings
Foregone Effect Private Public Private Public Delivery Foregona .
0 - 725 20 365 - - 1110 25G0 - 2639
1 552 330 . 10 40 - - : 32 280 - 263
2 552 3390 10 - 40 32 260 - 2%0
k) 552 ' 330 m 40 932 - - ’
4 552 330 10 L0 - - 932 -
5 552 23 10 40 932. - - -
6 773 220 19 60 220 20 12233 - - -
7 773 220 10 60 zG0 20 1283 - - -
8 773 220 10 c0 200 20 1283 - e .-
9 773 220 0 60 200 20 1243 - - -
10 773 220 719 €0 C0 2 1283 D - -
11 333 110 .10 ¢0 209 20 233 - - -
12 : 533 110 10 60 200 20 1283 - - -
13 8§53 3110 20 60 157) & 2623 - - =
1L 533 1190 20 690 159¢ €0 2603 - - Sl
15 353 110 20 co 15C0 80 2633 - - -
16 883 - 20 dy 1500 80 2633 - - s _ -
17 - 883 - 20 G0 - - 953 - ~ S -
13 57¢0 - 20 60 - - 5840 - 7259 R 50
i? 5760 - 20 60 - - £ss - 7200 72¢2
2 5760 - 22 69 - - 5840 - 72C0 735D
21 5760 - 20 €0 - - 5849 - 500 Ay
22 57¢€0 - 0 G - - 5350 - €409 8560
23 3760 - 20 69 - - 5840 - 8120 S500
25 5760 - 2 60 - - 58%0 - £400 43D
2 5750 - 20 €0 - - 5340 - 3500 8in0
26-20 57689 - 20 6o - - 5510 - o630 ] ey}
Jl-42 5769 - 29 60 T - 5840 - - 12697 1iz2g
41-5% 57¢0 ) - 20 50 - - 53840 - 15CG B
TOTA, , 189976 : R L5
22457 ' 21825

Discowmted at 10 percent
_Benefit/Cost = 1.06

. Discoted at 15 percent
Banefit/Cost = 1.42

[
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Xenya Prlvate Sacter Fawily Planning:

Table 2 : Benefit/Cont Analysis of Averting One Birth
(In Fenya Shillings at 1980 Fricas)
. . TOTAL
Year Benefite: BLHETITS
Consumption Wage Productivity - Health Fducation
Forepone Effect Private Publie Private Public
0 - . 725 20 365 - - 1110
1 552 330 10 49 - - 932
2 552 330 10 &0 932
3 552 330 10 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 1283
f 773 220 1n 60 200 20 123)
9 773 220 10 60 - 200 20 1263
10 773 220 10 60 200 20 » 1283
11 93 110 10 60 200 20 1243
12 Fd3 110 10 60 200 20 1283
13 883 110 20 60 1500 Co 2683
14 883, 110 20 60 1500 80 2633
15 883. 110 20 60 1500 60 2583
16 883 - 20 60 1500 8O 2683
17 883 - 20 60 - - 963
18 - 5760 - 20 60 - - 5840
19 5760 - 20 60 - - 5640
20 5760 - 20 60 - - 5840
21 5760 - 20 60 - - 5840
22 3750 - 20 50 - - 5840
23 5760 - 20 60 - - 5830
24 5760 - 20 60 - - 5870
23 5760 - 20 (4 -~ C- 5640
26-30 " 8760 - 20 60 - - - 5849
J1-40 5760 - 20 60 - - 5840
41-55 5760 T . 20 €0 - - 5810
TOTAL 199976
piscounted at 10 perceat '2245'
Benefit/Cost = [1.19
11327

Discounted at 15 percent
Bencfit/Cost = 1.98

Costs
Service Earninga
Dalivery Forepone
-260Q -
260 -
© 260 -
- 7200
- 7200
- 7260
- 8400
- 8400
- B:an
- 2400
- 8400
- . 9500
- 11000
- 15000

TOTAL
COSTS

2260

260
- 269

7209
7250
7200
8409
8100
8400
a 09
2400
95090
11050
15900

87139
18375

091%
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Téble 3 : 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 1.7 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 birihs 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
birthk interval, which would ultimately result in smaller family size
as wonen pass the years cf child-ktearing.

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 interventicn, as socio-economic conditions improve.
In Kenya, improved conditions have been accompanied by a desire for
and ability tc have larger families, although better educatea 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 fertility of a Kenyan
woman 1s 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 535 are able to
conceive (Mcseley et al, 1952). Thus, the average reproductive
years per woman 1s cleser to 25 years than to 30 (I'>w and Werner,
1982). The live birth interval is from 30 to 33 munths, including
the period of pregnancy, post—-partum amenorrhea, breast feeding and
contraception, if any. Eased on a 25 year revroductive period, with
8 live births per woman, it is estimated that three years ot
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 ccntraceptive 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 prcgram 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 four year life of the
: Ls ratio includes the discounted stream of costs and
Ne average 55-year life “ime of all births avertead
vear life of the proiec:. Assuming that the progran
erate for ten and twenty vears after its inception,
St ratio increases, as shown in the tapble celow.

Table 4: Eenefit/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 1l.58
After 20 Years ) 1.36 l1l.74

D. Modifications

Cwing to the predictable nature of ECA for population
projects, various modifications have been Fosited. Most suffer from
the same basic biases which afflict the classical Zaidan/Enke
approach, alrthough one variation is based on a percentage reduction
in the birth rate rather than births averted. Another mcdification,
originally adcopted bv Coale and Heoover in 1958, is to remcve the
bias toward the present and against the future py eliminating '
discounting. Ciscounting prcduces an inherent bias against all
davelopment programs wnich are Pradicated on ennhancing future
productive capacity, such as educaticn and child-health/vaccination
programs. while eliminating discounting runs ccunter =5 the basic
eccnemic tenent that resources have an inherent opgortunity cost
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andléhouid 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 contain-d 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
pPersonally 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 censumption or decreased income. It
would be plausible, or even more ‘accurate, to assume lower inconme,
since cnly 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
increasés, owing to the relatively greater impact of discounting on
the early life cf the project, which in this case consists _
disprcporticnately 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 woculd be 1.05 for a birth averted for 40 vyears, and decline tc
0.38 by vear 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. 1In terms of the entire
project, the E/C ratio would decline to 1.24 with a 10 percent
discount rate, but would be 1.57 at a 1S 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. 1If both costs were
increased, and benefits were decreased by 10 percent, the B/C for
one birth averted at a 15 percent discHun:- rate would be 1l.lé.

For the overall project, if benefits were reduced by 10
percent, the B/C ratio with a 10 pPercent discount rate, which yields
lower results in this analysis, would fall to 1.24. 1f 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 E/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
pPlanning 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 prcoblems 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 NGO's are private and do not require public
funds, they are included in the brcposed project. However, the
primary focus cf 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 requied, since companies
recognize that efficient health services increase precductivity, in
part by reducing time away from the jcb. Thus, the project has
selected the most cost effective and time efficient methcd to
achieve project objectives of reaching 30,000 new family planning
acceptors over a 3 to 4 year implementation geriod.

With regard to reaching the maximum number of
beneficiaries, it is self evident that cost effectiveness improves
as fixed project costs are spread amcong more beneficiaries. In this
context, it should be reiterated that utilizing the average Kenyan
atceptance rate of five percent, which prevails in an envircnment of
poor service delivery, large distance factors and lower income
Women, represents an extremely conservative estimate of acceptors
for a target populatiocn, especially if their inherent acceptance 1is
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 consideraticns 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 ocversll rat: of
population growth has increased (Social Perspectives 4(2);
Henin 1979). Such demographic prccesses 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 fcr a growing lakor force,
maintaining the quality of the resource base, and improving
access to basic socdial services.l

This chapter examines ways that development
interventions in a range of sectors, especially the key areas
of employment generation and agriculture, alcng with family
planning, can ke focused to create and expand the social and
econcmic conditions supportive of fertility decline in Kenya.
The intent is to define feasible development interventions
which are most likely to accelerate changes ccnducive to
smaller families at the same time that they lead to economic
growth. We begin with a review of the econcmic, 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 framewocrk, 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 prcvide 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
cutside of the pcorly-rewarded 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.

l. The role of pcpulaticn growth in constraining Kenya's
development potential is detailed in a recent World BRank
Publicaticn, Pcpulation and Development in Kenya (1980).

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

Chapter 7 was 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 ocur 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 reaching the end of her
reprcductive cycle). This rate has Steadily increased, as shown in
Table 1. ° )

Table 1. TOTAL FERTILITY EY TIME PERICD
Period Total Fertility Rate
1941 - 1945 6.1
1946 - 1550 6.6
1951 - 1855 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.)

Thie increase is fueled by the extremely high value placed
on children in Kenya, and fits a pattern cf high pepulaticn growth
seen throughcut Sukb-Saharan Africa. For the average Kenyan family,
desired family size has kept step with fertility potential. In
1967, for exanmple, a Survey among wcmen shcwed that desired
fertility was 6 children; in a survey of similar women (age 15-43)
in 1977-7¢, desired fertility was 8 (Dow and Werner, 1981:278).

The reasons for this rise are linked to modernization,
which has intansified scme cf the conditions which made fertility
high irn tne first place, and which has brecugnt a decline in
practices which traditionally served to space births. Eetter
health has brcugh lapreved f.cundity, reduced infer=ility &nd more
surviving cnildran (2enin 1973): the incidence ard duraticn cf
Lr:astfeeding has declined, resulting in earlier onset of ovulation
(Mosely, Eecker and Werner 1261); and, there has been a widespread
reduction in traditional practices cf postpartun abstinence and
polygamy, in oart triggered by the spread of mcdern attitudes
through educaticn. This situation has meen exacerkatec by limited
access tc anu availability of family planning services due to
inadequacies in public sector delivery systems and constraints te
expansion of private sector mechanisms. '
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1. Women, Men and Children: Household Economic Roles

‘The majority of Kenyan wcmen 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 urkan
or rural employment (including seasonal agricuitural 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 childrearing, 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 to 60 percent of males in the same
category:; greater than 95 percent of rural women work in
agriculture; and women provide 75 percent of all on-farm labor
(Sdcial Perspectives 3(3); Kenya Fertility Survey I: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 wage 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 thes men.
Women are 17 percent of mcdern sector employment (both skilled
and unskilled) and 28 percent of urban, self-employed informal
and unpaid family labor. Wcmen's participation in the wage
labor force as a whole between the years 1964 and 1976 ranged
from 13 to 18 percent, and it was far less in rural. areas
(Social Perspectives 3(3); Mott, F. 1980).

In compariscn with precolonial times, women's farm labor
has most likely increased while their status relative to men
has diminished (Pala 1974). Although, traditionally, women acd
girls were responsible for the bulk of agricultural and
domestic work, more recently the development of cash crops,
mechanization and modern sector emplcyment have intensified
women's orientation to the domestic sphere while giving men
disnroportionate access to the modern sectcr, to the
agricultural market and to new technologies. Further, women's
labor con subsistence crops is less highly valued in the
wodernizing 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, koth
on- and off-farm (Monsted n.d.). Children provide farm laktor,
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 focd 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 kehavior,
essential to survival of. the family and larger social units
(Ssenyonga 1975). These values persist, although nodernization
has changed to scme 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 obligaticns within the family, ancd brought an orientation
to the casn eccaomy.

Traditions are widespread which enccurage males to
increase their land base, increase their wives, and increase
their children. This is aptly described for the Gusii (LeVine,
S. 1979) ard fcr the Maragoli of Western Kenya (Ssenycnga 1975)
and holds desgize widely held values of child-spacing. 1In
traditional Maragoli, land was held by the clan, not the
individual eor hcusehold. Male children were valued for the
defense and support they could provide and female children
valued for the assets they would bring through bridewealth.
In-marrying wives, in turn, were valued for the children
breought to the family and clan. In this situation there is no
rational purpose to reducing fertility. Inter-ethnic land
strife is nct infreguent ia the present day, and so pressures
to incrzase lineage and trise memcersnip, thereby staving oféf
demands oI outsiders, remain streng.

1. Communitv 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 1975; Kakwegvere 1976),
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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 econcmic success
to be gained through education, employment and trade, and
purchase of new land. These values are widespread, evan 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. 1In part because education has spread new ideas-
of family roles, practices such as breastfeeding, polygyny,
postpartum and other periods of abstinence -- which
traditionally served to limit family size -- have diminished.
But, although mcst of the communitv-sanctioned practices which
constrained fertility are gradually losing their effectiveness,
two traditicnal practices, prolonged breast-feeding and
polygamy, are still prevalent. Eoth continue to have a
significant although largely unintended constraining effect on
fertility. 1In 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 wivss' social domains have beccme
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
interccurse, 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.l 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 atffected 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 ccncepts 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). 1In other groups, such as the agricultural
Kisii, there were virtually no cultural constraints on
childbearing. In most éthnic groups, nowever, child spacing in
association with breast-feeding was accepted as desirable and
enforced by social sancticns. Indeed in many parts of Xenya
the birth intervals of today would have been judged
inappropriate two to three generations agc; 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 pericd of postpartum

It can be argued that fear of child loss remains because even
though infant mortality has declined precipitiously, births
have increased precipitiously. Thus the contempcrary 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.l 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 happenirng among younger and better-educated
women, up toc 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 Eorn Ey Current Agea/
Level of Education Current Age

15-243/  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 l.0 4.6 7.2 (8.9)

Source: Kenya Fertility Survey I:97.

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

There is a distincticn between "full breastfeeding" and
"breastfeeding." Most Kenyan women full breastfeed for about
two menths. From then until weaning supplemental food is
given. bBreastfeeding intervals include Eoth 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 (Mosley, Werner and Eecker
1981:38). .

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.

7
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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 Becher 198l1). 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).

Only among the highest educated women does contraceptive
use coumperzate for the reduced duration of breastfeeding. The

educat.on-£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 vears of primary

education move thrcough their reprcductive years. There are
still many unknowns as to why greater ccntraceptive 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: FEistorical Context

Kenya is the first sub-Saharan African ccuntry to nave an

official family planning program. Voluntary family planning
- has been part of several ¢overnment 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 prcmcted by voluntary
organizations in the private sector (World tank 1582:15). -The
major public family planning effort has been implemented by the

Ministry of Health, although private crannels, primarily
church-based, have remained imnortantc.

/¢
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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 appreciakle impact on the
overall level of fertility in Kenya. 1In 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 I: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 raveals 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 1267/1968 survey
and the 1977/1978 Kenya Fertility Survey reveal changes in
contraceptive knowledge and use (Dow and Werner 198la). For
rural areas, there was a substantial increase in numbers of

" women who know about modern contraceptive methcds, but there
was little increase in the proportion. The percentage using
nodern metheds is similar for both time periods, with, perhaps,
a slight rise over time. Ffor Nairobi, there.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. 1In rural areas, since contraceptive use did not
rise, it could aot reach a level adequate to compensate for the
dropoff in breastfeeding.

St
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Kenya Fertility Survey findings amplify this analysis of
differentials in modern contraceptive use: less than one~half
of ever-married women know where to obtain family planning
advice or supplies; 12 percent of women had visited a family
pPlanning 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 served to limit the spread of family planning, and so
condition a rise in fertility. Reasons why this may have been
50 center around limitations in the availakility, 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
delinguent 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 aktout 15-18 new family planning acceptors per year.

This program has been characterized as an "extremely
hopeless envircnment for family planning" (Migot-Adholla
1981:13).

Evidence for a positive relationship between quality
approaches tc service delivery in Kenya and popular use of
services is most likely to be found in an examination of those
private channels which have Leen operating in the country for
some time. Because 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; Mott, S. 1981).

The Meru example Suggests why this may be so. A network
Of church-based health facilities has been operating since the
1950's with familv Blanning services now including hospital,
elinic and cutreach facilities. Services are very widely
available, compared to most of rural Kenya, and their
accessibiity, reliability and quality are much greater than in
government clinics. TFurther, because these have been linked to
the broader community development efforts of church missicns,
their approach to populaticn has set them apart from government
service delivery. The impact of church development
organizations on family life has teen considerable. Health and

- 3 /
/o
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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 Xenya 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 mecdels 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 developmént context for contraceptive innovation.

5. Summary

Eetween 1967 and 1977 in Kenya there has been an increase
in mcdern 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 srace--
not limit -- births. A complex of forces over several decades
has brought a decline in traditional customs that prolconged the
interval between births, and has thus conditioned a rise in
fertility. OCverall, the use of contraception is not
compensating fcr the decline of traditional fertility-limiting
practices (Dow and Werner 198la). 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 econcmic
development for most of the pcpulation perpetudtes the context
for high fertility. Children are key to household production
and reproductiocn, and remain, even today, the primary channel
by which women achieve high social status. The economic
setting for much of the populaticn is one of increasing poverty
and heavy work burdens and %he market economy although only at
its marginal fringe. Although some people have taken on
modern, western values, the transition to mecdern family
lifestyles is incomplete.
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Table 4. MEAN NUMEER OF CHILDREN EVER EORN EY CURRENT AGE
SELECTED SOCIAL CHARACTERISTICS a/

Current Age
15-24° 25-34 35-44 45+
Level of
Education
none
1-4 yrs*
5-8 yrs
9+ yrs
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Source: Kenya Fertility Survey I:97.

a/ Standardized by age at marriage and proportion never married.
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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 clucs 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 sukgroups where existing
develorment 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 dimensicns and groups
for which there are particular implicatioas for development
strategy. Eefore continuing it is necessarv to make two
points. First, the fertility diff=zrentials 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 a2 high of 8.5 children to a low
of 5.0 children. The low figure, for the Mijikenda of the
Coast, is ancmalous; low fertility here is largely a result of
greater infecundity and pcor 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 EBecker 1581:30). Cocnversely, where
fertility rates are similar, variation in breastfeeding and
other components of the birth interval may imply that quite
different 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 (Mosley, Werner and Eecker 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 reasnns 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 I: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 dramatiec increase in knowledge of, ever use of and
current use oI contraception among each incremental group of
educated women (Kenya Fertility Survey I1,140).

(c) Significant variations ir contraceptive awareness
and use are shown for particular athnic groups, with Mexu and
Kikuyu women two to thr=e times mora lixely to ke using a
metnod of contraception than women from other grougs (Mott, S.
1981). An important part ¢ this is the effect of greater
access to family planning services, but ecually important is
that

the gradual inculcation of scme Western values by

the Kikuyu and Meru (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 excepticnal behavior with
regard to family planning (Mott, S. 19381:12).

Anong the Meru it is families which are mecst involved
in the cash ecencmy and where the husbands are salaried
professionals which are most likely to use contraception. 1In
these families, wives are well-educated and the level of
children's education is such that they are nearly 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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TAELE 5. DIFFERENTIALS IN CONTRACEPTIVE KNOWLEDGE AND
IISE FOR EVER-MARRIED WOMEN AGED 25-~34 YEARS, BY
ETHNIC GROUP

A. 3% who had heard of any method.

B. 3% who had heard of any family planning .facility.
C. % wnho had ever used any method

D. % current users a/

Kikuyu Luo- Luhya Kamba Kisii Meru/Embu ‘Mijfkenda 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 I:140
a/ Traditional and modern methceds included; figure based on
currently-married non-pregnant fecund women.

(d) Although the proportion cof women in Kenya who are
working in a wage or salaried job is small, these women have a
fertility level 15 percent lower than other women, and a (nodern)
contraceptive use rate which is greater than four times that of
those nct so working (Mcsley, Werner and Eecker 1981:24),
Working wcemn hreastfeed only sligntly less than the average
Kenyan woman (Kenva Fertility Survey 1:67).

A recent analysis of Xenyva Fertility Survey data divides
Kenyan women into modern, transitional and traditional types,
depending <u 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

1. 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, bu% have never used modern contraception (group
B), and those wio desire more than six children but are
"ever-users" (group C). The fertility of group B women exceeds
“heir stated desires; this is not a surprise since they
breastfzed no longer than those women who desire more than six
children. Group C women are using contracepticn effectively, but
to space their children at a higher fertility rate. Traditconal
women (*Group D), who are in the majority, desire more than six
children and have never used modern contraception. °(The
bPercentage 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 Sontraceptive 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. Socioc-Economic Groups and Demographic Variation

‘This discussion will focus on the majority of the rural
pPopulation, the smallholder farmers whose fertility behavior sets
them apart from the small group of innovators.l 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. Bcth have very lcw
contraceptive use rates (5 percent and 6 percent resgpectively)
and relatively long breastfeeding intervals (15.9 amcnths andé 16.5
months) .3 Kikuyu fertility, along with Meru/Embu, Xamba and
Luhya, can te classed as intermediate. The relatively high

We do not address pastoralist groups per se. Fertility data for
the pastcoralists is relatively limited in comparison to the
wealth of data on agricultural groups, but we know that their
fertility is generally lower Dy comparison. Pastoralists are a
small proportion of the population.

There is correspondence between ethnic groups and regions, and
since ethnicity may ccondition differences in key factors
affecting fertility, @.9. breastieeding, polvgyny, age at
marriage (LeVine, Dixon and LeVine 1976) we will use the data fer
ethnic groups. :

Contraceptive use rates do not necessarily rarallel fertility
rates, with groups where use rates are low having low fertility
(Mijikenda) or hignh fertility (Kaleniin) and groups with
relatively high use rates showing a wide range in fertility. The
Luo, with a lower centraceptive use rate than either Kikiyu or
Meru/Emktu, have lower fertility then toth groups. . Reasons for
these seeming discrepancies derive from diZferences on
breastfeediong intervals as well as other factors not easily.
discernible In the fiqures.
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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 fertility trends anc for the likely impact of variations in
contraceptive use on fertility. First, grcups where
breastfeeding intervals are long, the rate of polygamy is high
and greater proportions of women have no schooling, fer:ility is
likely to rise, in some cases dramatically, in the absence of
increased contraception. This will occur as continued
modernization brings 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 XKisii. With their low fertility, high
fertility aspirations and low contraceptive use, Mijikenda
fertility is particularly likely tc rise in the near term.
Seccnd, instead of reducing ferrnility, increased contraceptive
use in the near term is likely to serve only as ccmgensaticn for
the decline «f other traditional spacing mechanisms among all
groups, but especially for the Mijikenda, Kamba, and weru/Eabu
(where breastfeeding intervals are the longest).

Third, family size desires among Kikuyu, Meru/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 wcmen have no schooling. Fertility and family
Size desires are remaining the highest amcng the Kisii and
Kalenjin. '

But such cemparison by ethnic groups can go only so far.
First, the Kenya Fartility Survey data do not tell eancugh about
social, econcmic and cultural factors which condition fertility
processes; Ior this the £findings of community-type studies are
far more usetful. 1In addition, relevant Catedgories fcr fertility
processes will only in part be based on ethnic groups. It is
far more important tc consider aspects of household production
and ecconomy, which give a better grasp of fertility dynamics.

(b) Cccupatiocnal Categories
Comparison of fertility measures cy husbnand's cccupational
class is possidbla with KFS data, but examinaticn of the

breastfeeding-contraception -radeoff is critical to interpret
the differences. Analysis of birth interval components shows

/)7
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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 fertiliy, current fertility and contraceptive
use. Professional and clerical workers -- the highest
educated group -- exhibit the greatest use and the lcwest
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 crder to
attempt to isclate significant variations in fertility
dynamics. Demographic and contraceptive irnovators were
described, in order to gain clues about the conditicns 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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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 categcries 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 develcpoment 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 ccnditions which support voluntary
use of contraceptives, but by and large only amcng families with
a2 considerable degree of educational attainment, higher levels of
income, better status of wemen, 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 opticn.

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 tertility issue will
require increased employment, productivity, and modernization
among Kenya's rural population. Meeting economic and employment
goals will therefore contribute to fertility reducticn goals.

NS
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Second, without a dramatic increase in the access to and
availability of family Planning services, fertiiity is likalv to
continue to rise in the near term. This is because only modern
contraception can compensate tor 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. '

OQur 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 goliticians 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 asscciated with
supporting fertility limitation. The politician, the Hinistry of
Health official, :he religious leader, and the =ale ncusehold
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 taka time, and beczuse public
Sector absorptive capacity is limited, and also because public
mechanisms have always been complémented by private ones, a
logical conclusion is to look toward private channels in this
area,

Private profit-making family pPlanning activities in
Kenya have been limited, ard largely confined to the urban areas,
with the exception of the sale of condoms. The present
government pclicy looks very consiously at community-based
distribution of the ©ill and IUD, althcugh there have been sone
small, cleocselv-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 fnr example Recgers: 1973), this program is seen
as having generating harmful controversy and is characterized as
a failure.

It appears that private and voluntary organizations
offer prcmise in nelping to promote effective family Planning,
although considerable resources and time will be required to
realize this. Christian church-relatad institutions are one ‘such

74’
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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 oiten 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 inccme in scme cases) can be supportive of family
Flanning practices. A preliminary study of 10 income~generating
women's groups in Nyeri district, for example, found family
planning use amony group memberss increased from 25 percent to 75
percent over a two year period (Odera Personal Communicaticn). &
third area of promise lies with initiatives undertaken Ly groups
promoting treast-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
developrnent 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 exgect progress to be made.
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ANNEX F

CONTRACEPTIVE LOGISTICS ANALYSIS

1. BACKGROUND

A. Relationship to Private Sector Family Planning Project

The purpose of this assessment is to 1dent1fy
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: -

l. 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
capabillty 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 cf the comprehensive project plan.

B. Contraceptive ¥ethods 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 ).
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Diaphragms are in good stpply 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 unde:ugilized.

C. Present Suppliers in Kenvya

Swedish International Development Authority has provided
contraceptives to the Government of Renya since 1969 as part of
its bilateral aid. USAID does not expect to bring in contra-
ceptives as part of its support to the family planning program.

Non-Government Organizations and the cemmercial 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 Health facilities and Family Planning
Associaticn 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 comzanies to distribute contraceptives
outside urcan centers. The commercial sector usually supplies
private clinics and hospitals. Some hospitals operated by
reilyious grecups provide family planning services as part of
their MCH procrams; less than a handful stress family
‘planning. City councils in larger urban centers provide
contraceptives in municipal clinics. A few Eactories include
but do not promote family planning services in *Heir clinics.
Community based distribution demonstration projects are planned
by five organizations, ané 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 out do not provide delivery services
directly.

2. Legal Issues

There appear to be few laws and regulations which impinge
on or may restrict contraceptive procuremen: 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. Mo 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 contraceptlves, 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 pro:ects 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 he sold at any price.

The Ministry of Health has requested that all service delivery
points for this project be registered. dlth 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 prlces over recent
years, nowever, have curtailed distribution services by many
companies except to major towns, which are supplled by orivate
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 Héalth each
July. The Swedish International Development Authgrity will
accept emergency orders during the year if demand has 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 clearad
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 arcived this spring; and clearance at Jomo
Kenyatta Airport was delayed for some time. As a resulr of a
disagreement be=ween the dinistry of Health and the Ministry of
Finance over liability for duty, the latter is requesting %that
Swedish Intenational Deveiopment 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. Warehousing: The National Family Welfare Center has a
warehouse assigned to it at the Central Medical Stores (CHS)
complex in the Nairobi Industrial Area. The entire complex is
- fenced and guarded. The Central Medical Stores Annex building

appears adecuate 2o hold quantities normally used by the
National Family Welfare Center. There is separate space for
offices and for storage of goads. Adeguate 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 that extra space will be needed. This
conclusion appearz valid considering on expectad 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 cof. 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 contracegcives, 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 Cent=>r reports that they have great difficulty
getting quarterly reports from service delivery points on a
reqular 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 becaise the vehicles will not leave without an
adequate load cf 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 oiders via private carrier gservice. It reports there
is a reqular system of borrowing among district Ministry of
Health facilities as a stop gap measure when supplies run short.
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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. Aall service delivery points .
registered with the Ministry of Health may receive supplies on
request. 1In 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 *o 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
pPoints 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 problens pPlace 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
Lo a shipping carcton. The standardized package scheduled to be
sent to all districe Ministry of Health rural facilities is
obeing 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, apcears to be for supplying the standard "kit" to more
rural, smaller facilities.

F. Contracepﬁive Supplies: The National Family Welfare
Center has ordered che following items for 1983:

Oral Contraceptives in 100 cycle boxes:

Eugynon
Microeugynon
Nordette
Trinordial

Condoms in gross (144 pieces)boxes:

Chapeau
Million Gold



‘Spermicides:

Neo Sampoon (tubes of 20)
Delfen B

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 Kenva (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
Ccu7 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,
diaphragns, spermicides in creams, jellies and tablekts, and
Depo Provera. (Brands are the same as those listed below for
International Planned Parenthood Federation.) Supplie$ are
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 Parenthcod
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

Sde7



F-8

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 Planning 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 Xenya is either Mombasa or
Nairobi. Inventory and distribution records must be kept, and
any use of income f£rom 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 Eealth primarily because of the National Family
Welfare Center policy that the same brands of oral
contraceptives should be uniformly provided to all service
delivery prcgrams in Xenya. 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 Childran's Fund (UNICEF): UNICEF does
not provide any contraceptives in Kenya.

6. United Nations Develoovment Program (United Nations Fund
for Populaticn 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-l4 years. All methods
except Depo Provera are available from Swedish Agency for
International Auchority.

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. Cral-contraceptives are the primary contraceptives

)27
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sold, and Schering A.G. products unquestionably dominate the
Kenyan oral contraceptive market, as they do most non-U.S.
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
dropped several brands from his line. 1IUDs (CuT and Cu7), Depd"
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. g :

H. Recipients' Experience with Contraceptive Supplies

Ministry of Health facilities, of course, experience
shortages soon after the Central Medical Stores -Annex runs out
of ‘any method or product. Even under the best circumstances,
supply problems naturally increase proportional to distance
from District Hospitals or depots in Nairobi, Kisumu and
Mombasa. More recently, curtailment of vehcile use - and
shortage of drugs have exacerbated the problem. While most
District Hospitals report delays in receiving orders, a few had
no supply of one or more ktypes of contraceptive while others
had far too many of other types. Ideally, they try to keep
about 6 months supply on hand to serve all facilities,
(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 suppliecs from
the District Hospital. Because of problems wi:h delays and
shortages of more popular items, not all facilities routinely
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
give injections. The same hospital reported it had no
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
predominantly male employees reported it had not had condoms
for some time; Depo Provera, used by wives, also was not
available. Nairobi City Council, however, said it generally
could get supplies: The Central Medical Stores Annex is easily
accessible to most of their clinics.

Non-government 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.f
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 reparted 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. sShe felt lack of training was the reason for the
lukewarm commitment to provision of family planning services by
many health staff). Kenya.Canners in Thika receives supplies
from the local bistrict Hospital. Although they had
experienced some problems with getting supplies in the past,
manajement was interested in participating in a subproject.

I. Potenktial Limitations of the Public Svstem for Private
Sector 2rogran

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 Froject.
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 Ministry of Health supplies.
It is a fair guess that some hospitals supported by churches or
mission groups overseas have drugs sent in from %heir 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 Prccestant
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 posxtlvely
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 Interrational Development Authority
provide the Management Unit of Drug Supplies with drugs,
vehicles, a full-time adviser (DANIDA) and occcasional
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
rneed special attention. The following suggestions, which
should facilitate steady supply, focus on the four main areas
of supply logistics -- procurement, storage, distribution and
managenent control -- apd how possible trouble spots might be
cvercome. 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
Bealth. 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.K 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 pe 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 reguests to the llational Family
Welfare Center by June 1. It appears the Management Unit of
Drug Supplies may shift its ordering schedule cermanently ko
January 1. The initial project procuremen: 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 qguarterly reports by the sukbtgrantee. Thus, the
grantee would be able to develop relatively realistic
procurement needs and match the Ministry of Health order cvcle.

B. Storaqe

A new warchouse at the Central Medical Stores Annex (CHSA)
is scheduled for compla2tion 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
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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 zhe
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 suygygested that the Ministry of Health, National
Family Welfare 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 brocurements might be anticipated
from time to time, a system which designates certain quantities
for the project, per their annual order request to the Nationnal
Family Welfare Center, would help assure a steady supply level
for the project.

cC. Distribhution

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,
€.9., 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 bresumably can arrange with the
National Family Welfare Center and Ministry of HKealth to
release goods to private carriers upon request. It is probable
the Central Medical Stores will box supplies for shipment if
shipping cartons 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 sitces almost daily almost daily. All
will pick up péckages in Nairobi, and most will deliver "to the
door" for a substantial 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).

bR
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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. 1In addition to
developing what Management Unit of Drug Supplies believes is a
rationalized ordering system 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 khe
aforementioned method-scecific quarterly reports on acceprtors
required of the subprojects. Reports also will help service
delivery points maintain stock levels at a mirimum of three and
maximum six months' need. Management of warehousing, inventory
control, and storage of contraceptives for kthe 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 Kenva 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 ocder from the National Family Welfare Center as part of
its refined management system. Minimum time required from the
day Ferm S12 is posted by the service deliverv points until
receipt of goods is three week (10 days for the post, 1 day for
authorization by the Mational Family Welfare Center, 3 days ko
£ill the order, 1 day to box and arrange transport, 3 days to
deliver to requesters postal box, 3 days until pick up)., It
will be another *10 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
smootnly, at least two weeks would pass before the technical
assistance team either would know an order nhas been placed or
hear frem the Ministry 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 Miristry 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 earmecking 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 subDrOJect facilities can be arranged by project using
private carriers in much the same way the Ministry of Health
now transports emergency supplias. 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 orOJect to trace any
misplaced or lost orders. In shert, 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 uransportlng contraceptives to project sites
sibproject service delivery points on Danish Agency for
International Development vehicles, which will be supplied to
the Ministry of Bealth 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 sta%tioned vehicles will transport to all District

=
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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 agqreement can be
made between Ministry of Eealth, 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.



ANNEX G

IMPLEMENTATION SCHEDULE

Prior to Coopérative'Agreement Signétufé 

Svent Responsibility Date
L. CBD notice requesting exéresionS?gffinte;est USAID 3/17/§3 
2. Preselection of firms to'receiég1§;§6é5£ for . L

applications B R PR USAID "4/39Z8§;
3. Request. for applications issued USAID 'iﬁl?b/égi
k. Project Paper approved | USAID 1152iyééw
i« Applications for Cooperative Agrééﬁéhﬁ .

received and logged S USAID {7/15/83
'e Memorandum of Understanding with Treasury * ‘ vi‘ ﬁii"

Signed : GQK/USAID‘ ‘7/15/83
- Applications ranked; contenders inQited for | o

negotiations = USAID 7/22/83
'« Negotiations begin JSAID 8/1/83
. Final selection UsAaID 8/10/83
0. Cooperative Agreeﬁent signed 'USAID/RECIPIENT 8/l5/83
or Four Year Pfivate Sector Family Planning Project

Year I

« Private Sector Family Planning Advisory o Rty

Panel selected -GOK 8/15/83
« Advisory Panel meets éOK ‘8/22/83
. Vehicles, office equipment/éupplies ordered RECIPIENT 8/22/8:2
- Office space arranged for 10/1/83 .RébIPIENT 8/31/83
» Technical Assistance Team (TAT) arrives RECIPIENT 10/1.83
» Temporary vehicles leased TAT 16/3/83
» Office established & locally supplied

equipment/supplies delivered TAT

10/7/83



Event

8. Subproject selection criteria, terms, etc.
submitted to USAID

9. Project work plan, including Operations
Research, drafted in ccoperation with USAID

10. Subproject selection and.tetms apéroved

ll. Training érrangements approved

12, Vehlcles, U.S. socurce office. equlpment
arrive

13. Evaluation plan submitted to AID

1l4. Project work plan finalized

15. Training arrangements finalized

16. First four to five subprojects ldentified,,:
designed, submitted to USAID N

17. Subprcject commedities ordered

18. Evaluation plan approved

19. PFirst sukbprocject approved

20. Contraceptive order provided to MOH

2l. First subproject grants negotiated, signed

22. Baseline data collection for first
subproject begins

23. First training cycle begins

24. Registration process subproject SDPs begins

25. Forms subproject evaluation designed

26. Advisory Panel meets

27. Contraceptive needs new SDPs provided to MOH

28. Second rcuné subproject designed submit+ed

USAID

‘ Resnonsibilitx

TAT

TAT/USAID.

USAID

\TAT/MOH/USAID

RECIPIENT

TAT

TAT/USAID

TAT

TAT
TAT
USAID
USAID
TAT

TAT

TAT

TAT .

GOK/TAT

TAT

GOK

TAT

TAT

Date

'10/14/83

10/26/83
l10/31/83
11/1/83

11/7/83
11/7/83
11/10/83
11/11/83

11/30/83
12/1/83

12/5/83 °
12/10/83
12/15/83
12/20/83

1/6/84
1/9/84
1/15/84
1/31/84
2/15/84
3/1/84

3/1/84



Event : ‘ Responsibility Date

29. Subproject commodities arrive- TAT 3/1/84
30. Second round subprojects approved UsAID 3/10/84
31. First training class grgduates.cgrtified GOK 3/31/84
32. First subprojects SDPs registereé | +GOK 3/31/84
33. Commodities, forms delivered to _'kfl . S .

subproject SDPs - TAT. . 4/1/84
34. Second round subproject grants v ' F h |

negotiated, signed TAT 4/1/84
35. Baseline data collection on ﬁew o

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
4l. Second subproject SDPs registered GOK 7/30/84
42, Commbdities, 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 Il

46. Advisory Panel meets GOK 8/15/84
47. Third traiﬁing cycle begins TAT 9/4/84
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Event
48. Fourth round subprojects submitted AID
49. Fourth found approved

50. Contraceptive needs additlonal SDPs
provided MOH

51. Commodities arrive

52. Third training class graduates certified -
53. Third subproject SDPs registered

54. Commodities, forms delivered SDPs

55. Plans for first conference initi%ted

56. Contraceptive order provided to MOH

-

37. Fourth round subproject grants negotlated,
signed

58. Baseline data collection begins
59. Fourth training cycle begins
60. Advisory Panel meets

6l. Contraceptive needs additional SDPs
provided to MOH

62. Fourth training class graduates certified
63. Fourth subproject SCPs registered

64. Commodities, forms delivered SDPs

65. Fifth tréining class begins

66. Scope of work for first project evaluatioh
67. Fifth training class graduates certified

68. First Kenya conference to exchange
information begins

Responsibility

TAT
USAID
TAT
TAT
GOK
GOK
TAT

TAT

TAT

mr
Tar
Gok.
TAT
GOK
GOK

TAT

TAT

'Déte 2
10/1/84
10/10/84

,;i/i/s4.

11/1/84
11/24/84
11/30/84
12/1/84

12/1/84
12/1/84

12/1/84

';2/8/84
1/3/85
2/15/85

3/1/85

3/23/85
3/31/85
4/1/85

4/30/85
7/15/85.
7/20/85

'8/13/85

Y



Event
Year III

69. Advisory Panel meets

70. Preparation for first project evaiuation

begins

71. Sixth training class begins

72. PFirst project evaluation conducted

73. Sixth training class graduates certified

74. Contraceptive order provided to MOH

75. vSeventh training class begins

76. Advisory Panel meets

77. Seventh training class graduates certified~:

78. Plans second Kenya cénference begin | |

89. Eighth training class begins

80. Scope of work for final evaluatidn,pfepared

8l. Eighth training class graduates certified
Year IV

82. Advisory Panel meets

83. Plans any expected publication begin

84. Contraceptive order provided to MdH,

85. PFinal evaluation begins

86. Advisory Panel meets

87. Final evaluation ends

88. Last subproject comﬁodity order placed

89. Second Kenya conference on private secéor

family planning begins

‘Responsibility Date
GOk 8/15/8s
_TAT/USAID  9/1/85
USAID 10/15/8¢
GOk 11/23/8¢
mar 12/1/85
™ 1/2/86
.-féékf 2/15/86
GOK 3/22/36
TAT 4/1/86
TAT 5/5/86
USAID/TAT 7/1/86
GOK 7/22/86
ok 8/15/86
SCIPIENT  9/1/86
mr o 12/1/86
s 2/1/87
}féékf??' 2/15/87
‘fﬁsﬁib'f 3/1/87
;fg&ﬁ .3/31/37€
mr s/1/87



Event

90. Final order commodltles arrive and
distributed

91. Advisory Panel meets

92. Last contraceptlve order prov1ded to MOH:

93. TAT submlts final report and departs

Responéibility Date
TAT 6/1/87
GOK 7/15/87
TAT 7/31/87-
TAT

‘8/15/87



ANNEX

' PROJECT COMMCDITY LIS
(IN 000's)

A. Vehicles fﬁ'f;

4 Minivans right hand drive, ' ?747idi o
VW .Kombi or equivalent i
" Subtotal

B. Office Equiprent ST e -
'Executive' desks, metal @ Kshs. 4000 ° o  +ff pi,Z

Executive chairs : - iQs9

Secretary desk . 7‘3i f4;5

In and out boxes }ff%,f L1,6
IBM selectries or equivalent: e $900 fi;8b  %7 -

Conference table (12 place) S féﬁO
19 Side chairs @ Kshs. 400  :;; ,1.6
Side chairs @ Kshs. 1900 - 7.6
.Work tables @ Kshs. 1600 li;% fé;é
Side tables @ Kshs. 1000 ff?} V?,O
Waste receptacles @ Kshs. 250 ﬁ:?f ti*é
Bookcases (2 .shelves) @ Kshs. ibﬁ  ;3 .8
4-drawer file cabinets @ Kshs. 4,800 ff;f 14 4
sets of drares :f%j 13 O
Flip chart easles @ $150 . ;Lb;3 
Office and photocopy supply cabinet | '“‘ 1 o
with lock e 3.9

Typewriter stand

3

3

1

1 Secretary chair ?;ﬂ, 1.3
. e -

2

1

1

l*—‘MU’IwaINUoh

) ¥



1 Photocopy machine (Xerox 3107 orﬂeéuivg)

2 Blackboards @ Kshs. 500
1 Desk calculator
3 Pocket calculators @ 20

1 Apple ll-e (or equivalent)'unit‘
Apple ll-e computer with 64K PAM C $1300
Disk with controller and cable @ 540
Zenithugreen phosphor monitor é 120

" Epson MA-120 printer

R.ﬁ. Modulator

Microsoft premium softcard
Sorcim Supercalc

Micropro three-pack
Ashton-Tate Dbasé 11
Ecostat Micostat Scricware
Apple plot software

30 Replacement ribkcns
Ten boxes, 10 each floppy
disks .

Applé super serial card

@
@

770
$65

ll-e @ $420

D o ® M M

@
@

Assembly, testing, repacking

1l Uninterruptable power source

200
§570
$580
§310
$ 70
450

$400
$180
@ $120

Miscellaneous office supplies for

four years (typing paper, dupliating

paper, pencil sharpners, scotch tape,

scissors, staplers, filz folders, petty

cash box, etc.)
Airshipment 2@ 50%
Subtotal

6.6

0.2°

0.1
6.1

1.5
8.0

12.3
36.9

Ksh.

16.0

92.5%/

1/ Estimated:-costs of local equipment from K.J. Cffice Supplies
Ltd., Reinsurance Plaza, Tel. 339058 subject to discount.



C.
l.
2.
3.
4.
5.
6.

8.
9.
10.
11.
12.
13.
14.
15.
16.

H-3

ILLUSTRATIVE COMMODITY "STANDARD" LIST (PER CLINIC)

IUD insertion kit @ 100 0.2 Kéhééé
Sphygmomonometer, Stethoscope 0.l ”'3j}ﬁ“
Angled Lamp 0.1 -
Sterilizer ' ‘ 0.2 -
Pelvic Models  0;2v" -
Salter Scale or similar - 0.1 .
Adult Scale ﬁO,i -
Disposable Gloves 1500 pairs 0.5 -
Hand-held Calculators @ 20 0.04 -
Desk - :3;0’
3 chairs @ 325 - 1.0
Exar Couch - :359
Table (small stand) e ,6.7
Drape & Stand “vé" l.0
File Cabinet - : .- 2.5
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 o 1.5 -
Shipping and transport @ 50% 38.2 @ 20% 166
Subtotal | | $114.7 Kshs. 966.0

Total $200.2 Kshs.1058.5

4

/
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Gaziiis Notics No. 1211

THE MEDICAL PRACTITIONERS AND _DF.NTISTS ACT
{Cap. 253)
APFROVED [INSTITUTIONS

IN EXERCISE of the powers conferred by patagraph (ii) of
the provien 16 section 12 of the Medival Practitioners and
Dentints Awt. the Director ol Medical Scrvices declares the

instttaliens teted i the Sehedule o this notice 1o be approved
institutions fur the purposes of that acction,

SCHUEDULLE
1- -Nuirobi Arca

l. Covt KIENDL Husertars
Netnynith Nakinnal Huspitul
1nfectivus Discases Hospital,
Mathari Hospital (Nairobi).
Octhopacdic Umit (Kenyatta Natiogal Hospital, l(abcle).
Forees Memorial flospital,
Kantiti Prison Hospital.

2, Naizoot Crry CounsciL HOSPITALS/ MATERNITY UNrr.fl

. Bahati Maternity Unat,
Puawani Maternity 1lospisal.
Eastleigh Maternity Unat.
Langata Maternity Unit,
Waostlands Materimty Unit.
Mubadurs Matermty Unit,
Ngira Maternity Unit,
Kahawa Maternity Unit.

3. NON-GUVLRNMENT 1OSPITALS
Nairobi Hospiul.
.1 The Aga Klan Hospital.
Gestrude's Garden Children Hospital,
M.DP. Shah Hospual, Parklzaods,
1deal Nuraing bHorne.
Park Road Nuising | lome/Out-patient Clinic.
Radiant Heahn Centre.

e  Alfa Maternity Hospual,

Avenue Nursing [{ome.
Musaba Numing Home, Nairobi.
City Nursing Home,
PEastleigh Maternity Home.
Wailands Coutage Hospital.

4. MissioN HosriTaLs
Rirata (Nying wa Mumbi) Matcrnity Home,
Mater Miscriovordiae Hospatul,
Jamua Materiily, Jericho,

5. Minsion Diserysakins /Mooits CLINICS

Ouhati Dispensary.
Cualedonia Dispensary.
Mukadaru Cathulic Dispensary.
Riruta Catholic Dispensary.
Kariobanygi Caihulic Dispensary.
. Kibera Cathotic Dispensary.
S.D.A. Liverpool Road Dispensary, Keayata Avcnue.
Edelvale Dispensary.
Wausllands Dispeasary.
Kahawa Dispensary.

o GuveRNMENT 11EALTH CENTRES aAND DISPENSARIES
Loco Dispensary.
Ratlways Hesdquarters Dispensary.
N.Y.S. Holding Unit Dispensary.
Muthari Police Line Dispensary.
Polive Deput Dispensary.
tabete Technical and Traude Dispensary.
Kabete Approved School Dispensary.
Sturehe Boys Cenitre Dispensary
State House Duopensary.
Muguga Dispemary.
Mhayathi Dispensary, Postal Training School.
G.5.U. Training Wing Dispensary, Embakasi.

GAS.U, AT Coy Muobile Dispensary.
G.S.U. “B" Coy Mobile Dispensary.
G.S.U. “C Coy Mobils Dispensary.
G.S.U. "D Coy Mobile Dispensary.
G.S.U. “E" Coy Mobile Dispensary.
G.S.U, “F" Coy Mobile Dispensary.

7.

"9,

G.S.U. “G" Coy Mobile Dispensary.

G.S.U. "H" Coy Mobile Dispensary.

G.S.U. Headquarters, Tuika Road Dispensary.
GJA.U. Ruiry Camp Dispensary.

Embakasi K.A.F. Dispensary,

M.O.W. Supplies Branch Dispensary.

Prison Stall Training College Dispensary.
Nairobt Remand aad Allocation Prison Dispensary.
Provinvial Logincer, M.O.W. Dispensary.
Langata Barracks MULR. Dispensary.

M.I.R. Dispensary, Uluwi House,

Langata Women's Prisen Dispensary.
Kahawa Garrison M.LR. Dispensary.
Kenya Air Force Eastleigh Medical Centre.
Dagoretti Approved Dispensary,

Gitathuru Approved School Dispensary.
Kabete Juveniles Remand Home Dispemary.
Kenyatta Uriversity Callive Sion e o
Wniversity of Naarabt Huealth dorviers.

Jomo Kenyatta faternationul Airpore &
Railway Training School dipensaty.

Kenya Amrways Dispensary, Embakasi.
Utalii College Dispensary.

Namsost City Cuuncik Heartir Cenmuis, Dispensians
AND CHILD WELFaxE CLINICS

Karuru Health Centre.

Wiithaka Health Centre.

Riruta Health Centre.

Karen Health Centre.

Kangemi Health Centre.
Kariobanygi !ectth Centre,

Bahati Hcalth Centre.

Liasticigh Healih Centre.

Langata ealth Centre,

Westlands Heaith Centre.
Makadara Health Centre.

Ngara Health Centre.

Kahawa Health Centre.

Rhodes Avcnuc Dispensary.
Pumwani Jealth Sub-Ceatre.
Cmibakasi Dispensary,

Kaloleai Health Sub-Centre.
Kasarani Health Sup-Caznire.
Lower Kabete Heuith Sub-Centre.
Ngong Road Hwlth Sub-Centre.
Ofafa Jericho Health Sub-Centre.
Chest and T.B. Clinic, Rhodes Avenue.
Special Treaumeat (Satf Ciinic).
Pumwani Clinic (Statl Clinic),
Fumily Welfare and Planning Clinke.

Companies

Philips (K) Ltd., Factory Dispensary.

B.A.T, Factory Dispensary.

D.A.T. Shauri Moyo Vilage Dispenaary.
K.B.S. Dispensary, Lasticigh.

K.M.C. Dispensary, Athi River.

Metul Box Factory Dispenairy.

C.M.C. Dispensary, Chepkorio Road.
Portland Cement Athu River Dispensary,
E.A. Industries Factory Sucet Duspeesars.
Kenya Breweries (Ruaraka) Factory Disnsinary.
Kenya Breweries (City Factory) Dispensary.
Cadbury Schweppes Dispensary.

Firestone Factory Dispensary,

E.A.P. & L. Stad Cliaic.

N.A.S. Caterer's Dispensary, Embakasi.

Car & General Dispensary.

General Motors (K) Limited, Dispensary.
Associated Batterv Dispeasary.

Coca-Cola Company Dispensary.

Nairost City Counci. CHitd WeLeare CLiNics

Kariokor.

Shauri Moyo.

Kaloleni.

Mbolcla,

Bahati.

M.0.W, (Ministry of Woru\

Charles New Road,

Hono Crescent.

Jerusalem,

Eastleigh.

Ngura. /
t a4
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Pangani.
Highridge. Heatrn Cantras ano Disransanigs
Pumwauni, N
Police Lines, (@) Kiambu:
Sandford Ioud. Government

Woadlcy.
Maringo.
Makadara.
Makongeni,
Jinnafy Avenue.
Post and ‘Telesummunications,
Eastleigh Lines,
KA,

Ofafa.
Edelvale, -
Embakasi,
Uohra Road.
Staate [louse,
Nairobi South.
Muthurwa,
Prison,
Ruaraka.
Bahati.
Langacu.
Eastleigh.
Makadara.
Kahawa.
Wastaads.

10 Pavare Cuinies

Dinshow Ryramjee Clinic.

Siri Guru Sikh (Ranmigharia) Dispensary.
‘The Soviul Service League Dispensary.
Jamia Red Creacent Clinic,

H—Cuatrul Proviace

GovErnmeNT HoseITaLY .
°®

Central Province Genersi Hospital, Nyeri,
Kiambu District Hospital.
Thika Hospual.

Tigoni Hospital.

Gatuadu Hospual.
Kerugovs Distrizt !lospital.
Murang’ . District {aspiual.
Muriranj2's Hospital.

0! Kalou District Hospinl.
Nyeri Prison Haspual,
Nyshururu District [{ospital.
Mt Konya Hospial, Nyeri,
Kurating Hospital.

2, Missinn [lospirats

Kijahe Mission lospital,

Kikuyu Mission Iospital.

Tumutumu Mission Hospital.

Mwerga Maternity Clinic,

S.. Anne Muternity, Kiganjo.

Mathari tlospital, Nyeri.

North Kinanwap Hospital, Nyandacuu,
Xaruri Matervty Hosoital snd Nursing Home,
Guichannru tlaspual, “Murang'a,

Thika Maternity Hospital,

Kagwe Maiternity Hospital,

Kalimoni Muternity Home, Kiambu,
Nazareth Howpitad,

Kiriaing Hospual.
" Mwea Cottuys lospual.

lcagaki Maternity Hospital,

Karira Haspial.

Belle Yue Matermry Hospital, Mweiga,
Baricho Maternity Honie.

Kianyaga Muterniy Home,

Manau Maternity Home,

Kereita Muaternity HHome,

Immaculate Heart of Mary Hospital, Kilimamboga.
Kilimamouyu Hospitl.

Private

Muthiga Mcidical Centre,
Kikuyu Nursing Home.
Saba Saba Maternity Home.
Limuru Nurwung Home.
Thika Nursing Home.

Karuri Nutional Wef. lealth Centre,
Githunguri l{ealth Centra,

Limuru Health Cenire.

Wangigi Heslty Centre. .
Lari Rural Demuonstration Health Centre,
Ngoronga lealts Centre.

Ruiru llealth Cenire, |

Kagwe Sub-Healtiy Centre.

Karatu Health Centre,

Jgeganiu Rural Danvasteution Heslth Cuntre.
Muayu Rural Demonsteation tHealth Cuntry,
Ngewa Health Ceutie. )
Nge'nda Hexlih Centee,

Ciundu Dispunsary,

Anmer Dispensary.

Kagaa Dispemsary.

Jacaranda Esate Dispensary,
G.K. P'rison Dispensary (Kiambu),
G.K. P'rison Dispensury (Thika).
Kigumo Dispensary.

Uplands Forest Dispensary,
Keriita Forest Dispensary.

Kieni Forest Dispensary.

Kinale Forest Dispensary.

Kamae Forest Dispeasary.
Gichuru Dispensaiy.

Muguga (E.AF.R.0.) Dispemary,
Nduadu Dispensary.

Ragia Forest Dispznsary.

Karia Dispensary.

Mangu High School Dispensary.
Thika High Schoal Dispensary.
Thika Blind School Disgensary,
Joy Town Crippies Dispzasary.
Gatitu Dispensary,

Keringa Dispensary.

Nderu Dispenszsy,

Miguta Dispensary.

Rioki Dispensary.

Kagwi Dispensary.

Lusigenty Health Centre.

MUsion

Thigio Dispensury.
Kambui Dispemsary,
Mangu Dispensary,
Tinganga Dispensary,
Ngarariga Dispensary,
Kiriko Dispensary.
Keriita Dispensary.
‘Kagwi Dispensary.
Karinga Dispensury,
Rioki Dispensary.
Ndundu Health Centre.

Company

Muchana Estate Dispensary,
Ruora Estate Dispensary.

Oaklands Estate Dispensary,

Kibubuti Estate Dispensary.

Mubrokie Estate Dispensary. .

E.A. Bag & Corduge Dispensarcy.
Nyara Tea Estate Dispuniary, Limuru,
Kentmere Estate Dispensary.

Karirana Estate Dispensary.

Bawa Shoe Dispeasary,

Ngariga Dispensary.

Uplands Bacon Factory Dispensary,
Juja Farm Dispensary,

Thika Green [.eaf Thresning Plant Dispeasary (B.A.7°).

() Kirinyaga:

Government

Sagana Rural Demonstration Health Ceantre.
Kianyaga Health Ceatre.

Kimbimbi Health Centre.

Baricho Health Caatre.,

Kibirirun MNienanca,



1336

THE KENYA GAZETTE

1~4

ot
25th Ocuobes,

Niaroguna [lealth Sub-Centre.
Kanguita Health Sub-Centre.
Gathambi Dispeniary.

Mutira (Kagumo) Dispenury.
Kdinurandt Dispsnsacy.
Namutugy Healta Sub-Ceatre.
Difisthus Heaith Sub-Cente,
Negia's Dispensasy.

Rabare Dispensary.

Mwea G.K. 1Mihon Dispanary.
Mutithi Dispsnsary.
Kiumbu-ini ispensary.,
Ciatugirit Piapensary,
Ramweti Forest Dispensasy,
Waniumu Approved School Dispaasary.
Galugirinh Diapeacacy.
Kandongd Dhpiriary.

Maukas Dispensary.

Kianiege Healih Sub-Centre.
Kiangombe Dinpensary,
Galwe Dispensary.

Kisngai Dispensary.

Kutus Dispensary.

Thiba Dipensary.

Missiva

Kerugoys Dispersary (Catholic).
Gutumbi Dispensiry 1S.D.A.).
Sagana Mission Dispensary,

_ rivate

Katuwus . Maternity Huine.

. Ragumo I, Mulernity Home.

Cumpany

Kangaita Tea Authority Dispensary,

{c) Myandarua:

Government

Milangine Health Cenue,

Mauina and Mwangi Hedth Ceave.
Subuluia Health Centre.

Niabini Dispensary,

Ndaragwa Disgpeasary.

Shamats Dispeasary.

Pest Divpensary.

Munungs Dispeasary.

Muawingo Dispensary (0.d).

Narih Kinungop Dispezsury (Eagineer),
O Bolowit Furest Dep.stment Dispensary,
Geta Furest Dopensary.

Mutarabwa Forest Disgensary,

New Mawingo Dispensiry,

Turashy Dispensary.

Ngorika Dispeasary.

Silibweti Dispemary.

G.K, I'"ixan Dopensary, Nyahururu,
No:th Marmunst Dispeasary.

~ Muruagaro Dupensary.

Mutaruawa Dispensary.
Ndemi Dispensary.
Leshaupondo Dispensary,
Wanjohi Heulth Centre.
Uruku Dispensaty.
Kurangatha Health Ceelge.
Ngino,

Mission

Thamson's Fulls Dispensary.

Nyahururu Catholic Dsp. and Maternity Clinic.

() Nyeri:

Gouvernment

Ngorano Rural Demesstration Health Centre,
Mukurweini Health Centre.

Othaya Health Ceatre.

Wamagana Health Ceza.

Endarssha Ruml Demonstration Health Ceatre.
Warazo Rural Demoaszatica Health Ceatre,
Naromoru Dispensary.

-~ .
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Aguthi Dispensary.

Miliiti Dispeiaary.

Gumba Dispensary,

Kigsnjo Dispensary.

Island Farms Dispesnsacy,
Kisndongoro Forest Dispensary.
Kabage Forest Dispensary.

Ndathi Forest Dispemsary.
Katwrsura Forest Dispensary.
Gathiuru Forest Dispeasary.
Ragati Foreal Dispensary.

Kiganjo Police Colizge Dispensary,
Iururu Dispensary.

Glelurd Dbpensary.

Gichichr Sub-lizalth Ceatre,
Amdoni Dispensary.

Uellevua Dispenaury.

Ndwmnaial Dispensary.

Nyeri Primary School Dispensary,
Kinunga Health Cenire.

Caliex Childeen's Home (Ruring'u).
Nyeri Towan Municipal Health Cenre,
Nyeri G.K. Prison.

Kamoko Dipensary.

Nyeri Hligh School Dispensary.
Wandumbi Dispensary.

Zaina Dispensary.

Kamwenja T.T.C, Disgensary.

. Othaya App. School Dispensary.

Chzhe Forest Dispensary.

Gatei Dispensary.

Nairobi Forest Dispensary.
Thinguthi Disgensary.

tlombe Forest Dispznsary.

Karaba Dispensary.

Njoki Dispensary.

Ickamara Disgensary. :
Kagumo Mizh Scheol Dispettsary,
Kagumo Teachers College Dispemary.
Nyeri Tochnical Scsool Dispeasary,

M lssion

Gixondi Dispensary & Materaity Home.
Kaheti Dispensary & Materaity Homie,
Karima Dipensary.

Muciga Maternity Home,

Ngargu Dispeasary.

Bellevue Dispensary.

Narownoru Dispemsary.

Private

Mariini Maternity Home. -

(9) Munng'a:

Guverninent

Mumgwu Rural Health Training Centre.
Makuyu Rural Health Demomirstion Ceatre.

Kangema Rural Healdh Demonsual'nn Cantee,

K.gumo Health Centre.
Xandara Health Cenve.
Kirogo Hexlth Cectre.
Gatura tlealth Centre.
Saba Saba Health Sub-Centre.
fruri Dispensary,

Kiria Dispensary.
Kiunyu Dunpensacy,
Kihoya Dispensary,
Kambirwa Dispensary.
Ngurueini Dispensary.
Tuthu Dispensary.
Gatara Dispensary.
Gituuru Dispensary.
KNirwara Dispensary.
Niriani Disp.nsary.
Kanyenyaini Dispzasary.
Kamahuhs Dispeasary.
Muthithi Dispensaty.
Kingari Dispensary.
Kariuz Dispensaty. ~
Kigoro Dispensary.
Kiruara Dispensary.
Githungun Dispensary.
Murang'a G.K. Prison Dispensary,
Nyakiauga Dispensary.
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Maragwa Ridge Dispeasary.
lthanga Dispensary.

Ichichi Dispensary,
Kigetuini Dispensury,
Gutara Forest Dispensary.
Kimakia Forest Dispensary,
Kisura Dispensary.
Kiayangt Oispensary,
Kairo Dispensary,

Gukurwe Sub-tlealth Centra.
Gitugi Dispensary,
Wanjengi Divpensacy,
Kihumbuini Dispensary.
Miumbiri Dispensary.
Gathery Dispensary,

Alsalon

Githwinu Dispensary,
Gatanga Dispensary.
Mugairi Dispemsary,
Mariira Dispensary,
Kiangunyi Dispecsary,
Gaturi Dispensity,
Ruchu Dispensary,
Murang'a Dispensary,
Nyangunyi Dispensary,
Muthithi Dispensary.
lchagaki {Jispersary,
Kitita Dispensary.,

Cuompany

Kenys Caanas Dispensacy,

Ul—Eustern Province
Govexnmenr HoseiTars

Eastern I'rovinc: General Hospial, Machakos,
Embu Bistrict Hospial. .
Isiola District Hosputal,
Kiwi District Haspiral,
Kanguady District [Hospucal.

T Makindu Hospical,
Makueai Hospital.
Marsabit Qistrict Hospital,
Moyale Distict Hospital,
Meru District Hospital,
Ishiura Cottage Hospieal.
Athi River G.K. Prisan Hospital,
Chuka Hospual,

Massion Jlasenars

Mulungu Missiun Hoapral,

Chogoria Misaion Huspital,

Mava Muaan Hospital,

Chuku (St Joseph's) Mission Dispensary,
Kiluugu Mission Hospual.

Kimangaa Mission Hospital.

Kyemi Missivn Hospual,

Muthale Mission Haspual.

Mutomo Mission Haspital,

Nkubu Mission Hospital.

Tigania Mission Hosmal,

St. Anne's Egop Maternity Hospital, Meru,
Laisamis Mission Hosputal,

Kiirwa Maternity [Hospital,

Franciscan Convent, Kangundo.

Sulolo Dispensary,

Kikako Mission tHosputal,

Puivare HosriTaLs

Muimam Maternuy MNursing Home, Mery,
Macnakas Nursing Home.
Kihmcr,i.. Muatermity Home.

Hear TH Cintir s amn Disrunsakiuy

Muchakaos ;
Gouvernmen:

Matuu Demonstration Health Centre,
Masii Heulth Cenere.

Mboanmi Health Car e,

Sultan Hiunud Heulth Centre.
Newata Heulth Centye,
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Athi River Health Centre,
Kalawa Health SubsCenue,
Nunguni Health Sub-Ceatre.
Donyo Sabuk Health Sub-Centre,
Mwula Demonsirtion Health Sub-Cunire.
Kakuyuni Dispensary.
Kithyoko Dispensary,
Thinu Dispensary.
Muthyainbua Dispensary,
Kibauni (or Katulani) Dispensary.
Miu Dispensury.
Mautungulu Dispensary,
aani Dispensary,
Kilula Dispensary,
Tuwa Daemonstration Health Centre,
. Naiu Dispensary,
Qkls Dbpensury,
Opete Dispemsary.
Kusikeu Dispensury.
Kalama Dispensary.
Kisau Dispensary.
Mua Hills Dispensary,
Ekarukara Dispensary.
Ndulani Dispensary.
Kitise Diapensary,
Kikuminj Dispensary.
Mwanyani Dupensary,
Mbiuni Disoctisary,
Wanwinyu Dispensary,
Kithimani Dispensary.
Masinga Dispenisary.
Matiliku Dispen.ary,
Yauta N.Y.S. Qispensary,
Masii N.Y.S, Dispensary,
Mavindin{ Dispensary.
Mitabaoni Heulth Centre,
Kalulini Dispensary,
Kaviani Dispensary.
Muthetheni Dispeusary.
Kwa-K.uvisi Dispensary.
Kyambeke Dispensary.
Kinyatta Dispensary,

Mbitini Dispeasary (Sisters of Mercy).
Kibwezi Heaith Centre (AMRER),
Mlssion

Sisters of Mercy Dispemsary (Mbogni).
Grace Baptist Dispzasary (Muto Aondei),
Kiungu Dispensary,

Mulala Dispensary.

Mukas Dispensary,

Kiteta Dispensary.

Mbitini Dispensary,

Makueni Dispensary,

Kiaazabe Dispensary,

Kabaa Dispensary; )
+ Maukindu Catholic Disp, und Muaternity Clinic,
Muthetheni Dispensary, R

Kibwezi Dispensary. R

Company
D.C.K. Farms Dispensary.
Kitui s

Governinenr

Migwani Health Centre,
Ikutha He-aith Centre.
Treikuru Health C:nrre,
Mutito Health Centre,
Yatta Health Centre,
Nuu Health Cearre,
Nguni Heaith Canrre,
Katulani Heaith Cenrre,
Mui Dispensary.

Endau Dispensary.
Kuuwi Dispensary.
Usueni Dispensary,
Tharaka Dispensary.
Katse Dispensary,
Mivukoni Dispensary,
Ngomen; Dispensary,
Enziu Dispensary.
Kanziku Dispeasary,
Mutha Dispensarv.
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Voo Dispensary.

Kitui Road N.Y.S. Dispeasury.
Inyuu (o1 Zombe) Dispemary.
G.K. Prison Kyuso Duspensary.
Miamtrani Dispensiuy.

Waita Dispensary.

Muatibani Dispensary.
Mutinyaai Dopemary.
Kyitaine Dispenndry.

\hitini Dipensaty.

Nrctung Dispensaty.

Mivivn
Ikangs Dispensary,
Mulungo Dopensary.
Mutune Diapensary,
Kimangaa Dispénsary.
Mautitu Dispensary.

Nuu Catholic Dispensary snd Maternity Clinic,

¢y ko

Guvernment

Karuromo Rural Health Centre
Srakago Demonstration Centre.
Runycnjes Health Centre.
Cateyi Dispensary.
Kianjokomu Dispensary.
Ran@a Dispensary.

Ena Dispensary.

Nambure Dspensary.

Githiniu Duipensary.

Rwika Duopensary.

Kismbere Dispensary,

Mufu Dispensary.

Ruakanau Dopensary.

Karaba Dispensary.

Kantiri Dispeusary.

Adthanjuri Dispensary.
Githegi Dispeasary.

Kairuri Dispensary.

.—— Kigumo Dispensary.

Ngandute Duapeasary.
Misvion

Swkago Dispensary,
friamorai Dispensary.

Kithutigurury Church Dispensury,

Nguvio Miajon Dogensary.
Kevute Dopensary.
Kanyombora Dispensary.
Kinunnnga Dispensacy,
Gwabacthe Dispensary.

(d} Mau:

Gouvermrent

Ruiin Rurul Hlealth Training Centre,

Githango Hualth Centre,
Munmant Jlealth Centre.
Chiokatige Health Centre.
Mpukom Health Cenire.
Timuu Health Cenire.
Miatheae Health Centre,
Laare Heulth Centre.
Mikumbune Heaith Centge.
Nuaii Dispensary.

Kirva Dipensary.

Ginka Dispensary.
Kajuki Dispensary.
Kamanyaki Dispensary.
Kionyu Dispensary.,
Kuungu Dnpensary,
Rathangacute Dibpensary,
Kibugua Dispeinary,
Kuncne Dispensary.
Mikinduri Dispensary.
Mitunguu Dapensary,
Mituati Dispensary.
Muthambi Dispensuiy.
Mutha.wa Dispensary.
Nkaondi Dispeasary.
Onulili Dopensary.
Thimaagiri Dispensary,
Uruku Dispensary

.Scm:nuu—(Comd.)

(e)

()

Uruku G.K. Prison Dispensary.
Kangeta Dispensary.

Maguti Dispemsary.

Kiini “Muthenge™ Dispettaury,
Kattyakine Dispensary.

Gatimbi Dispensury.

Mukui Dispensary,

Wichoviu Dispensary,

Muenu Nutional Park Dispetisaty.
Machanga Dinpensary.

Mission

[thimbari Dispensary,
Gatuntune Diapensary.
Kinutu Dispunsuary,
Nyeru Dispetisary.
Weru Dispensary.
Irnga Dispuensary.
Kigumo Dispensiry,
Mukuni Dispensary.
Kiini Dispensury.
<Kicrenii Dispensary.
lkumbo Dispensary.
Kicni (Kirindini) Dispensary.
Karimba Dispensary.
Kuaanua Dispensary,
Kuriani Dispensacy,
Kitthigu Dispeisary.
Kajiampau Dispensary.
Kooru Dispensary.
Amunygeli Dispensary.
Kirna Dispcasary.
Nkabune Dispenaary.
Mikinduri Dispensary.
Ruiru Dispensary.
Igoji Dispensary.
Cigandene Dispensary.
Gitoruo Dispensary.
Nyukine Dispensdry.
Gatunga Dispenary,
Michii Dispensary.
Matiri Dispensary.
Kiarijui Dispensary.
Angiri Dispensary.
Mujwa Dispemary,
Tiunau Dispensary.
Tigania Dispensary.
Mckinduri Dispensary.
Mbarange Dispensary.
Mworoga Dispensary.
Muguna Nutr. Home,
Muthamnbi Dispensery.
Kariakoino Dispensary,
Tuuru Dispensary.
Tuuru Disabled Child Home.
Cheera Dispensury,
Mucimukuru Dispensury.
Riiji Dispeasary.

Company

Muciimikuru Tea Estate Dispensary.

Marsabit/ Moyale :

Government
lleret Dispensary.
AMlisslon

Laglogu Dispzasary.
North Horr Dispensary.
Loiyungalani Dispensary,
Maikona Dispensary.
Ngurunit Dispensary.
Korgi Missicn Dispensary,
Korr Mission Dispersary.
Kalacha Dispeisary.
Gatab Misviun Dispensary.

Maursabit Catholic Disp. und Miterni

Isiolo:
Guvernment

Garba Tulls Health Centre,
Merti [lealth Centre.
Mudo-Guashe Dispensary.
Kina Dispensary.

Seticha Dispensary.
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Dulera Dispensiary.
Irisubury Dispensary,
Mau Kadeka Dbpensary.

Missivn

[siolo Dispensary.
Odu Nywwro Dispensary,
Anti-l'olunyg Dispensary.

IY==Nurth-Lustern Province

Cuverssunt tHospirats

" Provinial General Hospital, Guissa.
Muandera District Howpital,
Wajir Distrivt Hospital,

b Hese s Ceeames oy DIverssaniny
tan Garisia:

Guvermment

Mudo-Gashe Health Centre.
Musalani [eahit Centree,
Liboi Health Centre.
Dactuab Health Sub-Centre,
Hulugha Health Sub-Centre,
Gurizsa MLCILL Clinge,
Balambaly Dispensary.

Hura Dispensary.

liara Divpensary,

Musabubu Dispensary.
Gariswa Ariny Camp Dispunsary,

{(by Waijir:
Government

Buna Hedth Cenere.

Bute Healthh Centre.

Terhaj {leslth Sub-Lentre.
Hahaswein Heaith Sub-Czatre.
Gurar Dispensary.

Giriftu Dispensary.

Cl-len Dispensary,

2-Das Dispensary.

Whiir Bue Dispensary.

Wijir Army Camp Dispensary.

(¢) Mandera:
Government

Rhamue Health Centre.

E! Wak flenlth Centre,

Takiha Health Cenue,

Acabia Dispensary,

fenisa Dispensary,

Mandera Army Camip Dispetsary,

Y-=Coast Proviace
1. Goveanvent HospiTaLs

Coast Provincial General Hosoital, Mombasa,
Kilift District Hosoital.

Malindi Sub-Distnet flospital,
Msambweni District Hosputal,

Kwale Hespigal,

Lamu District Hospital.

Port Reitz Chest Hospital.

Lady Griggz Maternity Hospltal,
Wesu District Haspital.

Taveta Hospitul.

Vai Hospital,

Holu District Haspual,

Kipini Ho-pital.

Shimao-ia-Tews G.X. Prison Hospiul.
Kinaago {lispiaal.

Manyani G.K. Pricon Hospital.
Nguao Hospitai. .

2. M:sston Haseita
St. Luke Kalaleni Mission Hospital,
1. Now-Goveanment Haseitats

Momhasa flospieal, ‘Mombasa.
Pandya Memorial Clince.
Aga Kian Hospial,

ScxaouLa~~(Contd.)

4.

s'

6.

Company Hoseitat
Kenya Sugur Company Limited Howpital, Ramisi,

Privatd HosriTaLs

Dr. Viblmkar's Maternity Hospital,
Changamwe Nursing Home.
»

HeaLns Centres ano Diseensinies
(a) Mombasa:
Government

Moi Airport S/H/C.
Shaazu T.T. College Bispensary.
Shimo-lueTewa G.K. Prisan Dispensary.

Mtonywe AMLLR. Dispsnsary (Kenys Nary),
Kiltnamr rurt Dispanary,

Miongwe N.Y.5. Dispensary.
Mombusa G.K. Piisoa Dispensary.
State House Dispensary,
Shimo-1a-Tewa Dupensary,

Nyali Barracks M.LR. Dispensary.

Municipality

Mwembe Tayari Health Ceotro.
Makupa Healih Cenve.

Magongo Henlih' Centre.

Majengo Health Ceatra.

Likoai Healtb Centre.

Kwa Jomva Health Sub-Centre.
Utange Health Sub-Centre.
Kongowea Health Sub-Centre,
Shikaadabu Heatth Sub-Centre,
Mtongwe Health Sub-Canire.
Kwa Jomvu Kuu Health Sub-Ceatre.
Mvita Clinic,

Mwembe TayarsSud Cliaic.
Senior S Clinic.

M.0.\V. Dispensary Shimanzi,
Mwaunguja Dispensary,
Mwakirunge Diipensary.

Old Town Daderbhoy Dispeasary.

Mlsslon
Tlmbwani Consalate Sisters Dispensary,
('ompany '

Bamburi Portland Cement Dispensary.
Chamgamwe Oil Refinery Dispeasary.
Kenya Sheil Dispensary, Mombass.
Cargo Handling Dispeasary,
Kenya Dreweries Dispensary.
K.M.C. Dispensary, Mombassa,
Shimanzi Railwayy Dispensary.

. African Marnioe Eng. Dispeasary.
Kipevu Dispensary,
Kenya Port Authority Clnic.

Private

Sailes Poundation Clinje,

MRomani Haremoes Clinle,

Visa QOshwal Dispensary,

Mri. Albabal Hail Aboo DUipeasary.

(&) Kwale: .
Government

Tiwl Rural Health Traizwg Ceatrs,
Shimba Hills Heaith Centra,
Xikeneni Health Ceatrs.
Ngombeni Dispensary,
Kicbakasimba Dispeasary,
Was Dispeasary.

Matugs Dispeasary,

Tiwi Dispeazsry,

Dizai Dispensary.

Muhsks Dispeasary,
Lungalunga Dispensary,
Vanga Dispensary,
Kilimangodo Disoensary.
Lutsaagaci Dispeasary,
Munyenzeni [Dispeauary,
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Shimoni Dispensary.
Mwaungulu Dispensary.
Ndavaya Dispensary.
Mkoagani Dispeasary.
Kibundaongo Dispensary.
Mwanda Dupeasary.
Sumburu Dispensary.
Mazeras Dispensary.
Lukope Dispensury.
Makuanuni Harambes Dispeasary.
Bolu Dispensary.

Taru Dispensary,

Missivn
Kichakd Simba Dispensary.
Siclln Ming Dispensary.

() Kilili:
Government

Mariakzni Demonstration Health Ceatre.

Rabai Demonstration Health Centre.

Vipingo Rural Demnonstration Heslth Ceotre,

Jihana Vleulth Ceatre.

Konbeni tlealth Centre,

DBunba Health Centie,

Garashi Huealth Cenue.

Takaungu Dispensary.

Gongoru (Junju) Dispeasary.

Shino-la-Tecwa Dispensary.

Jaribuni Dispensary,

Chonyi Dispensary.

Mgamboni Dispensary,

Ribe Dispensary.

Bwagamoyo Dispensary.

Gotuni Dispensary.

Lenga Dispensary.

Junju/Gongoni Ditpensary.

Tsangatsi Dispensary.

Guanze Dispersary.

Vitengeni Dispensary.

Muryachakwe Dispensary.

Chakama Dispcasary.
“““Kakoneni Dispensary.

Kakuyuni Dispensary,

Gede Dispensary,

Mambrui Dispensary.

Marikcbun{ Dispensary.

Gonyoni (Muiindi) Dispensary,

Marafa Dispensary.

Adu Dispensary.

Baricho Dispensary.

Dagamra Dispensary,

Sosoni Dispensary.

Gareayi Dispensary.

Mission

Wema Catholic Dispensary.
Giriama Catholic Dispensary.
Chonyi Dispensary.

Company
Kenys Cushewauts Dispensary,
Kalii Plantation Dispensary.
Vipingo Estute Dispeasary.
Malindi Maternity Home.

Private

Kikambala Maternity Clinic.
Malindi Maternity Clinic,

(N Lamu:

. Government

Fazs [lealth Centre.

Witu Health Centre.

Lake Kenyatta Health Centre,
Kiunga Dispensary.
Mkunumbi Dispensary.
Matondoni Dispeosary.

Siu Dispensary.

Ndau Dispensary.

Kisingiuni Dispensary.

Alission

Lake Kenyattu Mobile Clinic.

SasouLa—~(Contd.)

(¢) Tuna River:
Government

Gursen Health Centre,
Chewani Dispensary.
Makere Dispunsary.
Wayu Dispensary.
Pumwani Dispensary.
Majengo Dispensury.
Wenje Dispensary.
Mnaziui Dispensary.
Semikuio Dispensary,
Burt Dispensary.
Murembo Dipensary,
Bura N.Y.S. Dispensary.
Odu Dispensary.

Bum N.Y.S. Dispensary.
Kipini P'rison Dispensary.
Went Dispensary,

Ozi Dispensary.

Chwele Dispensary.
Mbatambals Dispensary.
Nanghi Dispensary.
Tarazo Sccondary School Dispensary.
Mototo Health Centre.

Mission -
Wema Dispensary.

Taita/Taveta:
Governmenr

Mwatate Demonstration Health Centre.
Mwakilau Health Centre.

Mpizinyi Health Centre.

Nyache liealth Centre.

Mbale HHealth Ceantre.

Rukanga Health Centre,

Kasigau Dispensary.

Kimorigo Dispensary,

Munigua Dispeasary.

Mwanda Dispensary..

Mpgunge Dispensary.

Wundanyi Dispensary.

Shelemba Dispensary.

Msau Dispensary.

Manyani G.K. Prison Dispensary.
Mwambirwa or Roag'e Dispensary.
Ndeme Dispensary,

Sagalla Dispensary.

Ghazi Dispensary.

Bura Dispensary.

Mission

Bura Catholic Dispecsary.
Taveta Catholic Dispensary.
Eldoro Cetholic Dispensary.

Company

Taveta Sisal Estale Dispeasary.
Mwalate Sisal Estate Dispensary.
Kamboyo Dispensary (N. Park. Vaoi).
lipe Sisal Estate Dispensary,

Ziwani Sisal Estate Dispensary.
Mugono Rading Dispestary.

Tuita "Hills Lodge Dispensary.

Salt Lick Lodge Dispensary.

YI—RIlt Valloy Province

‘GOVEANMENT HosPITALS

! Provincial General Hospital, Nakuru,
¥.abarnet District Hospital.
Molo Hospital,

Naivasha Hospital.

Kaiiado District Hospital.
Kericho District Hosoital,
Kapkatet Sub-District Hospital.
Landiani Mospital.

Nanyukl District Hospital.
Narok District Hospital.
Ichundura Dispensary. .
Mokowe G.S.U. Dispensary.
Hindi G.K. Prison Dispensary.
Maralal District Hospital,
Lodwar District Haospital,
Lokitaung' Sub-District Hospitsl,

a9th October, 1932
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Tambach District Hospital,

Kapsabet District Hospital,

Naadi Hills Hospital.

Kitale District Hospital.

Eldoret District Hospital.

Rapenguria District tlospital.

Nakuru 'rivon Hospital.

Mathari Menal (Extension) Hospital, Gilgil,
" Loitokitok FHlospital,

Mission Hasritas

Letein Mission llaspital,
Tenwek Missivn Hospital,
Kapsowar Mision Hospiual,
Laolori Missivn Hospital,

Plateau Riefurmed Church Hospiwl, Eldoret,
ltuhojui Atission Elospital.
Kaplong Miswana Haspitul,
Kilgoris Mission 1Tospital,

Ortum Mission lHospital,
Loroyumi Mission Hospital,
Kakhuma Hospital.

Waniba lo'pitai.

Mercy tHospital, Gldama Ravine,
Rombo Hospital,

Kaibai Hovyntal,

Lumbwa Mision Cottage Hospital,

Non.Cavensmest Hospitacs

Nakueu War Memarial Hospital.
Uusin Gishu IHospital.

Mount Llson {Havpital,

Nanyuki Cuttage flosputal,
Meneneai Nursine tHaome,
Cyerton Colleye “Coutage Hospital,
Eldoret Nursine tome,

Wangu Muternuty Hoine,

Coseany Iloneiray

Kenys Tea Company Linuted Hospual, Kericho,

African Ilighkinds Produce Limited Hospital,
Moagudi Soda Canmpunty Limited tlospital,

Naxuay Mumiciragry

Langalanga Heaith Cantre.
Naku:u West Dispensary.
Bondeni Muternity Home.
Lanet Dispensary.,

Heawtit Cennees anp Disransirins

(@) Nukuru:
Government

GCilgil Demonstration Health Centre.
Huhati Denonstration Healls Ceatre,
Elburgon ticalth Centra,

Njore Health Centre,

Rongai Heaith Centre,

Subukia Health Centre.

Solal Health Centre.

Dundori Health Centre.
Olenguruoni Health Sub-Centra.
Mau Narok Hzalth Sub<Ceatre,
Maiella Health Sub-Cenye.

Moio South Dispensary,

Laower Solui Dispensary.

Dahati D. Forest Dispeasary,
Kabati Dispensary.

Gilgi! N.Y.S. Dispensary,

Lanet M.I.R. Dispensary.

Nakuru Barracks M.LR. Dispeasary,
Gilgil Barracks MULR, Dispeasary.
Nanyuki K.A.F, Dispensary.
Kenyatta durracks V1R, Dispensary.
Elburgun Farest Dispensary
Marniashom Forest Dispeasary,
Baraget Forest Dispeasary.
Kiptunga Forest Dispansary.
Nessuit Forest Dispensary,

Likia Furest Dispensary.

Teret Forest Dispensary,

Bondeni Dispensary,

Ndoiget Forest Dispensary,

Kerisoi Forest Dispensary.

Bmnbury Dispeasary.

Saapuu—(Comd.)

Rocka Dispensary.

Naivasha Maz. Prisca Dispeasary.

Naivasha Open Prison Dispcasary,

Naivasha N.YSS. {Women) Dispensary,
* Rugonga Forest Dispeasary,

Surury Dispensary,

Kabarak High School Dispensary,

Moi Darracks M.L.R. Dispeniary.

(5) Baringo:
. Government

Elame Ravine Health Cenrre.
Marigat Health Cenyre,
Nginyang’ Heaiwn Centre,
Mogotio Health Centes,
Kampi ya Samaki lleajth Cenire,
Tanuulbei Divpensary,
Kapku.elwa Disponsary,
Kapticny Dispensary,
Seretualn Dispensary,
Tarango Dispensary,
Sirwa Dispensary.
Kipuagich Dispensary.
Teages Dispensary.
Kolobea Disp:us.m‘.
Lobei Dispeasary,
Maji Moto Dispensary.
Emiaiag Dispensary.
Katartonjo Dispeasary.
Kapiuk Dispensary,
Bartabwa Dispensary,
Burtolimo Dispensary,
Poi Dispeasary,
Kisagagan Dispeasary,
Narashe Dispensary.
Essagor Forest Dispensary.
Maji Mazuri Forest Disee asary,
Sabuda Forow Dispensary,
labor Dispeasayy.
Kipcheririea Dispensary,
Salawa Bispensary.
Talai Dispensary.
Sargat Dispensary.

o Disponsary,

Mission

Eldama Ravine Dispensary.
Kapedo Dispensary,
Kapsaram Dispensary and M. Clinie,

(e} Sembury:
Gavernmens

Baragol Health Centra,
Wamba Health Centre,
Seroleni Dispensary,

Slrata Oirabi Dispenzary,
Suguta Marmar Dispensary.
Barsalo] Dispensary,

Mlssion

Maralal Dispensary,
Archer’s Pose Bispensary,
Gatab Dispensary.
South Horr Dispensary, *
Maragoi Catholic Dispeasary aad M.
WWamba Dispensary,

Private
Samburu Lodgs Dispensary.

(d) Kericho: -
Government

Kipkoros Health Centre.
Sou’o_( Health Centro.
Sigor' Healit Centra,
Ndaaai Health C:nee,
Roret Heaith Ceatre,
Lumbwa Health Ceare,
Kaiwui Dispensary.

. Kerison Dispenso.ry,

Sungunyist Dispensary,
Chepkemel Dispensary.

Itare Forest Dispensary,
Keriche G.K. Prison Dispeasary.
Kipsogoi Dispensary,
Sougonyoy Dispensary,

Clai. .

M
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Kapkiwi Dispeisary.
Yablanga Dispens=ry.
Kaprorok Diapenaaty.
Kiptere Dapeinaiy.
Uhebangang Dixpansaty.
Mugugonick Dispeasary.
Suuh  Uisgensary.

Murigi Dopensaty.
Longisa Dispefiny.
Guorgor Dipsnsady.
Kiphelion Dispeindry.
Reneeut Depensy.

t hepaar Dispeiinely.

Subi ol Dispensarr.

Ripaitst Lispeiisery.
Tubuesotia Diqpensdey-
Cheptalal Disperadiy.
Tarakwa Dopenaoy-
Chenier Lispeaseny.
Chicbunyo Dixpenafy.
Siogniroe Dupeiadiy.
Gele Gele Dap-awary-
Bomgt Dispens-ry.
Chigbutge Dispuasuiy.
Fort ‘Tanan Dapenaiy.
Sambret Disputaary.
Kericho Forusi Disy ety
Aimamni Dispenyary.
\akuiane Forot Dispemary.
Surpet ool Opspenstty.
Muabigst Fotest U penaaly.
Moo FForend Dispensary.
Olyhya Dispersary.

Misiun

Kaubuon Disjensarny.
Thasalia Dijensary.
Keheneli Datensary.

Tinga Farm Dispensdiy.
Kipchimehiin \Maternity.

St. Francis 11.C. (Kighelian)

Cumpuny

Kiptenden Esute Dispeasarty.
Aricact Dissensary.
Monieri Disgeasacy.

Tiuat Dispeasaly.

Dimblil Dispensary.
Chomnoghnuay Di»>peasary.
Majeapo Dopensdry.

Spou Dispethary.

t "hepyusiben L)isgensary.
Vneinccring Depaniment Dispensary.
Marinyn D.ipemsary.
Kitamber Dispeaaary.
Kapkoros Dispensary.
Changana Dipzasidy.
Chepgolbea Dispersary.
Chemaruul Dispenstny.
Chemasingi Dizpensary.
Kumulot Dispensasy.
TR, Diviensary.

Nzoina D.>pensary-

Jamiji Disgen»ary.

Kilio Diszensary.

Koilwas Dispeasasy.
Kimari Dopensan.
Koruma Disgensa:y.
“Kapgwen Dispensary.
Tagahi Dispensany.
Chebwun Divpensiry.
Kerenga Estate Dispensary.
Kapndegs Diperaary.
Kurenga Faclory Dispensary.
Kerizho Estate Dispensary.
Marsubet Dispezsary.
Mbiri Di.pensacy.

Chelimo Dupensary.
Kapkorsch Dispensary.
Kapkatungor Lspensary.

Brooke Doad Ceatral Packing Fuctory Dispensary.

Chagai Dispeasary.
Cheboswi Disperdary.
A~ mant Pliineasary.

Scusouts—{Conid.)

Fcasimotwa T [istate Dispeasary.
Kafsugn kimited Dispensany.
Sotik Tea latate Dispensafy.
Changoi Limited Dipenaary.
Kapterwa Tea Eatate D.spesaacy.
Kipkebe Tea Catate Dispensary.
Terojia Dipenaaiy.

(ey Nar~*:

Coverament

Nairagie Ngare fealth Cenue.
Ololunya Sub-tlealth Centrs.
Natug sura Sub-esith Cenire.
Kilgoris Healin Centre.
Lulzurien Subellcail Centine
Enoscia Dispensary. )
Emaiti Dispensiry.
Olchugio Healin Centrs,
Mosiro Dipensary.
Olslpironito Dispeasary.
Olclioro Dispensary.
Emibelbel Dispenssry.
sakutick Dispansaty.
Enosubukia Dispensary.
Ougata Parihoi Dopeinsan.
Lemeh Dispensary.
Aitong Dispensary.
Keeharok Lodee Dispensiry.
Naihore/ Afii Dhneisan.
| ataschea Diapensary.
fikerin Musion Dippefadty,
Motijo Lita Dispnsacy.
Nyorkori Dispensary.
Euso-Nyiro Dispensary.
Ngararo Duipensry.
Emarti Dizpeinaty.
Olanata Os>acn Dispensary.
Poroko Mission Diapenaiy.
Naikarra Mission Drapeziary.
Lemek Mission Dixpeosiy.
Engelia Dispensary.
Cdasigirs Dispensary.
Maiji Moto Mission Dispeasary.
. Seyabei Missiun D:speisary.
G.X. Prison Dopeasary,
Megwara Dispensasy.
Kojonga Dispensary.
Mara-Serena Dispensary (Private).
Otikirikirai Mission Dupecsan.

¢ Uasin Gishu:

Guvernment

Turbo Demonstration Health Centre.
Burnt Forest Demonsiration Heultna Centre.
Kipkabus Health Sub-Ceatre.
Soy Health Sub-Cent:s.

Moiben Heults Sub<Centte.
Timboroa Farest Dirpessary.
Kapsabet Forest Diszznaary.
Cengalo Forest Dispsosdry.
Sabar Farest Disperssry.

Penon Forest Dispezsary.
Kapugal Forest Dispensary.
Kipkabus Forest Dupecsany.
Cherengoni Forest Dispennsy.

. Railways Dupersan, Eldoret.
Nabkoi Forest Dispeasary.
Kiptogot Farest Dispensary.
Kimothoa Forest Dipensany.
Moi's Bridgs Dispeasary.
.Kaptagat Dispenss™.

Matunda Dispensasy.

Lozenges Dispensary.

Kipkurere Foiest Diapensdly.
Ngeria G.K. Prisod Dispeasary.
Eldorer G.K. I'risca Dispeasary.
Hill School Duispersary.

Mission .

Ainabkol West Heaalth Centre.

Lessos Dispensary.

Ndalat Duspensary. n
Rurigi Dispensany. <‘;'/ A
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Sergoit Dispensary.
Cheburwi Dispeasary,
Kaigat Dispensucy,
Turbo Dispemary,
‘Timborou Dispensury,
Kiminini Dispensary,
Moi's Uridge ealth Sub-Cetitre,
Kapugat Dispensary,
Matunda Diwpensary,
Kupkoi [teaith Centre,
Municipullty
Lidover West Health Centre.
(g) Nundjs -
Govermment
Musoriut Ruead {lealth Training Centie,
Kablyet Healtls Centre?
Kilibwoni Heslth Centre.
Rapiumo Health Centro.
Kapkolei Dispetsary.
Cheimase Dispensary,
Marabs Dispensury.
Kemeloi Dispensiry.
Chempterwai Dispensary.
Kaptangani Dispensary.,
Kiprisiywa Dispenairy,
Suba River (Songhor) Dispensary,
Chepsoniuite [ispensary.
Kipsunuite Dispensary.
Rapuingani Dupensary,

Misvion

Cheptent Dispeasary.
Kapsabet Bispenaary,
Miteitei Dispensaiy.

Privinte

Kapgumotwa Dispensacy.
Kaimosi Tea Estute Dupensary
Kupsubweiwa Dispensary,
Kipkoirmot Dispensary.
Kapehiorua Dispensary.
Kupchomae Dispensary.
Koisagat Dispensary.

Sirsl Divpensary.

Chenmoni Dispensary.

Nundi Tea iistate Dispensury.

th) Elgeyo-Muralwet ;

GGavernment

ften Health Centre.

Tut Nadth Centre,

Chipkaoria Health Centre,
Chebororwa Health Sub-Centre
Kamwosar Health suh-Centre.
Kuroncitts Helite Sub-Centre.
Chebicnut Dispenaary,
Kaptarakwa Dispersary,
Muskut Dispensary.
Masckedwy Dispensary,

Cumpuny

Fluaspar Mine Dispensary,

Elgeyo Saw Mills Dispensary.
Misnsion

Chesongoch Heulth Centre,

Arare flealth Centre,

Mulgil Dispensary,

Kuptalama Dispensary.

Kiapcherop Dispensary.

Chebulbin Dipensary,

Chesci Dispensary,

Liter Dispensary,

Kebetwa Dispensary.

Korumaiu Heshih Sub-Centre.

{n \\'eu Pakot:
Government
Sigar Health Centre.
Kaibichaich HHealth Centre.
Kachctiba [lealth Centre.
Ptoyo Dispensary.
Kapenguria G.K. Prison Dispensary,

Scraputa—{(Contd.) '

M!lsston

L;mlut Dispensary,
Cheparuria Dispensary efo Orium,
Kapetys Dispensary,

(th Laikipia:
Gouvernnent

. Dui Dol Health Centse,

Rumurwti Hexlih Centie,

Ngurua Heslth Ceoire,

Umnande leulth Cenyre.

North Maronaet Fonat Dispensary
Ontulili Furest Dispensary,

South Marmanet Dispenaary.

Sharmvanck Duspainary,

Giitundaga lFureat Lispensary,

Nanyuki Barracks Medical Recepiion Station.
Engiwering Danalion M.1.1, Divpuinary,
Nanyuki Foirest Dispensary,

Mission |
Mary lwinuculate Dispensary, Nanyuki,

Camnpuny
Reuya Teatily fudusiry Dispensary,

k) Tiany Nzow;
Guvermmnent

EHgon Dispensay.
Endehess SubeHealth Centig,
" Suboti l{ethih Sub-Centre,
© Kwanza lealth Cenre,
Neoia, Health Sub<C entre,
Cheinchoing Dispensary,
Kaptega Dispensary,
Kipiogot Dispeasary.

Kitale Municipaticy

Tora Mboya Clnse.
Kitoss Mapeaygu Dispensary,
Mission
Scgeru Dispensary,
Mary Immaculate Dispensary,
Tartar Dispensary,
Suain Dispensary.
Narth Mt. Llgon Dispensuary.
Kiminini Dispensary nud Materaity Clinie.

Kocheliba Cath: Disp. and Maternity Clinie,
Farmi Seutlement Heulth Education Unit.

0 Kijiado:
Covernment

Ngong Health Centre.

Bissil Health Centre.
Mushuurs Health Centre.
Mile Forty-Six Health Caatre,
Namanga Healih Cearce,
Rombo Health Caarre.
Elangata Wuas [ealth Sub-Centre,
Meto Dispensary.

Iseaya Dispensary,

Shisinbole (Oloita) Dispensary,
Zebra Dispensary.

Lengisim Dispensary,
Olkerematian Dispensary,
Amboseli Dispensary,

Olgului Dispensary.

Ewaso Dispemsary,

Oltepesi Dispensary,

Athi River {lealth Sub-Cantre,

.

Aflission

Kiserian Health Canitrs.
lloosos Health Centre.
Enkorika Dispensary,
Ongata Roagai Dispensary.
Mbitikani Dispensary,

0. Tukeni Dispensary,
Rombo Health Centre.
Fatima Dispensary.,

Kuloigals Caih, Disp, and Muternity Clinia

Keaya Air Foree M.LR. Dispeusary, Nunyuki,
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ScrouLs={Contd.)

C_blﬁlp'nvhy
© - Kenya Marble Quarsy Dispensary,
) "(m)'T‘umnu:
Government
Kutilo Health Ceaue,

Turkwel Irrigation Scheme Dispeasary.
Lopurse Dispecsary.

Mission

Loascngah Health Centre.
Kaputir Health Centre.
Kataboi Healtr Centie,
Lorugumu Health Centre.
Kapendo Health Centre.
Lorugumu Dispensary.
Kalolixo Healta Ceatre.
lie Dispensacy.
Lokichoggio Dispensary.
Loglog Dispensary.
Oropoi Dipensary.
Larengad Dupensary.
Nanam Dupenadty.
Mukuwino Dopenary.
Kerio Dispensary.

Loiya Dispensary.

Gelink Dupeasary.
Kieruk Dupensacy.
Machukui Dispensary,
Kodenyang Dispemary,
Kali Dispensary.
Marmudaka Dapensary.
Todenyang Lapensary.
Loitanit Dispensary.
Kalobeyei Dispensary.
Lonkangkai Dispensary.
Lokodule Dispensary.
Nada pul Dispensary.
Lochangamanadak Dispeasary.
Juluk Dissensary.
Kanling Dispeusary,
Nachekwi Dispensary.
Kengolokerion Duwspensary.

VYI1i—Njyuara Provloce

I GoveaNMLrT HospITaLs

New Nyana Provincial General Hospital, Kisuniu,
Old Nyanza Proviocal Generzl Hospiuil, Kisumu,
Victoria Amemty Hospital,

Kisumu Prisen Hospual, Kodiags.

Kisii District Hospital.

Homa Buy Distnit Hospital.

Siaya District Hosprtal.

Nyamira Suc-Duinct Hospital,

2. MissioN HosriTiLs

Kendu Bay Mission Hospital.
Maseno Mission Hospitai,
Aswnbi Mission Hospitad,
Nyabondo 'Musion Hospital,
Lwak Musion Hospital,
Rang’ala Mission Hospiul,
Tabaka Mission Hospital.
Sengera Maternity Hospital,
Mbaga Hospilal.

Sega Mission Haspital.
Mirogi Hospital.

Rapogi Hospital.

{sibania Maternity Hospial,
Ulanda Maternity Hospial.
Rakwaro Matemn:ity Hoszital,
Matungaa Muteraity Hospital,
Ombo Muaternity Hospital,
Komatobo Matermity Hospital.
Nyamagwa lHospiai.

Non-GoveanuenT HospiTaL
Aga Khan Dispeasary sod Matemity Hospital,

ComMrany HeariTat
Miwani Nursiag Home.

5. Paivate Hosrmraus -

Lake Nursinz Home,

Kisi Nursing Home.

Kors Nursing Home.

Christa Murianne Nursing Home, Kiii.
Nyangwesa Latarnity Howme.

Siracga Muternity tome,

Rutiu Muteraity Home,

Nyswita Matetnity Home,

Getembe Nuning Home.

" 6 Heatd Centres aND DISPENSaRiEs

(u} Munizipality of Kisumu:
' Gavernnient
Ruilway Dispensary.
K{r..xnu Tecnnical School Dispenaary.
Kibus G.K. Prison Dispensary.

, Municipality
Kaj:lu Dispensary.
Lumumoda H:al:ia Ceatce.
Chiga Mobile Dipeasary.
Monjue Disgensary,
Obe: Kumow Dispensary,
Airrort Dispensary.
Town Hall Dispenaasy,
Ojola Dispensary.

Private

Guru Nanak Dispensary.
Ramgharia Siklv Dispensary.

t Kisumu:

Government

Mubhoroni R.H. Demonstrauon Cenire,

Musoreni R.H. Demenstratioa Ceaue,

Ahero Heaks Centre,

Nyzheru llexlik Centre.

. Sigoti Healtn Sub=Cenitre,

Marogo Meslth Sub-Ceunire.
Rabuor Dupensary,

Sondu Dispznsary,

Nyangande Dispemary. .

Kitigori Dispensary.

Siroa Dispensary.

Pap Oaditi Health Sub-Centre,

Tamu Dispensary.

Kombewa Rural Hexlth D. Centre
Lenmchil Dapeasary.

Kicss G.K. Prisan Dispemsaty.

Nysmarimba Cupensary.

Nyangoma Dispensary,

Maayuands Diapensary.

Kitos Blind School Dispensary.

Kusa Dispensary.

Minara Dispensary.

M lssion

Alvor Health Centre.
Chemeiil F.G.C. of X. Dispensary,
Koru Catholic Dispensary.

Company

Chemelil Sugar Mills Dispemsary.
Muboroni £.A. Sugar Company Dapettiars.

(c) Siaya District:
Government

Yzla Demonstration [{ealih Centre,
Boado Health Cenjre.
Ulwalz Heslth Centre.
Madiany Health Centre,
Tingare Dispensary.
Nyawara Hzalth Sub-C entre.
Ndere Dispensary.
Marenyo Dipensary.
Alafa Dispansary.
Usigu Dispensary.

ng'ielo Diipensary.
Rwambwa Dispensary,
Got Agulu Dispensary,
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Ambira Dispensury.
Sigomesre Dispensary.
oo Dispeniaary.
Uyawi Dispensary.
Malunga Dispensary,
Munyuanda Dispensary.,
Uranga Dispensary,
Rabur Divpemnary.
Naya Di.pensacy.

Rera Dispensary.

Gut Matar Dispensary,
Madwny Health Cenee.

‘M {1siun

Nyomagwa [fcalth Centre,

Segu Dispeitsdry wnd Nursing Home,
Nyang'owa Dispentsary.

Nyumb.re Hill Dispensary,

Nyi'ya Di.pensuey.

Aluur Dispensary,

() Kisii:
Governmaent v

Marani Dananstration (calth Ceatre.
NJucu Dentunstration leulth Ceutre,
Ggembo [lealth ( entre.

Keunbu Ilealth Centre.

thenu el Centre,

Keroka Heulth Centre,

Manga Health Sub-Centre.
Nyuamache Heulth Sub-Centre,
Chepagombe Dispensary.

Nyangena Dispensary.

Kenyenys Dipensary.

Tinga Dispensary.

Muguiibo Dispensaiy,

Nyamaiys Dispensary.

Mugwagwi Dapensary.

Ekerenyo Dispensary.

Riana Divpensary.

Keygout Uipeasuy.

——— (305 Dinpenisary.

lranda Dispernsary.
[ago Uispensury,
Ramusha Dispensary.
lyabe Dispensary.

ltcgo Dispensary,

Esane Dispersary.
Musimba Oinpensury.
Riganga Dipensaey,
Kivi G.K. P'risun Dispensary,
Kismwhanit Dopensary.
Ritunber Dispensury.
Haniagu Dispemsiny.
Migengi Dispetisasy.
Sigka Dispensary,
Magena Dopensary,
Nyamusi Dispensary.
Etono Dispensury,
Egena Dispensary.
Klogoro Di.pensary.

Mission

Iterio Heulth Centre,
Matoagoe Health Centre,
Rangenyo lcalth Centse.
Magenche llealth Centre,
Monidku tctlih Centre,
Kanyenya Dispensiry and Maternity i{ome,
Riokindo Dispensary.

Gesusu Dispensary.

Rutumbe eulth Sub-Centre.
Ritumbe Heaith Sub-Centre.
Nyuxiov..;o Heaith Sub-Centre.

{¢) South Nyaaza:
Government

Sindo 1)emansiration Health Caatre.
[sbanix D. Health Centre.

Oyugis Heaith Centre.

Migori tHealth Czaue,

Homa Lime Heaith Ceatye,
Kehanchu Healws Centra,

ScumouLe—{Conid.)

Mucalder Health Centre.
Awendo Heaith Ceatre,
Ndhiwa Heulth Centre.
Mbia feulih Cenve.
Kaboudo Heulth Centre,
Karungu liculih Cenure,
Ragugambe (Ruagos Health Centre.
Masiwa Llealth Centre.

Ndiru Health Scb-LCentre,
Rinya Heulis C entre,

Tom Mboya ealth Cenue,
Mohuru Heulth Sub-Cenire.
Sena (Mfanguno) Health Centre,
Gwasi (Magunga) Dispensary,
Kadem Dispensary.

Kendu Bay Dipensary,
Murindi Dispensary.
Mfanguna Lispasury,

Mlrul Duspensary.

Molwuru Dispemsary.

Nuawru Dispensary,

Pala Dispensary.

Rangwe Dispensary.
Taranganya Dispensary.
Uriri Dispensary.

Wagwe Dispensary.

Ogungu Dispensary,

Nutivnal Youts Service (Lambwe) DiapeMi’Y. -

Ongo Dispenaury.
Atlemio Dupensary,
Olusa Dispuensary.
Kuja Dispensary, -
Nyandango Duipeisary.
Bware Lapensary.
QLer Dupenaary,
Masuba Dispensary,
Kegongy Dapensary.
Rugumbe Dispeasary.
Kandicge Dispeasaiy.
Ndiwa Dispeasaay.
Adicdu Dispensary,
Qyani LDipemsary.,
Nyakuru Dnpetsaiy.
Got Qyaro Dispensary,

Mission

Tongo Health Centre.

Kaswanga (Meanomite) Health Centre,
Mawcgo Heulth Cenue,

Rusinga iealth Couwire, .
Kamugzmbo Dispenaary (Saye).

Ranen Dispensury.

Migori Dispensary.

Rukwuro Mutsrnny.

Raruwa Dispensary,

Verna Materuity,

Mbita R.ILU. and Materaity Clinic.
Kadem Dispeasary.

Ulauda Health Centre,

Rapogi Mision Dispensary,

Boborera Mission Dispeasary (Kuria),
Homa Bay Nutridon Reraoiliaaneos Ceaire.

Company

South Nyanza Sugar Ce. Clinic.

Yill—Western Proviocs
I Covernment Hosprracy

Weatern Province Gegeral Hospiwal, Kakamega,
+Bungoma Dustrict Hospital.

Alupe Leprosy Hospual,

Busia District tHosgul.

Porr Victara Suo-Hospild,

. Misston HoseitaLs

Kima Mission Hospieal,
Lugulu Missioo Hespiaal.,
Kaimosi Mission Hospiral,
Mwibda Mission Hospstal.
Amukura Mission Hospial.
Buiula Mission Hospwl,
Eregi Mission Hospiwal,
Miskhu Mission Hospital.
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Mukumu Missivn Hospitul,
Mumias Mission Hoapitul.
Nangina Mission ospital,
Museno Mission taspital.

3. Heavmu Cenres anp Dispensarins

tu) Bungoma:
Government

Civwele Health 'Centre.,
Buwnula Health Centre.

Sirhia Uealth Centre,

Kimilili Health Centre.,
Webuye Health Centre,
Kupsahwuny ficalth Ccaire,
Mechineru licalth Cenire,
Ndalu Health Gentre,
Kimalewa llealih Cenira,
Chekutuma Health Sub-Centre,
Malakisi Healih Sub-Centre.
Kabuchuar Dispensary.

Nuitiri Dispensary.

Cheptaisi Dispensary.

Karima Dispensary.

Bungoma G.X. Prison Dispensary,
Bokoli Dispensary,

MUbalon

Kiasoko Miwion ifcalth Centre.
Kibubii Dispensary. ’
Kaptaina Mission Dispensary,
Chesamisi Dispensary.

Kimilli Dispensary,

Muyckhwe Dispensacy.

Chwele Dispensary.

Bunyangu Health Centre,

Campuny

Nzoi Sugar Comauny Medical Clinic.
Pun Puper Co. Dispeasary, Webuye,

(8) Kukamega: -
Sovernment

Mbule Rural Health Training Ceotro,
lgubu llcaith Centre,

Lyanaginga lealth Sub-Centro,
Sabatis Health Ceatre.

Hamisi Health Centre,

Vihigu Health Centre,

Ebsuratsi Health Centre.
Khwisero Hcalth Ceatre.

Butere Health Cantre.

Macwngu Health Ceatro.
Navakbolo Heulth Ceatre,
Malava Health Canve,

Banja Health Centre.

tleho Health Centre.

Kilingili Health Centre.

Emuhaya Health Centre,
Lumakanda Health Centre,
Shama Khubu Health Centre,
Mautuma Health Centre.

Mabusi Health Centrre.

Likhuyani Health Sub-Centre.
Tigoi Health Centre.

Bukura Health Centre.

Ipali lealih Sub-Centre,

Turbo Forest Dispensary.
Kakamega G.K, Prison Dispensary,
Kakamega Forest Dispeasary.
Sbukusa G.K. Prison Dispensary,
~Turbo N.Y S, thcn;ury.
Mumiuas Dispenuary,

29th October, Jug
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ScrebuLe—(Cunrd.)

Mission

Buyangu lealth Cemre,
“udumi Health Sub-Centre.
Nama:ali Maternity {lane,
ngotse Dispensary.
Loanga Dispensary.,
Shianda Dispensary.

Tiriki Dicpensary,

Vihiga Mission Dispensury.
Malindi Dispensary,

Sirwa Mission Dispeasary,

Conpuny
Mumias Sugar Co. Dispensary

.

Privute
Shiznda Dispensary,
,Jnaya Maternity lome,

{¢) Dusia;
Clovernment

Kocholia Hestih Cenise,
Numbale lealih Cennie,
Klimyangu Healty Centre,
Amukura Health Sub-Centre,
Sio Port lealth Sub<Centre,
Nangina Dispensary.
Lukoliy Dispensary,
Rukala Dispensary.
Angurai Health Cenire,
Maduwa Dispensury.
Mukhobola Dispensary,
Nambulku Dispensury,

Mission
Kolanya A.LLM, Dispensary,

Gazette Notice No. 1216 of L6th April, 1981 is cancelled.
Dated the 30th July, 1982,

W, K. KOINANGIE, )
Director of Medical Service

Gazerre Notica No. 3212

" THE LAND ACQUISITION ACT
(Cap. 299)
Notics or Witiorawat

IN PURSUANCE of section 23 (1) of the Land Acquisition
ot, [ give notice that the Government withdrawy frum the
Acquisition in respect of the following land subject 15 herein.
ter mentioned Gazette Notices:

Scuroure
L.R. No. Localiry Area in Heerares
12248 (par1) Naivasha 8.82 (upprox.)

Plans of the afected land may be inspected during aflice
hours at the office of the Commissionsr of Lunds. Kencom
House, Nairobi. Gazete Notice Nos. ¢S5 and 2906 of st
October, 1979,

Dated the 19th October, 1942.

J. R. NJENGA,
Commissioner of Lunds.

S
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Annex J

PLANS FOR INITIAL SET OF PROPOSED SUBFRQIECTS

As part of the scope of work, the Project Paper cesign
team prepared an imventory of likely projects. ‘This inventory
included detailed plans for eight of the most promising
sutorojects. The material the design team gathered cn the
eight most promising sucprojects is included in this anrex.
Note that the enclcsed plans for thle sutrrojects are the result
of preliminary efforts, and thus are included as kackgreoung,
illustrative material. The details of design ard budget for
the subprojects have already teen raviced, and are likely to be
revised further by the Technical Assistarce Team in
collaboration with the Grant Fecipient and AID grior to

implementaticn.
1. DURATION: START
FINISH
TITLE: KENYA CASHEWNUTS LIMITED
AUTHORIZED OFFICIAL: MR. J.S5. ¥UMBA
TITLE: MANAGING DIRECTOR
MAILING ADDRESS: KENYA CASHEWNUTS LIMITED
: P, 0. BOX 49

KILIFI TEL. KILIFI 11 OR 53
A, SIMMARY

The Kenya Cashewnuts Limited will introduce tha delivery of a wide variety

of clinical and aon=-clinieal family planning services in its dispeasary to

serve its nearly 2000 emplovees and their dependants, Tie company will recruit
and serve at least 100 non acceptors of family planaing. At the cecupletion of
the sub-project, Kenya Cashewnuts Limited will mainrain the lavel of achieverant
reached during che subproject without further assistance from (TheGrantee).

B. OBJECTIVES

1. - To introduce modern family planning services delivery in the Kenya
Cashewnuts Limited estates near INRERS '

2. To recruit and serve a minimum of at least 100 additional &cceptors
of family planning services.

3. To develop a capacity by Kenya Cashewnuts Lizited to maintain or
expand the level of family planning servicas achieved under the.
subproject withour additional inputs from (The Grantee) after
subproject termination.

4, To use management practices in the sub-project consistent with the
Kenya Cashewnucts Limited and (The Grantee).

c. BACKGROUND ;
The Kenya Cashewnuts Limited is a parastatal orgaaization locataed Just off
highway 3.8 about 5 kilometers north of Kilifi, coastal Province. The plant

emp loys nearly 2000 personnel in its processing plant and plantation., It
Provides curative health services in ics small dispensary. The cozpany plaas

to double the size of the dispensary soon by an addition. The present facility
1s staffed by one clinical officer, two enrolled aurses, and five ungraded stasf,
The employces live in the surrounding area, as only senior statff are housed at
the headquarters,
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The health care staif profess an incerest in providing facily planming
services, but lack the resowcesand training to do so. The nearest

source of family planniag 1s 5 kilometers away at KLli3i Zor :hose who can
get to thesa headquar:zers, but considerably furthes avay for those

‘who live in the outlyicg areas. Over half of the cxployees are women.

Of the 2000 employees, presuming a five percent new coztracepcive acceptance
rate during the two year subproject, it should be possidle to recruit and
sarve one hundred new acceptors.

INPUTS BY (THE GRANTEE)

1. Technical Assisczance:

(The Grantee) provide up to two person veeks of technical
assistance in such areas as records keeping and inforzation management,
contraceplive - logistics, planning, clinic manzgement, evaluacion ete.

2. Traininz:
(The Grantee) will provide funds for two =onzhs of aocivational and
clUnical trainicg for each of two enrolled nurses, as well as two months
of such training Zor the clinical officer.

3. Sucpolies and Zguiopment

(The ' Grance=) will orovide funds Zor supplies, 5ffice aquipmenc,
hand calculactors and concracepcive-relaced equizzent ianzluding an
examining couch IUD insercion kits, baby scales, etc.

4, Travel Allowanca

(The Granzee) will provide a fixed - rate distance reimbursement
of shs.3.0 per kilsueter for family planning relaced travel.

INPUTS 3Y SENTA CASEZWVYUTS LIMITED

The company will provide 80 sq.ft. of designated space for Eamily planning
ln a new addition to he added to the present dispensary. It will make a
vehicle availadle as needed Zor family planning and will be crediced Zar
depreciacion for such vehicles as well as for depreciazion oa health/m.c.h.
equipmenc.

INPUTS 3Y MIUIISTRY IF T=EALTH

Contraceptive supplies for 1CO new acceptors.

ADMINISTRATIVE ARRANGENENTS

Afcter USAID sdeccs a technical assistance Granteae, that fimma will negotiate
a Grant award Jith ¥enva Cashewnucs alongz the lines susgescted herein. A Crant
Award document wijl describe che terms and conditions >f che Awazrd. Final
awarding of the Crant award is conditional upon USAID approval, in comsultation
with the Goveramenc of Yeaya.
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EVALUATION:

Evaluation requiremsnts will be developed by (The Grantee), and Grant
Award vecipients are required to comply with requirements for evaluation
established by (The Grantee).

/6
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(IN 0ou'S)
SUB-GRANTEEZ: KENYA CASHEWNUTS LIMITED

SOURCE o GRANTEE - | SUBGRANTEE | G O K OTHER TOTAL
USE X 1/ LC IrX LC |FX Lc |FX LC |FX LC
1. Personnel 11.2 11.2
2. Technical Assistance 2/ (%) (%)
3. Training 110.4 110.4
4, Supplies, Equipment 1.7 20.0 B Y A 20.0
5. Travel Support. 12.5 o 12.5
6. Designated Space % - 12.0 12.0
7. Equipzenc Depreciation 30.0 30.0
8. Coatracep:sives 20.5 20.8
9. other
TCTAL 142.9 53.2 20.8 216.9
(s EQUIVALENT) 1.7 | (11.0) (4.1) (1.6) 1.7 [(16.7

1/ v.s.s 1.00 = 13.00 ¥.sSils.

Total cosc expressed in U.5.5 = § 18.4

2/ Cupressed 1n persom = monL.LS USAXID share = § 12.7, or %30

All others share =§5.7, or 31%
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STLLUS PRALTVE JULGRT

(IN 000'S)

SUB-GRANTEE: KENYA CASHEWNUTS LIMITED

SOURCE GmTEE : SUBGRANTEE GOK OTHER TOTAL
USE 1 2487) LC KX LC [FX e |FX LC |7 X c
1. Pers.onnel 11.2 11.2
2. Technical Assistance 2/ %) %)
3, Training 110.4 ‘ }10.4
4. Supplies, Equipment ‘1.7 20.0 1.7 20.0
5. Travel Suppore. 12.5 S 12.5
6. Designated Space ,,12;9 : 12.0
7. Equipuent Depreciation 30:0 " ! ’ 30.0
8. Contraceptives 7 "_2,0.8 B 20.8
9. Other VA
TOTAL 142.9 53.2 20.8 216.9
($ EQUIVALEKT) 1.7 (11.0} (4.1) (1.6) 1.7 (16.7)

1/ u.s.s 1.00 = 13.00 %,siIS.

2/ Expresscd in person - montls

Total cost expressed in U.5.$ = § 18.4

USAID share = 3§ 12.7, or-69%

All others share =$5.7, or 31%
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?ROPOSEﬁ SUB=-PROJECT DESCRIPTION AND BUDGET

DURATION: Starc
Finish
TITLE: Vipingo Sisal Family Planning

SUB-GRANTEE AGENT: Vipingo Estate Limitad

AUTHORISED COFFICIAL: Karl Thir

TITLE: General Manager

MAILING ADDRESS: vipingo Estate Limited

P, 0, Vipingo Via Mombasa
Tel.Vipingo 4
A, Summa

The Vipingo Estate Limited will introduce and provide a wide runge of
clinical and noneclinical family plaaning services in its cwo clinics

at Vipingo. At least 110 new acceprtors of family planning will be
recruited and served during the project. At cthe end of the project,

the Vipingo Estacte Limired will maintain the level of achievement
reached during the project without further assistance from che Grantee.

B. QObjeccives

1. To introduce and maintain a wide variety of family planning services
at the Vipingo Sstaces Limited.

2. To serve a minimum of 110 additional acceptors of family plannin
servicen. .

3. To develop a capacicty by the Vipingo Estates Limited to maintain
or expand the level of family planning services achieved under
the project without additional inpucs from (The Grantcsa) after
project termination.

4. To manage the sub-project with practices consistent with chosa of
the Vipingo Eacates Limited and (The Grancee).

C. Backzround
The Vipingo Escates Limited is a subsidiary of a campany which began sisal

operactions 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 locarad in Coascal Provinca

near KL11£1, «long highway B.8. The Estate employs about 1,200, of which
about 200 are women. 7Two thirds of the labour force live wizhin five
miles of the Zactory. The nealth facilities consisc of two buildings
(clinic and 2 zuiternity) at cthe headquarters, and 2 smaller dispensary
perhaps 10 Xilometers norch of :the factory. These are managed by a

male enrolled aurse, aurse-uidwife, and dresser, respectivelv. The
nearest family ;lanning services are at the Distric:t hospizc' ac KLLiZL,

but distance ang cransport are vescrictive. The manager is very supportivae

of adding Zfamily planning to che health services in order to minimize
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time loss and sducation costs. The midwife and enrolled nurse both seem
anxious to add familr planning. They have had previous work esxperieace,
but no formal :zrainizg. Estimating 2C0 women, and 1JOO0 men ezploye:s
with an averags o two wives each, an estimaced 2200 wocen mizht be
reached. Assuaingz 5 percent new acceptors during the two year subprofect,
about 110 new zccaptors should be recruited.

Tnputs by (The Grantze)

1. Technical Assistance

(The Graatee) will provide up to two person - weeks of technical
agssistance in such areas as baseline surveys, record managemect,
medical/concraceptive supply management, supervisory techniques,
planning, etc.

2. Iraining

(The Graatee) will arrange and fund family planning motivation
and clinical training for the enrolled nurses aad midwives; two zonchs
each.

3, Supplies and Ecuic=ent

(The Grancee) will provide funds for office equipment and suppliec,
and contraceptive related equipment such as an examination ctadle,
sterilize, rubver gioves, L.U.D, insertion kits, supply table,

pelvic models etc. '

4, Travel Expengses

A fixed rate distance reimbursement will be provided at the rate of
K.shs.3/- per kilometer for family planning related travel.

Inputs by Vigingo Tstates Limited

Designated oifice and family planning space. Attribution of the general
Manager's tize for 5 percent, Motor vehicle and matermal child health
equipment depreciation.

Inpucs by the Goverzment of Kenva

Orals, condocs, foazing tablets and other contraceptive =~ related
materials for L1O new acceptors.,

Administrative Arrangements

After USAID selects a technical assistance Grantee, that firm will
negotiate a Crant Award along the lines suggested herein. The Graat
Avard documeszt will describe terms and conditions of the Award. Final
awarding of the Graat Award is conditional upon USAID'S approval, in
consultation with the Government of Renya.

Evaluation .
Evaluation ard reporting requirement will Ye developed by (The Grantee),

and Grant Awaerd recipients are required to comply with the requirements
established ty (The Grantee).

TN
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ILLISTRATIVE BUDGET

(IN 000'S)
SUB-GRANTEE: VIPIMNGO ESTATES LIMITED
SOURCE GRANTEE SUBGRANTEE MO H OTHER TOTAL
USE FX 1/ Ic |FX LC |FX LC [FX LC |FX Lc

1. Persoanel - - 45.0 45.0
2. Technical Assisctance 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. Equipmen: Depreciation 30.0 30.0
8. Contracepcives 11.0 11.0
9. Other -

TOTAL 1.7 |{1l03.0 87.0 11.0 201.0

($ EQUIVALEST) (57.9) (6.7) (0.9] 1.7 | (15.5)

1/ u.s.s Lo = 12,00 €S, Total cost expressed in U.S. Dollar = §17.2

2/ Expressed Lin persan

- msachs

USAID Share

All Other

§9.6 or S56%

§7.6 or 447
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PROPOSED SUBPROJECT DESCRIPTICN AND BUDGET

DURATLON: START

FINISH
TITLE: EXPANSION OF FAMILY PLANNING SERVICES
SUB-GRANTEE AGENT: MIWANI SUGAR MILLS LIMITED
AUTHORIZED OFFICIAL: R. J. RAITHATHA

TITLE: DIRECTOR

MAILING ADDRESS: MIWANI SUGAR MILLS LIMITED

P. 0. MIWANI

TELEPHONE 035-2716 OR 17
SUMMARY

Miwani Sugar Mills operates an extensive, quality health facility vwhich
serves its 2000 emplovees and their families plus patients from a large
surrounding area. The hospital is staffed full time by about 35 health
professicnals. 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 supplias (non ‘emplcyees pay for contraceptives which
Miwani purchases commercially) will greatly increase demand. They
estimate 250 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 company plus the value of GOK
donated contraceptives will substantially exceed the 25% contribution
requirement.

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 che level of family planning services
achieved under the project without additional inputs f£rom (The Grantee) -
after project termination. ;,“z'.j;_

4, To manage the Subproject with practicaes consistant with those of the company
and with the (Grantee) T R

// giyg
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BACKGROUND

Miwani Sugar Mills Limited, established in 1922, was taken over in 1948 by aa
English, Ugandan basad company. The Company apseazs to be well managed.

Mr. Raithacha, the director, has been with the company 20 years. In responsa
to telephone contact on the morning of April 6, 1983, the director readily
agreed to meet wicth the team that aftermoon. After tle nature of the project
was described, he expressea keen interest in upgradinz family planning
services given by his company. de then provided basic information on the
company and present zealth services.

Miwvani Sugar Compaay employs 2,000 people full cice; about 30 are women
bolding secrstarial or clerical jobs. Epployees receive housing, and
facilities for schools, scaffed by GOK teachers, are srovided for their
children. An estimaczed 3,000 workers' wives (polygacy is coumon in the

area) and unspecified auaber of children live on the iwani Escate. The
Company encourages and ielps supporc achletic and social clubs, such as

Lions International. Quality health care is a aajor company benefic.
Medical cervices (and apparcently drugs) are Sree of ciarge to eaplovees

and their families. The ccmpany maincains an exceptional 2C0 bed hospital
vith a small operating room, outpacient clinic, and well scocked drug
dispensary on the factory compound. Cases requiring zajor suzgery are
referred co hospitals in Kisumu. The Miwani healch facility also serves
patients from outsida tha company. An estizaced 25,020 sacale, including
workers and cheir families, within a surrounding 25 kilomaetar area regularly
racelve careX Ia addition, the facilicy draws jeople from as far as 200

and zore kilcmecers becsusa of its excellent rapucaction for care ind

adequate drug supply. 2atients ZIrom outside tke comcany pay for drugs

(at cost), hospital zoozs (X.shs.20/- fcr ward and 1,300/~ for,seai-private),
and some selecced, more complex outpatient services. MCHd care is an izportaat
part of everyday servicas. There are about 50 deliveries a month, prasacal,
postnacal and infertility care ave well established,and an average of 20
fami ly plaunning petients (one half new acceptors) are seen 2ach month.

The cozpany purchases concraceptives from local commarcial suppliers aad
charges patiencs at-cost prices for supplies. Preseazly, OCs are K.sh.20 - 30
per cycle, Depo Provera X.shs.60 pe. injection, and Cipper T IUCODs X.sha.l65
(a Risuwmu private ghysician reportedly charges X.shs.300/-); tubal ligation,
bowever, is done free and average two oger month. The company doctors feel
their family planning accestors would more chan deuble if contraceptives

were substantially cheaper. (ne of the pysicians, a young Chscetrician gynecologis
is very interested in family planning, was trained acd acrive in such Jrograzs
in India, and recently organized a family planaing sezinar for the company's
Lions Club. He reported there were about 100 gew acceptors as a result.

The hospizal faeilicy is staffed full-cime as Zollows:

4 doctors (2 0B-GYys )
10 KRNs (4 micdwife trained)
20 EN and ClNs

1 pharmacist

1 stores/equipment manager.

/ The hospical serves the other two sug;ar;m.i.llswi.n the tégion, Myhoroni, and

Chemilll.
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Spaceous new wings to the hospital, office space, waiting area and drug .
dispensary have just been completed. ' T

INPUTS BY GRANTEE:

a. Personnel - none

b. Technical Assistant - Project planning and project required
record keeping, community outreach, etc.

¢. Training - upgrade family planning techniques for selected EN and C\.
and refresher courses for KRNs (total 15 nurses). .

d.  Travel expenses - for supplies surveys, outreach and other projecc
related travel.

e, Equipment and supplies.

- IUD insertion kits 4
- Pelvic models 2
- Examining tables 3
Desk -1
Chairs 3
File cabinet 1
- Starilizer il
Rubber gloves 1500
Laperascope or mini laperascope kits - 2"
- Auto clave '{
- Lamp with stand sk N
- Additional surgical equipmenc : to be determined. .
INPUTS BY MIVANI SUGAR MILLS
- Designated orffice space for two staff
- Back-up adminiscrative support
- Physician services
Operating theatre for female sterilization
- Designated space for family planning services
Staff for training, service provision
- MCH related healch equipment
- Participation in baseline surveys and records keeping.;

INPUTS BY GOK

Orals, condoms, foaming tablets, diaphragms,IUCDs and other contraceptive
related macerials.

ADMINISTRATIVE ARRANGEMENTS

After USAID selects a technical assistance Grantee, that firm will
negotiate a Grant Award along the lines suggested 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
consultacion with che Government of Kenya.

EVALUATION

Evaluation requiremeats will be developed by (The Grantee), and Grant
Award recipients are required to comply with requirements established by
(The Grancee).



J-13

TLLUETISTTVE EUDGLT

(N 000'S)
SUB-GRANTEE : MIWANT SUGAR MILLS LIMITED
SOURCE GRANTEZ SUBGRANTEE GOK OTHER TOTAL
USE X Y l 1C |FX LC [FX C |FX e X LC
1. Personnel 48 72 , 420
2. Technical Assistance 2/ (%) (%)
3. Training 537 ' 537
4. Supplies, Equipzent 3'6, 40 ‘3..6‘: : 40
5. Travel Support. 16 o " 36
6. Designated Space 72
7. Equipment Depreciacion’ o 5 60
8. Contrzceptives J 65 ; 65
9. Other | . 0
i
TOTAL 3.6 | 61 504 65 : 1230
($ EQUIVALENL, - (50.8 (38.9) (5) 3.6 (94.6
1/ v.s.$ 1.23 = 13.00 K.SES, Total Cost in §U.S.= 98.2
2/ Expressed in person - =zanths USAID Share §$54.4 = 55.4%
All Orhar $43.8 = 44 6%

e
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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. Geoifrey Irvine

Al

c.

Protestaant Church Medical Association
lst Avenue, Eastleigh,

P. 0, Box 17106,

Nairobi (Tel,84432),

SUMMARY :

The PCMA will introduce or augment the delivery of a wide range of clinical and
non-clinical family planning services in ten (l0) of its network of 51 clinics
and L5 hospitals. -
' Each of the 10 sifes, serving an average of 6000
populaction each, will recruit and serve at least one aundred (100) new acceprors

of family planning. At the completion of che subproject, the 10 sites will 3;aintain
the lavel 9f achievement reached during the subproject without further assiscance
from (The Grantee).

O3JECTIVES:

1. To introduce or augmenc MCH/FP service delivery in tem (10) ?CMA affiliarced
hospitals or dispersaries 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 poincs.

3. To develop a capacity by PCMA to maintain the level of family planning
services achieved under the project without additional inputs from
( The Granctee) after project terminaction,

4, To manage the Sutoroject with practices consistanc with the PCMA and

with the ( Grancee).
BACRGROUND:

The PCMA is an affiliation of most of the Protestant medical providers ian Kenya,
and currencly 1s composed of 15 hospitals and 51 clinics/dispensaries under
separats management. The PCMA managerially nas been very weak {Concribution bv
AND FUTURE POTENTIAL OF THE 2CMA in che Deliverv of Health Services in Xenva,
Dr. Gordon W. 3rown, CORAT, 3 December, 1982),.a situacion waich saould change
markedly 1| June, 1983 when Dr. Geoffrey Irvine (now with Chogoria Hospital)

/7Y
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becomes full time medical Director in an expanded PCMA Management capacity made
possible by funds from the multidonor "Integrated Rural Health and Family Planning
Project." 1In addition to improving management capability, that Project will upgrade
18 PCMA service delivery poinfs. Many other 6f the PCMA dispensaries have indicated
willingness to provide family planning services, buc lack the trained staff, supplies
and equipment to do so. This subgrant will enable PCMA to introduce or augment F.P,
services in 10 of the facilities not being assisted by the multidonor ?roject.

It is the intent of cthis 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.

Inputs by ( The Grantee)

1. 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 siteswill
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 Graatee) will provide PCHA up to 4 man months of Technical Assistance
in such areas as medical/contraceptive supply management, information management,
supervisory techniques, plaaning, community outreach, etc.

¢. TIraining

(The Grantee) will arrange and fund family planning motivation and clinical
training for two pergsons from each facility for two months each (40 person
months). Additionally, funds will be provided for threce. three day cangerences to
be held in Nairobi or elsewhere for clinical and/or managerial short courses
and information exchange among the subpro;ec: 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, £lip charts, etc) and desk calculators..

.

e, Travel Expenses

A fixed rated mileage reimbursement will be provided at che rate of shs.3/-
per kilometer, and a per diem of shs.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

a, Prior to implementation, the ten subpro}ecc sites will be identified and a
needs assessment made by PCMA from among frcilities not being assisted by
“he Integrated Rural Health and Family Planning Project. A Grant Award will

be prepared by the Grantees' Technical Assistance Team, and approval sought
from USAID. The following supplies and equipment 1ist is illustrative only.
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a. Hand beld calculators victh batteries,: 2 pc: untc
b. IUD iaserting kits z o
c.' Pelvic models 1

d. Examining table 1

e. Desk 1 n
£. Chalrs 3.. .,
g. File cabinet 1« 0
h. Sterilizer 1 now
1. Rubber gloves 1500 woow

3. To Hosvital

In the avent one ¢r more hospitals are salected as service delivery points,
needs likely will be more excensive, and in addicion to items similar to
above, may require additional surgical equipment, minilap kics, ete,

DNPUTS 8Y °CliA

- Designated office space {or Zwo staff
= Duplicaring machine depreciacioa

= 3Back-up administracive suppors

= Motor vehicles depreciation

DIPUTS BY MCH

Orals, condons, foaming tablets, diaphragms and other ‘édt‘ibcii.;a:cbe‘;‘b:ive relaced macerials
for 10 und.cs, v ’

INPUTS 3Y SERVZCE SITES

- Designated space for family olanning services
= Provide stafZf for training, service provision
= MCH related healzh equipment, i.e.
- Sphygoaonomecerss
- Laboratory access
- Stathoscopes
- Baby Scales
= Participation in baseline suxveys and records keeping.

ADMINISTZATIVE ARIANGETHTS

After USAID selaccs a technical assistance Grantee, that Zirm will negotiate
a Grant Award with 2CMA along tie lines suggescted tarein. A Grant Award Jocument
will descride the terms and conditions of cthe award. 2CMA will select che 10
service poiats with it3 conicizuent Tembers. Final awarding of the Grand Award
is condicional upon U3AID approval, Ln consultacios with the Government cf
Yenya,.

~N
RN


http:SERV!I.CE

L.

147

EVALUATION

Evaluation requirements will be developed by (The Grantee), and Grant
Award recipients are required to comply with requirements established by
(The Grantee).

/77



J=15

LLLUSTRATIVE BUDGET
(Il 0oo's)

SUB-GRANTEE: Protestant Church Medical Association

SOURCE GRANTEE " sUB-GRANTEE | G 0 K OTHER TOTAL
USE FX 1/ LC |FX LC |FX Lc |FX LC [Fx LC

1. Personnel 3526 | 22.5 450.0 825.3
2, Technical Assistauce 2/ (&) (4)
3., Training 851.0 851.0
4. Supplies, Equipment 25.2 | 220.0 | 25.2{ 220.0
S. Travel Support. 21.0 ; 21.0
6. Designaced Space ; 24%C:j: 6.0 30.0
7. Equipment Depreciation v ‘ f;36{Oi . 300.0 330.9
8. Contraceptivas o io;,o ‘1 104.0
9. Other ‘

TOTAL 25.2 |1444.8 76.5 . | 106.0 756.0 23813

(s EQUIVALENT) (lll-lﬁ (s5. (0.8) ($58.3) 25.2 [(183.2)

1/ U,s.5 1.00 = 13.30 X,

S1S,

2/ Express:d in perscn - sonthi

Total Cost, expressed in U.S, Dollar = £208.4

USAID Share

= § 136.3 or 55.4%

All others = s 72,1 or 3.4%

/7
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PROPOSED SUBPROJECT DZSCRIPTION AND BUDGET

5. DpyRATION: START
‘ FINIST
TITLE: Associated Sugar Company Limited Femlly Planning.

SUB-GRANTEE AGINT: Associated Sugar Company Limited

AUTHORIZED OFFICIAL: Ramandhai M. Patel

TITLE: Director

MAILING ADDRESS: Associated Sugar Company Limited,

Al

Bl

cl

P. 0. Box 90134,
MOMBLSA .

TEL: MSABWENI 3 AND 11

MOMBASA 23703
313045

Sutmary

The Agsociated Sugar Coapany Limited, will introduce and provide a wide range
of clinical and non-clizncal family planning services in its hospital/cliaic
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, the Associated Sugar Company Limited will maintaia che
level of achieverent reached during the project without further assistance
from (The Grantee).

Objectives

1. To {ntroduce and mainctain a wide variety of family planning services
at the Associated Sun»ar Company Limited plantation and factory at
Rimisi. '

2. To serve a minizum of 225 additional acceptors of family planning
services.

3, To develop a capacity by the Associated Sugar Company Limited to
Maintain or exgand the level of family planning services achieved
under the project without additional imputs from (The Grantee)
after project terczinaczion.

4. To manage the subproject with practices consistant with those of the
Associated 3ugsr Company Limited and (The Grantee).

Background

The Assoclated Sugar Company Limited is a privately held plantation

and processing plant headquartered at Rmisi, Coastal Province, Kenya.

The complex extends 10 miles south and 12 miles north from the headquarters/
factory, paraileling high A.14 south of Mom>asa near the Tanzania border.

The complex ecploys about 1500 aen and 1200 wozen, mostly permanent employees
(many Luo tribessen migract:d from Western Xenya), and provides free cedical
care to them, their dependants, and to addizional peoples from the surrounding
area when needed. The hospital/clinic occudies a series of three 2 - 4

room buildings ia the headquarters area. The Medical Director,
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Dr. S.A.C. Raja, has een resident five years. Previously, he worked
accively in facily planning in Madras, India, acd received an award
for performing §000~7000 vasactomies in a4 2 - ] year period chere.

15 "dressers", anc 7 other employees provide daily curacive medical
services at 7 small dispensaries scaccered thraughout the complex.
Many of ctha healt™ workers have been-e=zployed up to 20 years, huc none -
are graded. Dr. Raja's participation in fazily planaing -

at Ramisi nas Seer ~p cooperate with the Lrregular visits by the Family
Health Field Warkaers from Msambweni district hespital, and to provida
advisory services inirequencly to employees/depzndaacs. The Director
and the Docctor bozh seexm keen to provide family pslanning services, buc
have been hampered by lack of resources due to the deprassion of incer-

national sugar prices ia vecent years.

This project will provide one added staff (earolled communicy nurse),
training, limized equip=ent and supplies, and transportation aexpenses

to enable the zowoany to provide easy access to family planning services
throughout the plancation, as che nearest source of family planning
services curreacly is at Msambweni hospital, about 15 kilcmeters from
Rimisi.

Inputs bv (The Grancee)

1. Personnel - an enrolled comunitynurse will be funded for the two
year project duration.

2. Technical Assiscance

(The Grancee) «1ll provide up %o one man zonch of technical assistance
in such areas i1s baseline data zacherizg and informacion nanagement,
medical/contzacepcive suppiy 3:anagedent, supervisory techaiques, plaa-
aing, corsunicy outreach, ecc.

3. Training

(The Grantee) will arrange and fund fa=ily planning motivation and

elinical craining for the enrolled comunity aurse, arnd perhaps lesser
amounts (up to one week each) for 2 - Jumgraded personnel, if it can

be shown such training will benecfit materially the activicy.

b4, Supolies and Ecui-ment

(The Graantee) will provide funds for c¢Ifice supplies, office
equipment (desk, chair, wastepaper basket, fire cabinet, flip

charts, ¢ce), and two hand held calculitors. Addicionally, contraczp-
tive relaced acuipment will be provided, suchk as an =xaminacion table,
sterilizers, rudbar zloves, TUD insercion xi:s, supply table, pelvic
modals, sphygorencmecer, baby scales, etc.

5. Travel Exvenses

A fixed rate zmileage reimbursemenc will be provided ac che race of
shs.3/- per kilometer, as well as a per diem {or the medical director
should he be requesced by (The Grancee) to attend projecc-relatad
conferencas.
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Tnputs 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.

Inputs by the GOX

Orals, condoms, foaming tablets, diaphragms, and other contraceptive related
materials for 225 new acceptors.

Administrative Arrangements

After USAID selects a technical assistance grantee, that firm will
negotiate a Grant Award along the lines suggested herein. The Grant
Award Dozument will describe terms and conditions of the award. Final
awarding of the Grant Award 1s conditional upon USAID's approval, in
consultation with cthe Government of Kenya.

Evaluation
Evaluation requirements will be developed by (TheGrantee), and Grant

Award recipients are required to comply with the requirements astablished
by (The Grantee).

J5/
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LLLUSTRATIVE SUDGET
(IN 000'S)

SUB= GRANTEE :ASSOCTATED SUGAR COMPANY LIMITED

SOURCE GRANTEE . SUBGRANTEE GOK OTHER TOTAL
USE 1249Y) e (FX LC e X LC
1. Personnel 84.0 45.0 0.0
2. Technical Assistance 2/ (1) (1)
3. Training 46'-9 46,9
4. Supplies, Equipment 1.7 20.0 1.7 | 20.0
5. Travel Support. a2 31.2
6. Dasignated Sp;ce 45.0 45.9
7. Equipmenc Depreciatiocn 30.0 30.0
8. Contraceptives 23.4 23.4
9. oOther
TOTAL 1.7] 182.1 120.0 23:4 325.5
($ EQUIVALENT) (su{.all | (59.2) (1.8 1.7{(25.0)

1/ U.5.5 1.00 = 13.03 w.sus,

2/ Zxpressed in persca - meachs

Total cost, expressed in U.$. Dollars = $26.7

USAID cost

All Others cost =

* $15.7 or 58.8%

$1l.0or 41.2%



' PROPOSED SUBPROJECT DESCRIPTION AND BUDGET

‘6. DURATION: START
FINISH
TITIE: 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 MANTY
KENYA CANNERS LIMITED
" P, 0, BOX 147
THIKA TEL. THIKA 21601
21600

A, SwenRy

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 ctwo year life of the sub-project, Kenya Canners
Limited will recruit and serve 3G0 additional users of modern family
planning services. Az the end of the sub-project, Kenya Canners will
maintain the level of achievement reached during the sub-project,
without further zssistance from (The Grantee).

B, OBJECTIVES

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 to maintaln 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 (vel Monte)
employer in Kenya, employing about 6000. Its headquarters and main
pPlantation are at Thika, about 55 kilcmeters ‘north of Nairobi. The Planta-
tion contains 14,000 acres planted in pineapple, and 11,000 planted in
coffee.

/
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Curative medical services are provided at a factory dispensary by a
clinical officer, who receives supervision one hour daily by a parc
time contract physician. Four other dispensaries aroe spaced along

a 30 kilomecter road extending from the headquarters, and are staifed

by an aggregate of 6 enrolled nurses and 4 ungraded nurses. (There are no
sclerical personnel in these -latter facilities). These four dispensaries
are under the medical supervision of a second contract physician, Dr.
Wamitha Xirica (Box 1450, Thika, Office telephone 21124; home 22677).
Dr. Kirika is a pediacrician with public health training and has a long
and active interest in fami.; planning including surgical concraceptiom.
Her practice is a general ome. Her offices, about 1C kilometers away,
are in the same building as’ that of Dr. J. McAllan, a piooeer in family
planning in Xenya, and nurse lLydia Muchara, who is pracctising as a nurse
practiticner specialising in family planning clinical service delivery.

Delmonte workers nuw seeking family planning services must take off work,
pey shs .30 rouad crip to Thika, and visitc either the MCH hospical (loug
queuas) or relatively expensive private Zfacilities.

The company at one time provided family planning services under the
auspices of a social worker. Acfter her departure, however, her replacement:
apparenrly did not share this inceresc, and the services 'disappearsd.’
Management is keea to introduce family plarning in order to reduce time
loss, and Dr. Kirika, who will be the general medical supervisor, is fully
supportive.

0f the 6000 employees, 4000 (half women) work on the plantation, and 2000
(1420 women) at the planc. Assumiag a five percent new acceptance of
family planning services in cthese 6000 employees, approximately 300 new
accepcors should be added during the two year sub-project.

INPUTS 37 (THE GRAITEE)

1.

3.

Personnel

(The Grantee) will provide a record‘keeping of%. cer to help
develop an efficient method of record eeping. After the sub-project
ends, this function may mo longer be needed. Alternacively, Xenya
Canners may extend his/her employment.

Technical Assistance

(The Gancee) will provide Xenya Canners Limited with up to three
person months of zechuical assiscance in such areas as medical aad
contracepcive logiscics, clinic management, supervisury tachniques,
baseline data gathering, information management, evaluation, plaauing,
ete.

Training

(The Grantee) will arrange and fund family plaaning zocivacion and
clinical training for two monchs each for euach of the six exiscing
enrolled nurses, and for four additional enrolled aurses i hired

(as planned)by the company. Such training will assure chat there
will be a wotivated and trained person at all times at each orf the
five facilities. Additionally, cwo monchs similar ctraining will be
provided by the clinical officer.
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',4;‘ éuppliea and Equipment

(The Grantee) will provide funds for office. equipment
and furniture (including file cabinets), £lip 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 mini lap
kit shall be provided for her elinic use. :

INPUTS BY THE KENYA CANNERS LIMITED

1. Personnel
Medical 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

Provid? general mch equipment and vehicles.

INPUTS BY GOVERMMENT OF KENYA

Sufficient contraceptives for 300 additional users.

ADMINISTRATIVE ARRANGEMENTS

After USAID selects a technical assistance Grantee, that firm will
negotiate a Grant Award with che Kenya Canners Limited along the lnes
suggested herein. A Grant Award document will describe the terms and condi-~
tions of the Award. Final awarding of the Grant 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).



3=

TLLIST 2LV BUDGET

(IX 000'S)

SUB-GRANTEE: KENYA CANNERS LIMITED

SOURCE GRANTEE SUBGRANTEE GOK OTHER TeTAL
USE R 1/ e (EX e | Lc |FX Lc :1-'!'2 Lc
1. Personnel 96.0 106.0 202.0
2. Technical Assiscance 2/ (3) (3
3. Training 393.8 393.8
4. Supplies, Equipment 5.7 | 40.0 5.7 40.0
5. Travel Support. 15.6 I 1 15.6
6. Designated Space 15.0 | 15.0
7. Equipment Depreciation Jo.o | 30.0
8. Contracepcives
9. Other 0.0 f 30.0
)
TOTAL 529.8 166.6 30.0 726 .4
($ EQUIVALEMT) 5.7 | (40.8] (12.8) (2.3) . 5.7 ;(55 9)
. -

1/ u.,s.s 1.00 = 13.00 K.Sus.

2/ Expressed in person - zonths

Total costs expressed {in U.5.§ = 3562.56

USAID share

$46.5 =

All Other shares §15.1 =

7557%

26 5%

/8¢
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PROPOSED SUBPROJECT DESCRIPTION AND BUDGET

FINISH
TITLE: UPGRADE PRESENT AND EXPAND ELIGIBILITY !

FAMILY PLANNING SERVICES
SUB-GRANTEE: * NZOIA SUGAR COMPANY LIMITED
AUTHORISED OFFICIAL: MR. RICHARD ONGECHE ONYANGO
TITLE: GENERAL MANAGER

MAILING ADDRESS: NZOIA SUGAR COMPANY LIMITED
P, 0. BOX 285
BUNGOMA
TEL.81, 129
TELEX 31096 NZUCO.

SUMMARY :

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. Family planning (OCS) is included as part of health
gservice 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 (X.sh.5/- and K.sh.,2/- respectively).

The General Manager, a board member of the FPAK, and doctor enthusiastically
gupport 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 nceds and costs for training are relatively 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 uot jeopardized. A continuing
and steady supply of free contraceptives is critical to commitment to maintain
any level of service resulving from the two year subproject. Space and stafi
time contributed by Nzola plus value of contraceptives donated by the GOK
will equal about half the total subproject costs.

OBJECTIVES:

1. To upgrade FP service delivery to full-time company empldyees, and
to expand to casual labourers(and possibly to local cane farmers).

2. To serve a minimum of at least 900-1000 additional acceptors of family
planning services from company employee families (and possibly another
225 farm families).

/57
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3. To develop a capacity to maintain the level of family plazuing
gervices achieved under che project withouc addicional inputs
. from (The Grancee) after project termination.
4. . To manage the Subproject with practices consistent wich Nzola Sugar
Company and with the ( Grantea). :

BACXGROUND :

Nzoia Sugar Company Limited, a government parastatal incorporaced in 1975,
became operacional in Western Province late in 1978. The Company is
97.5% GOK and local Kenyan aad 2.5% French (Fives-Cail Babcock) owned.
Management L3 under the direction of a govermment appointed director while
some technical assistance is provided by a Freach subcontractor. Forty
percent nf 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,aing seed, farming %echniques, and crop transport.
Farmers also are advised on other cash crop and livestock production.

The local population benefits from water, sewage, elecericity and other
services broug..t o the area as a result of the company's esrablishment.
The company is justifiably proud of the health services available to
company employees and their families. The General Manager was very
responsive to participacing in the overall project and saw subacancial
need for upgrading familiy planning services. He iLs a member of the

FPAK board of Dizeccors.

Nzoia employs about 370 permanent and another 3000 "casual" labourers.
Full-time workers e=icler are housed on the escace (300 company-owied units)
or receive housiag and transporc allowance. Approximately 250 are managers
and supervisors; only 3O or so women are aop loyed, most as secrectaries.

The remaining 2,300 or so full-time workers are unionized while casual
workers are not. The union has negotiated with company management to
provide medical care fren for members and at a modest fee for cheir
familics,wives, 2.8. pay X.shs.53/- and each child K.shs.2/- per visit to
the company healch facility. Since polygamous marriages are cowmon in the
area (reportadly many husbands have 2 or ) wives), multiple wives and their
offspring pay higher fees. Family planning services are offered on a
Limited scale: of the 250 patients (150 of which are women ). seen weekly,
about 10 come for family planning and only CC3 (occasionally Depo Frovera)

are provided. Tthree Schering Zormulations and Wyeth's Nordezte are purchased

from commercial discributors ac trade prices. (The General Manager reported
that K.shs.l.2 2illion had beeu spent Zor such concracepcive supplies in the
past). Requests Ior seerilizacion are raeferred co the DistIict dosoital at
Bungoma or :o private physicians. The hospical also sends an MCH team to
the company once a moncth for MCH/FP education. Both che General Manager

and the company physiciaa, Jr. A. J. Muyumbu,staced company commitlent £9
family planning services would be strengthened by a ready supply =f both a
range and free supply of aethods. They saw no problem in serving beth
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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 5% per annum level, there is a potential
for 900-1000 acceptors. Should company policy in year 2 include farm
families, half that number (2.5% acceptors) would add an additional
225, or about 1,200 total acceptors from a potential 13,3500 women
connected in some way cto the factory.

The health facility employs the following staff:

1 full-time doctor
2 clinic officers
1 KBN

1K

2N

The facility is targeted for expansion as soon as possible,and spaca for
family placning services easily should be available according to the doctor
and General Manager.

Inputs (by Grantee)

a. Personnel - one full-cime MCH/FP trained nurse and one helper
for general assistance and clean-up.

b. Technical assistance - project planning, Family Planning c¢)inic.
management, record keeping, inventory and supplies management,
motivational techniques and community 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 projeact
related travel.

e. Equipment and supplies,
- Sterilizer ‘1
- 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,

7z
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'E;l Inputs by Nzoia

- Designatad Office spacs
- Back-up administrative support
Motor vehicles depreciation
‘- Designated space for family planning sarvicas
- Staff for training, service provision
- MCH related health equipment, e.g.

- Sphygomonometers
- Laboratory 3ccess
Stethoscopes

- Baby Scales

Participation in baseline surveys and records keeping.

VP Administracive Arrangements

After USAID selects a tachnical assistance Grantee, chat firm will
negaotiate a Grant Awazd along the lines suggested herein. A Grant Award
docuuent will describe che terms and conditions of che Award. Final
awarding of the Grand Award is condicional upon USAID's approval in
consultation with che Government of Kenya.

G. ' Inpucs by MCR

Orals, condoms, Ioazning tablets, IUCDs, diaphragms and scher contracepciva
realated zacerials.

H. Evaluacion
Evaluation raquirements will be developed by (The Grantee), and Grant

Avard recipients are required to comply with requirements escablished by
(The Grantee).

/ // /!
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ILLUSTR.IIVE 2"DGLY

CIN 000'S)

SURs GRANTEE: __ NZOIA SUGAR COMPANY LIMITD

SOURCE GRANTEE SUBGRANTEE | GO K OTHER TOTAL
USE AFX 1/ c /X . LC |FX IC |FX FX c
1. Parsonnel 236 297. 533.0
2. Technical Assistance 2/ (1) (L)
3. Training 110.4 110.4
4. Supplies, Ecuipzent 1.6 9.2 1.6 19.2
5. Travel Support 72.0 1 | "';72.0
6. Designated Space QO.S ;“. .40.5
7. Equizment Depreciation 30.0 i v ’ ‘;30.0
8. Coatracep:ivas i l2b2.5 :502.5
9. Other | -0
TOTAL 437.6 367.5 202,5 1007.6
| (3 EQUIVALINT) (33.7) (28.3) | (15.6) (1.6) | (77.5)

lrs

LS

/ U.2.8 £.02 = 13.00 K.SHS.,

/ Fapres:cd ir pirsca - months

Total Cost in 1/,5§.8 =177.5

USAID Share
All Other
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PROPOSED SUEPROJECT DESCRIPTICN AND BUDGET

8. DURATICN: START:
FINISH:
TITLE: Introduction of Family Planning Services Into.

Existing MCH Mcbile Delivery System
SUBGRANTEE AGENT: lLake Basin Development Authority

AUTHCRI Dr. J, G, C. Amlo
AGENT:

TITLE: Public Health Specialist
MAILING P.0. Box 1516,
., ADDRESS:; KIsSuMU.

Telephone: 40230(0), 3393(h)
A, SUMMARY:

Lake Basin Development 3uthority (LBDA) is a goverrnment parastatal
responsible for a variety of develcpment efforts in Nyanza and Vestern
Provinces. Althcugh present efforts concentrate cn the 6 millicn pecple
in five of the seven districts comprising these provinces, plans call for
activities ultimately directed toward all seven and cne kalf million
inbabitaats. CH Care is provided through tive mobile units scheduled on
regular monthly rounds to designated daily stops. These services are sart
of health measures under the direction of a public health trained chysician
who strongly f{avors incorporating family planning into rresent MCH mebile
services. He also suggests developing a pramotion and resupply support
system using volunteer village couples. '

Presently, the program annually serves 70,000 - 80,000 chilcren brought

for immnizaticns by their mothers; thousands of pregnait wamen also came
for tetanus injections. LZDA procjects potential access to 700,000 -

800,000 waren as the vear old proegram continues to axpand and becares better
known. A ccnservative estimate of 3% new acceptors over 1 Svo vear sub-
project pericd targets 3,730 wamen in five and 3,280 in seven districts (the
physician ia charge believes this to be far below the percentage which will
be attracted to family planning services).

This subproject will require substantial inputs by the propcsed contractor
and in xind centributicns Sv Government of Xenya (contraceptives and craining
time for cammunity nurses deployed to LEDA by the Ministry of Health, as wsell
as by LEDA itself). The potential as a demonstration project and ior
attracting new acceptors, ncwever, appears to be very pramising.

A
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B. QRJECTIVES:

1. To introduce family planning service delivery through five (5) and,
by 1984,seven (7) mobile units operated by LEDA in five districts
of Nyanza and Western Provinces.

"2, To serve a minimm 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 implementation.

4, To manage the subproject with practices consistent with LBDA
and the (contractor to be selected by AID).

LEDA, a parastatal development agent, operates in the two heavily populatec
(7.5 million) provinces of Nyanza and Western. Their activities cover a
wide range of development projects including MCH but no family planning
services., LBDA attempts to cammunicate to target populations the synergistic
relationships among develcpment concerns and activities. Administration,
however, is divided into four departments, and each department has separate
divisions responsiblz for discrem areas of activity (see Attachment A),

The Public Health Division is one of elght divisions within the Cperarions
Department, which oversees technical field activities under the LEDA mandate.
The Public Health Specialist, Dr. J. G. C. Amolo, 1s responsible for all
environmental health, preventive pregrams, entamolegy. and research; LBDA

presently is searching for staff to head each area uncder his direction.

Current [EDA activities focus on five of the seven districts within Nyanza
and Western Provinces - Scuth Nyar-za, Siaya, Kisumu, Bungcma and Busia -
with a total populaticn of about 6 millicn. "Two other districts, Kakamega
and Kisii, even more densely pcpulated, socn will be included in the service
area, (see Attachments B). MCH Care, conceptually integrated with other
ILEDA programs, is delivered through five Land Rover Mobile Units. A donation
of two more by the CDC is anticipated later this year. Each mobile unit is
assigned to a district and has a regular monthly round of designated stops.
The maximal plan calls for a schedule of stops which will bring services to
all at no greater than 2 kilameters walking distance. Two fileld teams, each
conprised of a Ministry of Health camunity nurse and a records keeper,are
attached to each unit. After one year of operaticn, this delivery system
attracts ever iucreasing numbers as more and more pecple became aware of
the schedule and services provided. Presently emphasis iS on immunizaticns
for children (e.g. DPT) and tetanus injections for pregnant women,
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Dr. Amolo already has planned to incorporated family planning into the
Ministry of Health mcbile delivery system, and he is very interested in
participating in the project. He sees great potential for prawting and
for satisfying latest demand for family planfiing among the wemen who already
utilize the mchle delivery system.

Based cn a plan Dr. Amolo had been developing to sﬁnﬂate demand for

family planning and to resupply centraceptives between menthly mebile unit
stops, he suggests selecting a cadre of abou* 200 local marzied couples
(perhaps 6 per village) who would act as volunter family planning workers

to counsel a 1 resupply contraceptives. This cadre plus routine, regularized
contacts by the mobile vans would, he feels, provide an attractive family
planning system Zcr huge nurbers of couples.

An estimated 70,000 - 80,000 wamen currently seek MCH services in the fisvm
districts. (This estimate is supported by estrapolaticn from 9,933 actual
child immuinizations dore in two districts over a 4 rcnth pericd: 9,933 x
3= 29, 799 annual x 2.5 or § districks = 75,000.) Dr. mlo, in facs,
indicates & potential Zor ultimats access to 700,000 - 300,000 wamen (603
of the fertile wamen in Nyanza and Westem Pruvinces) with MCH units. Even
with a modest estinate of reaching 33 of wamen cuxrently wtilizing MCH
services in e five districes over a o year subzroject cexiod, 3,730 rnew
acceptors <an se added through the 12AD; 1 all seven disucicts ure ~rached,
5% represents 3,250 new zcceprcrs (30,000 x 3.3 = 105,000 » 3%). Or. Avolo
suggests 10% of *CH clients will seek family planning se=vices, thus vielding
potential acceptor figures of 22,500 in five districtss =r 21,500 in saven.

INPUTS (BY CONTRACTCR TC 2E SELECTED AY USADD)

a. Personnel -~ 1 trained, full-time nurse and cre administrative assistant
plus, perhass, a wlunteers coordirator.
b. Technical assistance - assistance with financial, clinic and supplies

manacement, reccrd Xeeping, moctivaticnal techniques, volunteer
teaching, etc.

C. Training - Zull cwrriculim in Zamily planning Zor present Ministzv of
Healt: deplcyed cammmnity nurses, training as neeced for present record
keepers, and training a possible volunteers ccordinavor.

/Y
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Supplies and equipment

"Examining roam'' tent for each unit
Vehicle for field supervision

Teaching material package for volunteers
Hand held calculators with batteries

1D inserting kits

Pelvic models

Examining table

Desk

Chairs

File cabinet

Sterilizer

Rubber gloves 1500 " v

MW M H RN N WO

Travel expenses - for supervisory activities, mobile unit site

inspections, client surveys, and training/coordination of possible
village volunteer cadres.

INPUTS BY LEDA

- traasport of tents, equiprent and supplies on mcbile units

~ designated office spa.cé for staff in Kisumu headquarters

- medical services of mobile unit teams and time for training

« back-up admnistrative support

- mobile unit and equipment depreciaticon

~ staff for training in prcject record keeping

INPUTS BY MINISTRY OF IEALTH

- orals, condans, fcaming tablets, diaphragms,IUCDS and other
ccatraceptive related materials fov' 5 « 7 mobile units
- cammmity nurses for training

ADMINISTRATIVE ARRANGEMENTS

After USAID selects a technical assistance Grantee, = that firm will
negotiate a Grant Award with LBDA along the lines suggested herein. A .
Grant Award document will describe the terms and conditions of tie award.
Finad awarding of the Crant Award is conditional upon USAID approval in

"coosultation with the Government of Kenya.

EVALUATICN

Evaluation requirements will be develcped by the (The “Grantee), and
Grant award recipients are required to camly with requirements
established by (The Grantee).

//c/
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T Lud SWATIVE BULILT

(IN 000'Ss)
SUBGRANTEE : LEDA
SOURCE RANT=E SUEGRANTEE GOK OTHER TOTAL
USE & 1/ WX LC |FX e |FX I | L

1. Personnel 300 507 B07.0
2. Techaical Assistance 2/ (2 (2)
3. Training 668.1 568,1
4, Supplies, Equipment 11.3 |277.9 11.3 277.9
5. Travel Support. 280 £80.0
6. Designated Space 476 A 476.0
7. Equipment Depreciation 210 P10.0
8. Contracsptives 525 525.0
9. Other |

TOTAL 11.3 152 6 1193 525 3244

(S EQUIVALENT) 117.4 91.8 40.4 11.3 ?60.9

1/ v.s.¢ 1.0 = 13,00 X,siS.

2/ Expressac in jersen - zoaths

Total cnst in 3U.S. = 260.9
= {97
= 51%

USAID Share
All other

/7



Annex K

INVENTORY OF POTENTIAL SUEPROJECTS

This inventory prepared by the Pro;ect Paper de51gn
team contains brief descriptions of promising subproject
activities, as well as lists of firms and the names of
representatlves of the firms contacted. The material in this
Annex is included as prepared by the design 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 pcssibilities, 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 USAID/Keny:.

/7
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I.  MOST PROMISTNG POTENTIAL SUBPROJECTS
A. SUBGRANTEE AGENT: Rift Valley Textile Mills Ltd, (Rivagéc)
CQONTACT: Mr. Bore, Chief Executive or
Major Langat, Ad un. Manager
Address Bax 2236
Eldoret
Telechcne 2910, 2916, 31300
DESCRIPTICN:
Rivatex (a shortened form of Rift Valley Textiles) has been cperating just cutside
of Eldoret since 1976. It is a private camany manufacturing bolts of textdles
for use primarily in Kenya. The carpany employs 1415 persen, 30 of wham are
women, who work in three 8 hour shifts a day, excest en Sundays. The camsany
maintaing a dispensary cn the factory ccmpound which is cpen 24 hours, six days
a week. All emlcyees receive free care and druge. fox: minor illness and injury.
More sericus cases are sent to the Disffick Hospital in Zlderet: the cpany pays
hospital costs which it then recovers fram the Naticnal Hospital Insurance Bund
(MHIF) . Apparently all arplovees a:e‘ covered by NHIF (particization in this
government slan is oorpulscry Zor all cessens earing XShs.l,000/- Qr Jore per
menth) , and recovery is cn a sliding scala basis. Mo dispensary services ara
provided Zor erployees' Samilies; fees, however, are paid to the District Zcspital
if the family is covered in the emplovees' \HIF plan. The Adninistrative Manager,
who was the first contact, suggested he would check with the NIIF to sea Lf they
covered family planning service. If so, any aamcany with a similar plan cculd
recover costs associated with such new dispensary services. MHIF policy cn family
planning delivery shculé e investigated by the TA Team.,
The dispensary employs the part-time services of a doctor (1 hour each Toming
ard arftemocn), thrze Clinic Officers and cne Drolled Nurse Midwife. He
suggestad cne full-time qualified nurse would satisfy additicnal manpcwer needs
for dispensarj based family planning service dsli; « IZ the ccncept was acceptad,
he saw preblem neither in alloting space and time of zresent clinic starfs nor in
allowing workers' Iamilies access to the :‘isoeisazy The next step, he falk, '

was to bring the idea tefors representatives of Rivatex's workers unicn. Ua

P
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asked, however, that we retum the following moming when both Doctor Lodhia
and the Chief Executive, Mr. Bore, would be present for further discussion.

The meeting next morning was samewhat less positive. It appears campany
management wished more time to consider future implications before making a
cxmittment. A copy of the PSFPP questicnnaire was left with Major Langat.
Veetings were held on April 4 and 5, 1983.

INPUTS :

Needed by grantee include 1 new full-time, trained, qualified rurse; training
of clinical officers and the BEM. The level of assistance and training for

Project required cperations research and management and record keeping will
have to be determined; generally the oampary seems to be well managed.
Equipment and surply needs probably will he the more‘or less standard package
developed for the eight Precposed Subcrojdcts. Project travel related expenses

sheuld be minor. Centraceptive need will depend on projected acceptors developed

by the camany and che TA Team.
Provided by the grantee include perscnnel time (clinical and same management) ,

space in the three room dispensary, and scme vehicle and equipment depreciation.
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SUBGRANTEE AGENT: East African Tanning Extract Cavpany Ltd. (EATEC)
CCONTACT: Mr. Van Kaufrman, General Manager
Mr.: Charles N. Mukanda, Campany Secretary
Address P.0. ‘Bex 190
Eldoret, Renya
Telechone 31311-5
Telex 35048

 CESCRIPTION:

EATEC operates 40,000 acres divided ameng three estateg near Eldoret, Nand.i.

and 'Scy. Eldoret is the campany headquarters and site of the primiry estats.
meanpanyisanagiébusi.r.sswith several products: tannen from campary tree
groves; quinine from other trees; fencing post; poles for East African Power
and Lichting Co.; grains (maize and whear); livestock (cattle ard sheep),
m (both row and canned for domEstic and export markets). It has 2,500
employess cn the thres :states, cne-fourth of whem are wanen. A murber of
amenities are provided o workers. aeng these are free hcusing, five -pr‘.xra.ry
sewols (another fs being built), a nursery school at she Ildcrae speraticn,
and free medical services o all amlcyess and their Zamilies. Senior searfs
are treated at cxrpany exgense by a privata physician in Zldoret, and cther
emloyees receive care and 4xugs fram cre of three IATEC operated health
facilities. The largest and best equipped is a dispensary in Zldoret under

the full-time charge cf a clinic officer. The other two estates each have a
first aid post staffed by a person traired and certified by the St. Jehns
Ambulance to provide first aid.

The Camany Secretary was very receptive to a meeting cn short notice, expressed
keen interest in parvicipating in the PSIPP, and stated thac “he Ganeral Managar
has been enccuraging him o incorporate family leq service as part of medical
care p}:ovided 0 emplcyess. He was disarpointed that we zould not stay a few
days to meet with the Ganeral ¥anager when he returmed frem a =rip., M-, .\mkand:a
expected to be in Nairchi che follcwing week, hovever, and, afer sveaking with

¥r. VYen Xaufman, planned =o =cntact USAID while in Naircbi. (Ms, Helen Soos lest
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her business card and a copy of the PSFPP questicnnaire.) The meeting was -
held at EATEC on April 4, 1983. '
INPUTIS:

Specific needs were not identified, but the need for training of present
perscnnel, basic family planning equipment and supplies, seme travel related
expenses and, of course, contraceptives are presumed necessary. One additicnal
medical person trained to handle ba.sic family planning and resupply services
as well as related administration probably will be needed at least half-time.
Campany inputs will have to be defined with EATEC management. '
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C. SUBGRANTEE AGENT: Panafrican Paper Mills (E.A.) Ltd.

CONTACT': A. D. Mmdhra, General Manager

De L. Nenawati, Chiief Accomtant or

Shem A. Qrbuya, Perscnnel Manager

Address P.O. Bax 535

| Webuye, Western Province

Telephone Webuye 16 or 17, Eldoret 31587 or 31599

Cable Papermills

Telex 35584
DESCRIPTICN: |
Panafrican Papar Mills has been in cperaticn since 1974. The capany is owned
by Orient Paper Mills (India), the Internmational Finance Carporaticn, and 33%
by the Government of Kenya. The carpany arploys 1,400, enly a handful of whem
are wamen. Amenities include housing for 800 employees:; a large nurber of
emloyees are residents of the area and walk to the mill. The management
estimated at least 600 cawpany housed employees have “heir Samilies living with-
them, same with two or more wives, for a total of 300 rasident wives. At least
another 200 employees living in “he area have cre or more wives. Panafrican
Paper also pr::vide.s free medical care to enployees and their families; but ky
Agreepent with the carpany unicn, they give free care to a wife énd w to four
dﬁ.ldre_n Basic care is provided at the dispensary on the factory carpound.
Family planning services were incorporaced as part of health care in 1980. The
ANy pays LIansport costs to nearky hospitals Sor sericus illness or need for
surgery. There are District Hespitals in Sungama (35 kilameters), Kakanega.(%
dlameters), l=.nd a missicn hospital at Lugulu (9 kilamecers). Other neachy

facilities include ¥CH Health Centers and Disgénsaries and three orivate doctors.

The dispensary is staffed by two INs, cne BWM, and two Clinical Officers. A
doctor, M. X. I. Xhan, is scheduled from 7.30 - 8.30 (Dr. Xan reported he
usually stays one and a half =5 two 'nou:s)'.. about 2}50 gatients are seen each
day, ebcut 150 of wham are waren. There ars not Tany family planning acceptors,

but ccnsensus  ameng staff at “he Testing identified the cost of oral

g
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contraceptives as a major deterrent. Nevertheless, 5-10 cycles are distributed
daily. C!:sazeboughtontheopenmametandpmvidedtoameptors at cost;
condams and spermicicdes are obtained from the Bungoma District Hospital, IUCDs
are not inserted by the Panafrican Paper dispensary, and IUCD clients are sent
to one of the above hospitals. Peluce Qﬂao;o, an enthusiastic supporter of
family planning and chief nurse, also pxovides' family planning education. She
has been trained to insert IWDs but stated she neeced a refresher course.

All ccrpeny representatives at the meeting were very supportive of upgrading
the family planning program and participating in the PSFPP. The General
Manager, who arrived at the end of the meeting, however, was adamant that Depo
Provera not be included as a method because of its controversial nature, There
was unanimous support for receiving free supplies of‘ all other methods and for
training and refresher courses for prasént nursing staff. The meeting was held
on April 6, 1983,

INPUTS:

Suggested by the grantee includad a full-time trained perscn who could provide

service delivery as well as motivate in the camunity, and basic equipment for
a clinic room (exemining ccuch, sterilizer, blood pressure "machire", and
disposable gloves). Other equipment and supplies as well as administrative and
training needs should be discussed between the TA Team and Panafrican Paper.

The campany, however, appears to be well managad.

These inputs provided kv the grantee include a new -oom which can be built on to

the dispensary (akout two menths is required), time from present medical staff,
vehicle and equipment depreciacion.
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b. SUBGRANTEE AGENT: Kisum Cotton Mills Ltd. (Ricami)
cavrAcT: James Gdaga, General Manager
Address P.0. Bax 47
Kisumy

Telephcne 41200

Telex 31132 .
DESCRIPTION:
Kicomi is a long established textile campany WilCh recenctly nas experienced
difficult times. This major Xisum employer (1,500 with 60-70 wamen workers)
mqu;mnately was in receivership when the visit was made on April 6, 1983.
The General Manager, Mr. Odaga, nevertheless, was supportive of the PSFPP,
said he wculd have been willing to hire a part-time nurse, and was very
interested in having the incoming managarent continue discussicns about
implementing a family planning delivery service at Xicami. He strongly urged
the Consulting Team mesbers who visited him to ixnéd.i.ately write a letter for
the company reccrds confimming the qonversaticn. The Skandard carried a news
item cn April 23 anrcuncing that new Tanagement is o ke appointed May 1 by the
shareholdars carprised of the Industrial Cevelctment Zank (I.J.3.), the
Industrial and Cammercial Cevelorment Corporation (I.C.D.C.), the Develctment
Finance Carperaticn of Kenya (D.F.C.X.), and the Cammercial Cevelcpment

Corporaticn (C.D.C.). The new camany will be known as ZXicomi (83) Ltd.

Presumably, the rew carpany will continue to offer health services to its
employees. They have a clinic cperated by a Medical Assistant and three local
doctors who routinely take raferrals. The company tays all chysicians' charces

for its employess. Campany practice has been to not pay for the care of

emplcvees, but it is worth checking about any new policies which Tay be eét:abl.‘.shed
undaer the incoming conpary - management.

I?IPUI‘S:

Project needs and campany -inputs will have 'to be discussed with new perscns

atter May 1, 1983,



k-9

SUBGRANTEE AGENT: Seventh Day Adventists (SDA)
CONTACT: C. Kraft, MD, Health Director
Address East African Unicn

Seventh Day Adventist Church

P.0. Bax 42276

Nairobi .

Telephone 566022, 566025

DESCRIPTION: .
When contacted in April, 1983, the health services of the Seventh Day
Adventist Church in Kenya were undergoing reorganization which would place
them administratively under a single medical director, instead of under the
Jurisdiction of the various field organizaticns. RXenya is divided gaxgrapnically
into five fields by the SDA. Health facilities are camprised of a hespital at
Kendu Bay, 20 clinics cutside Naircbi, ecre clinic in Nairchi, and the Nairobi
SDA Health Service. The multidcrer IntegratedRural Health and Family Planning
Project repcrtediy will upgrade three of the clinics to provide full family
planning ard maternal. child-health services, ‘
Cnce the heilth services are reorganized (plamned for May, 1983), Dr. Kraf: and
Mr. Soloron Wolde-Eudreus (Seventh Day Adventist World Services Director Sor the
East African Regicn) have indicated a keen interest in preparing a propcsal
involving introduction of family planning services in a number of clinics not
assisted by the World Bank, as well as a possible commmity based project in
Nairobi.
INPUTS:

Nesded bv the Grantee likely would consist of training for clinic perscnnel,

sare office and medical (family planning related) equipment, and transportation
allowance. .

Provided by the Grantee would include perscnnel, administracive, clinical ard

Supervisory time, designated space, and vehicular/equipment depreciation.
ATTACHMENT

Listing of SDA facilities and rersonnel

o
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II. possible Subproiects

‘This category lists instances where neet:.i.ngs wera hald hut which need
further discussion berfore possibilities for a subproject can be fully
assessed. In same ca;ses, the potential i3 very good, but contact by the
Consulting Team was premature for cne or ;n:re reasens (e.g., health
facilities were in the planning stage). In cthers, the key person/perscns
to centact sheuld be sought out for a meeting and full discussicns. In still
others, a small health facility cperated by are or two persecns or a 'c:m_:any
er:élcying relatively Zew perscns nay ot justify develomment of a2 full scale
subproject with e heavy inputs of management, evaluaticn, and adninistrative
requirements scheculed for both the TA Team and the subproject grantee. In
such cases, pernzps a mechanism simply to supply free contraceptives fram the

MCH may be more apprcpriate,
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SUBGRANTFE AGENT: Kenya Tea Growers Association or
N Subprojects with individual, large tea estates

CONTACT: Frederick Soi, Executive Diractor

Mr. H. Salwengter, Chairman

Address Box 320.

Kericho
Telephone
- DESCRIPTION:

The Kenya Tea Growers Association, established in 1930, represents 47 tea
growers in four estate areas surrourding Kericho, Limuru,. Nandi Hills, and
Sotik. The main office, located next to the post office in Rericho, is
managed by the KTGA Executive Director. The essociation elects a chairman
ard vice chairman as well as an executive camittee, The Chaiman and
Executive Directecr are the ey contacts for all the tea estates. Branch
associations, *iith the same pattern of elected officials, are located in
Limuru, Nandi Hills and Sotik. Members of the KTGA collectively employ many
thausandsof workers. The 8 or so larcest, e.g. have over 35,000 ampleoyed.
Labour needs tend to be seascnal, however, and many workers leave for e loyment
elsewhere or go %o their hame areas during the five "slow" months of January
through May. Still, year round work is available for thousands, and many workars
are pemarently settled in tea estate housirg. The largest concentrations are cn
the follcwing estates:
Brooke Bond, Nick Patterson, Director and Musa Sang, Co-Director.
Kericho, Telephone 146 (15,000 employees)
African Highlands, Mr. Rabley, Director and W. Tancy, Associate Director.
Kericho, Telephcre 155 (10,000 employees)’
George Williamson Africa Ltd. (or Changoi) , H. Salwengter, Manager,
Kericho, Telephcre 7041 (1,500 erplcyees)
Sotik, C. G. Gibbon, General Manager.,

Sotik, Telephcne 63 (2,000 employees)
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Nandi Tea Estate, J. R. Cairns, General Manager,
| Nandi Hills,.Telephcna 8 (1,000 employees)

Mam Forest, S. F. Sangol, General Manager,

Raricho, Telephene 20028 (400 employees)
Eastern Produce, Ken Archer, Manager Chemoni and estates agent for smallar

growers. Nandi Hills, Télephone 11, 20 or 34

(4,000 total emlcyees) |
DESCRIPTICN:
Apparently all the major and manry of the snaller estates provide free medical
care for emplcyees through an estate health facility. These range fram Breoke
BordS medical carplex comsisting of a fairly larce, well staffed hospital (two
doctors, a head matren, 4 DNs and medical assistants), two medical centers at
Limiru and Xoroma, 27 dreg dispensaries each serving abcut 800-1000, and crne
mebile MCH unit, all of which serve 70,000 pecple associated in same way with
the Brocke 3ond estate, all the way to a small, indivicdual grower's dispensary
for a few hundred workers. IOmchasis is eon curative services, and sare provide
only £i-st aid. The Brocke 3end Hospital offars family planning services - CCs,
IUDs and tukal ligaticn - and Tenthly sees an estimated 20 continucus users
and four new acceptors. OC users are expected to repor: for a d:éck-up every
J menths. The mcbile unit reswrplies OC cycles and refers potential clients to
the hospital. Surplies ars collecsed fr-m the MCH hespital at Nakuru. when the
number of family planning acceptors is carpared to the estimated 300 female
patients sean at the hospital sach wesk and ==e tcta._l 2,700 served weekly ap
all tke health facilities, it is reascnable to ccnecluce that family slanning is
70t 3 high pricrity service. The Co-Director of 3roke 3crd (the Director was
on holicay), revertheless, axpressed interest in the SSEPD and arranged for the
Consulting Team o visit the hespital,
Other than 3rocke Berd, the Team was not able o see the manazgers of any other
estates. Tiis was partly ciramstancial: i’.‘:e General Manacer of African Highlands
was 111, local telerrone lines were sorm Up by rcad constructicn crews, and mime

was limited to cre day in the Xerichc area. After several attetors ko make
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appointments led back to the KIG\, we felt contact through this group and
advance appointment or sd1edul.!..nq several days in the area were preferred.
The Chairman of the KIGA,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
80 miles to Changoi for a visit. (It was rot pessible to get a second call
through because tolephane lines were broken). Thegucgested meeting with
members of the KIGA Executive Cammittee could not be arranged on short notice,
and Mr. Sci said he wculd put discussion of the proposed PSEPP on the agenda
for the next KIGA meeting. A ccpy of the ESFPP questicnnaire was left with
Mr. Soi on April 8, the day of the Team's stop in Kericho.
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B. SUBGRANTEE AGENT: Aqa Khan Medical Center

CCNTACT: Dx'. Aziz Mchamed (Kisumi)

Dr. Niza.r‘Verjee (Nairchi)

Address P.0. Bax 530

Kisum
Telechcne 40372 (Risuru)
335560 or 22384 (Nairobd)

CESCRIPTION:
The Aga Khan Medical Canter in Kisumi caters to a more affluent client.
Expansicn from a 20 €0 a 47 bed facility with double the outpatient capacity
(presently serves 8,000 - 9,000 annually) will be carmpleced socr{. All services
are on a fee basiy. Family Planning ic provided as part of carprehensive MCH
care; CCs, ICTs, stezil‘zagicn and infertility analysis are included. This
modern, expensive facility is ot a gooc-i—c.mdid.ate for the PSFPP. The Aga Khan
Medical Center is in *Me final scage, however, of planning a majer prirary health
Care nroarim in oo areas near I(isx.:'m.x.
The new service, targerad o oecin in 1584, will e Sinded Ly the Aga Xhan
Fourdation, CVT,/Canada, and *he Ferd Faundaticn. In cocperaticn with the MOH
Provircial Health autherities, tha program Will focus cn basic health care,
health ecucaticn, endemic ind cormen disease and accident preventicn, nutritien
edvcaticn arnd M. Family plarning, as part of the MCY srogram, will provida
&Cs and maybe IWCTs. Training of camunity health workers is another orocram
emphasis. The ~wo areas scheduled for {molemantaticn are quite diffarent:
Kajulu, 15 imm cutside Kiswu, is Aughly urban while North Myakach, 40 '«
Scutheast, is wery rural. Abcut 50,000 cecple reside i ke tarzet arsasg,
Apparently the entire xcoram will e w2ll Zincded and manaced. ALl serrices
will be free, | ane data camuterized to vield maximal and rapid feedkack.
Since éresent plans call for relatively svall erhasis cn family planning, the
Tepresentative of zhe Aga *han Soundacion (r. Yermea) ard the sreqgram
administratsr (Lr. Mchamed) are very :ecz-_:éive =0 2iscussing additicral inputs
fram the 2570w, “zetings wers held with Or. arjea <n March 10 and wizh

Or. chamed on april 7, 1983. Dr. Verjee was rotified that agreemenc was
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reached with Dr. Mohamed to recpen discussions once their new project was
méarway' later this year.
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Maendeleo Ya Wanawake (M)
CONTACT: Jennifer Mikolwe, Chief Aduinistrator
Address P.0. Box 44412
Nairchi
Telechone 27033 or 22095

JESCRIPTION:

This possible project is part of a larger cammumnity health pilot project in

3 heavily populated area of Kakamega District. The health facility nearest

t0 Shirzha, the target area, is 18 miles away in Kakamega. MYW hepes the full
G0 project civ be funded through cne or more scurces. While the‘ project is
oriented toward all pecple in the cammumity, Myw suggests focusing cn local
men, who already arpear camitied to family planning, to motivete reighbors
and supply condams and spermicides (see ;.ttacb.&d prcposal). Advice and back-up
medical services are available “rem a retired clinic officer and a Xenya
Registered Nurse whose -ame is in the camuniity. MYW expects that experiance
gained in several female criented (2D proiecsts it is presently Ln.i.ti..at'_!.ng" will
be valuable for further cevelomment of this male oriented project.

ATTACHMENT: Courunity Based Family Planning Edvcaticn and Serrice Celivery
Pilot Project. ‘

el

2/
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SUB-GRANTEE: Raymond Woollen Mills (K) Ltd,
XONTACT': ‘ R. K. Kedia, General Manager

Address  Bax735

Eldoret

Telechcne 31811, 31817
DESCRIPTION:
Raymand began its cperation in Eldoret in 1969. The company produces quality
woollen and polyester goods in both bolts and finished clothing. The market
is basically Kenvan. The General Manacer describes his company as quasi-
governrent since it is partly owned by Raymond Mills, Bambay, and.a government
corporation. The campany employs 2,000 workers, 450 of wham are women. The
General Manager recognizes frequent matemity leave as a big producticn preblem
(5% - 8% are on such leave at any cne time). Management's solution is to £ill
formmer female identified joons with male workers when wamen leave the mill.
Apparently, wanen traditicprally are consicered more manually dexterous and
better at same jebs. The soluticn to substitute men is not c:nsidered.an
ideal but rather a practical one because of substantial labor losses resulting
from govermment laws reguiring =wo months raternity leave and rest.ricihg wcreﬁ
to work during daylight hours.
The ccmpany does not provicde health facilities at present although recently it
has been ccnsidering such a benefit., There are two nearby hospitals as well as
an FPAK clinic, and many emplovees are covered by the NHIF. The General Manager
felt a company health facility, wiile expensive, would be an impressive benefit,
and one which "cnce started vou can't step.” - During the conversaticn he seemed
to be intrigued by the idea of scmehcw offering planning services to his
ewployees. He appeared to shift sarewhat £rom his original cpinion ﬁhat there
were no benefits to his canpany in such a program to considering hew a family
planning program might help the ocmpany retain more wamen for those jops wnich
they perfomrm better than men. He did nct kesitate to agree that such a procgram
would benefit wamen workers but pointed cut his company, after all, was business

briented; and future cocsts of ccntinuing the service were an important consideration.
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Afta:almgthy, frank discussicn, he suggestea wa sena same 1ceas (or tommat)
asa"startinqgmmd"forfﬁx:the:taﬂa. The meeting was hald on April 5, 1983.

Stm-m AGENT:  Ken-Knit (Remya) Ltd.
CQNTACT:: B. Z. Shah, General Manager
Address  P.0. Box 142
Eldaret
Telechcne 31287 or 88
_ Telex 35012

This campany also produces woolen goods; it employs 500 men and 200 women an

a permanent basis. There is a long range plan to provide benefits such as
housing and health care. Althcugh Mr. Shah thought many of his wamen employees
already opractised family planning, he was interested in recoening discussicn
in the near future, especially if the campany instituted health care benefits.
tie, in fact, tunticned he was th.uucing of services by a Dr. Lodhia in Eldoret.
Xen-Knit was visited cn April 5, 1983.

SUB~GRANTEE AGENT: Rasuku Garments Facticry Ltd.
CONTECT: Yoris Q. Xasuku, Chairman/Directer
Address 'P,0. Bax 1837
Kisumi
Telechone 41500 cr 3342

This small business was started by Mr. Rasuku in 1980. After Tany vears

working as a cailor for cther camanies, this enterpreneur struck cut ¢n his

own after arranging coneracts 4o sed - wmiforms. de ncw has several larce
contracts to rake uniforms for military and police units. abcus 100 recnle

(31 wamen) are emplcyed by Xasuku. He has not been able to yet provide any
benefits to workers, but camplained about time taken away from work for treatment

of even miror illnesses. It =2n cake all day to receive treatment at a Xisum

health facility; and, he rsascred, workers would ke willing £o g0 0 i camany

clinic for Zast services. He was receptive %o the icdea of a family planning

carcenent Zor he saw this as means o help start the cxreany <linic he had heen
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thinking about. He suggested he would be willing to built a clinic room,
sf:.ock it with antibiotics and other medicires, as well as furniture if the
project could provide a bed, cabinet, some ecuipment and contraceptives, 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 on ApriJ: 7, 1983.

SUB-GRANTEE AGENT: Mmias Sugar Co. Ltd.
CQNTACT: R. Gladsford, General Manager
Address Private Bag
Mumias
Telechcne 46 - 50

This large, privately owned ccmbined plantaticn and factory is the major
emplcyer in the area. It has 4,800 full time and 5,000 part time workers.

Only very few are wamen, and these are mostly the campany's secretaries.
Mumias Sugar awms 3,300 worker's houses but provides health care cnly to

the 300 or so ianegers and supervisors and their families. They are served

by a full time chysician, Dr. James Makayoto (fommerly with the FWC and MCH
family planhi.ng proegram), cne nurse and two assistants. Workers and their
families go. to Matungu Goverrment Health Clinic or St. Mary's Catholic Hospital
in Mumias. The former provides family planning services, while the latter
recently elininated the service because the new Bishop to the area cpposes
family planning. The General Manager and doctor both felt family planning
services were nceded in the area and would be a good thing for their workers.
Each, hawever, had his own objection to crrpany participation in the project.
Dr. Makayoto believed the govermment would insist on an expensive, camprehensive
MH program, which the carpany basicaily weuld have to provide; while

Mr. Cladsford stated the Sugar Industry Board, an association of private and
parastatal campanies, last December had est:.éblished 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 indepencdent policies.

The General Manager .conceeded that the Kenya Union of Plantation Workers was

.
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pressing for family planning care and felt itwasonlyamattarof tims before
the management of plantation camplexes would give in. He recoqnized the expense
ofbﬂacareazﬁce:wnlyprefmedmttomclude it in a campany health
package since "cnce a benefit is started, .it. can't be cancelled®. Both men,
we.::eleuyof opening a health facility cn the factory compound as they envisioned
theusand of waren and children flocking in daily for zare. Mr. Gladsford
Indicated that if and when Mumias ‘initiated health care, he would be pleased to
Uscuss the project at further length. The meeting was held cn April 6, 1983.

SUB:GRANTEE: AGENT': Nairobi City Council

CONTACT: Dr. Achola, Medical Officer for Health

Nairchi City Council Govermnment was suspenced in April 1983, and the Chief
Medical Officer was o enforced leave, so no mntac‘- was made. This seams

like an excellent possibility for the future, however. Several perscns

‘indicated the City Council health facilities could upgrads family planning

services, and that many rurses would wish to cooperate i€ supericrs were morm

suppertive and nurses.nere settar trained.

SUB-GRANIEE AGENT: Amna M, Matheni
CONTACT: Same
| Address Wareng Matemal and Child Welfare Clinic
P.0. Box 3053
Eldaret |
Telechone 31411

¢~ Mutheni single-handedlv has cperated a small clinic in Zldoret for a
number of years. She is an Dmrolled Méwife who received her training {n
1949 but who has extensive practical experience. Her clients come mainly
for anti and prenatal care., She serves fewer family planning ciients, and she
attributes this to proximity to the FPAK clinic (cn the same block) and o her
high fees because she SuYs contraceptives from a cammercial surplier. Her
charges are as follcws: XShs.19/- Cepo Provera; 25/- C cycle; 75/- Licres
Locp C or D inserticn. Ms. Musheni falt she cculd attrace many tore clients

/¢
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if she has access to free supplies. She averages about 50 _clientS'é yeaf. :

SUB-GRANTEE AGENT: Lydia Muthara
CCNTACT : above

Address Box 1478

Thika

Telephone - 21873
bus.hmﬂuuaﬁwstna1adiwahxfmﬁiy;ﬂambn’ﬁmxmmyydms. 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
(0Cs, condams, and Lippes Locps) and also buys CuT, Cu?,Depo Provera and
diaphrams cormercially., Although she obtained supglies fram the MOH once, she
was chided for charging a fee, and probably will not get any supplies again.
She feels that her clients appreciate “the services she provides and are willing
to pay her modest fees. Records for the first menths of 1983 bear this cut;
she had 167 new accepters ard 200 or so retiining clients. About 40% of her

clients preferred the IUCD, with OCs as the next Tost corular mathod.

Mrs. Muthara is a picneer in private sector services. She hopes to build a
large MCH facility in Exbu ccmeday which will provide quality services. If
her ambition is realized, this project could provide cubstantial assistance;
until the facility is built, hcwever, perhaps she could be supported in a
rmocest way through the project,

SUB-GRANTEE AGEMT: Kenya Breweries
CONTACT: Dr., James S. Nesbitt
Address P.C. Bex 44231
Naircbi

Telephone 331192

Kenya Breweries operates three breweries.  The main one, outside Nairobi at
Ruaraka, has about 4,000 emplovees, mostly men. Marbasa brewery has about
1,000 employees and Kisumu about 600. The Ruaraka Brewery has a health

facility. The company's ghysician, Dr. J. Nesbitt, expressed intsrest in the
project.
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SUBPROJECT SELECTION AND MANAGEMENT GUIDELINES

This Annex contains the following materials:

1. Instructions and Criteria f£or 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 Sukgrantees.

INSTRUCTICNS FOR USING CRITERIA FOR SUEPROJECT SELECTION

The Criteria are grouped in five categories. A
maximum number of points is estaktlished for each category so
that a total of 10C points is possible. ‘

Category Maximum points
. Possible

A, TYpe of Organization 10

B. Number of persons of childbearing
age potentially reached 10

vCQ. Existing services delivered 10

b. Organizational considerations 407

E. Other factors 30
: Total 100

Evaluators of subproject proposals should proceed by
entering the agpropriata 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 over those which do,
organizations with existing interest and administracive
"capabilities over those lacking these, and other factcrs which

are self-explanatory. ’ '

. Since Grant Awards will be competitive, 'minimal'
qualifications will be established only after time by USAID and
the Technical Assistance Tean. .

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.
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CRITERIA FOR SUBPROJECT SELECTION

POSSIBLE POINTS A, IYPE OF ORCANTIZATION
10' l. Private~for-profit compaﬁy
8 2. | éarastacal organization
6 3. Professional, woman's orvsimilar groujg
5 »}4; Privac; Qolun:ary~organiéntion
4 5. Other
“(;;; Subtotal

.B. NUMBER OF PERSONS OF CHILDBEARING
AGE POTENTIALLY BEACHED

 iQ;‘ -1.
: 8 2.
6 1.
'1;?"4," 4.

2 6.
(10)

5,

Over
2500
1000

500

100

Less than

- 5000
- 4999
- 2499
- 999
- 499
100
Subtotal

EXISTING HEALTH/FP SERVICES
DELIVERED

10 L

2.

Health Services without Family Plancar

Some Family Planning as part of healt!

services,

Subtotal

n/

2/



POSSIBLE POINTS D,

10

o o

(40)
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ORGANIZATIONAL CONSIDERATIONS

1.

Top level comitment to family planning
and Project objectives

Willingness to comply with grant
conditions. »

Medical provider interest
Organizational reputation

Previous project track record

Estimated administrative capability:

a) without assistance;

b) with assistance

Estimated fiscal mananement ranability

- Ability to meet 25% requirement.f

Subtotal

OTHER FACTORS

.Relationship to knownfdemand géhération

Attempt to reach or involve men

Attémpt to reach or involve adolescents

. Lack of easy accessibility to other

resources
Estimate of sustainabilit& capacity

Nearest other FP services more than
6 Km.

Relative estimated cost-effectiveness
a)’, Above average of other/ﬁubprojects
b) Average

e¢) Below Average
Subtotal
Total Points
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(SUBPROJECT COVER LETTER TO ACCOMPANY
S'4 B GRANT APPLICATION) ‘

PRIVATE SECTOR FAMILY PLANNING PROJECT

(AIE)

(TITLE)

(AGENCY/COMPANY/ORGANIZATION)

(cIty)

Dear . :

We have learned of your interest in adding family planning services to your’
existing haalth services, or in expanding the types of coverage of natural
and other fawmily plaaning services currently being offered, To assist us

in determining whether we will be able to provide your agency/company/organi-
zatica with financial and/or ocher types of supnort, we request that ycu
answer the quescions concained ia the aacloscd gzrant application. IE
aecessary, usc additional sheets of paper.

Once the compleced arplication has been received and reviewad in our office,
a member of staf] wili 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: Private Sector FP? Projeﬁt
Grant Application

[%

2.7/
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PRIVATE SECTOR FAMILY FLAKNING PROJECT

The objective of the project, managed by ( Implementinz Agency ),

is to increase the range of options available to potential Kenyan female and
male users of Family Plénning 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 Govermment.' Under the Project, grants may be made to private-fox-
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.

The Grants

This application for a grant may be For a period of up to two years.
As the graats are competitive, your diligence in completing this application

will increase your chances of an award. ( Implementing Agency ) is

willing Lo assist you in preparing the application. Grants of money or
materials may be requested to add Family Planuing services to axisting health
services being provided, or to expaund types of coverage of natural and other

Family Planning sarvicas being offered. The 2pplication may request,inter -

A

alia, funds to provide training, supervision, staffiag, equipment or supplias,

but only if evidence is provided that ydour organization can sustain the level
of services achicved under the grant once the grant has ended. Application
for funds to provide construction will not be considerad. Decisions on grant

awards will be made by ( Iop lementing Agency ), whose decision is

final. Should an award be granted, you must follow any conditions agreed to
at the time of the award.

Organizational Information

1., Organization requesting Assistance

* Address "’ '

f

¢ 2lephone No.

Name of Person to contact
Title




10.

Health Facility(s)'to which grant
will apply, Lf different from above

Address

Telephone No.

Does the facllity or organization now offer health services ....Yes...No.

Describe

Does the facility or organization now offer Family Planniag services?

.oo-'noooo'YEScl.l-.n-cNO-

What are the names and distances of the closest facilitles offering

Family Planning services?

Mane Distance
Name Distance

What official or informal aiffiliacions does your organization have with

other organizations/institutions/agencias?

How many people are employed by your drzanization? Men

Women

Are health services provided ty your organization to depestdants of your

emp loyaes? Yes ~ No.

If yes, to Wives? Husbands? Children?

Are charges made for health services? 1£ so, describe

\

Have you received or applied for assistcance for Family Planning services
froem organizatious or sources outside your organization/firm/agency?

1Z so, please describe source and type of assistance received/applied Zor.
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11. Have your received and managed cutside assistance ror activicties other

than Family Planning? Please describe

D. Proposed Program Information

1.

3,

4.

What specific Family Planning services do you propose to provide?
(Exacples are clinical services such as oral contraceptives ; diaphragms
I.U.D.'s, injections, sterilization; non-clinical services such as

foams; "jellies; condcms, foaming tablecs; instruction in natural family
planning;. community outreach services. )

How many naw accrotors of Family Planning services do yeou plan to rveach

during the grant period?

What resources do you already have that can be utilized to provide the
proposed services?

a) Personnel

b) Equipment

c) Supplies

A

d) Administrative ‘support
e) Transportation
£) Access to additional budgetary resources

What additional resources are required to provide the proposed services?

a) Additional staff? 1If yes, how many, and what duties will they
perform?
. \

b) Training for existing staff? __1f so, for whom, type, expected

duration, and possible location of training
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c) Equipment and supplies? (example are file cabinets, examining
codches, tables, baby cradles/scalas, chairs, flip chaxes, hand

calculators, stationery, postage etc.). If s0, list types and
quantities. a

L

d) Contraceptive materials? (I£ yod have a current source of supply,
please describe source of various materials, adequacy of supply,
costs involved)

e) If additional contraceptive ralated medical equipment is needed,’

please list cypes and-qﬁancicies.

What 1s the estimated size of the population aged 15 and above to be

offered Family Planning cervices? What is the

source of this estimace?

What percentage are cstimated to be within 6 Xm. of your facilicy

How is it propcsed to maintain or expand level of service achieved during

the grant once the grant expires? -Please be ag specific as possible.
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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:

1.

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 repbtts will be malled or delivered to:~

The final report will be submitted no more than 30 days after the étbject :

funding period.

Grant Award Management

A.

B.

A separate bank account must be established to receive and distribute
funds provided by this Grant Award. '

Upon receipt oflyour signed acceptance of the Grant Award (Implementing
Agency) wi.l provide the project with an initial advance payment equal
to the estimated expeaditures of the three months.

Thereafter, upon submission of
satisfactory Progress and Finanséal Reports (Implementing Agency) will
reimburse your project-related special account for allowable expenditure$
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 vou exceed the Grant budget total.

Any unexpended funds, not needed to satisfy liabilities incurred
during the approved funding period shall be ref;nded to (Implementing
Agency).

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, ac

which time it shall be disposed of in a manner determined by (Implementing
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E. :Changes in approved objedtives and/or budget musc be authorized
| by (Implementing Agency) through a written Graﬁ: modification' to
the original Grant Award, éxcépt that you may, without exceeding
the t§Cal amount of your Grant, increase budget categories up to a
" maximm of ten percent (1l0%) for any individual category without
prior written authorizatiom by (Inplementing Agency). Increases
exceeding ten percent (1G%) require Justificaeion, 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
-dward is made by USAID. Inozder to avoid disallowances, which means

refunds to (Implementing Agency), your project should adhere rigidly
to the approved budget and Terms and Conditions.

G, All procurezment using funds provided by (Implementing Agehcy) will

be und2rtaken using procedures approved by (Implemqpting Agency).

1. Iﬁ general, items available of local manufacture may be purchased after
satisfactory evidence of soliciting competitive bids.
2. Equipment and supplies not of ﬁ;nya origin gene:élly must be mrocured
~ 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-Liability

(Implementing Agency) does not assume Liability with respect to any claizms

for damages arising out of work supported by this Grant Award.
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TERMS AND CONDITIONS OF GRANT AWARD

.BQ signing the Grant Award Letter, you agree to abide with the Eollowingf
terms and conditions: A

|

A Progress and Financial Report must be submitted every three months in

the format specified by (Implementing Agency). .The first report is

due and subsequeht 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 projecg"
funding period. AR

Grant Award Management

A. A separate bank account must be established to regeive and distribute
funds provided by this Crant Award.

B. 'Upon reccipt of your signed acceptance of the Grant Award (Implementing
Agencj) will provide the project with an initial advance payment equal
to the estimated expenditures of the -thrae months.

Thereafter, upon submission of
satisfactory Prograess and Finans;al Reports (Implementing A4gency) will
reimburse your project-related special account for allowable expenditure$
every three months to the ofiginal 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 reanded 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

Agency). ,
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“E. ighanges in approved objectives and/or budget must be authorized
by (Implementing Agency) through a written Gramt madification' to
the original Grant Award, excepc that you may, without exceeding
the total amount of your Grant, increase budget categories up to a
maximum of tem percent (10%) for any individual category without .
prior written authorization by (Implementing Agency). Increases
exceeding ten percent (10%) require justification, indication of
what budget category(s) will be reduced to offset the requested

increase, and prior wricten authorization £rom (Implementing Agency).

F. The final decermlnatlon of expenditures allowable in accordance
with the approved Project Budget and Terms and conditions of Grant
-Award is made by USAID,.Inorder to avoid disallowances, which means
refunds to (Implementing Agency), your project should adhere rigidly
to the approved budget and Terms and Conditions.

G. Al) procurement usiag Ffunds provided by (Implementing AgenCJ) will

be undartaken using procedures aporoved by (melerenCLng Agency).

1. In gemeral, items available of local manufacture may be purchased after
satisfactory evidence of soliciting'competitive bids.

2. Equipment and supplies not of ignya origin generally must be procured
from U.S. source and origin unless a waiver is granted by (Implementiag
(Agency).

3. Unless. specified in the Grant Award (or subsequent modlficatlons),

(Implementino Agency) funds may not te used

a. to purchase venicles
b. for entertainmens
c. for subcontracts.

3. Non-Liability

(Implementing Agency) aces not assume Liability with respect to any claims

for damages arising ont of work supported by this Grant Award.
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4o VPfogggm 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 funds 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
moral, philosophical or religious beliefs.

It is essential that your agency conduct its project activities
in a manner which safeguards the rights, health and welfare of
all individuals in the program.

Prchibition on Abortion-Related Activities

No funds or property available under this Grant Award will be
used to finance, support or be attributed to the following
family planning and population assistance activities:

1. Procuremant or distribution of equipment for the purpose
of inducing ‘abortions as a method of family planning;

2, Procurement or distributioa of Menstrual Regulation (MR)
Kits;

3. Special fees or incentives to women to coarce 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 promote 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. ‘

AN
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Alloﬁaﬁle activities are defined as follows:=

a) Provision of contraceptive commodities, services and devices
including, but not limited to, oral contraceptives, condoms,
female sterilization, vasectomy, LUD insertion, diaphragnms,
jellies, foams, etc. ' :

b) Provision of family planning training for physicians, paramedical
pervsonnel, family planning information agents and contraceptive
distribution agents, and other persoanel as necessary to imp lement
family planning information and/or service activities. Thesa
training activities shall not include training for, or the conduct
of, abortion as a non-therapeutic procedure,

c) Provision of family planning information, motivation and counseiling
when related directly to services provision. o

d) Collaction and analysis of family planning service statistics and/or
damographic data.

e) Pregnancy testing.

£) Ireacment of health disorders relating to fertility, including the
treatment of incomplete abertions, abortions tiedically aecessary
to save cthe physical health or life of the patienc, and other health
problens discovered or ravealed in the course of providing family
planning services.

Audit Rezulations

At any time prior to the final payment_under this Grant (Implementing
Agency) AID (Agency for Internatiomal Development) or their representatives
may audit and/or inspect the project. This may include, amcugz 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) routinaely requests audizs 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, relating to expenditures of Grant Award funds
and property for at least three (3) years following the end of the
Award for audit purposes. !

Termination

(Implementing Agency) may terminate this Grant by means of a written
notification. '

Upon receipt of such nocification your agency must take immediate action

to minimize all expenditures and obligaticns 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) all 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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APPENDIX 4D

STANCARD PROVISIONS
‘ - FOR
HON-U.S., MONGOVERNMENTAL GRAHTEES AMD NON-U, 3.,
NOMGOVERNMENTAL SUBGRANTEES
(Both educational institutions and nonprofit organizations
other than educational institutions)
\
A. The following Standard Provisions are mandatary for use in ait grants,

cooperative agreement:s, and subgrants w1th non-y, S., nongovernmeqtal
organizations:

L. ALLOWABLE COSTS AND CONTRIBUTIONS (NONPROFIT QRGANIZATIONS -
.. OTHER THAL EOUCATIONAL [RSTITUTLIONS)

Use Standard Provision 1 of APP 4C.

2. ALLOWABLE COSTS AND CONTRIBUTIONS '(EDUCATIOMAL
TSTITUTIONS)

Use Stancard Provision 2 of APP 4C.
L3, " RCCCUNTING, AUDIT AND RCCORDS

Use Stardard Pravision 3 of APP 4C. howvever, de1ete thﬂ raference
to paragraph IM of Handinok 13,

4. REFUNDS

Use Standard Provision 4 of APP &C.

5. REVISTOM OF FINANCIAL PLANS

“Use Standard Provicion 9 of APP 4C.-
6. TERMINATION

Use Standard Provision 23 of APP 4C.
7. DISPUTES

Use Standard Provision 33 of APP 4C.

. B. The following Standard Provisions are required to be used when
applicable. Applicabi'ity stataments are contained in “he parenthetical
statement precading the Standard Provisicn as set forth in Append1x 4C -
and suppiementary stataments balow. When 'a Standard Provision is
determined o be aoplicable in accordance with the applicability
statement, the uce of such Standard Provision is mandatory unless a

devwat1on has been approved in iccordance with Paragrapn 1E ¢f Chapter 1
f this Hancdhtook.
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. 1. | e . | TRANS, MEMO NO,
raReee EFE,Z%';::A{T 19871 i "~13;21 AID HANDBOOK 13, App 4D

1.
1. NONDISCRIMINATION IN FEDERALLY ASSISTED PROGRAMS

Use Standard Provision 5 of APP 4C; however, delete the applicability
statement and insert the following therefor:

ok * w * .
(This provision is applicable to non-U.S. Grantees and non-U.S.
Subgrantees when any portion of ‘the program be1ng supported is
to be undertalen in the Un1ted States )

\ \

" 2.,,NEGOTIATED OVLRHEAD RATES -- PREDETERMINED

Use Standard Pxov1s1on 6 of APP 4C.

. é.' N’GOTIATED OVERHEQD RATES -- NONPROFIT ORGANIZATIONS s OTHER
THAN EDUCATIONAL InSTITUTIONS

Use Standard Prov1s1on 7 of APP 4C.
4, LEGOTIAT D OVCQHEAD RATES - EDUCATIONAL INSTITUTIONS

Use Standard Prevision 8 of APP 4C,

_Standard Provisions 6, 7 and 8 (i.e., B.2, B.3 and 8.4 above) are to be
used only when the Grantee proposes reimbursement of indirect costs and,
the Grantee's accounting system provides for the allocation of indirect.
costs, : : ' |

5. PAYMENY -- PERIGDIC 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 Grantze has the
ability to maintain p.ocndures that will minimize the time elapsin

between the transfer of funds and the disbursement thereof, and (3? tha
Grantee's financial manag°~ent system meets the stardards for fund control
and accountability required under the standard provision of this agreement
entitled "Acccunting, Audit and Records.")

a. Each month (or quarter, i7 the Grantee is on a quarterly
basis) aiter the initial cash advance, 2 Grantee shall submuit to the
AID LOHLFO]IQ“ voucher form SF 1034 \cr1g1na1) and SF 1034-A (three

copies); "Public Youchar for Purchases and Services Other Than
Personal . "

- b. Each voucher shaII be identified by the appropriate grant or
,,cooperdt1ve agreement number and shall be accompanied by an orlg1na1 and
three copies of.a report in the following format:

FﬁDERAL CASH ADVANCE STATUS REPORT
(Repert Control ho, W-245)
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TRANS. MEMO NQ, EFEECTIVE DATR PAGE NO.

AID HANDBOOK 13, App 4D 13:21 October 1, 1981 4D-3

A. Period covered by this report: Period covered by the next report

FROM (Month day, year) R FROM (month, day, year) .2..?:;f:f
To ( ) - .‘. " TD ( " ) . rrarme

8. Cash Advance Use and &eeds

1.- Cash advance on hand at the beginning of £ this C e e
report]ng per1°d ....Q'.'...ll...l..l.l.'..'o‘.....l.ﬁos ............ ,..'

2. U.S. Treasury check advance(s) received L e e e e
during this reporting period....veeeeeessesoeessnaseee $ 7 777" PN

3. Interest earned on cash advance during this - =~ . « . . .
rEPorting pe“iod...I..."..".........................;s ............... )

4, GROSS cash advance available during this Ce e e eee e e
repor‘tllr‘g p°r10d (L]nes 1 2 &3)'......!".........l s ................

5. LESS, interest remitted to AID during this
reporting period...veeeeeenecens

6, NET cash advance available during th1s AN oo ene amed gem ne e
reporting period (Line 4 minus Line 5)........ P S
7. Total disbursements during this reporting ' ‘

period, inciuding subadvances (see footnote 1)....... $

3. Amount of cash advances available at the
end of this reperting period (Line 6 minus Line 7). ... §

9. Projected disbursements, includfng

subadvances, for the next reporting period (see ‘
footnota 2) ... it S S N

10. Addition2l cash advance requested for the

next reporting pariod (Line 9 minus Line 8)........... $

11. Total interest earned on cash advance from
the start of the Grant or Ccoperative Agroement to -
the end of this reporting period, but not o
remitted to ALD. .. .viiveiiiiiiinnerninnnnnnns cesaneaned

12, Total cash advances to subgrantees, if any,
as of the end af this reporting period....... cecesacns
FCOTHOTES :

1. The Grantee shell submit a cumulative detailed report of disbursements
by BUDGE™ 1ine item quarterly; the monthiy cash advance status report does
not raquire o detailed report of disbursements,

2. The Grantce shall attach to this summary a detailed orojection by BUDRGET
line item. of its anticivated needs for “ha naxt reportina neriod,
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GE NO. | EFFECTIVE DATE TRANS, MEMO NO, !
P‘:w-4 . October 1, 1981 13:21 AID HANDBOOK 13, App 4D
C. Certification

The undersigned hereby certifies: (1) that the report in paragraph B.9
above reonresents 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 disallowance 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 availabie herein will
be refunded to AID.

BY
DATE TITLE

c. AlID funds shall not be comiiingled with other Grantee owned or controlled
funds. The Grantee shall deposit all AID cash advances in a separate bank
account and shall make all disbursemants for goods and services from this
account.

6.  PAYMENT--REIMBURSEMEN
(This provision is zpplicable 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 copics of SF 1024, "Puyblic Youcher for Purchases and Servicaes Qther

Then Personal’'; each voucher shall be identified by the grant or

cooperative agresiment number and shall state the total amount of costs incurred
for which reimbursement is being requested.

(b) In acdition to the SF 1034, each nonconstruction vcucher shall be
supported by an originai and 2 copies of SF 270, "Request for Advance or
Reimbursement,” and each constructicn voucher shall be supported by an
original and 2 copies of SF 271, "Outlay Renort and Request for Reimburse-
ment for Construction Programs."

(c) Cach quarterly voucher (or cach third monthly voucher) shall also

be suppo-ted by «n criginal and 2 copies of a SF 269, "Financial Status
Report.” The SF 262 shall be submitted within 30 days after the end of
the reporting quarter and may be submitted separately from the SF 1034(s).

7.  TRAVEL AND TRANSPORTATICH

Use Standard Pravision 13 of APP 4C (The requirements of SP 13(c) are
applicable to travel within the cooperating country.)
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TRANS, MEMO NO, EFFECTIVE DATE PAGE MO,

AID HANDBOOK. 13, App 4D 13:18 October 1, 1981 4D-5

8. OCEAN SHIPMENT OF GOODS

Use Standard Provision 14 of APP 4C,
9.  PROCUREMENT OF GOODS AND SERVICES UNDER $250,000

Use Standard Provision 15 of APP 4C, hcwever, delete paragraph (e) in
its entirety and substitute the following therefor: :
. w* E »* *
(e) The Grantee's Procurement System

(1) The Grantse may use its own procurement policies and
procedures providad they confoirm. to the geagraphic source and order of

preference reguirements of this provision and paragraphs 1U.3.a., b., and
C.of Chapter 1, AID Handlook 13. : '

(2) If the Grantee's procuremant policies and procedures have
been reviewed against the procurement requirements of paragraph 1U.3.a., b
and c. and have been aporoved 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 rcolicies and procedures
shall conform to these specified in paragraph 1U.3.a., b., and c. of
Chapter 1, AIC Handbook 13.

*

* * * ;
10. PROCUREMZINT CF GCOGS AMD SERVICES QVER $2£0,000

Use Standard Provision 16 of APP 4C, however, dalete paragraph (k) in its
entirety and substitute the following therefor:

(k) The Grantee's Procurement Svstem

»

(1) The Grantee may use its own procurement poiicies and
procedures providad they conform to the geograghic source and
nationalily requirements of this provisicn and paragraphs 1U.3.a2., b.,
and c. of Chapter 1, AID Handbook 12.

(2) f the Grantee's procurement poiicies and procedures
have been reviewad against the procurement requirements of naragrapns
1U.3.a., b., and c. and have been approved by AID or another Fedzral
department or agency, the Grantee shall furnish the Grant Of¥icer a
copy of such apgroval; otherwise the 3rantea'c srocurement colicies
and procedures saall confoerm to these specified in paragriph 1U.3.3., b
and c. of Chanter 1, AID Handbook 13.

.9

11, LOCAL COST FINANCING WITH U.S. DOLLARS

P

Uﬁe Standard Provision 17 of APP 4C. .

12, GOVERHPENT SUPNISHED EXCESS PERSGHAL FROPERTY

Use Standard Provision 13 of APP 4C.
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PAGE NO, | EFFECTIVE DATE TRANS. MEMO NO,

40-6 Octaber 1, 1981 13:18 AID HANDBOOK 13, App 4D

13, TITLE TO AND USE OF PROPERTY (GRANTEE TITLE)

Use Standard Provision 19 of APP 4C.
14, TITLE TO AND CARE OF PROPER;Y (U S. GOVERNMENT TITLE)

Use Standard Provision 20 of APP AC.
15, TITLE TO AND CARE OF PROPERTY (COOPERATING COUNTRY TITLE)

Use Standard Provision 21 of APP 4C,
16. VOLUNTARY PARTICIPATION

Use Standard Provision 24 of APP 4C,
17. PROHIBITION ON ABORTION - RELATED ACTIVITIES

Use Standard Provision 25 of APP_{C.

18. VOLUNTARY PAPTICIPATION REQUIREMENTS FOR STERILIZATION PROGRAMS

Use Standard Provision 26 of APP 4C,

19, PUSLICATIONS

Use Standard Provisicn 27 of APP 4C.
20, PATENTS

Use Standard Provision 23 of APP 4C,.

21. REGULATIONS GOVERNING E¥PLOYEES OUTSIDE THE UMITED STATES

Use Scandard Prcvision 29 of APP 4C. (This provision applies only to the
Grantee's employees working outside their country of residence.)

22, SUBORDINATE AGREEMENTS

Use Standard Provision 30 of APP 4C.

23. PARTICIPART TRAINING

Use Standard Provision 34 of APP 4C.

24, HEALTH AND ACCIDENT COQVERAGE FOR P\\TICIPANT TRAINEES

Yse Standard Provision 35 of APP 4C.
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AID HANDBOOK 13, App 40 13:18 Octaher 1, 1681 40-7

C. The following clauses, while not required by law or regulation to be
applicable to grants and cooperative agreements with non-U.S. organizations,
siould be included:

1. U.S. OFFICIALS NOT TO BENEFIT
Use Standard Provisioﬁ 37 of APP 4C,

2. COVENANT AGAINST CONTIMGENT FEES

Use Standard Brovision 38 of APP 4C,
3. NONLIABILITY

Use Standaird Provision 39 of APP 4C.
4, AMEMDMENT ]
Use Standard Prevision 40 of APP ac,
5. THE GRANT L
Use Standard Provision 41 of APP 4C.
6. NOTICES
Use Standard Provision 42 of AFP 4C.
N.  The raguirements for selecting Grantees and procassing grants and
caoperative agreements which are set forth in Chapter 4, paragrachs 4F
through 4G for girants, and Chapter 6 for cooperative zgreements are

applicable to grants, cooperative agreements, and subgrants to non-U.S.,
nongovernmental irctitutions.

A

E. Daviations

(See paragraph 1E, Chapter 1 of this Handbook)

2\,)

o



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 logistical support and reporting, and specific
requirements in relaticn 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 fcr 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 de=sign, implementation, and
evaluation of specific activities intended to initiate or
expand private sector (e.g. private-for-profit ccmpanies,
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 tc USAID/Kenva. The team will
have the overall responsibility for ensuring that all policies,
procedures and practices necessary fcr the effective expansion
of project-related family planning services delivery by the
private sector are in place ané operational. Ma jor
instituticnal capabilities which are to be ‘leveloped include
establishment of:

d. 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 sectcr
family planning activities.

The team will develop discrete private sector family
pPlanning service delivery subprojects with potential
subgrantees; request USAID approval for implementation:;
negotiate suhgrant awards with proposed subgrantees; and assist
the subygrantees in implementation, including necessary
arrangements fcor training, technical assistance, ccntraceptive
supply management, monitoring, reporting and evaluation. The
team will propose to USAID discrete operational research
activities to ke undertaken in conjunction with the
subprojects, and, if approved by USAID, conduct such research
and report



M=-2

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. Specific 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 Sovernment of Kenya
family planning educaticnal requirements, and assist
in securing GCK certificaticn of graduates.

= Assist subprojects to secure a wide range ot
contraceptives through the Ministry of Healcth
contraceptive supply system, and to meet Ministry of
Health supply requirements, inclucéing dccumentation

and reporting. In the event that it should ke
determined that this system dces not work
satisfactorily, reccmmend to USAID alternative supply
arrangements acceptable to Government. (Contraceptive
pProcurement will not “e undertaken without express
permission cf USAID.)

* Propose, design, implement and repgort on 4 or §
operational research activities which may impact on
quality of services delivered upon exgansion of family
Planning celivery by the privace 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.

9¢
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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
Cost applications should include provision for
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 impoift personal effects and one 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 frcm 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 custcms duty and sales. tax on new or used
household and personal effects, including one motor
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vehicle, impgrted or purchased prior to clearance
through customs 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
.Ssuch 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
segurity contributions on income or any other
emoluments received, the personnel of the Cooperative
Agreement (other than citizeas 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. Regorting

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 Missicn, 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 cupies to USAID
at least two weeks prior to the team's departure from Kenya

4. Projected Team Composition

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 summary of the design team's
discussion of requirements for an implementation team is
included below.

The long-term technicians are:

. Senior Family Planring Management Specialist
. Evaluation/Research Specialist,
. Administration and Procurement Specialist.
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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.

l. Senior Family Planning Management Specialist

a.

(Anticipated four-year assignment in Kenya)

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 crganization, programming,
planning, management, and family planning or
primary health care delivery systems. Must
be willing to travel extensively and
frequently throughout Kenya.

Experience Requirements

The incumbent should have a minimum of ten
Years experience beyond the completion of
formal study, of which at least five years
is successiul experience working in
developing countries, preferably in Africa,
in a responsible position related to family
planning, health care, or developmeant
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 (ircluding
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.

A
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Duties and Responsibilities

Duties and responsibilities of the Senior
Family Planning Management Specialist
include the following:

Serve as team leader with responsibility for .
the overall direction and coordinatioen of

Project activities.

Work cooperatively wictn USALD 1in the
technical design and implementation of
project components. '

Assume major responsibility for the
oversight of project documentation and
reports, operational research planning and
USAID project-related documents.

."Work with the Evaluation/Research

Specialist, the Administration and
Procurement Specialist, and USAID in the
development of a work program for the
project as well as assisting in final
drafting and review of individual work
programs and ccnsultants' scopes of work.

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.

Assist in ccordinating project activities
with other USAID-funded projects in Kenya as
appropriate.

Work with the other two members of the teanm
in the identification, development, securing
of USAID approval, implementing, monitoring,
evaluating and reportirg on subprojects,
including training and commodity supply
related thereto.

)
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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 copllaboration 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).

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.

Coordinate with USAID to ensure that a
reporting system is in place whereby the
Government of Kenya is fully informed of
project-related utilizaticna of family
Planning services.

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, and evaluation
of various subproject activities.

Gain approval from USAID for the conduct of
4 or S operational research activities and
in conjunction with the Evaluation/Research
Specialist, arrange for implementation,
monitoring, evaluation, and reporting on
results.

In cooperation with USAID, arrange and
develcop mechanism for dissemination of
project results,

- )

A7
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Provide technical assistance in management
to various subproject demonstration
activities.

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
substantlial 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 hnave
an understanding of Kenyan loca2l cultures
and proificiency in cne or more local
languages.

Experience Requirements

The incumbent should have a minimum of eight
years' experience beycond the completion of
educaticn study. The positicn requires at
least four years' experience working in
developmental activities, preferably
health-family planning related in Africa,
preferably in Kenya. Experieance should
include major responsivility for opgerational
research and evaluation in the sccial or
biclogical sciences. A full understanding
of the Kenyan health ard family planning
educaticnal system is required and the
incumbent should be aware of and understand
educational and training methodolcgies
involved in the pregaration 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.

Duties and Responsibilities

Duties and responsibilities of the
Evaluation/Research Specialist include:

Assist the Senior Family Planning Management
Specialist in the preparation of project
documentation, raports, and and special
analytical studies.

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.

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 assistaace required.

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.

Provide technical assistance in evaluation,
operational research and training to various
subproject demonstraticn activities.

In cooperation with the Senior Family
Planning Managemeint 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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Maintain active liaison with universities,
governuental agencies, private sector
entities, private and voluntary
organizations and others involved in
operational research and family planning
related training, for purposes of
information exchange, coordination and
possible cooperaticn.

\
Assist the Senior Family Planning Management
in the identification, development,
implementation, monitoring, evaluation and
reporting on subprojects funded by the
Cooperative Agreement.

Administration and Procurement Specialist
(anticipated four-year assignment in Kenya)

Qualifications and Experience Reguirements

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 kKey requirement.
Experience in the prilvate 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.

Duties and Responsibilities

The incumbent will participate in the
development of individual work plans and
subproject activities. In addéition 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:



(1)

(2)

(3)

(4)

(5)

(6)

M-11

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.

Closely monitor the adequacy of the
Government of Kenya contraceptive supply and
management system as it relates to timely
contraceptive supply.

Work cooperatively with the Senior Family
Planning Management Specialist and
Evaluation/Research Specialist in the
identification, design, implementation,
evaluation and reporting of demonstration
subproject activities.

In collaboration with the team leader,
establish and implement office
administrative procedures which permit
maximum team efficiency. '

Provide day to day managemen:t and
supervision of the office, including
scheduling of transport for team members and
consultants, making conference arrangements,
assuring that reporting requiremencs are
met, and maintaining management and fiscal
records.

Provide technical assistance in
administraticn and medical logistics to the
various subprojects.

Work with the Research/Evaluation Specialist
in identifying proccedures 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 critaria
applicable to projects. This section
i{s divided into two parts. Part A.
includes criteria applicable to all
projects. Part B. applies to projects
funded from specific sources only:
B.l. applies to all prujects funded
‘«ith 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 ITEH
CHECKLIST BEEN
REVIEWED FOR
THIS PROJECT?



A. GENERAL CRITERIA FOR PROJECT

l.

FY 1982 Avpropriation Act
Sec. 523; FAA Sec. 63443,
Sec. 653(b); Second CR FY 83,
Sec. 101(b)(1).

(a) Describe how authoriziné'
and appropriations committees
of Senate and House have been
or will be notified concerning
the project;

(b) 413 assistance within
(Operational Year Budget)
courtry ar interunational
organization allocation
reported co Congress (or

not more than $1 million)

over that amount)?

(e¢) If the proposad

assistance 13 a new country
program ov will exceed or cause
the total assistance level for
the country to axceed
assistance amounts provided

Lo such country ia FY 82, has

4 noctification been provided

€o Congress?

(d) If the proposed agsistance
is from cthe $85 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(b5)(1l) of the Second

CR for FY 83 beeu made?

FAA Sec. Allca)r1). Prior
Lo obligaction in excess of
$100,000, will there he

(a) engineering, financial
0T other plans necessary to
€arry out the assistance and
(d) a reasoanahbhly firm
estimate of the cost to the
U.S. of the assistancae?

a)

b)

c)

d)

Tnis project was included ir,
the FY 84 Congressional lres
tavion pages 171-172 '
A Congressional Notificatior
was sent to Congress on ~ ¢
15-day waiting period expire
on --without Coungressional
objection

Yes

FY 83 assistance is above
FY 1982 levels. Congress
has been notified as stated
above.

N/A

N/

N/A
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FAA Sec. 611(a)(2). If further
legislative action is required
within recipient country, what
18 basis for reasonable
expectation that such action
will be completed in time to
permit orderly accomplishment
of purpose of the assistance?

FAA Sec. 611(b); FY 1982
Appropriation Act Sec. 501.

If for water or water-related
land resource construction,
has project met the

standards and criteria as set
forth in the Principles and
Standards for Planning Water
and Related Land Resources,
dated October 25, 19737

FAA Sec. 611(e). 1If project is
capital assistance (e.g.,
construction), and all U.S.
assistance for it will exceed

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

FAA Sec. 209. 1Is project

sugsceptible to execution

as part of regional or
multilateral project?

If so, why is project

not 80 executed? Information
and conclusion whether
agsistance will encourage
regional development
programs.

N/A

N/A

N/A

~

A



10.

11.
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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

(¢) encourage development and

use of cooperatives, and credit
unions, and savings and loan
assoclatious; (d) discourage
monopolistic practices; (e) improve
technical efficiency of industry,
agriculture .and coumerce; and

(f) strengthen free labor unions.

FAA Sec. 691(b). Information and

conclusions oo 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. private enterprisa).

FAA Sec. A12(b), 636(h):

FY 1982 Aopropriation

Act Sec. 507. Describe steps
taken to assure that, to the
maximum extent possible, the
country is coutributing local
currencies to meet the cost of
contractual and othe services,
and foreign currencies owned
by the U.5. are utilized in
lieu of dollars.

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

FAA Sec. 601(e2). Will the
project utilize competitive

-8election procedures for the

awarding of contracts, except
vhere applicable

procurement rules

allow otherwise?

This project 1is

specifically dasigned to
foster private initiative

iz the provision of family
Planning and related health
services. Such initiatives
may include those undertaken
by cooperatives.

Grant-funded technical and
management assistance will
draw on U.S. private sector
enterprise, and to a limited
extent commodities related
to family planning and
health service delivery.

Private ianstitucions
participacing in subproject
activities will contribute
17Z (51000) of total project
costs. The GOK will
contribute 8% (§500).
are no US owned foreign
currencies available for
chis project.

There

NO

‘Yes



12.

13.

14,

15.

FY 1982 Appropriation

Act Sec. 521. 1If
assistance is for the
production of any
commodity for export,

18 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.5. producers of the
same, similar or competing
commodity?

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

problen of the destruction

of tropical forests?

FAA 121(d). 1If 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)?

FAA Sec. 128:; Second CR FY 83,
Sec. 101(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?

CN/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.

L
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FUNDING CRITERIA FOR PROJECT
l. Development Assistance
Project Criteria

a. FAA Sec. 102(b), 111,

113, 281(a). Extent to

which activicty will (a)
effectively involve the

poor in development, by

extending accaess to

economy at local level,
increasing labor-intensive
productiru and the use of
appropriacte technology,

apreading investment out

from cities to small towns

and rural areas, and

insuring wide participation

of the poor in the benefits

of development on a sustained
basis, using the appropriate

U.S. institutions; (b) help
develop cooperatives,

especially by technical
assistance, to assist rural

and urbaa poor to help

themselves toward becter life,
and otherwise encourage
democratic privace and

local governmental

institutions; (c) support

the self-help efforts of
developing countries; (d) promote
the participation of women in the
national econromies of developing
countries and the improvement

of women's status; aad (e) utilize
and encourage regional cooperation
by developing countries?

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

€. FAA Sec. 107. 1Is emphasis on
use of appropriate technolegy
(relatively smaller, cost—-saviag,
labor-using technologies that

are generally most appropriate
for the small farms, small
businesses, and small incomes

of the poor)?

o

b)

d)

This project is directed

Atowards encouraging and

assisting Kenya families

and individuals to space
births and limit family

8lze in accordance with
their own wishes and
soclo-economic needs

using available, appropriate
contvaceptive methods.

This projéct wili include
provision of technical
assistauce in management and
related areas to private
institutions to improve
their capacity for family
Planning service delivery.

Institutional and comnunity
self-initiated acrtivities
supported by the project
will serve to increase
involvement of individuals
families, organizations and
enterprises in iuproving
their well being.

The prime beneficiaries of
the project are women; they
will also constitute most of:
the service delivery
personnel.

N/A

Section 104: this is a
population/family
planning activicy

Yes, the use of grants and
technical assistance to
private and voluntary
institutions which enableg
the "piggy backing"” family
planning -service delivary
13 a highly efficient means
of promoting nationwide
coverage.

)
L~
=

hY
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d. FAA Sec. 110(8)0 Will the
recipient country provide at
least 25Z of the costs of the
program, project, or activity
with respect to which the
asslstance is to be furnished
(or 1s the latter cost-sharing
requirement being waived for a
"relatively least developed”
country)?

e. FAA Sec. 110(b). Will grant
capiltal assistance be disbursed
for project over more than

3 years? 1If so, has
Justification satisfactory to
Congress been made, and efforts
for other financing, or is the
recipient country "relatively
laast developed”?

£f. FAA Sec. 122(b). Does
the activity give reasonable
promise of contributing to
the development of economic
resources, or to the increase
of productive capacities and
self-sustaining economic
growth?

g. FAA Sec. 281(b).
Describe extent to which
program recogunizes the
particular needs, desires,
and capacities of the
people of the country;
utilizes the country's
intellectval resources to
encourage institutional
development; aad

gupports civil

education and training

in skills required

for effective

. participation in
government processeg
essential to self-
government.

Yes, the Government of Kenya
will contribute 8%
(5500,000) and private
participating institutions
will contribute 17Z%
($1000,000).

N/A

Yes, especially as it
improves the capacity of
private and voluntary
organizations to provide
family planning and related
health services on a self-

gustaining basis.

The project is designed to
generate participation by
supporting activities which
will promote and enable
voluntary adoption of

family planning practices.
Training of service delivery
personnel is a component

of the project, as is
involvement with development
of institutions including
the National Council on
Population and Development.
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2.Development Assistance Project
Criteria (Loans only)

a. FAA Sec. 122(h).

Information and cuaclusion 1~LKZAx

on capacity of the country
to repay the loaa, at a
reasonable rate of interest.

be FAA Sec. 620(d). 1If
agsistance is for any
productive eaterprise which
will compete with U.S.
enterprises, is there an

agreement by the recipient ;fN/A;

country to prevent export
to the U.S. of more than
202 of the enterprise's
annual production during
the 1ife of the loan?

c. ISDCA of 1981, Sec. 724
(c¢) and (d). If for
Nicaragua, doas tne loan

agreement require that i:xﬁ&w

the funds be used to the
maximum extent possible

for the privare sactor?

Dnes the project provide
for monitoring under FAA
Sec. 624(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 §1,285, fN/A:j

will the loanm he repayable
within 25 years followiang the
date on which funds ar
initially made availab. :? 1If
it has an annual per capita
GNP greater than or equal to
$1,285, within 20 years?
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3. Bconomic Support Fuad
Project Criteria

4. FAA Sec. 531(a). Will
this assistance promote
economic or political
stabllity? To the
extent possible, does
i1t reflect the policy
directions of FAA Section
1027

b. FAA Sec. 531(ec). Will
assistance under this chapter
be used for military, or
paramilitary activicies?

c. FAA Sec. 534. W1ill ESP
funds be used to finance

the construction of the
operation or maintenance of,
or the supplying of fuel for,
a nuclear facility? 1If so,
has the President certified
that such use of funds 1is
indispensable to non-
proliferation objectives?

d. FAA Sec. 609. If
commadities 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)(l). 1If 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 bé used for such projects

and not for non-development

activities including balance of

payments support, commodity
imports, sector loans, and
program loans?

N “/2

CN/A

LU

N/A

N/A.
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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) Comnstruction,
and (C) Other Restrictionse.

A+ Procurement

l. FAA Sec. 602. Are there
arrangements to permit P
U.S. small business to K /A
‘participate equitably in -
the furuishing of
commodities and services
financed?

t

2. FAA Sec. 604(a). Will all
commodity procurement
financed be from the
United States axcept as
otherwise determined
by the President or under
delegation from him?

3. FAA Sec. 604(d)1 If the
cooperating country

discriminates agalnst Kenya does not discriminac.
marine 1lnsurance companies agalinst U.S. marine
authorized to do business companies.

ino the U.S., will commodities
be iusnred in the United Stat
against marine risk with such
a company?

b PAA Sec. 604(e); 1SDCA of
1980 Sec. 705(a). 1If
offshaore procuremant of
agricultural coumodity or




product 1is to be
financed, is there
provision against such
procurement when the
domestic price of such
commodity 1s less than
parity? (Exception where
commodity financed could
not reasonably be
procured in U.S.)

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 Jin
one or these areas?

FAA Sec. 603. Is the
shipping exciuded from
compliance’ with
requirement in section
901(b) of the Yerchant
Marine Act of 1936, as
amended, that act least 50
per centum of the gross
tonnage of commodities
(computed separately ror
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?

FAA Sec. 621. If

technical assistance is
financed, will such
assisgstance be furnished
by private enterprise on
a contract basis to the

Néii 

A

e

Yes

NO

N
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fullest extent
practicable? If the
facilities of other
Pederal agencies will be
utilized, are they -
particularly suitable
not competitive with
private enterprise, and
made available without
undue interference with
domestic programs?

International Air

Transport. Fair

Competitive Practices

Act, 1974. If air

transportation of persons
or property is financed
on grant basis, will U. S.
carriers be used to the
extent such service 1is
available?

FY 1982 Appropriaction Act

Sec. 504, I the U.5.
Government is a party to
a contract for
procurement, does the
contract contain a
provisioa authorizing
terminaction of such
contract for the
convenience of the United

States?

Construction

1.

FAA Sec. 601(d). If capital (e.g.,

construction) project, will U.S.

engineering and professional services

to be used?

FAA Sec. 611(c). 1If

contracts for
construction are to be
financed, will they be
let on a competicive
basis to maximum axtent
practicahble?

1“263”

N/A

N/A

L‘
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FPAA Sec. 620(k). If for
construction of
productive enterprise,
will aggregate value of
assistance to be

furnished by the U.S. not
exceed $100 million
(except for productive
enterprises in Egypt that
were described in the CP)?

Other Restrictions

1.

FAA Sec. 122(bh). If

development loan, 1s
interest rate at least 2%
per annum during grace
pericd and at least 3%
per annum thereafter?

FAA Sec. 301(d). If fund

1s established solely by
".S. contributions and
administered by an
international
organization, does
Comptroiler General have
audit rights?

FAA Sec. 520(b). Do

arrangements exist to
insure that United States
foreign aid is not usged
in a manner which,
contrary to tha bhest
interests of the United
States, promotes or
assists the foreign atd
projects or activities of
the comnmunist-bloce
countries?

Will arrangements preclude
uge of financing:

oA

N/

N/A

Yes



a.« FAA Sec. 104(£); FY
1982 Appropriation Act
Sec. 525: (1) To pay for
performance aof abortions
a3 a method of family
planning or to motivate
or coerce persons to
practive abortions; (2)
to pay for performance of
involuntary sterilizacion
as methad of family
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 ianvolunctary
sterilizations as a cmeans
of family planning; (&)
to lobby for abortion?

b. FAA Sec. 620(g). To
compensate owners LOC
expropriaced asationalized
property?

c. FAA Sec. 660. To
provide training or
advice or provide any
financial support for
police, prisons, or other
law enforcement forces,
except for narcotics
program:?

d. FAA Sec. $6Kh2. For
ClA activities?

e. PAA Sec. 636(1). TFor
purchkase, sale, long-term
lease, exchange or
guaranty of the sale of
aotor vehicles
manufaccuraed outside
U.5., unless a wailver 1is
obtained?

N-14

Tes

Tes

Yes

Yes
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f. PY 1982 Appropriatica
Act, Sec. 503. To pay
pensions, annuities,
retirement pay, oOr
adjusted service
compeunsation 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
of FAA funds to
multilateral
organizations for
lending)?

i. FY 1982 Aopropriation
Act, Sec. 210. To
finance the export of
nuclear equipmenc, fuel,
or technologzy or to train
foreign nactionals in
nuclear fields?

j. FY 1982 Appropriation
Act, Sec. 511. Will
assistance be provided
for the purpose of aiding
the efforts of the
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
within U.S. not
authorized by Congress?

~Yes

n;z‘b%

'!;Q‘gd E

fdl

 tes

" Yes



INITTAL ENVIRCNMENTAL EZAMINATION
- or
' CATEGOPTCAL ZXCLUSION

Project Country: - Kanya

Project Ticle and Number: Private Sector Faﬁily Planpiag

Funding: FY (a) 's3 - $ 4.5 @illion
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Annex P

SOURCE/ORIGIN WAIVER

WAIVER NO: KEN-W-§E-OOS
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 prccurement source and origin waiver from
Geographic Code 000 (U.S. only) to Geographic Ccde 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
bPurchase of four right hand drive vehicles for project use.

Cooperating Country - -Kenya
Authorizing Document - 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 cf 1961, as
amended, prohibits AID from financing motor vehicles unless
such vehicles .are ~anufactured in the United States. Section
636 (i) does provide, howeve., that "... where special
Ccircumstances 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 implemcnt the Proposed project through a Technieal
Assistance Team. The Team of three specialists will ke
respoasible for identifying’, developing, implementing and
evaluating an estimated 35 discrzate subprojects councrywide.
Examples of the types of pProjects to be funded, in Eastern,
Central and Western Kenya are included in the Project Paper.
Additionally, the Team will implement five ovperatiocnal researcn
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 Associaticn 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 removad from a capability teo maintain
and repair vehicles. Timely efficent travel is the essence of
this project of subprojects. -

Handbook 1 Supplement 3 Chapter 5 section 5, B, 4a(2) provides
that when a commedity 1s not available from countries in the
authorized Gecgrarhic Code, a scurce/crigin waiver may be
granted. Four richt hand drive mini-vans regquired specifically
for the project ané which can be raintained in Kenya are not
available from the U.S. or 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 Handkook 1, of

source, origin or nationality requirements up to $50,000 for
the purchase c¢f vehicles.

RECCMMENDATICN

For che aouve reascns, it is recommended that you:

1} Approve a vehicle Procurement source/origin waiver from AID
Geogragphic Code 000 to Code 933; ‘

2} oncluée chat sgecial circumstances exist which justify a
Waiver of the provisions of Section 636(i) of the Foreign
Assistance Act as aranded;
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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: Af@(-&wwk

Disapproved:

Date: %qu,“,a, {°’l§‘3

Drafted:PRJ:NGreeley:am:6/17/83 "
Clearance: HNP:REritanak 1,
PRJ:SPShah (draft)
RFMC:LMartin S
REDSO/RLA:EDragon #/D-
REDSO/RSA:DCowles oy
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