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“RURAL HEALTH/MATERNAL AND CHLLD HEALTH/FAMILY PLANNING

i. BACKGROUND ARD PURPOSE

A, Background

It is generally well known that the Government of Kenya (GOK)
was the first African government south of the Sahara to ennunci-
ate a populstion policy, and to inavgurate a program designed to
achieve that policy's goals. In 1965, just two years after
independence, the GOK requested the Population Council, Ine. to
make a study of the impact of population growth on development,
and to place before Government recommendations to deal with
the situvation. 1In a large part as a result of that study, the
Government announced in 1966 its intention "to pursue vigorously
policies designed to reduce the rate of growth through voluntary
means.,"  Concurrenily the GOK amnocunced that family planning was
to become a part of the Goverument's overall development
policies.

In 1967 the Goverament launched ite National Family Planning
Programme with the stated intention to provide family planning
information and services throughout the couwntry to those who
wanted them. A major shift in policy and program emphasis came
in a new five-year (1974-1979) Matcernal and Child Health/Family
Planning Program, when specific demographic and program targets
werc set, and a comprehensive, complex plan was written to
achicve these targets.

The United States Agency for International Development is one
- of six international donors committed to helping the Government
of Kenya do something about a very serious population growth
problem. In 1974, IBRD/IDA, SIDA, UNFPA, DANIDA, FRG and USAID
agreed to help the Government of Kenya with its second five-year
family planning program. The total cost of this multi-donor,
five~year effort is estimated to be aboul $41.0 million.

It is assumed that if all donors and Government maintain
interest in and commitnent to the project, the necessary national
infrastructure will have Leen created (i.e., enough personnel
trained, adequate facilities created, staffed, and offering
services, people properly motivated, etc.), vu that Ly the end
of the plan 640,000 ccutraceptive acceptors will hav: averted
150,000 births, which in turn will have the .i.imatc demggraphic =
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,ﬁimpact'of reducing the natural rate of increase from 3.3 pcr-'
cent per annum to 3,0 percent per annum.

The U.S, Agency for Intexnational Development has long
recognized the serious implicatiouns of sustained high rates of
population growth on economic developuent and human health, so
it was only natural that £.I.D. would respond favorably to the
Govermment's requasi for assistance for the national family
planning program. The Program began in late 1974, but a GOK/USG
Project Agreement was not signed until June 16, 1975,

Briefly, the five-year MCH/I'P program was to have created a
national infrastructure composcd of the following major elements:

1. A Rational TFonily Welfare Center consisting of four
Divisions: Clinjcal Services; Training; Information/Rducation;
and Research and Evaluation.

2. Associated facilities including a training center, a
demonstration family planning clinic, and a Health Education o
Init,

3} Thirty rural health centers.

4. Eight community nurse training schools.

5. Torty-six nurse trainer/supervisor (NT/8) offices.
. 6, Forty~six Faﬁily Planning Education Fieid'officeé.-

. With this national infrastructure in place, the following

‘end of project status would be achieved, B
1. 400 full-time Service Delivery Points(SDP's) staffed by 400

trained enrolled or community nurses and 800 Family Planning '

Field Workers (FPTW's) would be offering total MCH/FP care on

a daily basis. ' :

2, 190 part-time SDP's served by 17 mobile units staffed
with 17 enrolled or community nurses and 17 Family Planning _
Field Workers would be offering MCH/FF care on a part-time basis.

“51~3}  Emp1oyment in the program would reach the following 1imits:

a, 417 Community Nurses employed, , S
~b. 217 Familv Planning Field Workers employed, '
e, 92 Supervi sory/Professional workers employed,
©d, 13 NIWC Administrative Personnel employed,

- e, 99 Health Education Unit (HEU) workers employed.



o (The entire program including donor and GOK contributions
. 'is spelled out in IBRD/IDA documents 266a-KE and 267a-~KE,
February 1974.)

A,1,D,'s Non-Capital Project Paper (PROP) signed December 3,
1974 envisages that USALD will provide the following to the
MCH/FP program. (UISAID costs were estimated at $3.53 million
over the five-year period.)

Personnel:

- Communications Advisor
Public llealth Educator
Short-term Advisors
Contract Personnel
.Population Officer

Trajning:

~ Provincial Mcdical Officers
District Medical Officers

- Provincial Matvons

- Nurse Supervisor/Trainers

-~ Fawilly Planning Field Officers

- Health Education/IF&C Officers

- NFWC Staff

- Resecarch/Evaluation Staff

- Nurse Tutors

Commodities:

Audiovisual equipment for the HEU

Small scale office equinment for the NFWC
Clinic equipment for fixed service points
Clinic equipment for mobile service points
Condoms

Other contraceptives as needed

H

Other Costs (Salaries/Operational costs on a_reimburséblé
basis):

~ Administration of NFWC

~ HEU personnel

- Supervlsory Officers, Prov:ncial and sttrict Personnel
. = SDP personnel B
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. As mentioned previously, the USAID cost for these activities

vwas estimated to total $3.53 million over the life of the
Government's program. If planned TY 1975 obligations had been
made, $974,000 would have been obligated rather than the $52,000
which was obligated for five long-term participants. Had the
program started on time and had USAID cbligations been made
according to the PROP, a total of $2.432 million would Le obli-
gated through FY 1976. 1Instead, total USAID obligations to date
have been §$92,125 with an cstimated obligation of $467,000 for
FY 1976, Thus, rather than $2,432 million obligated by June 30,
1976, as anticipated, approximately $559,125 will be oblipated,

Inputs from ail cortributors were estimated to be:

Donor In § Millions Major Purpose
GOK . 10.1 - 14.3 Personnel, Operating, Capital, Reseérch
IBRD o 12.0 (Loan) - Construction, TA, Vehicles, Prog. Adv.
SIDA 5.4 TA, Rent, Salaries, Constr., Trng., NEU
USAiD 3.5 \ : Personnel, Trug., Commodities, Othar
UNFPA 3.0 . Equipment, Salaries, Advisors, Rescarch
NORAD l/,: 1.8 NFWC, Capital/recurrent costs/salaries
fRé 0.9 Trng. School”:

,DANIDA . 3 O.Q‘ | Trng, School

' Total $37.3 - $41.5

A ldpk at planned USAID commitments vs. all actual project

~ obligations (Appendix I) will show that not only were total
. financial obligations behind, but discrete program activities as

well; namely participants trained, salaries paid, consultants

used, commoditics ordered.

GOK program accomplishments as of late 1975 are shown in

~Appendix II, Aguin, in specific areas program targets were behind,

especially in hiring of personnel, production of cducational.
materials, personnel trained, In fact, only acceptors and Service

- Delivery Points (SDP's) appeared to be approaching target levels.

NORAD withdrew from the program in March 1975 but xe-programméd :

- its commitment to construction within the Rural Health Program,

t



It was against this backdrop in mid-1975 that USAID began
“to seriously question whether its initial commitments were
"accurate and whether some adjustwents were called, for, Further,
USAID had reservations that the program as designed could
affect the serious demographic problems facing the GOK,

Throughout late 1974 and through most of 1975, there was some
growth (and groving pains) in the Program aad some small amounts
of donor monies bepun to trickle into the Prograw, By no means
was the Program stagnant, nor progress non-existint during this

.period. Tu gome respects considerable efforts cn the part of MOH
personnel brought both respect and results, Howaver: (1) be-
cause of the slow start up and slippage in parts of the program
in the first year or roj; (2) because USALD/Kenya had for some
time serious questions about the Program's: ability to impact on
fertility; and (3) because USATID/Kenva was not satisfied it
(USAID) vas doing all it should (could) in the health sector,
early 1976 seemed lilke a propitious time to undevtake aa evalu-
ation of USAID's [amily Planning Project and to make any adjust-
ments called for early on. Such an evaluation was undertaken
in January 1976 wvith the assistance of two non-U.,S, Government
physicians,

B. Purpose

The purpose, therefore, of this Staff Paper is to censider
major portions of the evaluation report as well as consider
vhat approaches and uneeds for USAID assistance might be called
for. The following section looks at the major findings of the

evaluation, . :



II. EVALUATION: MAJOR FINDINGS
The terms of reference for the evaluatidn included:

This evaluation will primarily assess the capacity of the
current program to solve the serious problem of popula-
tion growth, the program's progress to date, problems
encountered in the implementation, and at the same time
evaluate ATD's contribution in helming Government achieve
demographic targets of the national f)ve-ycar program.
Whether AID's assistance, as currently cnvisaged and
planned, can in fact contribute to alicviating these severe
demographic pressures is the question at the center of the
evaluation, If the conclusion is negative, the question
which the evaluation must address is how can  AID's
financial and technical assistance be hrought to bear on,
and morc effectively be utilized in, the aclievement of
Kenya's national family planning program goals.

A. Family Planning Program

With respect to the mandated points in the above palagraph the
following were addressed by the report. :

. the capacity of the current program to solve the serious

problem of population growth

The evaluation concluded that the demographic goals o£ the
family planning program were both unachievable and unverifiable. The
evaluation did not in any way diminish the seriousness of the population
problem or the necessity of solving it, but simply indicated. that
other, perhaps more operational goals be substituted while keeping in
mind that a demographic impact is ultimately necessary. The evalua-
tion did not address the question of whether the GOK's MCH/FP efforts
would or would not eventually impact on population growth.

v+« the program's progress to date

i ‘Taking into account the growing palns of a nascent program,3
the evaluation found both significant progress --- especially .in
Ztraining and in the establishment of Service Delivery Points (SDP's). .
.—--'and significant inaction --- especially in Information, Educa- -
Llon and Communication, planning and implementation, donor liaison -
and communications. Specific key problem areas were 4denL1£ied, and“ -

recommendatlons to address those problems were made., .
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problems encountered in implementatior

Problems impacting on implementation were identified as: (a)
”dlfflculty in achieving demographic goals; (b) lack of an up~dated
timetable of events (re-plamning); (c) complexity and immensity of the
Program; (d) ambiguity in differcnces between rural health and MCH/TP;
(e) problems attendant to posting and hiring of personnel (i.e.
staffing); (f) the need to strengthen “the planning, operations,
evaluation, training and financial management of the Family Planning
and Rura' llealth Programs"; (g) poor donor liaison; and (h) lack of

an up-dated manpover and training work plan. :

1. With respect to implementation, the evaluation repbrt identified
the following SPECTFIC PROBLEM AREAS:

"Program Goals

‘The goals of the Program as originally proposed in the
World Bank Plan are bascd upon a projected demographic
impact, i.e., a reduction in the rate of natural in-
crease of 0.3%4. This endpoint would presumably be
measurable. As an intermediate to this demographic
goal, it was stated that 150,000 births would be averted
by the projected 640,000 acceptors of contraception
through the life of the 5-year Program. Therefore, the
projected number of accept.mc vas conside2red an inter~
mediate goal.

( »During the pre-program period in 1973, many individuals

ff'who reviewed the plan questioned the rossibility of

e achieving the demographic goal. Many doubts that were

raised then are still present., Tirst, even under optimal

implementation, the Program is projected to have direct
impact upon less than 10 percent of the fertile women in any
year. Thus, the effectivenss of the Program on the
fertility of these women who do accept cculd casily be
obliterated by any of scveral trends that might be .
experienced by the vcmaining 90 percent of the reproduce
tive women, :

t-Next, the measuremen+ of the Program': impact is dependert
“upon Lhe ability to measure the blth “ate, a problen
" that was apparent in the initial years of the Program.
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The vital statistics quoted for the initial year are
‘different in various source documents, so that the
starting point is not clear. Even today there are
significant segments of the population not covered by
reliable birth registration.

The use of acceptors as an index of success can be
valid from the point of view of services delivered.
Without a rigorousmethod of record linkage through
which one can ascertain continuity of care for each
patient, however, it is a giant Jeap of faith to relate
the number ol acceptors to the number of births averted.

The goals of the Program may have been carefully thougkt
through in a demographic or academic sense. On the other
hand, the operational goals that would have to have been
identified and then achieved before demographic success
could occur are certainly inadequate. Therefore, we
emphasize again, as was donc in 1973 by several reviewers,
operational goals need to be projected for each operation-
al year. A timetable of expected events nceds to be
updated annually and circulated within the GOK and to all
donors,

Further, the goals of the Program are stated almost
entirely in family planning terms. It is certainly clear
that although the activities in the MOH do include family
planning, it is definitely in a secondary role. The MOH
‘program goal, as we perceived it, would be more appropri-
rately defined as an effort to expand a rural health care
delivery system of integrated services with emphasis on
pféventive services, including child welfare, antenatal
care, nutrition and family planning.

Program Scope

The original proposal was very complex and included:
- - construction or renovation.of many new service
delivery facilities, .

- service delivery,
- construction of training
—'student selection,

= manpower training.



- -The major problem in scope;iggthegimmensiﬁy bf'theﬂbegfam;;
" Even the role to be played by AID, or through AID support, -
- is extremely broad.

Planning

2The original plan for this massive mul tidonor Program was
the World Bank proposal, writtem in 1973, This original
document was then revised by the GOK/MOH. Since that time
there have been no major updates of the plan. During ome

of the Evaluation Team's mectings with representatives of
the MOH, it was said that once the final Kenyan proposal

was completed in December 1973 all the planning had been
done.” Presumably, what remained was to implement according .
to that master plan,

This is contrary to the approach used in many successful
health programs. Although formal documents need to be
updatod only periodically, planning and re-planning must
be a continuous process. At least once a year, there
should be a ncew plan written with revised timetables for
all outstanding events,

Intcgration with Rural Health

While Lhe original GOX /World Bank Program stressed family
planning, Lhe\EoLal MO action program heavily emphasizes
the fact that all _clinics are integrated and therefore
offer many services N\ _Further, the Rural Health Division

of the MOH is the cent? point of supervision for the
‘whole system of government clinics and out-patient services,
The lines of delincation between the Rural Health Program
and the MCH/Y¥P Program are very unclear or non-existent.
This ambiguity raises questions about the chain of command
and lines of control from the staff levels of the MOH to
the common service delivery points in the field. This
may, of course, only be a problem for donors like USATD/
Kenya who seek to identify clear famlly planning inputs and
outputs,

Implementation

. The entire ‘Program, with the exception of the B
recobnition of established sexrvice dellvery p01nts, is’
‘behlnd schedule. -Many of the delays in implementation
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¢éfé closely related to gaps in detailed planning

7and in the nonmronornltLon before the fact of the )
1nLr1cacy or complexity of certain chains of events at the time
they were initiated. Turther, the 30K miy too rcadily have . -
accepted the World RBank projections on the r°p1dtty with which
plans can be converted into aetion. Once difficulties in
implementation became clear, it would have been highly desirable
to reschedule many events, even pushing forward whole segments
of the plan.

A case in point is the utilization of trainecd family planning
field workers. The proposal, signed by the World Bank and

the GOK in December 1973, projected 200 FPFWs in the first
year, and 200 in the sccond, TFrom that one could believe _
that there chould be 400 FPFWs in the ficld at present (January
1976). 1In fact. therc are only 48, and thesc had their first
formal training in October 1975. Admittedly, there are now more
positions in the GOK for FPFWs. These have only reccently been
established, however, and the tasks of appointing these ney
individuals and training them will require months.

Health Education

A major problem in the Program's Health Education Division is
the ambiguity of leadership. Essentially the Director answ;rs
to many individuals at the next higher level within the MOH.
It is not at all clear how priorities are sct or Lhrough what
mechanism specific products are delivered.

In addition, it is not easy to determine who pays for what,
Therefore, if a donor wanted to support onc particular
educational process which could be used for all health
services, it could be done. But if a donor wished to support’.
health education activities for only selected services it
would be very difficult to do and to show, after the fact,
that the products had been delivered as expected,

The Information and Edvcation Section of the Health qucatlon
Division is responsible tur genecrating ideas which are to be
translated into educational messages. Then the Graphic- Arts
Section produces the audir -visual materials nceded o Let

the messages acruss, AlLaough a few brochures and posters
have been created, there was no flood of creative ideas v
apparent, This despite an already heavy investment in- Lhe
program from earlier USAID projects, streLch1ng back for:

over four years.
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-/ ‘Another major difficulty in evaluating the status of activ-
ﬂfities ‘within the Health Education Division is the absence
- of a pre-defined work plan. Expectations exist as undated
desires, and operation changes that result from external
constraints are not readily apparent, For example, the
"most recent plan for health education materials for 1976
included the production of 200,000 calendars. It is not

at all clear, however, that calendars will be produced for
1976.

Finally, the llealth Education Division has apparently become
_ the section responsible for training of FPIWs - rather than-
~the Training Division., The first training course was held

in October 1975, and it is not clear wvhy this activity was so
‘late in occurring. Therce is a definite need to establish

‘a sound training base, but the ratiounale for secparating the
responsibility for medical and non-medical training is
questionable.

Staffing

Problems of personnel maragement appear to be particularly

v acute, Tirst, the establishment of new positions is extremely
difficult. Preparations must be made yecars in advance so that
the personncl ccilings in specific scctions can be raised
appropriately. tecond, once a position is established,
-recruiting persons with adequate background is difficult because
government salaries are not competitive with the private sector,
Third, cven though uncwmployment in Kenya is high, rcequirements
for the majority ol the jobs created through the new program

" require skills that may not be readily available. Yourth,
recruiting procedures require that all applications go through
the Office of the Permanocnt Secretary. It can take months for
the applications in a specific areca to get back to the people
who will be doing the hiring.

Evaluation and Rescarch

-The Evaluation and Research Division occupies a key role in
GOK's Family Itaaning Pioncsom.  The Evaluation Team feel

that the Division's prusary responsibility should be the
_evaluation of the Progran's operations and management. At
present, the Division is staffed by two experienced expatriate
advisors and a GOK supported statistician. The head of the
Division has net yet been recruited. In the meantime, however,
service statistics are beginning to be compiled and analyzed. -
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With regard to the Division's interest in academic research,
it should be pointed out that there aye tremendous diffie
culties irhcrent in attempting to do such rescarch within
any service delivery propram. Research standards must be
extremely rigorous il one is to dowonstrate cavsality,
Further, the tremendous difficultics thet cxist in Kenya
just to maintain opocraticnal stutistics preclude the possi-
bility of valid academic research within the current program
context. RNo research has baen started within the current
progrom, and we do not think that academic demographic research
is indicated,

Even when the issue of causality is not at stake, but one wants
to prove elfectivenss or efficicncy of certain approaches

or methods, records must be very carefully kept, and must be
casily retricvable,

Earlier, the impracticality of pursuing a dcuographic end-
point as a goal was discussed. llere it must be stressed that
service statistics can never be adequate to show a demographic
impact. Tn family planning, service statistics address only
the individuals who have entercd in service population, and
not the universe at risk. However, vital rates, wmeasures of
demographic irmpact, are determined by the actions of the whole
universe of fertile women. Therefore, the scrvice population's
fertility or non-fertility, is not indicative of the whole
population's fertility or non-fertility.

Service statistics may be adequate to show acceptors, and
if these records are kept in such a way that records about
sequential events for single patients can be linked, the
zontinuity of care can be determined and estimates can be
nade of births averted. However, cven the estimate of con-
:inuation rates for patients in Kenya is made very tenuous
for the following reasons:

- Unique identification of patients over time is very
difficult. A significant portion of patients wro
illiterate, and therefore even the spelling of their
names depends upon the nurse, or record keeper, and
a tumover of personnel is to be expected, Prtients
are given a card vwith a pre-assigned number, but when
that card is lost (which was reported to occur

frequently) the thread of continuous identity through

e


http:demographl.ic
http:servi.ce
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an assigned number is easily broken, even when-
a woman returns sequentially to the same clinic,

The patient population is known to be geographically
mobile, but the actual frequency of mobility among
clinics is unknown. During our ficld investigation
it became clear that one woman could be curolled as
a new acceptor in scveral clinies in any one ycar,
wvhich would create two kinds of errors. On the one
hand, the new acceptor count would be falsely
elevated., On the other hand, the continuation rates
(assuming this type of patient would stay non-
pregnant ac she goes frem clinic to clinic) would be
falsely low, becausc she would appear as a drop-out
in each of the clinics to which she failed to return.

Facilitics

‘At the time the original GOK/World Bank proposal was written,
assumptions about the adequacy of facilities already in existence
were made. These aszumptions proved to be inaccurate once the
implementatien of the plan was begun. In ovder to approach the
number of service delivery points originally projected, additional
space will be required in about 200 locations. The Director of
Clinical Scrvices has requested 200 prefabricated units and has
proposed four diffcvent designs, which in twrn are dependent

upon the location and the projected patient load. The cost for
these units was obviously not included in the original plan's
projections, and the GOK will probably seck donor assistance to
finance these additional units. '

Munagenuit Systems '

Part of the difficulty in implementing the Family Planning
Program is due to the need for improved management systems

in the MOlI. 1In the past, USAID/Kenya has tried to inrerest
the GOK regarding possil:le support for such an effort,...
‘Ehittlél action has been taeken in this area. Nevertheless,

it is reccognized, not least of all by the MOl, that steps must
be taken to strengthen the nlanning, opera'rcius, evalon ion,
training and financial mavagement of the Fawily Plauning and
Rural Health Programs.
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Accountability, Financial Planning, and Reporting

At present, the Dircctor of the Family Planning Program does
not have a fiscal advisor who is responsible for knowing the
accountability requirements of all the donors plus the bdud-
peting requircments of the MOFP, Thus, there is no one charged
with the maintcnance of fiscal plans, the reccords on all cw-
penditures to date {particularly thosc which are cxpected to
be reimbursaed by any of the donors), nor the preparation of

the fiscal aspcets of all reports to the donors.

Donor Liaison

The GOK was supposed to be the point of central communication
for all the donors. Actions to date suggest that the GOK
wished to deal wvith cach donor individually, but as often as
the donor wished. This approach has led to varying degrecs

of digsatisfaction among the several donors, because none of
the donors wish to be redundant, and almost all are interestad
in hearing what the others are doing.

Training

The training portion of the Program is truly an immense under-
taking. - Many of the difficulties were unrecognized in the
earliest planning stages, and updated plans reflecting the
myriad of details that must be taken into account have not yet
been produced. '

A very significant drop-out rate appears to plague all levels
of trainees, the enrolled nurses, the health cducators, and
even those who will become the nursing trainers. Clearly
the GOK must begin to plan for high attrition rates during
training, and a loss to the open market right after training.
This is a major constraint to be quantified and be taken
into consideration in all future training proposals.

The 8 week training program for registered nurses appears
to be successful and the request was made that it should he
continued heyoud the wuucher originally projected for training -
(42). TFurther, a most appropriate request was made to run
refresher courses on [amily planning for the 4,000 enrolled
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nurses who are currently in the field but who have never
received any updated instruction in family planning. To
date, neither of these requests is in the original plan,
or in any formal request to a donor." '

.+. cvaluate ATD's contribution in helping Government achieve demographic

~tragets

After thoroughly reviewing inpuls, outputs and progress to date,
the cevaluation concluded that USAID places too high a priority on family
planning, demogruphic targets, and found USAID's response inadequate in
several important vespects: "If this situation persists, USAID/Kenya may
be making a mistake in putting all its Population/Health resources into
one family planning basket that has a demographic impact as the only
outcome Lthat would be conzidered a success."

The report also states: "In addition, USAID/Kenya's policy in this
sector places its emphasis on ropid population growth and its socio-
economic consncquences. It dignores the licalth sector with all its
humanitariar and developument related aspects. TFurthermore, it is almost
totally oblivious of the nutrition sector."

"Pherefore," the report continues, "the conclusion of the Evaluation
Team is that USAID/Kenya's Pupulation/Health policy, and the implementation
of that policy primarily through the Family Plamuing Project, do not
measure up to the great potential that this sector offers the U.S., foreign
assistance program in Kenya."

lowever, the evaluaticen recognized that USAID was not unaware of
these deficiencices and was receptive to taking steps to improve its
response -~ the first step being its willingncss to have itself cvaluated
and to look at alternative futures,

The terms of reference above continue: "Whether AID's assistance,
as currently ervisaged and planned, can in fact contribute to alleviating
these scevere demographic pressures is the question at the center of the
evaluation,"

«.. if the conclusion is negative, the question which the evaluation
must address is how can AID's financial and technical assistance be brought
to bear on, and morc effectively be utilized in, the achievement of Kenya's
national family planning goals.

The evaluation did not address in a specific yes or no way whether
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or not AID's (and others) assistance would eventually alleviate Kenya's
severe demographic pressures. The cevaluation did strongly suggest and
~urge that a different approach by USALD would be wore amenable to the
policies and programs of the Government of Renya and the United States
Government; namcly that USATD should more closely integrate its MCH/ PP
asgistance with othar Rural Health activities. Indeed, a part of the
evaluation responded with the rationale for this suggestion.,  (See;

B. Ruxral NHealth)

2. With respect to the SPECTFIC PROBLEM ARFAS above, the evaluation
report made the following RECOMMERDATIONS: :

"A project as larpge as the GOK's Family Planning Program
would be difficult to impleoment in any country, including
those with more resources, manpower and a more complete
health infrastructure., As the Program entcers its third
year, it is clear thuat therc have been both notable
successes and difficult problems. Almost all of the
problems identified in th: Fvaluation Team's ... review
seem either soluble or avoidable. But to do either will
require a significant amount cf work.

With regard to USAID/Kenya's participation in the Program
through its Family Planning Projcct ..., it appears that
a revitalizoed spirit of cooperation is urgently nceded,
oso Communication is the basic problam, but the burden of
correcting miscommunicationLdevolvcs upoé}both USAID/Kenya
"and the GOK, ‘

«vs Contributing factors ... are:
~ . disparity of goals

- varying appreciation of the magnitude of the Program

- differing perceptions concerning the relationship
of the Rural Health Service Program and the Family
/" Planning Program

= divergent opinions regarding the need and usefulness
- of improved health management sys:.i.:.

- inadequate donoxr coordination.
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.Tﬁéfé folibws recommendapioﬁs rééafding Ebééevfive‘factbrsa‘

" Change the Program's CGoals

The demographic goals that are currently defined for the GOR/MOH
Family Planning Program condemn the Program to certain failure.
Without adequate bascline data and reasonably accurate vital
statistics, it is impossibla to measure the Program's impact on
population growth rates,

The Evaluation Yean strongly rccommends that the Yrogram's
goals be altered and that emphesis be given to operational
objectives, This uapproach has been discuesed with the GOK
Ministrics ol HNealth, aud Finance and Planning, as well as
with most of the other donors. All seem to be in agreement
that a re-esamination of the demographic goals is in order,

Change the Program's Scope and Time Frame

The GOK's Five Yenr TFamily Planning Program is probably the
largest and most complex project that the MOH has had to
jmplement: in the past decade. The Program requires that
many picces be put intoe place including:
~ an organizational structure including the National
Family Welfare Centen

o manpowver
' ménagement systems
training programs
: educational/motivationalvprogram
new or renovatbed facilitiéé“ P

equipment

At the present time, the implementation of some parts of the
program (e.g. training) are outpacing others (e.g. communica-
tions)., It is doubtful if all of the pieces of the program
will fall neatly into place during the five-year time period.
Furthermore, it is quesuicnable if sufficient funds will be
available auring tlhe {ive years to finance the total program
as originally conceived, This is due to the fact that such
costs as construction/renovation and inflation were not
adequatcly accounted for in the original plan.
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‘In addition, it is not certain that the Rural Health System
has the capacity to absorb the Family Planning Program as
presently designed,

Another important factor is the magnitude of the recurrent
costs of the Family Planning Program. This has previously
been estimated to represent an average growth in the MOI's
budget of 11.3 percent per year. It appears, however, that
the original live Year Plan underestimated several aspects
of the Program including costs for facility construcition and
renovation,

Thus, consideration must be given to one or both of the
following alvernative courses of action:

~ A downward revision in the opelaLlona] goals of
the Family Planning Program,
~ An extension of the program time period beyond
5 years,
A decision regarding these alternative courses of action would
require:
- extensive review of the Family Planning Program's
accomplishments.,

- detailed revision of the Five Year Plan.

~ identification of key program components with a
recalculation of their costs.

- realistic appraisal of the time required to accomplish
such goals as manpower recruitment and training,
facilities renovation or construction, and family
planning information and education programs based on
the first two year's performance.

-~ consultation with the Ministries of Health, \WOrks. and
Finance and Planning. ‘

- consultation with the donors.

“Chahge the Scope of the USAID Family Planning ?rﬂjéct

The scope of USAID/Kenya's Family Planning Project must become ’
more compatible with the health policies and rural health emphasis
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of the GOK/MOI. This will require some modification of the USAID

prbject. It is quite likely that this change will be welcomed by
AID ..., particularly with the new emphasis on the development of
rural health delivery systous.

At the same time, the MOH should take into account the broader
base of service delivery that is available through the missions
and voluntary apencies. It is obvious that the rate at which
the MOU can absorb the large emounts of aid potentially available
to it is limited by many enternal constraints. Meanvhile, there
are many non-governaental scervice delivery outlets (e.g. missions
hospitals) that could-expand smuch more rapidly because they are
free from constrains of funding ceilings, personnel ceiiings, ete.

Tmprove llealth Managoement SvsbLoms

The Government of Kenya's MOH is well aware of the wanagement
problems related to its organizational structure, functions and
staffing. The GOK's “"Development Flan 1974-1978" and the MOH's
"Proposal for the Improvement of Rural Health Services'" identify
these arcas quite clearly.

Despite Kenya's health cave and health management needs, Kenya's
potential is great for achieving a sound health delivery system
during the next two decades. USAID/Kenya recognizes this potential
and would like to assist the MOH dcal with some of its health
‘maanagement problems. ..

In no other sector could USAID assistance be more timely. Such
support, however,[té!be offered within the context of the dedication
and professionalism that characterizes the personnel in the MOH.

The Evaluation Team believes that a proposal should be made to the
MOH to modify the existing Family Planning Project to include long
and short term technical assistance in a wide variety of health
care disciplines. Consultants, to be chosen and assigned by the
MOIl with the concurrence of USAID/Kenya, should be made available
not only to the GOK Tamily ¥isnning Program but to the entive MOH
as well, This technical assistance might include such areas as: .

-~ planning
- manpower
- accounting and budgeting
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i logistics

w'data and service statistics

facilities management R »
health education, commmication and informatioen.

Improve Donor Coordination

In discussions with several donors, all were interested in more
frequent donor mcetings. :

If donor coordinutjog is to be improved, it must be done with an
appreciation for the;yiews}of the GOXK/MON. It would he important
to inform the MOH of any joint meetings or impending joint actions
of the doners. It would be appropriate to invite an observer
from the MOH to attend all joint dowor meetings,

In addition, the initiative Tor improving donor coordination and
for providing the forum for mectings should probably come from-

one of the international ovganizations. |,

Additional Program Recom ndoations

Health Education Unit

A difficult decision must be faced by USAID/Kenya with respect

to the continuing supgogfdgf the Health Education Unit. One
American technician/iﬁ”ﬁéﬁya for four years and was expected

to train 20 health educators each year. He left last year and

had been able to train only 14, of whom only 6 remain with the
program. Another American technician's tour will terminate in

June of 1976 and there is no Kenyan to take his place in the highly.
technical audio-visual arts production area, '

~ The dilenma is clear. I{ USAID/Kenya decides to end its technical
assistance in this field, the Health Education Unit will be
reduced to a few idea men and a printing press. llowever, large
amounts of highly complex audio-visual cquipment have already
- been requested, and they would serve no purpose if there .ure no
one in the MOH competent in this technical area. Furthermore,
~with the repeatedly demonstrated high dropout rate among frvainees,
it would seem naive to think that a single additional ycar for an
- audio~visual advisor would put the program close to a self-supporting
level. Therefore, the provision of technical assistance by an audio-
‘visual aids advisor might be based on a projected 3-4 year commitment,
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- On Lhe other hand, there is a group of fourteen health cducators
Q;now in training. Bither long term of short term consvltation
o for that group might be highly desirable. Additional requests
‘‘have been made for short term consultation,

- This type of commitment to health education is clearly dependent
upon the resolution of the original goals and a policy shift in
the dircction of providing support services for integrated health
service delivery.

Finally, the Health BEducation Unit has been the primary trainer of
non-medical personnel. A specific request has been submitted to
USAID/Kenya to support the trainers, That request should be
reviewved when it is time to initiate any future project agrecments
under the Family Planning Project.

Data Collection and Service Statistics

The potential for continuous, accurate assessment of services
delivered can be realized if the 80 statistical clerks to be
hired arc adequately tiained, motivated, and guided, and if the
central office is staffed as projected., Currently there are
great problems associated with the service statistics system as
it now exists,

The Evaluation Team would like to make two wcccommendations:

- Discourage all discussions of esoteric studies,
demographic modelling, or universal rapid feedback as the
next steps in the research and evaluation system; '

~ Concentrate on the upgrading of the current syoLem 1n bUCh
a way as to:

‘a) minimize the p0581b111ty of field errors by keeplng the g
~basic data demands as sxmple as poss:ble and v

b) focus wee On-a system of service surv0111ancc that willi
give good ball park Figures for:

‘i)wnqmber of working hours per c1iﬁin’sité'ﬁéf“ﬁ6néﬁ“:ngt
by_discipline ci the workers
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~ 1i) number of patient visits per month, This could be
- further broken down to determine number of patients
 'who came primarily for child welfare, for pre-natal
care, for nutrition, for communicable disease control,
or for family planning.
In hope that continuvation rates might be caiculated, there must be -
careful review of the problems of uniquc JdcntJchatlou of family
planning patients over time and of mobility among various clinic
sites,

Currently there are two UNFPA advisors in the Research and Evaluatlon RL
Division who could be key resource personnel for: o -

- Defining the specific information which can be answered
practicablly by service statistics.

- Defining the levels of accuracy necded in the collection of
service statisties in order to answer service questions,

~ Training counterpart personnel in the central office and
providing the original and in~service training for the field
personnel in statistics,

~ Designing the new forms that will be needed to provide service
statistics for the integrated Rural Health Prograr.

- Implementing the new field record system and converting central
office compilations to accommodate both the current and revised
source documents until the family planning records now in the

- field are replaced or exhausted.

'Tﬁe Evaluation Team recognizes the problems assocated with the use of
a computer for this Program. lowever, the Team is divided as to the
Aadvisability of an cxpanded role for computerized records at this time.

WlthouL long term consultants or frequent visits by the same short
rm consultant, any expansion of the current data collection and
service statistics system would be perilous. The two T/A skills_e e
needed are (1) ~n oxperierned health records manager who has: woiked with
eoﬁputerized records and (2) a programmer-systems analyst.

There is an excellent resource already nresent in the adv1sory personnel
on assignment from Dualabs. The contract with Dualabs has been extended
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'_for a ycar ‘but it should be redlrected BO. that aL leaat JO% of Lhe
_time will be spent on MCH/FP needs, Thus, the only addltlonal con-
sultation needed would be that of an experlenced heath rucords

manager.

Asscssment of continuity of care can be done through clinic records
only if sequential records for single patients can be successfully
linked. If one has large numbers of records, the only . effective way

" to do this*is by computcr, and this rccord linkage has already been
begun by the bualabs consultants,

The first responsibilities of the new record clerks should be record-
keeping supervision at the clinic level.  When they are experienced

and know the record-keeping practices and problems in the field, they
can begin filling in the gaps in the current data base. Tt would be
preferable to work first with those clerks with the highest interest and
motivation, and then spread the catch-up operations to all statistical
clerks,

Currently’thcrc arce many follow-up visits for which no first visit

is recorded. The record clerks could take sample cases of this
problem which originared from their own clinics and retricve the true
admission data. They could concurrently try to identify the various
reasons why this problem sccurred.

Next, the record clerks could identify a specific sub-sef of patients
lost to follow-up, and ascertain why this problem occurred.

Continuing in this way, the data collection aspects of the datn system
could gradually be strengthened. It must be recognized, however,

that it will take several years before a smoothly iunctlonxng daLa
collection system can be well established."

B, Rural Health

As stated above, a part of the evaluation report provided the rational
foundation of an integrated rural health MCH/FP approach. “the fcllowing
- are extracts from the report relating to “--- A new initiative in the
health/population sector that integrates the family planning project
into a rural health services project," an approach vhich appears to satisfy
‘the views of recipient countries, the U,S. Congress, and AID,

The report has the following comments:
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f“li;yhbéessmént of the GOK Family Planning Progréh[ﬂ;
ST , IR

R .
L

.GOK Mealth Care Policy

hccording to the GOK's "Development Plan 1974-1978", Kenya's main .
health objectives are to "control and prevent and ultimateiy ,

to eliminate communicable diseases, deficiency conditions, environ-
mentai health hazards and those hazards associated with child-
birth and child rearing,"

- The GOK rccognizes that the major constraints that stand in the way
‘of rachieving these goals are: -

- shortage of manpover, : .
- unsatisfactory levels of scrvice in rural areaS“dﬁé

to insufficient scrvice delivery points. B
- inadequate resources and organizations.

The emphasis in the GOK's heaith policy is on the development and
improvement of health serviceos. The Government will seek to expand
paramedical training and implement an integrated and comprehensive
plan for rural health services, This will involve the promotion and-
acceleration of preventive and family planning services. Both are
appropriate areas of emphasis for Kenya,

Rural health services will emphasize‘materna] and child health
services and include:

health education

~ nutrition education

prenatal and postnatal care .
family planning services S
protective services (e.g. vaccinations),

Tb~acc0mplish this goal, rural health delivery £aci1ifies will bé‘{
improved, manpower will be added, and equipment.will be upgraded.

1 B

GOK Family Planning Policy ‘ B
/,!

As described in the GOK's ""Development Plan 1074-1978", the Family
Planning Program is a pait of public healt: services, and:wi11u [
"concentrace on areas with high demand ana high popniation densigy,g;
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:  'and delivery points will be made available in every distric;."

: Family Planning is primarily intended "to enhance the health and
welfare of mothers and children." The service objectives of the
Five Year ¥Family Planning Program are well integrated into the GOK's
"Development Plan 1974-197S8." ‘These include:

the provision of daily services at the service delivery
points (SDHP's).

the availability of services through mobile teams.

the education and traiving of community/enrolled nurses
in modern concepls of family planning,

- the employment of family planning field workers.

Relationship Betveen Health and Fawily Plapning Policices

~In revicwing the GOK's health and family planning policies, the

Evaluation Team was impressed by two important points. In the
GOK's "Development Plan 1974~ 1978"

~ Family Planning policy is a part of the GOK's overall
health policy and is not scparale and distinct from it.

~ No mention is made in the llealth Chapter of the
demographic goals of the family planning program,
Indeed, the primary intent of the program is to
"enhance the health and welfare of mothers and children. "

In discussions with officials .in the MOH and MI'P, the Evaluation
Team was told that family planning is a top priority of the GOK.
Both groups stressed, however, that family planning is an integral
part of the rural health delivery system, and is not a free-standing
service. It was clear that the significance of the demographic

outcome was much more important to the HFP than many officials in
the MOH,

[he desire of the GOK to integrate family planning with maternal
shild health services in a rural health system is illustrated by
the fact that one man heads both the Rural Health and the MCH/
family Planning program in the MOH. At the other end of the system,
. at the service duiljiverv vuants, the integration of family planning
~with maternal-child heelth and other services is even more apparent.

- Thus, it appares that the separate identification and Qmphasis give -
- to family planning by AID and the other donors'is not entirely shared



- 26 -

by the GOK, 1In actual fact the distinction is somewhat artificial,
The major beneficiaries of the donors! support will be the rural '
health services program and maternal-child health services, Thus,

. there appear to be significant differences between donor and
recipicent priorities. The abscnce of demographic objectives in the
GOK Health Policy indicates another area wherc donor and recipient
goals may not eatircly coincide."

The report identifies Intepration with Rural Health as a specific
problem area with tnese words:

While the original GOK/World Bank Program:stressecd family planning,
the total MOH action program heavily cmphasizes the fact that all
clinics are integrated and thercfore offor many services, TFurther,
the Rural HYealth Division of tlic MOl is Lhe central point of super-
vision for the whole systom of government clinics and out-paticent
services. The lines of delineation between the Rural lealth Program
and the MCH/FP Program are very unclear or non-cxistent. This
ambiguity raises questions about the chain of command and 1ines of
control from the staff levels of the MOI to the common service
delivery points in the field. Yhis may, of course, only be a problem
for donors like USAID/Kenya who seck to identify clear family planning
inputs and outputs,

The report makes several recommendations, one of which is to change
the scope of the USAID family planning project. In this respect the report -
states:

The scope of USAID/Kenya's Family Plamning Project must become
more compatible with the health policies and rural health
.emphasis of the GOK/MOI., This will require some modification
" of the USAID project. It is quite ilikely that this change will
.be welcome by AID/Washington, particularly with the new cmphasis
on the development of rural health delivery systems,

Actually the case of the non-separation of MCH/FP from Rural Health
and vice versa, could even be made in stronger terms. Those familiar with
the operational aspe cts of these activities could only be lead to the
conclusion that the vast majority of Rural Health is Maternal and Child Health,
¢t which Family Planning is a part. At the field operational level there
is virtually no distinction between Rural Health and MCH., Attempted
distinctions and terminologies that suggest these are two separate programs
are therefore artificial. A single case in point: Family Planning Field
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Workers (FPFW) are not what their title suggests but are in fact (and

. should be called) Family Health Motivators, Their training and their
jobs clearly indicate they are to work in the community infoiming and
motivating mothers to avail themselves and their children of the health
services available. To inform about and to motivate toward the
acceptance of family planning has no greater, nor no lesser, importance
than mother, baby and child care, Many other examples throughout the
system suggest a similar non-distinetion between MCHI/FP and Rural Health.

According to the WHO proposal for the Improvement of Rural llealth
Services, the Rural Health Program is concerned with four problem
arcas: Family Hcalthy CommunicableDiscases; Environmental Sanitation;
Problems Related to Nutrition., If MOIl officials were asked what the
purpose of the Rural Health Program is, the reply would likely be: "to
increase the efficiency and coverage of rural health care."

One problem not ~overed in thc report is that the Rural Health (MCII/FP)
project with its camhasis on promotive and preventive care is constantly
competing for space, attention and resources with the more established
and acceptable diagnostic, treatment and curative care. In a word, MCH/FP
(Rural Health) is "the new kid on the block" and is trying to be recognized
and accepted.  The report does not define, or say what is meant by
"integrated Rural lecalth."

For purposes of this Staff Paper, "integrated rural health"
simply means planncd coordination of various ruval health functions into
a unified program so that each of the functions has a direct relation-
ship to, and impact on the process of rural health care and delivery.

The evaluation report presented USAID with five options for its
‘consideration: ‘

(1) TERMINATE THE USAID TAMILY PLANNING PROJECT

(2) MODIFY THE USAID FAMILY -PLANNING PROJECT AND DECREASE USAID INPUTS

(3) CONTINUE THE USAID FAMILY BLANNING PROJECT UNCHANGED

(4) MODIFY TULE USAID FAMILY TLANNING PROJECT AND NCREASE USAID INPUTS

(5) DEVELOP A NEW INLTIATIVE IN THE HEALTY/POPULATION SECTOR THAT
INTEGRATES THE FAWIT.Y PLANNING PROJECT INTO A RURAL NEALTH SERVICES
PROJECT

, The report recommended that USAID give wousiderat.ien cnly.to options
No.2 and No.5 abovz., This ytaff Paper recomnends that Option No. 5 be
~glven consideration, lIhe remainder of this paper will attempt to give the
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background needed for serious consideration of Option No.5 and to
propose a possible USAID approach and a plan of action for implementlng
this option,

In summary, one could postulate three reasons for an 1ntegraLed
Rural Hea]th/MCH/FP Project: .

1. There is almost no distinction between Rural Health/HCH/FP in -
policy and practice in the Ministry of Health; i. e., they are: v1ewed
as the same thing.

2, There arc new U,S. trends (post-Bucharest) which have the
support of the Congress arnd the Secretary of State, which suggest
more USAID involvement in rural health care,

3, Onc can recognize a sense of urgency among some Kenyans to do
something about both health problems and demographic problems., Clearly
Kenya has earmarked the disadvantaged rural poor for special health
attention and has also realized the impuct of population growth on
achievement of development goals,
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‘I1T. 'PROPOSED USAID APPROACI

“A. Introduction

llaving looked at the problems and recommendations the evaluation
report identified with respect to family planning and rural health,
it is now appropriate to look at what the Rural Health (RU) program
gshould be doing, and is doing, so that in some fashion one can
arrive at suggested ways in which USAID might be of assistance.

WHO documents recoxd that the primary health problems to
be attacked by the R Program are: TFamily Health (including
familly planning); Comaunicable Discases: Environmental Sanitation;
and Problems Related to Nutrition. Another document suggests the
health objectives of the R Program ave to "control and prevent and
vitimately climinate communicable diseases, deficiency conditions,
envirommental health hazanrds and those hazards associated with
childbirth and child rearing." (Development Plan.)

According to a World Bank document, the 10 ycar rural health
plan "... is bascd on consolidation and expansion of rural health
gservices and the provision of more effective MCH services coordinated
with an expanded fawmily planning program. This goal is to be achicved
by reducing the shortage of qualified manpower, particulasly at the
paramedical level, and improving the coverage and distribution of
rural health facilities.' (Appraisal of a Population Project: Kenya
IBRD/IDA Report No.266a~KE, February 20, 1974). o

Tf health officials are asked what the purpose of the Rural
Health Program is, the reply will likely be: "7To up-grade and
extend health care and facilities to the rural people." There seems
to be general agreement that Rl is both preventive and promotive in .
nature. )

It would not be too severe, too critical, or unfair to make the
statement that --- at the moment Kenva's Rural Health Program is
basically, and for all intents and purposes, Mzternal and Child
llealth. While there is some communicable discase control, some
training of health workers in nutritional matters and nutrition talks
are given at the clinic level, some effort at environmental sanitation
(such as water surveillance and rat control, disease identification),
there clearly is no plan, no cmphasis, which will match the HMCH
componcat of Rural llealth. Tt is MCH which is getting the most
attention, the most commitment, the most money, the wost human re-
sources, the most publicity. MCH is often referred to in health
circles as "an ewmphasis program within Rural Tlealth." 1t has its own
emphasis as well: Family Planning. Around family planning is built
a potential burcaucratic empire: A National Family Welfare Center

. (NFWC) with four divisions whose personnel will eventually number in
the hundreds, '




- 30 -

On several occasions it has been stated by professionals in
the MCH program that therc can be no MCH program without family
planning just as there can be no MCH without prenatal counselling
and care, and therefore to speak of MCH as MCH/TP is redundant,

This view is expresscd in diffevent ways by different health workers
but the vicew is the same: maternal care is not complete maternal
care without family plaming.

Thus, one conclusion so far is that USAID through its TFamily
Planning Project is already involved in Kenya's Rural Health Program.
There is almost no part of the Covermment's national family planning
program which does not affect the broader aspects/goals of the rural
health program,

Another conclusion is that at the moment, with the sole exception
of the government's efiforts to increase the efficiency and availability
of services to the rural people, little in addition to MCIl is being
accomplished in the Rural Health Program,

It is suggested that USAID simultaneously support the
following three approaches (action areas), none of which are mutually
dependent or mutually exclusive, but rather are mutually reinforcing.

1. Continue distinct and discrete support for family planning,
although modifying that support from time to time to meet
changing demands and needs. (See:B. Continue Famili Planning Support)

2. Provide long-term technical assistance to the Ministry of Health
which would identify the requirements for a viable Rural lealth
Program and to make recommendations as to the specific assistance
role of USAID in accomplishing the rural hea:th goals of Government.
(See: C. Provide Long-Term Technical Assistance)

3., While numbers one and two above are on-going, begin to implement
assistance in several discrete, important low-cost/high-impact

arcas of rural health care, all of which would inter-face with efforts
under number one above, and none of which would neced to wait for
completion of number two above. (Sce: D. Expand Rural lUealth Through
MCH)

Fach of these action arcas are discussed in some detail below.

B. Continue Family Planning Support

In continuing to support the GOK's family planning efforts.
‘through the existing Project, the following actions are:called for:
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‘1. Change the Demographic Goals of USAID's Project

The project should not continue without some demographic
‘goals. The imperative to do something about Kenya's population
growth problems is absolute. To be part of a family planning
project in a situation demanding demographic impact, which
does not in cffect have as one of its ultimate goals a reduction
in fertility, would be irresponsible. It is suggested here
that USAID, without getting involved in the goals and expectations
of other donors (they can be part of the program for whatever
reason they choose), simply recognize: (a) an eventual slowing
of population growth is essential; (b) it may take ten years
rather than five ycars before a truly statistically significant
fertility decline is made; and (c¢) USAID can be of assistance
in this area.

In WHO's detailed Proposal for the Improvement of Rural
Health Services,it is recognized that by 1984 the changes
occurring in the reduction of infant mortality due to better
health care will more than offset the births averted by the
estimated 320,000 contracepting women in 1984! 1In fact, the
Proposal estimates that by 1984 only 7 to 8 percent of all births
will be averted duc to program efforts, and suggests additional
births averted will be dependent on increasing motivation to control
fertility.

The justification of these family planning efforts is
described as follows in the Proposal:

However, vhen and if this change in motivation has
been brought about, this project will have been
essential in preparing the way for the widespread

use of family planning. By providing the facilities,
the trained staff and making the methods available

to one-third of the people by 1984, and by providing
the example of the 320,000 women acceptors among the
population group, this project will have laid an
absolutely necessary foundation for building up a
national population programme. Without this foundation,
the provision of the clinical family planning services,
there is no point in starting an attempt to change
public knowledge, attitudes, motivation and behavior
for fertility control. This, plus the considerable
improvements in health and services already described,
provides the major justification for this project.

. 'This recommendation can be implemented without any substantial
-negotiativn with Geoveiament or donors. '
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2. Change the Scope of the USAID's Project. This recommendation
would be implemented by adding USAID assistance to some discrete
elements of the Rural licalth Project, so that USAID's health

inputs would be more than just family planning. The type and
‘magnitude of these inputs will be described below under D, Expanded
Rural Health Through MCH.

3. Provide a Planning Study to Health Education Unit

The evaluation pointed out that a key bottlencck in the
national family planning program was the Health Education Unit and
its Information and Education Division. Lack of a work plan,
lack of production, lack of personncl, and, with an AID direct hire
technician leaving imminently, lack of technical advisors, are
some of the problems. The matter is complicated by the fact that
Government had formally requested a large complex and costly list
of sophisticated audio-visual and other equipmnent for the new
HEU building some months after USALD notified Government that the
U.S. technician assigned to the HEU would finish an extended second
tour in mid-1976.

Because this Unit is absolutely critical to the achicvement of
all of the MOH's health and population goals, it is proposazd that
USAID provide to the Ministry of lealth a special study for the
HEU which would look at such matters as staffing needs, training
needs, availability of personnel, a mass commmications and
motivation campaign (phused into other program activities),
equipment needs, and consultant and other Technical Assistance needs,
This detailed plan of action for the NEU whicl vould cover a project
plan period of the next scveral operational years, would he done
in a minimum amount of time, and to the extent possible, would be
undertaken by those close to the scene and understanding of the
particular communication and motivation problems of Kenya. However,
U.S8. consultants should be considered to be part of the study team.

4, Provide a Planning Study to the Training Division, NFWC

U.S. training opportunities and technical assistance can
play a vital part in solving the enormous problem of lack of trained
manpewer. For this reason, the current USAID Family Planning Project
includes a large component for participant training, It appears
however, that the Ministry is not at all certain how it should or
can tap into the great reservoir of American training opportunities,

In an effort to bring some order into this very cumplicated
and critical component of the NIWC, it is proposed that USAID
provide to the Ministry, a special study team to look at the RH/MCH/
FP training needs, capacities and problems and prepare a workable -
plan of action for training to cover the life of the Rural Health
Project. The actual study should be of short duration, and should
be composed of members who are familiar with the problem solving
process in the Kenyan context. llowever, some U.S. technical
assistance should be considered if higher utilization of U.S.
training opportunities is to be achieved. ’
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5. Provide Statistical Backstopping. With the possible loss

of the services of the Dualab technicians and the client/clinic
service statistics they provided, the Research and Evaluation
Division of the NFWC will need backstopping assistance if service
statistics are to continue to be generated., While a number of the
Division's rescarch needs and backstopping help can come from the
proposed Population Studies and Rescarch Center (PSRC), operational
program service statistics must flow from the program itself and

be directed and guided, on an operational day-to-day basis, by

the unit which will use the data.

A Rescarch and lvaluation Division which does not have
operational a viable service (client and clinic) statistics
system which not only measures progress, but offers management
information for key decision making, is worth very little to the
program,

With the probable departure of the Dualabs project technicians,
the current service statistics system will end, and at some point
it will have to be rc-created in some form., USAID should assist

in! golving this problem.

6. Assist in the Purchase of Service Delivery Points (SDP's)

Just as USAID has insisted to donors and Government alike
that the initial gosls of the Program should be looked at occasionally
and recadjusted as nccegsary, so should USAID look at its commitment
and the neceds of the program cspecially in light of helping with
the facilities which arc the end points where people receive
health scrvices, Without these physical facilitics health care
cannot be provided to the rural areas.

Government has admitted that it had an incomplete and in-
accurate physical facilities survey upon which was based future
SDP sites. A large number of these planned sites were found not
to exist and/or are of such a dilapidated shape as to be unuseable.
The MOH has decided one way to solve this problem of inadequate
space is to purchase various types of pre-fabricated units to be
used as SDP's, cach of which will be attached to a rural health
facility, )

It is recommended that USAID take a serious lock at Government's
needs in this area, and to the extent possible, assist Govermment
in finding a solution to this key problem. Purchase of additional
pre-fabricated units is one possible solution. Other alternatives
may be called for,
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“.C’ Provide Long-Term Technical Assistance

One area where the MONH would likely welcome U.S, assistance
is in overall rural health planning and implementation. U.S.
assistance could be of enormous value to the GOK by providing an
‘in~deptb plan and implementation schedule to achieve the goals
of the Rural Health Program, with recomscndations on how USALD might
assist in the achievement of these goals,

It is proposed that USAID offer to Government the services of
two full-time consullants --- rerhaps a hralth econowist and a rural
health planner --- for up to two years (total: four person years)
to work in the MOH with relovant personnel, and topether with MOH
persomuel work on and dasign a comprehensive sysiem of rural health
carc implementation. These technicians working in the Ministry and
reporting to the Ministry would assist Covernment in identifying its
specific rural health nceds, identifying additional assistauce
requirements (including but not limited to USAID assistance), and
in preparing a detziled, realistic implementation plan,

In accepting this recommendation, USATD should be prepared to
favorably consider the cost of counterpart salaries and the cost
of training as a key comporent of this technical assistance activity.

D. Expanded Rural Health Through MCH

As a backdrop to thc recommendations and suggestions which follow,
Appendix III, Rural llealth Problems and Needs: A Summary has been
preparcd. Given the health situation in the countryside among the
Rural Health Progrem's target population (women and children), it
is obvious irom *he summary there are certain areas vhere additional
effort is nceded if an impact on mortality and morbidity is to be
made. Other important points which emerge from the Summary: many of
the conditions most adverscly affecting mothers and children are
(1) preventable, and (2) are related directly to ignorance and/or
lack of motivation. This is not to over-simplify the complex relation-
ship between health and health care use on the one hand, and the patients'
social/economic/traditional enviromment on the other. The conclusion
can be reached, however, that there is more preventive and promotive
care which can be done through planned and existing MCH rural health
efforts, and which can be low-cost/high impact efforts on mortality
and morbidity,

So that the suggestions which follow can be secn in the context
of maternal and child health care, a model, or illustrative MCll
Service Delivery Point (SDP) has been prepared, and is presented as
Appendix IV. 7Tt will be noted that the illustrative SDP incorporates
many if not mcst needed health care actions of an SDP, which in
total, are no{ likely ts exist in a single SDP unit. The suggested
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~dctions which follow do, however, markedly increase the health
care coverage of the average SDP, while at the same time addressing
- the heaith needs of rural women and children as indicated in

' 1' Appendix IIT.

The following actions should be undertaken as part of
- expanded rural health/MCH, through the Service Delivery Points.
Additional USAID assistance for these activities should be considered.

1. Health Awareness/Health Motivation L)

The most important tool for dealing with the massive health
problems in the countryside, of which most are preventive, is not
‘costly, and most certainly is not new, better, more available medical
technology, but rather the ability to change people's behaviour,
attitudes, beliefs, traditions, ete. DIreventive care in the countryside
is not dealing with immediate, life~compromising medical problems,
but rather dealing with long-range, life-extending, behavorial change.

Curative care, as is well known, is many times more expensive
than preventive care, and within preventive care some prevention
problems arc very expensive (e.g., eradicating malaria and typhoid),
whereas some are relatively inexpensive and have a very high pay-off
in terms of reduced mortality/morbidity. But, technology is not
always the answer, The answer almost always has to do with solving
the awarcness/understanding/motivation equation; for example, the leading
causes of infant and childhood deaths in rural. Kenya have a great deal
to do with a mother's awareness, and her behaviour partly based upon
that awareness.

How this area of health awarencss and motivation should be
approached is discussed further under nutrition below.

2. Nutrition Awareness/Nutrition Screening. It can be shown that no
single, rural health, preventive care offort will have a greater, more
immediate impact on the health of mothers and children than will the
relatively inexpensive efforts of dealing with nutritional problems.
It is proposed that a two-pronged action through the Rural Health
Program (that is to say, MCH) be undertaken as soon as possible:

(a) action directed at creating nutrition awarencss and motivation
and (b) identifying current and potential nutrition problems through

a nutrition screcening program, ‘

1/ The word "education" will be avoided in discussing hesilth and

i nutrition, and the word "awareness" will be used instead, It is
felt that awareness more closely approximates what end point is
being sought. Too often health programs try to "educate'", when

- simple health literacy (awareness) is the goal not nealth knowledge

or facts. Further, too often programs try to make nutritionists
out of mothers, when the goal is simply to make mothers aware of,
and motivate them toward, correct feeding and eating practices.
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- There should be no hesitation in considering this suggestion
because the GOK has no nutrition policy, nor because there is no
viable nutrition unit in the MOU. These efforts should not be held
up because there is no coordination with other Ministries concernecd
with nutrition, nor should they be held up to take another study. Tor
the moment, none of the above are important to the success of a
nutrition awareness and nutrition screening program.

The health awarecness and health motivation, nutrition awarencss
and nutrition screening will at the field level involve only those
currently involved in MCU/FP, A slight modificetion of training
. and curricula will be necessary, but for the moment at the service
delivery level, no ncw persons will be neceded,

For example, the HEU unit will have a key role to play in these
efforts, but it will nced a plan, it will peed imagivation, it will
need vitality, it will need to staff up vacant positions, it will
need technical assistance, it will need various kinds of leadership,
and it may nced additional financial resources. Based upon a viable
and workable HEU plen proposed carlier undoer family planning (I11.1.),
USAID should be prepared to join with MOH in providing training and
technical assistance in order to implement these recomendations,

Another example is at the ficld level with the Family Planning
Field Workers (FPIW), who should he renamed, These field persomnel
who arc actually Family Heal(h fotivators (FIM), would play a key
role in bringing health and nutrition awvareness into rhe community,
They would be part of a chain of health/nutrition workers from head-
quarters in Nairobi to Provincial Offices, to District Offices, to
the clinic (rural health unit), to the individual mother and child.

Nutrition screening should ideally be done both at the clinic
and in the community. At either place it can be donc by the lowest
level of skilled workers in the system. It is believed that the FPFW's
(FHM's) could be trained in just a few hours to do minimal nutritional
screening., Their duties might involve:

a. Height measurement

b. Weight measurement

¢. Upper arm circumference measurement

d. 5 simple questions on child feeding/eating practices

e. 3 simple questions about home/community saniration

f. 5 simple questiong about family planuing attitulde/
knowledge/availability o
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vt QObviously health awareness, health motivation, nutrition

~ awarencss, and nutrition screening tacked on to the cxisting MCl

effortg does not create the larger mechanism necessary for a massive
attack on ignorance and poor nutritional state., It is however,

an important first step which will impact on death and sickness, These
efforts arc manageable and measurable.

3. Training. In order to support the above cfforts and possibly to
support nevw cmphascs in the years ahcad, USAID should be prepared

to provide an expanded training effort throughout the NRH system., The
paramnters of this cffort could be part of both a health manpower

and training nceds study proposed under USATD's Fawily Planning Project,
and the proposed study of the Health Education Unit., This approach
gives these efforts (the current Family Plonning Project and the new
health/nutrition awarcness efforts) an integrated approach from the
very beginning. ’

A brief survey of cxisting facilities, curricula, expertise in
health awareness, health motivation and nutrition awarcness should
be made so that these capabilitice could be tapped for the training
necded in the initial stages of these new cfforts.

4, 1lealth and Disease Data, Tt is not unusual for a developing
country to enunciate g wide-ranging policy, and construct complex,
costly health programs in the absence of accurate and reliable data.
The need for health care is so acute that it really doesn't matter
if there is data recliability, for example, in infant mortality rates,
‘The ‘need to reduce infant deaths is so apparent that the estimate's
reliability is not necessary to undertake health programs.

However, at some point there must be progressively better
information about disease, sickness and causec of death if the country
is going to move from the early stages of increasing the efficiency
and number of service points for the rural population, to the later
stag2s of attending to specilir health problems,

An epidemiological surveillance system might be in the cards
at some later date, but a certain mioimum health data collection system
can be piggy-backed on current efforts in the Research and Evaluation
Division and the proposed Population Studies and Research Center. An
essential part of the health data needs of the country can be obtained
from a viable national vital events registration system (which currently
'does not exist}; especially births, deaths and cause of death. Baseline
surveys are likewise cssential. The point is, data is often ignored
or set aside because of its immeunse costs and the lead time necessary
before reliable data is available to poiicy makers and program adminis-
trators. ’
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USAID should be prepared to assist the MOH in drafting a work
plan for minimal health data collection either on a4 sample basis
or in a pilot demonstration area. Discussions on such a plan
might likely involve, in addition tc the MO, the Central Bureau of
Statistics, the Population Studics and Rescarch Center, the Department
of Community Medicine of the University of Nairobi hedical Faculty,
among others, '

A new mechanism, however, is not contemplated at this time. The
scope of work of the Research and Evaluation Division of the NFWC could
be expanded slightly to include the collection and analysis of some
minimum family planning, health and management data., ‘The Division
could be backstopped by the Central Bureau of Statistics (CBS),
especially in the arcas of data storage and retrieval, USAID would
be prepared to support these efforts.

5. Technical Assistance. USAID is prepared to meet with Government
on each of the proposed areas of action above and discuss the MOl's
needs for techmical assistance in ecach area. In some cages the technical
assictance will need to be phased in a well coordinated way; that is
to say, some needs will be of very short duration, some will be needed
longitudinally but not coatinually, while other nceds may veauire
long-term assistance.,  USAID could provide a valuable contribution

to the MOI by discussing with Ministry officials the kinds of V.S,
technicians and consultants available for cach of the above scparate
emphasis arcas. In this way a more comprehensive technical assistance
package could be contemplated,
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IV, CONCLUSIONS AND COURSE bF ACI'ION

o  This Staff Paper, as explained in Chapter I, Background and
Purpose, grew out of a’ January 1976 evaluation of USAID/Kenya's

" commitment and contribution to the Government of Kenya's five-

~ year, multi-donor supported Maternal and Child Health/Family

Planning Program, The background leading up to that evuluation

was reviewed in some detail, not only in Chapter I, but in

Appendixes I and II. The level of USAID's contributions to the

Program was reviewed as well as the Program's overall progress

toward achievement of the Program's five-year targets and goals.

While the evaluation initially centered on whether or not
and to vhat extent the Program could achieve its demographic
targets, the cvaluation findings were much broader in scope. 1In
a larger sensge, the evaluation report reminded USAID that its
limited demographic goals were inappropriate, The major findings
of the evaluation disclosed thirteen (13) specific problem areas,
along with eight (8) broad recommendations to deal with these
problem arcas. It was obvious from the major findings of the
evaluation that certain problems and their solutions coculd only
be dealt with by Government, some could be dealt with by USAID,
while most required joint GOK-USAID action. The major recommendation
of the evaluation report, however, called for USAID involvement in
an integrated rural health project.

Taking into account the various evaluation report recommendations,
comments and findings, the remainder of this Paper attempted to
. present the rationale for serious consideration for the evaluation
report's recommendation that USAID should "develop a new initiative
in the health/population sector that integrates the family planning
project into a rural health services project." In accepting this
recommendation as valid, the paper proposes three simultaneous
‘actions for USAID: (1) continue support for family planning; (2)
provide long-~term expert assistance to the Ministry of Health for
rural health planning and implementation, and (3) expand certain
rural health activities through MCH Service Delivery Points. A large
part of the Paper was giveu to an explanation of these proposed
actions, with specific actions detailed for each proposal.

In brief, therefore, this Staff Paper ccncludes: (1) the majgr
findings of the evaluation are valid, and to the extenL possible'
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should be acted upon by both Government and USAID; (2) USAID has a
wider role to play in expanded rural health; (3) USAID should be
prepared to enter into serious discussion with Government concerning
those proposed actions which Government feels will be of benefit

to its rural health goals,

Based upon the findings in this Staff Paper, and upon a United
States foreign policy commitment to assist the Government of Kenya
to solve its rather severe demographic problem and to solve its
equally severe rural health care delivery problems, USAID will under-
take the following actions,

1. Distribute this Staff Paper to rclevant Covernment of Kenya
officials, requesting review and comments on the Paper's recommendations
and suggestions., The GOK's comments will be seriously considered
and discussiong will be held with Government on thosc items Government -
feels are beneficial or otherwise helpful in achieving its health
pelicy goals,

2. TFor the moment, USAID will continue its Family Planning
Project assistance to the Government's five-year program., This
continued assistance should proceed with those modifications mentioned
earlier in this paper, after discussions with Government have been
held on their feasibility and appropriateness. Further it is assumed
that continued support for family planning will be subject to
continuous evaluation and adjustment in light of the Program's
progress, achiuvements and needs. If, as seems likely, family planning
assistance will eventually become part of a larger integrated rural
health assistance package, a major restructuring of the project will
over time become necessary.

3. In carrying out its continuing commitment to the Government's
family planning assistancea needs, USAID for its part, will continue
to monitor and evaluate not only the family planning efforts, but
will stand ready to modify USAID inputs as changing needs and require~
_ments arise and in accordance with established AID procedureu.

4. VUSAID will continue to carefully evaluate its centrally
funded population projects (i.e., those worldwide and regional
projects funded by the A,I.D. Washington office) and invite the .
- participation of irhose prcjects which are consistent with, and help-'””
ful to, Government's needs and priorities.. All such projects will® i
be thoroughly evaluated in light of their contribution to Government' .

 various populaticon programs,
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5. USAID will work with Government, 1f Government so choses,

. to establish a mechanism vhereby, over time, the GOK can take
advantage of a broader USAID participation in its rural health
program. One important step in this direction is a major
recommendation of this Staff Paper; namely, to provide to the
Ministry of llcalth long-term technical expertise to work within the
Ministry and prepare a proposal for expanded AID assistance to
rural health. Should Government react favorably to the proposal,
USAID will enter into immediate negotiation for its effective

implementation.

6. If the Government's review of this paper is generally
positive, USAID is prepared to begin immediately to discuss with
relevant Government officials the implementation of all aspects
of the Paper's suggestions and recommendations,
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 APPENDIX I

PLANNED USAID COMMITMENT ANDVACTUAL FAMILY PLANNING
PROJECT OBLIGATIONS

PLANNED (by year) ~ ACTUAL (by year) . .
FY 75 FY 76 FY 725 . FY. 76
1, Personnel o | B
(positions)
A, Direct Hire... Population ,VPOpulation
Officer (2 yrs) Officer (1/2 yr)
Communications Communications
Resource Resource
Officer (1 yrx) Officer (2 yrs)
Health Educator llealth Educator
(1/2 yr)- : (1/2 yr)

B. Contract/PASA.. short-term
trainers, health nil nil
educator, ..

II.. Participant Training'
(number by year of funding)

A. Long-term -7 9 S -
B. Short-term 20 ' 23 , - 1

III. Commodities (value $000)

A . Health

Education
Equipment $93.0 $23.0 - -
B. RSE . . -
- Equipment -3.5 0.8 - -
C. Clinical : - g
Equipment - 91.5 : 66.0 - =
D. Contraceptives 20.0+. . 20,0 P -

"IV. Recurrent Costs L

iy

($000 by.year) .. 331.0. . .. 361.0 R
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APPENDIX IIX

GOK FAMILY PLAHNING PROGRAM ACCOMPLISHMENTS

~(MCH/FP - AID Indicators

1/ Pour PMO

Af'féfsénnél Planned Cumulative to %/30/76
b FY 75 FY_76
- NFWC: Admin, Div 17 19
" HEU (24 on board :
R at start) .21 28
~ EN/CN 105 205
~'Nﬁrsev8up/Traincr 34 42
TFPFO 17 27
| FPIW. 205 405
‘ ﬁ.S. Participants (returned)
PMOs . | - 1
Prov., Matrons - 2
DMOs - 5
Nurse Sup/Trainer - 5
FPFO 3 6
WL, /IE&C 2 6
NFWC (excl., Res.& Eval) 2 15
Nurse Tutors (training) 3 15
Nurse Tutors (RHCs) - 3
Research & Eval. 1 13
Administration - -
Educatibnai Material
FP Calendars 200,000. 400,000
~ Handouts 2,000,000 - 4,000,000
~ Slide sets J;L;' ‘2b;'ff : 40
30 min. Film B s A S
Posters (4;52;300*i.:1fj75{666j,‘
 Exhibits ,‘>.;ﬂ*,5bm'; "fﬂléq
Books, pamphlets | 1oo ooo 209 ooo;l{

's in training

2/ One D¥O in L alning

of Progress)

Accomplished

(as of 12/30/75)

31 on board now

216
35

71

1/

200,000 (CY 1975)
25,000 (CY 76)

294,000
10
2

1215000

LA

£ 10,000



A Traiﬁihg, (in Country)

Nurse §/T 30 37 7

Nurse " Refresher - ' 30 ' -
TPFOs 30 37 -
TPFOs Refresher - 30 .

Service Delivery Points

Fixed 100 200 198 to date
Mobile (MOH) '5 5 L
Acceptors (by FY 55,000 91,500 52,000 (rYy 1975)

7'-'the FPAK is operating seven mobile clinics for the MOH
for CY 1976 under a special grant from SIDA
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RURAL HEALTH PROBLEMS AND NEEDS

A SUMMARY

, Health policies and plans are highly dependent on information
about the health of a population. Demographic, vital and health
gtatistics tell a great deal about mortality, morbidity, disease
speclfic fatality rates, the prevalence and incidence of communicable

and endemic discases, and so forth, Reliable data on health indica-
tors, as well as vital events data, and demographic data which

yields cognate health indicators simply does not exist,

It would be helpful to know with some certainty, for example,
the crude death ratc, age-specific death rates, infant mortality
rates, maternal mortality rates, foeltal wastage, cause of death,
fertility rates, age-specific fertility, age at marriage, life
expectancy at birth, ete, Not only would this data give some idea
of mortality and fertility, but more importantly, 1t would indicate
who specifically (by age, sex, location, etc.) in the population is
at greatest visk, or has the greatest nced for health care. In the
long run, and based upon scant data, the RU/MCH/FP Program must
affect the status of the health of what is believed to be the
greatest at-risk population: mothers and children,

However, som: information is available or reliably estimated
about the RU/MCH/YFP targec population,

Tt is well known that infants and children are highly susceptible
to sickness, disease and death, If an infant survives its first year
of life its chances of surviving to adulthood increases immeasurably,
and 1f a child reaches five years of age, the Kenyan child's life
expectancy increases by 6.9 years from 46,9 to 53.8 ycars. (Kenya
Statistical Digest, June 1971, Vol., IX, No. 2, p. 6).

Of the eight leading causes of death in Kenya, five are
generally associated with infant and childhood disorders. The
leading cause of death of infants and under fives are: gastroenteritis
and colitis; kwashiorkor; measles, tetanus (nconatorum); and pertussis
(whooping cough), 1t is believed that in the under fivesgroup, 20
percent of oll dcaths are due to measles, 15 percent due to gastro-
enteritis and 15 percent due to whooping cough.

Because only about one-third of all deaths which occur outside
of health facilitiles are registered, and only about five percent of
all deaths are medically certified, very little-is known ahcut cause
of death in the countryside.



Clinic records indicate that the leading cause of infant and
child sicknesses are: measles, whooping cough, anaemia, Protein-
Calorie-Malnutrition (PCM), gencral respiratory track infections
(pneumonia, TB, ete,), and gastro intestinal disorders with acute
diarrhea being especially severe and debilitating.

Health patterns of children in Kenya (estimated by M.L. Oduori,
Rural Health Services, “"Paediatrics in Rural Kenya," 1974, pp. 41-42)
vary somevhat by geogrophic area. Tor cxample, schistosomiasis,
scabies, malaria, hoolworm anaemia are not comuon disorders through-
out the country but ave common only in certain areas. However, there
are some main health problems which are common for children in every
District and Province: measles, wmalnutrition, gustroenteritis, TB,
and bronchopncumonia. As one author describes the situction: “The
main causes of the high morbidity and mortality with the uader fives
is an interaction of infectious disvenscs and maluutrition and the
poor system of antenstzl care and lack of supcrvised delivery," (Dr,
N.L. Kjpars, Rural llealth Services, "Public Health Priorities in
Rural Areas," 1974, p. 40)

It is not casy to attribute ruuse of death to a single sickness,
especially in a highly interacting, multi-variate environment in which
the following are important factors relating to personal health:
poverty, ignorance, cash income, status of wothers, traditional
beliefs about eating, waste disposal, care of animals, ccz,

Multi-causal mortality/morbidity patterns is illustrated by the
following:

Pneumonia which is at tle top of the list is frequently the
fatal result of measles, malnutrition and malaria. Gastro-
enteritis, mostly in combination with malnutrition, is
often the fatal outcome of measles. In many instances
malnourished or undernourished people, especially infants
and children, cannot resist pulmonary infections, and
complications of measles and whooping cough often result

in death despite the available modern drug treatment,

In developed countries the case fatality rate of pneumonia

and gastioenteritis has been brought dowm to a few percent;

in Kenya these deaths should -- in most cases -~ be attributed
to underlying nutritional deficiencies to the top of the list
of causes of death. Tt is known that some times nutritional
deficiencies may result from infectious diseases. There is
epidemiological evidence that high mortnlity from communicable
diseases will be brought down drasticelly only by iwproved
socio-econcmic and hygienic conditionc, which will reduce
either the morbidity incidence rates or tle case fatality rates
or both. (J., Bonte, "Patterns of Mortality and Morbidity,"

in Health and Disease in Kenya, pp. 84-85.)
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_ The status of an infant, a child or a mother's nutritional

" gtate is (as stated previously) related to a set of complex
‘variables such as availability of health care, social status,
-cultural beliefs, family stability, economlc position, educational
status, food availability, cte. In fact, nutrition or malnutrition
is: (1) the most important health problem facing the target popu-
~lation (anl those who deliver care to the population); () the most
preveutable of all the preventoble disorders and sicknesges; and
(3) the most comy lew and interewinad health condition, uince it

has a dircet bearing on, and is affectced by, most otuer diseascs
and digsorders. This may be most simply demonstrated: wrong child
feeding practices + poor hypicne - infection -+ parasites = poor
nutritional state leading to other serious conditions, or et least,
leading Lo 2 constunt state of ill health. This poor nutyitional
state, which can be arrived at through combinations of other socio-
economic-familial-traditional routes, will in turn lead to more
serious medical problems, It is widely held that maolnutrition is
the major veason measles is such a killer of infants and children,

While there are many factors which exert & strong influence on
tha state of both childhood and maternal nuvtrition, mother's
acceptance (or society's demand) of traditional child feeding
couplad with ignorance, strongly influence the health of children
in Renya and, without realixzing it, & terrible toll is being paid
in Kenya in the dirreversibile physical and mental retardation of its
people in the first five years of their lives,

Nutrition has many stages and phascs, from somz undernourishment
(slight weight loss) to severe and more advanced conditions of Poli:
kwashiorkor aud marasmus as prime examples. (For a description of
these conditions, sce D.M, Blankhart, "Human Nutrition," Health and
Disease in Kenya, p. 410,) XKwashiorkor and marasmus of course make
the drawmatic picture of the child just before death, 7Tt is impo Lant
to realize that wany deaths and sicknesses and discases are related
to serious but less dramatic and less knowm nutritional conditions.
What is not generally realized is that most nutritional disorders
are prevenltable,

Deputy Director of Medical Services, Dr, S, Kanani estimates
that 75 percent of all rural health problems in Kenya are connected
with the treatment, prevention and cure of the health problems of
mothers and children. If not data, certainly field observation
gupports this view. One observation:

"From the sex ratios it can be seen that --- with the ex-
ception ¢ neoplasms, accidents, diseases of the newborn
and infective ard purasitic diseases --- male patients
attend Ori)'s less frcquently than female patients, On
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the otlier hand, male admissions outnumber hy far

female admissions if from it, discases of the newhorn

and deliveries are excluded. It is not unlikely that

women have a lesser chance to be taken to a hospital

than men. Once admitted the chances of recovery are

roughly the same for both sexes." (J. Bonte, op. cit.,p.85.)

There is no reliable data on maternal mortality or maternal
morbidity (especinlly death and sickness related to pregnancy and
childbirth), but that they arc high is beyond doubt, Aside from
the most serious pregnancy-related and birth-related causes of
morbidity, women appear o be subject to the following health
conditions: respiratory disorders; infectious and parasitic
discases (malaria, respiratory 1B, tetanus, etc,); digestive system
disorders (gastroenteritis and colitis dominate); nutritional de-
ficiencies; and anaemia (irom deficiency in women is widespread,
and iodine deficiency and vitamin A deficiency in women is common
in certain areas and in certain scasons). While again data is
lacking, it is believed that constant anaemia is a serious health
problem with wemen, and 95 percent of all female anaemia is due to
an iron imbalance (caused by diet or hoockworm), and/or anacmis
from maluria, and/or folic acid imbalunce (due to diet). The result
is not only an unhecalthymothes but often an underweight, under-
developed, premature infant,

Because of lack of data, a strong causal relationship between
infant death and state of maternal health cannot be made. Logically,
however, maternal morbidity plays an important part in the survival
chances of the 25 to 30 percent of Kenyan babies who die in the first
year of life, There is nc accurate data which measures foetal
wastage, and no data to reliably relate miscarriages and still
births to the health of the mother.

One common health problem which is often overlooked in the rural
arcas is eye diseases, eye pioblems and blindness. (Blindness is not
reglstered or recorded in Kenva, but it is estimated that one percent
of the population is legally blind.) One could postulate the reason
why eye conditions are overlooked: serious eye infections bave all
but disappeared among the educated groups in Kecnya, vhereas, the
highest prevalencc is among the most disadvantaged rural poor, and
especially among poor children. Factors relaterd Lo this condition
are a combination of, or all of, the following: ignorance, poor
hygiene, malnutrition, infectious discases, and lack of clean water.
In a word, then, eye conditions spring from the samec set o: oocial/
economic/traditional conditions that promote ill-health generally.
Additionally, and more importantly, the largest portion of eye condi-
tions seen in chjldren at rural health clinics in Kenya foi treatmwent -
and cure, could in the first instance have been prevented,
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, The highest incidence of eye conditicns (especially conjuctivi-
ties) is by far during childhood, and fcmales are more seriousgly
affected than males. (Bisley and Burkitt, "Eye Diseases," Health
and Diseases in Kenya, pp. 461-468.)

At the risk of overstating the obvious, there are serious
health problems for wvowen and children in rural Kenya. The .
majority of these conditions are preventable, and if prevented
two important circumstances occur: (1) the health of the family
(and thus the total rural population) is imneasurably improved and
(2) the current drain and load on curative care is reduced, A
World Bank document summarizes the sitvation quite well:

"It is estimated that the present conditions in tha rural
sector are responsible for some 10 willion cases of diseases
annually. With a fast growing population, and without major
improvements, the figure may grow as high as 16 million

cases of diseases in 1984, which vould mainly be concen-
trated around maternal and child health problems; commnunicable
diseases such as measles and whooping cough; watcer- borne

and vector-borne diseases oviginaling in the physical environ-
ment; nutritional problems such as protein and calorie
deficiencies; and dipestive and regpiratory diseases."
(Appraisal of a Population Project: Kenya. IBRD/IDA

Report No. 206a-KE, February 20, 1974)




APPENDIX 1v .

: AN.ILLUSTRATIVE MCH SERVICE DELiVEkY POINT

Maternal Care: Health awareness of mothers about themselves
Health awareness of mothers about their children
Prenatal care )
Delivery care
Postnatal care
Inmunization
Cervical cytology
Nutrition awareness of mothers about themselves
Nutrition awareness of mothers about their children
Environmental awareness of nmothers
Avareness of vaccination for children
VD screening
Communicable disease screening
Tuberculin screcning
Nutrition screening ]
Nutrition Rehabilitation '
Family Planning (complete counselling and services)
Motivation: all the above
Referral

Child Care: Vaccination and immunization
Tuberculin testing
Treatment of disorders and diseases
Nutrition screening
Nutrition Rehabilitation
Communicable disease screening
Deworming ' '
Treatment of communicable diseases
Treatment of nutritional problems
Eye examination and treatment
Referral

Note: It should be remembered that the above MCH outline is only
illustrative of a more or less complete integratcd cliniec,
This model situation does not exist in Kenya, and may not -
-exist for some time. It is presented simply as one model,



