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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 che project's logical framework, 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 ~f health sector resources." 

The project was initiated all 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 a~~istance ~as 

provided by USAID/K and HRA/DERS. 

On October 1, 1930, the GOK entered into a three year host 

country, $1,712,000 contract with the Charles R. Drew 2ostgraduat~ 

Medical School (Drew) co provide technlc~l assistance, and to secure 

dnd del iva r a compu te r i veh icles and other cornrrl':id i ties re la ted to 

planning and progra~ming the delivery of hpalth 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 hel~ meetings with 

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

While in Kenya, the team studied documents, 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 Pla~ning 

and Development, Finance and other Kenyan a~encies 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 admini1tLative basis of the evaluation is the logical 

fra~ework in the Project paper. The method of ~valuating th~ HPIP 

was primarily open ended interviews with key decision-makers by a 

team of: three veople. While the team found constroints to the 

evaluation, its significdnt aspects were a~complished within the 

alloted time frame. 



1.2. Background 

General 

Kenya has demographic characteristics which point to a great 

need to &dequately plan for health services and improved rural 

health care d81ivery. 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 str.ains on the health system and will demand systematic 

planning to meet health needs. 

Health Planning Environment 

In previous years, hedlth planning in Kenya has been primarily 

the responsibility of one individual who aggregated Ministry 

headquarters, provincial and distrl~t plans. These were then 

reviewed and frequently modified by the Ministry of ECGnomic 

Planning and Development. 

Recen tly thE; env i ronmen t f or heal th planni Ilg has become 

increasingly favorable. Several aspects of that environment are 

described: (a) The President's Mandate for decentralized planning 

has aided the pur[Joses of the project; (b) the detailed 

specification for 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 provi~e for increased institutional 

capacity to plan and implemen~ as well as to expund and evaluate 

health services and policie~. It provides for the training of 

Kenyan health professior~ls 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 seem3 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 servi~e for health planners are called for in the Project 

raper. 



1.3. Issues and Problems 

A number of issues and prob!ems are discussed under conclusions 

and recommendations. Two areas r~quiring specific comment are 

addressed here. 

The Heal~h Planning Structure in the MOB 

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. Ttat 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 

deemphafized 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 

i~formation service. Each of these areas has a significant and 

integral relationshi~ 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 Sroup to implement that policy. That structure seems to be 

a necessary evolutionary step towards involving the entire power 

structure of the MOB in the decision-making. 

A Scheme of Service for Health Pl~nners 

Under existing GOK public service regulations a scheme of 

service or career ladder for specific skill cat8gories is located in 

a single ministry or government agency. Thus all planners fall 

under the scheme of service of the Ministry of Economic Planni~g and 

Development. No scheme of service for llealth planners presently 

exists or can 0xist in the MOH without changing public service 

regulations. This fact apparently was not appreCiated when the 

project was d~signed. 

1.4. Conclusions and Recommendations 

Seven areas are addressed in thid section. ThEcle are goa12 and 

purposes, pru~2ct 0~t~Ut3, ~rcject inputs and assumptions, wllich are 

a 11 key e Ie men t s 0 f the log i cal f r r::\ me' . ., 0 r k, and pro J f" '..: C. ;".: r:::: Cj ':01'1 (= r: C I 

financial as?ects and the health information compo~ent which ap~ly 

tc thE ~ruject in general. 



Goals and Purposes 

The broad goals and puq.loses of the project are being met. 

However, even with the changes and improvements discussed 

below, the MOH will not achieve 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 recommend that a 

consistent approach to the review of provincial and 

district plans be developed so that these plans can be 

incorporated smoothly into an overall health sector pIal:. 

Project Outputs 

Although a formal planning entic"y, with the context of the 

Project pap~rr has not been established in the MOH, the 

Planning Steering Committee and the Health Planning Working 

Group are actively involved in health pla~ning at all 

levels of the r.1inistry. Hopefully the HP'.>iG \vill evolve 

int0 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 w0rk 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 strengthen 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 h~alth 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 ~raining 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. 

Not all Kenyans trained at the masters level were sent to 

appropriate U.S. institutio·.ls. Future trainees should 

include more non-physician he~lth workers and training 

institutions selected more carefully. 

Equipment ProCUr'~Ii1ent, particularly vehicles, has not gone 

smoothly. Hopefully with the strengtheni"y of Drew's 

project management this problem will be rectifLed. 

Project: Inpui:s 

Only one of the two called-for long.-t.erm 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 managemenc, ?roject administration, etc. 

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 ~hat the goals purpose are laudible but 

that they cannot be achieved witnin the project time 

frame. Further, while suitable institutions are available 

irl the U.S. to provide training in health planning, those 

selected in this instance were not totally appropriate. We 

feel chat the project outputs are somewhat over ambitious 

within the time frame of the project. However, the GOK is 

certainly moving in the difection called for by the project 

and is supplying people and funding to further the project. 



ProjGct Management 

Drew 

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 b~ 

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 tilnely fashion. This makes tracking project 

performance as against expenditures difficult. 

Drew needs to deploy senior technical statf in Kenya for 

short periods on a regular-oasis to review Froject progress 

and to resolve technical and administrative issues and 

problems. And it needs to improve variou2 aspects of 

project management in the home office. 

The Ministry of Health 

While tt.e Ministry of Health i~ making significant st~ides 

in developing the planning pr.ocess 1t various levels, 

undoubtedly to a considerable degree because of the HPIP 



project and Drew assistance, the MOH has not developed a 

forIPal mecha:1ism to revievl progress of th-= [noj.:::ct and thl~ 

performance of various parties to the ~0~tract. This it 

sbould do. 

USi\ID/K 

To move tbe ~rojec~ fn 

sit down and ,es0:~e l~ 

Project Fin~nces 

OSAln/K, the MOH and Drew must 

-iC,r1 problems. 

To date, pro~ect finances have been underutilized. This 

may in part be due ~n a particularly ample budget. 

However, 58 percent of the time of the project has elapsed 

and only one thiid 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 compop.ent of the project has lagged. To 

these difficulties have been Drew's delays in submitting 

its vouchers for payment. 
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The underutiliz~tions of financial resources to date 

prrJVides a better opportunity theil might othenvise exist to 

ext~nd the project period. 

The Health Information Co~ponent 

Although ~ost of the data needs for health planning hav~ 

been identified, these have never been assembled into a 

cohesive, clearly stated hedlth information base for 

planning at the district, provincial and other levels of 

the r·10H. 

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

pri.ority item on the upcoffi_i.ng health data workshop. 

We con~ur that the Ministry could manage its data 

processing better with a computer. However, be[ore the 

project purchases a computer, WA feel that six areas must 

be addressed. These fall into the areas of data 

rnanagerr.ent, the scope of di'"~ta processing requirements .. the 

bureaucratic control of the machine and its upkeep, the 

training of users and pr;ducers and their involvement in 

the design or the system. 

1.5. Future Directions 



Despite the significant contributions the project has made 

towards goal achievement it also has some short-comingsor It does 

not represent the maximal focussing of resources of the c~ntractor 

(Drew), the MOH ~nd USAID/K toward the resolution of ~everal issues 

which have bee~ ~ 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 nfree-standing unit of health planningn; 

(b) The appointment of individuals to implement the health 

information activities necessary to health planning; (c) T~e 

necess~ry support to the Drew Chief of Parj in both programmatic and 

operational areas~ and (d) The appointment of a Kenyan physican to 

the Health Planning Workins Group. 

After this evaluation report has been revi~wed it is 

strongly recommended that there be a management conference with all 

parties related to the projec r 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 r8sponsibilities. 
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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 fra,uework, the project goal 

is "To enhance the GOK cap~bili.ty to develop healt~ sector plans, 

programs and policies that will achieve a more efficient use and a 

more equitable distribution of health sestor 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 w~s 

provided by USAID/K and HR~/DHHS. 

On October 1, 1980, the GOK entered into a three ye&r 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 c~rry 



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 held meetings with 

9roject-relat~d AID and HRA/DHHS staff i~ Washington, D.C. 

While in Kenya, the team studied documLnts, examined files, 

visitee a provincial and a district medical establishment including 

their facilities and senior health staff, and conferrej with 

responsible officials in the Ministries of Health, Economic Planning 

and Development, Finance and other Kenyan agencies and the 'key staff 

of USAID/K. 

A representative from the Ministry of Economic Planning and 

DAvelopment joined the evaluation team between July 19 through 31, 

1982. 

The administrative basis of the eva}uation 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 

evaluation, its significant aspects were accomplished within the 

alloted time frame. 



1.2. Cack~round 

General 

Kenya has demographic cllaracteristics which point to a great 

need to adequat2ly plan for health services and improved rural 

health care delivery. The high birth ~nd 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 strai~s on the health system and will demand systematic 

planning to meet health needs. 

Health Plann~ng Environment 

In previous years, health planning in Kenya has been primarily 

the responsibility of one individual who aggregated Ministry 

headquarters, provincial and distri~t pl~ns. These \lere then 

revie~ed and frequently modified by the Ministry of Economic 

Planr.i~g and DEvelopment. 

Recently the environment for health planning has become 

increasingly favorable. Several aspects of that environment are 

described: (a) The President's Mandate for decentralized planIling 

has aided the purposes of the project; (b) the detailed 

specification tor the preparation of the fifth Year Development Plan 

by the Permanent Secretary and (c) the 3Strategy for Health n 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 services and policies. It provides for the training of 

KRnyan health professionals to: (a) improve the rationality, (b) 

establish criteria and policies for evaluating public and private 

programs, (c) d~. JP alternatives for uses of resources, and (d) 

establish an information system to 2ssess 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 

enti~y as well as a Planning policy Coordinating Committee and a 

scheme of service for health plu~ners ar\' called for in the project 

Paper. 



1.3. Issues and Problems 

A number of issues and problems are discussed under ~onclusions 

and recommendations. Two areas requiring specific comment are 

addressed here. 

The Health Planning structure in the Mall 

A review of the inputs to the planning process suggests that 

one area has plagued the Jroject, i.e, the structure of the health 

planning entity. That issue has consumed much of the effort of 

project participancs and slowed or adversely affected the 

relationships between the GOK and USAID/K. We feel it should be 

deemphasized but reselved. 

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. Eac~ 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 involvelnent 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 p01icy. That structure seems to be 

a necessary evolutionary step towards involving the eritire 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 

s:rvice 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 Planning and 

Development. No scheme of service for health planners presently 

exists or can exist in the MOH without changing public service 

regulations. This fact apparently was not appreciated when the 

p:oject was designed. 

1.4. Cor.clusions and Recommendations 

Seven areas are addressed in this section. These are goals and 

purposes, project 0utduts, project inputs and assumptions, which are 

all key elements of the logical framework, and proj'2ct r",c..r.C;(Jep.lerlt., 

financial aspects and the health information component which apply 

,to the: l~'roject in general. 



Goals and Purposes 

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

However, even with the changes and improvements discussed 

below, the MOH will not achieve an institutionalized health 

planning capabi~ity in three yenr 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 recommend that a 

consistent approach to the review of provincial and 

district plaas be developed so that these plans can be 

incorp0rated smoothly into an overall health sector plan. 

Project Outputs 

Although a formal planning entity, with the context of tne 

project Paper, has not been established 1n 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 devdlopment 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 directlj 

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 Itlork of the HPHG, 'tie recommend tha t a 

suitably trained Kenyan physican be posted full time to the 

Working Group. This physician would work in a counterp2[t 

relationship with the Drew COP. Failure to post this 

physician will directly handicap the institutionalization 

of the planning process in the MOH. 

Also to strengthen the HPHG 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 workshops and 

provide administrative support to the Drew COP. 

Participant Train~ 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. 

Not all Kenyans trained at the masters level were sent to 

appropriate U.S. institutions. Future trainees sh,ould 

include more non-physician health workers and training 

institutions selected more carefully. 

Equipment Procurement, particularly vehicl~s, has not gone 

smoothly. Hopefully with the strengthening of Drew's 

project management this problem will be rectified. 

Project Inputs 

Only ~ 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 ar~ that the goals purpose ar~ laudible but 

that they cannot be achieved within the project time 

frame. Further, while suitable institutions are available 

in the U.S. to provide training in health planning; those 

selected in this instance were not totally appropriate. tJe 

feel that the project outputs Qre somewhat over ambitious 

within the time frame of the project. However, the GOK is 

certainly moving in the dfiection called fo~ by the project 

and is supplying people and funding to further the project. 



Pro j ec t Mana_STemen t 

Drew 

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 cmd by 

the ongoing difficulties related to the task of resolution 

of contract issues between the GOK und USAID. 

Drew's financial management of the project leaves muctl 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 stafE 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 impr0ve various aspects of 

project management in the horne office. 

The Ministry of Health 

While the Ministry of Health i~ making significant strides 

in developing the planning process at various levels, 

undoubtedly to a considerable degree'~ecause of the HPIP 
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project and Drew assistance, the MOH lIas not developed a 

formal mechanism to review progress of the project and the 

performance of vbrious parties to the contract. This it 

should do. 

USAID/K 

USAID!K has shown flexibility in living with the unresolved 

issues of contract compliance, recognizing that progress 

toward project goal achievement was being made. 

To move the project forward, aSAID/K, the MOH and Drew must 

sit down and resolve issues and problems. 

Project Finances 

To date, project finances have been underutilized. This 

may in part be due to a particularly ample budget. 

Howeve~, 58 percent of the time of the project has elapsed 

and only 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 Drew'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 d2ta needs for health planning have 

been :'dentified, these have never been assembled into a 

cohesive, clearly stated health information base for 

planning at the dist~ict, provincial and other levels of 

the MOH. 

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

pri.ority item on the upcoffi_i.ng health data workshop. 

We concur that the M~nistry could manage its data 

processing bettp~ 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 

not represent the m~ximal 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 nfree-standing unit of health planning"; 

(b) The appointment of individuals to implement the health 

information activities necessary to health planning; (c) T~e 

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 a management conference with all 

parties related to the project in attendance. The puroose of this 

conference wi~l be to map che 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 2 

2.0 INTRODUCTION 

The Health Planning and Infor!nation project (HPIP) is a 

four-year agreement between the Governl~ent of Kenya (GOK) ~nd 

the United States Agency for International Development, Mission 

to Kenya (USAID/K) to assist the Ministry of Health (MOH) to 

develop and train Kenyan staff to plan, imp12ment 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 

Detween the GOK and the USAID/K on AUgU5t 30, 1979, for a total 

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 School (Drew) to provide technical 

assistance, to secure and deliver certain commodities and to 

provide or arrange fUL 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. 

2.1 Administrative Basis for the Evaluation 

The project 2aper 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 evuluation 

in June 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 ann 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 guided by 

that framework. 

2.2 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 representativps 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 

MOR and their relevance to planning at Headquarters, 

Provincial and District levels. 

In addition, the scope of v.J0rk __ calls for assessment of inputs, 

outputs, working relationships, budget projection~, achievement 

of purpose, validity of assumptions and recommenu.ttions. These 

are addressed in the remainder of the report. 

2.3 Methodology of the Evaluation 

The World Health Organization (WHO) evaluation methodology 

guided the evaluators as they reviewed the HPIP. This 

methodology includes five criteria. They are relevance, 



progress, efficiency, effectiveness and impact. Tllese criteria 

wer~ used because they do not contain any particular country 

bias. 

In carrying out the evaluation a basic open ended interview 

technique was used. The selec~io'i of individuals for interview 

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

1. They were in positions of responsibility and/or authority 

vis-a-vis the project in the four loci of the 

administration of the project: USA:n/K, Drew, Ministry of 

Health of Kenya and AID/W. 

2. They were directly involved with the project, such as 

Dr. Reginald Gipson and those with whom he works and 

interacts. 



3. Others whose influence would impinge on the COllduct and 

effectiveness of the project. These include individuals in 

the MOH, Ministry of Economic Planning and Development 

(MEPD), Ministry of Finance (MOF), otller donors, WHO, 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. 

The interview8 were generally structured to facilitate 

responses around issues identified in the evaluation scope of 

work or in the reference docum~~ts. 

A site visit was made to Nyeri Provincial Headquarters and 

Hospital 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 proble~s related 

to the delivery of health services'and planning to ~eet health 

care needs. The impact of planning workshops recently held 

under the auspices of the Health Planning wor~ing Gro1lp was 

probed in detail. Persons contacted and sites visitea a:e 



noted in Appendix II. 

2.4 The Evaluation Team 

The Scope of Work for this e~aluation calls for two outside 

ev~luators. In addition the MOB 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 hedlth 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 z. Erik Farag, Ph.D., M.P.h., 

Director, Office of Program Development, Health Resources and 

Services Administration, v-lashfrigton D.C., and Ms. Ann 

Khasakhala, M.A., representing the Ministry of Economic 

Planning and Development who participated in meetings in Kenya 

through July 30th, the period of her assignment to this project 

evaluation. 



2.5 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 occured 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 healtll data and the Director of -the Central 

Bureau of Statistics had to be cancelled. And meetings 

with other donors such as DANIDA and SIDA did 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 degree desired. 



CHAPTER 3 

3.0 GENERAL BACKGROUND 

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, the 

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. 

3.1. General Overview of the Country 

Kenya is a country soverign over 569,249 square kilometers in 

East 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 concentratioll, is light (only 28 per 

square km). 

3.2 Demogravhic Characteristics 

The g~owth rate of the population is 3.9% per annum. This rate 



is among the highest in the ~lorld. 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 in 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 

at birth, as compared to 49 years overall in Africa, and its 

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

3.3 Mortality and Morbidit~ 

The overall mortality is primarily related to infectious and 

parastitic diseases. Malnutr~Eion plays a signficiant 

contributory role in deaths of infants and children. In out 

patient settings respiratory diSeases, 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. 



3.4 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, essentially 

new, 1200 bed general hospital in Nairobi, &ssociated with a 

medical school which graduates phjsicians (100 per year), 

nurses and other health care workers. 

Each province has c provi~cial hospital of about 350-400 beds. 

Each district also has a hospital. Some of these district 

hospitals are as large as the provincial hospitals. Both of 

tllese facilities provide mainly basic medical and surgical care 

with some diagnositc and therapeutic capebilities. Government 

hospitals are augmented by Mission and private hospitals. 

Compared with most African countries the availability of health 

workers in Kenya is rather good. In 1977 the physician to 

populatiop ratio was almost 1 in l2,OCO, and the nurse ratio 

somewhat over one per 1,000. In the past several years the 

ratio of doctors to population has i~creased considerably and 

now is said to be one physician for 6,000 populatioll. 

Rural health care is based on static facilities. Mobile 

services in Kenya are now in the early stages of developing 

village based primary health care. A multi-donor Integrated 



Rural Health u.nd 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. 'l'he project is- also importdnt 

to the HPIP since HPIP staff played a major rale 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 of the health care system. To a considerable degree 

these programs seem Lo work independently of each other. 

3 .5 The Organization of the 11 i n i s t r v 0 f .. Health 

The Ministry of Health (MOH) one of 23 minist~ies in the 

country, is headed by the Honorable Dr. A. Mukasa Mango, the 

Minister of Health. He has two assistant ministers. The 



Ministry has two major components, the aJministrati~c and the 

professional sides. The aJministrative siue is man2.yed by the 

Permanent Secretary (PS). '1'1-:e profeSSional side is managed by 

the Director of Medical Serv~ces (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.a. M'Mwirichia, 

among other major duties manages the Ministry's budget, 

finances, structure and staffing. 

The Director of Medical Services the Honorable Dr. W. Koinange, 

manages the technical operations of the Ministry. Some eleven 

divisions report to him. ~~ey have operational 

responsibilities for ~rogrammatic areas such a Curative 

Services, Preventive Services, Public Health, Nccsing, and 

Administration and Planning. Each of these divisions has major 

responsi0ility for programs and staff. These have critical 

relationships to the HPIP. 

The MOH headquarters controls most of the administrative, 



policy and programmatic decisions as \VeIl 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 ~ledical 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 Jrovinces have 42 districts and in each district is a 

parallel District Development Council. The District Medical 

Officer sits on this co~ncil. --The districts are also divided 

into sub-units where health services are delivered. T~ere are 

254 sub-districts in the country. 



CHAPTER 4 

4.0 PROJECT BACKGROUND, PURPOSE AND DESCRIPTION 

4.1 Bakground 

The evolution of the preserlt project has its origins in Kenya's 

shift from a strategy of rural health services supported mainly 

by local authorities to a centralized system of rural health 

care delivery as a responsibility of tIle MOH. This shift, 

which occurred in 1970, produced strains on the management and 

planning capabilities of the Ministry's cRntral staff. With 

the assistance of external donors, ~ number of 11e~lth 

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 signifi~nt role in the training and facility implementation 

for the RHDP from 1973-76. 



A National Five Year MCH/FP Program also cOhl~enced in 1974. 

This was developed with the assistance of the lBRn and five 

donors, including USAID. 

In April, 1976 a USAID/K staff paper pointed to the Ileed for 

planning assistance to the GOK in the delive~L of rural health 

services. 

Other significant donor involvement by DANIDA in management and 

administrative functions followed in 1977. 

In February 1977 the Haynes-Gipson tealn 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 health developioent 

plan with emphasis on rural health care delivery. 

The next step of USAID assistance was to recruit nlanning 

experts. This was accomplished through a PASA agreement 

between the HRA/DHHS, and USAID. Under this agreement, several 

short-term consultants were initially posted in early 1978. 



Aillong thelll was a bealth econohlist( Dr. Ja;,~es Jeffers, ',.,,110 

subsequently commenced a ::'ong term healt11 planning consultllllCY 

in June 1973. Hor!<inq with [JSAID, the :·IOH, the l'1EPD and ot;l~r 

organizations, Dr. Jeffers produced a numb~r of papers. These 

include a Health Sector ASSeSSl!lent (1979) and a lat.er paper 

which critiqued previous health sector plans. 

All these activities, plus national pressures, spawned the 

development of this project. 

4.2 project Purpose 

The documented purpose of the project is t~o fold: 

1) To strengthen the GOK institutional capacity to plan, 

implement and evaluate health sector policies and proyrams, 

and by so doing; 

2) To expand rural healch service~ delivery. 

4.3 Project Description 

Quoting from the Project Paper "The project will establish 

,tJithin the ~10E and the r'10P (no'd ~1EPD) beac;ciL:arters and in 

selected provinces and districts a small cadre of crained 

Kenyans \;1ho can: 



1) Establish rational (concrete, practical and achievable) 

objectives and plans; relating these to precise health 

programs, costs, manpower and implementation capacities. 

2) Establish both the criteria and capacity through which 

existing and proposed ministry and private sector health 

programs and pnlicies can be evaluated. 

3) Examine health policy alternative2; weighing anticipated 

results in relation to alternative used of resources and 

the feasibility of implementation. 

4) Conduct or direct and oversee forward pla~ning st~dies and 

research into important heAlth policy issues and health 

program problems on behalf of ministry management. 

5) Establish a health information 3ystem 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 others, these 

include 79 1/2 person months of intermediate term ~nd long tern 

health planning and information consultant services, 50 person 

months of short-term consultant services, 100 person months of 

masters level training and 50 person months of short-term 

seminar of observattonal 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 supportZor 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 

consultunts and institutions), baseline information field 

trials and evaluation studies. 

Prior to the involvement of Drew, the training of ~enyans unJ~r 

this project was arranged for.by USAID/K. Subseq~cntly Drew 

too k 0 v e r t 11 i s res po n sib 1 i t Y . Dr e win con j u c t- ion ItJ i t h GO:: / 1-: :J' : 1 

and USAID/K now selects the training institutions, facilital~~ 

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 servic~~ 



of Dr. James Jeffers, a health economist.* A Drew two member 

lon~-term technical assistance team was scheduled to arrive in 

Kenya on or about June 15, 1980. rIowever, delay occurred in 

the signing of the MOB-Drew Contract until October I, 1980 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. Jefferis for several 

months but this did not occur. A critical structual change 

which still affects the project occurred during the interim 

period between Dr Jef£er'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 Permanerlt 

Secretary (PS) wbo 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 Ministry. Each of ti12se two sides 

has its own staff and organizational structure. E~ch depends 

on the other in that services delivery controlled by the DMS 

requires finances and budgets, and a schedule of services and 

disbursenlent mechanisms which are under the control of the 

Permanent Secretary. 

During Dr. Jefferis 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 "incependent" 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 hol~ing the PS and DMS positions. 

Historically, there have been several r~versals in this aspect 

of the structure of the MOH. The causes or reasons for these 

changes can only be speculate~ on, and are beyonu the scope of 

this evaluation. Yet the split ~n the structure has 

constrained the achievement of a key aspect of the contract 

requir~ments, 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 probler.1 deserve spl2cial COf.1ment. 

First, the schedule of dulies of the ilinistry allocates staff 

positions under the PS side £:or Health Pl~llning, Health 

Information Systems and Heal~h Facility construction. Yet the 

professional side of the Ministry feels that performing these 

functions cannot be done without th~ services delivery staff 

involvement. 

Second, the GOK-USAID Agreement specifies that a °division of 

planning and implementation n and a "planning and policy 

coordinating committee n with the necessary authority to 

implement the project will be established within 90 da'ys of the 

signing of the project agreement. To date, the division called 

for has not been estaDlished. The Planning and Policy 

Coordinating committee has recently been established. 

Over the months, USAID has insisted that the conctractual 

obligation concernin~ the planning and implementation disivion 

be honored. Numerous lett~rs (abou~ 12) regarding this matter 

have been sent to th2 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 suLstitute 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 1981, shortly after his 

arrival in Kenya. Soon thereafter, Dr. M. Alfred Haynes, Dean 

and President of Drew and Dr. Alfred Cannon, then Director of 

International programs arrived in Kenya. In 3 visit of around 

ten days they attempted to negotiate changes and modifications 

to the Drew-MOH contract. However, no contract modifications 

ensued. 

The provisions of the first propos~d 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. To 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 

critiqu~s of those drafts by Drew or the MOH. There was none 

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



There seems to be evidence that the impasse in resolving the 

issues, while of much concern to USAID/K, was 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-relationships. 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 pro ject in essence calls for the establ is}linen t of a ca ree r 

ladder or "scheme of service" for health planners in the MOH. 

yet under present public Service Commission policies, a 

separate scheme of service for planners in the MnH does not and 

cannot exist. Therefore a career ladder for planners in the 

MOR does not 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. These 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. In 1980, some financial responsibilities were 

separated from the MEPD and were placed under the Ministry of 

Finance. Both of these ministries now have a vital role in the 

planning and budgeting process of the government. 

The MSPD has developed the national five year development plans 

since independence i~ 1962. To do this, the sectoral plans 

prepared by various ministries and other agencles are 

aggregated into a cohesiv~, national plan. Not all of the 

sectoral plans are adeq~: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 below, 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 HOllorable Mr. Daniel 



5.1.2. 

Toroitich Arap Moi, established as policy that the 

districts \Jill be the hub of development in the country. 

'l'his has had direct impact on the planning 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 central level to the 

districts. 

Preparing for the Fifth National Devel_opment Plan (1984-88) 

On January 20, 1982, the Ministry of Economic Pla~ning 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 portion 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. EarJ.y 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 under served rural 



population. tIe'", hsopital construction Hill be d<.:luyed and 

rural health facilitips will be pushed. The pst schedule 

of events and the OMS' statement are outlined in 

Appendix III. 

Both of these documents have led to the following 

preliminary work being completed or being undertaken to 

prepare the Fifth Development Plan: 

1. Reviews of performance under the present pliJ.n to be 

prepa~ed, down to the districts level; 

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

initiated; 

3. Phased workshops on health planning at the provincial 

and district levels; 

4. t1onitoring systeIll ..... 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 prepared and 

submitted to Cabinet. 



5.1.3. R e 1 a t ion s hiE 0 f the ~1i n i s t: r y 0 f He a 1 t h t c () t 11 e r t-11 n i s t r i e s 

and Organizations 

Other than MEPD whose influence we haVE discussed above, 

there are three ministries which affect health planning in 

Kenya. 

The r!OH relates to the r1inistries of Works and Tdater 

Development in the planning and implementation of health 

services and construction of facillties. Delays or 

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 pldnning 

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 Ullit 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, donor requests and 

interests may block the process. 

5.2 MOH Function~ in Relationship to Health Planning 

In its schedule of duties, the MOH has a list of functions 

which deal with planning. Threa principal areas will be 

discussed. These are facilities planning, healt~ services 

planning and the health information service. 

5.2.1. Facilities Planning 

Feasibility of, ~lanning for, a~d development and 

construction of health facilities is an activity, gene~ally 

conducted in a complex relationship \lith the Ministry of 

Works. This activity traditionally has been under the PS 

side of the MOH. This function is Got performed by 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 rel~tionship health 



f a c i 1 i tie s p 1 ann e r:3 h a '/ e vi i t h t 11 est a f f y; hop]. ·1 n he <11 t 11 

services. So far as 'de 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 

funct~ons seem unclear between the facilities development 

actlvities of the NOH 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 ldle, awaiting the placement of needed 

support systems. The complex issues involved in that 

interface and the working relationship which must exist 

between the HOH and the Hm: were clear ly weyond the scope 

of this review. That they need to be studies and 

operationsl problems resolved was indicated tc us as being 

beyond question. 



5.2.2. 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 SDD~S, Director of the Division 

of Administration and Planning, Dr. S. Kanani. Indeed that 

seems to be where the locus of control of HPIP resides in 

the MOH. 

Health services planning is integrally tied tv the five 

year development planning system and is very closely 

related to the budgeting system. It has two aspects which 

have separate process streams: The developmental budget 

which deals \lith the financing and construction of health 

facilities and the recurrent budget which deals with 

staffing, operations and related costs. 

In a critique of the relationship of 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 \lorkshop on Health 



5.2.3. 

The complex process, both political and decisional, which 

deals with the policy issues involving the expE~ditures and 

recurrent aspects of the budgeting sy=tem but among the 

provinces, and the relationship of those expenditure to the 

health problems, 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 distric~s. 

The Health Information Service 

A third group pe:f:orming a function related to planning is 

the Health Information Systems Unit. It, too, has had the 

same ambigious placement as health services planning, with 

the schedule of dut~os placing i~ under the DPS but with 

its staff functioning under the SDDMS for Public health, 

Dr. ottete. 

Our evaluation of this activity unfortunately was 

interrupted before its conclusion. Thus some historical or 

developmental steps may not have been fully yras}?ed by the 

evaluating team. 



The (,lorld Bank as part of its study for tl1l: IRH/E'P project, 

in November 1980 (that is, simultaneously 'tlith the 

development of BPI:!?) wrote an extensive report vlhich 

anlyzed the Ministry's information and data systems. The 

report costed the subparts, its staffing, and made a 

thorough review of compc'nents required by those sUbsystems· 

in the MOH. This report provides a detailed analysis of 

the duta needs of MOH. 

Dr. Rooert Winshall, an epidemiologist, spent six weeks as 

an BPIP short term consultant in the fall of 1981. His 

task was to develop the data base ~or planning and to 

outline a schedule for irnplamenting 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 development of a 

da ta PL ocess ing system f or the t1 i ni s t ry. 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 computer and to install it 



in the t·10H; 

2. A shift from the present system of disease 

indentification to reD/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 sYbtem of patient 

and vital statistics record keeping. 

Hhile a similar track is evolving along the rr,,-nagement and 

control functions of the Ministry, these are not as 

systematic nor as developed as the patient c~re and vital 

statistics records. 



5.3 'The tiOH Strate9Y for Planning 

From the above descriptions of the three streams of activity 

related to planning it is safe to conclude that ther~ are 

several orqanizational units which playa significant role in 

the performance of the health planning function in the MOH. 

There seems to be a deliberate attempt by the MOO 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 (HPSC). 'The HPSC is thus the 

functional head of planning in the MOH. That Committee is 

..::omposed of the five key decision-makers of the HOH. The 

committee functions aB a policy setting group for health 

planning issues. 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 Johns 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 advantages to the successful 

\vorking of a planning apparatus in the Kenyan BOH. 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 

tOViards the 12tter 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 HaIth has a complex t~t defined 

structure for plannins, which is spelled out in the 

schedule of duties e, . ..lnciated in the most recent such 

document. That structure seems to be carefully thought out 

and designed to serve the purposes cf 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 strollg feeliny in the Ministry 

that a "free standing agency" for planning would be too big 

a power base Wllich, 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 r~spect to the direction and nature of Ministry of 

He~lth decision making. Henc~ the need for the current 

structure which requires the involvement of the key 

decision-makers. 

A second key observation with ap~eared to influence the 

planning structure is the often re~eated statemeni 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 plannin0 for the Ministry 

must be perceived as the cummulative sum of the planning of 

its several units. It is the evaluators opinion 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. In short, 

national health planning, it seems to us, must evolve as a 

function of increased rationality in planning by the 

subparts of the Ministry. 



Sllould 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 

developmental 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 Kanyan 

society and the weighing of the political, social and 

societal effects of these priorities 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 seriGusly 

underestimate 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 ill this complex environment that the HPIP must work. 

There llave been vario~s vehicles used by the Drew COP to 

involve the Ministry con,ponents 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 report 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. While at first glance 

these attempts seem unrelated they represent to us the 

aggregration of alternative strategies employed to 

accomplish the stated purpose of the contract. 

At this point it is fair to ask to what extent has the r'OH 

been concerned with healt~~lanning in the past, and to 

what extent it is now concerned with health planning? The 

questions are not rhetorical. 'fhey are designed to answer 

the cetitral ~uestion of the impact of this contract on the 

MOH. 

A review of the historical involvement by the ~lOH indicates 

that it has devoted minimal sources 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 ~hat chapter of the current 

five year plan, it 1s evident that there was little effort 

to reconcile the plan document with projected budgeting or 

action pl~0~. Indeed, the relationship of the last five 

year plan to the accomplishments wele not viewed, by anyone 

interviewed, as closely related. The plan was not a guide 

to action. Many projects planned \lere 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 requiremen~s rather 

than as a guide for incresing the rationality tn the 

expenditure of resources or programrning. Furthermore, 

prior to the present project, the planning process was 

described as delegated to one individual who tried his 

best, but who di~ not anlyze the relationship of 

expenditures to future needs. Thus for example, on the 

developmental side, the budget grew independently of the 

ability for its support by the recurrent budget. 



Another factor which further cor~plicated 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 MOR and MEPD. Indeed, few of the district or 

provincial officers Seemed to be aware of the Dudgetary, 

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 

histori~al direction. A brief description of that evolving 

new direction is appropriate here. 

Under the guidance of the Steering Committee, the MOH is 

developing a sophisticated process toward tr.e development 

of the next five year development plan. Indeed the 

involvement 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 defilled process. Their involvement "kicked 

off" a national meeting and was followed by training 

sessions in the provinces and districts. These meetings, 



as can be ascertained from the written speeches, materials 

used during the sessions, and the minutes,were frank and 

self-critical. A clear departure froln the past process 

seems to have evolved during these sessiol1S and an 

enthusiastic but deliberative attitude prevails in the 

provinces and districts as well as in the HPWG. 

The trair.ing workshops utilized detailed guidelines 

developed by the HP~iG and the Resource Person (COP) as the 

vehicle for the developmenl 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 Gountry's DeveloPQent Plan. 

Yet it is not cl~ar to ~s how and with wllat criteria the 

provincial plans will reconcile the various district pldns 

coming to it, or the ~rocess of reconcilation of the seven 

provincial plans int~ a National Plan. This will have to 

be done so that the various needs and wants of each sector 

of the country are reviewed with a ~onsistent set of 

policies developed to meet those 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 llndertaken in the country, there has been a 

second stream of long and short term training. This aspect 

of the contract seems to have been tile area which was 

implemented ahead of schedule. The review of the training 

and its contributions to this project is ~iscussed in 

Section 5.4. 

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 assistance 

and related commodities as the primary inputs. 

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



designers, is that organizational arrangem~nts 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 tIle project paper, the "wisdom, perception and 

competence of the technical assistance team" would lar0ely 

determine the performance of the planning entity and how it is 

interacted wit~ other units within the MOH. 

5.4.1. DHHS/HR~ to Province Technical Assistance 

Dr. James Jeffers, who provided technical assistance to the 

MOH for several years unde~_ 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 analyse~ 

and perceptions are valid now and deserve continued 

consideration. 



5.4 .2. D r e \l toP rOlf ide ~ 0 n 9 Teen T e c h n i cal ,~\ :3 ;3 i :-.; t.) nee 

The Project desig~ specifies that Dre\/ will provide 70 

person months of technical assistance. That a" senior 

health planner will be posted for 35.5 months and a health 

~nfQrmation specialist for 34.5 months. 

In the project proposal, Drew had specified Dr. Girma 

Wolde-Tsadik, a biostatistician and head of ita Community 

Health Information System as the project jnformation 

specialist. This individual was not accepted by the MOg 

who requested that a medical doctoL/epidemiologist be 

posted instead. 

Alt~ough Drew did not entirely agree with this request it 

bowed to the GOK's preference. After some delay, Dr. 

Robert Hinshall, an 1'1.0. wi·th an ~1.P.H. in epidemiolo<]y, 

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 se!ected as 

the long term information specialist. 

To date, a health information sfecialist, as spe-iiied in 

the GOK-Drew contract, has not been posted. However, a 



second health information consultant, a data processing 

specialist, Mr. Joel Henjerson was in Kenya during the 

evaluators' stay, preparing for the installation of an IBM 

computer in the MOH. If his activities go as scheduled, he 

will be posted for an additional 18 months as the long term 

project health information specialist. 

This report Hill 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 2nd 

flow of the project. Shortly after Dr. Gipson 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 tipecified in the project 

paper and the USAID/GOK agreemellt, but without success. It 

was evident that the MOH was not yet prepared to take these 

~teps. 



To push on with the project, Dr. Gipson began to build 

relationships with various officials and Jirectorates in 

the MOH and with other organizations related to healtll 

planning and health services development. In the view of 

the evaluation team he has done this with exquisite skill 

and considerable success. At the same time he became 

intimately involved in ~he 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. Gipson has played 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 a~d Economic Planning and Development. 

In December 1981, the government announced its policy of 

decentralization and callea- for preparation of the r:fth 

Development Plan. To prepare for the writing of the pl~n, 

the Health Planning Workirig 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 i.ts 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 prep~ration of the planning 

workshops which are phased and sequenced. Training 

material including planning guidelines were developed, 

produced and disseminated. Much 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 2ealtll Planning 

~lorking Group which reports to the Planning Sterring 

Committee (See Appendix IV). The Working Group is 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 forl~alization 

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 carr~ out the major administrative aspects 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 thac a second planner be posted for the 

remainder of the project te[ln. This individu~l, classified 

as a planner/management developnlent specialist, would have 

contract management responsibilities in Kenya but would 



function primarily to assist in the development of training 

m~terials, participate in planning workshops and otller 

activities, and in general support the activities of the 

HPWG. 

The second Drew long term plannirlg 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 an~ other MOH 

entities in the preparation of annual plans. Then the 

Working G~oup and the Drew team can evolve as a service 

organization to the various components of the MOH rathec 

than a decision making body for it. The evaluation team 

thoroughly supports this proposal. 

To summarize, to date, Drew has provided QPproximately 19 

person months of long term technical assistance of a total 

of 70 person months ~pecified during the project term. An 

additional l?ng 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. 



5.4 .3 D r e \./ toP r 0 v ide 0 f S 11 0 r t T e r f.1 Con s u 1 t ant S e r vic (~ :3 R ~ 1 ate d 

to the Imnlernentation of the HPIP .. 

D r e vI i s r e qui red top r 0 v ide 1 8 per son Tn 0 nth s 0 f s 11 0 r t t e r m 

training. The following consultants so far have prodived 

to the HPIP: 

Name Dates Discipline Person months 

Peterson 3/81-8/81 IRA/FP 5.4 

Implementation 

Tl'linshall 8/81-10/81 Health Inf~rmation 1.5 

Hender:son 2/82-Present computer Programming 5.0 

To date approximately 11 persor,s months of consultant 

services have been provided through the Dr.ew contract. 

Dr. Gipson, and Drew have identified other disciplines 

which \:ould provide consultant services. These are in the 

preparation of tr~ining 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. 

5.4.4. HRA/DHHS Provide 26 Person Months of Short Term Consultant 



Services for Ass~ssing Feasibility and Design Jf USAID and 

MOH Jointly Identified New Health Sector Activiti.~s. 

To date, the largest single expenciture, Dr. Jeffers 

consultant services, have been provided through HRA/DHHS. 

As t~e MOH/Drew identify consultant needs, they presumably 

will be provided mainly by HRA in collaboration with the 

USAID/K Mission. 

5.5 Financial review of the HPIP 

The financial performance of project represents an important 

factor in considering the project's viability. 

In our review of thi~ 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 Drew was dated eleven months 8fter the project ccmmenced and 

was for the period from October I, 1980 through June 30, 1981. 

The second voucher covered July 1, 1981 through September 30, 

1981, and the third from October 1, 1981 through Dec8mber 31, 

1981. 

There then occured an eight month delay in suLmission of 

vouchers covering 1982 expenditures. Two vouchers were finally 

submitted in late August, 1982, covering the first two quraters 

of the year. 

We were unable to ascertain why suc~ delays occurred or were 

permitted. Some of the delay probably was callsed by inadequate 

staffing support to provide sectetarial, accounting and 

book-keepin~ services in the field office. More directly we 

feel it represents managerial inattention by the Drew home 

office. 

Tabl~s I, II and III provide information on ~xpenditures 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 Categor~ 



Budgeted Actual % Budgeted 

Amount, 36 Expenditures Expended 

Cate90ry Month's Through 6/30/ Through 

Project 82 (21 6/30/82 

Nonths)** 

Salaries & Hages 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 

TLavel & Transport 173,900 35,967 20.7 

Allowances 213,970 41,603 19.4 

Equipment & V0hicles 144,236 56,105 38.9 

Materials & Supplies 40,764 3,107 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 

*?ource, USAID/K and Drew 

**21 months represents 58% of the total projest period 



TABLE II 

2 1 ~1 ant 1"1 E x pen d i t II res by H 0 In G a 11 d F 1. e 1 cl 0 f f ice s 

'rlotal 

558,322 

Home F'ield 

434,177 

%Home %Fie1d 

122,144 22.2 

TABLE III 

21 Month Expenditures by Home and Field Offices 

Excluding Equipm~nt, Vehicles and Participa~t Training 

Total 

336,001 

Home 

122,603 

Field 

263,398 

%Home 

31.8 

77.8 

%Field 

68.2 

Although billings cover 58 percent ,f the Drew co~tract time 

frame, only in the case of training have exper.ditures kept pace 

with the project flow. Approximately $300,000 was budgeted for 

this activity and with the majority of training now cOhlpleted 

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. 

TLis under-utilization of the full availability of resources is 

due to many reasons. In some cases more ffioney than was 

necessary was budgeted. In the case of equipment and vehicles 

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



resources the under-utilization of funds has been due to lack of 

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 observat~on can be made. Table II shows that 

for the first 21 months of the project 22% of expenditures were 

made by the home office and 78% by the field office. The great 

share of expenditures on vehicles and equipment is charged to 

the field. Direct training and conference costs, i.e., tuition, 

transport, living expenses, etc., are charged totally to the 

field office. 'rhe home office has the responsibility of 

facilitating placement of trainees and administering funds 

related to tr~ining. This is considered as part of project' 

administr~tion 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 th~ 

contribution by the home office and the field office to the 

achievement of project purpose we have arbitrarily exluded 



training costs and Gxpenditures on eqUip!:l,:?Ilt c1nd vehicles froll\ 

total project expenditures. As may be seen from Table III, the 

ratio of home office expenditures to that of the field office is 

then 32% to 68%. In the view of the evaluation teaM this ratio 

is undually skewed in favor of the ho~e office, not so ~uch in 

the expenditures themselves, but in terms of relative 

cost-benefit they represent to achievement of project pur};'ose. 

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 tt2 

relative relationships of this contribution to the contractual 

levels agreed to has oeen made made by the evaluation team due 

to time constraints. It can be stated nevertheless that th~ 

ministry has made a considerable investment in health planning 

and the project. The expecte~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 

Mi1istry of Planning and Economic Development for economists 

(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. 



'I' 0 b 8 res p 0 n ;3 i vet 0 the s cop e (1 f '.-/ () c!< f 0 r t b i:3 e val u a t ion f til e 

conclusion'') and reco;,[JI::ndCltion:3 ',Iill l)l~ ~)[2::ent:ed in the cc.ntt:;:~t 

of the project's lcgical framework wit~ sections on goals &~d 

purposes, outputs, inputs and <ls3umptiolls. '.~'he report IrlilJ. .1180 

address specific ove~arching aspects of the project. These 

concern the Irlcl.nageE'!ent of the project, financial a::pects ,:'\11d tile 

pro j e c t I ~3 h (; a 1 t h i f1. f 0 nii at ion co I.i P 0 n e n t . 

Sc~e material presented previously ~ay ~lso a~pcar in this 

chapter in summary form. 

b.l Go~ls and Purposes 

'':OtlCLUSION: Most of the goals and Ollr!:)O.3~S 
---' b 

of 

being met. 

Largely through this project tbe GOK capab~lity to develop 

health sector plans, programs and policies t:1at ~vill aC:lie'12 a 

m0(~ ef~icie[lt use and more equitable distribution of health 

sector resources is beLlg enhanced. The project puq:ose i3 to 

strengthen the GOK institutional capacity to plan and implement 

health sector program and policies with pri~ary emphasis on 



This is occurring. 

6.1.1. ?olicy P.i1<1].L§is and Formulation 

CONCLUSION: The projecl as yet had :::mall 8ffec::t on P01ic'y 

analysis and for~ulation. 

However, the recently published Health Strategy Paper by 

the DMS undoubtedly reElects the impact of planning and 

policy development. 

R£:COt-l£1ENDATION: Th8 t·1GH should fOlli1ulat~ policies to dea.l 

with provincial and district clans consist~~tly. 

. ~ 

In preparing the pcovincial and district plans for inclusion 

in the Fifth Development Plan, many issues 2nd problems will 

surface. The ke~ staff of the central level of the Min~strj 

should formulate policies early on, so that when provincial 

and d i .3 ;: ric t I"' l a n s com e in, t 11 ~ r 2 i sac 0 n;::; i. s tell t ITt ann e r i ;: 

dealing ~ith the~ so as to arrive at a cohesive health 

sector plan. 



G . 1.2. 

time to train staff in p~anning und to achieve and aChieve 

and institutionalize a decentralized national planning 

process in a minis~ry where pla~iling and programmatic 

decision making historically hc.s been made t..>::ntra . .l.ly. 

Exper i ence in other coun tr ies ;iould i ndi ca t e th<:lt a per i ad 

of five years, given d reasonably receptive environment, is 

a more realistic time frame in which to train <:l cadre of 

planners and to achieve the oL]anizational changes necessary 

for there to be full awareness of the planning prdcess and 

for it to be accepted and to fUnction in a productive m~nner. 

Additionally, in the present situation, the timing sequence 

for the ?[oduction 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 e~patriate ~dvlsor(s) prior to the end 

of the project, as presently scheduled. 

RECOMMENDATION: The project should be continued <:lnd its 

period extended. 

l,Ie suggest that the project and its funding be extended 

through September of 1935. This will permit the project to 



go through the formulation of the health sector portion of 

the Fifttl Development Plan which is due in December 1983. 

The ex tens i on recommended \-lOU Id ,:11 so prov ide f o.c an 

additional year to consolidate th8 planning process and thH 

planning entity and to devellJp und iinpl'3ITlent the first 

annual plan. This extension would also allow a final period 

for project termination, ClOSCOllt, and reporting. 

~/hether this time frame is sufficient to institutionalize 

the planning process should be re-~ssessed at the next 

project e~~luation ~hich should be carried our as ~cheduled, 

i.e., mid year 1983. 

6.2 Project Ourputs 

6.2.1. Establishment of a Division of Planning and Implementation 

in the ~lOH 

CONCLUSION: There is evidenc'3 that the C~~/MOH in 

conjunction ...,ith HEPD has embari\ed on health 2l:1.nning at 

national, provi!'1cial and local leve:_3. The MOH is also 

f..' \.-ne 

involved with programming of rural hea:th deliv~ry, e.g. the 



National Inl.:.egrated Rural Health and Fa:-:1l1y PL1.nnincJ Proj~ct 

and the soon t 0 be P. s tab lis lH~ d Kit u i p r 'J j e ct. T h ;.: D r (:; '.1 

Chief of Party an~ the Health Planning ~orking Group were 

actively involved in the development process of these 

projects. 

However, to date a formal Division of Planning and 

Implementationm has not been established. None the less, we 

believe the Health Planning Working Group will evolve into a 

formal planning entity. 

The called for Planning Policy and Coordinating COffi@ittee 

has been establis~ed with representatives of the main 

division of the MOH. However, to guiJe planning a Planning 

Steerinc.::l Committee has also beed SRt up. Its members are 

the five key staff of the Ministry. Thi3 steering Committee 

meets at least monthly. 

RECOH1'1CNDAT ION: Tn est r uc t u rea nd f unc t i Oi,S 0 f HP~'jG s ho u I d 

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

gain acceptance and to minimize threats to established 

decision making pOVler, 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 
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planning entity should be postponeJ to a time to be agreed 

upon by the parties to the agreement. A K~~ya physician 

should be assigned full ~ime to the HPWG to servo as 

Dr. G~pson's counterpart. Unless this is done 

institutionalization of the health planning process underway 

will lack the necessary continuity at the end of the p~oject. 

Eighteen Planning workshops or Conferences to be conducted 

CONCLGSION: These were carried out with at least two 

i t e r a. t ion sin e a c h 0 f t h e p J;:, 0 tl inc e san cJ t 11 e i r <.E s t'r i c t s I 

except for the North Eastern Province wher8 travel is 

restricted. 

T~l9se workshops are aimed at developing and institutio­

nalizing a systematic decentralized planning process. 

RECOMMENDATION: We U{g2 that ft'rther workshops ~hich are 

Q.lanned continuE.. These should address the scheduled areas 

as well as others such as a minimal ~eeded data 5et, the 

reconcilation of local with nationdl pldn5, (e5e~[ch tOpiC5 

for needed health services development, and management 

controls of the planning process. 



6.2.3. Lon(~~ and .'"3horl-:. Terr:1 Participant Traininq 

CONCLUSION: f ... 0 n 9 and ~3 11 crt t 2 rTi1 t r a i !1 i n 9 IV;} S C.:l. r r i e d 

specified. 

6.2.3.1 Kenyans Trained in Health Planning Under che Project 

Function as Planners in their Return 

CONCLUSION: :;'hree Kenyans trained at Jorns E~).2.kins 

University returned to the ~'IOH and are assi<?,llcd to the 

HPWG. However, the issues eevolving around the scheme of 

service were not adequately consid-c:red as they impacted on 

the trainees and the ~OH. Specifically, the H.B.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 service. 

Should future trainees be sent to the U.S., 

there ::.hould be adequate review of the acc,,=-.ptability of 

their curriculum and the awarded degree in advance witll the 

publ.tc Service Commission or other relcvc-\nt GOK agenci(-=s. 

6.2.3.2 Graduate Training in Planning Related Subjects 

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

receiving long term training in public health at the 



master's level. L" 0 U r are at the C1 n i '';~; r ~:; i t y 0 f ;·i a s ~ i:~. c h use t t.:. s 

and five are at Lorna Lin~a Uni~ersity. 

It is recognized that there is a great need for tr~ined 

medical doctors in public health to serve at various levels 

in tile i·lOH. However, there is for traini.ng of 

nurses and other staff Ii/ho are pl<3.1"ing a critical role in 

the planning and implementations of health services. 

While there ma~ be advantages to sellding 0roups of students 

to the same university, the bp.nefits derived from the 

diverse strengths of various institutions may have 

contributed to a greater mix of skills and variety and range 

of staff competency in the MOH. The timing and selection of 

students to be trained severe11 limited the choices of 

training institutions. 

RECOMMENDATION: Should the project be extended, n~rse3 and 

o _t her cat e q 0 r ; e S 0 f he a 1 t h \-10 r k e r s, inc .lJl c i n g a cJ In in i s t [ c. t i ve 

personnel should be provided traini:1g in discipline dealing 

with health plannins. 



Greater diversity should be :f1i:\d8 in ;~e.l:~ctifl<J instii.:.:.li:ions 

to proviCle the speific ?lunEing-rel,1ted skills r;~:-=!uj.[e(i by 

those bei~g trained. 

G.2.3.3 Province Short Term Trainintj For Five K~r:zans 

CONCLUSION: Five short term traineC3 representing various 

discipl~nes in the MOH, were sent to Drew to §eveloE 

trainin~terials designed to develc!J provincial ;3.nd 

district healtl· m<H1~ment teams. 

The selectees were senior health scaff of the provinces and 

districts and thus represented a significant c~rnmittm8nt by 

the MOH to decentralized planning and to the development of 

planning and management skills at various le~els of the MOH. 

This training was well timed to fit into the ongoing 

planning workshops at the provincial and district levels. 

RECOMMENDATION: Some 0f the funds presently available in 

the project should be considered to 2rovide further short 

term t~aining, preferably in Kenya for other areas needing 

attention sush as data selection, its uses for Managers and 

planners; data processing; sampling and its uses, rur~l 

health care facility, minimal requirements and the 

relationship 0f administration to planning. 



6.2.3.4 Conduct Observational Tours in Africa 

CONCLUSION: ObsGrvational tours of public health trair:ing 

and s e r vic l~ s de.l i IJ e r 'j act. i v i tie sin E G,;"} t J n d We s t A.[ ric a 

were carried out in a t~mely fashion and seem to have been 

of benefit. It had been anticipated that the Kenya 

participants would prepare a report. This was not done. 

The Dre',.,. COP took the responsibility to s'Jmmarize the tout" 

activities for the record. The failure to have had a forll1al 

presentation and discussion to share the observations, 

insights, etc. limited the potential value to the MOH. All 

parties CQulJ have benefit8d from the impressions gained by 

the observers. 

RECOw.1E~WAr.rION: That a meeting be held, 8ven at this late 

date, to summarize impressions, lessons 18arnec and t~l(~ir 

impact on the KeDyan health systems design. 



6 . 2 . <1 • 

6.2.5. 

6 . 2 .6. 

CON C L U S ION: T h r; r 12 h a v e be 2 n U e 1 "\ '! ~:; .L n t ;--; ~~ f) 1.1[ (~ll as C 0 f r; u c 11 

cOG};)'lodi t iea as '/ehiclcs. '1'hose delays hav;~ [t.~duced the 

total number of vehicles to b(~ ~)llrcha::;cd due to pr ice 

escalation during the interim. Yet other equipment and 

suppl ie s se~in to ba ve been !na0G a va i labl e to the pr 0 j eet in 

a timely fashion. Selection of the most expensive piece of 

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

Rl::COf-1:,lENDATION: Delays in equipment procure~ent requira 

corrective action by Drew home off~se management. ' 

Field Studi~s and Research Activities 

CONCLUSION: Because the process of planning has been 

delayed, fi21d studies anrl research activities have not been 

initiated. Field studies and research activities are 

expectEd to be idelltified and implemented as theneed for 

information for decision making is delineated. 

RECOMMENDATION: Suggested topics for field studies and 

research have been identified in various sections in this 

report. 

De'lclopment of a Sch(~me of S€r'/ice for Plan!1l::rs in the nOH 



CONCLUSION: '~hc: techn:i.cal d(~si!)n of the 12-~oject._il2.12.rear:3 \-':?. 

have lacked full understanding of the c0~p12x hu~eaucratic 

U: .1 D. t ion s hi!? 8 an U mac han i S HI S ',v hie h are o!! e r a. till [.~ in (( e n ~ 

and which effect 80me aspects of th2 project's 

implementation. For example, scheme of service restrictions 

require that e.:tch separate skill category of e:l1ployees be 

exclusively employed by only one ministry. Thus, an 

individual qualified as a planner may not be employed 

directly by the MOH but rather must be s~conded from the 

Ministry of Economic Pl3nning and Development under whose 

scheme of service all planners presently fall. 

RECOMMENDhTION: Efforts ~o remedy or cupp with these 

co~plex requirQm~n~s shouid be made bv th~ ~OH if th~ 

01 ann i n 9 s Y s t <~ In en 1/ is; 0 ned i s t Q bee fE e c t i vel yes tab 1 i S \1 e d • 



6.3 Inputs 

6.3.1. T'.JO Long Term r:;:-:'ch:lica.l Advi:30t"8 to bl:; Posl:(-~d 

CONCLUSION: Only one of the two long term technical 

a d v i s 0 r s call :? d for t 0 s t a f f t .:~)[ 0 j 2-:: :: i. n tile f i e~ 1 d, has 

bEen deployed. A senior h2alch planner ~as on site within 

two months after the GOK-Orew contract was signed. 

The second long term advisor, a healthinfcrmation specialist 

has not been posted. The fact is that at least four types 

af kills are required to accomplish the health information 

responsibility: health statistics, epidemiology, data 

processing, and data managemerit. To find all of these 

skills in one indivual is diffi~ult. 

Tile different perceptions on the part of Drew and the MOH 

with respect to the desired and appropriate qualifications 

of a single health information specialist ~ave not been 

adequately resolved. Thus, no long term health information 

specialist has yet been posted. However, significant 

progress has been made toward meeting the data processing 

needs. The short term consultancles of an epidemiologist 

(Dr. Hinshall) and a data processing specialist (Mr. 

Henderson) have each contributed partial 301utions to the 

total problem. 
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6.3.3. 

Pcovidp. Shor.t Ter;o1 Consulte:!1t S(:>rllice~3 

CONCLUSION: These have been only partia llL.t'Jrovided. This 

is discussed in the section on ~anasement of the project 

later in this c:lapter. 

Provide Health Planning/2olicy/lnforreation Seminars 2nd 

Conferences 

CONCLUSION: These are scheduled to be given following the 

return of the five short term trainees who are just 

completing training at Drew. These sessions will be carried 

at the provincial level with involvement of all district 

health ma~agement teams. 



:) .3.4. 

',;-" .. ec- _O':(;:C: dllscic f ;:;5 .:\ C_ccF;J~r1'J .)[ 
~ .. ___ . __ .lL.... ~_ ... __ ~. __ . __ ~_#. ___ . _. ___ ._~ ______ .--~.#- " iiealth .... _._---

() J eeL 3 t a f f:_ 11 sse c; lD S to preclude the 

:.L nf this acti'lity. 

6 • 4 r\S~~lI l'iPT I ON S 

6.4.1. For Achieving Goals and Targets 

CONCLUSIotl: The se are I aUdabl e and.-9.i ven time and adeaua ce 

resources they can be reached. There appearp to be an 

evolving planning structure in the MOR, and channels of 

communic~tion to permit those trained to have impact of the 

health plans, policies and budgets of the Ministry of Health. 

RECOM~ENDATION: The goals ShOllld not be changed, but the 

eXEGctations for the timinq of their acheivement should be 

lengthened. 

6.4 .2. Fo( achieving Project Purpose 

CONCLUSION: Assumotions for ach::'2ving project ?!.1rE.0se~ 

jmenustik
Best Available



s h t.' U 1 d bee are f Li l~ or ;:; I:: u die d " Pro c c cJ u r a 1 d i t fie u 1 tie sat ------------"--------

times have delayed availabiliLY of Kenya:l funds for some 

t r a i n i n g act i '." i tie s but r 8 m e die :'} for t 11 e s e cl iff .i. c u 1 tie 8 h a If e 

been found with the aid of the Drew Chief of Party, USAID 

and HRA. 

REcor,i~·IENDATION: Fu~l.iD..9... should be extend '2d 12..'L U:3,:\.,ID and the 

GOllernrnent of Ken~o achieve the goals of l:.i1e project. 

6.4.3. There are Suitable Institutions in the U.S. to Provide 

Necessary Training 

CONCLUSION: U.S. training institutions arc suitable and 

evailable but generally have rigid schedules and only accept 

students at certain times. This training constraint has 

limited the number of institutions available at the preciae 

time the MOH has made students available. (See also 6.2.3.1 

and 6.2.3.2). 



6 . 4 .4. The ;'IQr{ ',viII ES~:.1blish .) Flanninq Division 

V.JNCLUSION: The rion to~ m.1nagement has not y;=t E:;,t.ablishea 

'.anning division within the context of d free standing 

agency as advocated by Dr. Jeffers in his rccomm~ndations 

concerning the Jesign of the HPIP. The MOB, however, has 

initiated a pla.nning .llp.c.hanisffi w.i.th trained pl(;nners in 

place, actively assisting the development of pldnning at 

provincial and district levels. A Steering Committee 

composed of tOf management of the MOH is seriously involved 

in Dolicy formation and guides the acti'lities of the Health 

Planning Horking Group. 

RECOMENDATIO~: See Section 6.1.4. 

6.4.5. For Achieving Project Outputs 

CONCLUSION: These are largely too awbitious. The GOK is 

gradually moving toward support (both financial and 

programmatic) of health planning. As noce 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 
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administrati'/e and profession'll brancl·p?'~3 of th·.? ;·\OH ;::nd the 

chief pl:1nner for tile HEPD, the e'lalu2.l:ion team concludes 

that there is willin0ncss on the part of both ministries to 

accept orgallizational and ?olicy changes in order to make 

more rational use of C230urces and to d~centralize decision 

making so as to strensthen rural 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 prep<..re health ',lans at 

provinc:al ilnd district levels. 

REC01'lMENDATION: These beg i nn i og s tepa should be 

strengthened and nutured by all the partips. 

For Providing Project Inputs 

CONCLUSION: The assllmptions 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 uS: GOK ~..,upecv'ision of the Dre(.-i,:;oi';L)\~;L;nt of the 

project. Similarly the[e is e'ticJcllce that the DreVi home 

of £ 1. c e has not pro v ide d a 11 0 f t h ,~ nee (I e d Ct d i I. i n i s t r a :-: i ve 

support and technical backup to the project, to the COP, or 

the HOE. 

R8COMMENDAT10N: See Section 6.5 below. 

6.5 Project Management 

In presenting this aspect of the report the evalu~tors have 

endeavored to separately deal with the parties to the project. 

Thus the conclusions and recommendations will d~al wjth Drew, 

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

C 5.1. Management of the HPIP by Drew 

CONCLUSION: A competent senior health planner as chief of 

party, sensitive to the needs of the GOK and the contract 

requirements, was posted in a timely fashlon. Drew's 

attempt to rewrite the contract scope of work in recognition 

of the delay by the MOH in establishing a p~CC and health 

planning unit was envisioned in the project design, was 

laudable. However, to date no resolutic'l has been 

achieved. Yet there seems to have been no reinvolvement by 

Drew senior management personnel in resolving this critical 



issues. 

Drew management appears to h~ve made inadequate effort at 

drawing upon its own resources to provide substantive 

support for the conduct of the ongoing project. Except for 

facilitating training of Kenyans 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 in assisting the MOll to develop a planning 

capability. 

Despite his obvious competence, the COP has not been able 

single handed to cope with all of the demands of the 

project. This is reflected in the sketch~ quarterly 

progress reports which frequently fail to indicate the 

difference between t: 2 activities or work planned for the 

quarter and what was actually accomplished. Project work 

plans need to be prepared by the HPWG in conjuction vJith 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. 



P~oject financial reporting ~y Dre\J to US~ID haG no~ Geen 

done in a timely manner. 

RECOMMENDATION 1: That the home office of Drew take 

immediate and special care to imorove the quality and 

timeliness of its reportin(J arid Ii1ani:lq.~fi3.l 

resDonsibilities. 'That the f')lloHing ~-:;~J:::cific areas be 

considered for improvement: 

a. The presence of senior Drew mani:lgement personnel on site 

be deployed for short periods to provide technical 

consultation and/or to resolve con~ractual snags ~nd/0r 

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 di~tinguished from biostatistical systems design and 

development, or d~ta management). 

c. That financial reports be submitted in a tiwely fashion, 

but no later than 90 days after the end of a quarterly 

reporting period. 

RECOMMENDATION 2: That Drew post a second long term 



t (~ c h n i cal a s := 0 c i d t e inK en ya __ J:.? Q '-, .:; i s C th~ dev~lou~ent of 
P. 

field. That person should have had experience ill develo~ing 

a health plan:ling entity. The primary skills Vlould be in 

munugement/organizational development and training - e.g., 

workshop.3, S(~i1lillarS, etc. This individual ';lOuld edso 

largely relieve the Drew COP of routine project 

administrative chores freeing up his time for the more 

technical aspects of the project. 

6.5 .2. Management of the HPIP by the MOH 

CON C L lJ S ION: T 11 e rH n i s try ism a k i 11 9 s i 9 11 i fie ant s t rid ~'s in 

institutionalizing the 91anning process at headquarters, the 

p r Q v in.; e s a n rJ dis t ric t s . I tis <.1 0 i n 9 S 0 by 11 til i z i n 9 the 

cadre of trained personnel as well as by other means. 

Ho~ever, 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. 



f 0 en aIm e c han 1. s m s [0 r r e 'I _i e 'd i n CJ such comoliance. The areas --------- ~---=-:-~-=---.::..~-=-=-

i den t i f i ed above suet ct s J inane i a 1 :lncI quar La r ly !.- e l)or ~s 

s 11 0 u 1 d b.t':! rev i e ',~'_e d p III S t e c h n i cal r: e fJ 0 r_t_s __ C_il_t_. h e E.c L~_E_o_r __ ;n_a_n_0:. 

of the contractor suL~itted to aSAID/K. 

Furthermore, should issues related to changes, !nocHfications 

or delays in the project arise, that the methods for 

resolving these include all of the follow~ng: 

a. Periodic me~tings and phone ca~ls, with minutes, by the 

contractor field r::op and his headqu'-trter that seek to 

resolve the issues. 

b. That similar meetings be held by the nOB and the COP on 

a periodic and regular basis, and also with USAID/K, all 

with minutes, for the same function. Impasses should be 

clarifled either by contractual services sought from a 

specialist in the area at issue, or through a neutral other 

party. These differences should riot be allowed to remain 

unresolved for as long as they have heretofore. 

c. Quarterly reviews of performance of the plan of wark 

should be held and reports of such ~eetings be sent by the 

Ministry to USAIO/K. 



6 . 5 .3. The Management of the HP;P by USAID/~ 

CONCLUSION: U.SAI D/K has s hmm flex ibi ii'oty in 0.1101.'li 11CJ. the 

NOH additional time to take the steps required to meet the 

goals and purposes of the MOB and the contract. It has also 

tolerated short comings of the contcac 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 

Gtrategies were developed to accomplish contractual ends. 

REC01'1HEtlDATION: Tha t mee t i n9 s be he 1 d lvi th key dec is ioT' 

8akers from the GOR, USAID and Drew to resolve the 

outstanding issues and problems and deal with key 

recommendations of this mid term evaluation report. 

That regularly Gcheduled sessions be held by the GOK and 

USAID/K to maintain a productive working relationship. 



6 • 5 .4. 

CONCLUSION: The Ht?.)l tl1 Re:)!:?~_rc~s i\S0j·Q.i:~_tra t ion l2l<{~0'd ~ 

con s t rue I: i ve r 0]. e in f a c iIi tat i n 9 t 11 c flo '.V a £ pC 0 j e c t 

implementation. rEhe nature of its rSuct-itJG role se(~ff1S to 

limit its ability to bring the considerable resources o~ the 

U.S. in ~eneral and the PASA in specific to resolve some of 

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

reporting mechanism of expenditures ~gainst the PASh to the 

parties who need timely reports. 

6.6. Finances of the Project 

conCLUSION 1: The E inancing of the projecl.: 1~2s been 

inac1(-?qua.tely milit<1ted to:) fully achieve t:h~--.2roj8ct Pu.ci?oses 

F i f t Y e i 9 h t per c e n t 0 f the tim_e. 0 f t 11 e pro j e c t has e I a? sed and 

only about 33% of the funds have been used. This fact 

represents both a problem and a.n opportunity. It is a prob~em 

in that resources should have been expended to resolve some of 

the issues pointed to in this report, which were known to the 

parties of this project. It is an opportunity in L" \t the 

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

finance a part of that extension. 

CONCLUSION 2: All parties have not paid sufficient atte~tion to 



a review of project finances 

RECOI11·1£NDATION: Careful managctllent must b_e (·~xerGispd by Drew 

and MOH management with oversight by USA1D/~ to ensure that 

de lays in vouche ring do not OCG'lr. A max imum of 90 days should 

be Gufficient of accomplish the task. Speedy review would 

ensure that a relationship is made between the expenditure and 

future needs. These vouchers should be linked to quarterly 

progress reports so that managelnent can assist the pr.oject in 

meetings its goals. 

CONCLUSION 3: Adequate support resources are eresent only in 

the hom e 0 f fie e, w hi 1 ,:~ rn 0 s t 0 f the ex pen d i t u !:' e s are inc u r red and 

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

sufficient support services to perforln the administrative task. 

RECOMMENDATION: A review/comparative analysis of the 

distribution of support services in the Drew home office vs the 

field office should be done. Special attention should be ~iven 

to existing distribution of resou~ces and to the cost benefit of 

th3t distribution, now that most of the scheduled training in 

the U.S has been completed. 



6.7.1. 

6.7.2. 

conCLUSION: J\ :<:~~y c'J!n20n~nt of thi~'i project is the 

develo:':'=:~J}t of_~~.~,:llth Lnfocna.tion._2\/c::;~.~J!,--I()r th.e [-lOt-!. 

Several, if not most of the data need3 have been identified 

~nd have been casted in terms of human and other resources. 

But a data base for health 91anning has yet to be specified. 

',lhat is required is to assemble a suitable team to tackl; 

the job. 

RECOMME~DATI0N: That the chief item on the agenda of the 

upcomJ~health data workshop be th(~ d'2!3ign of the HOB 

health informaticn system. It is suyyasted that a team 

approach be used to acco!7lDlish this task. 

The MOR Secure its own Data processing Capability 

CONCLUSION: As part of this project there is a plan to 

pllrchas(~:ln 1Bl1 4321 comput·.::r and to i.n~3tall it i.n the ~.;oH. 

There will be a shift from the present system uf disease 

identification to the rCD/9. Preliminary processing of data 

will take place in the field rather than at MOH 

headquarters, as at present. A cO!7lputer committee will he 



est a b 1 i s 11 e d 'II i t hi nth '2 r: in i s try an cI a 1-1 i !l i s t L' Y ','I i d. ~ <J G n era 1 

fun c t ion d a tap roc e s sin CJ G Y Gte ill \l i 11 bed ~~ Vel 0 i? 0 (~ • '1' he.s e 

and other aspects in ch~ design we feel are very critical 

for the quality or plannin'j dnd <1(~ci:3ion making. 

REcon;:lNDATION: Vie would ur.ge that the impl--=f:1<::!nt.J.H.on o~_he 

com put e r i z a t ion 0 f. h e Gl) t 11 i n for m a I: i _0 n p r I] C e e d as 

expeditiously as possible. However, there are is~ues and 

guestions ',,,hich the tear.1 feels lill1.3t be clarified nod 

resolved prior to the purchase of the expensive cOQPuter. 

Six main ereas 'dill be covered ir: this recOlnmendation. 

1. Data Management 

a. It would seenl that the formation of an InteL-ministerial 

Steering Committee as suggested by the World Bank report as 

the Intra-Ministerial Sterring com~ittee proposed in the 

Henderson report sho~ld be implemented and that they be 

involved in design of the data sets/information needs of 

their subparts of the Ministry. 



use s 0 f t 11 e c1 a tao f the j a t a co 1.1 t'.! C t <:: d (} r ':: c 1 e c r l'j ci e f L ned 

before th~y are co1.lected. 

c. That this definitional process should deal wit~ each 

level of collection and processing ot data. 

that 3uch a concept haG been developed. 

it is nol: clear 

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 plannjng, 

programming and ma~agerial processes are clarified. We feel 

information whose US0 nd value is not defined will ~ot h~ve 

the effect that it should merely ~pcaU~3e t.rie informacion is 

computerized and speedily returned to current producers and 

potential users. 

f. Information must be accurate. Thus reliability, 

validity and other related factors must be ensured. 

g. Systems should be developed to provide manayement 

controls on production of data and similarly on their use in 

the management of health services delivery. 

TO suggest that the introduction of a speedier form of 



access to the existing data is all that is neces~ary for an 

improvemellt in the planning process to occurr rna} be 

falacious. 

2. Scope of Da~a Proces~in~ Reaui(PGents 

In our view it is critical that priority needs for 

computerization must be agreed upon. ~lhile discussions with 

Mr. Mware and Dr. Kanani suggeat clear priorities, it seems 

to this team that otller areas of the Ministry will clawor 

for entry into the sysLem and may overburden it. 

3. Bureaucr~tic Stipoort for the Data Function 

The issues of the scheme of 3ervice and th~ schedule of 

duties should be c12rified in a more formal way. It appears 

that informal arrangements have been made. These should be 

reflected i~ the budgetary alld personnel systems, if the 

introduction is to be viable, and the r2quisite staffing 

required assembled to perform the taSK. It is clear that 



the entire duta p[Qcessin<j function CZlnnOl: b,:! perfOL"iUec1 

under contratual funding or ~ith expatriate stafE. Indeed, 

counterpactsmust be on bl)ard vlith t\:c IdicI0 Spi~ctr,iiil of 

experiential background in planning information systems, 

biostatictics, research, ~nd evaluation so that the system 

is adeguaterly and appropriately utilized. 

4. Control of the System 

It must be established who has clear control of the computer 

(MOF/MOH/Drew) and who is resposible for its ope:ation, 

maintenance and ensuring that input systems to it .are 

properly programmed and are credible. 

5. Training of Procedures and Users 

It is critical thdt 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 duta sets and their uses. 

6. The Involement of Users and Producers of Dc=tta in the 

Design of the System 

Finally, the data workshop scheduled to take plac~ in 

September/October, 1982 hopefully will address the issues 



noted above as p~rt of the design of the health inforlndtion 

system of the Ministry. 
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-I 

health policies Allnounced by NOH il ... lth plonnln& offLcers h~vl! 

exeC'.l h'c, .. nd cabinet or fi clal s which arp rOl'ciate sceeH to NOli end MOP 

arc ba~cd on pl~nn:Gg activities, ex~cutlves. 

pollc/ stud!e. And analysts performed 

by health p;"nnl;rI 1n the Mall wnd 

reInted mlnL.trles. 

3. AnslysLs of bu~get And expenditure 

'rcn~s. 

1. }~nH and I·:or orgnniZll.tlon41 chltrt •• 

2. Schedules of duties. 

J. ;ralnoJ plannera 1n place 1n all' 

areas. 

4. Illnut~s of lIIe~! lngs of Health 
rlannLnS andjPolicy Coordination 

C""::liltee. 

1. OrF.~ni:8tlon charles, r08ter~, appoln 

leenC I'''per. ,nd schrdule of duties 

"f :·\c>ll :.nd HOI' . 

2. r:lnutcs 0< Health Planning lind Policy 

CoordlnaClon Cv~lttee. . 

l. EXDmlnatlon of library d3ta, policy 

.nulyal~ [efOrlS and field studies. 

4. Semln~r and conCere~co repo~t5. 
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1. l',3'\ID and II!,'\/DIIEI-I flnancid r<port/l. 

2. I:!:AID nnd IIRAinllf;;.l finsncial [;port •• 
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~. J:lt.-\/OIlC''': project rep .res. 

6. l:SAID financial reports a.ld HRA/DJlEW 

project reportl, 

7. llRA!Dn~ project reportal 

(Cont.p.l) 

2. Tr3;ning il1 U.S. lnscltullons, Kenya 

Rnd third countries, imperLs ~p?ro­

?rlat~ plnnnLng, implrmort8rLon, 

policy analysis and progr.m 

(Collt.p.2) 

AS$Vn1plion: for achieving pV'posC': 

l. USA[D can provIde tlu:ely anI! 
sati sfa('lory technical assistance 

lind funding. 

2. COK funds and wervlces are avall.ble 

in a Llm"ly fashIon. 

3. U.S. traini.ng 50:ho.,ls are Jble to 

ecc<lrnmoJate students and Kenyan 

students arc capable. 

(ConLp.2) 

Assumptions for achieving o\Jtpvts: 

1. GGK accnpts new po~ltlons and pro­

po<cd schemes of service. 

2. Recurrent budaet av~llahillti~~ 
sufficient. 10 ('.over incrc:'5r.d 

personr.el and (Operating costs. 

3. ',iii Unl;ness or ~Oll Bnd ~:01' l" Bccept 

orgnnlzational bod policy ch~ng~5. 

4. ~bliity of COK to ldentl!y able 

pcopl~ to train. 
(Cont.p.2) 

ASlutnpti:)n".. IJr providing inputs: 

1. Availability and timely pl·ovisi,.n 

of USAIP and GOK funds £nd services. 

2. /lvail:lbll!ly of qualified US lcc!Jnl­

csl <1~s1:lL£r.cc persolll.d. 

3. Av~il~bility of Kenyan p~rsoncel to 

be trained and to steff project 

components. 

4. Smooth administration of project 

personnel by GOK. 

(Coot. p. 2) 
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3. Inererse In the ut" of XOIl o~c­

loy, un ru~~l he.lth £,r~lce6 on 

d~v~lopccnt and ~n recurrent 

.8(:Cf..Hlflt. 

4. N~" and revlaed li~41th Sector 
?~licle. thot r~lleve existing 

constraint~ on health 3~ctor 

Je ... ·c l()"·i~ent. 

5. r;e'J or rcvi.e,j he.lth plans th,IIlt 

sra(~ cle&f nf\d CC~5ur!tJle 

ASlvmptl0o'11 fo' t,J:ch,c",;ny goof '"lIgC11:(CClnt.) 

J. OrEnniz~tlonal structure, repurting 

Clec~lanisms aru ClJu,uIIUnication 

channels are ap?r~priace for 

making adequate iCpR=t on health 

plan6, policies and budgets. 

LW::J ~;l....l.}---, ~. _-:--"'~.--:. ____ _ 

----------·---------T/C:-""-J;:.:-IL-:~r\'l tr.". ,,,,iii indicol4 p""'p"'. h.;., be-en ASlumpt!ons ror ach,eYlng purpo:..e: (Cont.) 

achi'v.J: End QI plojHI IIOlu'. (Cont.) 4. MOH d~vch'ps and rel.~vant gO"crn-PI.">~'JO:I ""'..If;~"j)'t; 

C·JI~' ... ll: (\.UT)t. ) 

I ... li~.ll tt- rln11ni!fa In p!.sce in 5elo!:cc~d 

rr0~lnccs ~nj District, as ~ell ~. in 

l',·;:' lIfl\! r',(;P hcndl~U!1rtC'r::l. 

5. c, .: .. 1~1 ec f!c!d ",utl!e, and dnta 

(',·l\rel!":1 acci·.l' tes ylelJtng clnl!ll= 

i.'t:·.":.:ti1.1n re(lljirl~d of hc~ltl1 ?lann1.ng 

t!if ..... lo in i~(~!i ... rld ;.~O:·~ 

7. LI~r~ry. ~d=inl.tr~tlve support eq~ip­

';D"nt 4:1';\ \'e~t~.:le". 

3. £:LIJi~~ anJ action xcscarch using 

Kenyan cD~lultnn(a .nd in.tltutLon6. 

9. n, •• llne !nf~r=~tion 5tud!c~ a~d field 

t'e~l. ~n~ p;(lject cv£luDtLc~,. 

ment agcncLes review nnd establish 

3. Trained h-:Alth planners in !-lOll an appropriate schc,"", of service for 

"c,d t-!O? h" .. dq'Jartere And at tlOIl 
non-eledlcol per~onnel In the HOH, 

Pcovl~cl61 6nJ DIstrict lav~l partlcularly fur health Flanner6. 

!'''at.. 
Y.Oll top m:maeem.,nt a~"ur.cS leAder­

f.I·'anih,d. d O:!pvl': (Cont.), 

""""ded b~ 10-12 110H 'sentor' oiU­

cern And rrpre,cntatlvel of HO? 

and HO'd. 

4. J-6 o~Jor field trail and baGeltne 

d,12 collectlon .tudle. cc=-ple:cd 

bi ~r.d of project. 

5. 6-·8 .. ~,l"n re,e"rch studle. em.,,­

l~led by the ~nJ of pruJect. 

(C..,nt. P.) 

{Cont.p.l) 

8. U~lD And COK flnanclal reporto. 

<J HP.A/Di!Ell and USJ,ID financial reporta. 

I 5. 
ship in the establl.hrucnt and 

functioning of the Division of 

PLanning and Implementation and 

(C"nt'l?~~) 

Auurnplion. 10' achieving aulpuh: (Cont.) 

5. Good Planning and manag .. ment of 

all training seminars, field aludy 

activities. 

6. The timely'release and appropriate 

expendl~lre of funds. 

S. Appropriate supervision, 
coordination and cooperation 
betwe,.·n U.S. technical ... 1,tanco 

tealll ~nd COl< peraonnel. 
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P"OJ EO DfS1GH SUH.v."~Y 
LOGICAL FP.AME~~ORK 

~.!.i'IO.TIY[ ~t:l)").A~Y O!lJECTIvELY \FRIFI,I[)U': Ir:l)iCA10SS MEANS OF vERIFICATION 

Pt";'':'''' If' ~.~:1': G-.:...:l: The Ln.~..!,~ ohi",li ... e'. 
.... :-;.\.~ ~da ~"QCI cont,ib-J!'I: 

P'.),e::! ?UfpOl __ i 

M .. ",,: .. d Coo! Ach ....... ",: (Cont.) 

~bJectIve~ ~nd targetl, TAtl~nally 

ord",rcd prloriUes, cle4r it."l=o­
~t~tIon .tr.t~tle~ and pl~n6 • 
.:::rd ce.hsnbt'3 to 'lV~lulote 
rl..lIul:.!J. 

Conci,;.,.,. rhol will indica,. purpo •• I" 1 "'''' 

.d\ioy~d: End of ",ojcC! 11o~ •• 

Lifo Gf Proi~cl: 
Frcm' FY 10 FY_ 
TOIOI U. S. fundinQ ____ _ 

. Do'. Prepored: __ .. ~. ___ _ 

IMPO:?TANT ASSU).(PTlO:-l~ 

A .. umpHonl fot Gchieving Qo01Ia,goll: 

Allum;>lio". lot achieving pv'po .. : (Co;;t.) 

the conduct of the Planning 
and Policy Coor4ination Co~itte. 
and seriously con81d~rs and 
transmits recommendations and 
analyses. 

()..,I~U'" .Moon;",d. of O.rp",.: (Cont.) Aliumpl'O"' '0< achi.ving oulpull: 

h?, .. di: 

6. NIne c~Jor polley, plannIng and 
health lnf,H=llon ,c::llnars eondll­
ctrd by cnd 01 p'0Jecc. 

7_ Revited or ncv Sci\~~e of ServLco 
for nonocdlcAl profes.lonals In 
HJlI coorleled by June )0 1981, and 
"Jorte:l by relevant COl{ agenciea 
vithin " year~ 

(Cont.p.4) 

Imp/c",oMOI;O" TalQcl nyp~ o"d 0"onlit/l(Conc) I 

4. ThIrty p~r90n monthe of .~Qin.r 
tfaining ~eginning In ~.rch or 
April uf 1980 ~nd continuing ovor 

the 11 fo ,,( the pr"jecc. 

5 •• ....,ney peroon c.onc~,a of ob.cC'o·a­
tlon~l tralnlng o~er the lifo of 
tho pruJcct. 

6. Nine health planning/polley .eclna­
rn oVer tha Itfa of tho project 
loll eh tho fl rat bo:;lnnln& Soplctlhl:tl 
Oc:ober 1979. Cont.p.'-) 

Auumplion5 fo< I'ro~iding j"pull.· 
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PROJ EeT DrSIG!~ SUI.lMA~Y 
LOGICAL fR""!.E\~·U'1K 

life 01 Proj«I: 
From FY 1o FY_ 
T 0101 U. S. fYn.!in~ . ____ _ 
DOlo Prerorcd; __ -.-__ _ 

.===-~=~~~:-=~ ~·.~·:~~~~'.~~ __ ~-----'I ~~::CTI~~U' Vr:;llfIM)I.E jtlJ:CA10~?S---- I.·,[A~'S OF VERIFICATIO;-.l . II.WORT:,N: ASSU).'.PT!O.';S 
:--'~ ~~iCl'lj ,r ~C' ~ ·:..r i.J.:,.:l: T.)~ l .. ~·· :'.:1'r ob,.:-cJ,v. I-:.J ~\.~1~r'3::' o)f L..:cl A,hl~V.l ... '''l~: Au.vmpho!O& f.:.: Q,hIO""n.~ ~OQ' 1,:ugeU: 

, .... :., .. ;~ I:::~. Ylo:l.:':i 'u,-,:;it J!C:;: I 
i 
I 

-----
rr ..... ·.c.r p~, ):.: C"',nGiri';)l1s, rhllt will indic.)te pvrP'O'. has b''tn 

O':!;vtt: 

:r;ouu: 

c;hi~Y.J: (r.~ 01 ~r~jO(I "olVa. 

'1 ) . ...,.ni'~J. "I OJ!~"I': (Cune.) 
tl. C'''rielCd rurch~'e of all aen1nis­

e.-Allve 5U~?,Ht. vd,icl~s, lit-rary 
m~ec(i31. b~ end of the project. 

9. C"'c"leeion of observational tour 
£"d .hort-course tr8!nins Involving 
(lflY per.gn ~0nlh, Activity by 
elld of the pr,'Jcct. 

10, A set (Of r"C"r:'l:ClldHl"". fnr r<:vlo­
don oC hC4lLit ."cee.r poUcle£, 
revision "f ho.tth .eceor pl.1n for 

(,...", . ., ~) 

l""plc"<n"JI.on To'gel (Ty;>o ~~J C,onti!,) (CO'll 

7. Five project v~hlclc,. b""\<s; 
{urn'lur .... ?rlncln:::. suppllcft, 
b~,,~" ~nd pcrlo~lc~la ~nd other 
=u;:.p_,rt ~(<<~3. 

8. 6-8 ,(udies and action rcsca:ch 
proj~ct~ onc year ~cnyan con£ulta­
ntB u? to 5;000 ~ver thD 11fe of 
the project. 

(Cont.p.3) 

I 

I' 
I 

Assumption. for cu.i."in, purpo .. : 

Anumplion, for ochi.ving Oulpul" 

Auumpliona for providing inpulll 
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PRO) EeT ~)[~'GtI SUil:MAr,y 

LOGICAL fRA!~E'titl RK 

_ ~:·==_...:'.:::~::2:~~~c SU~:::.:~_ .I OL\;'-CiIV~L Y \TKiFIA[)LE I:;L};CATORS M(;ANS OF liERIFICATIOi'l 

1', ',;''::,,,,,\ o:r :::~.~:" (..;(.': 'Tr\(' .. ~-...:J"'I 0'0; ,..: 1 i ... " ~, 

""':"I,t:~. ::\:!. P/,,;;,: ... t (';'l'.~tit.v:,::t; 

PhilOC.' ~~ ,Jr?('l'l! 

O~lpVlll 

j">'U1U 

• M~~lo\.I/G$ cr l.K.,:d t\,~;c'w't".rnr: 

CC'ndi!~"",! '~ • .;a will }!'Idicol", .,:'Vtpo,. ~QI ~C"tlln 

~d.i.~.J: end of l'IcjQc: ol,tvl. 

~"'gni_"'d. 01 (NIp" .. : (Cont. ) 
I 

10. P.O!l antI content and =thodology 

fo~ he~lth progr~ and project 
nv£lu~t'on by cnd of tho rroject: 

Impl~m<nlolion TO'9<t (Typo and Quanlity) 

(Cl.nt. ) 

9. J-6 b •• eline inCormallon studies 

of ~nd fl~ld trlels conducted over 

the liCe of the project beg!nn1n~ 

&fte~ the ~rriv;l of long-tcnc 
tcchn!c31 ca,l.ten~e teem in June 

BaO. 

Lifo d ProjrCl: 

rt,,", FY 1<> FY_ 

Totol U. S. F~ndin9 
D"lo Prepored: -----

l/iPORT ANT AS$UM?i 10:-1) 

A'iurnplions (or ochi ..... ing ~ool r(lr~e1S: 

"Hump!i"ns lor Gchl.,,;n~ pvrpolo: 

Anumplioos lor ochi"";n,, .,"'puh: 

Assumptions for providing inpUIA: 



- '- -
t'" • :. : .. i hil, . PRO) ECT Dr:~!Gll ~Ui'.!UR'( lIf. III P,ojrCl; 

LQ:~lC,/tL L~/ .. ',\~h·O~~ frcm FY 10 r-y_ 
lolal U. S. F"nd.nu ____ _ 
DOle Plepoled: 

:"("; :c' T:iiq ~ ~lvlT',b!'l': 

----~=-~~:.:,i::_~f_~~·,!:.~~==_=__=_l __ .~l:L:~j~:(L\' \":::<lr~~OL~ __ ~O:C~~Ox~ ).·,EJ..I-1S OF Y=RIFICATIO~ 1i,I[>O'HANT ASSU .... .PTiO;~ 
.) r' . \.', •. d! i"-. ..; ~..l.; •• : .. ; ,,';iJ"" ..::: ; ,I,' :':L'"" ~: ~>:.:J / . .:h:.,/('·,~ . ..-.~l! A .... ·t":'lp1ionl CC! cd,iD'\'ing ~'=IQlletact;: 

.. ~ : .: '. ' • r ~: _ ,.' " ~ , 

-.-~ ----- -- --_ .. , --
~ ~ ~ :"J:.," 1- f 

I 
! 

C'Oo'"li:,;ll$ .h,'H ""iil : .. di:·.:" ;"UP..)lt ~,.." ~C(;:1 

c",!li.:,,(pd: r.:r.d ()of p;"itc: :.!.;1")~. 

;.I.(J,~.;i~'.Jd. of Cv1riJlI: (C""l( .. ) 
O. C~J?I~tcJ purch •• e of KII '~~'nl,­

!;i'.ll\ot': s:"'P;'L)!"t. \'c.;l.fc:te~, libr.ary 
E.:~r(cl. by.cnd ~E the project. 

I 7. C';'~':l'l~tlon of obe~r;"'ltlon41 tour 
"nJ .hort-collr.e t~dn(,'g lnvolv!ng 
flfty ~er.on month. Activity by I 

It:). A wet (,f roe,,,.,,,ulld.>tlcn,1 !Cl~ rev!.-

~nd cC the pr.ijc;;t. 

revl,!on o! hc=lth .ector pl3n fer 

Assl''''p'j"n, I". c<hiovlng p"'p<>.01 

" 

Allllmpllon. lor achi .... ing o"!?"": 

i: ,. ~ ~ 
.!<'" or hc&lth HC(OC polietes, 

.---- (D:..;.:....~<J..J I 
I".pl.",<.,:"ion T~tg<llTrp. "oJ 0vor.<'t.-l (Contt ASlutnplioni for provi.:ling in"u"l 

I " Five project v~hlcl~ •• book.; 
furn'ture, ;>rlntl,,;:, ~uppll~D. 

, bao~. cnd pcrlo~lc.l. and other 
I ~cp?~rt 't~~l. 

I 3. 6-R .cudl:" ~nj ~ctlon rc,c'r~h 
p~oject~ ont ye~r K3nyaa consultQ­
nea u? to 5;000 ov~r tho 11C& of 
thQ ~rcject, 

(Cor.t,p,S) 
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Hinistry of Health, Kc.~nya 

Mr. G.R. M'Mwirichia Permanent Secretdry 

Dr. H. Koinange Director of Medical Services 

Dr. S. Kan·;:mi Senior Deputy Director of Medical Services 

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

Dr. J. Haneno Assistant Director of Medical Services 

0.:. Mueke Assistant Director of Medical Services 

Mrs. E.M. Kiereini Chief Nursing Officer 

Nr. P. Kariuki Deputy Secretary 

r-1rs. E.N. Ngugi Deputy Chief Nursing Officer, Ministry of 

Health 

r·1r • L.K. Ndungu Administrati ve Secretary, Coordinator, HP~~G 

t1 L • C. 'l'hube Senior Planner 

I1r. S. Onglayo Economist/Planner 

Dr. Minangi Deputy PHOH, Nyeri Province 

Mr. Naretta Administrator, Nyeri Provincial Hospital 

Dr. r1'dang i 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 

i-Is.A. Kho.s.::lkhala 

Ministry of Finance 

1,1 r. H I 1:/ are 

H s. A. 1-1. K a h uri 

Planning Of:Eiccr of Ecalth 

Pl~nning Officer 

Director, Computer Center 

Deputy, Computer Center 

Un i ve r sit y 0 f N air 0 b i ;-1 e die a 1 S c h 0 0 1 

Professor J.D. Kagia Chairman, Departm~nt of Community Health 

Health Resources Administration, DHHS 

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



Dr. ,J. She p per d APR/ n rl "'/'" 't' , D 1" ,e a ,c l. n li U C r: 1 10 n 

Dr. J. St.ockard AFR/DR r Health/Nutrition 

Nrs. G. DeLuca AFR/DR, Health/Nutrition 

t1r. C. BrO\m APR/DR, Health/Nutrition 

~1 r s. C. S c h 0 U x AFR/DR, Heal~h/Nutrition 

r1r. [-I. ~Hles Director of Evaluation 

USAID/Kenya 

r';r s . A. Herrick Mission Director, USAID/~enya 

Mr. ~-l • Lefes Program Officer/8valuacion 

Dc. J. Slattery HPIP Project Officer 

Dr. R. Britanak Chief, Health Population an~ Nutrition 

Hr. S. Silberstein Population Officer 

Mr. Green Economic Qfficer 

r·1:c • J. Greenough 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 Act i n 9 Director, 0 f f ice r 0 fIn t ~.? r nut ion a 1 



nr. J. Hend(~r30'1 

Kenva Trainees 

Dr. R.K.A. Kalya 

:·1r. N. A. Keyonzo 

r,l r. F. t1. ~l ','/ 0 ria 

I'! r s. 1'. A. 0 duo r i 

Dr.:. A.O. Oyoa 

Dr. George Rae 

Dr. Kimutai Bicnndo 

Dr. Ne\·:ton Ki..llundu 

Dr. Gabriel t·1bugua 

Dr. \'lilliam Jimbo 

Health a~d Sconornic D~velo?~cnt 

Keny~ Proj2ct A~ministrator 

Consultant, Data Processing 

Deputy PMO, Rift Valley 

Health, Evaluation and Research Division, 

NFYIC 

Senior Hospital Secretary, IRH/PP 

Senior Nursing Officer, MOH 

Depu ty /D1-1S/ Pi'lO, Eas ter n Prov.i nce 

District Medical Officer 

District Meidcal Officer 

District Medical Officer 

District Medical Officer 

District Medical Officer 

International Monetary Fund 

Mr. D. Simpson OfficE;r, Kenya 



\/or Ie] Bank 

r.lr. H. Diaz IRH/FP Project Officer 

Sit e s 'i1 j. oJ i ted 

Provincial Medical 

Office and Hospital Nyeri Province 

Dis tr ic t t,led ical 

Office and Hospital Murang'a District 
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D i-1'1 C~ .1 i) i) r:; '.! '1 ':: P 121 il -------""_._-----

Perman~nt Secretary's Guidelines: 

December 1981 to Hay 1982 - Prelim~narj work 

June 1982 - Approval of basic strategy by 

Cabinet 

July 1982 - SUQmary of strategy, tentative 

budget ceilings, and district 

priorities 

AU1]ust 19892 - First meetings of the health 

sector planning groups 

December 1982 - Drafts of all macro chapters 

to be completed 

March 1983 - Drafts of the health sector 

~hdpter with dlstri8t level 

disaggregation where pertinent 

to be completed and circulated 

to District DevelopDent 

Committees for comment 

June 1983 - Comments by Districts to 

be returned and circulated to 

Ministry Headquarters 

August 1983 - Revisions of all ii1;.;cro and 

sectoral chapters to be 



SeptefJber 1983 

complel:.eli and sent Lo Cd0inet 

- Final approval by Cabinet 

Director of Medical Se[~ices' Health Strateqy statement 

in early 1982, to prepare for the development of the heal:'b component 

of the Fifth Development Plan, the DMS detailed the healtll 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 under 

construction and those where funds are committed and freeze 

all other proposals until 1990. Use the funds made 

available to construct rural health facilities; 



S. After 1990 I s~-?ek to att~ii\ a oul:ion;:il target oC oO'.;pit.<J.l 

beds to population of 1.0 per thousaoJ by yed~ ~OUO. 

(10 i n 9 p rio r i t y to beg i v e n to are u s t hat II u vel e s sue d 

population ratios; 

6. Expand immunization programs; 

InGo 

7. Launch schistosomiasis control p:ograms with particular 

attention to the Tana River, Kerio Valley and Lake Basin 

development proj8cts; 

8. Introduce a school of health progra~ focused on hY0ien~, 

nutrition and family planning; 

9. Expand program on environmental sanitation; 

10. Bxpand and strengthen the m~_ntal health programi and 

11. Strengt~en the health information and education program. 
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/" .. 

-r:!:';;:ll.t.,; .. ~1\1:.J;r ).LI Hot. ~ \~:ol)l 

T~:~;:.:;'i!: :.~ :~;:~~i !13S1 

,'..F"':!'.\. \i(jtJ\..~F. 

C.\ ["·!,::)l' .. \L I{\).-\O 

'r'.IJ. rk~ 300;6. ;-.:.-\I!'.~=.[d 'SL..:n r~{1i)it''; ~,~,,'i"-; q:":ut~ 

;. Bill i 1. / ? ,1 
i~:l. So ....................... .. 6t:\ t,it-..1Y 19 .r~2: 

c-t ,:. 

) 

} 

;";.',-, i.:~i:,. 

~nd dlte ......... ~ .. , ..... , .. . ,' .. ................... , 

TO: Heads of All Dep&rtments 

?rovincial ~edicnl Officers 

RC: '.'.'OR~:I:iG CiS!;? FOR 1 .. :;1.:!:T:?iG ':'1-:2 ;:!:FTH ~V.1'rONM, 

lE-:;,Li.'fi D2\J2L;)~::.:;~1lT ?LAN .. 

An a rc;~u: t of a \'!o:'!<3hop f:):c' d8'/~ lcpin~ a plQ.'1 !'0C '",ri tir.Z the 
nc:-~t Na":i0nal Heal~h Dt:velopr. .. :;;)~ Plan, it ·;{:".S ag~'2ed ::r-:..t ,;I. ':!cd:ing 
Group 'o.~ forrr.cd a:\C C;\c:-CGd ·.Ji t~ the :-t;!s~)onsi'oili t'j ot coccr:lina:ing 
d2p:Jrt{n~ntn and t::J!.lccting dC1.tu '.'/ith a vie't/ to\,!·?:--C.G \':l"':,cln~ Q draft 
plan. '. 

1- l·jr. Ouka 
2. r,11' • Nduogu 
3. I·k. 'l'hube 
4. I·~I" • Ong'ayo 
5. Dr. Ci.p~on Res.)Ul'C(l P·zrson 

The id~::tin,~d ;'/v(!,dlilj Group ',;i),). rcpoc~ t.-;l il St<'..3 dn3 
is compcs£d of tha following: 

1. Perfi,~~.e:, t: S(~cr'eta!"j" 

2. Dir~c~or or M~~ical Sc~viccs 
3. Senior DeDu~y Ci~cct~r of ~cdicnl S3~vicos 
4. Deputy S~crat~ry 
5. Chief Nursin~ Officer 

They th'i 11 al. so "'10 r!< c to s t31y ',,' i th t;~1C :,~ i:~ ~ s try 0 f' S ::('")n or,\i C F·lXl.n i~ g Co.ne! 
nnv~~lct:':!1cr~t, ~~~:l!.:t:-:l c:~ :~:'.~nc·:: a.i(l ','lith ::-.c v:'.!"il)t.!~ "l(!pJ.~t;I.~:'.~~ ~nd 
se,:\':i(m!3 'IJi':h:'n 1:;},,~ i';inis:ry of Health. 

Your mr~xL~um cocnera'::i.on and ~S$;,3t,:.nce ':Ii.'.l ':)e :"~:::ll:.~·ed ':0 fUi:ilit';(\:'J 
the activitie~ o~ ~his ~roup. 

·.' 
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Project Bl'dg(~t and Actual Expenditures 

Drew HPIP Contract 36 Nonth Proje:::t Budget Year I Actual Expenditures*Year II Actual ExpendHures**Expendir:.uros to 6/30/82 

10/1/80-9/30/81 10/1/81-6/30/82 (10 months) (22 months) 

category of Expenditure Home Fie)d HOr.1e Field Home Field llor.'Ie Field 

Office Office Total Office Office Total Offic~ Office Total OfficE' OHir::e T()l t.l --- --- ----

Salaries & ~vages 122422 288533 410955 32277 52614 87891 30021 41819 718-10 65298 94433 1~,~,;3~ 

Consultants 81000 81000 11734 11734 17723 17723 29S·j7 2()~;:: I 

Fringe Benefits 24484 .57707 82191 5065 4888 9954 4835 4678 9513 9900 95GG U·;:j7 

Overhead (Indirect Costs) 58762 100987 159749 I 16933 18799 35732 12749 14054 26803 2%82 32253 r,;,~:; 3l~ 

Travel, Transport & Perdiem 8800 165100 173900 4038 27757 31795 4172 4172 8nO Q77S7 3S~)07 

Allowances 3420 210550 213970 31794 31794 9809 98U9 ,., 1 ,~(~. J 
., ... (..1.,. • ...) ~~J.crIJ 

Equipm~nt & Vehicles 2850 141386 144236 1541 7682 9223 46882 4G882 1541 ,)-~5\i4 5(lj:)S 

l'laterials & Supplies 31764 40764 92: 642 1564 71 1472 15!;3 9<)J 2J~ ,~ J1;j, 

participant Training & 

Conferences 302955 302995 23287 23287 92928 929~8 116215 Ih<:-'_~· 

Other Direct Costs 34700 67580 102280 3891 7841 
-
.lln2 4529 17774 22 '03 8~dj :~:)S.l.) ~.: ; .. ~ :'l ---- --- -"---- --- ---,-

TCJI'Al.. 264438 1447562 1712000 676G8 187038 25470\.i 561:77 20139 2(;3616 12·~14~ 43 1L!. 77 ~,~·~,~·~l 

*Scurce, USluD/K,:!nya 

**Source, Drew Post-Graduate llJedical School, Kenya ProjectReport Detc:i, 4/1/82 t:hrough 6/30/82 

jmenustik
Best Available


