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CHAPTER 1

. 1.0. EXECUTIVE SUMMARY

1.1. Introduction

Between July 12 and August 19, 1982, tha USAID assisted Kenya
Health Planning and Information Project underwent a mid-term

evaluation.

Quoting from che project's logical framework, the project goal
is "To enhance the GCK capability to develop health sector plans,
programs and policies that will achieve a more efficiznt use and a

more equitable distribution sf health sector resources.,”

The project was initiated on August 30, 1979 through a Grant
Agreement between USAID and the GOK with total U.S. funding
amounting to $2,450,000. Earlier on, U.S. technical assistance was

provided by USAID/K and HRA/DHHS.

On October 1, 1930, the GOX entered into a three year host
country, $1,712,000 contract with the Charles R. bDrew rostgraduate
Medical School (Drew) co provide technical assistance, and to secure
and deliver a conputer; vehicles and other commudities related to

planning and programming the delivery of health services. To carry



out the evaluation a two person team was sent from the U.S. to Kenya
during the period July 10 through August 7, 1982. The proceeding
week, the team visited Drew in Los Angeles and helcd meetings with

project-related AID and HRA/DHHS staff in Washington, D.C.

While in Kenya, the team studied documents, examined files,
visited a pro&incial and a district medical establishment including
their facilities and senior health staff, and conferred with
responsible officials in the Ministries of Health, Economic Planning
and Development, Finance and other Kenyan ajencies and the key staff

of USAID/K.

A representative from the Ministry of Economic Planning and
Development joined the evaluation team between July 19 through 31,

1982.

The administrative bAsis of the evaluation is the logical
framework in the Project Paper. The method of evaluating the HPIF
was primarily open ended interviews with key decision-makers by a
team of three people. While the team found constraints ko the
évaluation, its significant aspects were accomplished within the

alloted time frame.



1.2, Background

General

Kenya has demographic characteristics which point to a great
need to adequately plan for health services and improved rural
health care delivery. The high birth and fertility rate, coupled
with a low death rate have given the country a large proportion of
dependent population under the age of 15. These factors will put
further strains on the health system and will demand systematic

planning to meet health needs.

Health Planning Environment

In previous years, health planning in Kenya has been primarily
the responsibility of one individual who aggregated Ministry
headquarters, provincial and distrigt plans. These were then
reviewed and frequently modified by the Ministry of Eccnomic

Planning and Development.

Recently the environment for health planniug has become
increasingly favorable. Several aspects of that environment are
descrined: (a) The President's Mandate for decentralized planning
has aided the purposes cf the project; (b) the detailed i
specification for the preparation of the fifth Year Develmeent Plan
by the Permanent Secretary and (c) the "Strategy for Health"™ by the

Director of Medical Services have proved to be key apsects in the



environment which are used tc develop the infrastructure of planning.

Project Related

The project was designed to provide for increased institutional
capacity to plan and implemen: as well as to exXpand and evaluate
health services and policies., It provides for the training of
Kenyaﬁ health professiorals to: {a) improve the rationality, (b)
establish criteria and policies for evaluating public and private
programs, {(c) develop alternatives for uses of rescurces, and (d)

establish an information system to assess the needs for services.

Design of the project seems to have been centered on the
assumption that a free standing health planning structure, elevated
and independent, is necessary to perform health planning. Such an
entity as well as a Planning Policy Coordinating Committee and a
scheme of service for heaith planners are called for in the Project

raper.,



1.3. Issues and Proplems

A number of issues and problems are discussed under conclusions
and recommendations. TwoO areas reqguiring specific comment are

addressed here.

The Health Planning Structure in the MOH

A review of the inputs to the planning process suggests that
cne area has plagued the project, i.e, the structure of the health
planning entity. Trat issue has consumed much of the efforc of
project participants and slowed or adversely affected the
relationships between the GOK and USAID/K. We feel it should be

deempharsized but resolved.

There seems to be three streams of activities within the
Ministry of Health which are planning related. These deal with
health facility planning, health services planning, and the health
information service. Each of these areas has a significant and

integral relationship to successful planning. Each have a different

organizational home.

There seems to be a deliberate reluctance to focus the power to
-plan in a single central unit. That, we feel, is due to an attempt
to distribute involvement to various urits within the Ministry of

Health. A partial remedy has been to design a Health Planning



Steering Committee, which develops policy, and a Health Planning
Working %roup to implement that policy. That structure seems to be
a necessary evolutionary step towards involving the entire power

structure of the MOH in the decision-making.

A Scheme of Service for Health Planners

Under existing GOK public service regulations a scheme of
service or career ladder for specific skill categories is located in
a single ministry or government agency. Thus all planners fall
under the ccheme of service of the Ministry of Economic Plénning and
Development. No scheme of service for health planners presently
exists or can exist in the MOH without changing public service
regulétions. This fact apparently was not appreciated when the

project was designed.

1.4, Conclusions and Recommendations

Seven areas are addressed in this section. These are goals and
purposes, projact cutputs, project inputs and assumptions, which are

all key elements of the logical f{ramework, and proie¢ci nanagementc

’

tinancial aspects and the health information component which apoly

tc the project in general.



Goals and Purnoses

. The broad goals and purposes of the project are being met.

However, even with the changes and improvements discussed
below, the MOH will not aéhieve an institutionalized health

planning capability in three year project period.

We recommend that the project be continued and that it be

extended two additional years.

We further recommend that greater attention be given to
policy analysis and formulation. We also recommeﬁd that a
consistent approach to the review of proviacial and
district plans be developed so that these plans can be

incorporated smoothly into an overall health sector plar.

Project Qutputs -

Although a formal planning enticy, with the context of the

Project Paper, has not been established in the MOH, the
Planning Steering Committee and the Health Planning Working
Group are actively involved in health planning at all
levels of the Ministry. Hopefully the HPWG will evolve

into the formal planning entity.

The thrust of the planning to date has been on the health



sector portion of the next five year development plan. The
impact of the HPIP on this process was evaluated. Our
findings indicate that there is indeed a big difference in
the awareness of planning issues and more involvement in
the planning process at all levels of tre Ministry than
there was in years past., We feel that this is directly
attributable to this project. Indeed much excellent work
has been done on the development of the planning process.
The process is well conceived, deliberate and is considered

by us to be effective, its impact documentable.

To enhance the work of the HPWG, we recommend that a
suitably trained Kenyan physican be posted full time to the
Working Group. This physician would work in a counterpart
relationship with the Drew COP. Failure to post this
physician will directly handicap the institutionalization

of the planning process in the MOH.

Also to stcengthén the HPWG and its activities we recommend
the posting of a second health planner as part of the Drew

team. This individual, trained at the M.P.H. lavel, should



have direct health planning experience, preferrably in
Africa. This planner would assist the organizational
development of HPWG, assist in training and workshops and

provide administrative support to the Drew COP.

Participant Training both long and short term, and planning

workshops and seminars have been carried out essentially as

specified. However, the obstacles for the staffing oL
planners in the MOH and their retention must be resolved.
Not all Kenyans trained at the masters level were sent to
appropriate U.S. institutioas. Future trainees should
include more non-physician health workers and training

institutions selected more carefully.

Equipment Procurw:ient, particularly vehicles, has not gone

smoothly. Hopefully with the strengtheniryg ©f Drew's

project management this problem will be rectified.

Project Inputs

Only one of the two called-for long.term technical

advisors, the COP, has been posted in the field. The

health information specialist is still being sought. A

third long term advisor, the health planner described

above, 1is also recommended.

Short term consultants have not been used sufficiently.



The areas where consultants could provide valuable
assistance are in training, organizational development,

data managemenc, vroject administration, etc.

Assumptions

The logical framework discusses assumptions in relation to
project goals and purpose, outputs and inputs. These are
discussed in detail in the body of the report. Our general

conclusions ~re that the goals purpose are laudible but
that they cannot be achieved Qitnin the project time

frame., Further, while suitable institutions are évailable
ir1 the U.S. to provide training in health planning, those
selected in this instance were not totally appropriate. We
feel cthat the project outputs are som?what over ambitious
Wwithin the time frame of the project. However, the GOK is
certainly moving in the direction called for by the project

and is supplying people and funding to further the project.



Projccht ianagement

Drew

While an extremely competent and resou;ceful CCP has been
posted by Drew, his effectiveness has been limited by lack
of adequate professional and administrative support and by
the ongoing difficulties related to the task of resolution

of contract issues between the GOK and USAID.

Drew's financial management of the project leaves much to
be desired. For example, vouchers for payment are not
submitted in a timely fashion. This makes tracking project

performance as against expenditures difficult.

Drew needs to deploy senior technical statff in Kenya for
short periods on a regular basis to review project progress
and to resolve technical and administrative issues and
problems. And it needs to improve various aspects of

project management in the home office.

The Ministry of Health

While tl.e Ministry of Health is making significant stirides
in developing the planning process it various levels,

undoubtedly to a considerable degree because of the HPIP



project and Drew assistance, the MOH has not developed a
formal mechanism to review progress of ths project and the

performance of various parties to the <«wontract. This it

should do.

o USAID/K

USATD/K hee sheown flecizisity r living with the wunrasclved

issuas ~f conteect coaprliance, roltgnizing thet rogress

coward oo ooy achievement wasgs Loing made.,
To move the project fo. UsayD/K, the MOH and Drew must
sit down and cesolive 1t - and problems,

Project Finanzes

To date, prozect finances have been underutilized. This
may in part be due to a particularly ample budget.

However, 58 percent of the time of the project has elapsed
and oﬁly one third of the funds have been used, At least
part of the difficulty can be placed on problems in project
management. People were not posted as anticipated. The
health information component cf the project has lagged. To
these difficulties have been Drew's delays in submitting

its vouchers for payment.
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The underutilizations of financial resources to date
provides a better opportunity then might otherwise exist to

Ps

ext=2nd the project period.

. The Health Information Component

Although most of the data needs for health planning hav:
been identified, these have never been assembled into a
cohesive, clearly stated health informaticn base for

planning at the district, provincial and other levels of

the MOH.

This needs to be done! We recommend that this be a

priority item on the upcoming health data workshop.

We con~ur that the Ministry could manage its data
processing better with a computer. However, before the
project purchases a computer, we feel that six areas must
be azddressed. These fall into the areas of data
management, the scope of data processing requirements, the
bureaucratic control of the machine and its upkeep, the
training of users and prnducers and their involvement in

the design of the system.

1.5. Future Directions




Despite the significant contributions the project has made
towards goal achievement it also has some short-comings.» It does
not represent the maximal focussing of resources of the contractor
(Drew), the MOH and USAID/K toward the resolution of <everal issues
which have bee~ r need of attention for varying lengths of time:
(a) Resolutio. the issue of the covenant between USAID/K and the
MOH about the creation of a "free-standing unit of health planning";
() The appointment of individuals to implement the health
information activities necessary to health planning; (c) The
necessiary support to the Drew Chief of Pary/ in both programmatic and
operational areas: and (d) The appointment of a Kenyan physican to

the Health Planning Working Group.

After this evaluation report has been reviawed it is
strongly recommended that there be évmanagement conference with all
parties related to the project in attendance. The purpose of this
conference will be to map the future direction of the project,; to

resolve issues and problems and to agree on project staffing and

management roles and responsibilities.
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CHAPTER 1

1.0. EXECUTIVE SUMMARY

1.1. Introduction

Between July 12 and August 19, 1982, the USAID assisted Kenya
Health Planning and Information Project underwent a mid-term

evaluation.

Quoting from the project's logical frauwuework, the project goal
is "To enhance the GOK capability to develop health sector plans,
programs and policies that will achieve a more efficient use and a

more equitable distribution of health sector resources.”

The project was initiated on August 30, 1979 through a Grant
Agreement between USAID and the GOK with total U.S. funding
amounting to $2,450,000. Earlier on, U.S. technical assistance was

provided by USAID/K and HRA/DHHS.

On October 1, 1980, the GOK entered into a three year host
country, $1,712,000 contract with the Charles R. Drew Postgraduate
Medical School (Drew) to provide technical assistance, and to secure
and deliver a computer, vehicles and other commodities related to

planning and programming the delivery of health services. To carcy



out the evaluation a two person team was sent from the U.S. to Kenvya
during the period July 10 through August 7, 1982. The proceeding
week, the team visited Drew in Los Angeles and held meetings with

oroject-related AID and HRA/DHHS staff irn Washington, D.C.

While in Kenya, the team studied docum<nts, examined files,
visited a provincial and a district medical establishment including
their facilities and senior health staff, and conferred with
responsible officials in the Ministries of Health, Economic Planning
and Devalopment, Finance and other Kenyan agencies and the key staff

of USAID/K.

A representative from the Ministry of Economic Planning and
Development joined the evaluation team between July 19 through 31,

1982.

The administrative bésis cf the evaluation is the logical
framework in the Project Paper. The method of evaluating the HPIP
was primarily open ended interviews with key decision-makers by a
team of three people. While the team found constraints to the
évaluation, its significant aspects were accomplished within the

alloted time frame.



1.2. Dackground

General

Kenya has demographic characteristics which point to a great
need to adequat=ly plan for health services and improved rural
health care delivery. The high birth and fertility rate, coupled
with a low death rate have given the country a large proportion of
dependent population under the age of 15. These factors will put
further strains on the health system and will demand systematic

planning to meet health needs.

Health Planning Environment

In previous years, health planning in Kenya has been primarily
the responsibility of one individual who aggregated Ministry
headquarters, provincial and district plans. These wvere then
reviewed and frequently modified by the Ministry of Economic

Planning and Development.

Recently the environment for health planning has becone
increasingly favorable. Several aspects of that environment are
described: (a) The President's Mandate for decentralized planning
has aided the purposes of the project; (b) the detailed
specification ftor the preparation of the fifth Year Development Plan
by the Permanent Secretary and (c) the "Strategy for Health" by the

Director of Medical Services have proved to be key apsects in the



environment which are used to develop the infrastructure of planning.

Project Related

The project was designed to provide for increased institutional
capacity to plan and implement as well as to expand and evaluate
health secrvices and policies. It provides for the training-of
Kenyan health professionals to: (a) improve the rationality, (b)
establish criteria and policies for evaluating public and private
programs, (c) de. -»p alternatives for uses of resources, and (d)

establish an information system to assess the needs for services.

Design of the project seems to have been centered on the
assumption that a fre= standing health planning structure, elevated
and independent, is necessary to perform health planning. Such an
enticy as well as a Planning Policy Coordinating Ccmmittee and a
scheme of service for health planners arv called for in the Project

Paper.



1.3. Issues and Problems

A number of issues and problems are discussed under ~<oanclusions
and recommendations. Two areas requiring specific comment are

addressed here.

The Health Planning Structure in the MOH

A review of the inputs to the planning process suggests that
one area has plagued the project, i.e, the structure of the health
planning entity. That issue has consumed much of the effort of
project participants and slowed or adversely affected the
relationships between the GOK and USAID/K. We feel it should be

deemphasized but resclved.

There seems to be three streams of activities within the
Ministry of Health which are planning related. These deal with
health facility planning, health services planning, and the health
information service. Each of these areas has a significant and

integral relationship to successful planning. Each have a different

organizational home.

There seems to be a deliberate reluctance to focus the power to
plan in a single central unit. That, we feel, is due to an attempt
to distribute involvement to various units within the Ministry of

Health. A partial remedy has been to design a Health Planning



Steering Committee, which develops policy, and a Health Planning
Working Group to implement that policy. That structure seems to be
a necessary evolutionary step towards involving the entire power

structure of the MOH in the decision-making.

A Scheme of Service for-Health Planners

Under existing GOK public service regulations a scheme_of
s2rvice or career ladder for specific skill categories is located in
a single ministry or government agency. Thus all planners fall
under the scheme of service of the Ministry of Economic Plénning and
Development. No scheme of service for health planners presently
exists or can exist in the MOH without changing public service
regulétions. This fact apparently was not appreciated when the

pcoject was designed.

1.4. Conclusions and Recommendations

Seven areas are addressed in this section. These are goals and
purposes, projaect outputs, project inputs and assumptions, which are
all key elements of the logical framework, and project naragementc,
financial aspects and the health information ccmponent which apply

.tc the project in general.



Goals and Purmoses

. The broad goals and purposes of the project are ksing met.

However, even with the changes and improvements discussed
below, the MOH will not achieve an institutionalized health

planning capabiiity in three year project period.

We recommend that the project be continued and that it be

extended two additional years.

. We further recommend that greéter attention be given to
policy analysis and formulation. We also recommehd that a
consistent approach to the review of provincial and
district plaas be developed so that these plans can be

incorporated smoothly into an overail health sector plan.

Project Outputs -

. Although a formal planning entity, with the context of tae

Project Paper, has not been established in the MOH, the
Planning Steering Committee and the Health Planning Working
Group are actively involved in health planning at ail
levels of the Ministry. Hopefully the HPWG will evolve

into the formal planning entity.

The thrust of the planning to date has been on the health



sector portion of the next five year development plan. The
impact of the HPIP on this process was evaluated. Our
findings indicate that there is indeed a big difference in
the awareness of planning issues and more involvement in
the planning process at all levels of the Ministry than
there was in years past. We feel that this is directly
attributable to this project. Indeed much excellent work
has been done on the development of the planning prccess.
The process ié well conceived, deliberate and is considered

by us to be effective, its impact documentable.

To enhance the work of the HPWG, we recommend that a
suitably trained Kenyan physican be posted full time to the
Working Group. This physician would work in a counterpert
relationship with the Drew COP. Failure to post this

physician will directly handicap the institutionalization

of the planning process in the MOH.

Also to stréngthen the HPWG and its activities we recommend
the posting of a second health planner as part of the Drew

team. This individual, trained at the M.P.H. level, should



have direct health planning experience, preferrably in
Africa. This planner would assist the organizational
development of HPWG, assist in training and weorkshops and

provide administrative support to the Drew COP.

. Participant Training both long and short term, and planning

workshops and seminars have been carried out essentially as

specified. However, the obstacles for the staffing of

planners in the MOH and their retention must be resolved.
Mot all Kenyans trained at the masters level were sent to
appropriate U.S, institutions. Future trainees should
include more non-physician health workers and training

institutions selected more carefully.

Equioment Procurement, particularly vehicles, has not géne

smoothly. Hopefully with the strengthening of Drew's

project management this problem will be rectified.

Project Inputs

. Only one of the two called for long term technical

advisors, the COP, has been posted in the field. The
health information specialist is still being sought. A

third long term advisor, the health planner described

above, is also recommended.

. Short term consultants have not been used sufficiently.



The areas where consultants could provide valuable
assistance are in training, organizational development,

data management, project administration, etc.

Assumptions

The logical framework discusses assumptions in relation to
project goals and purpose, outputs and inputs. These are
discussed in detail in the body of the report. Our general

conclusions are¢ that the goals purpose are laudible but

that they cannot be achieved within the project time

frame. Further, while suitable institutions are évailable
in the U.S. to provide training in health planning, those
selected in this instance were not totally appropriate. We
feel that the project outputs are somewhat over ambitious
within the time frame of the project. However, the GOK is
certainly moving in the direction called for by the project

and is supplying people and funding to further the project.



Project Management

While an extremely competent and resourceful COP has been
posted by Drew, his effectiveness has been limited by lack
of adequate professional and administrative support and by
the ongoing difficulties relatad to the task of resolution

of contract issues between the GCK and USAID.

Drew's financial management of the project leaves much to
be desired. For example, vouchers for payment are not
submitted in a timely fashion. This makes tracking project

performance as against expenditures difficult,

Drew needs to deploy senior technical staff in Kenya for
short periods on a regular basis to review project progress
and to resolve technical and administrative issues and
problems. And it needs to improve various aspects of

project management in the home office.

The Ministry of Health

While the Ministry of Health is making significant strides
in developing the planning process at various levels,

undoubtedly to a considerable degree because of the HPIP



project and Drew assistance, the MOH has not develoged a
formal mechanism to review progress of the project and the

perfcrmance of various parties to the contract. This it

should do.

USAID/K

USAID/K has shown flexibility in living with the uncesolved

issues of contract compliance, recognizing that progress

toward project goal achievement was being made.

To move the project forward, USAID/X, the MOH and Drew must

sit down and resolve issues and problems.

Project Finances

To date, project finances_ﬂave been underutilized. This
may in part be due to a particularly ample budget.

However, 58 percent of thé time of the project has elapsed
and oﬁly one third of the funds have been used. At least
part of the difficulty can be placed on problems in project
management., People were not posted as anticipated. The
health information component of the project has lagged. To
these difficulties have been Dfew's delays in submitting

its vouchers for payment.



The underutilizations of financial resources to date
provides a better opportunity then might otherwise exist to

extend the project period.

. The Health Information Component

Although most of the data needs for health planning have
been identified, these have never been assembled into a
cohesive, clearly stated health information base for

planning at the district, provincial and other levels of

the MOH.

This needs to be done! We recommend that this be a

priority item on the upcoming health data workshop.

We concur that the M.nistry could manage its data
processing better with a computer. However, before the
project purchases a computer, we feel that six areas must
be addressed. These fall into the areas of data
management, the scope of data processing requirements, the
bureaucratic control of the machine and its upkeep, the
training of users and producers and their involvement in

the design of the system.

1.5. Future Directions




Despite the significant contributions the project has made
towards goal achievement it also has some short-comings. It does
nct represent the maximal focussing of resources of the contractor
(Drew), the MOH and USAID/K toward the resolution of several issues
which have been in need of attention for varying lengths of time;
(a) Resolution of the issue of the covenant between USAID/K and the
MOH about the creation of a "free-standing unit of health planning®;
(b) The appointment of individuals to implement the health
information activities necessary to health planning; (c) The
necessary support to the Drew Chief of Pary in both programmatic and
operational areas; and (d) The appointment of a Kenyan physican to

the Health Planning Working Group.

After this evaluation report has been reviewed it is
strongly recommended that there be é—management conference with all
parties related to the project in attendance. The purvose of this
conference wi.l be to map the futufe direction of the project, to
resolve issues énd problems and to agree on project staffing and

management roles and responsibilities.



2.0

CHAPTER 2

INTRODUCTION

The Health Planning and Information Project (HPIP) is a
four-year agreement between the Governiient of Kenya {(GOX) and
the United States Agency for International Development, Missicn
to Kenya (USAID/K) to assist the Ministry of Health (MOH) to
develop and train Kenyan staff to plan, implement and evaluate
health policies and programs with primary emphasis on expansion

of rural health care.

To provide for this project, a Grant Agreement was signed
vetween the GOK and the USAIDL/K on August 30, 1973, for a tofral
of $2,450,000. On October 1, 1980 the GOK entered into a host
country three-year $1,712,000 contract with the Charles R. Drew
Post~-Graduate Medical Schocl (Drew) to provide technical
assistance, to secure and deliver certain commodities and to
provide or arrange foc training in skills related to planning
and programming the delivery of health services. Prior to
October, 1980, project related activities had been carried out

by USAID/K and HRA/DHHS.

Administrative Basis for thé Evaluation

The Project Paper has explicit provisions for evaluations of



this project on an annual basis., Evaluations were tentatively
scheduled for June 1981 and July 1982 with a final evaluation

in Jjune 1983.

The June 1981 evaluation was not carried out. It was decided
that the present evaluation would take the place of the first

two annual evaluations.

The specific bases for the project evaluation are the project's
logical framework, implementation schedule and the contractor's
detailed time-phased work plans (See Appendix I for the

projects logical framework).

A systematic and objective framework for the evaluation was
prepared by the USAID/K Project Marager in consultation with
GOK officials. The evaluation and our report were qguided by

that framework. .

Objectives and Scope of the Evaluation

Three areas of focus are specified as providing the framework
of the evaluation of the project's progress in achieving these

goals. These are:



1. Review the proposal to establish a Division of Planning and
Implementation, its structure and staffing in light of

recent developments in the Ministry of Health.

2. Review the role of the proposed Health Planning and Policy
Coordinating Committee (HPPCC) composed of senior health
officials and representatives of the Ministry of Works
(MOW) and Ministry of Economic Planning and Development

(MEPD) vis—-a-vis Ministry of Health Management Committee.

3. Assess the functions of the three trained planners in the
MCOH and their relevance to planning at Headquarters,

Provincial and District levels.

In addition, the scope of work calls for assessment of inputs,
outputs, working relationships, budget projections, achievement
of purpose, validity of assumptions and recommenu.itions. These

are addressed in the remainder of the report.

Methodology of the Evaluation

The World Health Organization (WHO) evaluation methodoclogy
guided the evaluators as they reviewed the HPIP. This

methodology includes five criteria. They are relevance,



progress, efficiency, effectiveness and impact. These criteria
were used because they do not contain any particular country

hias.

In carrying out the evaluation a basic open ended interview
technique was used. The selectic.u of individuals for interview

was based on meeting one or more of the following criteria: -

1. They were in positions of responsibility and/cr authority
vis-a-vis the project in the four loci of the
administration of the project: US2ID/K, Drew, Ministry of

Health of Kenya and AID/W.

2. They were directly involved with the project, such as
Dr. Reginald Gipscn and those with whom he works and

interacts.



3. Others whose influence would impinge on the conduct and
effectiveness of the project. These include individuals in
the MOH, Ministry of Economic Planning and Development
(MEPD), Ministry of Finance (MOF), other donors, WO, etc.
Also included in this group is the Health Resources
Administration/U.S. Department of Health and Human Services

(HRA/DHHS), which provides consultants to the project.

4. Those who will continue the process of health planning in
Kenya once the project runs its course -- the returning

Kenyan students from the U.S., and other officials in the

MOH.

Thie interviews were generally structured to facilitate
responses around issues identified in the evaluation scope of

work or in the reference documents.

A site visit was made to Nyeri Provincial Headquarters and
Hespital and the Muranga District Headquarters Hospital and
discussions were held with the provincial (PMO) and district
medical officers (DMO) in charge and several of their key
staff. The discussions centered on issues and problems related
to the delivery of health services and planning to meet health
care needs. The impact of élanning workshops recently held

under the auspices of the Health Planning Working Group was

probed in detail. Persons contacted and sites visited are



noted in Appendix II.

The Evaluation Team ‘ B

The Scope of Work for this evaluation calls for two outside
evaluators., 1In addition the MOH was to provide one
disinterested member of the Ministry not associated with the
health planning project and the MEPD one officer who works

closely with the planning of the health sector by that Ministry.

The evaluation was carried out between July 12 to August 19,
1982. The team consisted of Paul Zukin, M.D., M.P.H.,
President of Health Management Group, Ltd., Piedmont,
California, the team leader, and 2. Erik Farag, Ph.D., M.P.h.,
Director, Qffice of Program Development, Health Resources and
Services Administration, Washington D.C., and Ms. Ann
Khasakhala, M.A., representing the Ministry of Economic
Planning and Development who participated in meetings in Kenya
through July 306h, the period of her assignment to this project

evaluation.



Constraints on the Evaluation

in the evaluation of any project it is necessary to describe
the limitations. With respect to the present evaluation, they

fall into the following areas:

- The complexity of the "environment" and the project per se
required understanding of nuances and an array of
governmental operating systems. This understanding was
affected by many factors. The time available to the
evaluators, the range of issues involved, the attitudes and
perceptions of those interviewed, cultural and social

factors, to name a few,.

- An attempted military coup which cccured at the beginning
of the third week (and last in country) of the evaluation,
significantly interfered with the orderly conduct of the
last portion of the evaluation. Scheduled meetings with
the Senior Deputy. Director of the Medical Services
responsible for health data and the Director of ‘the Central
Bureau of Statistics had to be cancelled. And meetings

with other donors such as DANIDA and SIDA &id not take

place as anticipated.

- Despite these limitations, the evaluators believe they had

adequate opportunity to make value judgements on the major



aspects of this project. However, because of time and
other constraints the financial aspects of the project were

not delved into the dedree desired,



CHAPTER 3

GENERAL BACKGRQUND

To adequately describe the activities of this project it is
necessary to give the context of the undertaking. Thus an
overview of the country, its demographic and health status, tne
organization of the Ministry of Health and other aspects are
briefly touched upon to give the reader a general appreciation
of the complex environmental factors which impinge on this
project. There is no presumption ro originality in the
description. It is heavily reliant on readily available

reference materials.

General Overview of the Country

Kenya is a country soverign over 569,249 square kilometers in
Bast Africa. It is divided into seven provinces and 42
districts with an estimated population in mid 1980 of 16
million people. The overall population density, except for
three areas of population concentration, is light (only 28 per

square km).

Demographic Characteristics

The growth rate of the population is 3.9% per annum. This rate



is among the highest in the World. Kenya has a crude birth
rate of 53 and an infant mortality rate of 87. There has been
a remarkable drop in infant mortality from 148 iﬁ 1948 to 114
in 1969 to 87 in 1979. The country is one of only 8 of 52 in
Africa with an infant mortality rate below 100. There has been
a similar drop in the crude death rate, from 25 in 1948 to 14
in 1979, The decrease in infant mortality has dramatically
increased life expectancy and altered the age distribution of
the population. Thus Kenya's life expectancy is now 53 years
2t birth, as compared to 49 years overall in Africa, and its

population is young, 50 percent being under 15 years of age.

Mortality and Morbidity

The overall mortality is primarily related to infectious and
parastitic diseases. Malnutrition plays a signficiant
contributory role in deaths of infants and children. 1In out
patient settings respiratory diseaces, malaria, diseases of the
skin and diarrheal disease are the most common health problems
encountered and reportedly make up 80 percent of the cases
seen. It is widely reported that the majority of the morbidity

and mortality is preventable with simple primary health care.



Organization of Health Services

As in many less developed countries, Kenya's health service
includes a fairly well developed hospital system and more
primitive rural health services. There is a large, =ssentially
new, 1200 bed general hospital in Nairobi, cssociated with a
medical school which graduates physicians (100 per year),

nurses and other health care workers.

Each province has a provincial hospital of about 350-400 beds.
Each district also has a hospital. Some of these district
hospitals are as large as the provincial hospitals. éoth of
these facilities provide mainly basic medical and surgical care
with some diagnositc and therapeutic capaebilities. Government

hospitals are augmented by Mission and private hospitals.

Compared with most African countries the availability of health
workers in Kenya is rather good. 1In 1977 the physician to
populatior ratio was almost 1 in 12,0C0, and the nurse ratio
somewhat over one per‘l,OOO. In the past several years the
ratio of doctors to population has increased considerably and

now 1s said to be one physician for 6,000 population.

Rural health care is based on static facilities. Mopile
services in Kenya are now in the early stages of developing

village based primary health care. A multi-donor Inteqrated



Rural Health and Family Planning (IRH/FP) project has recently
commenced. This is an extremely important and large project
since it marks a concerted effort to address the health needs
of the underserved rural majority and also aims to strengthen
the family planning effort which, to date, has reported limited
progress in meeting its targets. The projeck is also important
to the HPIP since HPIP staff played a major role in IRH/FP

project planning and implementation.

Over the years Kenya has had considerable assistance from
donors - Denmark, Sweden, Japan, Holland, Britain, the United
States, etc. These donors have supported a variety of health
programs, mostly categorical in nature, although there have
been some general efforts to improve the functioning and
coverage cf the health care system. To a considerable degree
these programs seem to work independently of each other.

The Organization of the Ministry of Health

The Ministry of Health (MOH) one of 23 ministries in the
country, is headed by the Honorabhle Dr. A. Mukasa Mango, the

Minister of Health. He has two assistant ministers. The



Ministry has two major components, the administrative and the
professional sides. The administrative side 1s managed by the
Permanent Secretary (PS). The professional side is managed by

the Director of Medical Services (DMS).

A thorough analysis of the various crganizational components
and complex organizational, hierarchical, and substantive/
technical relationships operative in the Ministry of Health is
clearly beyond the scope of this paper. Yet a few central

observations regarding the key organization structure must be

addressed.

The Permanent Secretary the Honorable Mr. G.R. M'iwirichia,
among other major duties manages the Ministry's budget,

finances, structure and staffing.

The Dircector of Medical Services the Honorable Dr. W. Koinange,
manages the technical cperations of the Ministry. Some eleven
divisions report to him. They have operational
responsibilities. for nrogrammatic areas such a Curative
Services, Preventive Services, Public Health, Nucsing, and
Administration and Planning. Each of these divisions has major
responsibility for programs and staff. These have critical

relationships to the HPIP.

The MOH headquarters controls most of the administrative,



policy and programmatic decisions as well as the fiscal,

personnel and operations at the central level and in the

provinces and the districts.

Each of the seven provinces has a Provincial dMedical Officer
(PMO) who also represents the Ministry on the Provincial
Development Council. These councils have considerable impact
on the formulation of the Provincial Development Plan including
facilities development, and other health-related activities of
the government including public works, water, and sanitation

etc.

The seven provinces have 42 districts and in each district is a
parallel District Development Council. The District Medical
Officer sits on this council. --The districts are also divided
into sub-units where healtnh services are delivered. There are

254 sub-districts in the country.
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CHAPTER 4

PROJECT BACKGROUND, PURPOSE AND DESCRIPTION

Bakground

The evolution of the present project has its origins in Kenya's
shift from a strategy of rural health services supported mainly
by local authorities to é centralized system of rural h=altn
care delivery as a responsibility of the MOH. This shift,
which occurred in 1970, produced strains on the management and
planning capabilities of the Ministry's c¢entral staff. With
the assistance of external donors, ~ number of health
planning-related activities emerged to remedy some of these

recognized weaknesses. -

In 1972, the Ministries of Health and Finance, in cooperation
with WHO and the Ministry of Social Services undertook a health
sector assessment. This led to a "Proposal for the Improvement
of Rural Health Services and the Development of Rural Health
Training Centers." This proposal was accepted.and in 1974
evolved as the Rural Health Development Program. NORAD played
a significant role in the training and facility implementation

for the RHDP from 1973-76.



A MNational Five Year MCH/FP Program also commenced in 1974,
This was developed with the assistance of the IBRD and five

donors, including USAID.

In April, 1976 a USAID/K staff paper pcinted to the need for

planning assistance to the GOK in the delive.y of rural health

services,

Other significant donor involvement by DANIDA in management and

administrative functions followed in 1977.

In February 1977 the Haynes-Gipson team sponsored by the USAID,
worked with the MOH to draft a scope of work to assist the MOH
in the development of the next five year healkth developmenﬂ
plan with emphasis on rural health care delivery.

The next step of USAID assistance was to recruit nlanning
experts. This was accomplishéd through a PASA agreement
between thé HRA/DHHS, and USAID. Under this agreement, several

short-term consultants were initially posted in early 1978,



Among them was a health economist, Dr. James Jeffers, who
subsequently commenced a long term healtn planning consultancy
in June 1978. Working with USAID, the MOH, the MEPD and other
organizations, Dr. Jeffers produced a number ot papers. These
include a Health Sector Assessment (1979) and a later paper

wnich critigqued previous health sechtor plans.

All these activities, plus national pressures, spawned the

development of this project.

Project Purpose

The documented purpose of the project is two fold:

1) To strengthen the GOK institutional cavacity to plan,
implement and evaluate health sector policies and proyrams,
and by so doing;

2) To expand rural healch services delivery.

Project Description

Quoting from the Project Paper "The projeckt will establish
within the MOH and the MOP (now MEPD) headguarters and in
selected provinces and districts a small cadre of crained

Kenyans who can:



3)

4)

Establish rational (concrete, practical and achievable)

objectives and plans; relating these to precise health

programs, costs, manpower and implementation capacities.

Establish both the criteria and capacity through which
existing and proposed ministry and private sector health

programs and policies can be evaluated.

Examine health policy alternatives. weighing anticipated
results in relation to alternative used of rescurces and

the feasibility of implementation.

Conduct or direct and oversee forward planrning studies and
research into important health policy issues and health

program problems on behalf of ministry management.

Establish a health information system which can deliver, in
a timely fashion, the minimum amount of information

necessary for national comprehensive health planning and

short-term needs.



The project provides for many inputs. Among otihers, these
include 79 1/2 person months of intermediate term <nd long term
health planning and information consultant services, 50 person
months of short-term consultant services, 180 person months of
masters level training and 50 person months of short-term
seminar of observational tour training. Training at the
masters and other levels, and the holding of seminars and
conferences are to be conducted continuously throughout the

course of the project.

The project also provides support for 9 health planning, policy
and informaticn seminars; $200,000 of support for the
acquisition of library materials, equipment and vehicles; and
$400,000 of support for action research (using Kenyan

consultants and institutions), baseline information field
trials and evaluationr studies.

Prior to the involvement of Drew, the training of Kenyans unuur
this project was arfanged for by USAID/K. Subsequcntly Drew
took over this responsiblity. Drew in conjuction with GCxX/RUi
and USAID/K now selects the training institutions, facilitates
student applications and their acceptance and from project
funds, handles financial arrangements both with institutions

and for trainees.

Technical assistance began in September 1979 with the servicues



of Dr. James Jeffers, a health economist.* A Drew two member
lony-term technical assistance team was scheduled to arrive in
Kenya on or about June 15, 1980. {lowever, delay occurred in
the signing of the MOH-Drew Contract until October 1, 19838 and
Dr. Reginald Gipson, the Drew Chief of Party (COP) arrived in

Kenya the end of November 1980.

In the original project design it was anticipated that Dr.
Gipson's term would overlap with Dr. Jeffer's for several
months but this did not occur. A critical structual change
which still affects the project occurred during the iﬁterim
period between Dr Jeffer's departure and Dr. Gipson's arrival.
Some background concerning that change is necessary to

understand the evolution of the prcject.

The Ministry of health, as described above, has a Permanent
Secretary (PS) who is the administrative head of the Ministry,

a Director of Medical Services who directs the technical or

*Dr. Jeffers initial assignment was under the sponsorship of HRA/DHHS



professional aspects of the Hinistry. ©Bach of these two sides
has its own staff and organizational structure. EAcCh Jdepends
on the other in that services delivery controllced by the DS
reguires finances and budgets, and a schedule of services and
disbursement mechanisms which are under the control of the

Permanent Secretary.

During Dr. Jeffer's tenure, the Director of Medical Services
and the Permanent Secretary posts here held by one man.
Therefore, agreement that there should be a "free standing
agency"* for planning which was highly placed in the ministry
and structurally "incdependent” did not seem to pose a:problem.
After signing of the Drew contract but before the arrival of
Dr. Gipson that structural unity in the MOH was split with

separate individuals holding the PS and DMS positions.

Historically, there have been_ieveral reversals in this aspect
of the structure of the MOH. The causes or reasons for these
changes can only be Speculated on, and are beyona the scope of
this evaluation. Yet the split in the structure has
constrained the achievement of a key aspect of the contract

requirements, i.e., that a planning unit be established in the

MOH with the specifications described in the Jeffers paper.

*These were the terms used by Dr. Jeffers in his health sector

assessment (1979).



Several aspects of this problem deserve special comment.
First, the schedule of duties of the Hinistry allocates staff
positions under the PS side for Health Planning, Health
Information Systems and Health Facility construction. Yet the
professional side of the Ministry feels that performing these
functicns cannot be done withcut the services delivery staff

involvement.

Second, the GOK-USAID Agreement specifies thét a "division of
planning and implementation" and a "planning and policy
coordinating committee® with the necessary authority to
implement the project will be established within 90 days of the
signing of the project agreement. To Qate, the division called
for has not been estaolished. The Planning and Policy

Coordinating committee has recently been established.

Over the months, USAID has insisted that the conctractual
obligation concerning the planning and implementation disivion
be honored. Numerous letters (abou- 12) regarding this matter
have been sent to the Ministry by USAID/K. To date the
Ministry has not responded and this has proven to be a source

of concern for USAID/K.

The Drew Chief of Party tried to resolve this issue by

proposing modifications to the contract with the MOH., The

intent was to change the requirements for a defined planning



unit as specified in the contract, and substitute other
entitites and planning mechanisms which were on going and which
functionally were directed at accomplishing the planning

function.

The first of these such draft revisions was submitted by Dr.
Gipson to Drew and the MOH in February 19381, shortly after his
arrival in Kenya. Soon thereafter, Dr. M. Alfred Haynes, Dean
and President of Drew and Dr. Alfred Cannon, then Director of
Internaticnal programs arrived in Kenya. In a visit of around
ten days they attempted to nedgdotiate changes and modifications
to the Drew-MOH contract. However, no contract modifications

ensued.

The provisions of the first proposed modification were clearly
of concern to all the parties. Yet while no solution was
entered into, no urgency for action seemed to develop from the
session. Subsequently, Dr.‘Gipson drafted two additional
modifications of the Drew/MOH contract, the last in December
1981. Tc date, none-of the parties appear to have made
successful efforts to resolve the issues except those suggested
alternatives drafted by Dr. Gipson. We saw no writeen
critiques of those drafts by Drew or the MOH. There was none

by USAID/K, since they had not officially received the drafts.



There secems to be evidence that the impasse in resolving the
issues, while of much concern to USAID/K, wWas not seen as
critical issue since the MOH appeared to be making progress in
developing a planning mechanism within its organizational
structure and its functionsl inter-relationsnips. Recognizing

this progress, the first year project evaluation was postponed.

Despite the absence of project revision, Dr. Gipson has used
other strategies to enhance the Ministry's planning function.

These are discussed later in this report.

There is another aspect of the project that has been a source

of concern between the MOH and USAID/K.

The project in essence calls for the establistinent of a career
ladder or "scheme of service" for health planners in the MOH.
Yet under present Public Servige Ccmmission policies, a
separate scheme of service for planners in the MOH does not and
cannot exist. Therefore a cafeer ladder for planners in the
MOH does nﬁt seem to be possible at this time. To qualify as a
planner an individual is required to have had a formal graduate
education in economics at a university which has a curriculum
acceptable to the civil service, and MEPD. Thece individuals

all serve under the scheme of service of the MEPD and are

seconded to work in other ministries.



CHAPTER V

5.0 FINDINGS, ANALYSIS AND DISCUSSION

5.1 Planning Environment

The planning process in the Government of Kenya is highly
institutionalized in the Ministry of Economic¢ Planning and
Development. 1In 1980, some financial responsibilities were
separated from the MEPD and were placed under the Ministryvy of
Finance. Both of these ministries now have a vital role in the

planning and budgeting process of the government.

The MEZPD has developed the national five Yea: development plans
since independence ir 1962. To do this, the sectoral glans
prepared by varicus ministries and other agencies are
aggregated into a cohesive, n%ﬁional plan. ©Not all of the
sectoral plans are adequ:-te, however, and the MEPD may prepare
its own plan for a sector under these circumstances. This is
said to have occurred in past years with respect to the health

sector. Because of the events described kelow, it is

anticipated that the MOH will not be found lacking this time.

5.1.1. President's Mandate

Recently, the President of Kenya the Honorable Mr. Daniel



Toroitich Arap Moi, established as policy that the
districts will be the hub of development in the country.
This has had direct impact on the plaanning and
administration of health services in Kenya. It reflects a
deep interest in local development, and has shifted the
focus of health planning from the cent:al level to the

districts.

Preparing for the FPifth National Development Plan (1984-88)

On January 20, 1982, the Ministry of Economic Planning and

Development issued a circular implementing the President's

decentralization mandate. The schedule for plan completion
and publication is December 12th, 1983, Kenya's 20th

independence anniversary.

To prepare the health porfion of the Fifth Development
Plan, a detailed outline and schedule of events were laid
down by the Permanent Secretary of the MOH on December 2,
1981.. Early in 1982, the Director of Medical Services
issued a health strategy statement which emphasized that
greater attention and resources would be paid to primary

care and to meeting the needs of the underserved rural



population, lew hsopital construction will be delayed and
rural health facilities will be pushed. The P3' schedule
of events and the DMS' statement are outlined in

Appendix III.

Both of these docuients have led to the following
oreliminary work being completed or being undertaken to

prepare the Fifth Development Plan:

1. Reviews of performance under the present plan to be

prepaved, down to the districts level;

2. Plan-related research projects to be identified and woik

initiated;

3. Phased workshops on health planning at the provincial

and district levels;
4. Monitoring system. to be established;

5. Development of priorities in districts to be identified,

and

6. A draft of development strategy and supporting policies
with respect to the health sector to be vrepared and

submitted to Cabinet.



.1.

Relationship of the Ministry of Health tc Other Minicgkries

and Organizations

Other than MEPD whose influence we have discussed above,
there are three ministries which affect health planning in

Kenva.

The MOH relates to the Ministries of Works and VWater
Development in the planning and implementaticn of health
services and construction of facilities. Delays dr
problems in the relationship with these ministries directly

impact the MOH operations and service delivery capability.

The third ministry which impacts the MOH's planning
environment is the Ministry of Finance which approves it's
developmental and recurrent budgets. These ministries
therefore have an important ongoing effect on the MOH and

its planning capability.

Over the years, various donors have provided planning

assistance to the MOH. For example, DANIDA and SIDA have

directly supported planning and management related



activities. DANIDA assisted the development of the
Administrative Support Unit under the DMS and SIDA has long
supported health facility planning and implementation which
fall under the purview of the PS. These donor efforts are
not always well coordinated. Although an effort is made to
accomplish this through a Deputy DMS, dconor requests and

interests may block the process.

MOH Function- in Relationshio to Health Planning

in its schedule of duties, the MOH has a list of functions
which deal with planning. Three principal areas will be
discussed. These are facilities planning, healtii services

planning and the health information service.

Facilities Planning

Feasibility of, planning for, aand development and
construction of health facilities is an activity, generally
conducted in a complex relationship with the Ministry of
Works. This activity traditionally has been under the PS
side of the MOH. This function is not performed LY a
single unit but has several loci in which the various
activities which deal with facilities development and

construction are performed.

It was not clear to this team what relationship health



facilities planners have with the staff who plan health
services. So far as we are aware, no one yet has been
assigned to be the Health Planning Working Group (HPWG)
from the area of facilities development. This situation

should be remedied.,

Additionally, in the area of decision making, the roles and
functi.ons seem unclear between the facilities development
activities of the MOH and those of the Ministry of Works.
That the interface is not what it needs to be, is
exemplified in the length of time that constructed
facilities may stand 1dle, awaiting the placement of needed
support systems. The complex issues involved in that
interface and the working relationship which must exist
between the MOH and the MOW were clearly ceyond the scoée
of this review. That theywneed to be studies and
operationsl problems resolved was indicated tc¢ us as being

beyond question.



Health Services Planning

The activities which deal with health services planning
have had an uncertain and varied organizational home.

While in the schedule of duties, the locus for services
planning is placed on the PS side of the MOH, the function
presently falls under the 3DDMS, Director of the Division
of Administrétion and Planning, Dr. S. Kanani. 1Indeed that
séems to be where the locus of control of HPIP resides in

the MOH.

Health services planning is integrally tied tc the five
year development planning system and is very closely
related to the budgeting system. It has two aspects which
have séparate process streams: The developmental budget

which deals with the financing and construction of healktn

facilities and the recurrent budget which deals with

staffing, operations and related costs.

In a critigue of the relationship c¢f the developmenal
budget and the recurrent budget, Dr. Jeffers suggests that
this is probably the greatest single step in need of health
planning action. That the MOH is aware that this is a
central planning problem is amply demonstrated in paper
written by the Secretary of the HPWG who stated this in a

frank presentation to a National Workshop on Health



5.2.3.

Planning.

The complex process, both political and decisional, which
deals with the policy issues involving the expenditures and
recurrent aspects of the budgeting syctem but among the
provinces, and the relationship of those expenditure to the
health prcbhblems, be a central theme in the development of
the next plan. Evidence of that was clear from our
discussions with key staff, both central as well as those

in the provinces and districis.

The Health Information Service

A third group pe:forming a function felated to planning is
the Health Information Systems Unit. It, too, has had the
same ambigious placement 5; health services planning, with
the schedule of duties placing i: under the DPS but with
its staff functioning under the SDDMS for Public health,

Dr. Ottete.

Nur evaluation of this activity unfortunately was
interrupted before its conclusion. Thus some historical or

developmental steps may not have been fulily drasped by the

evaluating team.



The World Bank as part of its study for the IRH/FP project,
in November 1980 (that is, simultaneously with the
development of HPIP) wrote an extensive report which
anlyzed the Ministry's information and data systems. The
report costed the subparts, its staffing, and made a
thorough review of compcnents required by those subsystems
in the MOH. This report provides a detaliled analysis of

the data needs of MQH.

Dr. Robert Winshall, an epidemiologist, spent six weeks as
an HPIP short term consultant in the fall of 1981. His
task was to develop the data base [or planning and to
outline a schedule for implementing the health information
aspects of the project. Unfortunately, little came from

his consultancy.

Mr. Joel Henderson, a computer systems expert has
contributed abou. five months toward the developmnent of a
data p.Locessing system for the Ministry. His plan was
reviewed. It deals with the implementation of some of the
recommendations of the World Bank Team, but also provides

for the computerization of the data.

Some features of the plan include:

1. The purchase of an IBM 4321 ccmputer and to install it



in the MOI;

2. A shift from the present system of disease
indentification to ICD/9 and to shift some data processing

into the field;

3. To establish a computer committee within the Ministry;

and
4, To develop Ministry-wide on-line information systems.

It is clear that this area has received a great deal of
thought by the Ministry management over the years., Indeed
each district and province has defined system of patiené
and vital statistics record keeping,

while a similar track is evolving along the nonagement and
control functions of the Ministry, these are not as
systematic nor as developed as the patient care and vital

statistics records.



The MOH Strategy for Planning

From the above descriptions of the three streams of activity
related to planning it is safe to conclude that there are
several orqganizational units which play a significant role in
the performance of the health planning function in the MOH.
There seems to be a deliberate attempt by the MOH to distribute
the power and responsibility to various power loci. The
strategy appears to be more a seeking of major divisional
involvement in the planning process than to establish or
concentrate it in freestanding agency isolated from the

operating units of the Ministry.

The planning structure which now exists seems to be designed to
focus the power, that a central unit might have, in the Health
Planning Steering Committee (EESC). The HPSC is thus the
functional head of planning in the MOH. That Committee 1is
composed of the five key decision-makers of the MOH. The
committee functions as a policy setting group for health
planning 1ssues. Reporting to the HPSC is the Health Planning
Working Group. At this writing that group is composed of three
full time staff performing the health planning functions. All
were trained at Jonns Hopkins University under funding of this
contract., Dr. Gipson, the Drew COP, nominally serves as the

"Resource Person" to this group but fully participates in its

activities.



This organizational arrangement, whose permanence we were not
able to ascertain, has some édvantages to the successtul
working of a planning apparatus in the Kenyan MOH. Since the
Ministry staff has had experience with a centralized MEPD/MOH
managed process they seem to perceive planning as more of a
constraining/managing function, than a policy-analytic-options~
formulating process. However, the choice of the current
arrangements appears to be enhancing an evolutionary change
towards the latter view. That evolution will need to be

nurtured and fostered.

5.3.1. The Structure and Terms of Reference for Planning

Thus the Ministry of Halth has a complex bat defined
structure for plannincg, which is spelled out in the
schedule of duties e..unciated in the most recent such
documept. That structure seems to be carefully thought cut
and designed to serve the purposes c¢f key MOH decision
makers. An effort by the evaluators to understand those
purposes and their fundamental philosophical underpinings

was attempted. The following observations sketch the key

areas uncovered.



There seems to be a very strong feeliny in the Ministry
that a "free standing agency" for planning would be too big
a power base which, when combined and interacting with
extra-ministerial influences (e.g., other ministries such
as MEPD AND MOF), would diminish the role of key MOH staff
with respect to the direction and nature of Ministry of
Health decision making. Henc= the need for the current
structure which requires the involvement of the key

decision-makers.

A second key observation with appeared to influence the
planning structure is the often rereated statement that
planning must be one of the several functions of
mananagement and not and isolated activity "doing its own
thing." The interpretation we give to this complex
distinction is that the nature of planning for the Ministry
must be perceived as the cummulative sum of the planning of
its several units. It is the evaluators opinicn that to
short-circuit such an evoluntionary and necessary step
which the Ministry is seeking to develop, would be a
critical error. Indeed the process of planning by the key
units or divisions must precede the decision makers
reconciliation of their combined activities. 1In short,
national health planning, it seems to us, must evolve as a
function of increased rationality in planning by the

subparts of the Ministry.



Should that sequence of development be nurtured it would
impel the growth of the planning process. This would
assist the development of consistent policies in both the
develoomental and recurrent budgets. The reconciliation of
the two budgets to each other would be enhanced. The
development of cohesive and integrated policies regarding
the nature of the priorities and their net effect on Kenyan
society and the weighing of the political, social and
societal effects of these priqrities on the development of
the Kenyan Nation would become the final stage of the

planning process.

To expect the process to have evolved in the short duration
of the contract period to date is to sericusly
underestimace the complexity of the change required, the

nature of that change, and the speed with which it can take

place.

Indeed the Steering Committee seems to be gradually
evolving a focus of decisionmaking regarding the planning

and implementation of a wide spectrum of activities.



It is in this complex environment that the HPIP must work.
There have been various vehicles used by the Drew COP to
involve the Ministry components in the planning process.
The Kitui and IRH/FP projects served as "test" (as one
influential officer of the MOH described the involvement of
the Drew COP in the undertaking). The attempt of the
Ministry to develop an annual repcrt was another. The
fourth strategy in which the Ministry has a large
investment and which represents the major existing vehicle
towards the implementation of a health planning function is
the next five year development plan. Whilé at first glance
these attempts seem unrelated they represent to ué the
aggregration of alternative strategies employéa to

accomplish the stated purpose of the contract.

At this point it is fair to ask Lo what extent has the !NOH
been concerned with health planning in the past, and to

what extent it is now concerned with nealth planning? The
guestions are not rhetorical. They are designed to answer
the central question of the impact of this contract on the

t‘1OH .

A review of the historical involvement by the MCH indicactes
that it has devoted minimal solUrces and little effort to
the production of what has become the health chapter in the

previous five year development plans. From inteviews, and



the review of a critique of that chapter of the current
five year plan, it 1s evident that there was little etffort
to reconcile the plan document with projected budgeting or
action plans. Indeed, the relationship of the last five
year plan to the accomplishments wece not viewed, by anyone
interviewed, as closely related. The plan was not a guide
to action. Many projects planned were not implemented and

some that were unplanned became realities.

It is clear that in the past the planning process was
entered into to fulfill a governmental requirements rather
than as a guide for incresing the rationality in the
expenditure of resources or programming. Furthermore,
prior to the present project, the planning process was
described as delegated to one individual who tried his
best, but who did not anlyze the relationsnip of
eXpenditures to future neéas. Thus for example, on the

developmental side, the budget grew independently o¢f the

ability for 1its support by the recurrent budget.



another factor which further complicated the current plan's
development was that it was prepared with little
involvement of the districts and provincial staff of the
MOH. Thus there seems to have been an enormous
disconsonance in the view of the district and provincial
development committee assessment of need and that of the
central MOH and MEPD. Indeed, few of the district or
provincial officers seemed to be aware of the budgetary,
facility and service implications of the planning process,

and seemed unaware of how it could be impacted.

In sum this project seems to have had a profound effect on
beneficially changing some undesirable aspects of this
historical direction. A brief description of that evolving

new direction is appropriate here.

Under the guidance of the g£eering Committee, the MOH is
developing a sophisticated process toward the development
of the next five year development plan. Indeed the
involvément of the Permannet Secretary, the Director of
Medical Services and other key officials in setting the
timetable and stressing the importance of the various
stages of the development plan, seem to define a well
articulated and defined procesé. Their involvement "kicked
of f" a national meeting and was followed by traihing

sessions in the provinces and districts. These meetings,



as can be ascertained from the wriktten speeches, materials
used during the sessions, and the minutes,were frank and
self-critical. A clear departure from the past process
seems to have evolved during these sessions and an
enthusiastic but deliberative attitude prevails in the

provinces and districts as well as in the HPWG.

The training workshops utilized detailed guidelines
developed by the HPWG and the Resource Person (COP) as the
vehicle for the development of the provincial and district
plans. This process promises to bring new input into the
decision making which will lead to the development of the

health chapter, -- the country's Developrent Plan.

vet it is not clear to us how and with what criteria the
provincial plans will recoqcile the various district plans
coming to it, or the process of reconcilation of the seven
provincial plans'intu a National Plan. This will have to
be done so that the various needs and wants cofeach sector
of the country are reviewed with a consistent set of
policies developed to meet ~hose needs. This seems to be
the next critical step in the planning process. How that
step will be performed may be the key step toward credible

review of



provincial and district development in the planning
process. It will also be a pivotal step in showing the
extent to which the Ministry is moving from the use of the
process as an exercise, toward a system of more rational
planning which meets the needs of the various sectors of

the country equitably.

To achieve the project purpose, the training of Kenyans in
planning skills in the United States and elsewhere has been
emphasized. However, with the sophisticated local
workshops being undertaken in the country, there has been a
second scream of long and short term training. This aspect
of the contract seems to have been the area which was
implemented ahead of schedule. The review of the training

and its contributions to this project is dJdiscussed in

Section 5.4.

Projects Inputs into the Planning Process

In evaluating, the HFIP it is required that the team review,
among other things, the project inputs into the planning
process. Essentially, HPIP may be viewed as an institution
building project which provides training, technical assistanﬁe

and related commodities as the primary inputs.

A key input in the planning process as perceived by the project



4.1,

designers, 1is that organizational arrangemnents would have
considerable impact on this project. The situation as
described above, -- the dual track administrative and
professional decision making structure -- has constrained
project achievement. It has also slowed down the meeting of
some targets envisioned in the agreement between USAID and the
GOK, and the contract between the MOH and Drew. However, as
noted in the project paper, the "wisdom, perception and
competence of the technical assistance team" would largely
cdetermine the performance of the planning entity and how it is

interacted with other units within the MOH.

DHHS/HRA to Province Technical Assistance

Dr. James Jeffers, who prcvided technical assistance to the
MOH for several years under the auspices of HRA, did in
fact remain in Kenya an additional seven-and-a--half months,
as called for in the project paper. Some of his analyses
and perceptions are valid now and deserve continued

consideration.



4.

Drev to Provide Long Term Technical Assistance

The Project design specifies that Drew will provide 70
person months of technical assistance. That a senior

health planner will be posted for 35.5 months and a health

«nformation specialist for 34.5 months.

In the project proposal, Drew had specified Dr. Girma
Wolde-Tsadik, a biostatistician and head of its Community
Health Information System as the project information
specialist. This individual was not accepted by the 104
who requested that a medical doctoL/epidemiologist be

posted instead.

Although Drew did not entirely agree with this request it
bowed to the GOK's preference. After somc delay, Dr.
Ropert Winshall, an M.D. with an M.P.H. in epidemioloyy,
was identified by Drew. Dr. Winshall arrived in Kenya on
August 24, 1981 and remained for approximately seven weeks,
serving as a short term consultant to initiate the project
health information system. His consultancy is discussed
below. Suffice to say, Dr. Winshall was not selected as

the long term information specialist.

To date, a health information specialist, as spe-ified in

the GOK--Crew contract, has not been posted, However, a



second health information consultant, a data processing
specialist, Mr. Joel Henderson was in Kenya during the
evaluators' stay, preparing for the installation of an IBM
computer in the MOH. 1If his activities go as scheduled, he
will be posted for an additional 18 months as the long term

project health information specialist.

This report will next consider the activities of Dr.
Reginald F. Gipson, Drew's Chief of Party and to date, the
single provider of long term technical assistance, under
this $1.7 million contract. Project needs for technical

assistance will then be addressed.

Earlier sections of this report have described the ebb &nd
flow of the project. Shortly after Dr. Gipscn arrived at
post he pressed the MOH to-establish the called for Policy
and Planning Coordinating Committee and a Division of
Planning and Implementation as specified in the project
paper and the USAID/GOK agreemeant, but without success. It
was evident that the MOH was not yet prepared to take these

steps.



To push on with the project, Dr. Gipson began to build
relationships with various officials and directorates in
the MOH and with other organizations related to health
planning and health services development. In the view of
‘the evaluabtion team he has done this with exquisite skill
and considerable success. At the same time he became
intimately involved in the planning and development of the
multi-donor Integrated Rural Health and Family Planning
Project. To prepare for this country wide effort, a
project data system had to be developed and planning work
shops carried out., Dr. Gipsoh has plaved a key role in all
these activities as well as providing effective linkages to
the Medical School in Nairobi, other donors, the Ministries

of Finance and Economic Planning and Development.

In December 1981, the government announced its policy of
decentralization and called for preparation of the rifth
Development Plan. To prepare for the writing of the plen,
the Health Planning Working Group and Dr. Gipson, with
other staff of the Division of Planning and Administration
of the MOH, are carrying out planning workshops at the

provincial and district levels.*

*Despite its name, the Division of Planning and Administration does
not constitute a formal planning entity as called for in the project

agreement



A major effort went into the preparation of the planning
workshops which are phased and sequenced. Training
material including planning yuidelines were developed,
produced and disseminated. #uch of the cost‘for this
effort came from the Drew contract, yet some significant
expense was also borne by the MOH. Details of the finances

are discussed below.

As a result of the First National planning workshop effort,
on May 6, 1982, the PS established the Bealth Planning
Working Group which reports to the Planning Sterring
Committee (See Appendix IV). The Working Group ié charged
with the responsibility of "coordinating departments and
collecting data in order to write a draft health sector
plan.”™ In essence, this is the beginning of formalization
of a planning process and entity in the MOH.

To‘date, Dr. Gipson, essentially alone, has had the
responsibility to provide long term technical assistance
and to carry out the major administrative asvects of the
Drew contract in the field. Up to 30% of his time in the
field may be spent on non-technical activities. He has
recently requested that a second planner be posted for the
remainder of the project term. This individual, classified
as a planner/management development specialist, would have

contract management responsibilities in Kenya but would



function primarily to assist in the development of training
materials, participate in planning workshops and othat
activities, and in general support the activitieg of the

HPWG.

The second Drew long term planning advisor would enhance
the operation and capability of the Working Group to
perform its present functions and to move on to a planning
continuum to assist provincial, district and other MOH
entities in the preparation of annual plans. Then the
Working Group and the Drew team can evolve as a service
organization to the various components of the MOH rathecr
than a decision making body for it. The evaluation team

thoroughly supports this proposal.

To summarize, to date, Dre% has provided approximately 19
person monthé of long term technical assistance of a total
of 70 person months ._pecified during the project term. An
additipnal long term planner is recommended for the
remainder of the project term. Drew also intends to post a

health information specialist to improve data processing

capability of the MOH.
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Drew to Provide of Short Term Consultant Services Rdlated

to the Implementation 0of the HPIP

Drew is required to provide 18 person months of short term
training. The following consultants so far have prodived

to the HPIP:

Dates Discipline Person months
rson 3/81-8/81 IRA/FP 5.4
Implementation
hall 8/81-10/81 Health Information 1.5
erson 2/82-Present Computer Programming 5.0

To date approximately 11 persorns months of ccnsultant

services have been provided through the Drew contract.

Dr. Gipson, and Drew have identified other disciplines
which vould provide consultant services. These are in the
preparation of training materials for planning and
assistance with plan formulation at the district level. Up
to six months are suggested for these services. Whether or
not such services are required would in part be related to

the skills of the second long term planner discussed above.

HRA/DHHS Provide 26 Person Monkths of Short Term Consultant




Services for Assessing Feasibility and Design of USAID and

MOH Jointly Identified Mew Health Sector Activities,

To date, the largest single expenditure, Dr. Jeffers
consultant services, have been provided through HRA/DHHS.
As the lMOH/Drew identify consultant needs, they presumably
will be provided mainly by HRA in collaboration with the

USAID/K Mission.

Financial review of the HPIP

The financial performance of project represents an important

factor in considering the project's viability.

In our review of thnis sector area we were faced with a paucity
of information. For example, we did not have a recount of
HRA/DHHS' project related expenditures, Drew's records were

incomplete and the MOH had to estimate what it had contributed

to the project.



Records indicate that the first voucher for payment submitted
by brew was dated eleven months after the project ccmmenced and
was for the period from October 1, 1980 through June 30, 1981.
The second voucher covered July 1, 1981 through September 30,.

1981, and the third from October 1, 1981 through Deczmber 31,
1981.

There then occured an eight month delay in submission of
vouchers covering 1932 expenditures. Two vouchers were finally
submitted in late August, 1982, covering the first two guraters

of the year.

We were unable to ascértain why sucan delays occurred or were
permitted. Some of the delay probably was caused by inadequate
staffing support to provide secretarial, accounting and
book~-keepiny services in the field office. More directly we

feel it represents managerial inattention by the Drew home

office,

Tables I, II and III provide information on expenditures by
Drew during the first 21 months of the project. Appendix V
details these by project year and whether expended by the home

office or field service.

TABLE I

Expenditures by Contractor by Category*




Budgeted Actual % Budgeted

Amount, 36 Expenditures Expended
Categorsy Month's Throuah 6/30/ Through
Category

Project 82 (21 6/30/82

Months)**

Salaries & Wages 401,955 159,732 38.9
Consultants 81,000 . 29,457 36.4
Fringe Benefits 82,191 19,466 23.7
Overhead 159,749 62,535 39.1
Travel & Transport 173,900 35,967 20.7
Allowances 213,970 41,603 19.4
Equipment & Vehicles 144,236 56,105 38.9
Materials & Supplies 40,764 2,107 7.6

Participant Training

and Conferences 302,955 166,215 54.9
Other Direct Costs 102,280 34,135 33.4
TOTAL $1,712,000 $558,322 32.6

*Source, USAID/K and Drew

**2]1 months represents 58% of the total project period



TABLE I

21 Month Expenditures by Home and Field Offices

Total Home Field $Home $Field
558,322 122,144 434,177 22.2 77.8
TABLE III

21 Month Expenditures by Home and Field Offices

Excluding Equipment, Vehicles and Participant Training

Total Home Field $Home ' 3Field

336,001 122,603 263,398 31.8 68.2

Although billings cover 58 percent »f the Drew ccatract tinme
frame, only in the case of training have eXxperditures kept pace
with the project flow. Approximately $300,000 was budgeted for
this activity and wi;h the majority of training now completed
only somewhat over half the budget amount for the activity has
been used. Less than ten percent of funds budgeted for

materials and supplies have been used.

This under-utilization cf the full availapbility of resources is
due to many reasons. In some cases more money than was
necessary was budgeted. 1In the case of equipment and vehicles

the computer is yet tc be purchased. And with respect to human



resources the under-utilization of funds has been due to lack cf
closure on staffing, particularly on the data issues, and also
on the under-use of consultants to assist in the project

development (only about $30,000 were used to date).

Another signficant observation can be made. Table II shows that
for the first 21 months of the project 22% of expenditures were
made by the home office anc 78% by the field office. The great
share of expenditures on vehicles and equipment is charged to
the field. Direct training and cénference costs, i.e., tuition,
transport, living expenses, etc., are charged totally'to the
field office. The home office has the responsibility of
facilitating placement of trainees and administering funds
related to training. This is considered as part of project:
administration and is not separated out as a line item

expenditure by the home office.

To get more a realistic picture of the relative value of the
contribution by the home office and the field office tc the

achievement of project purpose we have arbitrarily exluded



training costs and expenditures on equipnent and vehicles fron
total project expenditures. As may be seen from Table III, the
ratio of home office expenditures to that of the field office 1is
then 32% to 68%. In the view of the evaluation team this ratio
is undually skewed in favor of the home office, not so much in
the expenditures themselves, but in terms of relative

cost-benefit they represent to achievement of project purpose.

The Ministry of Health also has contributed critical financial
assistance to the HPIP. A rough estimate by Dr. Kanani of the
GOK/MOH contribution towards its share of the financing of the
project places the fiture at about $100,000. No analysis of tke
relative relationships of this contribution to the contractual
levels agreed to has peen made made by the evaluation team due
to time constraints. It can be stated nevertheless that the
ministry has made a considerable investment in health plenning
and the project. The expected MOH subvote to fund the use of
the soon to arrive commodities/vehicles represents an example of

this GOK commitment.

The anticipated and planned subvotes in both the Ministry of
Finance (for four data systems analysts and other data input
personnel at the district, provincial and MOH levels) and at the
Miiistry of Planning and Economic Development for econcmists
(number unknown at this time) to be seconded to the MOH for

planning -- also represent major commitment by the GOK in the



development of planning in the MOH.



COUVCLUGIONS ANID RECGHIENDATICHNS

To be responsive to the scope of wock for Lhis evaluation, Lne
conclusions and recornmendaticons will be preszented in the context
of the project's lcgical framework with gecitions on gocals and
purposes, ocutputs, inputs and assumptiocns. ‘'fhe report will also
address specific overarching aspects of the project. These

concern the management of the project, financial acpects and the

project's health infermation component,

Some material presented previously may alsc appear in this

chapter in summary ferm.

Goals and Purposes

ZONCLUSION: Most of the goals and purncses of the project are
A A oy

peing met.

Largely through this project the GOK céapability to develop
health sector plans, programs and policies that will achieva a
more efrficient use and more equitable distribution of health
sector resources 1s belag enhanced. The project purgese i3 Lo

strengthen the GOX institutional capacity to plan and implement

health sector program and policies with



expanding health services delivery to

T™his

6.1.1.

T

he rural copudlation.

s occurring.

colicy Analysis and Formulaticn

CONCLUSION: The project as vet had small effect on policy

analysis and formulation.

However, the recently published Health Strategy Paper by
the DMS undoubtedly reflects Lhe impact of pilianning and
policy development.

RECOMMENDATION: The MOH should formulate volicies to deal

with provincial and district plans consistently,

In preparing the pcovinciéi and district plans for inclusion
in the Fifth Development Plan, many issues and precblems will
surface. The key staff of the central level of the Min.stry
should farmulate policies early on, so that when provincial
and discrict rlans come in, th=2re is a concsisteut manner in

dealing with then so as to arrive at a cohesive health

sector plan.



6.1.2.

Continuaticn of Project and Project Duration

[V G

CONCLUSION: We believe that three vears 1S noi suf

o

icient

¥

time to train staff in planning and to achieve and achieve
and institutionalize a decentralized national planning
process in a ministry where planiing and programmatic
decision making historically has been made centrally.
Experience in other countries would indicate that a period
of five years, given « reasonably receptive environment, is
a more realistic time frame in which to train a cadre of
planners and to achieve the orjanizational changes necessary
for there to be full awareness of the planning process and

for it to be accepted and to function in a productive manner.

Additionally, in the present situation, the timing segquence
for the production of the limited number of trained planners
who have been or are being_ trained by this project is such
that few of them will have the opportunity to interact
adequately with the expatriate c¢dvisor(s) prior to the end

of the project, as presently scheduled.

RECOMMENDATION: The project should pbe continued and ikts

period extended.

Ve suagest that the project and its funding be extended

through September of 1985, This will permit the project to



6.2

go through the formulation of the health sector portion of
Lo

the Fifth Development Plan which is due in Decemboer 1983.
The extension recommended would also provide for an
additional year to consolidate the planning process and the

planning entity and to develop and implement the first
annual plan. This extension would also aillow a final period

for project termination, closeout, and reporting.

Yihether this time frame is sufficient to institucionalize
the planning process shculd be re-assessed at the next
project evaluation which should be carried our as scheduled,

i.e., mid year 1983.

Project Outputs

Establishment of a Division c¢f Planning and Implementation

in the MOH

CONCLUSLION: There is evidence that the COW/MOH in

conjunction with MEPD has embarrxed on health planning at the

national, provincial and local leveis. The MOH is also

involved with programming of rural health delivery, e.g. the



Mational Integrated Rural Health and Family Planning Project
and the soon to ke established XKitul project. The Draew
chief of Party and the Health Planning Vorking Group were
actively involved in the devslopment process of these

projects,

However, to date a formal Division of Planning and
Implementationm has not been established. MNone the less, we
believe the Health Planning Working Group will evolve into a

formal planning entity.

The called for Planning Policy and Cocrdinating Committee
nas been established with representatives of the main
division of the MOH. However, to guide planning a Planning
Steering Committee has also beeu set up. Its members are
the five key staff of the Ministry. This Steering Comnmittee

meets at least monthly. o

RECOMMICNDATION: 'The structure and functions of HPWG should

be formalized in a planning entity by the MOH. In order to

gain acceptance and to minimize threats to established

decision making power, the planning entity should function
primarily as a service organization undertaking activities
which will develop and support the planning efforts of the

Ministry's operating units.

The contract requirement for the creaticn of the formal



6.2.2.

planning entity should be postponed to a time to be agreed
upon by the parties to the agreement. A Keaya shysician
should be assigned full time to the HPWG to serve as

Dr. Gipson's counterpart. Unless this is done

"institutionalization of the health planning process undarway

will lack the necessary continuity at the end of the p-oject,

i

Eighteen Planning Workshops or Conferences to be cconducted

CONCLUSION: These were carried out with at least two

iterations in each of the provinces and their districts,

except for the North Eastern Province where travel is

restricted.

These workshops are aimed at developing and institutige

nalizing a systematic decentralized planning prccess.

RECOMMENDATION: We ucge that firther workshops which are

planned continue. These should address the scheduled areas

as well as others such as a minimal needed data set, the
reconcilation of local with national plans, research topics
for needed health services development, and management

controls of the planning process.



6.2.3.1

Lona and Short Term Participant Training

w

CONCLUSION: Long and short term kraining was carried out as

specified.

Kenvans Trained in Health Planning Under the Project

Function as Planners in their Return

CONCLUSION: Three Kenvans trained at Jobns Hopkins

University returned to the MOH and are assigned to the

HpWG. However, the issues revolving around the scheme of
service were not adequately considered as they impécted on
the trainees and the 0H. Specifically, the i1.H3.S. degree
given by Johns Hopkins University to non-physicians was not
deemed acceptable by the MEPD as appropriate training for

advancing planners in its scheme of servica.

RECOMMENDATION: Should future trainees pe gsenk to the U.S.,

there should be adeguate review of the acceptability of

their curriculum and the awarded degree in advance with the

Public Service Commission cr other relevant GOK agencies.

Graduate Training in Planning Relatsd Subjects

CONCLUSION: Nine Kenyan physicans are ncw in the U.S.

receiving long term training in public health at the



master's level, Four are at the Univorsity of Hassachusetts

and five are at Loma Linca University.

It is recognized that there is a grealt need for trained
medical doctors in public health to serve at various levels
in the MOH. However, there is egquai n2ed for training of
nurses and other staff who are playing a critical role in

the planning and implementations of health services.

While there may be advantagés to sending Jroups of students
to the same university, the benefits derived from the
diverse strengths of various institutions may havé
contributed tec a greater mix of skills and variety and range
of staff competency in the MOH. The timing and selection of
students to be trained severely limited the choices of

training institutions,

RECOMMENDATION: Should the vroject be extended, nurses and

other categories of health workers, including administreative

personnel should be provided training in discipline dealing

with health planninyg.




Greater diversity should be made in selacting instituations
to provide the speific vlanning-related skills reguired by

those being trained.

Province Short Term Training For Five Xenvans

CONCLUSICHM: Five short term trainees representing vacious

disciplines in the MOH, were sent to Drew to develop

training materials designed to develcn nrovincial and

district healkl management tsams.,

The selectees were senior health scaff of the provinces and
districts and thus cepresented a significant committment by
the MOH to decentralized planning and to the development of

planning and manadement skills at various levels of the MOH.

This training was well timed to fit into the ongoing

planning workshops at the procvincial and district levels,

RECOMMENDATION: Some of the funds wresently available in

the project should be considered to provide further short

term training, preferably in Kenya for other areas needing

attention sush as data selection, its uses for Managers and
planners; data processing; sampling and its uses, rural
health care facility, minimal reguirements and the

relationship of administration to planning.



Conduct Observational Tours in Africa

CONCLUSION: Observational tours of public health !

=~
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and services deiivery activities in Fast and West Afriaa
were carried out in a timely fashion and seem to have been
of benefit. It had been anticipated that the Kenya
participants wculd prepare a report. This was not done.

The Drew COP took the responsibility to summarize the tour
activities for the record. The failure to have had a formal
presentation and discussion to share the observations,
insights, etc. limited the potential value to the MOH. All
parties could have benefited from the inpressions gainad by

the observers,

RECOMMENDATION: That a meeting be held, sven at this late

date, to summarize impressions, lessons learned and their

impact on the Kenwvan health svstems design.




J

Selact and Doliver Commidities

CONCLUSION: There have been delavs in the purchase of such

conmodities as vehicles. Those delays havea reduced the

tectal number of vehicles to be vurchased due to price
escalation during the interim. Yet other equipment and
supplies seam to have bean made available to the project in
a timely fashion. Selection of the most expensive piece of

equipment, a main frame computer, is awaiting project action.

RECOMMENDATION: Delays in equipment procurenent require

corrective action by Drew home office management.

Field Studies and Research Activities

COHCLUSION: Because the process of planning has been

delaved, fi=2ld studies and research activities have not been

initiated. Field studies and research activities are

expected to be identified and implemented as theneed for

information for decision making is delineated.

RECOMMENDATION: Sugceested topics for field studies and

research have peen identified in various sections in this

revort,

Development of a Scheme of Service for Planners in the MOH




CONCLUSION: The technical design of the proj
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2ot anvrears b0

have lacked full understanding of the coaplax hurecaucratic

relationships and machanisms which are owverative in Xenya

and which effect some aspects of the project's
implementation. For example, scheme of service restrictions
require that each separate skill catedory of eiployees be
exclusively employed by only one ministry. Thus, an
individual qualified as a planner may not be employved
directly by the MOH but rather must be seconded from the
Ministry of Economic Planning and Development under whose

scheme of service all planners presently fall.

RECCMMENDATION: Efforts to remedy or cope with these

comnlox reguirements shouid be made by the MOH 1f the

planning sveten envisioned is to be effectively egtablished,




6.3 Inputs

5.3.1.

Two Long Term Technical Advisors to be Posted

CONMCLUSION: Only one of the two long term technical

advisors callad for to staff the nrojz7t in the field, has

Ja.

been deployed. A senior healuh planner was on site within

two months after the GOX-Drew contract was signed.

The second long term advisor, a healthinfccmation specialist
has not been posted, The fact is that at least four types
cf kills are required to accomplish the health information
responsibility: health statistics, epidemiology, data
processing, and data management. To find all of these

skills in cne indivual is difficult,.

The different perceptions on the part of Drew and the HMOH
with respect to the desired and appropriate qualifications
of a single health information specialist have not been
adequately resolvéd. Thus, no long term health information
specialist has yet been posted. However, significant
vrogress has been made toward meeting the data processing
needs., The short term consultancies of an epidemiologist
(Dr. Winshall) and a data processing specialist (Mr.

Henderson) have each contributed partial solutions to the

total problem.



Provide Short T=rm Consultant Services

CONCLUSICN: These have been only pnartially provided. This

is discussed in the section on management of the project

later in this caapter,

Provide Health Flanning/Policy/Informaticon Seminars and

Conferences

CONCLUSION: These are scheduled to be given following lne
return of the five short term trainses who are just

completing training at Drew. These sessions will be carried
at the proviacial level with involvement cof all district

health management teams.



5.3.4. Bstadblish a Library feor Health Ulannang
CONCLUSTION: wer oosect ausrices o fleculing of o digallth

noe apsear to be an orcdarirs~i approach for selecting libfary

patorials. © oject staffing s=ems to preclude the
adequate deveo. v of this activity.

6.4 ASCUHPTIONS

6.4.1. For Achieving Goals and Tarqets

CONCLUSION: These are laudable and given time and adeguace

resources they can be reached. There appears to be an

evolving planning structure in the MOH, and channels of
communiceétion to permit those trained to have impact of the
health plans, policies and budgets of the Ministry of Healkth.

’

RECOMMENDATION: The goals shouid not be changed, but the

expectations for the timing of their acheivement should pe

lengthened.

6.4.2. For achieving Project Purpose

CONCLUSION: Assumptions for achi=ving project nurposes

BEST AVAILABLE


jmenustik
Best Available


should be carefuliv studied. Procedural ditficulties at

times have delayed avallapbilicy of Kenvan funds for some
training activities but remedies for these difficulties have
been found with the aid of the Drew Chief of Party, U3AID

and HRA.

RECOMMENDATION: Funding should be extended by USAID and the

Government of Kenya to achieve the goals of the project,

There are Suitable Instituticns in the U.S. to Provide

Necessary Training

COMNCLUSION: U.S. training institutions are suitable and
evailable but generally have rigid schedules and only accept
students at certain Ltimes. This training constraint has
limited the number of institutions available at the precise
time the MOH has made students available. (See also 6.2.3.1

and 6.2.3.2).



The MOH will BEstablish a Planning. Division

LUNCLUSION:  The HOH tow management has not vet established
tanning division within the context of a free standing
agency as advocated by Dr. Jeffers in his recommendations
concerning the design of the HPIP, The MCH, howaver, has
initiated a planning wechanism with trained plannsrs in
place, actively assisting the development of »nlanning at
provincial and district levels. A Steering Committee
composed of top management of the MOH is sericusly involwved
in policy formation and guideé the activities of the Health

Planning Working Group.
RECOMENDATION: See Section 6.1.4,

For Achieving Project Quiputs

CONCLUSICN: Thege are largely too ambitious. The GOK is

gradually moving toward support (bota financial and
programmatic) of health planning. As note above, a scheme
of service has not been established in the MOH. However,
there is a subvote in the MEPD to post planners to the MOH
and, as of July 1982, there is a subvote in the MOH which

will provide support directly for the HPWG.

From discussions with the senior levels of the



administrative and professional branches of the HCH and the
cnief planner for the MEPD, the evaluabtion team concludes
that there is willinoaness on the part of both ministries to
accept organizational ana policy changes in order to make
more rational use of rcsources and to deceniralize decision

making so as to strenythen rucal health care.

There appears to be careful planning and implementation of
planning workshops and seminars and these seems to be
effective in preparing staff to prepiére health nlans at

orovinc.al and district levels.

RECOMMENDATION: These beginning steps should be

strengthened and nutured by all the parties.

For Providing Project Inputs

CONCLUSION: The assnwmptions regarding providing inputs
require much more attention than they have received to
date. Although working relationships between the Drew COP

and GOK personnel appear to be very good, there is little



evidence uof GOX supervision of the Drew Compcnent of the
project. Similarly thece is evidence that the Drew nhome
office has not provided all of the needed adwinistrative

support and technical backup to the project, to the C0?, or

the MOH.

RECOMMENDATLIONM: See Section 6.5 below.

Project Management

In presenting this aspect of the report tne evaluators have

endeavored to separately deal with the parties Lo the project.

Thus the conclusions and recommendations will deal with Drew,

the MOH/GOK, AID/K and HRA/DHHS consecutively.

Management of the HPIP by Drew

CONCLUSION: A competent sénior health planner as chief of
party, seunsitive to the needs of the GOX and the contract
requirements, was posted in a timely fashiocn. Drew's
attempt to rewrite the contract scope of work in recodgnition
0of the delay by the MOHY in establishing a PPCC and health
planning unit was envisioned in the project design, was
laudable. However, to date no resolutic.a nas been

achieved. VYet there seems to ﬁave been no reinvolvement by

Drew senior management personnel in resolving this critical



issues.

Drew manhagement appears £o have made inacequate effort at
drawing upon its own resources Lo provide substantive
support for the conduct of the ongoing project. Except for
facilitating training of Xenyans in the U.S. it appears that
the COP has had the major proportion of responsibility in
the performance of the contractual obligations, including
the administrative activities as well as professional
activities 1in assisting the MCUH to develop a planning

capability.

Despite his obvicus competence, the COP has not been abled
single handed to cope with all of tha demands of the
project. This is reflected in the sketchy quarterly
progress reports which fre@uently fail to indicate the
difference between t. 2 activities or work planned for the
quarter and yhat was actually accomplished. Project work
plans ﬁeed to be prépared by the HPWG in conjuction with the
Drew COP and these then submitted to the Planning Sterring
Committee for discussion and approval. This will both
increase the legitimacy of the planning entity and its

support by the key staff of the MOH,



Project financial revorting by Drew to UsSAaID has not bean
J 3

done in a timely manner,.

RECOMMEMUDATICN l: That the home office of Drew btake

immediate and svecial care Lo improve the guality and

timeliness of its reporting and managerial

responsibilities. That the f-llowing swvacific areas he

considered for improvement:

a. The presence of senior Drew management personnel on site
be deploved for short periods to provide technical
consultation and/or to resolve con-ractual snags and/or

impasses in the implementation of the contract and the

project.

b. That backup be provided to the COP in specific areas,
such as accounting, vehicle or commodity processing, group
dynamics, organizational development and information systems
{as dictinguished from biostatistical sysEems design and

development, or data management).

2., That financial reports be submitted in a timely fashion,
but no later than 90 days after the end of a quarterly

reporting period.

RECOMMENDATION 2: That Drew post a second long term
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scociakte in Kenya £o assisi the develowvnent of

the planning entity and administration of the project in the

-~

field. That person should have had experience in developing
a health planning entity. The primary skills would be in
management/organizational development and kraining - e.4q.,
workshops, seminars, etc. This individugal would also
largely relieve the Drew COP of routine project
adininistrative chores freeing up his time for the more

technical aspects of the project.

Management of the HPIP by the HNOH

CONCLUSION: The Ministry is making significant stridrs in

institutionalizing the vlanning process at headguarters, the

provinces and districts. It is doing so by utilizing the

cadre of trained perscnnel as well as by other means,

However, the Ministry seems to have only informal mechanisms
for reviewing the progress of the contract. The team did
not identify or see written reviews of expenditures or

technical comments on the performance of Drew.



RECOMIENDATION: The NOH needs to rafine 1ts mecﬁgnisms for

"_J.
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the management of Drew conktrach compliance and to rzfine

formal mechanisms for reviewing such compliance. The areas

identified above such as financial and quarterly reports

should be reviewed plus technical reports cn the performnance

of the contractor submitted to USAID/K,

Furthermore, should issues related to changes, nmodifications
or delays in the project arise, that the methods for

resolving these include all of the following:

a. Periodic meetings and phone calls, with minutes, by the
contractor field C£OP and his headquarter that seek to

resolve the issues.

b. That similar imeetings be held by the [IOH and the COP on
a periodic and regular basis, and also with USAID/X, all
with minutes, for the same function. Impasses should be
clarified either by contractual services sought from a
specialist in the area at izssue, or through a neutral other
party. These differences should not be allowed to remain

unresolved for as long as they have heretofore.

¢. Quarterly reviews of performance of the plan of work
should be held and reporkts of such meetings be sent by the

Ministry to USAID/K.



The Management of the HPIP by USAID/K

CONCLUSION: USAID/K has shown flexibility in allowing the

MOH additional time to take the steps reguired Lo meet the

goals and purposes of the MOH and the contract. It has also
tolerated short comnings of the contrac as noted above.
However, the relationships which can only come from frequent
meetings and systematic personal interaction were not
sufficient to build a wide base of trust and understanding
between the parties. Furthermore, few apparent alternative

strategies were developed to accomplish contractual ends.

RECOMMENDATION: That meetings be held with key decision

makers from the GOK, USAID and Drew to resolve the

outstanding issues and problems and deal with key

recommendations of this mid term evaluation report.

That regularly scheduled sessions be held by the GOX and

USAID/K to maintain a productive working relationship.



6.5,
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. The Managaoment of thae PASA by HRA/DHHS

CONCLUSION: The Health Resourcas Administration played a

constructive role in facilitating the flow of project

implementaticn., The nature of its reactive role seems to

limit its ability to bring the considerable rasources of the

U.S. in dgeneral and the PASA in specific to resolve

some o

the long standing issues. Similarly it too has had a slow

reporting mechanism of expenditures against the PASA o the

parties who need timely reports.

Finances of the Project

CONCLUSION 1: The financing of the project hes been

inadequately militated to fully achieve khe wroject purcoses

Fifty eight percent of the time of the project has slapsed and

only about 33% of the funds have been used. This fact
represents both a problem and an opportunity. It is a
in that resources should have been expended to resolve
the issues pointed to in this report, which were known

parties of this project. It is an opportunity in ¢t

problem
some of
to the

the

unused funds can, if the project period is extended, be used to

finance a part of that extension.

CONCLUSION 2: All marties have not paid sufficisnt attention to




a review of project finances

RECONMMENDATION: Careful management must be exercised by Drew

and MOH manadgement with oversight by USATD/X to ensure that

delays in vouchering do not occur. A maximum of 90 days should

be sufficient of accomplish the task. Speedy review wculd
ensure that a relationship is made between the expenditure and
future needs. These vouchers should be linked to guarterly
progress reports so that manageient can assist the project in

meetings its goals.

CONCLUSION 3: Adequate support resources are vresent only in

the home office, while most of tne expenditures are incurr2d and

the need is in the field office which does not have the

sufficient support services to perform the administrative task,

RECOMMENDATION: A revisaw/comparative analvsis of the

distribution of support services in the Drew home office vs the

field office should be done. Special attention should be ygiven
to existing distribution of resources and to the cost benefit of
that distribution, now that most of the scheduled training in

the U.S has been completed.



6.7 The

1

Healbtn Information Componrcat 0of che Projecth

6.7.1.

Design the Health Informabion System for the MOH

CONCLUSION: A key comsonent of this vroject is the

develormant of o health information systam for the HOH,

Several, if not most of the data needs have been identified
and have been costed in terms of human and other resources,.

But a data base for health mlanning has yet to pbe specified.

What is required is to assemble a suitable team to tackl:

the jobh.

RECOMMENDATION: That the chief item on the aganda of the

upcoming health data workshop be the design of the MCOH

health informaticn system. It is suggested Lthat a tean

approach be used to acconplish this task.

The MOH Secure its own Data Processing Carability

CONCLUSION: As part of this projsct ktnere is a plan to

purchase an I8M 4221 computer and to install it in the MOH,.

There will be a shift from the prescnt system of disease
identification to the ICD/9. Preliminary processing of data
will take place in the field rather than at MCH

headquarters, as at present. A conmnputer committee will be



established within the itinistry and a Ministry wid: general
function data processing system will be deaveloped. These
and other aspects in cvhe design we feel are very critical

for the quality of planning and decision making.

RECOMMNDATION: We would urge that the implem=ntation of th

computerization of health information proceed as

expeditiously as possible. However, there are issues and

questions which the team feels must be clarified and

resolved prior to the vurchase of the expensive computer.,

SixXx main areas will be covered in this recommendation.

1. Data Management

a. It would seem that the formation of an Inter-ministerial
Steering Committee as sugggsted by the World Bank report as
the Intra—-Ministerial Sterring committee proposed in the
Henderson report should be implemented and that they be

involved in design of the data sets/information needs of

their subparts of the Ministry.



b. Further, that they be charged with ensuring chal
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of the data of the data collectaed are clecrly defined

- e

before they are colilected.

¢. That this definitional process should deal with each
level of collection and processing of data. it is nob clear

that such a concept has been daveloped.
[

d. Care must be taken to ensure that each management
levels' use and need of the data is clearly understood

before the data are collected.

e. That the information requirements of planning,

programming and managerial processes are clarified. We feel
information whose us¢e nd value is not cdefined will not have
the effect that it should merely because chne information is

computerized and speedily returaed to current procducers and

potential users.

f. Information must be accurate. Thus reliability,

validity and other related factors must be ensured.
g. Systems should be developed tc provide management
controls on production of data and similarly on their use in

the management of health services delivery.

To suggest that the intrcduction of a speedier form of



access Lo tne existing data is all that is necessary for an
improvement in the planning process Lo cccurr may be

falacious.

2. Scope of Da.a Processing Raguicemants

In our view it is critical that priority needs for
computerization must be agreced upon. VWhile discussions with
Mr. Mware and Dr. Kanani suggest clear priorities, it seens
to this team that other areas of the Ministry will clamor

for entry into the system and may overburden it.

3. Bureaucratic Support for the Data Function

The issues of the scheme of service and the schedule of
duties should be clerified in a more formal way. It appears
that informal arrangements have been made. These should pe
reflected in the budgetary and personnel systems, if the
introduction is to be viable, and the reguisite staffing

required assembled to perform the task. It is clear that



the entire data pro
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essinyg functicn cannot be perlformed
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under contratual funding or with expatriate staff. Indeed,

counterparts must be on board with the wice spectrun of
expericential background in planning icformation systems,

biostatictics, research, and evaluation so that the system

is adequaterly and appropriately utilized.

4, Control of the System

It must be established who has clear control cf the compucer
(MOF/MOH/Drew) and who is resposible for its operaiion,
maintenance and ensuring that input systems to it .are

properly programmed and are credible.

5. Training of Procedures and Users

Tt is critical that training be done of producers and users
at each level. This is a lengthy process which we feel
could be done in conjunction with the first issue above,

i.e., the definition of the data sets and their uses.

6. The Involement of Users and Producers of Data in the

Design of the System

Finally, the data werkshcp scheduled to take place in

September/October, 1982 hopefully will address the 1issues



noted above as part of the design of the health information

system of the Ministry.
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TR ORTART ASSUMPTICHS

The Lisoder ebjective to
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Measures of Goal Adhiervement:

1. Reduction of percentsge of ¥oH
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Anslyais of health planning and
{wplementation documents,

Assumplions for achieving gaal torgats:

1. Suitable candidates for tralning
can be idenzified, tralned and
returned to the MOH and MOP.

o enhance the GOE capebiifty to devel
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‘h:t v achieve a mote ciflc ent uie N ﬁcrc:sc n the percentaje © evecrtives and cabinet offictals which appropriate sccess Lo NOH and MOP
en! su-c cquiteble distrivution of HOIl budret sllocated to preven= . AR excculive
. o _ N ; ST ’ ) arc based on planning sctivities, rxecy s.
“.nfll ascLior TELoUICCS. tive and premotive zervices on licy i 4 lvsi ¢ 4
Loth developzent and on recurre= gu hc,ls;u fes and ana {s.sorer grmc 2. Training 1n U.S. Instltut{ons, Kenya
nt account. . ealth pianncrs in the MO wn and third countries, imparis appro-
related minlotries, priate planning, implementation,
. : 3. Anslysis of budget and expenditure policy analysis and progrem
(Cont.p.2) Crends {Cont.p.2)
—_ : P-4
beoyeat Furpaned Canditions that will indicate purpose hos beaa Assumptions for achieving purpose:
To strecothen the GCK fnstitutional capa- achieved: End af praject status. 1. ¥OH and MOP organizatlonal charts. 1. USALD caa provide timely and
citty te pisd and foplement health sector 1. Establishoeat of Divielon of 2. Schedules of dutie satisfactory tecinical assistance
prostan aod poilcles with primary ecphasts Planninyg and Iuplementation * ° 5. end funding.
KRR o healid sovvicea delivery to wi T g ]
fl "’ i rerviee ! : "L"F[EJ flih professionally 3. Trained planners in place in all 2. GOK funds and services are asvallable
rurel norulscton-. trairned Kenvan staflf. arcas, - '
: in a timely fashiocn. !
[ shoe 3 £ 2 14 i '
7. Establlzhzent of health Planning 4, Minutes o msvlinhs of Health 3. U.S. troining schools are Jble to
acd Pollcy Coordination Covaai- plaaning andyPolicy Coordination
. . R ’ accommodate students and Kenyan
ttee compused of senlor healin Cuwmittee. tudents are capable
officials and repreacntatives of 8 ' ’
MeW and HOP which meets refule-
N Cont.p.2
riy. (Cont.p.2) (Cont.p.2)
Costzutar Magairude o Outputs: : Assumptions for achieving outputs: o
“ensurs, 1. Foughly ten peraon assigned to 1. Organization chnrte:,dros:e;sé appoin 1. GCUX accepts new posltions and pro-
1. Fatanlishaent of a Livision of Planalng Divieion of Flanning and Iople- t?c?ﬂ pnpcrf ?nd schedule o ut%es posed schemes of service.
sund Izplementatlen siaffed by Kenyan mentation, MOH by end of project. of MCH and MOF. . 2. R ¢ bud (labilltt
tralne ofessionals. . . ) . Recurrent budpet avalladi 133
tatney professionals 2. Fliteen H.A. level trained h:alth 2. 21nu;is o€ HcglthiPlanntng and Policy aufficient, to cover increased .
7. renctlentng Plunaing end Poltey plannecs in MOU and MOP headquar- oordination Committee. personnel snd cperating costs
coacrdlnation Cuowrittee, ter nd clected Trovince and I 1 a
o peren v Dis:r?ct e 3. puaTlnzflon fft ibr:r¥idlga.[pgttiy 3. Willingness of MOW and NOP to accept
1. Plsan.ng, pelicy and informatlon sexi~- enalysls veports an eld stu . organizational and policy changes.
nars and conferencns, 3. Planalap and Polfcy Coordination L, Seminar and conference reports. .
Couzalttee mecting quartecly and 4. “!’“i[y Ochml‘ to tdentify sble
- pcople to traln.
(Cenc.p. 2, Cont.p.2) (Cor ..p.2)" (Cont.p.2)
e puine Implementation Torget (Type cad Quaatity) L. P3AL X Assumptions [or providing inputs:
o 1. 79% persen months of Intermediare . U3AID and HRA/DHEW financial reports. _ Availablilicy and timely provislon
. Letg-tera snd (nterwedliatle tern tech- and lung term technical assia®ance 2, USAID and HRA/DHEW financial r:ports. of USAID and GOK funds end services.
- slstuoee sorvice scrv ces including 7i months of . :
nicel arslstance service. GIOR O o 3. UMD and NRA/DUEW finsncial reporte. | 2¢ Availabllity of gualified US techni- .
N i \ ic the services of Dr. James Jellery, ; cal assiatance pcrsonhcl,
2. Short-tera expett conzuliant sexvicet. HRA/ D Heaith Ecoromist, over 4. USAID and HRA/DHEW financlel rcports. . i )
3. ».A. level traintng, the fnterval Jznusry 1 to Aujust S. I'RA/DHE ) 3. Avallability of Kenyen personuel to
, e _ sol 15, 1930, Two addltional advisors| °° : W project rep TLE. be trained and to staff project
4. Short-term acclnar pasticpant tralfing. Ulll scrve an additional 36 menths| 6. USAID financlal reports a.d HRA/DHEW components,
5. Obgervational tour trzining. ‘;ChleEl“nLHE on or about June project reports,s 4, Smooth administration of project
1 240.
’ 7. {RA/DHEV project reportas personnel by GOK.

(Coat.p.2)

(Cont.p.2)

(Cont.p.2)

: (Cont.p.2)
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PROJECT DESIGN SUMMARY
LOGICAL FRAMEWORK

Proirct Turle & Humber:

Life of Project:

From FY to FY,
Totol U. S. Funding
Date Prepored: . —

£OLUNLAKY

MATRATEY

MEANS OF VERIFICATION

IMPORTART ASSUMPTICHNE

COIECTIVELY VERIFIABLE 10ICATORS

€.~ ram or Segior ool Tha Lracder cbhycctive 12

sneed dhis poojach contiibulasl

Mociuens of Goal Achievementz{Cont.)

3. Increrse In the vate of MOW out-
Isys cu rural health services on
drvelopaent and on recurrent
account,

4. New and reviaed ticalth Sector
pollctes that rlieve cexisting
constraints on heelth sector
dcz'elo;'mcnt.

5. New or revised heelth plans that
statc ciesr and measurzhle

Assumptioas for uchieving goal rargets:(Cont, )

3. Organizational structure, reporting
mechanisms and cosuunication
channels are appropriate for
making adequate ifmpAct on health
plans, pollcies and budgets.

‘o

— (Cont p. Ak ]
Prajant Cucpas Cenditions that will indicate purpose his been Assumptions for achieving purpose: (Cont.)
achieved: End af projsct statue. (eance,)
e &4, MOH develops and relavant govern-

3. Trained haalth planners in MCH
and #0P headquartere and at HOH
Frovinclal end District ievel
poate,

ment agencles review and establish
an appropriate scheae of service for
non-pedical personnel in the HOH,
particularly for health glanners.

5, M0l top management assumcs leader~
ship in the establishment and
functioning of the Divisien of
Planning and Implementation and

(Cent,p.d)

Corpora {Contl )

flagninsde el Ovtputs: (Cont. )\
atrended by 10-12 MO ‘senfor' offi-

{Cont.)
Scheme of secvice and letters of sub-

Assumptions for achieving outpuis: (Cont.}

$. Good Planning and management of

4, NHealtr planners in place fa selectad eieston and approval
Provinces and Districta as well 23 in cecs and representatives of HO? ' PO ‘ sll training seminars, ficld study
Mol and PP headquacters. and MOW. 6, Budget reporte and sudtts, activities !

5. Cenpleted fleld atudies and data 4. 3-6 wajor field trail and bsceline| 7. Reports on results of observational- 6. The timely releise and appropriace
< tion accivi’les yielding minloud data collectlon studles cemplered tours and short-term training expenditure of funds
{nforszcton requiced of healta planning by end of project. supported by expense vouchers and

ifo. . e and MOP. .
! to e aad BOF §. 6-8 avtlon rescarch studles cowup- receipts
leted by the end of project. 8. Coples of policy snd plan revision
recomendacions. '
(Conc.p.3) 9, Copies of decentrelization guidelines,
lagars: (Contl) Impiamentation Targat {Vypa snd Quantiny} (Cont) (Cont.) Assumptions for providing inputs: {Conl.)

&, Health planning/poticy/information
seinars and conferences,

7. Litrary, edainlstrative support equip-
ment and vehlzles,

3. S:iudies and actlon research using
¥eayan conaultants and institutions.

§. Braeline fnforzation studles and fiald

teeils and projest evelvatiens.

2. 50 pecson months of short-temm cony
aultant services durfng ths i:fe of
the project.

3. 180 person wonths of H.A. lewcl
traintng for Kenyan nationale
tegianking August or Septender
1979 and continuing over the lide
of tha proje-t.

{Cont.p.3)

8. USAID and GOK financial reports.

9 HPA/DHEW and USAID financlal reports.

S. Appropriate supervision,
coordination and cocperation
between U.S. technical aselstance
tean 2nd GOK personnel.
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Life of Project:

Pr0OJ ECT DISICN SUHMARY
Frem FY to FY,

LOGICAL FRAKEWORX Totel U. 5. Funding
’ * Date Prepared: i

a1Q 'O2S-2EETYY

IMPORTANT ASSUMPTIONS

Assumptions for achieving goal targets:

Project Tirle & Mumber:
OUJECTIVELY VFRIFIABLE INDICATOSS | MEANS OF VERIFICATION {

NARKATIVE SUMMARY

Pinzremoor Sezter Gisli The beeedar abjective to Maciu:es cf Goal Achiavement:
‘ (Cont.)

waoch Bils pegject contiibutent
ubjectives and targets, Tstionally .

ordered pricrities, clear fwplenoe
atatlon urtrategies and plsas,

zrd mechsnlzns to aveliuste
resulza,

.
! .
- A raw

Assumptions for achieving puspose: {Cont.)

- Conditions tha! will indiccre purpose hcy beon .
achieved: Eadof pegjoct status. ’

) : the conduct of the Planning
and Policy Coordination Comaittea
and seriously considers and
transmits recommendat{ons and
analysges,

Pry 22 Purposai

Cutputas Mogaitude of Otpurta: (Cont.) Ascumptions for achieving outputs:
6, line major policy, planning and
health (nformation seninars condu=~

cted by end of pruject.

7. Revired or new Scheme of Servicae
for nonnedical professionals in
HOH coupleted by June 20 1981, and
adopted by relevent COK agencies
within a year,

{Cont.p.4&)

Implemantation Target (Type ond Quantit/}(Cont) | Assumptions for providing inpute:

4, Thirty person months of seminar
trainlng beginning in March or : .
April of 1980 and conclnuing ovar
the M fe of the project,

lagars:

5. Twenty person wmonths of observa-
ttonel rraining over the life of .
the project,

6. Ninec health planning/policy semina~
ro over the life of the project
with the flvat beglnning Sepleuber/
QOczober 1979. {Cont.p.4)
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PROJECT DESICH SUMMAR

LOGICAL FRAMEWOIK

Pteeiect Titlo & Homber:

Life of Project:
From FY 10 FY,

Totol U. §. Funding
Doio Prepared:

————— et s

CHIZCTIVILY YERIFIADLE IMDICATORS

.

24FANS OF VERIFICATION

HAFOATANT ASSUMPTIONS

vur Gest: Tae Le-v der obicctiva to

-
TR~ TR

v lila pro,tiiocontitatest

Magiuraz af Goal Achicvameal:

Assumplions fcr achieving goal largets:

Fraysct foe vzl

Condcitians that will indicate purpose has beza
wchisved: Crd of zrcject status,

'

Assumptions for achiaving purpose:

[€NYISVITH]

Magnitude of Qutputss  (Conc.)

8. Coapleted purchese of aull adoinls-
trative support, vchicles, library
waterials by end of the project,

9. Cocpletion of obaervational tout
and short-course training {nvolving
fLfiy person months accivity by
end of the project.

10. A set of recomzendations for revis-
gion of health seccor polfcles,
revision of health seccor plan for

(Zops . 2.5)

Assumptions for ochieving outputs:

lm?'cmcnmhon Turg:( “y;c and 0mn!ily) (Conl

7. Five project vehicles, books;

. fura’ture, printing, supplies,
beoks and perfodicals and other
sugport fiens,

8. 6-8 studies and sctioa rescasch
proj=ctz one year Keaysn consulte-
ats up ©o 5;000 over tha 1life of
the project.

(Cont.p.5)

Assumptions for previding inputst



PROJECT DESIGH SUMARY

LOGICAL FRAREWORK

Project Titlo & Mumber: I

Lifo cf Project:
Frem FY 10 FY,
Total U. S. Funding

Date Prepareds

FALRATIVE SUILIASY

[

CB2LCTIVELY VERIFIABLE INDICATORS

MEANS OF YERIFICATION

IMPORTANT ASSUMPTIONS

om e Secter Gautr The o aeder abjective T2

ey e pregnel €antitelistl

Mrciuras of Geal Achievenamlts

Assumptions lor ochieving qool targers:

Peotect Furscrsl

Cenditicns that will lndicote purpose has Sean
achisved: Ead of picjact ejatus.

Ascumptions for achieving purpese:

Outputss Megnituda of Qutputs: (Cont.) Aseumptions for echieving outpuis:
n !
10. MO and conteat and methodology
for hezlth progras and project
evsluation by cad of the project.
iaputss Implementation Torget {Typo ond Quantity) Assumptions for providing inputa:

(Conl ) .

9. 3-6 bascline informatfon studies
of end fleld triels conducted over
the 1{fs of the project beginning
afrer the arrival of leng-term
technleal cssistence tecm {n June

1580, -
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PROJECT DEMIGH SURMERY

:'r:,;::l Tilo & Mumban

LOMICAL TRAKEWORR

Life cf Project:
Frem FY 10 FY.

Total U. §. Funding
Date Prepored:

D e o

SCTIVELY VERIFIABLE INOICATORS

MEANS OF VERIFICATION

HAPORTANT ASSUMPTIONS -

e e 20 Cal Azhiwee s

Avivamptions fer celiinving gacl tergets:

Couditizns thar will laticuie purpsas ot been

chisved: Rnd of projecy status.

Assuenptions for echicving purposst

Howaitude of Quiputs: {Cunt.)

3. Coaplated purchese of all 2dzfois-
¢rative support, vehlcler, library
wataciala by end of the project.

7. Cuwpletlon of obzervational tour
and short-course training fnvolvlag
fifty person montha activity by
and ¢f the project,

1. A wet of recomcendatlcona for revie-
slen of heslih seccor policles,
revision of heslth wector plan fer

(Cazri.n )

Assumptlons for achioving outputs:

trplemeatstion Torget {Type ond Quentizy) (Cont)

7. Five prolect vehicles, books;
furn'ture, printing, aupplles,
books and periodicals end cther
support fteas.

3, 6-7 studlsz 2nd action resesych
projecty one year Kinyan conaulte-
nce up to 5;000 ovar the lifs of
tha prcject.

(Cont.p.5)

Assumptions for providing inputss
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Parscns Contacted and Sites Vigited

Ministry of Health, Kenva

Mr., G.R. M'idwirichia Permanent Seacretary

Dr. W. Koinange Director of Medical Services

Dr. S. Kanani Senior Deputy Director of ifedical Services

Dr. J.J. Thuku Senior Deputy Director of Medical Services

Dr. J. Maneno Assistant Director of Medical Services

Ds. Mueke Assistant Director of Medical Services

Mrs. B.M. Kiereini Chief Nursing Officer

Mr. P. Kariuki Deputy Secretary

Mrs. E.N. Ngugi Deputy Chief Nursing Officer, Ministry of
Health

Mr. L.K. Ndungu Administrative Secretary, Coordinator, HPWG

Mc. C. Thube Senior Planner

Mr. S. Ong'ayo Economist/Planner

Dr. Minangi Deputy PMOH, Nyerl Province

Mr. Maretta Administrator, Nyeri Provincial Hospital

Dr. Mwangi : ’ DOH, Murang'a District

Dr. Ongango WHO Country Coordinator for Kenya

‘Ministry of Economic Planning and Development

Mr . L.E.‘Ngugi Chief Planner



Mrs. A. Vukovich=-Brown Planning Officer of Hecalth

Ms.A. Khasakhala Planning Officer

Mlinistry of Finance

Mr. M'ware Director, Computer Center

Ms. A.M. Kahuri Deputy, Computer Center

University of Naircbi Medical School

Professor J.D. Kagia Chairman, Departmz2nt of Community Health

Health Resources Administration, DHHS

Mr. J.E. Mahoney Director, Office of Intecnational Affairs



ALD/Viashinghon,

Bureau of

Africa

Dr. J. Suepperd

Dr. J. Stockard

Mrs. G. Deluca

Mr. C. Brown

Mrs, C. Schoux

Mr. H. Miles

USAID/Xenva

Mrs. A. Herrick

Mr. W. Lefes

Dc. Slattery

Dr. Britanak

Mr . Silberste

Mr. Green

Mr. J. Greenough

in

AFR/DR, Health/ilutrition

AFR/DR, Health/Hutrition
AFR/DR, Healtn/Wutvrition
AFR/DR, Health/Nutrition
ATR/DR, Health/dMutrition

Director of Evaluation

Mission Director, USAID/Xenva
Program Officer/Evaluatcion
HPIP Project Officer

Chief, Health Population and Nutrition

Population Officer

‘Economic Officer

Executive Officer

Charles R. Drew, Post Graduate Medical School

Dr. M.A. Haynes Dean and President

Dr. J.G. Houghton Vice President/Finance

Dr. R.F. Gipson Kenya Project Director, COP
Dr. A. Newmann Professor, Community Medicine
Ms. D. Fairchild Acting Director,

Officer of International



Health arnd Sconomic Develomient
Ms. M. Pollard Kenya Project Administrator

tir. J. denderson Consultant, Data Processing

Kenva Tralnees

Dr. R.K.A., Kalya Deputy PMO, Rift Valley

Mr. N.A. Xeyonzo Health, CGvaluation and Research Division,
NFWC

Mr. F.M. Mworia Senior Hospital Secretary, IRH/FP

Mrs. T.A. Oduori Senior Nursing Officer, MOH

Dr. A.0. Oyoo Deputy/DMS/PMO, Eastern Province

Dr. George Rae District iedical Officer

Dr. Kimutai Bicmndo District Meidcal Officer

Dr. Newton Kulundu District Medical Officer

Dr. Gabriel Mbugua District Medical Officer

Dr. William Jimbo ‘District Medical Officer

Internaticnal Monetary Fund

Mr. D. Simpson Officer, Kenya



Ylorld Bank

Mr., H. Diaz

Gites Vizsited

Provincial Medical
Office and Hospital
District Medical

Office and Hospital

IRH/FP Project Officer

Nveri Province

Murang'a District
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Preparation of the Hoajth Sector Poction of koe

wiFkh Makionel Develoeoment Plan

Permanant Secrectary's Guidelines:

December 1981

June 1382

July 1982

August 19392

December 1982

March 1983

June 1983

August 1983

to HMay 1982 - Preliminary work

~ approval of basic strateqgy by
Cabinet
- Summary of strategy, tentative
budget ceilings, and district
priorities
- First meetings of the health
sector planning groups
- Drafts of all macro chapters
to be completed
- Drafts of the health sector
wphapter with distrzict level
disaggregation where pertinent
to be completed and circulated
to District Development
Committees for comment
- Comments by Districts to
be returned and circulated to
Ministry Headquarters
- Revisiong of all macro and

sectoral chapters to be



completed and sent Lo Cabinet

Septenber 1983 - Final approval by Cabinet

Director of Medical Services' Health Stratedy Statement

tn early 1982, to prepare for the development of the health component
of the Fifth Development Plan, the DHMS detailed the health strategy

for Kenya. Keny features of this strategy are to:

1. Increase the share of primary, preventive and promotive

health budget;

2. Accelerate construction of more rural health facilities with

bias to less served areas;

3. Strengthen and improve rural health programs;

4., Allow only completion of hospitals already undet
construction and those where funds are committed and freeze
all other proposais until 1990. Use the funds made

available to construct rural health facilities;



(93]

10.

11.

After 1990, seek to attain a nakional target of hospital
beds to population of 1.0 ber thousand by year 2000, Ingso
doing priority to be given to areas that have less bLed
population ratios;

Expand immunization programs;

LLaunch schistosomiasis control programs with particular
attention to the Tana River, Kerio Valley and Lake Basin

development projects;

Introduce a school of health program focused on hyylene,

nutrition and family planning;
Expand program on environmental sanitation;
Expand and strengthen the mental health program; and

Strengtiren the health information and education program,
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Celrgaatay: Chunnratiy I SIS

.\l en pepiyig est

Rel, No. .

T0 He tments

ads oI &1l Depar

..

Provincial dedical Office

Dip

ector, Xenyatta Haticnal

110t
CALHE

RE: WORKING CROUP FOR WAITING THE FIFTH HATIONAL
HEALTH DEVELOPMENT PLAN.

Ac a result of a Workshop for develeping a plan
next Mazional Health Devzalopment Plan, it was agreed
r

med and chargs
and collect

£

on gra
io with the responcibility
departments ing data with a view toward

nlan.,

oo * The following were identificd as memters of the
R |
b v 1. Mr. Ouka
ha: "a 2. M. NHdungu
b‘:“; 3. Mr. Thube
i e 4. lr. Ong'ayo
2 . 5. Dr. Cipson ~ Resaurce Pearson

} )

! The identifisd Working Group will regors ta a Stze

} is compczed of tha following: .

| 1. Permaneznt Secretary

2. Director of iedical Services

‘g 3. Senior Deputy Cirectsr of Medical Services
’ a 4. Doputy Sweretary
' = 5. Chief Nursing Oificer
N ;é They will aiso work clesaly with the linistry of In
Tty Devalopment, Minvztiry of Tinanes and with the vario
£ j seqetions wivhin the Hinistry ol Health,

the activitiexz of zhis zaroup.

¢
-
1]
(//) /
( [
> At [
V. A
P4 \\ VTN
* .
G. R, W'MminkiCHLA
FZRKHTJHT SIoETIARY

Your mexiaum cocperation and assistiance il he vtegurln

AN
DAL ®OAD

Goe 30016, Nalfisbl

e.0.

for wriving the
shat a Werhking
of cecrdinasing
ricing a draft

working Group:

ting Committese which

and

and

e Flanning

L
dapartangnts
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Project Burdgnet and Actual Expenditures

Drew HPIP Contract 36 Month Project Budget Year I Actual Expenditures*Year 1I Actual Expenditures**Expendirures to 6/30,782
10/1/80-9/30/81 10/1/81-6/30/32 (10 months) {22 months)
Category of Expenditure Home Field Home Field Home Field Home Field

Office Office Total Office Office Total Office Offjce Total Office Office  Tol:]

Salaries & Wages 122422 288533 419955 32277 52614 87891 30021 41818 71340 65298 94433 1GYT3%
Consultants - 81000 81oco - 11734 11734 - 17723 17723 - 29547 20557
Fringe Benefits . 24484 57707 82191 5065 4888 9954 4835 4678 9513 9900 9566 13457
Overhead (Indirect Costs) 58762 100587 159749 @ 16933 18799 35732 12749 14054 26803 29682 32¢53 62535
Travel, Transport & Perdiem 8600 165108 173900 4038 27757 31795 4172 - 41772 820 27757 35957
Allowances 3420 210550 213970 - 31794 31794 - °809 9808 - 41EC3 41663
Equipment & Vehicles 2850 141386 144236 1541 7682 9223 - 456832 46E82 1541 54504 50105
Materials & Supplies 31764 40764 92 642 1564 71 1472 1543 993 2114 21407

pParticipant Training &

Confercences - 302955 302985 - 23287 23287 - 92928 529:8 - 116215  1leZis
Other Direct Costs . 34700 67580 102280 3891 7841 11722 4629 17774 2203 8520 25515 W0h
TUTAL 264438 1447562 1712000 67663 187038 2547090 5477 247139 2063616 124144 434177 LELCEL

*Scurce, USAID/Kenya

**Source, Drew Post-Graduate Medical School, Kenya ProjectReport Detei, 4/1,/82 chrough 6/30/82

BEST AVATILABLE


jmenustik
Best Available


