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DEFINITIONS

Crude Birth Rate Number of live births per year per 1,000

population.

Crude Death Rate Number of deaths per year per 1,000
population.

Rate of Natural Increase Difference between crude birth and crude

death rates; usually expressed as a

percentage.

Rate of Population Growth Rate of natural increase adjusted for (net)

migration, expressed as a percentage of the

total population in a given year.

Age Specific Fertility Rate Number of live births per 1,000 women in a

given age group in a given year. It is

usually calculated for five-year age

groups.

Total Fertility Rate The average number of children that would

be born to a woman if she were to live to

the end of her childbearing years, and bear
children according to a given set of age-

specific fertility rates. The Total

Fertility Rate serves as an estimate of the

average number of children per family.

Net Reproduction Rate The number of daughters a woman would have

under prevailing fertility and mortality
patterns who would survive to the mean age

of childbearing.

Infant Mortality Rate Annual number of deaths of infants under

one year per 1,000 live births during the

same year.

Maternal Mortality Rate Number of maternal deaths per 1,000 births

attributable to pregnancy, childbirth, or

its complications (i.e. within six weeks

following childbirth).

Life Expectancy Average number of years a child born in a

given year can expect to live if mortality

rates for each age/sex group remain the

same.

Contraceptive Prevalence Rate The percentage of married women in the

reproductive ages who are using a modern

method of contraception at any given point
in time.





KENYA

STAFF APPRAISAL OF AN INTEGRATED RURAL HEALTH AND
FAMILY PLANNING PROJECT

BASIC DATA

Total Area................................................... 569,249 km2

Total Population (estimated as of mid-1980).................. 16 million
Density per km2  (mid-1980)................................... 28
Rate of Natural Increase of the Population (1979)............ 3.9%
Crude Birth Rate (1979)...................................... 53.0/1,000
Crude Death Rate (1979)...................................... 14.0/1,000
Life Expectancy at Birth (1979).............................. 53.0
Infant Mortality Rate (1979)................................. 87.0/1,000
Urban Population as Percent of Total Population (1979)....... 14.0
Adult Literacy Rate (1976)1/

Males ......... . 65.0%
Females.......... 35.0%

Primary School Enrollment (1976)............................. 93.0%
Age Structure (1979)

0-4 .............................................. 20.8%
5-14 .............................................. 30.3%

15-49 .............................................. 39.0%
50. ............................... ............. o 9.7%

Population per Physician (1977).............................. 11,950
Population per Nurse (1977).................................. 1,120
Percentage of Married Women of Reproductive Age

using a Modern Contraceptive Method (1978)......... 5%
Per Capita Gross National Product (1979)..................... US$380

1/ Rural population only (estimate from Integrated Rural Survey 2, CBS).
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This report is the result of a joint appraisal mission that

visited Nairobi in October/November 1980. The mission consisted of

Mr. H. Diaz, World Bank, Chief of Mission; Messrs. E. Pratt, G. Clarkson,

H. Franckson, D. Radel, and B. Jenny (Consultant) World Bank; Mr. E.

Lauridsen, DANIDA; Mr. S. Silberstein, USAID; Mr. C. Walker, UK-ODA;

Mr. L. Remstrand (Consultant) SIDA; and Ms. Jane Bunnag (Consultant)

UNFPA. Mr. H. W. Messenger, Division Chief, Population, Health and

Nutrition Projects Department, World Bank, joined the mission for the final

week of its stay.





I. POPULATION, HEALTH AND DEVELOPMENT

A. Introduction

1.01 The population of Kenya was close to 16 million in mid-1980. Its

current natural rate of increase--3.9% per annum--is the highest in the

world as well as the highest ever recorded for any country. Fertility

appears to have increased since the 1950s. Health has improved remarkably

in the last three decades, as reflected by sharp declines in the crude

death rate and infant mortality and a correspondent sharp increase in life

expectancy. The combination of rising fertility and falling mortality has

resulted in explosive population growth. Because GDP increased at an

average annual rate of 6.6% in real terms over the period 1964-73, the

standard of living rose. The growth of CDP has slowed down since 1973,
however, and in the last two years it has grown more slowly than

population.

B. Population Size and Growth Rate

1.02 Table 1 below presents estimates of the crude birth rate, crude

death rate and rate of natural increase in Kenya since the late 1940s. The

rates of natural increase in Table I are roughly equal to population growth
rates, since immigration and emigration have been negligible. The main

reason for the rising rate of population increase is the steep decline in

the death rate. The crude birth rate has increased only slightly since

1948.

TABLE 1

KENYA: Selected Census Data

Census Census Estimated Estimated Rates of

Years Population Crude Birth Crude Death Natural

(millions) Rate per Rate per Increase

1,000 Population 1,000 Population

1948 5,800,000 a 50 25 2.5%
1962 8,636,000 50 20 3.0%
1969 10,943,000 50 17 3.3%
1979 15,291,000 53 14 3.9%

/a Corrected for undercount.

Source: Population Censuses, Kenya, 1948, 1962, 1969, 1979.

C. Population Distribution and Density

1.03 Kenya is divided into eight provinces and 41 districts. The
density of population by province according to the 1979 census is given in
Table 2 below.
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TABLE 2

KENYA: Area, Population and Density by Province, 1.979

Provinces Area Population Densit
Km2  ('000s) Per Km2

Nairobi 684 835 1.,220
Central 13,173 2,347 178
Coastal 83,041 1,309 16
Eastern 154,540 2,717 18
North-Eastern 126,902 373 3

Nyanza 12,525 2,634 210
Rift Valley 170,162 3,240 19
Western 8,223 1,836 223

Kenya 569,249 15,291 27

Source: Population Census, Kenya, 1979 (Provisional Results).

1.04 Before colonization there were no towns in Kenya except the
coastal ports, and the great majority of Kenyans still live in rural areas
(about 86% in 1979). The distribution of population chiefly reflects rain-

fall and soil fertility. There are three main concentrations of popula-

tion: one in the west, near Lake Victoria; another in the center, around

Nairobi; and a third, on the east coast (See Map IBRD 13969).

D. Fertility

1.05 Fertility in Kenya is high, was high in the past and appears to

be increasing. It is estimated that at the time of the 1948 census, the

total fertility rate was between 6.0 and 7.0. The censuses of 1962 and

1969 indicate total fertility rates of 6.8 and 7.6 respectively. The Kenya
World Fertility Survey indicated a total fertility rate of 8.1 for 1977-78,
higher than in any other country.

1.06 The Kenya World Fertility Survey also revealed wide differences

in fertility between urban and rural areas. Women in the two main metro-

politan areas, Nairobi and Mombasa, have a total fertility rate 2.5 lower
than that of rural women, while the total fertility of the non-metropolitan

urban sector is intermediate.

1.07 The relationship between education and total fertility is non-

linear. Women with one to four years of schooling are the most fertile,
those with no formal education slightly less fertile, while women with five

or more years of education are appreciably less fertile. Postponement of

marriage is the chief cause of the lower fertility of better educated

women.

1.08 Except in the case of Coast Province and the Mijikenda tribe,
where fertility is relatively low, differences of fertility appear to be

the result of the "modernizing" influences of education and urbanization,

rather than cultural and behavioral differences due to tribal affiliation.
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E. Mortality

1.09 Table 3 below shows the trends in the Crude Death Rate, the
Infant Mortality Rate, and Life Expectancy. Life expectancy has risen from
about 44 years in 1962 to about 53 years in 1979. Current life expectancy
estimates are 61 years for the world as a whole; 72 years for developed
countries; 57 years for less developed countries; and 49 years for Africa.

TABLE 3

KENYA: Mortality Trends, 1948-79

Year Crude Death Infant Mortality Life
Rate Rate Expectancy

1948 25 184 35
1962 20 n.a. 44
1969 17 119 49
1979 14 87 53

Source: For 1948, 1962 and 1969, Population Censuses. For 1979, CDR, from
1979 Population Census; Life Expectancy from U.S. Bureau of the
Census estimates; and IMR as estimated by Frank Mott from KWFS.

1.10 The dramatic fall in infant mortality shown in Table 3 leaves the

rate still more than four times higher than the average (20) for developed
countries, but well below the average for developing countries (110). In

Africa, Kenya is one of only eight countries (out of a total of 52) with an
infant mortality rate below 100. The decline in infant mortality reflects
the rise in the standard of living and the improvement in maternal and
child health (MCH) services.

F. Morbidity

1.11 Information on health status in Kenya is limited. Table 4 below

presents countrywide data on the number and distribution of outpatient
cases at District Hospital level and below in 1978.

TABLE 4

KENYA: Outpatient Cases in District Hospitals,
Health Centers, Health Sub-Centers and
Dispensaries--1978

Type of Disease Number of Cases ('000s) % of Total Cases

Acute Respiratory Infections 5,881 31.2
Malaria 4,417 23.4
Diseases of the Skin 3,262 17.3
Diarrheal Diseases 1,664 8.8
Intestinal Worms 1,126 6.0
Accidents 1,120 5.9
Gonorrhea 507 2.7
Measles 292 1.5
Pneumonia 288 1.5
Other 358 1.7

18,915 100.0

Source: Ministry of Health, Kenya, Health Information Bulletin, Volume 3,
November 2, 1979.
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1.12 The prevalence of infection and infestation reflects t'he wide-
spread poverty in Kenya. Malaria, though absent at higher elevations, con-
tinues to be an important cause of morbidity and death. While the table
does not show age breakdown for the different types of diseases, most of
the cases of respiratory infection, diarrhea and infestation are among
infants and young children.

G. Nutrition

1.13 A nutritional survey conducted by the Central Bureau of
Statistics in 1977 indicates that, while the incidence of severe protein
energy malnutrition is rather low in Kenya, mild and moderate protein
energy malnutrition affects about a third of rural children.

1.14 There is also some evidence of malnutrition in adults. A survey
conducted in 1977 concluded that 38% of road workers in Nyeri District
(Central Province) and 41% in Kwale District (Coast Province) had a weight-
for-height below 85% of internationally accepted standards.

H. Population Projections

1.15 It is difficult to project Kenya's future population. It is to
be expected that the increase of fertility that has been proceeding for at
least twenty years (see para. 1.05) will in due course cease (if it has not
already done so), if for no other reason than because the biological limit
has been reached. A period of several years of constant fertility would
then probably follow, and finally the total fertility rate would start
falling as the result of such modernizing influences as urbanization,
education, and the improved status of women. This pattern has been
observed in other countries. However, the precise timing of these changes
cannot be predicted accurately.

1.16 For illustrative purposes, however, Table 5 below presents a
possible path of Kenya's population through the year 2000. This projection
assumes that a net reproduction rate equal to one (replacement level) would
be achieved by 2045, so that the population would finally stabilize at
about 108 million by 2150, when the average density would be 190 persons
per Km2 .

TABLE 5

KENYA: Population Projections 1980-2000

1980 1985 19890 1995 2000

Total Population
('000) 15,929 19,478 23,281 27,313 31,890

Crude Birth Rate/1  53.4 47.1 41.9 39.9
Crude Death Rate/T 13.1 11.4 9.9 B.9
Rate of Natural

Increase/ 1  40.3 35.7 32.0 31.0
TFR/1  7.8 6.8 5.9 5.3

/1 Five-year averages.
Source: World Bank, PHRD.

1.17 The projection in Table 5 assumes that the total fertility rate
will decline slightly between 1980 and 1985, and thereafter more rapidly.
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The projection assumes a very considerable expansion of the family planning

program. According to the Kenya World Fertility Survey, the Contraceptive
Use Rate-i.e., the percentage of currently married women in reproductive

ages using a modern method of contraception--was about 5% in 1977-78. A

CBR of 40 per thousand by the year 2000, as assumed in the above projec-
tion, would require a Contraceptive Use Rate of about 35%. Since the

number of eligible women in 2000 would be about twice as large as in 1980,
the number of contraceptive users in 2000 would therefore have to be about
fourteen times larger. Increases in the average age at marriage and in in-

duced abortion would mean that a smaller increase in the number of contra-

ceptive users would suffice. These are quite considerable behavioral

changes in a short period of time. Unless vigorously pursued by the nation

as a whole, they are unlikely to materialize.

I. Population Growth and Socio-Economic Developmentl/

1.18 The present very rapid population growth retards Kenya-s socio-

economic development in three main ways:

(i) By increasing pressure on land and other natural resources, and
thus tending to reduce output per capita;

(ii) By increasing unemployment; and

(iii) By requiring a greater proportion of public expenditure to be

devoted to meeting basic human needs.

1.19 Although Kenya is a large country, more than 80% of cultivable
land has a very limited potential on the basis of present technology. In

some areas, landlessness has emerged as a significant phenomenon; one study

estimates that 11% of rural households are landless. Attempts have also

been made to cultivate marginal lands without adequate safeguards, with the
consequences of degradation of soils and deforestation.

1.20 If fertility remained constant, the number of workers would rise

from 4.6 million in 1970 to 8.5 million in 1990 and to 12 million in 2000.
Modern sector employment absorbed only 17% of the total labor force in

1976; the rest worked in traditional agriculture and in the informal
sector. Roughly 30% of the total number of households in 1974 had incomes

which made them absolutely poor. If the Kenyan economy could not provide
gainful employment for all its workers during the past decade, when GDP was

growing at about 6.5% per annum, acceleration in the expansion of the labor
force (which would occur if fertility does not decline) is likely to
complicate the problem still further, especially since GDP is expected to
grow at only 4-5% per annum throughout the 1980s. Even with the declining

fertility assumptions of Table 5, the annual rate of growth of the labor
force would rise to about 4% in 1990-95 but it would then start to fall,
reaching about 3.6% in 1995-2000.

1.21 A third important consequence of rapid population growth is the
increased public expenditure required to meet basic needs for education,
health, water and housing. Altogether, government outlays on all these
services amounted to KL54 million (1970 prices) per year on the average
during 1970-75, or about 30% of total budget expenditures. It is estimated
that to provide these services for all by the year 2000, annual government
expenditure for these purposes would have to increase to about KL225

1/ This section has been extracted from "Population and Development in
Kenya". Report No. 2775-KE, World Bank, 1980.
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million (1970 prices) during 1995-2000, if fertility remains at its present
level. On the fertility assumptions of Table 5, the comparable figure

would be about KL187 million (1970 prices) per year, or about 83% of the
expenditure if fertility remained unchanged. In either case,, these expen-
ditures would constitute a formidable budgetary burden, and it is most
unlikely that the goal of providing basic needs services for all by the

year 2000 can be reached.

1.22 In summary, while substantial progress has been made in raising
the standards of living of the majority of Kenyans, this very success has
led to a rapid growth of population which seriously threatens to retard

further improvements in the standard of living. It is unlikely that during
the 1980s GDP will grow appreciably faster than population, so that there
will be very little increase of per capita income. This discouraging
prospect emphasizes the need to hasten a fall in fertility, a primary
objective of the proposed project.

II. RURAL HEALTH SERVICES

A. The Organization of Rural Health Services

2.01 The organization of rural health services is shown in Chart 1.
The MOH, where policy and administrative decisions are made, is at the
center. The civil service head of the Ministry is the Permanent Secretary,
and the professional branch is headed by the Director of Medical Services.
At the provincial level the Provincial Medical Officer is responsible for
all health services. In each district, health services are administered by
a District Medical Officer of Health.

2.02 In 1970 the central government took over rural health services,
which until then had been administered by local authorities, with a view to
reorganizing and standardizing them. The first steps in the development of
a systematic model for the provision of rural health services were taken in
1972, when the MOH introduced the concept of Rural Health Unit (RHU), a
geographically defined health administration unit within the district. The
country's 40 districts (i.e. excluding Nairobi district) werE subdivided
into 254 RHUs. The average population per RHU is presently about 54,000,
but there are wide variations. Each RHU was to have one of its health
facilities, preferably a Rural Health Center (RHC) or hospital, designated
as the RHU headquarters. Staff at RHU headquarters were to provide techni-
cal supervision and support to the staff of the other rural health
facilities2 / (RHFs) in their RHU and hold regular clinics in those RHFs.
The RHU headquarters was to serve as the immediate referral point for other
RHFs in the RHU. Six rural health training centers were established in the
mid-1970s to provide team training for RHU staff. To date the staff of
about 30% of all RHUs have received this team training.

2.03 The MOH is upgrading selected dispensaries into RHCs in order to
enable all RHUs to have a RHC or a hospital for headquarters. Presently,
57% of all RHUs have a RHC for headquarters, 23% a hospital, and the rest
have dispensaries. In the typical RHU, a RHC is the center of a cluster of
several dispensaries which provide first contact outpatient curative
services and, in a few cases, maternal and child health (MCH) care and
family planning (FP). In general dispensaries are heavily utilized. A

1973/74 MOH survey found that the number of outpatients served per month in

2/ Comprises dispensaries, rural health centers and rural health

subcenters.
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dispensaries varied from 150 to 9,000, with an average of about 2,200. A
dispensary is usually staffed by an Enrolled Community Nurse (ECN) and a
patient attendant, but in some areas dispensaries are often staffed by
patient attendants only.

2.04 RHCs provide dispensary-type services to the surrounding

population and also serve as referral points for dispensary patients. They
provide a wider range of outpatient curative services than dispensaries and
usually a full range of MCH/FP services. RHCs also provide limited
in-patient services; they have small maternity units (usually 12 beds) for
normal obstetrics, and a few observation beds where patients can be held
for a day or two to determine whether transfer to a hospital is necessary.

Health centers perform very limited minor surgery, all other surgical cases
being transferred to hospitals. Each RHC is headed by a Clinical Officer
(CO)--a paramedical trained for three and a half years to perform most of
the functions normally performed by physicians in developed countries. The
CO is assisted by several ECNs (the exact number depends on the population
served) and by one or two family health field educators (FHFEs)3 / Each
RHC is also supposed to have one public health technician and one
laboratory technician but there are as yet not enough of these technicians
to permit more than a few RHCs to attain a full complement of staff.

2.05 Outpatient RHC services, like those in dispensaries, are heavily
utilized on the average. The 1973/74 MOH survey (para. 2.03) found that
the number of outpatients served per month in RHCs varied between 300 and
18,000, with an average of about 5,000. RHC inpatient facilities, on the
other hand, appear to be very little utilized. This is not surprising,
because RHCs lack the physicians and inpatient back-up services (e.g.
laboratories and blood banks, drug supplies) found in hospitals, so that it
makes sense for patients seeking inpatient care to bypass RHCs for the
district or mission hospitals.

2.06 The quality of outpatient services at RHCs and dispensaries could
be substantially improved. Nurses lack diagnostic and prescribing skills
and overprescribing is widespread. RHCs that are also RHU headquarters
have not yet, for the most part, been able to give adequate support to
their satellite dispensaries. COs are usually too busy with curative work
at the RHCs to be able to spend much time visiting dispensaries. Lack of a
vehicle in good operating condition is often an added constraint. Neverthe-
less, those RHUs whose staff have undergone team training at Rural Health
Training Centers (para. 2.02), are trying to establish a routine of regular
visits to dispensaries by teams usually comprising the CO, one ECN, the
public health technician if one is available, and a FHFE. At present these
visits are made once a month at most, but to the extent that more staff and
vehicles can be provided they should be increased to about two or three a
month.

2.07 The main referral points for RHFs (i.e. dispensaries and RHCs)
are district hospitals, which provide a wider range of outpatient services,
as well as pediatric, medical, general surgical and obstetrical and gyneco-
logical inpatient services. District hospitals have heavy patient loads.

2.08 The District Medical Officer of Health and his supporting staff
are mostly preoccupied with the administration of the district hospital,

3/ A type of educational/motivational worker whose main task is to recruit
MCH and FP clients.
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and pay inadequate attention to the administration of rural health centers
and dispensaries. A similar situation prevails at the provincial level,
which needs strengthening in the long-run to allow for greater

decentralization.

2.09 In Kenya an extensive network of non-governmental facilities also

provides health services. Out of a total of 1,204 RHFs in Kenya as of mid-

1980, 374 (31%) were operated by Non-Governmental Organizations (NGOs).

Most of these NGOs are affiliated with the Catholic and other Christian

churches. Mission hospitals provide about 30% of hospital beds in rural

areas. A subsidy to NGOs (amounting to about 4% of the total in FY80/81)

is included every year in the MOH's budget. Revenues from service fees and

drug charges currently finance about 75% of the recurrent costs of NGO RHFs

and mission hospitals.

B. Proposed Changes in the Organization of Public Rural Health Services

2.10 While continuing to pursue the implementation of the basic model
outlined in the previous section, the MOH is now seeking to improve the
organization of public rural health services in three ways:

(a) By organizing district-level teams to be solely ccncerned
with the supervision and support of rural health facilities;

(b) By providing two types of dispensaries instead of one and
adopting more clearcut criteria for the location of RHFs; and

(c) By promoting (on an experimental basis) community-level health

care outside the formal MOH network but supported by MOH.

2.11 District Rural Health Management Teams. The MOH intends to re-
organize the district headquarters into a Hospital Management Team and a
Rural Health Management Team. The Hospital Management Team will be com-
posed of the Medical Officer in charge, the Hospital Secretary, and the
Nursing Officer in charge. The Rural Health Management Team will be
composed of the district Public Health Nurse, Clinical Officer, Public
Health Officer, Nutrition Officer and Health Education Officer. The latter
team does not include any new posts, but many of the posts of Nutrition and
Health Education Officers are vacant. The creation of the new positions of
Medical Officer in charge and Hospital Secretary is expected to free the
District Medical Officer of Health from the day-to-day administration of
the district hospital, thus enabling him to provide guidance to the Rural
Health Management Team, which will give its fulltime help to RHF staff.

2.12 RHF Design and Location. Existing MOH dispensaries are not
standardized, as many of them were built before 1970, often by self-help
groups. The MOH has a standard design for new dispensaries which with a
few minor adjustments would be adequate for dispensaries serving popula-
tions of roughly between 4,000 and 8,000 people. The density of population
in many rural areas is increasing, so that it is not uncommon to find more
than 8,000 people living within a radius of about 4 miles from a dispen-
sary, which is considered to be in practice the maximum catchment area of
such facilities. In such cases, it is more efficient to meet the increas-
ing demand by enlarging the existing dispensaries than by building new dis-
pensaries of the standard (or "type I-) size. The MOH is therefore design-
ing a "type II" dispensary capable of serving from 8,000 to 16,000 people.
The type II dispensaries will provide services similar to those now
provided in type I dispensaries, except that all type II dispensaries will
be expected to provide the full range of MCH and FP services all the time,



-9-

while type I dispensaries provide this full range only when two ECNs are on
duty.

2.13 Subject to financial and other constraints, the MOH will strive
to deploy RHFs according to the following pattern. In areas where concen-
trations of 8,000+ population are found within any given 4-mile radius
circle, a dispensary type II will be provided for any such circular area,
or for a smaller circular area if population within 4-mile radius circles
exceeded 16,000. If a dispensary already exists in the area in question,
it will be upgraded to a type II. RHCs will be counted as type II dispen-
saries for purposes of planning dispensary deployment. Dispensaries type I
will be provided in rural areas where between 4,000 and 8,000 people are
found within a 4-mile radius. In areas with lower population densities the
long-run goal is to provide a dispensary type I wherever more than 1,000
people live within a 4-mile radius, but MOH will give a lower priority to
these dispensaries.

2.14 The present goal is to have one RHC for each RHU; in RHUs at pre-
sent without a RHC or a hospital this goal will be met by upgrading a suit-
able dispensary. To minimize the wasteful duplication of services, the MOH
will take account of existing NGO RHFs when planning the geographical dis-
tribution of its own facilities.

2.15 Community-Based Health Care. The MOH, sharing the now generally
accepted view that the effectiveness of formal public health services can
be enhanced by encouraging rural communities to take responsibility for
meeting some of their most basic health needs, has decided to promote small
experimental schemes of community-based health care.

2.16 The structure of Kenya's rural health services as modified in the
ways described in this section, is sound. The actual operations of the
rural health services, however, are affected by a variety of constraints,
which the MOH is seeking to remove. In Sections (C) to (E) below, specific
aspects of the operations of Kenya-s rural health services are analyzed and
their weaknesses and strengths identified.

C. Availability of Services

Accessibility

2.17 As of mid-1980, there were in Kenya 830 MOH RHFs; 182 health
centers, 37 health subcenters and 611 dispensaries. There were also 374
RHFs operated by NGOs, most of them Church-sponsored, of which 28 were
health centers, 7 health subcenters and 339 dispensaries. The ratio of
rural population to facilities by province ranges from 7,506 in Rift Valley
to 27,595 in Western Province, the average being about 11,300.

2.18 A better indication of accessibility is provided by the figures
in Table 6 below, which shows by province, the percentage distribution of
households (in rural areas) within given distances of a RHF. For the
country as a whole about 42% of households are within 4 km. of a RHF and
about 77% within 8 km, which is quite good by regional standards. The per-
centage of households farther than 8 km. from a RHF ranges from 7.5% in
Central Province to 43.5% in Eastern Province. As might be expected, RHFs
are more accessible in the three densely populated provinces (Central,
Nyanza and Western) than in the three sparsely populated provinces (Coast,
Eastern and Rift Valley).



-10-

TABLE 6

KENYA: PERCENTAGE DISTRIBUTION OF HOUSEHOLDS BY

DISTANCE FROM A RURAL HEALTH FACILITY, BY PROVINCE

Rift
Distance Central Coast Eastern Nyanza Valley Western Total

0-1 KM 0.7 1.6 4.6 9.0 3.7 7.1 4.8
1-2 KM 13.4 3.2 7.3 9.1 12.7 14.0 10.7
2-4 KM 35.1 33.1 18.1 30.0 25.3 21.7 26.9
4-8 KM 43.3 29.7 26.5 33.7 31.2 28.6 34.2
8+ KM 7.5 32.6 43.5 18.2 27.1 18.5 23.5

Source: Integrated Rural Survey 2 (unpublished), 1977

Manpower and Training

2.19 Staffing Norms and Shortfalls. Table 7 below sets out the

current (for RHCs and dispensaries type I) and planned (for dispensaries

type II) staffing norms for RHFs. Despite considerable efforts to train

staff during the last decade, substantial shortfalls of staff remain at

RHFs. For the two main categories, COs and ECNs, it is estimated that by

mid-1981 the shortfalls at MOH RHFs amounted to about 32% and 35%

respectively. For MOH hospitals, the corresponding figures are 14% and

30%. Mission health services also have substantial shortfalls of COs and

ECNs (54% and 34% respectively). MOH RHFs also suffer from substantial

shortages of public health and laboratory technicians.
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TABLE 7

Staffing Norms of RHFs

Staff Category RHC1 / D1 / D2/

Clinical Officer 1 - -
Enrolled Community Nurse 5 2 3

Public Health Officer 1 - -
Public Health Technician 1 1 1

Family Health Field Educator 2 - -
Laboratory Technician 1 - -

Statistical Clerk 1 - -
Patient Attendant 3 1 2

General Attendant 5 1 3

Driver 1 - -
Cook 1 - -

Watchman 2 - -
Total 24 5 9

Source: MOH

1/ Current norms, as revised in 1980. Previously dispensaries type I had

a norm of one ECN and RHCs four ECNs. No Public Health Officers

were previously included in the RHC staffing norms.

2/ Planned. For dispensaries type II serving populations in the upper

range of the 8,000 to 16,000 bracket the norm of three ECNs is likely

to prove too low.

2.20 Manpower Situation in 1985 and Beyond. Projections of overall

supply and requirements of clinical officers and ECNs for all health

facilities (MOH and NGOs, hospitals and RHFs) indicate that by 1985 the CO

shortfall will be about the same as in mid-1981 (25%). For ECNs the short-

fall would drop to about 24%. This reduction will be due to the rapid

build-up of ECN schools in recent years. For other categories of staff at

RHFs (public health officers, public health technicians, laboratory

technicians) some narrowing of the gap between supply and need can be

expected during 1981-85, but shortfalls will remain substantial. For

example, by 1985 only one-third of RHCs will have a laboratory technician.

2.21 In the longer run, additional training capacity for both COs and

ECNs will be needed. Assuming that the present intake of students, and

rates of student attrition and manpower attrition (25% and 5% respectively

for Cos, and 25% and 2.5% for ECNs), remain unchanged, the growth in the

number of Cos would fall to about half of one percent towards the end of

the century (far below the population growth rate, which is unlikely to

fall below 3% by the year 2000). The annual growth of the number of ECNs

would fall to about 2% in the late 1990s.

2.22 Qualitative Aspects of Manpower. While Kenya's efforts to train

health manpower have been commendable, several deficiencies remain. The

curriculum for the training of COs is deficient in obstetrics and gyne-

cology and in MCH/FP. ECNs receive inadequate training in diagnosis,
prescription and family planning. Patient attendants do not receive any
training, although they are often left in charge of dispensaries. In-
service and refresher training for all RHF health staff has hitherto been
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very limited. The most effective current in-service training is theteam

training program for staff of RHCs, conducted at six Rural Health Training

Centers (para. 2.02).

Drug Supplies

2.23 The irregular availability of drugs at RHFs considerably affects

the quality of health care services. A MOH survey found that, on an

average, about 25% of public RHFs are closed on any given day because of

lack of drugs, which leads to suboptimal utilization of facilities.

Although some of the shortages are due to insufficient budgets, there is

evidence that a more equitable distribution of drugs at different levels of

the health system, a better match between needs and supply, emphasis on the

use of generic drugs, and the improved monitoring of supplies would all

help to make drugs more uniformly available at RHFs.

D. Support Systems

2.24 Transport. Adequate transport is essential for outreach, super-

vision and technical support to RHCs and dispensaries, for maintaining the
flow of supplies, and the referral of patients in emergency. For these
purposes, three or more 4-wheel drive vehicles are provided a: district
headquarters and one or two at each RHC. Dispensaries have not hitherto

been provided with any vehicles. The total fleet of the MOH amounts to
about 1,100 vehicles.

2.25 Although most RHCs have at least one vehicle in fair condition,
these vehicles are not always available to RHC staff for two reasons.
First, district health authorities tend to treat all vehicles as a pool at
their disposal irrespective of their intended purpose. Secondly,mainten-
ance procedures are cumbersome. All maintenance and repair of vehicles is
contracted out to private workshops. District authorities cannot approve
local purchase orders for more than K.Sh. 4,000, and vehicles requiring
more expensive repairs have to be sent to the provincial level, which
causes considerable delay. Drivers are inadequately trained 'in good
driving habits and the routine care of vehicles. The MOH estimates that at
any given time some 30-40% of all vehicles in the MOH fleet are non-
operational, most of them in need of minor repairs only.

Maintenance of Buildings and Equipment

2.26 Although the Ministry of Works (MOW) is responsible for the main-
tenance of RHF buildings, the actual work is done by private contractors.
For this purpose the budget of the MOW contains a yearly allocation equiva-
lent to 2.5% of the estimated replacement value of all registered RHFs.
This arrangement works reasonably well. However, un-registered facilities
(mainly those constructed by self-help "harambee" groups) are not main-
tained by the MOW. The MOH is allocated K.Sh.50,000 per year per district
for minor repairs to unregistered facilities, which is insufficient.

2.27 The maintenance of equipment in RHFs is also inadequate. It is
common to find facilities without water or electricity because pump and
generators have broken down and there is no one to repair them. The same
is true of refrigerators, office machines, surgical instruments, and
laboratory equipment. Equipment is often found which has never been used
because of original defects or because no one has been instructed in its
use. Although there is a large maintenance and repair workshop at Kenyatta
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National Hospital, it is obviously impractical to use it for repairs of RHF
equipment. Several district and provincial hospitals also have small work-

shops that handle some of the repairs for RHFs, but more maintenance

capacity needs to be developed.

Health Information System

2.28 The rural health information system suffers from a number of

weaknesses. The processing of information is usually too late, and the

methods of analysis too inadequate, for it to be of any use for program

operations. Many RHFs do not report regularly. While morbidity patterns
are emphasized, reporting on preventive (i.e. immunization) and promotive

health activities is neglected. No information is collected on staff,
vehicles, or supplies at RHFs. Thus, in general, while good information is

maintained on patients and recipients of MCH and family planning services,
the analysis of data and feedback for operations is weak.

Research

2.29 The MOH has limited operational research capability, although it

has made a few studies (e.g., on problems of drug supply and the effective-
ness of the FHFEs). Outside the MOH, health research is conducted at the

University of Nairobi and at the Dutch-assisted Medical Research Center.

Liaison between these two institutions and the MOH is weak.

E. Government Health Spending Patterns and Priorities

2.30 Health was given high priority in the five-year Development Plan

1978/79-1982/83, which envisaged that the share of the MOH in total expend-
itures of ministries would increase from 6.3% in FY78/79 to 7.4% in
1982/83. Revised budget estimates for FY80/81, however, put the share of

MOH at 6.2%, and current forward budget projections indicate that it should

reach 6.8% by FY83/84.
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TABLE 8

KENYA: Composition of Health Expenditures

(Development Plus Recurrent) According

to Five-Year Plan and FY80/81 Budget

Plan and

Budget Budget Plan
1978/79 1980/81 1982/83

1. Rural Health Services

a. RHFs 10.7 11.8 16.1
b. District Hospitals 28.0 25.1 24.3
c. Private Hospitals 2.8 3.8 2.9
d. Preventive and Promotive Services 5.1 6.7 8.7

2. Training 10.8 6.4 9.8

3. Supplies and Equipment 2.4 1.9 1.9

4. Central and/or Referral

Facilities and Services 39.9 43.0 35.9

100.0 100.0 100.0

Source: Kenya Five-Year Development Plan 1979-83, and Annual Budgets 1978/

79 and 1980/81.

2.31 Table 8 above shows the composition of the MOH budget. The

budget figures for FY80/81 are consistent with the Five-Year Plan insofar

as the shares going to RHFs and to preventive and promotive services have

been increased, while the share going to District Hospitals has been

reduced. They are inconsistent with it, however, insofar as the share of
Central and Referral Services has been increased, while that of Training

has been reduced. The bulk of category (4) in Table 8 is accounted for by
Kenyatta National Hospital and the Provincial Hospitals, which are very

heavily utilized, and thus tend to benefit from political pressure. It is

important, for reasons of equity and efficiency, that future additions to
the MOH budget be largely directed towards rural health services and
preventive/promotive services.

2.32 At present the health services do not reach a large proportion of

the rural population. The extension and improvement in quality of preven-

tive rural health services would reduce the prevalence of communicable
diseases and of complications of pregnancy, with a corresponding reduction

of pressure on hospitals. On the curative side, simple treatment at the

local level can often reduce the severity and duration of illness (e.g.

malaria, pneumonia and diarrhea). The MOH policy of emphasizing rural
health services is sound and should continue to be encouraged as much as

possible by external assistance agencies.

F. External Assistance

2.33 In FY80/81, the MOH development budget amounted to about US$31

million. About 18% of it (US$5.5 million) was financed by axternal assist-

ance, most of which (96.7%) was earmarked for RHFs. The chief contributors

were SIDA and DANIDA (68%) and the European Economic Community and the

Government of the Netherlands (26%). The remaining 6% was contributed by

the Government of Germany and NORAD. The funds provided by the IDA-

assisted First Population Project were fully disbursed by April 1980.
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G. Overall Assessment

2.34 Since MOH took over the administration of rural health services

in 1970, a good deal of progress has been made in developing a service

model adequate to Kenya's needs and in actually providing services in

accordance with this model. The model provides a sound basis for a further

expansion of services, the present scale of which has been made possible by

substantial training and construction programs in the 1970s. Shortfalls of

staff and drugs remain, however, and about a quarter of rural people live

more than 8 km. away from a RHF, which means that most of those people
would avail themselves of health services only in case of extreme emergen-
cies. Support services, such as transport, maintenance and data collection
and processing also suffer from various weaknesses. The current develop-

ment plan proposes a substantial increase in the share of rural health

services in total MOH expenditure and there has been some shift in this di-

rection. External assistance agencies should continue to encourage this

shift by funding sound rural health projects. Even with further increases

in the share of MOH's budget going to rural health services, however, it

would be unrealistic to expect a rapid improvement in the rural health

situation in the near future if the present lag of GDP growth behind

population continues.

HII. THE FAMILY PLANNING PROGRAM

A. Introduction

3.01 By the standards of Sub-Saharan Africa, Kenya-s FP program is

substantial. An extensive (if incomplete) network of FP SDPs has been

created. A FP training system has been established. An elaborate FP

service statistics system has been set up, but not enough use is made of

the data for evaluation and feedback. Efforts to provide FP information

and education have been inadequate, and the proportion of eligible couples

practising contraception is very small. The 1977-78 Kenya World Fertility

Survey indicated that the great majority of people in Kenya desire very

large families. While political support for the program is increasing, it

is not likely to have much influence on family size norms in the short run.

Other changes that could be expected to influence these norms--higher
status of women, a shift of population towards urban areas and/or modern
sector occupations--are inextricably bound up with general economic growth
and will be slow in coming. In the short run, the only feasible interven-

tions would seem to be a greatly stepped-up program of informational and
educational activities, and improvements in the availability and quality of

FP services for those who have already decided to limit and/or space their

families.

B. Developments Before 1974

3.02 Voluntary associations began to promote FP in Nairobi and Mombasa

as early as 1955. In 1961, these associations formed the Family Planning
Association of Kenya. In 1966, the GOK announced that family planning
would become an integral part of maternal and child health services, and

set up a FP unit in the MOH. Thus Kenya became the first country in Sub-

Saharan Africa to have a national family planning program. By 1973, part-

time FP services were being offered in about 300 out of 900 government and
non-government health facilities.
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C. The Five-Year MCH/FP Plan, 1974-79

Origin and Characteristics

3.03 Early in 1971 the GOK requested the Bank-s help in preparing a
five-year plan to strengthen the MOH-s FP program. Over the next two years
Bank missions helped the GOK to prepare a plan to ease the main constraints
on the expansion of the program, which were identified as: (i) paucity of
adequately trained paramedical personnel; (ii) weak information and educa-
tion activities; and (iii) lack of a unit for planning, monitoring and
evaluating the program.

3.04 The goals of the five-year plan were a reduction in the popula-
tion growth rate (from about 3.3% to 3%) and an improvement (not
quantified) in the health of mothers and children. Specific plan com-
ponents included: (a) the introduction of full-time MCH/FP services in 400
government health facilities, to be known as "MCH/FP service delivery
points"; (b) the introduction of 17 mobile teams to provide part-time
MCH/FP services at an additional 190 government health facilities; (c) the
establishment of eight ECN training schools and 30 associated rural health
centers (ECNs being the main dispensers of MCH/FP services); (d) in-service
FP training for 600 ECNs, 46 Public Health Nurses, 55 nursing tutors, and
the staff of the 17 mobile teams; (e) the introduction of a new category of
800 FHFEs and their supervisors; (f) the strengthening of the MOH,s capa-
city to produce health education materials; and (g) the establishment of a
central planning and support unit for the MCH/FP program, the National
Family Welfare Center (NFWC).

3.05 The total cost of the plan was estimated at US$38.8 million. The
plan was to be financed in part by the GOK (32%), and in part by seven
external assistance agencies: IDA, UNFPA, SIDA, USAID, DANIDA, the Federal
Republic of Germany and ODA. The IDA credit of US$12 million equivalent,
which financed mostly physical infrastructure, became effective in July
1974.

Implementation of the Five-Year Plan

3.06 In general, the execution of the plan proceeded as envisaged. By
the end of 1979, 364 MCH/FP service delivery points had been established,
or about 90% of the target of 400. The 17 mobile teams were deployed in
1978, but have been hampered by logistical problems, and the MOH now
intends to phase them out. The numbers of health staff trained in FP con-
siderably exceeded the plan-s targets.

3.07 In stimulating demand for FP, priority was to be given to person-
to-person education, provided by some 800 FHFEs, supported by an enlarged
mass communication effort. Half of the productive capacity of the Health
Education Unit, which was to be strengthened, was to be devoted to FP in-
formation and education materials.

3.08 By the end of 1979, about 750 FHFEs were employed, some 150 by
the Family Planning Association of Kenya, and 600 by the MOH. However, the
performance of the FHFEs has been disappointing, especially in recruiting
FP clients. In 1978, the FHFEs recruited about 15-18 new FP acceptors per
year per FHFE. Each FHFE also recruited about 70 MCH clients in that year.
Several factors may have contributed to poor performance. Tile fact that
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FHFEs are not allowed to provide any services (not even resupplying oral
pills and condoms) reduces their prestige in the eyes of the public. FHFEs

are regarded with misgivings by other health workers because their salaries

are about the same as those of much better trained staff. This may result

in inadequate attention being paid to clients referred by FHFEs. The FHFEs

have received far less support than planned from mass communication activi-

ties and educational and communication materials. Finally, the idea of

fertility limitation has still very limited acceptance in Kenya, and FP

activities therefore tend to be given lower priority by FHFEs than MCH

activities. The MOH has decided to freeze the number of FHFEs pending

further study of ways to improve their performance.

3.09 The NFWC was set up as planned to provide training, information

and education, research and evaluation, and to plan new services for the

expanded MCH/FP program, but it was hampered by gaps in its professional

staff. In particular, during the five-year plan period the Evaluation and
Research division never had a head, the head of the I&E division was also

the head of the Health Education Unit, and the Director of the NFWC had

several other responsibilities. A fulltime Deputy Director was in place,
but three persons held this position during the period. An executive

officer and an accountant were never appointed. The NFWC has also found it

difficult to obtain acceptance from the rest of the MOH.

3.10 Although it was intended that the NFWC should have a separate

Information and Education (I&E) division which would focus on FP educa-

tional activities, the MOH has treated it as part of the Health Education

Unit, with the result that much of its effort has been diverted from

routine MCH/FP activities to emergencies such as epidemics. The planned

professional input for the I&E division was inadequate and the division was
mainly occupied in training until mid-1979. The new facilities for the

Health Education Unit did not become operational until late 1979.

3.11 Nevertheless, in 1979 the I&E division produced about 30 minutes

of radio programs per week, conducted about 20 seminars attended by about

900 persons, held ten exhibitions, and prepared a considerable quantity of

I&E material. The division-s capability for programming and software

development needs to be strengthened, and it should cooperate more closely
with other agencies.

3.12 The Evaluation and Research division of the NFWC was intended to
monitor program progess and to recommend more effective approaches to
service delivery and demand creation. In practice, it was expected to

collect service statistics, carry out special studies and pretest I&E

materials. Although a head was never appointed, it succeeded in setting up
a service statistics system and making several studies, including a review

of MCH/FP SDPs and an evaluation of FHFEs.

3.13 The five-year plan also included the establishment of a Popula-
tion Studies and Research Center at the University of Nairobi to support

the family planning program by conducting demographic research and training
and by helping the Evaluation and Research division of the NFWC to evaluate
the FP program. The Center was established with a delay of about two
years. Although it has built up a teaching capability and made a number of
studies, the Center does not work closely with MOH, and has therefore not
been influential in shaping FP policies.
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Demographic Impact

3.14 In predicting a decline in the population growth rate from 3.3%
in 1974 to 3.0% by 1979, the five-year plan had assumed that the birth rate
would decline from 50 to 47 per thousand and the death rate would remain at
17 per thousand. Neither of these two assumptions materialized. The 1979
Census yielded an estimated CBR of 53 per thousand. Several factors may
have contributed to this increase in the CBR; improved health, reduced lac-
tational amenorrhea, and some reduction in the incidence of polygamous
unions. On the other hand, improved health services and general socio-
economic development led to a reduction in the CDR to about 14 in 1979.
Thus, instead of a decline in the population growth rate, a significant in-
crease occurred that raised the rate to about 3.9% in 1979.

3.15 The number of FP first visitors grew from 53,500 in 1975 to
72,600 in 1977, but fell to 62,400 in 1978. In 1979 it was 62,800. Pre-
liminary figures for 1980 suggest a number close to the 1978 and 1979
figures. The reasons for the decline of performance in 1978, the first
since the program began, are not clear. A comparison of provincial and
district performance suggests that the decline was not localized. Except
in Nairobi, the number of first visitors declined almost everywhere.

MCH Performance

3.16 MCH performance has been much more encouraging. The numbers of
first visits and revisits for antenatal and child welfare services have
been growing steadily. It is estimated that presently about 65-70% of
pregnant women and about 55-60% of newborn children are being reached by
the program.

Lessons of the Five-Year MCH/FP Plan

3.17 In retrospect, it is clear that at the time of preparation and
appraisal of the Plan the Government's commitment to strengthening the FP
program was overestimated. The numerous problems affecting the establish-
ment and operation of the NFWC reflect this basic fact.

3.18 A second important point is that the Plan concentrated heavily on
the supply side of family planning. However, available evidence (see
para. 3.20 below) clearly indicates that the main constraint: to expansion
of contraception in Kenya is the almost universal desire for large
families. Thus a greater emphasis on programs addressed at changing family
size norms is required.

3.19 Thirdly, the Plan relied excessively on the MOH as the vehicle to
achieve its objectives. Hence an opportunity was lost to tap the resources
of other Government agencies and the private, non-profit sector in pursuing
the Plan-s MCH and FP goals. Such a broad involvement of organizations
other than MOH is especially important for the achievement of fertility
reduction objectives, which presupposes wide community cooperation and
support (in the context of a strictly voluntary program).
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D. Constraints on the Expansion of the FP Program

Desire for Large Families

3.20 The Kenya World Fertility Survey (1977-78) indicated a strong
desire for large families. Only 17% of then married women stated that they

wanted no more children. Among those with six living children, only 25%
stated that they wanted no more; and even among those with eight children,
less than half (48%) wanted no more. The mean desired family size was 7.2,
which is three to four higher than the average desired family size reported
in similar surveys in 18 Asian and Latin American developing countries.
All this suggests that in Kenya the "unmet demand" for FP services is

probably low.

Limited Availability of FP Services

3.21 The availability and quality of FP services also affect the

acceptance and use rates. This is especially true in rural areas. Accord-

ing to the Kenya World Fertility Survey, travel times to a FP SDP were 68,
40 and 30 minutes for rural, urban and metropolitan residents respectively.

About 86% of MOH RHCs offer daily FP services and an additional 3% offer

non-daily FP services. However, only 12% of MOR dispensaries offer daily
FP services. An additional 20% offer non-daily FP services, often only

once a week. Services in part-time FP dispensaries are usually provided by

mobile units and are not very reliable. Less than 1% of NGO RHFs offer
daily FP services. An additional 1% offer part-time FP services.

3.22 Since the oral pill is the most widely accepted method, a FP
client would have to visit a FP facility at least once every three months
for resupply. Even in RHFs offering daily FP services, frequently only one

nurse is trained to provide FP services, and she is on leave on the average

for four months in the year. Since other RHF staff have not hitherto been
allowed to resupply oral pills, the client cannot count on renewing her

supply when she needs to. Kenya-s rural health delivery system also con-

tinues to emphasize meeting curative demands, which take precedence over

preventive and promotive services, including MCH/FP. Problems of service
availability are compounded by a negative attitude on the part of health
field staff towards FP services--an attitude that mirrors the attitude of
the community at large.

E. Recommended Next Steps

3.23 The preceding analysis of constraints on the expansion of the FP
program implicitly defines the directions in which the program should move
in the next few years. On the demand side, there is an urgent need to
expand the scope and depth of FP information and education activities.
This is the only possible way of influencing family size norms in the short
run.

3.24 On the supply side, there are several possible interventions that
would considerably increase the availability and quality of FP services,
notably the extension of these services to the dispensary level. NGOs
operating RHFs should also be encouraged to provide FP services--even if
their scope has to be limited for doctrinal reasons. In all RHFs, staff
other than those ECNs that have undergone formal in-service FP training
should be allowed to provide some FP services (including supply of
non-medical contraceptives and resupply of orals) and trained on the job
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for this purpose. In time, community health workers could be trained to

perform similar duties in their communities. The marginal cost of all

these extensions of FP services would be small because of the integration
of FP and health services in Kenya.

IV. THE PROJECT

A. Project Concept, Objectives and Design

4.01 The proposed project would consist of two parts. "Part A" would

set up a new interagency information and education program for the promo-

tion of the small family norm. "Part B" would strengthen rural health and

family planning services. The objectives of the project are twofold: (i)
to continue the efforts begun under the First Project to reduce fertility;

and (ii) to improve the accessibility and quality of rural health services
to reduce further mortality and morbidity in rural areas. The project

would have a duration of three years, from July 1982 to June 1985, and it

would be the first phase of a six-year program appraised by the joint
appraisal mission. A second phase (project) would follow from July 1985 to

June 1988, after a re-appraisal in 1984. In the rest of the report, the

word "project will refer to the 1982-85 phase, unless otherwise indicated.
The word "program", on the other hand, will refer to the entire six-year
program.

4.02 Project Design and Fertility Objectives. The typical pattern of

demographic transition proceeds in three stages. A stage of high fertility

and high mortality is followed by one of high fertility and much lower
mortality. Finally, fertility also falls to a low level close to that of
mortality. Kenya is presently in the second phase. No sub-Saharan country

has reached the third. The timing of the transition from the second to the
third stage in Kenya cannot be accurately predicted, but it is reasonable
to assume that it could be hastened by means of population/FP programs of

the kind that have been successful in other countries.

4.03 The design of the FP components of the project is based on two

main premises. First, a large increase in contraceptive use will not occur
in Kenya until the average desired family size starts to fall from its pre-
sent very high level. To facilitate this decline, parents' awareness of
the benefits that would accrue to their families from limiting family size
needs to be enhanced. Since parental fertility decisions are also in-
fluenced by the general attitudes of society at large towards fertility, it
is also necessary to educate the general public on the nature of the
population problem facing the country and its serious implications for
prospects of raising the standard of living. The MOH alone cannot do this.
The project would therefore include a new multi-media information and edu-
cation program to be conducted by a wide range of governmental and non-
governmental agencies. Secondly, accessibility to family planning services
in rural areas is still well below its potential. The project would extend
the provision of FP services to all MOH RHFs and at the same time make them
more readily available by extending the range of MOH personnel allowed to
provide such services. It would also create 30 MCH/FP SD?s in existing NGO
RHCs and dispensaries.

4.04 Forecasting the likely pace of expansion of the family planning

program over the next six years which might be expected to occur in view of
program interventions is very difficult, especially since FP performance
has been stalled in recent years (paragraph 3.15). Nevertheless, it would
not be unreasonable to expect an increase in the contraceptive prevalence
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rate from about 5% now to between 10% and 17% by the end of 1987, depending
on the strength of the short-term effects of the program-s information and
education activities on average desired family size. (For details, see
Annex 4). This would be reflected in a decline in the CBR from about 53
per thousand now to between 51 and 48 by 1987, approximately.

4.05 Project Design and Mortality/Morbidity Objectives. With regard
to its health aspects, the project represents a phase of the implementation
of the present model of provision of rural health services described in
Section II.A, with the proposed changes explained in Section II.B. Project
health activities would be nationwide but concentrated in rural areas. The
main thrust of the project in its health aspects would be to consolidate
the existing network of RHFs through better staffing, improved drug
supplies, and physical upgrading of substandard facilities. These efforts
would result in a more efficient utilization of existing facilities and a
much enlarged service capacity. Consolidation of existing RHFs would also
be aided by the project's strengthening of support systems (maintenance,
transport and health information), and the planned reorganization and
strengthening of district-level management. Third, experimental community-
based health care schemes would be promoted as a potentially important,
cost-effective addition to the formal health system. These schemes, if
successful, would be instrumental in promoting self-care, which makes good
economic sense given the disease pattern prevailing in Kenya (paragraph
1.11). Health education through the regular MOH rural services would also
be singled out for strengthening by the project for similar reasons.
Finally, the project would constitute a turning point in the history of
external assistance to the country-s health sector in that it would involve
a substantial component of assistance to NGOs, which play a vital role in
the provision of rural health services.

4.06 Although it can be expected that mortality and morbidity in rural
areas would be substantially lower with the project than it would be the
case otherwise, no attempt has been made to measure these differentials, in
view of limitations in data and the methodological difficulties of assess-
ing impact in the context of broad, multi-component projects such as this
one.

4.07 Interrelationships of Fertility and Health Objectives. Reduc-
tions in fertility and reductions in morbidity/mortality are mutually rein-
forcing. Reductions in fertility through reduced average family size allow
for better care by households of the smaller number of children, thus re-
sulting in lower rates of infant and child mortality. Conversely, reducing
infant and child mortality allows parents to achieve their family-size
desires with fewer births. Moreover, it increases the expected return to
parents on investments in the quality of children, which tends to reduce
average desired family size (as more parents choose to invest in quality as
opposed to quantity).

4.08 Links Between Parts A and B. Important links of complementarity
exist between Parts A and B of the proposed project. Both service and in-
formation programs are necessary if national population objectives are to
be met. Neither is adequate alone. Before people can practice family
planning they have to know that they have a choice in whether to have
another child or not, and that to exercise their right to choose not to
have mor'e children is legitimate on religious or moral grounds. Beyond
this they have to know how they can avoid pregnancy, where to find and how
to use the best methods for them, and what benefits they are likely to gain
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by having fewer rather than more children. They also have to know that
their peers agree with their decisions and actions to avoid pregnancies.
And they need to be informed and reassured about the safety, effectiveness,
and reliability of the methods they choose. Before they can practice
family planning successfully, they also have to have easy access to the
materials and services that are needed for effective contraception. Demand
without supply leads to personal and family frustrations and the loss of
opportunities to affect the rate of population growth. Supply without
demand results in wasted resources. Both are required and they should be
in reasonable balance.

4.09 Project Design and Lessons of the 1974-79 MCH/FP Five-Year Plan.
It was pointed out above (paragraph 3.17) that, in preparing the Plan, the
Government's commitment to strengthening the FP program was overestimated.
The question then arises as to whether this may not also turn out to be the
case for the proposed project. While this possibility cannot be ruled out
altogether, since the change of administration in 1979 there has been a
marked increase in public manifestations of support for efforts to teduce
the rate of population growth on the part of very senior Government
officials, as exemplified by the President's latest Independence Day speech
(June 1981). Government approval of plans for a high-profile population
information and education program such as the one contained in the proposed
project would have been unthinkable at the time of preparation of the
five-year Plan. Yet, strong political support for population control
measures has not yet spread widely throughout all layers of Government.
Thus some resistance to implementation of parts of the proposed project is
possible. This obstacle would not be unsurmountable as long as strong
support from the Office of the President continues to exist. In the longer
run, the activities of the proposed information and education program
should in themselves have an effect in spreading political support for FP
more widely. Other lessons from the Five-year Plan (paragraphs 3.18 and
3.19) have been taken into account in the design of the proposed project
(paragraphs 4.03 and 4.05).

4.10 Program Size. At present, the rural health/FP services are
receiving piecemeal financing from several bilateral agencies, UNFPA and
UNICEF. The program would consolidate this financing, together with Bank
Group lending and domestic resources, into a comprehensive package for the
six-year period 1982-88 which would embody the bulk of all developmental
activities in the sector during that period. It would imply an increase in
real terms in the MOH's annual expenditure on rural health/FP1 services of
about 40% by FY87/88, compared with FY80/81. The program represents the
maximum developmental FP effort possible during the period. While the
Government and NGOs could possibly carry out a larger expansion of rural
health services in some areas than that now proposed, the program size had
to be limited to a level consistent with available financing and the
Government-s ability to sustain incremental recurrent costs.

B. Summary Project Composition

4.11 The items that would be financed under the project are summarized
below. (For further details, see Annex 1). The project's functional
components are described in paragraphs (4.12 to 4.83).

(a) Construction, furnishing and equipment of new
- facilities consisting of one CO school and one ECN school,

one RHC, four Type I dispensaries, six staff housing units
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for existing dispensaries, and six maintenance training
schools;

(b) Upgrading of 37 MOH Type I dispensaries to Type II, and
of three NGO nursing schools and three NGO RHCs;

(c) Improvement of 25 substandard MOH dispensaries and 30
substandard NGO dispensaries and health centers;

(d) Provision of miscellaneous furniture and equipment;
(e) Vehicles, including four 30-seat buses, 49 sedans, 9

12-seat minibuses, 3 station wagons, 34 four-wheel-drive
cars, 1,200 bicycles, 152 motorcycles, 24 ambulances,
4 motorboats and six pick-ups;

(f) Salaries and allowances for about 2,000 incremental staff;

.(g) Sixteen man-years of advisory services; and
(h) Other miscellaneous incremental operating and maintenance

costs.
C. Detailed Project Description

Family Planning Demand Creation

4.12 Part A of the project consists of a new interagency, multimedia
information and education (I&E) program on population and FP matters.
Various analyses of the Kenyan population situation, including the Bank-s
1980 report on "Population and Development in Kenya" (No. 2775-KE), have
emphasized the need for a much broader and more intensive I&E program. The
1978 Kenya World Fertility Survey found that many women are still poorly
informed about family planning and the sources of services and advice. In
view of the very strong continuing socio-cultural support for high
fertility, however, the I&E task calls for much more than simply informing
potential users about services. An intensive, long-term effort is required
to change community and individual values and beliefs.

4.13 Constraints in present program. The GOK has identified the
following constraints on the present I&E program:

(a) Absence of any mechanisms for coordinating the I&E activities
of various ministries and NGOs;

(b) Relative neglect of certain key audiences (especially men,
youth in schools, and professional and leadership groups);

(c) Over-emphasis on the health aspects, and neglect of other
important aspects of family size/population growth;

(d) Even within health institutions, the insufficient use of I&E
opportunities presented by "captive audiences" in clinics and
maternity wards;

(e) Inadequate scope, quantity and pre-testing of I&E materials;
(f) Limited use of radio and other mass media;
(g) Insufficient use of extension workers outside the health sector

and of various non-formal education programs; and
(h) Ineffective use of the schools for education in

population, family life, and health.

4.14 I&E Objectives. The main objectives of the strengthened and
expanded I&E program would be:

(a) To create a climate of opinion in favor of a strong population
program by making people at all levels of society aware of the
seriousness of the population problem;

(b) To induce professional, religious, and other influential groups
to encourage the public to accept family planning;
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(c) To encourage couples to reduce their family size aspirations
and to practise effective family planning;

(d) To provide potential and actual family planning users with
information about family planning;

(e) To encourage medical and paramedical personnel to provide
effective family planning services; and

(f) To prepare youth for responsible parenthood.

4.15 I&E Policy. The detailed tactics to be followed by the I&E
program are to be worked out by a new coordinating council (paragraph 4.16
below). The following broad principles, however, have already been
endorsed by the GOK:

(a) The expanded I&E program would be addressed to adull: men, youth
of both sexes, and leadership and professional groups, as well
as mothers and pregnant women;

(b) The program will make use of agencies outside as well as inside
the health sector including NGOs.

(c) To reach the desired variety of audiences, interpersonal communi-
cation will have to be supplemented by a multimedia approach;

(d) Activities and materials will be based on the characteristics
of the intended audiences, and all materials will be thoroughly
pretested; and

(e) The planning, management, and coordination of this :nteragency
multimedia program will be assigned to a new body to be known
as the National Council on Population and Development.

4.16 The National Council on Population and Development. The Cabinet
has approved the establishment of a National Council on Population and
Development, that will be set up for the purpose of coordinating efforts in
population information and education, including the programs under Part A
of the proposed project. The Council is to be located in the Office of the
Vice President and Ministry of Home Affairs.

4.17 The Council would consist primarily of representatives of
agencies participating in the program. The full Council would meet only a
few times a year, and most decisions would be taken on its behalf by a
five-member executive committee consisting of representatives of two
government departments, two NGOs and the head of the Council's Secretariat.

4.18 The day-to-day work of the Council would be performed by a
Secretariat staffed by about seven professional staff, three administrative
officers and accountants, and 17 secretaries and other support staff. The
staffing of the following positions with full-time personnel whose
experience and qualifications are acceptable to IDA will be a condition of
effectiveness of the proposed Credit: Director, Financial Controller,
Administrative Officer and Accountant.

4.19 The Council will determine the scope and direction cf the I&E
program, approve its budgets, and coordinate and support the program. It
is expected, however, that as the political climate changes, the Council
will begin to focus attention on such other aspects of demand creation as
policies to upgrade the social status of women and pilot schemes of incen-
tives and disincentives to promote a reduction in desired family size.

4.20 Indicative Program for the First Year. In selecting proposals
from among those submitted by potential implementing agencies, priority has
been given to activities that fill obvious gaps. The selected proposals
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have been designated the "indicative program". To provide the Council with

some flexibility in the first year of the program, funds equivalent to 10%

of its estimated cost would be reserved for activities not in the indica-

tive program which it may appear desirable to add to the program in the

course of the year. The proposed indicative program consists of 16

separate activities to be implemented by two ministries and six NGOs (for

details, see Annex 5).

4.21 Work plans for subsequent years. Because the content of the I&E

program in later years can only be determined by evaluating its achieve-

ments in the earlier years, and because the Council has not yet come into

being, only the first year's work program has so far been planned in

detail. For each of the subsequent years, the Council would draw up an

annual work plan and budget. An assurance has been obtained that the

government will submit the draft annual work plan for the approval of the

funding agencies supporting Part A, not later than March 31 of each year,
beginning with March 31, 1983, for the 1983/84 program.

4.22 In-school education. Family planning education is to be included
in primary and secondary school curricula. The indicative program includes

curriculum preparation and teacher training by several NGOs which have
already made some progress in this area. The Kenya Institute of Education,
which prepares curricula for the Ministries of Basic and of Higher Educa-
tion, has agreed to organize this work.

4.23 Implementation. In the light of the resources available or
likely to be available, the Council will consolidate proposals submitted by
the participating agencies into an annual plan, for approval by the financ-
ing agencies. The approved plan will then be translated into one-year
agreements with the individual agencies.

4.24 The Council will also commission such activities as training, re-
search, evaluation, and the preparation of I&E materials--particularly for
the mass media--that will enhance the overall program or meet the common
needs of two or more implementing agencies.

4.25 Funds for the Council-s Secretariat and for implementing agencies
which are non-governmental will be included in the budget of the Office of
the Vice President and Ministry of Home Affairs. Based on the annual
agreements, funds would be transferred to the implementing agencies,
conditional upon satisfactory performance. For governmental implementing
agencies, funds would be included in their respective budgets. The
Council-s Secretariat will prepare progress reports, reimbursement
applications and other documentation for the funding agencies.

Family Planning Services

4.26 The project would substantially increase the availability of FP
services in rural areas by increasing the number of RHFs offering FP
services and widening the range of RHF personnel trained to provide such
services.

4.27 Service Delivery Points (SDPs). As of mid-1980, out of a total
of 830 MOH RHFs, 250 (156 RHCs, 21 health subcenters and 73 dispensaries)
offered daily FP services. A further 136 (five RHCs, three health sub-
centers and 128 dispensaries) offered part-time FP services, usually pro-
vided by mobile teams. The remaining 444 MOH RHFs offered no FP services.
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The project would help to convert an additional 300 existing MOH RHFs into
MCH/FP SDPs offering full FP services daily. (It is planned that an
additional 300 MOH RHFs would be converted into full MCH/FP SDPs during the
1985-88 phase, so that by the end of 1988 all MOH RHFs would be functioning
as full MCH/FP SDPs). In addition, about 30 NGO health centers and dispen-
saries would become MCH/FP SDPs under the project.

4.28 FP services in RHFs have hitherto been provided only by ECNs who
have received FP training. Other staff at RHFs, i.e. clinical officers,
FHFEs, patient attendants, and ECNs untrained in FP, will be now allowed to
supply non-clinical contraceptives (condoms, foams and jellies) and to re-
supply orals. The new policy would allow RHFs without an ECN fully trained
in FP to become limited SDPs able to supply non-clinical contraceptives and
to resupply orals until they can be assigned ECNs qualified to insert IUDs
and to prescribe and provide the initial supply of orals and thus become
full SDPs.

4.29 An assurance has been obtained that the MOH will prepare, not
later than December 31, 1982, a plan for the eventual conversion of all MOH
RHFs not presently functioning as MCH/FP SDPs into full SDPs, and for their
interim conversion into limited SDPs.

4.30 FP Training of ECNs and COs. At present, although ECNs are res-
ponsible for FP services at RHFs, their basic training does not adequately
cover FP, and therefore needs to be supplemented by in-service FP instruc-
tion. The NFWC trains about 120 ECNs per year in FP. Under the project,
this would be increased to about 300 per year, which would be required to
staff the additional SDPs planned. Also, a new program for in-service FP
training of COs would be started by the NFWC. About 90 COs would be
trained per year for one week each. This would allow them to prescribe
oral contraceptives and to supervise the FP services rendered by ECNs more
effectively.

4.31 Training of Other Categories. Patient attendants at RHFs, ECNs
who have not attended NFWC-s in-service FP courses, and FHFEs would receive
short-term on-the-job training in FP and would be allowed to re-supply
orals. This training would be conducted by district health staff. NFWC
would be responsible for planning and technical assistance.

4.32 Strengthening of the NFWC. The project would make provision for
the required additional staff to carry out the NFWC-s enlarged training,
support of SDP development, and information and education functions.
The MOH has also decided to appoint a full-time Director of the NFWC. This
would enable the Deputy Director to double up as head of the Clinical
Services Division, which is presently vacant. The position of head of the
Training Division is also vacant, but the MOH is in the process of
identifying a suitable person to fill this position. The position of
Administrator, and that of head of the Information and Education Division,
which had remained vacant for a long time, have been recently filled.

4.33 Technical Assistance, Research and Evaluation and Fellowships.
The project would provide funds for about three man-years of short-term
management consultant services for the NFWC. It would also provide up to
about US$40,000 equivalent a year for one or two FP-related operations

research studies on topics proposed by the NFWC. The MOH would set up an
Evaluation and Research Committee to select study topics and contractors in

connection with this and other research and evaluation financed by the pro-
ject. Study topics and proposed outlines recommended by the Committee
would be submitted to IDA for its approval. The project would provide
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funds for attendance to short FP workshops in other developing countries
(e.g. India, Indonesia, South Korea) with longer experience of FP programs
by MOH staff to the extent of about six man-months.

Manpower, Drugs and Facilities

4.34 Strengthening of District Level Staff. An important element of
the project would be the reorganization of the district-level management of
rural health services (paragraph 2.11). To develop managerial capabilities
at this level, and to facilitate implementation of the planned reorganiza-
tion, four itinerant Support and Training Teams would be deployed.

4.35 Staff for Rural Health Facilities. The upgrading under the
project of 37 dispensaries Type I into dispensaries Type II (paragraph
4.11) would require the deployment of about 110 additional staff of ECNs,
patient attendants and other subordinate staff. In addition, the project
would include deployment of other additional staff for presently under-
staffed RHFs through 1984. The approximate numbers involved would be 44
COs, 496 ECNs, 15 Public Health Officers, 240 Public Health Technicians, 48
Lab Technicians, 48 statistical/general purpose clerks, and 260 subordinate
staff. This would substantially reduce staff shortfalls at RHFs.

4.36 Present tools of personnel management do not permit a precise
count of staff of any given type allocated to the various types of facili-
ties. In order to remedy this deficiency, an assurance has been obtained
that the MOH will set up a system to show the number, type and posting by
specific facility of rural health staff not later than December 31, 1982.

4.37 New School for Clinical Officers. As pointed out in paragraph
2.23 above, there is a need for additional capacity for the basic training
of COs. Under the project, a new school for COs with an intake of 65

students per year (165 seats) would be established in Western Province.
Even with this new school, the number of COs would be growing by only 1.5%
a year by the late 1990s--well below the projected population growth rate
of about 3%--assuming that attrition remains unchanged. It is therefore
important to try to reduce attrition.

4.38 New School for Enrolled Community Nurse. The project would pro-
vide for a new ECN school with a yearly intake of 50 students per year (200
seats). This, however, would raise the annual rate of growth of the number
of ECNs by the end of the century by only one-tenth of one percentage point
(2.1% instead of 2.0%), assuming attrition remains unchanged. Clearly
then, more ECN schools will have to be established unless attrition
(especially student attrition) can be reduced, or the period of training
shortened.

4.39 An assurance has been obtained that the MOH will complete a study
of the causes of ECN and CO student attrition and possible remedies, and of
the feasibility of shortening ECN training, by December 31, 1982.

4.40 An assurance has been obtained that MOH will select the locations
of the planned ECN and CO schools and engage qualified architects to
prepare the corresponding designs, detailed cost estimates, bid documents
and priced furniture and equipment lists and to supervise construction, not
later than December 31, 1982.
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4.41 Training of Patient Attendants. The project would provide a one-

week training course for patient attendants at the district level, concen-

trating on simple curative and MCH treatment. The course wOUld be run by

MOH in cooperation with district staff and the African Medical and Research

Foundation. About 1,000 patient attendants would be trained during the

project period, or practically all patient attendants working at REFs.

4.42 Training of ECN Trainers. Many tutors at ECN schools are inade-

quately trained. The Department of Advanced Nursing of thef University of
Nairobi, in conjunction with the African Medical and Research Foundation,
has organized two-week refresher courses of diagnosis and prescription.

The project would provide for two similar courses to be held each year of
the project period, each with about 15 students, which would enable tutors
to update.their skills, not only in diagnosis and prescription, but also in
MCf and FP.

4.43 Other Training Activities. The project would provide for several

other types of training which are described in other sections of this
report: training of traditional birth attendants (Annex 5), inservice FP
training for ECNs, COs, patient attendants and FHFEs (paragraphs 4.30 and

4.31), refresher courses for FHFEs (paragraph 4.63), and courses in
diagnosis and prescription in connection with the new Drug Supply Program
(paragraph 4.46). Other important training activities not included in the
project, are associated with the Kenya Expanded Program of Immunization

4 /

and the continuation of the RHC team training program (paragraph 2.02). To
assist in the design and coordination of the various inservice training
programs described above, the project would provide funds for two man-years
of consultant services.

4.44 Drug Supplies. The irregular availability of drugs at RHFs and
its effects were mentioned in paragraph 2.23. The project would support a
new program to provide MOH RHFs with a steady supply of essential drugs
throughout the year. The MOH has drawn up standard lists of drugs for
health centers (47 items) and dispensaries (34 items) and estimated the
quantity of each drug required by each type of RHF per 1,000 attendances.

Drugs for each RHF would be prepackaged in sealed kits, which would be
resupplied on the basis of patient attendance reports. ContraLceptives will
continue to be supplied under a separate system. A new Drug Management
Unit in MOH will manage the new drug supply system.

4.45 Two districtwide pilot drug supply projects are well under way
and the initial results are encouraging. It is expected that the system
would be extended to one-fourth of all districts by mid-1982, one-half by
mid-1983, three-fourths by mid-1984 and all districts by mid-1985. After
the prepackaged drugs have been delivered by the Central Medical Stores to
district headquarters, the new district Rural Health Management Teams
(paragraph 2.11 above) will be responsible for distribution, supervision,
reporting and forecasting needs.

4.46 The project includes a series of two-week courses (first course
and two refresher courses) in diagnosis and prescription for all COs, ECNs
and patient attendants in RHFs, and all COs and public health nurses at

4/ A comprehensive program to immunize children against tuberculosis,
poliomyelitis, diphtheria, pertussis, tetanus and measles. The program

is being carried out with assistance from DANIDA. The proposed project

and the Expanded Program of Immunization would be mutually supportive.
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district and provincial headquarters--a total of about 4,000 staff. Train-

ing will be conducted at the Rural Health Training Centers with support

from the African Medical and Research Foundation. The Drug Management Unit

would monitor and evaluate the new system and take remedial action as

needed.

4.47 Although a great deal of thought and planning have gone into de-
signing the new drug supply system, two serious risks remain. First, there
is a danger that patients may bring pressure to bear on REF staff to over-
prescribe drugs, with consequent shortages, or, if supplies are increased
accordingly, an excessive burden on the RHF budget. An assurance has been
obtained that MOH will carry out a study, on the basis of terms of
reference which will be agreed upon with IDA, SIDA and DANIDA, on the
options available for financing the expanding supply of drugs in government
facilities. Such study will be completd by June 30, 1984.

4.48 The second serious risk relates to the possibility that drug
shortages could occur in district hospitals while RHFs continue to be fully
supplied. In such a situation the District Medical Officer of Health might
well be under pressure to divert some of the supplies intended for RHFs to
the district hospital. The MOH would have to exercise close supervision to
prevent such diversion.

4.49 No diversion has occurred in the two pilot districts, but super-
vision in those districts has been more intensive than would be feasible on
a nationwide scale. On the other hand, there is some evidence of drug
overutilization in the pilot districts, which has led the MOH to increase
staff training and supervision for the program (relative to initial plans).

4.50 Rural Health Facilities. The project construction program (MOH
facilities) would consist of the following:

(a) The improvement of about 25 substandard dispensaries Type I,
including the provision to each of three staff houses;

(b) The upgrading of about 37 dispensaries type I to type II in areas
where justified by density of population. Each would have four
staff houses;

(c) The construction of one RHC and four dispensaries type I in
selected high-priority unserved areas; and

(d) The provision of about six sets of staff houses for dispensaries
not covered by (a) or (b) above where the lack of staff housing
is a serious constraint to recruitment of ECNs.

The project would also include improvement of about 30 NCO dispensaries and
health centers (paragraph 4.78).

4.51 The proposed RHF construction program differs from the current
program in that (i) it shifts emphasis from RHCs to dispensaries, and (ii)
it goes further in relying on improvement and upgrading in preference to
new construction, which makes for a more efficient utilization of scarce
staff. The project's emphasis on dispensary upgrading and improving is
consistent with the planned extension of MCH and FP services below the RHC
level, at which these services are already well established in general.

4.52 Construction of RHFs is implemented by the MOW through private
contractors. The MOH is responsible for planning of RHFs leading to iden-
tification of priority construction projects, for briefing the MOW's archi-
tects on each individual project, for reviewing the corresponding designs,
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and on completion to ensure that facilities are furnished, equipped and
staffed on time. The MOW produces the designs, carries out the bidding and
supervises the contractors. These arrangements work satisfactorily and
they would be maintained for construction of MOH RHFs under the proposed
project. Because of the need to complete the existing pipeline of RHFs,
there would be no construction of project-financed RHFs in 1982/83 and
1983/84.

4.53 In order to determine which RHFs are to be improved and upgraded,
and the location of new RHFs, the MOH would conduct a survey of existing
RHFs, and a mapping exercise using data from the 1979 Population Census.
Priority in determining project RHFs locations would be given to subloca-
tions which presently have less accessibility relative to the average, with
accessibility measured according to the parameters of the RHF model des-
cribed in paragraphs 2.12 to 2.14. An assurance has been obtained that the
results of the above survey and mapping exercise and the consequent
locational decisions will be submitted to IDA for comments, together with
the corresponding RHF preliminary designs and priced lists of furniture and
equipment, not later than December 31, 1982.

Support Systems

4.54 Transport for Rural Health Services. The program would provide
one two-wheel drive sedan for the district rural health managEment teams
(paragraph 2.11) in each of Kenya's 41 districts except Nairobi and eight
sedans for supervision of rural health services from the provincial level.
It would also provide 47 ambulances with life-saving equipment to be
stationed at district and provincial hospitals. At present rural patients
have to rely on ad-hoc arrangements to reach hospital in emergencies.
Although the program would not provide any cars for RHCs, most of which
have at least one car in fair condition, it would provide eight motorboats
with ambulance equipment, for eight RHCs located on the coast or the lake.
It would also provide about 210 motorcycles for public health technicians
stationed at RHCs and subcenters, who have to rely on public transport, and
about 2,400 bicycles for ECNs stationed at RHFs. About one-half of all
these vehicles would be provided under the project; the rest would be
provided in the 1985-88 phase.

4.55 Maintenance. The project would help to improve the maintenance
of MOH buildings, equipment and vehicles in rural areas (paragraphs 2.26
and 2.27), by (i) stepping up the maintenance program for unregistered
facilities, and (ii) setting up six maintenance training schools modelled
after the successful pilot project at Loitokitok District Hospital.

4.56 In each province one building inspector would be assigned full-
time to administer and supervise the maintenance program for unregistered
RHFs. Maintenance allocations in MOH's budget would be raised to a level
consonant with needs. Each inspector would be provided with a four-wheel
drive vehicle to enable him to visit all unregistered RHFs in his province

regularly, and to supervise maintenance projects being carried out by
contractors.

4.57 The project would provide six maintenance training schools, each
attached to an existing Rural Health Training Center or District hospital.

Each school would be provided with workshops, an instruction room, storage,
a pick-up, and living quarters for four instructors and six students. Each

school would function as a maintenance unit for its district, and would

provide three types of training:
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(a) Six maintenance technicians would be trained each year for
a full year in the maintenance and repair of health facilities
and equipment and, to a lesser extent, vehicles. Upon gradua-
tion they would be employed by MOH at the district level, where

they would be responsible for repairs at the hospital and RHFs.

(b) Four 15-day courses a year, for 20 trainees, would be provided
for MOH drivers in: (i) driving and car maintenance; (ii) first

aid; and (iii) maintenance and minor repairs. All MOH drivers

would have undergone this training by the end of three years.

(c) Rural health staff participating in team training courses

(paragraph 2.02) would receive three days of instruction in

the use of equipment, trouble-shooting and minor repairs.

4.58 An assurance has been obtained that, the government will select

the locations of the six maintenance training schools, and engage qualified

architects to prepare the corresponding designs, detailed cost estimates,
bid documents and priced furniture and equipment lists and to supervise

construction, not later than December 31, 1982.

4.59 Health Information System. In April 1980 MOH created a Health

Information System by merging the Evaluation and Research division of NFWC
with the Vital Health Statistics Unit, the only two units in the MOH whose

primary function was the systematic collection of data. It is intended

that the Health Information System, at present a pure information system,
should in due course undertake research and evaluation.

4.60 In addition to continuing to gather and process the types of in-

formation hitherto gathered by its two predecessor units, the Health

Information System will seek to gather information of a kind (e.g. the

physical status of health facilities, staffing patterns and qualifications,
number and state of repair of vehicles) not now readily available to the

MOH. It will also produce an annual report on MOH activities.

4.61 To ensure coordination with other interested government depart-

ments and to provide a forum for drawing on experience available outside

MOH, a Health Information System Advisory Committee composed of representa-

tives of MOH, Central Bureau of Statistics, Registrar General-s Department,
and the University of Nairobi, will be created. The Health Information

System, once fully staffed, will have five sections: data analysis; evalu-
ation and research; documentation and publication; administration; and com-
puter programming. Its field staff will include one senior statistical

officer and two statistical clerks in each district.

4.62 The project would support the consolidation of the Health

Information System through the funding of required additional staff,
training, fellowships, technical assistance, seminars for information
users, vehicles and supplies. It would also provide funds for studies in

five areas: operations research; biomedical research; quality control of
the record system; knowledge, attitude and practice surveys; and impact
assessment. The allocation of these funds to specific studies, as well as

those earmarked for research and evaluation under other Part B project
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components (paragraphs 4.33 and 4.74), would require the approval of an

Evaluation and Research Committee to be chaired by the Director of Medical
Services. This committee would also monitor the progress of the studies,
and have the power to suspend payments. It would consist of senior staff
of interested government departments and the University of Nairobi.

4.63 Health Education. The project would strengthen the existing pro-

gram of health education by:

(a) Improving the use of existing resources by (i) completing
the staffing of the health education production unit so that
existing equipment and facilities can be adequately utilised;
(ii) posting HEOs to the Rural Health Training Centers to
ensure adequate attention to health education in rural health
team training; (iii) providing refresher and upgrading training
for HEOs and for FHFEs, inter alia in the skills necessary for
their new role in resupplying oral contraceptives;

(b) Adapting health education to local cultures and languages instead
of relying too exclusively on centrally designed activities and
materials, by: (i) holding annual planning workshops with FHFEs
(at the district level) and HEOs (at the national level) to
assess and revise local health education activities; (ii) adding
HEOs to districts not yet covered and posting HEOs to provincial
MOH offices; and (iii) organizing health education programs (in-
cluding radio) to be conducted by HEOs, FHFEs, and teams of
health workers, based on local circumstances and using local
languages and dialects; and

(c) Introducing more efficient forms of communication by: (i) using
radio programs to support the work of village health committees;
and (ii) making health education a part of the regular school
curriculum.

4.64 To permit decentralization, the Health Education Division's field
structure would be strengthened by establishing posts for: (a) seven pro-
vincial HEOs and (b) 41 district HEOs (many of which would be filled by
district-based HEOs already in the field). District HEOs would be respons-
ible for the technical supervision of FHFEs. An assurance has been
obtained that the MOH will establish the 48 field posts listed above by
June 30, 1983.

4.65 Production of materials would be carried out by the Health Educa-
tion Division-s production unit which would make any spare productive capa-
city available to meet the needs of other ministries and NGOs in Part A of
the project. To ensure the full utilization of this production unit, an
assurance has been obtained that the MOH will complete the interior of the
building it occupies, by December 31, 1982.

Experimental Community-Based Health Care

4.66 A key element of primary health care, or of any health care
system that attempts wide coverage at relatively low cost, is the use of
community health workers (CHWs) with limited training to provide front-line
services and to refer patients to rural health facilities and hospitals.
At present, NGOs are undertaking 14 different projects in Kenya, making use
of CHWs. Most of these projects have been in operation for too short a

period to be properly evaluated. The present project would mark the begin-

ning of the MOH-s large-scale involvement in this potentially important
area where it would, however, respect the principle that communities served
by CHWs should play a decisive role in such schemes.
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4.67 Characteristics of CHWs. CHWs would be part-time employees of
the communities they serve, not of the GOK, and would be selected, paid and
directed by those communities. The CHW would work from his house in the
community.

4.68 Tasks. Although the duties of CHWs would depend to some extent
on the local health situation, all would be expected to undertake the
treatment of common ailments (including oral rehydration), health educa-
tion, family planning counselling, motivation and client follow-up, the
administration of simple vaccines, and to take part in campaigns against
communicable diseases. They would not at first supply non-clinical
contraceptives or resupply oral contraceptives, although they may be
allowed to do so later (see paragraph 4.74 below).

4.69 Organization of the program. The program would be organized at
three levels: KOH headquarters, districts, and communities. At the MOH
headquarters there would be a Community-Based Health Care Development Unit,
which would help to formulate policy, promote community-based health care
schemes, review and approve proposals for schemes to be funded from project
funds, set guidelines for CHW stipends, train staff of district Rural
Health Management Teams in community-based health care, and monitor and
evaluate schemes. The Development Unit would be assisted by a Resource
Advisory Group from the Department of Community Medicine of the University
of Nairobi, the African Medical and Research Foundation and UNICEF, who
will provide technical assistance.

-4.70 At the district level the Health Sub-Committee of the District

Development Committee, working in close cooperation with the district Rural
Health Management team, would be responsible for the promotion and follow-
up of community-based health care schemes. Interested communities would be
assisted to establish Community Health Committees which (with district
staff assistance) would prepare proposals for MOH funding. Once a scheme
is approved, the Community Health Committee would select the CHWs and would
be responsible for their administrative supervision and for their payment.
Technical supervision would be provided by RHFs, which would also distrib-
ute drugs and supplies to CHWs. This supervision would entail assistance
in community health activities as 4ell as on-the-job review of CHW's work.
District Development Committees would oversee the work of Community Health
Committees.

4.71 Training. Training required for development of the CHW program
would be provided for the staff of district Rural Health Management Teams
and Development Committees, RHU staff, CHW trainers, the CHWs themselves,
and members of Community Health Committees (for details see Annex 6).

4.72 Phasing. There would be roughly one CHW to every 1,000 people.
The program would be introduced gradually. The aim would be to cover one
RHU in each project year, for a total of six RHUs by 1988. The average
population of a RHU is about 54,000 (paragraph 2.02). Thus the program
might be expected to cover a population of about 400,000 people by 1988
(taking into account population growth), or about 2% of the total rural
population. The program would be experimental, and would have to be
evaluated carefully (see paragraph 4.74 below). The RHUs chosen would have
to be among those with the highest ratios of actual staff to norms, to
allow for adequate supervision of CHWs.
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4.73 Equipment, Supplies and Stipends. Each CHW would receive an

operational manual and a small case containing drugs, medical supplies and
information and education materials. These inputs would be provided

through the MOH. CHW stipends would be financed by the communities from
their own resources. The MOH, however, would provide the communities with
technical assistance regarding various techniques for raising those
resources. All incremental costs associated with the CHW program, except

CHW stipends, would be financed by the project during its duration.

4.74 Evaluation. MOH would conduct two evaluations of the CHW

program: one towards the end of 1983 and the other towards the end of
1985. The first of these evaluations would include a reassessnent of the

feasibility of allowing CHWs to distribute and/or resupply contraceptives.
The project would provide funds for the first of these evaluations, includ-
ing three man-years of technical assistance, part of which could also be
used for general managerial assistance to the Development Unit.

4.75 Risks. The CHW component carries two main risks. First, as
experience elsewhere demonstrates, it is very difficult to establish
adequate linkages between the formal health services and community health
workers. This difficulty is compounded by the MOH's lack of experience in
this area. The proposed creation of a Resource Advisory Group and the pro-
vision of funds for technical assistance would reduce problems of organiza-
tion. Secondly, there is the risk that some of the communities may not be
able to pay CHWs regular stipends. Since the Government views the payment
of stipends by the communities as essential, the program would be confined
to communities which demonstrate their willingness to raise the necessary
funds. The Development Unit would provide technical assistance in this
respect.

Non-Governmental Organizations

4.76 The role of church-sponsored NGOs in the provision of rural
health services was mentioned in paragraph 2.09 above. While quality of
the services varies, some are of a very high standard. All suffer from
some degree of shortage of staff, and very few of their dispensaries pro-
vide FP services. Unlike those of the MOH, NGO facilities rarely run out
of drugs and hence maintain service throughout the year. In general, the
services follow the lines laid down by the MOH. Like MOH facilities, many
NGO dispensaries and health centers require physical renovation and expan-
sion. The NGOs also have a long history of conducting nurse training pro-
grams in some of their hospitals.

4.77 The inclusion of NGOs in the project represents a big step
forward in the coordination of health services in rural areas. The NGOs
included in the project are coordinated by either the Kenya Catholic Secre-
tariat or the Protestant Churches Medical Association, and in the rest of
this section, they are accordingly simply described as "Catholic" or
"Protestant" as the case may be.

4.78 Expansion of MCH and FP Services. The project would include up-

grading of about 30 NGO dispensaries and health centers into MCR and FP
SDPs. This represents about 8% of all NGO RHFs. The limitation to 30 RHFs
is not due to implementation constraints but rather to a financial con-

straint related to considerations of project balance. The Catholic SDPs
would instruct couples in natural methods of family planning, especially
the ovulation method. Protestant SDPs would provide the full range of FP

services.
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4.79 ECN Training. NGOs are converting their nursing schools into the
standard MOH type of ECN school. The project would assist in the conver-
sion of three such schools. Each of the schools would also be provided
with a rural health demonstration center for practical training. These
centers would be provided by upgrading existing rural health centers.

4.80 Outreach Services. NGOs have successfully provided regular
dispensary-type mobile services in communities without local health
services. The project would add six mobile clinics to existing (Catholic)
services. Outreach services would be further strengthened by the addition
of 12 ECNs to provide community-based health services.

4.81 Implementation. The Kenya Catholic Secretariat and the Protest-
ant Churches Medical Association would be responsible for implementing
their parts of the Project. A coordinator would be appointed within the
MOH's Core Project Unit to facilitate coordination between the two NGO
organizations and the MOH in project implementation.

4.82 An assurance has been obtained that the Kenya Catholic
Secretariat and the Protestant Churches Medical Association will, in
cooperation with MOH, determine the locations of the new 30 MCH/FP service
delivery points to be established, and of the three nursing schools and
three RHCs to be upgraded; and that the list of these locations will be
submitted to IDA for its review, together with the corresponding
preliminary type designs and priced lists of furniture and equipment, not
later than December 31, 1982.

Innovative Activities

4.83 A small portion (about 1.9%) of the total project cost would be
reserved for selected innovative activities not identified at appraisal
that would contribute to the extension of rural health and FP services.
The flexibility thus provided is especially desirable in the present case,
because the project would absorb practically all the external assistance
available for those services during the project period. An example of
activities that could be financed from this component is the extension of
MCH/FP services provided by non-Church NGOs. Another example would be a
critical study of the present nutritional situation and interventions. The
MOH would submit proposals to fund activities from this component to the
appropriate financing agency for its approval. It is suggested that pro-
posals be required to meet the following criteria: (i) relevance to
project objectives; (ii) cost-effectiveness; (iii) feasibility of adminis-
tration and evaluation; and (iv) innovativeness.

V. PROJECT COST AND FINANCING

A. Cost

5.01 The total estimated base cost of the project is US$47.1 million
equivalent, at prices of November 1981. To this should be added, US$2.1
million of physical contingencies and US$11.8 million of price contingen-
ces, for a total estimated project cost of US$61.0 million equivalent.

5.02 The foreign exchange component is estimated at about 35% of total
project cost. Taxes and duties included in total project cost are esti-
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mated at about US$3 million. Capital costs for civil works, furniture,
equipment and vehicles account for 39.4% of total base cost, and opera-
tional and maintenance costs for 45.1% of total base cost.. The remaining
15.5% is accounted for by Innovative Activities (Part B) and Unprogrammed
Funds (Part A), which cannot yet be divided between capital and operational
and maintenance costs. Table 9 below summarizes the pro]ect cost estimates
by expenditure category. (Detailed cost estimates for the entire six-year
program are shown in Annex 1).

5.03 From a functional point of view, the largest share of project
funds (43.4%) is allocated to manpower, drugs and facilities. The popula-
tion/FP information and education activities of Part A account for 20.1% of
project base cost. Direct FP services input accounts for 4.5% of base
cost. The rest of the project funds are allocated to support systems
(20.0%), experimental community based health care (1.6%), NGOs (9.3%), and
innovative activities (1.9%). A breakdown of project costs by functional
category is given in Table 10 below.

5.04 The estimated costs of construction and furniture are based on
November 1981 prices and experience under the first project. Cost esti-
mates for equipment and vehicles are also based on November 1981 prices.
Salaries and training costs are based on standard Government salary and
allowance scales as of October 1980, updated to November 1981 by using the
rate of increase in the domestic average consumer price index. Local
advisory services have been costed at an average of US$1,000 per man-month,
and foreign advisory services at US$5,000 per man-month (these figures
include all expenses).

5.05 The contingency allowance of US$13.9 million equivalent, repre-
senting 2 2.8% of total project costs, includes: (a) Physical contingen-
cies for unforeseen factors estimated at 15% of the base zost of civil
works, and 10% of the base cost of furniture and equipment; and (b) price
contingencies averaging 24.0% of base cost and physical contingencies.
Price contingencies for local costs were calculated on the assumption of a
13.0% inflation rate in 1981, 13% in 1982, 9% in 1983, and 8% annually
afterwards. Price contingencies for the foreign exchange component were
calculated on the assumption of an inflation rate of 9.0 :for 1981, 8.5% for
1982, 7.5% in 1983 and 6% annually afterwards.



TABLE 9

KENYA II: ESTIMATED PROJECT 00STS BY EXPENDInJRE CATEGORY, 1982-84

K.Sh.'000 US$'000 % of % of
Local Foreign Total Local Foreign Total F.E. Base Cost

I. CAPITAL 00STS (Base Costs)

1. Civil Works
(a) Construction 83,850 35,950 119,800 8,400 3,600 12,000 30.0 25.4
(b) Professional Fees 4,350 1,850 6,200 450 200 650 30.0 1.3

2. Furniture 9,700 2,450 12,150 950 250 1,200 20.0 2.6
3. Equipment 1,850 16,750 18,600 200 1,700 1,900 90.0 3.9
4. Vehicles 2,900 26,200 29,100 300 2,600 2,900 90.0 6.2

Subtotal (I) Base Cost (102,650) (83,200) (185,850) (10,300) (8,350) (18,650) (44.7) (39.4)

II. OPERATIONAL AND MAIN0ENANCE 00STS (Base Costs)

5. Salaries 82,600 4,050 86,650 8,250 400 8,650 4.7 1.8
6. Vehicle Operating Costs 10,050 10,050 20,100 1,000 1,000 2,000 50.0 4.3
7. Other Operational Costs 49,400 56,650 106,050 4,950 5,650 10,600 53.4 22.5

Subtotal (II) Base Cost (142,050) (70,750) (212,800) (14,200) (7,050) (21,250) (33.2) (45.1)

III. UNPROGRAMMED FUNDS

(Part A) 53,650 10,200 63,850 5,350 1,000 6,350 16.7 13.5
Innovative Activities (Part B) 4,500 4,500 9,000 450 450 900 50.0 1.9

Subtotal (III) Base Cost (58,150) (14,700) (72,850) (5,800) (1,450) (7,250) 20.2 (15.4)

Subtotal Base Cost (I, II, III) (302,850) (168,650) (471,500) (30,300) (16,850) (47,150) (35.8) (100.0)

CONTINGENCIES

Physical Contingencies 13,750 7,300 21,050 1,350 750 2,100 34.7 4.5
Price Contingencies 78,800 39,000 117,800 7,900 3,900 11,800 33.1 25.0

Subtotal Contingencies (92,550) (46,300) (138,850) (9,250) (4,650) (13,900) (33.4) (29.5)

TOTAL (PARTS A AND B) 395,400 214,950 610,350 39,550 21,500 61,050 35.3 129.5



TABLE 10

KENYA II: ESTIMATED PROJECT OSTS BY FUNCTIONAL CATEGORY, 1982-84

K.Sh.'000 US$'000 % of % of

Local Foreign Total Local Foreign Total F.E. Base Cost

PART, A, BASE 00ST

Programmed 26,700 4,500 31,200 2,650 450 3,100 16.0 6.6

Unprogrammed 53,650 10,200 63,850 5,350 1,000 6,350 16.0 13.5

Subtotal (A) (80,350) (14,700) (95,050) (8,000) (1,450) (9,450) (16.0) (20.1)

PART B, BASE ODST

Family Planning 10,050 11,400 21,450 1,000 1,150 2,150 53.1 4.5

Manpower, Drugs and Facilities (119,150) (85,650) (204,800) (11,900) (8,550) (20,450) (41.8) (43.4)

Manpower and Training 81,800 20,450 102,250 8,200 2,050 10,250 20.0 21.7

Drug Supplies 5,250 50,100 55,350 500 5,000 5,500 90.5 11.7 1

Rural Health Facilities 32,100 15,100 47,200 3,200 1,500 4,700 32.0 10.0 o

Support Systems (54,000) (35,500) (89,500) (5,450) (3,550) (9,000) (39.7) (20.0)

Transport 6,500 19,600 26,100 650 1,950 2,600 75.1 5.5

Maintenance 26,350 10,850 37,200 2,650 1,100 3,750 29.2 7.9

Health Information Systea 8,300 3,900 12,200 850 400 1,250 31.9 2.6

Health Education 12,850 1,150 14,000 1,300 100 1,400 8.3 3.0

Experimental Com.-Based H.C. 3,850 3,900 7,750 400 400 800 50.1 1.6

Church-Related NGOs 30,950 13,000 43,950 3,100 1,300 4,400 29.6 9.3

Innovative Activities 4,500 4,500 9,000 450 450 900 50.0 1.9

Subtotal (B) (222,500) (153,950) (376,450) (22,300) (15,400) (37,700) (40.9) (79.8)

Subtotal (A & B) Base Cost (302,850) (168,650) (471,500) (30,300) (16,850) (47,150) (35.8) (100.0)

Contingencies

Physical Contingencies 13,750 7,300 21,050 1,350 750 2,100 34.7 4.5

Price Contingencies 78,800 39,000 117,800 7,900 3,900 11,800 33.1 25.0

Subtotal Contingencies (92,550) (46,300) (138,850) (9,250) (4,650) (13,900) (33.4) (29.5)

TIOTAL (PARTS A AND B) 395,400 214,950 610,350 39,550 21,500 61,050 35.3 129.5
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B. Financing

5.06 Project Financing Plan. A project financing plan is needed at the
present time for the 1982-85 project only: the financing plan for the 1985-88

project would be prepared subsequent to the corresponding appraisal mission in
mid-1984. The financing of project costs (1982-85) would be shared as follows
(a detailed financing plan is given in Annexes 8 and 9):

K.Sh. US$ %
---Million---

Net Project Cost, excluding Taxes and Duties
and Project Preparation Advance Expenditures 580 58.0
Project Preparation Advance Expenditures 3 0.3
Net Project Cost, including Project Preparation
Advance Expenditures 583 58.3 100.0

Government of Kenya 105 10.5 18.0

IDA 230 23.0 39.5
SIDA 98 9.8 16.8

DANIDA 85 8.5 14.6
USAID 40 4.0 6.9

ODA 12 1.2 2.1
UNICEF 7 0.7 1.2
UNFPA 6 0.6 1.0

583 58.3 100.0

Taxes and Duties 30 3.0
Total Project Cost, including Taxes and Duties
and Project Preparation Advance Expenditures 613 61.3

5.07 The proposed Credit of US$23 million (SDR 20.5 million) to the Kenya

Government would beon standard IDA terms. The contributions of the remaining
external assistance agencies would be in the form of grants. Total foreign
financing would cover about 82% of net project cost, including 100% of foreign
exchange cost and about 71% of local expenditures.

5.08 Financing of Parts A and B items by IDA, SIDA, DANIDA, USAID, ODA,
UNICEF and UNFPA would be on a parallel basis (see Annexes 8 and 9 for details).
As a condition of credit effectiveness, the Government will make arrangements
satisfactory to the Association to obtain external assistance amounting to not
less than US$24.8 million equivalent. The specific Part A items to be financed
by each donor and government have been identified for the first project
year only (see Annex 8). For the second and third project years, the
determination of specific Part A items to be financed by each of the donors and
government will be made at the time of the review by donors of the corresponding
annual work plans, in consultation with the Council.

5.09 Part A expenditures associated with activities to be carried out by
the Secretariat of the National Council on Population and Development, or by
non-governmental organization, will be allocated to the budget of the Office of
the Vice President and Ministry of Home Affairs. Part A expenditures associated
with activities to be carried out by other government agencies will be allocated
to the budgets of those agencies. All Part B expenditures would be allocated to
the MOH-s budget. Expenditures related to the NGO component would appear in
MOH's budget as a grant to the NGOs, separate from the ongoing annual grant



-40-

already included in the MOH-s budget. The NGOs would retain title to project
assets beyond the project period, and would commit themselves to the adequate
maintenance and operation of those assets.

5.10 Fiscal Feasibility. The bulk (about 80%) of project 2osts relate to

Part B and would have to be included in the MOH budget. The total MOH budget
allocation for FY80/81 was about K.Sh. 1,046 million (of which 78.5%, or about

K.Sh. 821 million, was for recurrent expenditures). The GOK-s contribution to

annual Part B project expenditures would represent about 2.5% of the total MOH-s

budget in FY80/81 on the average for 1982-84.

5.11 The increase in MOH-s operating and maintenance costs due to the pro-

gram would continue beyond the program period. Incremental ope;.ating and
maintenance costs arising from Part B program activities are es:imated at about
K.Sh. 125 million in FY87/88 (at 1981 prices). Most of these costs would recur

in subsequent years, when they would have to be met entirely from local funds.
An assessment of whether it would be realistic to expect that these costs could
be absorbed in the MOH's recurrent budget has been made based on the following
assumptions: (a) Kenya's GNP grows in real terms at an average annual rate of
between 4 and 5% in the seven-year period 1980/81-1987/88; (b) :he share of the
total expenditures of all Ministries to GNP remains constant at the FY80/81
level; (c) the share of MOH's budget (development plus recurrent) in the total
expenditures of Ministries grows from 6.2% in FY80/81 to 6.8% in FY83/84 (as
assumed in the Forward Budget 1981/82-1983/84) and remains constant at that
level through FY87/88; and (d) the share of recurrent expenditures in the MOH's
budget remains constant at the FY80/81 level. Under these assumptions, the
MOH's recurrent budget would grow (at constant 1981 prices) from K.Sh. 821
million in FY80/81 to between K.Sh. 1,178 million and K.Sh. 1,260 million in
FY87/88, depending on whether GNP grows at 4 or 5%. Thus, incremental opera-
tional and maintenance costs arising from the program in FY87/88 would represent
between 35 and 28% of the total increase in the MOH's recurrent budget in the
period. Relevant subvotes of the MOH's budget under which program expenditures
would be classified comprised 24.3% of MOH's recurrent budget in FY80/81. More-
over, other developmental activities in the period outside the program and under
these subvotes are expected to be of relatively minor magnitude. It can be then
concluded that under the above assumptions the program would imply a modest
shift in the composition of expenditures within the MOH's recurrent budget in
favor of rural health and preventive services. This shift is consistent with
the Government-s stated policies and in the interest of the majority of the
country's population (paragraph 2.32).

5.12 Project Preparation Facility. An advance of US$332,000 equivalent has
been granted by IDA to the GOK to finance certain expenditures necessary to com-
plete the preparation of the project. (For details see Annex 7).

VI. PROJECT IMPLEMENTATION

A. Implementation

6.01 There would be separate arrangements for the implementation of Parts A
and B of the project (See Chart 2). For Part A, the actual information and
education activities would be carried out by the participating agencies
(Ministries and NGOs). Coordination and monitoring, common support activities,
the preparation of overall annual workplans, procurement of goods for NGOs,

progress reports and reimbursement applications and the transfer of funds would
be carried out by the Secretariat of the National Council (paragraph 4.18),
whose chief executive would be appointed as Project Director, Part A, and would

report to the Permanent Secretary in the Office of the Vice President and
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Ministry of Home Affairs. Each of the participating government agencies would

procure its own goods and services. Part B of the project would be carried out
by the MOH, with the NGO component carried out jointly by MOH and the NGOs.
Details of the implementation of specific components of Part B are described in

Section IV.C. above and are summarized in Annex 2.

6.02 Although the MOH project components would be mainly carried out by

existing MOH units with appropriate strengthening through the project (e.g.

NFWC, Planning and Implementation Unit, Drug Management Unit, Health Education

Unit, Health Information System, district staff), or by a new ad hoc unit in the

case of the community-based health care component, a strong Core MOH Project

Unit would be appointed for (i) the monitoring and supervision of Part B
activities; (ii) keeping Part B project accounts; (iii) preparing Part B
disbursement applications; and (iv) preparing Part B progress reports for

donors. For the NGO component, functions (ii) and (iv) would be based on
information provided by NGO staff.

6.03 The head of the Core MOH Project Unit would also be Project Director,
Part B. Ideally he should be an experienced manager with sufficient seniority
to be able to deal effectively with the heads of participating MOH units and
NG0s. The Project Director, Part B would report to the Director of Medical
Services. Besides the director, the Core Staff would include twelve

professional-level staff plus several support staff.

6.04 The staffing of the following positions in the MOH-s Core Project Unit
with full-time personnel whose experience and qualifications are acceptable to
IDA will be a condition of Credit effectiveness: Director, Financial Controller,
Senior Program Evaluator, Procurement Officer, and Administrative Secretary.

6.05 The implementation of Part B components would be overseen by a
Steering Committee comprised of the Permanent Secretary of MOH (Chairman), the
Director of Medical Services, the Chief Nursing Officer, the Deputy Secretary,
for.Development in MOH, and the Director of the Core Project Unit (Secretary).
The Steering Committee would meet quarterly to review project progress and to
solve any problems of intra-ministerial coordination that may arise in the
course of project implementation.

6.06 As the MOH is about to embark on a new phase of building up its rural-
health services, the time seems propitious for an indepth review of the MOH-s
organizational structure and administrative procedures, especially as they may
affect project implementation. To this effect, the MOH has agreed to a compre-
hensive management study to be undertaken by independent consultants. The

study, to be financed by SIDA, is expected to start in early 1982. The final
report of the study would be discussed among the MOH, IDA and the donor agencies
participating in the proposed project. An assurance has been obtained that the
MOH will prepare a timetable to implement those recommendations of the
consultants' report to which MOH, SIDA and IDA agree, not later than three
months after the completion of the final version of the consultants' report.
Implementation of these recommendations would be reviewed at the time of
appraisal of the 1985-88 project.

B. Procurement

6.07 Financing of Part A expenditures by IDA, USAID, ODA, and UNFPA would
be on a parallel basis. Specific items to be financed by government and

external financing agencies are known at this time for the first project year
only (see Annex 8). Part A entails no civil works and the amount of hardware

(equipment and vehicles) to be procured annually would be small. The
Secretariat of the National Council on Population and Development and each of
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the participating agencies would procure their own goods and services, except
that goods for activities to be carried out by NGOs will be procured by the
Secretariat. Financing of Part B expenditures by IDA, SIDA, DANIDA, USAID,
UNICEF and ODA would also be on a parallel basis (see Annex 9). Procurement of
Part B goods and civil works would be carried out by MOH and the Central Tender
Board, including those goods and civil works associated with the NGO component.

6.08 For Parts A and B goods financed by IDA, the following procurement
procedures would be followed:

(a) Civil Works: The civil works to be financed by
IDA consist of small projects scattered throughout
the country. Moreover, the bulk of these civil
works constitute upgrading and improvement rather
than new construction. Civil works contracts over
US$2 million would be let through international
competitive bidding. Contracts below US$2 million
would be awarded after local competitive bidding
following government procedures, which are accept-
able to the Association. Procurement of civil
works would be based on bid packages, prepared in
such a way as to encourage competition. Packaging
would be subject to IDA-s approval. In remote
areas where insufficient competition and unreason-
able prices would be likely to result from bid-
ding, the MOW's force account may be used, subject
to the prior approval of the Association.

(b) Vehicles and Equipment: Contracts above
US$100,000 equivalent would be let through inter-
national competitive bidding. Contracts below
US$100,000 equivalent, but in aggregate not
exceeding US$1,000,000, would be let through local
competitive bidding. Procurement of vehicles and
equipment would be based on bid packages, prepared
in such a way as to encourage competition.
Packaging would be subject to IDA's approval. For
small purchases up to US$50,000 equivalent each,
but in aggregate not exceeding US$500,000, prudent
shopping could be used, but at least three quota-
tions would have to be obtained.

(c) Furniture: Contracts for US$50,000 equivalent or
more would be let through local competitive bid-
ding, which proved appropriate in previous
experience. Appropriate packaging, subject to
IDA-s approval, would be conducted. For purchases
for less than US$50,000 equivalent, but in aggre-
gate not exceeding US$250,000, prudent shopping
could be used, but at least three quotations would
have to be obtained.

6.09 For items procured under international competitive bidding, oreference
may be accorded at GOK's request to local manufacturers of furniture and equip-
ment at 15% of the c.i.f. bid price of such goods, or the amount of customs duty
and other import taxes levied on a non-exempt importer, whichever is lower.

The procurement rules of paragraph 6.08 would apply to all of Parts A and B,
including the NGO components.
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6.10 Contract Review. All bidding packages for works estimated to cost
over US$80,000 equivalent and bidding packages for goods over US$50,000 equiva-
lent would be subject to the Bank's prior review of procurement documentation
resulting in a coverage of about 95% of the total estimated value of works con-
tracts and about 88% of goods contracts. The balance of contracts would be
subject to random post-review by the Bank after contract award.

C. Accounting, Auditing and Disbursements

Disbursements

6.11 Funds from the Credit account would be disbursed according to the
following schedule:

Amount of Credit % of Expenditures
Allocated to be Financed

Category (US$ Equivalent)

(1) Part A of the Project:

(a) Vehicles, furniture 30,000 100% of foreign
and equipment expenditures, 100%

of local expenditures
ex-factory, 70% of
local expenditures
for imported goods
procured locally

(b) Consultants- services 20,000 100%

(c) Incremental salaries 100,000 90%
and allowances

(d) Incremental operating 150,000 70%
and maintenance costs

(e) Unallocated and to be 4,300,000
allocated to categories
1(a) through (d) based
on annual plans

(2) Part B of the Project:
(a) Civil works for new MOH 5,000,000 80% of total

rural health facilities
(incluing staff housing),
upgrading of 25 MOH
dispensaries, and upgrading

of NGO facilities

(b) Furniture, equipment and 1,300,000 100% of foreign
materials accessory to the expenditures, 100% of
civil works in Category (a) local expenditures
and equipment and materials ex-factory, and 70%
for provincial and district of local expenditures
rural health teams, MOH's for imported goods
Drug Management Unit, the NFWC, procured locally
the MOH's health information system,
health education, and the
establishment of 300 maternal
and child health and family

planning service delivery points
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(c) Vehicles 1,400,000 100% of foreign
expenditures, 100% of
local expenditures
ex-factory, and 70% of
local expenditures for

imported goods
procured locally

(d) Consultants' services 800,000 100%

(e) Incremental salaries and 7,300,000 90%
allowances

(3) Refunding of the Project 332,000 Amounts due
Preparation Advance

(4) Unallocatedl/ 2,268,000

Total 23,000,000

1/ The "Unallocated" figure was arrived at by taking 50% of total contingency
financing by IDA. The remaining 50% was included with the corresponding
expenditure categories.

6.12 Disbursements against categories 2(a), 2(b), 2(c) and 2(d) would be
fully documented. Disbursements against category 2(e) would be made against
statements of expenditure. For categories 1(a) and (b), disbursements would be
fully documented. Disbursements against categories 1(c) and (d) would be made
against statements of expenditure. An estimated time schedule of IDA
disbursements is given in Annex 3. The documentation for statements of
expenditure under categories I and 2 would not be submitted to IDA but would be
retained by the Borrower for inspection by supervision missions.

Accounts and Audit

6.13 Part A. The Secretariat of the coordinating Council (para. 4.15) will
maintain separate detailed project accounts for expenditures incurred by the
Council itself and its Secretariat. The participating agencies (Ministries and
NGOs) will keep similar accounts for their corresponding project expenditures.
Summaries of these accounts will be submitted quarterly to the Secretariat,
which will use them to prepare consolidated project accounts for Part A. The
Secretariat's and the participating agencies- project accounts will be audited
by the Auditor General.

6.14 Part B. The Core MOH Project Unit (para. 6.02) working in close co-
operation with the Accounting division and other relevant MOH units, will main-
tain separate detailed project accounts for all Part B expenditures except those
related to NGOs. The latter will maintain their own detailed project accounts
and will submit quarterly summaries to the Project Director--Part B. MOH and
NGO project accounts will be audited by the Auditor General.

Financial Reporting

6.15 The Project Directors of Parts A and B would be responsible for pre-

paring an annual report summarizing all project financial transactions in the
period, and the state of project accounts by the end of the period, starting
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with FY82/83. These financial reports, accompanied by suitable auditors-

reports, should be submitted to IDA not later than December 31 of each year,
starting with December 31, 1983, for FY82/83 operations.

VII. PROJECT JUSTIFICATION, RISKS AND EVALUATION

A. Justification

7.01 The justification of the project lies in its expected impact on (i)
fertility, and (ii) the health of the rural population.

7.02 Fertility Impact. The project would more than double the number of
RHFs offering daily full FP services (para 4.27). It would also greatly
increase the regularity of FP services in existing SDPs by making it possible to
use for FP services several categories of RHF personnel who have not hitherto
taken part in this work (para. 4.28). This would also allow provision of
limited FP services in non-SDP RHFs. Moreover, the project would assist in the
creation of greater demand for FP services through its information and education
activities. The likely impact of all these project activities, and of the
similar activities planned for the 1985-88 phase, on the number of FP users and
on the CBR was indicated in paragraph (4.04) in the form of a range: a "low"
projection where the CBR would fall from about 53 per thousand at present to 51
per thousand in 1987, and a "high" projection where the CBR would fall to 48 per
thousand in 1987. The "low" projection would require the number of contracep-
tion users to increase by a factor of about 2-1/2 times over the 1980 level,
while the "high" projection would require a four-fold increase.

7.03 In addition to its short-term impact on the number of FP users, the
improvement of FP services makes good sense from a medium to long term point of
view. Without continuous building up of FP services a situation could develop
in which an increase in demand for FP services, due to the start of a downward
trend in desired family size could not be adequately met. Since experience
shows that it takes a long time to increase FP services substantially, and since
the marginal cost of providing these services in an integrated health system as
in Kenya is low, it seems reasonable to increase FP capacity beyond what would
be justified in terms of present demand alone.

7.04 It is important, however, that the GOK should not confine itself to
providing an effective service delivery network and then wait passively for
demand to increase in response to socio-economic modernizing influences. A
strong population/family planning information and education drive is needed to
increase awareness of the benefits of limiting family size. Part A activities
would therefore constitute a key element in Kenya-s population program in the
1980s. During 1982-88, at least 75% of the population over the age of six would
be exposed to direct program communication, and many of them will pass on to
others what they have learned. Although it is difficult to forecast the change
in demand for FP that would result from the proposed information and education
activities of Part A, experience elsewhere strongly suggests that a well-
organized information and education program is a necessary, if not a sufficient,
condifion of a successful FP program.

7.05 Impact on Rural Health. Health benefits that would be generated by
the project -an be classified in three categories:
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(a) Some rural people that without the project would not be
provided with any primary-level health services within the
next three years, would be so provided with the project.5 /
Existing surveys indicate that rural people living further
than five miles away from a RHF do not avail themselves of
primary-level health services, except in cases of extreme
emergencies, because the costs of doing so are perceived
to outweigh benefits. This condition could be called
"total primary-level service inaccessibility". About 23%
of the rural population, or 2.8 million people, were in
this category in 1977 (Table 6).

(b) Some rural people that without the project would
not be provided within the next three years with
certain important primary-level health services
(e.g. MCH, FP) would be so provided because of the
project.

(c) Some rural people that without the project would be
provided with primary-level health services at a
certain average annual frequency, with the project

would be provided with such services at a higher fre-
quency, or would be provided with a higher quality of
services at the same frequency, or both.

7.06 Benefits type (a) would be generated by the project construction of
new facilities [para. 4.50(c)]. This would allow provision of rural health
services to between 30,000 and 40,000 people. This is a very modest effort
relative to the needs, but consolidation of the existing dispensary network is a
higher priority because of its implications for expansion of MCH/FP services to
the bulk of the rural population.

7.07 The impact of the project would be pronounced with regard to type (b)
benefits. This refers mainly to MCH and FP services. Presently few dispen-
saries provide either type of services. Under the project, daily MCH/FP
services would be introduced in 300 MOH RHFs, mostly dispensaries, and in 30 NGO
RHFs, and this would benefit a population of up to about 2,500,000 people. The
extension of MCH services made possible through project inputs, combined with
the Kenya Expanded Program of Immunization (see paragraph 4.43, would be
expected to raise the percentage of fully immunized children under five years of
age from about 25% currently to 60-70% by the mid 1980s.

7.08 The project would also generate very substantial benefits type (c).

Since MOH RHFs are closed on an average about 25% of the time due to lack of
drugs, the annual per capita frequency of use of RHFs would be expected to
increase by at least that much once the new drug supply program for RHFs is in
place nationwide (some of this increase would be a diversion from use of dis-
trict hospital facilities, but it would be an efficient diversion). Frequency
of use would be also expected to increase on account of better staffing of RRFs
(paragraph 4.35). Quality of services provided would increase with both better
drug availability and better staffing and training (paragraphs 4.41 to 4.43)
provided through the project.

5/ Benefits arising from capital goods provided through the project would,
of course, continue to be forthcoming well beyond the project period.
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B. Risks

7.09 Part A. Part A is subject to the serious risk that, because the
members of the Council who, as such, must choose among competing proposals for
the allocation of resources, would be representatives of the agencies submitting
these proposals, quid pro quo considerations would prevail instead of impartial
evaluation. During the project period, this risk would be reduced by requiring
the annual plans to be approved by the external financing agencies.Beyond the
project period, the experience by then acquired by the staff of the Council's
Secretariat should serve to ensure an adequate degree of quality control of
proposals.

7.10 Part B. The principal risk regarding Part B is whether the MOH has
the capacity to utilize project resources effectively and to meet the exacting
administrative requirements of so complex a project. The deployment of a strong
core project staff (paragraph 6.02), and the provisions in the project for the
additional staff and consultants estimated to be needed for prompt implementa-
tion of MOH project components, would lessen this risk to an acceptable low
level. The general implementation capabilities of MOH are also likely to
improve following implementation of the recommendations of the planned manage-
ment study (paragraph 6.06).

7.11 The risks associated with the more innovative components of Part B,
drug supplies and community-based health care, have been pointed out in paras.
4.47, 4.48 and 4.75. One factor that might jeopardize the success of the man-
power and training component is the almost certainty that, given present in-
centives, ECNs and COs will continue to prefer hospital to rural health posts.
Thus, in order to achieve the planned distribution of staff (paragraph 4.35),
the MOH would have to monitor carefully job offers in both sectors, using the
personnel monitoring system recommended in paragraph 4.36. The remaining Part B
components consist mainly of extensions of current activities, and therefore do
not carry the same degree of risk as the more innovative components of the
project.

C. Evaluation

7.12 Project evaluation would cover inputs, processes and outputs. Input
evaluation compares actual with planned inputs. Process evaluation measures the
progress of the project in terms of the attainment of intermediate objectives--
e.g. in the present case, increase of number of SDPs and trained personnel, con-
traceptive prevalence rate, percentage of married women with knowledge of modern
FP methods--necessary to reach the final objectives. The values of these
variables at any stage of the project are compared with the corresponding values
before the project and with those it was planned that the project should
achieve. Output evaluation applies similar comparisons to the variables whose
changes in desired directions constitute the ultimate objectives of the project.
In the present case, output would have to be measured in terms of fertility
(CBR, total fertility rate), mortality (CDR, life expectancy) and morbidity
(incidence of major diseases, average annual days of sickness by sex and age
group).

7.13 The evaluation of Part A activities would be the responsibility of
the Coordinating Council. The evaluation of Part B activities would be the
responsibility of the Core MOH Project Staff, assisted by other MOH units as
appropriate. For the drug supplies and community-based health care components,
special evaluation provisions have been built into the project (paras. 4.46 and
4.74 respectively).
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7.14 Input evaluation, which would form the main part of project progress
reports to be prepared by MOH and the Coordinating Council, is not expected to
present difficulties. Process evaluation of Part A would inclu.e measurement of

how far I&E messages are acceptable and comprehensible to the audiences. The

Council would also conduct periodic surveys of public knowledge, attitudes and

practices concerning population and FP and compare the results with the prepro-

ject situation as reflected in the Kenya World Fertility Survey. Process

evaluation of Part B would be based on the MOH-s system of service statistics
(which would be strengthened through the project).

7.15 The most important form of evaluation is that of outputs--in the
present case, declines in fertility, mortality and morbidity. In countries

with a well-developed vital statistics system, changes in fertility and mortal-
ity can normally be detected through that system. This is not the case in
Kenya, where reliable data on fertility and mortality can only be obtained
through surveys. A good baseline is provided by the 1977-78 Kenya World
Fertility Survey and the 1979 Population Census. An assurance has been obtained
that the government will engage a qualified institution to conduct a
fertility/mortality survey during the course of the project, to allow an
assessment of progress towards the goals of declines in fertility and
mortality. There are as yet no useful baseline morbidity data aad one of the
main tasks of the new Health Information System would be to defiae appropriate
indicators of morbidity and to design cost-effective ways of measuring them.
Thus progress towards a reduction of morbidity would be measurable for at least
part of the project period.

VIII. RECOMMENDATIONS

8.01 During negotiations, agreement with the government was reached on the
following points:

(a) The government will appoint the members of the
National Council on Population and Development,
and will issue appropriate policy and procedural
guidelines, by October 1, 1982. The Council will
submit by March 31 of each year (beginning with
March 31, 1983) the draft annual work-plan for the
following year for the interagency I&E program to
the funding agencies supporting Part A for their
approval (paragraph 4.21), and will subsequently
agree with those agencies on a detailed financing
plan for the activities in the work-plan
(paragraph 5.08);

(b) The MOH will prepare a detailed timetable for the
conversion of all Government RHFs not presently
functioning as MCH/FP SDPs into full SDPs, and for
their interim conversion into limited SDPs supply-
ing non-medical contraceptives and resupplying
oral contraceptives, by December 31, 1982
(paragraph 4.29);

(c) The-MOH will set up a system to show the number,
type and posting by specific facility of rural
health staff, by December 31, 1982 (paragraph
4.36);

(d) The MOH will conduct a study of the causes of ECN
and CO student attrition and possible remedies,
and of the feasibility of shortening ECN training,
not later than December 31, 1982 (paragraph 4.39);
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(e) The MOH will conduct a study, the terms of
reference of which would be agreed upon with IDA,
SIDA and DANIDA, of the options available for
financing the expanding supply of drugs in
government facilities, by June 30, 1984.

(f) The MOH will establish the following posts: (i)
seven provincial health education officers; and
(ii) 41 district health education officers, by
June 30, 1983 (paragraph 4.64);

(g) The MOH will complete the interior of the building
housing its health education production unit, by
December 31, 1982 (paragraph 4.65);

(h) The MOH will prepare a timetable for implementa-
tion of those recommendations of the management
consultants' report to which MOH, SIDA and IDA
agree, not later than three months after
completion of the final version of the report
(paragraph 6.06);

(i) The Project Directors of Parts A and B will each
submit to IDA an annual report summarizing all
project financial transactions in the period, and
the state of project accounts by the end of the
period, accompanied by suitable auditors' reports,
not later than December 31 of each year, starting
with December 31, 1983 (paragraph 6.15);

(j) The MOH will engage a qualified institution to con-
duct a fertility/mortality survey during the course
of the project (paragraph 7.15);

(k) The MOH should select the locations for the new CO,
ECN, and maintenance training schools to be built
under the project, and select and appoint qualified
architects to prepare the corresponding designs,
detailed cost estimates, bid documents and priced
furniture and equipment lists, and to supervise
construction, not later than December 31, 1982
(paragraphs 4.40 and 4.58);

(1) The MOH should conduct a survey of its existing
RHFs and with the help of this survey and criteria
agreed with the appraisal mission, determine the
locations of the approximately 25 dispensaries to
be improved, 37 dispensaries to be upgraded, and
the one new RHC and four new dispensaries Type I
and six sets of dispensary staff houses to be
built. Details of the above should be submitted to
IDA for its review, together with the corresponding
preliminary type designs and priced lists for
furniture and equipment, not later than December
31, 1982 (paragraph 4.53);

(m) The Kenya Catholic Secretariat and the Protestant
Churches Medical Association should, in coopera-
tion with MOH, determine the locations of the new
30 MCH/FP service delivery points to be estab-
lished, and of the three nursing schools and three
RHCs to be upgraded. The list of these locations
should be submitted to IDA for its review, to-
gether with the corresponding preliminary type de-
signs and priced lists of furniture and equipment,
not later than December 31, 1982 (paragraph 4.82).
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8.02 Conditions of Effectiveness. The following will be conditions of
effectiveness of the proposed IDA credit:

(a) The government will fill the following positions in
the Secretariat of the National Council on
Population and Development with full-time personnel
whose experience and qualifications are acceptable
to IDA: Director, Financial Controller,
Administrative Officer, and Accountant (paragraph
4.18). The government will also fill the following
positions in the MOH's Core Project Unit with
full-time personnel whose experience and
qualifications are acceptable to IDA: Director,
Financial Controller, Senior Program Evaluator,
Procurement Officer, and Administrative Secretary
(paragraph 6.04).

(b) The government will make arrangements satisfactory
to the Association to obtain external assistance
amounting to no less than US$24.8 million equi-
valent (paragraph 5.08).
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Detailed Cost Estimates

(In '000s of Kenyan Shillings)

Subtotal Subtotal %
1982/83 1983/84 194/85 1982/83 - 198S/86 1086/87 1917 /88 1985/86 - Total F.E.

1984/85 1987/88

1. CAPITAL COSTS

1. CIVIL WORKS (note) - - -

2. FURNITURE

2.1. National Council for Population and
Development

2.1.1, Porniture for rented offices (157) (10) (167) - - - - (167)

2.2. MEPD: Population Documentation and
Clearinghouse

2.2.1. Furniture for offices (84) - (84) - - - - (84)

2.3. KCS: Family Life Education Progeoa

2.3.1. Furniture for rented offices (20) - (20) - - - - (20)

2.4. NYWO: MCH/FP I&E Services

2.4.1. Furniture for headquarters and five rented
district offices (34) (34) - - - - (34)

2.5. PCMA: Adolescent Health and FP I&E Program

2.5.1. Furniture for rented offices (12) - (12) - - - - (12)

Subtotal (2) Base Cost (307) (10) - (317) - - - - (317) 20
Physical Contingencies 10% 31 1 - 32 - - - - 32
Price Contingencies 44 2 - 46 - - .46
Subtotal Contingencies 75 3 - 78 - - - - 78
Total (2) 382 13 - 395 - - - - 395 20

1/ Note that all components of the Indicative Program are tosted for the first year only; continuation of activities will be dependent upon negotiated extensions worked
out with the National Council on Population and Development.

3. EQUIPMENT

3.1. National Council for Population and Development

3.1.1. Office equipment (typewriters, copying
machines, alculators, etc.) 246 101 - 347 - - - - 347

3.1.2. Audio-visual equipment (e.g., equipment pools
at district level) 706 706 706 2,118 - - - - 2,118
Subtotal (3.1) (952) (107) (706) (2,465) - - - - (2,465)

3.2. MEPD: Population Documentation and Clearinghouse

3.2.1. Office equipment type-riters, duplicating
machine, and microform reader (128) - - (128) - - - - (128)

2.3. NOB: Strengthening of FP In-clinic and
Extension Education by Health Workers

3.3.1. Equipment for pilot post-partum education
program (continuous type cassette playback
machines: K.Sh. 1,300 a 10) 13 . - 13 - - - - 13

3.3.2. Equipment for pilot program of using
existing local groups by FHFEs (cassette
tape recorders/radios: X.Sh.1,710 x 30) 51 5 -51 - - - . 51

3.3.3. Still tamras to support overall program
K.5h.6,600 x 2) 13 - - 13 - - - - 13
Subtotal (3.3) (77) - - (17) - - - - (77)

3.4. MOH: Maso Media Support for FP Interpersonal
Communication by Health workers

3.4.1. Reel-to-real tape recorders (two sizes) and
radio to Monitor broadcasts (1) (44) - - (441 - - - - (44)

3.5. FPAK: Motivation and Support for TBAs

3.5.1. Simple midwifery kits for TBAs (K.Sh. 215 x 160) (34) - - (34) - - - - (34)

3.6. KCS: Family Life Education Program

3.6.1. Office equipment (duplicating machine and
calculator) 29 - - 29 - - - - 29

3.6.2. A/V Equipment 71 - - 71 - - - - 71
Subtotal (3.6) (100) - - (100) - - - - (100)

3.7. MyWO: MCfl/FP I&E Services

3.7.1. Office equipment (duplicating machine
and typewritera) 94 - - 94 - - - - 94

3.7.2. A/V Equipment (K.Sh. 400 x 6) 2 - - 2 - - - - 2
Subtotal (3.7) (96) . - (96) - - - - (96)

3.8. NCCK: Family Life Education Program

3.8.1. Office equipment (duplicating machine
And typeriter) 53 - . 53 - - - - 53

3.8.2. A/V equipme (still cameras and writing
streets) 38 - - 38 - - - - 30
Subtotal (3.8) (91) - - (91) 9 .-91)

3.9. PCMA: Adolescent Health and FP I&E Program

3.9.1. Office equipment (duplicating machine, type-
writer, calculator, etc.) 56 - - 56 - - - - 36

3.9.2. A/V equipment for central office (projectors,
generator, screen and easel) 58 - - 58 . - - . 58

3.9.3. A/v equipment for area coordinators
(K.Sh. 1,300 x 5 coordinators) 7 - - 7 . - . -

3.9.4. Safari equipmet for use of central office staff 4 - . 4 4 -
Subtotal (3.9) (125) - - (125) - - - - (1251
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Subrotal Susotoal
1982/83 1983/84 1984/85 1982/83 - 1985186 1986o' I987 '88 1985/86 - Total F.E.

1984/85 1987/88

3.10. SA: Family P1 aning 1&E Program
3.10.1. FP service equipmt for use by n ~rs

(5.58. 1,300 x 10 locatons) (13) (13) - - - (131

S.btotal (3) Bae ost (1,660) (807) (706) (3,173) - - - - (3,173) 0
Phy~cal Contingencies 10, 166 81 71 318 - - - - 318

Price Contingencaes 173 157 194 524 - . . - 524

Subtol Contingecies 338 238 265 842 - - - - 842

Total (31 1,999 1,943 971 4,015 - . - - 4,015 9D

4. VEHICLES

4.1. National Council for Population and Development

4.1.1. Four-wheel drive vehicles (K.Sh. 160,000 x 2) 320 - - 320 - - - - 320

4.1.2. Too Sedan Cars (K.Sh. 143,000 x 2) 143 143 - 286 - - -26

Sobtotal (4.1) (463) (1435 - (606) - . - - (606<

4.2. MEPD: Populatiom Docuatio ond Cl.erinhouse

4,2.1. Four-oheel drive vehicle (K.Sh. 160,000 x 1) (160) - - (160 - (160'

4.3. FPAK: Motivation and Support for TBAs

4.3.1. Four-heel drive vehicle for coordinator and
oupervisor (K.Sh. 160,000 x 1) 160 - 160 - - - - 160

4.3.2. M.otorcycles for trainers (K.Sh. 20,000 x 8) 160 - . 160 - - - - 160

Subtotal (4.3) (320) - - (820) - - - - (3201

4.4. KCS: Family Life Education Program

4.4.1. Ome Sedan Car (K.Sh. 143,000) (143) - (1431 - - - (143)

4.5. MYWO: MCH/FP I&E Services

4.5.1. Minibus for central office (K.Sh. 203,000 x 1) 203 - - 203 - . . . 203

4.5.2. M oorcyclos for district supervisors (K.Sh. 20,000 x 5) 100 - 100 -0l

Subtotal (4.5) (303) - - (303) - - - (33

4.6. FCCK: Family Life Eduction Program

4.6.1. Four-~heel drive vhicles (K.Sh. 160,000 x 3) (480) - - (480) - (480)

4.7. PCMA: Adolescent Health and FP I&E Program

4.7.1. 00 Sedan Tsr (K.Sh. 143,0001 (143) - - (143) - - - (<431

4.8. SA: Family Planning I&E Program

4.8.1. Motoroycles for field trainoer (K.Sh. 20,000 x 10) (200) - - (200) - - - - (200)

Subtotal (4) Base Cot (2,212) (143) - (2,355) - - - - (2,355) 90

Price Contingey 210 25 . 235 - - . - 235
Tetal (4 2,422 168 - 2.590 - - - - 2,590 90

II. OPERATIONAL AND MINTENANCE COSTS

5. SALARIES

5.1 National Cociel for PoPUla ton and Development

5.1.1. Professiona. stoff (0) 608 634 658 1,900 683 710 738 2,131 4,031
5.1.2. Adinstrative staff (3) 80 82 85 247 89 92 96 277 524

5.1.3. Secretariai and other support staff (13 + 4) 184 233 243 660 253 263 274 <90 1,450
5.1.4. Gratuis (257 of salaries) and soodry personnel

cost 245 264 273 782 283 294 306 883 1,665
Subtotal (5.1) (1,117) (1,213) (1,259) (3,589) (1,308) (1,359) (1,414) (4,081) (7,670)

5.2 MEPD8: Population Documoentation and Clearinghouse

5.2.1. Professional stoff 17) 246 - - 246 - - - 246
5.2.2. Clerical5 and other support stoff (65 98 - - 98 - - - - 98
5.2.3. Gratuities (254 of osaae 86 - - 86 - - - - 86

Subtotal (5.2) (430) - 9(430 - (430)

5.3. FPAK: Motivation end Suport for TBA

5.3.1. Professioal stof (9) 185 - 185 - - - 185
5.3.2. Gratitios (250 of salares) 46 - - 46 - - - - 46

Subtotal 15.35 (231) - - (231) - - - - (231

5.4. Kcs: Family Life Education Program

5.4.1. Profesio-nal staff (3) 164 - - 164 - - - - 164
5.4.2. Secretarial staff (2) 33 - - 33 - - - 3

5.4.3. Gratuities (25 of salaries) 49 - - 49 - - 49

Subtotal (5.4) (246) - - (246) - - - (246)

5.5. MyWO: MCH/FP I&E Service

5.5.1. Professionl stoff (3i) 423 - 423 - - - - 423
5,5.2. Clerical and other support staff (13) 111 - - 111 - - - - 111

5.5.3. Gratuities (25% of salaries) 133 - - 133 - - - - 133
Subtol (5.5) (667) - - (6675 - - - - (6671

5.6. PCnA. Adolescent Health and FP 54E Program

5.6.1. Professonal staff (6) 198 - - 198 - - - 198

5.6.2. Clerical staff (1) 22 - - 22 - - - - 22

5.6.3. Gratuities (25' of salarles) 55 - - - - - -
Subsotal (5.6) (275) - - (275) - - (275)

5.7. SA: Fa-ly n I&E Pr-- 80 ogram

5.7.1. Professional staff (20) (167) - (167) - - - - (1675
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.Sbtoral (5) Bae Colst (3,133) (1,213) (1,259, (5,605) (1,308) (1.359) (1,414) (4,081) (9,686) 0
Price Contingencies 429 286 422 1,137 579 762 973 2,314 3,451
Total (5) 3.562 1,499 1,681 6,742 1,881 2,121 2,387 6,395 13,137 0

6. VrlICLE OPERATING COST

6.1. National Counil for Populstio and Deveopment

6.1.1. For 4.1.1. (K.Sh. 98,000 per year each--2) 196 196 196 588 196 196 196 588 1,176
6.1.2. For 4. .2. (K.Sh. 44,000 per year each--2) 44 88 88 230 88 88 88 264 464

Subtotal (6.11 (240) (284) (284) (8081 (284) (284) (b8 (0521 (1,660)

6.2. MEPD: Population Documentation and Clearinghouse

6.2.1. For 4.2.1. (K.Sh. 98,000 per year each--l) 98 - - 98 - - 98

Subtotal (6.2/ (987 - - (98) - (981

6.3. FPAK: Motivation and Support for TBAs

6.3.1. For 4.3.1. (4.08. 98,300 per year eaab--1) 98 - - 98 98

6.3.2. lar 4.3.2. (K.Sh. 2,000 per year each--8) 6 16 16

Subtotal 18.3) (114) - - (114) - (114)

6.4. KCS: Fanly Life Education Program

6.4.1. For 4.4,8. (K.34. 44,000 per year each--l) 44 - - 44 - - 44
S,btotal (6.4) (44) (441 (44)

6.5. MyW0: MCH0/FP 14 Servie

6.5.1. For 4.5.1. (K.Sh. 68,000 per year each-I7 68 68 -- 68
6.5,2. Bor 4.3.2. (K.Sh. 2,000 per year each--5) 10 - - 10 .. 10

Subtotal (6.5) (78) - - (781 - - (7C7

6.6. NCCK: Family Life Edacation Pogram

6.6.2. For 4.6.1. (K.Sh. 98,000 par year each-.6)/ 380 -- - 588 - 588
Sabtotal (6.6) 15887 - - (5887 - - (5881

6.7. PCMA: Adolsent Health and FP I&E Program

6,7.1. For 4.7.1. (K.S. 44,000 per year each--l) 44 - - 44 44
Subtutal (6.7) (44) - (44) (44)

6.8. SA: Family Planning I&E Program

6.8.I. For 4.8.1. (K,Sh. 2,300 per year eath--gol 20 - - 20 - 2
(K.Sh. 44,00 per year each-97/i 386 - - 396 - - 396
Sabtotal (6.8< (416) - . (416) - . - . (416)

Subotal 169 (1,4f2) (284) (284) (2,190) (284) (284) (284) (852) (3,042) 50
Prie .ontingrncies 186 58 82 326 108 136 166 410 736
Total (6) 1,808 342 366 2,516 392 420 450 1,262 3,778 50

/l Includes increiental operating costs for exist,ng vehicles, i.e. for vehicles not supplied through the projet.

7. OTHER INCREMENTAL OPERA4TIG COSTS

7.1. National Council for Population and Development

7.1.1. Rental ol office space (K.Sh. 800 x 320 x6 yeas) 256 256 256 768 256 256 256 768 1,536
7.1.2. Consumable offIce sopplies 133 133 133 399 133 133 133 399 798
7.1.3. Utilities and pastage 213 213 213 639 213 213 213 639 1,278
7.1.4. Maintenance of equipment and faroiture 277 2 27 81 27 27 27 81 162
7.1,5. Housigall,owanes for stall (23-27-27-27) 200 219 219 638 219 219 219 657 1,293
7.1.6. Stoff deelopment (shart courses, international

tonferences, visits to I&E programs in other
countries, etc.: (8.Sh. 22,008 x 6 trips x 6 yeare) 132 132 132 396 132 132 132 396 792

7.1.7. total traei (FO disem, etc.) 44 44 44 132 44 44 44 132 264
7.1.8. Consultants (K.sh. 48,600 per month for 6-6-4-2-2-2months) 292 292 194 778 97 97 97 291 1,069
7.1.9. Developent and introduction of I&E program (nork-

shops, special publicity, etc.) 222 . - 222 222
7.1.10. Mass nedia activities and develapment of support

materials (subcontracts) 444 377 111 932 111 111 111 333 1,265
7.1.11. Training programa lar staff of participaling

agenies (subontracts) 111 111 111 333 111 111 111 333 666
7.1.12. Rasearch and evalation is support of overall program

and specific agenties (subcontracts) 444 222 222 888 222 222 222 666 1,554
7.1.13. Dau,entation/resource materials 44 44 44 132 44 44 44 132 264
7.1.14. Expeoses for bead and comittee meetings 22 22 22 66 22 22 22 66 132

Subtotal (7.1) (2,5849 (2,92) (1,7281 (6,404) (1,631) (1,631) (1,631) (4,893) (11,297)

7.2. MEPD: Population Doc,entation and Clearinlouse

7.2.1. Consable ofice supplies 39 - 39 - - 39
7.2.2. Postage 17 - - 17 - 17
7.2.3. Husig allo~anc1 far staff (137 101 - - 121 - - 121
7.2.4. Staff development (lshrt corses, international

conflrenes, eisits ta dnoumentation programs in
sther cun.tries, etc.) 11 - 11 11

7.2.5. Cnsultan.ts (K.1. 49,000 x 4 months) 196 - 196 - - 196
7.2.6. Printisg of managle, goides, newslettere, ett. 39 - - 39 - 39
7.2.7. Workshop to prepare curriculum ie population

douentation
a. Per die- (K.Sh. 278 . 6 days x 35 persons) 58 - 58 - 58b. Travel (K.Sh. 222 . 35 persns ) 8 8 -8
c. Meeting space, materials, etc. (8.Sh. 10 x 6 days x

35 persons) 2 - - 2 2
7.2.8. Subtontracts to develop manuals, directories,

curritula, etc. or to carry out research and evaluation 78 - 78 - - 78
7.2.9. Documentation/resource materials 11 -- - 11- 11

Subtotal (7.2) (580) (5810) - (580)

7.3. MO: Motivation of Support fr FP on Part of 10H Staff

7.3.1, Productio af ildeotape reording (3T9 11 I Il1
7.3.2. Production el booklat to ao.mpany VTR presentalions

(K.Sh. 10 x 530 topies) 5 - 57.3.3. Nsletter on FP for health workers--pilot issue

Ilt year--(K.Sh. 3 x 4,000 copses) 12 - 12Subtotal (7.3) (128) - (128) - -779
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7.4. 10H: Srengthening of FP In-clinic and fxtesion

Education by lealth Worker

7.4.1. Audio cassettes
a. For pilot postpartum education program

(K.Sh. 10 o 5 x 10 hospitals) 2 - 2 - - -

b. For pilot program to oss seistlng groops by FHFES

(K.Sh.10x5x3locatios 5 - 1 5 - - -
5

7.4.2. Batteries for cassette playblk achines osed with

existing groJps (K.Sh. 2 x 4 x 50 changes x 30

macohines) 12 - - 12 --- - 12

7.4.3. Film for slill cameros (0.Sh. 50 x 72 rolls x 2

cameras) 
7

7.4.4. Workshop to strergthen FP I&E content in MO training

a. Per diem (K.Sh. 280 x 3 days x 20 parses) 17 -1

0. Travel (0.1h. 220 x 20 persons) 4 -4

7.4.5. Workshops to permit FEFES te identify local promoters

(K.Sh. 110 x 30 workshops) 3 - 3 - - 3

7.4.6. Cre 1&E aerials for ost in health facilities and

by FlFEs
a. Ehibits and displays (K.Sh. 2,800 s 600 SDPs) 1,680 - - 1,680 - - - - 1,680

b. Flipbooks (K.Sh. 11 x 1,500 users/loatios) 17 - 17 7

c. Handots (K.Sh. 1.1 x 1,500 sers/locations x

1,000 reipists) 1,650 - - 1,650 - - - 1.650
7.4.7. I&E material for pilot postpartom aducation program

a. Booklets for parento (K.1. 2.2 x 1,000 births

x 2 parents x 10 hospitals) 44 44

b. Greeting oards to oro parents (K.Sh. 2.2 x 72,000

births in hospitals) 158 - - 158 · - - - 158

c. Charts and posters for maternity wards

(K.Sh. 150 x 10 hospitala) 2 · · 2 - -

Sobtotal (7.4) (3,601) - - (3,601) - - - - (3.601)

2.5 MOH: Mas Media Sopport for FP Interpersonal

Communicatiom by ealth workers

7.5.1. Spacial lorel campaigms to poblicize openigs

of os SDP. (K.Sh. 550 x 100) 55 - - 55 - - 55

7.5.2. Uti1zation of loca media by HEOs (eg, campaigns
tor oteror s) (0.5h. 1,100 x 30 distriots

with HEOs) 33 -33 
3

Subtotal (7.5) (88) - - (88) - - (88,

7.6. MOH: Prduction of Mass Media Materials es FP

7.6.1. Production of films (K.Sh. 11,000 x 2 films) 22 - - 22 · - - - 22

7.6.2. Prodoction of cinema slides giving loations and

times of toal FP Pserviras (0.1h. 50 x 25 x 1 slid) 1 - - 1 -

7.6.3. Pilot program af billboards ar sparta fields set.

to reach mn (K.Sh. 2,200 x 10 sites) 22 - - 22 - - - - 22

Subtoa (7.6) (45) - - (45) - - - (45)

7.7. FPAK: Involvement of Private Mediral Practirioers

in FP

7.7.1. Workshop for d pri practitioners
a. Prticipant costs:

i. Per diems (K.S. 280 x 30 personse x 1 day) 8 - 8 - - 8

1o. Trave (0.'h. 3.2 x 200 km % 30 persons) 20 - 20 - - - - 20

b. Othr coss:
. Honoraria for resoorce persons (K.Sh. 1,000

o 3 persons) 3 - 3 - - - 3

ii. For diem for resource persons (K.Sh. 250 x

3 persons x 1 day)
iii. Traral for resou.re persons (K.1. 3 x 200 km

o 3 Pern) 2 - - 2 - - - 2

im. Workshop materials, etc. 2 - - 2 - - · 2

m. Followi-up rests 7
Sbteral (7.0) (43) 43) .. - (43)

7.8 FPAK: I&E Program for Members of Parliament

7.8.1. Seminar for Members of Parliament
a. Participant mosts

i. Speial hoenoraria (K.Sh. 110 x 60 persons
x 5 days) 33 ·· 33 - - 33

i. Par diem (K.Sh. 330 x 60 persons x 5 days) 99 - - 99 99
iii. Traval (0.Sh. 3.3 x 500 km x 60 parsons) 99 - 99 - 9

b. Other rests
1. Par diam fo resurc p"sons (Ky.1. 1 r

3 persons o 1 day + K.Sh. 250 x 4 persons

3 days + K.Sh. 250 x 2 persons x 5 days) 6 - 6 - - - 6

ii. Travel for resource persons (K.Sh. 3.3 x
200 kms x 9 persons) 6 - . 6 - - - - 6

iii. Seminar materials, c. - 9 9

iv. Follow-oposts 11 -

Sobtotal (7.8) (263) - (263) - - - - (263)

7.9 FPAK: Motivation and Supporr for Traditional Birth

Attendants

7.9.1. Supervisory visits by staff
a. Per diem for coordinator (0.Sh. 220 x 5 days

S8 ri ) 9 9 9

b. Trave1 by coordinator (K.Sh. 200 x 8 trips) 2 2 - - - 2

c. Field visits by trainr/ supervisors (K.Sh. 167
o 48 days x 8 persons 64 - 64 - - - 64

7.9.2. Housing allowances for staff (9) 79 79 79

7.9.3. Training of traoner/sopervisors
a. Training far and marerials 6 - 6 - - - 6

b. Per diem (K.Sh. 220 x 20 days x 8 persns) 35 - 35 - - - - 31

c. Travel (K.Sh. 200 o 8 persons) 2 - - 2 -2

7.9.4. Training of TBAs
a. Charges for training space (K.sh. 22 x 12

days x 160 persons) 42 - 42 - - - - 42

b. Per diem (0.1h. 55 x 12 days x 160 persons) 106 - - 106 - - - - 106

c. Travel (K.Sh. 10 x 160 persons) 2 - 2 - - - 2

d. Manuals and training mateils (K.Sh. 90 t

160 prson) 1414
Subtotol (7.9) (361) - -- (361) - 6)

7.10. FPAK_ I-serrie Training in I&E for Selected Staff

7.10.1. Refresher training for field educators
a. Part,icpant rests 62

1. Per diem (K.Sh. 110 x 14 days x 40 persons) 62 62
ii. Trael (K.Sh. 170 x 40 persons) 7 7 7
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b. Other training costs
i. Per diem for resource persons (K.Sh. 220

x 14 days 6 persons) 18 - 18 18

ii. Travel for resource persons (K.Sh. 150

x6 persons)
iii. Training oateals etc. 3 - 3 - - - 3

7.10.2. Refresher training for senior staff
a. Participant annts

r. Per diem (K.sh. 220 x 12 days x 20 persons) 53 - - 53 - - - - 53

ii, Travel .1Sh. 220 x 20 persons) 4 s 5 4 4 4 4

b. Other training costa
i. Per diom for trainers (K.Sh. 220 x 12 days

x 
2 

pesoos) 3 - - 5 - - - 5

ii. Dravel for trainers (K.Sh. 220 x 2 persons) 1 - - -

iii. Honoraria for trainers (K.Sh. 1,100

2 persons) 2 - - 2 - - - - 2

7.10.3. In-service training for clerical staff from field

offices
a. Per dien (K.Sh. 170 x 6 days x 25 persons) 26 - 26 - 26

b. Travel (K.Sh. 220 x 25 persons) 6 - 6 - - - - 6

c. Training materials etc. 1 1-
Subrrol(7.10) (189) (189) (189)

7.11. FAK: Production of Support Materiols for Field Use

7.11.1. retesting mareriols 22 - - 22 - - - 22

7.11.2. Producion of printed materials (booklets: K.Sh. 9 x
100,000 copies + K.Sh. 6 x 100,000 copies; brochures:

K.14, 1.5 x 200,000 copies; posters: K.Sh. 2 o 20,000

copies; bumper stickers: K.Sh. 0.80 x 40,000 copies) 2,078 - - 2,078 - - - - 2,078

Subtotal (7.11) (2,100) - (>,100) - - - - (2,100)

7.12. FPK: Evaluation of 0O-going I&E Programo

7.02.1. Evaluation of yoch progran (subcontract) 200 - - 200 - - 200

7.12.2. Evaluation of ay odocarore program
a. Trniing of research assistant 45 - - 45 - - - 45

b. Data collection 45 - - 45 - - - 45

c, Data onalysis 22 - 22 - - - - 22

Subtotal (7.12) (312> - - (312) - - - - (312)

7.13. KCS: Fanily Life Education Program

7.13.1. Rental of office space (covered by expeted
incme and contributions from KCS)

7.13.2. Coosumable office supplies 11 11 1

7.13.3. Utilities and postage 20 - - 20 - - - 20

7.13.4. Hoauing al oance for staff 51 - - 51 - - - - 51

7.13.5. Staff development (short coarses, international

cooferences,rtc.) 45 - - 45 - 45

7.13.6. Loal travel (per diem, etc.> 22 - - 22 - - 22

7.13.7. Consaltants
a. Honoraria (K.Sh. 800 x 15 days x 2 persons) 24 - 24 - - - - 24

b. Per diem (K.Sh. 330 x 15 days x 2 persons) 10 - - 10 - - - - 10

c. Travel (K.Sh. 17,000 x 2 persons) 34 - 34 - - - - 34

7.13.8. National workshop on family lite educatios

a. Per dim (K.Sh. 220 x 2 doys x 45 persons) 20 - 20 - - 20

b. Trae (K.1S0. 220 x 45 persons) 10 - 10 - - - 10

c. Materisa, eatc. ---i -
7.13.9. Regional orkshop on family lifo education

a. Per dien (K.Sh. 170 x 1 day x 60 persons) 10 10 - - - 10
b. Travol (K.Sh. 170 x 60 persons) 10 10 - - 1

c. Masterioa1- -
7.13.10. Course to train teachers on satral family plannng

method
a. Per diem (K.Sh. 110 10 days , 80 persons) 66 - - 66 - - 66

b. Travel (K.11. 220 x 40 persons> 13 - - 13 - - - 13

c. Trningmaterils 2 - - 2 -a- - - 2

7.13.11. Prodsction of I&E moterials 67 - 67 - - 67

Subrotal (7.13) (417) (417) (417)

7.1i. MyWO: MC/FP I&E Service

7.14.1. Rental of office space (K.Sh. 1,100 x 12 monchs

o 5 field offices> 66 64 - - 66

7.14.2. Consumable office supplies (also for workshops)
(K.Sh. 9,000 x 5 field offices) 45 - - 45 - - 45

7.14.3. Utilities and postage (KSh. 22,000 for hood-
qsarters + K.Sh. 11,000 5 field offices> 77 77 - 77

7.14.4. osning allowances fr) staff (44) 215 - - 215 - - - 215

7.14.5. Local travel (per diem> (K.Sh. 270 x 20 deys
o 1 person + K.Sh. 220 x 20 days x 1 person + K.Sh.
170 x 100 days x 5 persons) 95 - 95 - 95

7.14.6. Production of I&E materials (K.Sh. 22,000 x
5 districts) 110 - - 110 - 110

7.14.7. Data processing services for cospon scheme 22 - - 22 - 22

7.14.8. District workshops to train oen leaders
a. Per diem (K.Sh. 110 x 5 days x 40 persons

x 5 orkahops) 110 - - 110 - - - 110

b. Trons) OK.Sh. 55 x 40 persons 5 workshops) 11 - - 1 -- 1

c. Resorce persons (K.Sh. 170 x 5 days x 1 person
S5 orkshops) 4 -4 4

7.14.9. Divisional workshops to trarn omon esaders
a. Per diem (>.Sh. 110 . 3 80ys 0 80 persons x

25 orkshops) 660 - 660 - - - 660

b. Travel (K.Sh. 33 x 80 persons x 25 workahops> 66 - - 66 - - 66

7.14.10. Locational workshops to inform and mtinate members
a. Per diem mral sn>ly (K.Sh. 28 x 100 persona

o 100 orkshops) 280 - 280 - - - 280

b. Travel (K.Sh. 11 x 100 persons n 100 orkshops) 110 - - 110 - - - - 110

Subtotal (7.14) (1,871) (1,871) - - - (1,871)

7.15. NCCK: Family Life Education Program

7.15.1. Audio-visual supplies (audio cassettes: K.Sh. 10 x
100 + rolls of film: K.Sh. 50 x 50 + transparencies:
K.Sh. 7.40 x 500) 7 - - 7 - - - 7

7.15.2. Consunable office spplies (K.Sh. 2,200 x 5 regins> 01 - - 11 - - - 11
7.15.3. Local trai_l (20 staff) 33 - 33 - - - - 33

7.15.4. Production of A/V and printed materials (booklots:
K.Sh. 6 x 1,000 copies + guides: 0.0h. 10 x 1,000
copies 4 guides + posters: K.Sh. 2 s 250 copes x

8 posters + covers: K.Sh. 8 x 2,000 copies +
calendars: K.Sh. 8 x 1,000 + other reports: K.Sh. 10
x 500 copies x 2 reports + other items: (K.sh. 10
5,000 copies) 148 148 - - - - 148
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7.15.5. Workshp to develop guidelines
~. Per dien (K.Sh. 220 n 3 dnys x 15 persons) 10 - 10 - - - 10
b. Travel (K.Sh. 220 x 15 persons) 3 - - 3 - - - - 3

c. Honoraria (K.Sh. 110 x 3 days x 15 persons) 5 - 5 - - - - 5
7.15.6. Workshops to train tior fron teacher trnining

a. Per diem (.Sh. 170 x 3 days x 60 persons x
7 workshops) 214 - - 214 - - - 214

b. Trave) (K.88. 110 x 60 personso 7 workshops) 46 - - 46 - - - - 46
7.15.7. Worksh.ps to train heads of secosdary scheols

n. Per dien 220 x 2 days n 60 perso n x 5 workshopö) 132 - - 132 - - - - 132
b. Trave) (6.58. 170 n 60 persons x 5 norkshops) 51 - - 51 - - - - 51

7.15.8. Workshops to orient proviecial officers and leaders
to program (2 provinces in lst. yr)
a. Per diem (mal only) (K.Sh. 83 x 25 persons x 2

workshops) 4 - -4
b. Travel (K.Sh. 110 x 25 persons N 2 workshops) 6 - 6 - - - - 6

7.15.9. Workshops to ortens district offices and leadern to
program (10 distrai in 1st pear)
a. Per dien (-oal only) (K.Sh. 83 x 25 persons x

10 orkshops) 21 21 - - - - 21
b. Trave) (K.Sh. 55 x 25 persons x 10 workshops) 14 - 14 - - - - 14
SubJtot (7.15) (7051 - - - - (715

7.16. PCMA: Adolescent Health and FP I&E Program

7.16.1. Renta of office Space (K.Sh. 800 x 40 m2) 32 - 32 - - - - 32
7.16.2. Consumoble office tsppliens 7 - 7 - - - 7
7.16.3. Utilies and pontage 11 - 11 - - - - 11
7.16.4. Housing allwasces for staff (7) 72 - 72 - - ~ - 73
7.16.5. Stoff developeent (visit ta progras in other countries) 13 - -1 - - - - 13
7.16.6. Lo travel by program staff 19 - 19 - - 19
7.16.7. Consultants (K.Sh. 440 x 60 days) 28 - - 28 - - - - 26
7.16.8. Production costs for I&E materials 2 - 2 - - - - 2
7.16.9. Workshop for heads of coperating InstitutioMs

a. Per diem (K.Sh. 270 x 2 days 20 persnn) 9 - - 9 - - - 9
b. Trave) (K.Sh. 220 x 20 persons) 4 - - 4 - 4

7.16.10. Training of orea coordinators
a. Per diem (.Sh. 170 n 64 days x 5 persons) 54 - 54 -. 54
o. Trave) (K.Sh. 220 x 2 trips 5 persoes) 2 - 2 - -

c Resce peenns (6.Sh. 55 x 80 hours) 4 - 4 - - 4
d. Troining nateriols 2 - - 2 - - - - 2

7.16.11. Workshop for headmastern of schools in program areas
a. Per diem (K.Sh. 170 x 5 days persons) 8 - 8 - - - -
b. Trave 1 (K.S. 50 x 10 persons) 1 - - -
c. Materials 1 - - - -

7.16.12. Workshops for teachers from nchoels in program areas
a. Per diem (`.Sh. 110 x 3 days 23 persons x

5 workshops) 33 - 33 - - - 33
b. Trave) (K.Sh. 30 x 20 persons x 5 workshop) 3 - - 3 - - 3
c. Platerialn 1 - - 1 - - - 1

7.16.13. Annal review and objective-setting workshop
a, Per dien (K.Sh. 220 x 2 days x 18 persons) 7 - 7 - - - 7
b. Travel (K.Sh. 220 x 15 persons) 3 - - 3 - - - 3
Sub,otal (7.16) (3143 - - (3)4) - - (314)

7.17, SA: Fomily Planning I&E Program

7.17.1. Guides for field staff (K.Sh. 110 x 10 stoff) 1 - - 1 - -
7.17.2. P-oducion of support materials 22 - - 22 - 22
7.17.3. Local trave) (per dien for existing stoff to

supervise program Staff) (K.Sh. 110 x 360 days) 40 - - 40 - - 40
7.17.4. Incentive paymentn to narses to provide FP servicen

(K.Sh. 1,000 x 12 months . 2 nurses) 24 - - 24 - - - - 24
7.17.5. TraiIng course for field traienrs

n. Per dien (K.Sh. 170 n 20 days 10 persons) 34 - - 34 - - - - 34
b. Travel (K.th. 220 x 10 persos) 2 - - 2 - - - 2
c. Renource persons (K.Sh. 370 x 4 resource persons) 1 -- - - -1
Subtotal (7.10) (124) - (124) - - - (124)

Subtotal (7) Base Cost (13,725) (2,092) (1,728) (17,545) (1,631) (1.631) (1,631) (4,893) (22,438) 0
Pric Cont ingencies 1.482 408 477 2,367 587 742 902 2,231 4,598

Total (7) 15,207 2,500 2,205 19,912 2,218 2,373 2,SII 7,124 27,036 0

III. UTNPROGRAMMED FUNDS /1

Base Cost (8) (1,715) (29,500) (32,624) (63.839) (33,750) (33,750) (33,750) (101,250) (163,089) 16
Physical Cntingencies - - - - - - . -
Price Contingencies 226 6,756 10,570 17,552 14,411 8E,253 22,376 55,045 72,597

Total 1II 1,941 36,256 43,194 81,391 48,161 52,003 56,126 156,295 237,686

Total Part A

Base Cost (1-8) (24,374) (34,049) (36,601) (95,0241 (36,9733 (37,024) (37,079' (111,076) (206,100)
Physical oentingencies 197 82 71 350 - - - - 350
Price Contingenoces 2,750 7,692 11,745 22,187 15,685 19,858 24,417 60,000 82,187
S.btol Costingenien 2,947 7,774 11,816 22,537 15,685 19,898 24.417 60,080 82,537

GRAND TOTAL PART A (I, 1 & I1) 27,321 41,825 48.417 117,561 52,658 56,922 61,496 171,076 288,637

/1 Based 00 the follaing formula: (a) for 1982, 10/ of the Tdicative Program which inoludes al) programed funds for 1982, excluding fngds ter the Nasional Council
for Population and Development; (b) for 1983, 804 of the 1982 program (including the 10% fron () above) plus K.Sh. 10 million for new activities; (c) for 1984,
60% of the 1982 program plus 80% of the new funds for 1983 plus 6.8h. 10 nillIon for sne activities; (d) for 1985, 46% of 8982 program plus 60% of the non funds
for 1983 plon 80% of the ses fords for 1n84 pI.. 6.w. 10a m ter non sctivities; and (et for 1986 and '987, assumed te be eqa .ro chr '985 leve),
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KENYA I, PART B: RURAL HEALTH SERVICES

Detailed Cost Estisates

(In O00s of Kenvan Shillinga)

Subtotal Subtotal
1982/83 1983/84 1984/85 1982/83 1985/86 1986/87 1987/88 1985/86 Total F.E.

1984/85 1987/88

1. CAPITAL COSTS

I. CIVL WORKS

1.1. Manpoer and Trainig

1.I.I. Klinical Officer School (1)
a. Construtton ond site works 12,073 8,073 20,146 - - 2f,146
b. Professional foes (design and supervision) 1,150 480 284 1,914 - - - - 1,914

1.1.2. ECN School (1)
.. Constrution and site works 12,380 8,379 20,759 - - - - 20.759
b. Professional Fees (design and supervision) 1,180 490 302 1,972 - - - 1,972
Subtotal (1.1) (2,330) (25,423) (17,038) (44,791) - - - - (44,791)

I.5. Rural Health Facltites

1.5.t. Improvement of 100 dispensaries (x .Sh. 477,000) 11,925 11,925 11,925 11.925 11,925 35,775 47,700
1.5.2. Upgrading of 150 dispennaries I to II (, K.S,.

555,000) - 20,535 20,535 21,090 20,535 21,090 62,715 83,250
l.5.3. Contstrtion of three RHCs (x K.Sh. 3,570,000) - - 3,570 3,570 3,570 3,570 - 7,140 ID,710
9.5.4. Constrcucon of 95 dispensaries (x K.Sh. 890,000) - - 3,560 3,560 3,560 3,560 2,670 9,790 13.350
9.5.5. Hostr,ction of 25 stoff hoses- its (x K.Sh. 170,000) - - 1,020 1,020 1,020 1,020 1,190 3,230 4,250
1.5.6. Profssional Fent 985 300 100 1,580 300 300 300 900 2.480

Subtotol (.5) (980) (300) (40,910) (42,190) (41,465) (40,910) (37,175) (119,550) (161.740)

1.7. Maitenance

1.7.1. a. Constrct1ion and site workof sxantenance

training scbools (o .Sh. 1,830,000) 10,980 - 10,980 - - - - 10,997
b. Profes.isiol fens (d.sign) 770 - - 770 - - -- 770
Subttoal (1.7) (770) (10,980) - (11,750) - - - - 11,750>

1.10. CRNGOs

1,10.1. Upgrading Of RF. to MCH/FP SDPs
(30 RHFs x K.Sh,. 570,000) 11,400 5,700 17,100 5,700 5,700 - 11,400 28,500

1,10.2. Upgrading of RCs to RHCs (Fie RHCs x K.Sh.
2,00,000) 4,000 2,000 6,000 2,000 2,000 - 4,000 10,000

1,10.3. Upgrading of five nursing schools (K.Sh. 1,400,000
each) 2,800 1,400 4,200 1,400 1,400 - 2,800 7,000
Soboral (1. 20) (18,200) (9,100) /27,300) (9,100) (9,100) - (18,200 (45,500)

Subtotal (la) Construction, Base Cost - (55,633) (66,162) (119,795) (50,265) (49,710 (36,875) (136,8530 (256,645)
Physical contingences (15%) 8,045 9,924 17,969 7,540 7,456 5,531 20,327 38,496
Pice Contingencies 13,507 23,386 37,093 23,584 29,498 (26,758) 79,840 116,933
Subtotal Contingencies 21,552 33,510 55,062 31,124 36,954 32,289 100,367 155,429

Total (l Constrction 75,185 99,672 174,857 81,389 86,664 69,164 237,217 412,074 30
Subtotal (1b) Professional Fees, Base Cost (4,080) 1,270 (8869 (6,236) (300) (300) (3001 /900) (7,136)

Price Tontingoncies 586 320 316 1,222 141 178 218 537 1,759

Totol I(h) Professional Kee 4,666 1,590 1,202 7,438 441 478 518 1,437 8,895 30

Total (la) - (Ib) 4,666 76,775 100,874 182,315 81,830 87,142 69,682 238,654 420,969 30

2. FURNITURE

2.1. Mpanpoer and Train-ng

2.1.1. Clinical Officter Sohool (12. of costructon
coat) - 483 1,935 2,418 - - - 2,418

2.1.2. ECN School (13% of contrcion cot) 415 1,661 2,076 - - - 2,076
2.1.3. Office fur.iture for Provinial and Dilstrict Rural

Health Managoent Teams
a. National lovel (4 STT offices) 50 - 50 - - 50
b. Proincia level (IRRFPP Coordinator) 70 - 70 - - - 70

. Distric t level 480 360 360 1,200 - - 1,200
Subtotal (2.1) (600) (1,258) (3,956) (5,814) - (5,814

2.3. Commnity-Based Health Cre

2.3.1. CBHC Development Unit 22 - 22 - - - - 22
Subtotal (2.3) (22) (22) - - - (22)

2.5. Rural Health Facilities

2.5.1. Now Dispensarets Type I (K.Sh. 75,000 each) - 300 300 300 300 225 825 1,125
2.5.2. New RHCs 10.06. 355,000 each) - 350 350 350 350 - 700 1,050
2.5.3. Upgrading Dispensaes- Type I to Type 1

10.06. 46,000 ach) - 1,702 1.702 9,748 9,702 1,748 5,198 6,900
2.5.4. Isprovement of Dispensaries (K.Sh,. 18,000 each) - 450 450 450 450 450 1,350 1,800
2.5.5. Staff houses (K.Sh. 15,000 each) - 60 60 60 60 70 190 250

S.btotal (2.5) - (2,862) (2,862) (2,908) (2,862) (2,493) (8,263) (11,125)

2.7. Maintenance

2.7.1. Maitenance Traisnig Schools (K.Sh. 36,000 each) 216 - 216 - - - 216
Subtotal (2.7) (216) - (216) - - - (216)

2.8. Health Information Systen

2.8.1. For eght en,ior aod thrte secretaral posts,
HQS (11 posts x K.Sh. 5,500) 33 22 5 60 - - 60

2.8.2. For 40 sop staff, field (40 posts x
K.04. 4,4009 62 35 35 132 44 - - - 176
Subtotal (2.8) (95) (57) (40) (192) (44) - - (44) (236)

2.10. CRNG0s

2.10.1. Upgrading of RHFs to MC/FP SDPs (10% of
constructinccot) 1,140 570 1,710 572 570 - 1,140 2,850
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Subrotal Suboa1
1982/83 1983/84 1984/85 1982/83 1985/86 19E6/87 1987/88 1985/86 Total F.E.

1984/85 1987/88

2.10.2. Upgrading of RHCs to RHDCs <10% of constructon
cost) 400 200 600 200 200 - 400 1,00o

2.10.3. Upgrading of Nursing Schools (10 of con-
stroction c0o s 280 140 420 140 140 - 280 700

Sobtotal (2.10) (1,820) (910) (2,730) (910N (510) - (1.820 (4.55>

Subtotal (2) jase Cost (717) (3,351) (7,768) (11,836) (3,862) (3,172) (2,493) (10,127) (21,963) 20
Physical Contogncies 10% 72 335 777 1,184 386 377 249 1,012 2,196
Trice Contin3 encies 103 833 2,734 3,670 1,793 2,215 1,793 5,801 9,471
Subrtol Contingencies 175 1,168 3,311 4,854 2,179 2,592 2,042 6,813 11,667

Total (2) 692 4,519 11,279 16,690 6,041 6,364 4,535 16,940 33,630 20

3. EQUIPMENT

3.1. Manpower and Traig

3.1.1. Clinocal Officera School (8.5 of contruction
cost - 342 1,372 1,712 - 1,712

3.1.2. EC5 School (11% of constction cost> 456 1,827 2,283 - 2,283
3.1.3. Equipmet for Provincial and District Roral

Heolth Managemnht Teams
a. Sational lnvl, office equipmnt 48 - - 48 - - - 48
6. Provincial level, offico equipmn-t 25 - - 25 - - 25
c. District level, office quipent 173 130 130 433 - - - 433
d. Educational equipnt 36 36 36 108 - 108
Subtotal (3.1> (282) (964) (3,363) (4,609) - .609

3.2. Drug Spplies

3.2.1. Drug Manage ntUt 336 414 114 564 - - - - 564
Subtotal (3.2) (336) (114/ (1141 (564) - - - - (564)

3.3. Connunoty-Based Health Caro

3.3.1. CBHC Development Unit 26 - - 26 - - - - 26
Subtoal (3.30 (26> - - (26) - - - (36>

3.4. Fa:ily Plinin

3.4.1. Audio-visual 1qoipmet for 40N trainig 49 - - 49 - - - 49
3.4.2. Conversion of Government RHFS intt MCH/FP SDP,

(600 RHF x K . Sh. 15,600) 1, 560 1, 560 1, 560 4, 680 1,5 80 1,563 1, 58) 4,68o 9.360
3.4.3. Offie equipment for NFWC (copiers, duplicators,

typ-iters, calculatrs 125 - - 125 - -- - 125
Subtotal (3.4) (1,734> (1,560) (1,560) (4,854) (1,560) (1,560) (1,560 (4,6801 (9,534

3.5. fora Health Facilit.es

3.5.1. Newo dipesarie Type 1 (K.Sh. 48,000 each) - 192 192 192 192 144 528 720
3.5.2. eo RHiCs (0.0h. 312,000 each) - 312 312 312 312 - 604 936
3.5.3. Upgrading dispensariet Type I to Type 11

>K.Sh. 25,000 ach) - 925 925 950 925 950 2825 3,750
3.5.4. Imprcoet of dispenaries (K.Sh. 9,600 ea h) - 240 240 240 210 240 720 960

Subtotal (3.5) -- (1,669) (1,669) (1,694) (1,669/ (1,334) (4,697) (6,366

3.7. Maintenance

3.7.1. Mantnn Trtonig Dchools - 1,128 - 1,128 - - - - 1,128
Subtotal (3.7) - (128l - (1,128) - - - (1,1281

3.8. Health Informaton System

3.8.1. For HQs: one prograaable calculator, oight
desk oaloolators, one doplicator
and for typemriters 48 48 24 120 - - - - 020

3.6.2. For f'ild. 40 denk oalculators 58 - - 58 - - - 58
Subtotal (3.8/ (106) (48) (24) (178) - - - - (178)

3.9. Health Education

3.9.1. Audio-viual production and utilization eqlipment
for sovn MOR Provncll Offices, tio ORTen and 41
MOH District Offices
a. Duplication machines (13 x K.Sh. 26,000) 338 - ~ 338 - 338
b. Cassette tape ror.der (13 x K.Sh. 1,600) 21 - - 21 - 21
c. Side projectors (13 x 4.56. 5,400) 70 - - 70 - - - - 70
d. Overhoad projector. (13 x K.0. 6,000 78 - - 78 - 78
e Motion piotoro projeotors (13 x K.Sh. 30,000) 390 - - 390 - - 390
f. Portable screns (26 n KDSh. 2,600) 68 68 - 68
g. Portable generators (13 K.Sh. 13,000) 160 - 169 - - - 169
h. Cassette tape recorders (41 x K.Sh. 1,600) 6C 68 - - - 66
Subtotal (3.9) (1,200) . - (1,200) - - (1.200

3.10. CRNCOs

3.10.1. Upgrading of RHFs to MC/FP SDPs (50 RHEs x
K.Sh. 16,000) 320 160 480 180 160 320 80)

3.10.2. Upgrading of R11Cs to RHDCs (5 RCs x K.Sh.
66,000) 132 66 198 66 6 - 132 330

3.10.3. Equipment for five upgraded .nriog schools
(K.Sh. .68,000 each) 336 168 504 868 1i8 - 336 840

Subtotal (3.10) (788) (394) (1,182) (394) (314) - (788) (1, 970

Subtotal (3) Base Cost (3,684) (4,602/ (7,124) (15,410) (3,648) (3,623) (2,894) (10,165) (25,575) 90
Physical Contiogencies 10% 368 460 712 1,541 365 362 289 1,016 2,557
Price Contingenoies 385 896 1,959 3,240 1,300 1,615 1,569 4,494 7,734
Subtotal Contingenocie 753 1,356 2,671 4,781 1,665 1,967 1,858 5,510 19,291

Total (3) 4,437 5,958 9,795 20,191 5,313 5,610 4.752 15,675 35,866 90

4. VEHICLES

4.1. Manower and Traini

4.1.1. For Departnent of Advanced tursing, Unoversity
of Nairobi: (too bonns with 30 seats x 4.56.

(200,000) 400 - - 40 .- 400
4.1.2. For n CO scbool:

a. Tco sedano . K.S. 143,000 - . 286 286 - - - 286
6. Two buses of 30 seotsn K.Sh. 200,000 - - 400 408 - - 400
o. Two minibuses of 12 seats K.Sh. 127,000 - 254 - - 254 254
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Subtotal Subtotal 
1982/83 1983/84 1984/85 1982/83 1985/86 1986/87 1987/88 1985/86 Total F.E.

1984/85 1987/88

4,1.3. for now ECN school:
a. To sedans x K.Sh. 143,530 - - 286 286 - - - - 286

b. Four minibuses of 12 00010 K.Sh. 127,000 - 58- - 308 508 508
Subtotal (4.1) (400) - (972) (1,372) (762) - . (762) (2,134)

4.2. Drug Supplies

4.2.1. Drog Managen-t Unit (five sedans K.Sh. 143,000) 286 286 143 715 - - - 715
Subtotal (4.2) (286) (286) (143) 1715) - - - <7,9

4.3. Comunity-Based ealth Care

4,3.1. For CBHCDU
.Tree statIon wagons o K.Sh. 202,000 202 202 202 66 -0. - - 6

4. Thte four-heel-drive vhicles K.Sh. 160,000 160 160 160 480 - - - 480

Sobtoftl (4.3) (362) (362) (362) (1,088) - - - (1,086)

4.4. F.mily P1laning

4,4.1. IVo minibuse of 12 ats X K.Sh. 127,000 254 - - 254 - - - 254

4.4.2. NWC, general pool
a. Six sedans x K.Sh. 143,000 858 - - 858 - - 858

b. Tvo four-whel-drive vehicles x K.Sh. 160,000 320 - - 320 320

Subtotal (4.4) <1,432< - - (1,432) - (1,432)

4.6. Transport for Roral Health Selrices

4,6.1. Bicycles (2,400 x K.Sh. 1,800) - 2,160 - 2,160 2,160 - 2,160 4,320

4,6.2. Cycles (210 x K.Sh. 20,000) - 2,100 - 2,100 2,100 - - 2,100 4,200

4,6.3. Twohoel drive sedans (48 x K.Sh. 143.000) - 3,432 - 3,432 3,432 - - 3,432 6.864

4,6.4. Ambulance <47 x 4.Sh. 232,000) - 5,568 - 3,568 5,336 - - 5,336 10, 904

4,6.5. Motortoats (Ou x.0h. 860,00) - 3,440 - 3,640 3.440 - - 3,440 6,88

4,6.6. Sedeno for OTTs (4 x K.Sh. 143,000) 572 - 5702 - - - 572

Subtotal <4.6) (572) (16,700) - (17,272) (16,468) (16,468) (33,740)

4.7. Maintenance

4.7,1. Son four-whel-drive ehicle x K.Sh. 160,000 - 960 - 960 - - 960

4,7.2. Son plck-upo K. Sh.103,200 618 - 8 618

Subtotal (4.7) - (1,578, - (1,578) - - (1,578)

4.8. Health Information System

4.8.1. Vehicles for HIS-RQs
-. To four-wheel-driv o vhicles x K.Sh. 160,000 320 - - 320 - - - 320
b, Two oedans 0 K.0h. 143,000 286 - - 286 - - - 286

Subtotal (4.8) (606) - - (606) - - - (606

4.10. CRNGOs

4.10.1. Conversion of EN Schools to ECN Schools
a. nFi foor-wheel-drive veihiles x K.Sh. 160,000 - 480 - 480 920 -320 800

4.10.2. Coverlsio of RHCs no 0DC
a. Fve four-wheel-drive vehicles K.Sh. 160,000 - 480 - 480 920 - 20 800

4,10.3 . Mobile clii
a. Eight four-wheel-driveehicles K.Sh. 160,000 1,280 - 1,280 - 1,280

4.10.4. Community-Based ECN
s. Tenty-foor ECNs 0 0ne motorcycle x K.Sh. 20,000 480 - 480 --· 480
Subtota( <4.10) (1,760) (960< - (2,720) (640) - - (640N (I360

Subtotal (4) Bsse Cost (5,418) (19,886) (1,477) (26,781) (17,870 - - - (44,6513

Price Conotingenies 514 3,520 369 4,403 5,790 - - - 10,193

Tot.I <4) 5,932 23,406 1,846 31,184 23,660 - - 54,844 92

II. OPERATIONAL AND MAIMTENANCE COSTS

5. SALARIES, ALLOWANCES AND CONSULTING EXPENSES

5.1. Mapower and Training

5.1.1. Staff for DRHM0Ts
a. Ono District C0 x K.Sh. 27,800 per year 14 28 28 70 28 28 28 84 154

Plu s houng alloance K.Sh. 10,000 per year 5 10 10 25 10 10 10 30 53

Plus per diem AllowancE K.Sh. 6,000 per year 3 6 6 15 6 6 6 18 33

6. Ono District PHN x 0.S. 27,800 per yoor 14 28 28 73 28 28 28 84 154

Plus housing alloance K.Sh. 10,000 pop year 5 10 10 25 10 10 10 30 5
PIs per diem ulluwance K.Sh. 6,000 per your 3 6 6 15 6 6 6 18 33

c. Twelve District Nutrition Officers K.Sh.
27,800 per year 83 167 250 500 334 334 334 1,002 1,502

Plus housing allmance K.Sh. 10,00 per Year 30 60 90 180 120 120 120 360 540
Plus per diem ullowonc K.Sh. 6,000 per 00ar 18 36 54 108 72 72 72 216 324

d. Support staff
a. National Ievel (STTs). on secretary x K.Sh.

18,700 per year, one typist x K.Sh. 13,702
per year, nd 4 drivero x K.Sh. 7,232 pur
yoar each 61 61 61 183 61 61 61 183 365

b. Provincial level: 7 seretaries for Project
oordlinators x K.h, 18,732 per year esch 131 131 131 393 131 131 13( 393 786

c. Disi level: 42 secretaries fo DRHMTs
x K.Sh. 18,700 per year each 748 8 748 2,244 748 748 748 2,244 4,488

5.1.2. Staff for RHFs
a. uo <O o thre ne RHCs K.Sh. 20,800

per ysar esah - 21 21 42 63 63 168 169

p/us per diem all.oac K.Sh. 2,200 per
year eoh - 2 2 4 6 6 16 18

b. FivE eCNs x three - RHs x 0.Sh. 10,503
per year each 52 52 105 157 157 419 471

Plon per diem allowance 0.04. 282 per yeareach - - 1 1 3 4 4 11 12
c. One PHD x three n RHCs 0 K.0h. 20,800 per year

each - 21 21 42 63 63 168 189
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Subtotal Subtotal
1982/83 1983/84 1984/85 1982/83 1985/R6 1986/87 1987/88 1985/86 Total F.E.

1984/85 1987/88

d. One PHT x three nes RHCs x K.Sh. 9,600 per
year each - 10 10 19 29 29 77 87

e. One lab technician three new RC. x K.Sh
9,600 per year eah . - 10 10 19 29 29 77 87

f. One statistical/general purpose clerk x three
new R0Cs c 0.0h. 9,600 per ye etch - 10 10 19 29 29 77 87

g. Twelve subordinate ctaf x three ne RCs x
K.Sh. 5,800 per year each - - 70 70 139 2)9 209 557 627

h. T.o ECNe x 15 new DI 0 K.9h. 10,500 per year each - - 84 84 168 252 315 735 819

Plus per diem olIownce K.S. 280 pe art each - - 1 1 2 3 4 9 10

o. One PHT 15 ne DI x K.Sh, 9,600 per year each - - 38 38 77 115 144 336 374

j. To cubordinate staff . 15 new DI x K.Sh. 5,800
per Year e - - 46 46 93 139 174 406 452

k. One EN , 150 DI converted to DIl x K.Sh.
10,500 9r year0each - 388 388 788 1,176 1,575 3,539 3,927

PIne 700 dlem allowance 4.19. 285 per poar etch - - 10 10 21 31 42 94 104.

1. To subordinate staff x 150 DI converted to DII 0

K.06. 5,800 per year each - · 49 429 870 1,299 1,740 3,909 4,338

i. Ninety-six COs for other enistong RFls to K.Sh.
20,800 per year each (9 in 1982, 27 40 1985,
44 In 1984, 60 0n 1995, '9 in 1986, and 96 In 1987> 187 562 915 1,664 1,268 1,622 1,996 4,886 6,550
Plus h.osin allowance K.Sh. 8,600 per year 0e0 70 232 378 687 524 670 826 2,020 2,707
Pus per diet allowance K.Sh. 2,200 per 700 0000 25 59 97 176 134 172 211 517 693

n. Eight hundrd and ninety-seven ECN for etter
exsting RHFe x K.00. 10,500 per year each (182
in 1982, 364 in 1983, 496 in 1984, 629 in 1985,
759 in 1986, ord 897 in 1987) 1,911 3,922 5,208 15,941 6,604 7,970 9,418 23,992 34,933
pIns ouing allowance K.Sh. 4,600 per year each 837 1,674 2,282 4,793 2,893 3,41 4,126 10,515 15,303
Pls per di.m alloanen K.Sh. 250 per year each 46 91 124 261 157 110 224 571 832

c. Thirty POc fcr ot er Reting RHFe n K.00. 20,800
per year each (5 on 1982, 10 in 1983, 15 In 1984,
20 in 1985, 25 is 1986 and 30 in 1987) 104 208 312 624 416 520 624 1,560 2,184

p. Four hundred And Aighty PRT for cthe exst,ng
RHfs x K.Sh. 9,600 per year each (80 in 1982,
160 on 1983, 040 In 1984, 320 in 1985, 400 in
1986, and 480 in 1997) 768 1,536 2,304 4,608 3,072 3,850 4,608 11,520 16,128

q. Ninety-six tob technician 8cr other existing RlFs
x K.Sh. 9,600 per year each (16 in 1982, 32 in
1983, 48 in 1984, 64 in 1985, 80 in 1986, and 96
sn 1987) 154 307 461 922 614 758 922 2,304 3,226

r. Nnety-six statistical/general purpose clerks for
existing RHFo s K.Sh. 9,600 per year each (16 in
1982, 32 in 1983, 48 in 1984, 64 in 1985, 80 in
1986, and 96 in 19871 154 307 461 922 614 758 922 2,304 3,226

s. Three.hundred and 0ixty sbordinate staff (patnct
genel attendants, drivers, watch-

ser, cooks) for oher existing RHFs n 0.00. 5,80
per year each (120 in 1982, 240 in 1983, 260 in
1994, 290 in 1995, 320 in 1986, and 360 in 1987) 696 1,392 1,508 3,596 1,682 1,856 2,088 5,626 9,222

t. Hosig alIoner for (o) to (s) above, K.Sh.
4,200 per yea r person 995 1,990 2,566 5,551 3,184 3,851 4,460 11,445 16,996

5.1.3. Paeron Attendant Training
teos and rpenser for IAMRIF stoff 85 256 256 597 256 256 256 768 1,365

5.1.4. Bac training et ECN tutors, IUniersity cof Nairobi
a. Additional faculty rmbers (2 x K.Sh. 70,000 per

year each) 70 70 140 280 140 110 140 420 700
P,u travel ollowanoe K.h. 5,500 per year ech 5 5 11 21 11 L1 11 33 54

b. Additiol tutors t K.Sh. 30,000 per year each
(5 in 1984, 10 in 1985, 15 in 1986, and 20 in
1987) - - 150 150 300 450 600 1,350 1,500

5.1.7. Refresher course for ECN tutors
a, Faculties' fees (four faculties x K.Sh. 250

per hour x 20 hours per course x 2 courses per year 35 35 35 105 35 35 35 105 210
Pls travel allonce K.Sh. 170 per course per
faculty (4 faculties x 2 coses K.h,. 170) 1 1 1 3 1 1 1 3 6
Plus 1iing expenses K.00. 170 Per dy per faculty
(4 facul tie 2 0oursesr 12 ds . K .Sh. 1701 16 16 16 48 16 16 16 48 96

5.1.8. Technical Assistance
.Sne man-yers of consulting services 14.0h. 600,000

per ano-year) 300 300 - 600 300 30 - 600 1,200

5.1.9. ore Procot Team
0. Project Manager (Part B) (0.Sh. 78,000 per year) 78 78 78 234 78 98 79 234 468
b. Deputy Project Kanager (K.Sh. 62,000 per per) 62 62 62 186 62 62 62 186 372
c. Admnitrative Secretary (0.0h. 51,000 per year) 51 51 51 153 51 51 51 153 306
d. Finecil Coetroller (0.90. 78,000 Per pear) 78 78 78 234 78 78 78 234 468
e. Senior Accountant (K.Sh. 51,0 00 pr year 1 51 153 51 il 51 153 506
f. contntt I (K.Sh. 42,000 per year) 42 42 42 126 42 12 42 126 252
g. Senior Nersing Officer (K.Sh. 51,000 per yr) 51 51 51 153 51 51 51 153 306
h. Senior Public Health Nurse (0.06. 51,000 Per ye0r) 51 51 51 153 51 51 51 153 306
j, Senioc PublI Heth Officer (K.Sh. 51,000 per year) 51 51 51 153 51 51 51 153 306
j. Senior Clinical Officer (K.Sh. 51,000 per year) 51 51 51 153 51 51 51 153 306
k. Senior Progt Evaluator (K.Sh. 51,000 Per yeor) 51 51 51 153 51 51 51 153 306
1. Shorthand Typist I (K.Sh. 26,800 per year> 27 27 27 81 27 27 27 81 162
i. Copy-typiet I (K.Sh. 16,600 per y0r> 17 17 17 51 17 17 17 51 102
c. Clerica1 Oftiner (K,Sh. 13,000 per year) 13 13 13 39 13 L3 13 39 78
c. Accoonts Assstant (K.Sh. 26,800 per year) 27 27 27 81 27 27 27 81 162
p. Procurement Officer (K.sh. 35,000 per year) 35 35 35 105 35 35 35 105 210
Subtotal (5.1) (8,312) (14,890) (20,576) (43,778) (26,922) (32,771) (38,357) (98,050) (141,828) 0

5.2. Drug Sopplies

5.2.1. Drug Manag-eent Unit
a. Addiional MOH staff 516 688 860 2,064 860 860 860 2,580 4,644
b. Expatrte staff 600 600 600 1,800 600 670 600 1,æ0 3,600 100

5.2.2. Costsineg services for CBHDU
a. To n-yars At K.Sh. 600,000 each 300 30 300 90D 300 - - 300 1,200 100
Subol (5,2) (1,416) (1,588) (1,760) (4, 764) (1,760) (1,450) (1,460) (4,680) (9,444) 46

5.3. Communitv-Based Health Care

5.3.1. Staff of CBDU (additional)
a. Ono ealuation and research officer At K.Sh.

38,500 per year 38 38 38 114 38 38 38 114 228
Plus trave Ilowa.nce (170 K.Sh,. 75 days a year) 13 13 13 39 13 13 13 39 78

b. One information ord eduation officer t

4,00. 32,100 Per 7000 32 32 32 96 32 32 32 96 192
Plos trave allowAne (170 K.Sh. 75 days a year) 13 13 13 39 13 13 13 39 78

c. Onecommu,nity health physician at K.Sh. 47,800
per year 48 48 48 144 48 48 48 144 288
Plus travel allonce (170 K.Sh. x 150 days a year) 26 26 26 78 26 26 26 78 156
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d. One PHN at K.Sh. 32,100 per year 32 32 32 96 32 32 32 96 192

Mine travel allowance (170 K.86. e 150 daysayear) 26 26 26 78 26 26 26 78 156

e. Oneclinica1 offiter at 1.3h. 20,800 per year 21 21 21 63 21 21 21 63 126

Plus travel allowance (170 K.Sh. x 150 days a year) 26 26 26 78 26 26 26 28 1

f. One health planer at K.Sh. 32,100 per year) 32 32 32 96 32 32 32 96 192

PIus travel allowance (170 K.Sh. x 150 days a year) 26 26 26 78 26 26 26 78 156

. Oneecretary at 0.14. 14,200 per yrar 14 14 10 42 14 14 14 42 84

h, One copy-typist at K.Sh. 11,800 per year 12 12 12 36 12 12 12 36 72

I. Six drivers at K.Sh. 7,200 per year each 14 29 43 86 43 43 43 129 215

5.3.2. ConSUltLng services for CBCDU c600 2,400 100
a. For pereon-years at 0.Sh. 600,300 each 600 600 600 1,800 600 -

Soblotal (5.3) 6973) (988) (1,002) (2,963) (1,002) (402) (402) (1,8069 (4,7691 06

5.4. Family Planning

5.4.1. In-serviee FP traning of ECN (NFWC)
Eight ture trainers x K.Sh. 39,700 per year 318 318 318 954 318 318 318 930 1,908

5.4.2. Strrogthenig of NFWC
a. C linal Srvices Division

(One CO (J) x K.Sh. 39,700 per year) 40 43 48 120 40 4 40 120 240

(One 008 (pH/) x 6.06. 39,700 par yr) 40 40 40 120 40 40 40 120 240

6. Administrative Unit
a. O Adeiesetrator (K/S) x 0.0h. 57,800 per year 58 58 38 174 58 58 58 174 346

One Atonetant II (8/J) x 1.Sh. 39,700 per year 40 40 40 120 49 40 40 120 240

0.n Transport Officer (H) K.Sh. 33,200 per year 33 33 33 99 33 33 33 99 191

e Housekeeper (6) x K.Sh. 23,200 per year 23 23 23 69 23 23 23 69 138

0ce Pharmaceoticl Technologist (H/IJ) x K.Sh.
39,800 pr year 40 40 40 120 4a 40 40 120 243

c. Trainig DiviioHead (L) x K.Sh. 57,800 per year 58 58 58 174 58 58 58 174 348

ne Librarian (0) x 6.16. 23,263 per yrar 23 23 23 69 23 23 23 69 138

5.4.3. ConnIling Serice for NFWC (four praon-peara
el consulting servces x K.Sh. 600,000 each) 600 600 60 1,803 600 - - 800 ,0 130

Subtotal (5.4) (1,273) (1,273) (1,273) (3,819) (1,273) (673) (673) (2.619) (6,4381 33

5.5. Rural Health Facilities Construction

5.5.1. Addirional staff for MW:
a. Oe Mechanicl Egineer x K.Sh. 67,000 per year - 67 67 134 67 60 67 201 335

b. 0cre.rainage Engineer K.Sh. 67,000 per year - 67 67 134 67 67 67 001 335

r. To Quantity Surveyors x K.Sh. 44,000 per year each - 88 68 176 86 38 86 264 440

Subtotal (5.5) - (222) (222) (444) (222) (222) (222) (6661 (1,110) 0

5.6. Transport for Rral Health Srvices

5.6.1. 8H's Transport Secti-o , Headquarters
a. one Admioletrator 67 67 67 201 67 67 67 201 402

b. Two Transport fficers 80 80 00 240 80 80 80 243 480
eOn Acrcotant 40 40 40 020 40 40 40 120 240

d. One Procureret Officr 40 40 40 120 40 40 43 120 240

e. Two Secretaries 44 44 44 132 40 44 44 132 264

f. Four Clerka 44 44 44 132 44 44 44 132 264

g. Travel Allowances 33 33 33 99 33 33 33 99 198

h. Suppi33 33 33 99 33 33 33 93 198
h. uppies300 100

5.6.2. Conulg Servics (6 ean-eonths) 300 - - 300 - - - -

Subtol (5.61 (681) (381) (381) (1,443) (381) (3811 (381) (1,143) (7,586) 9.9

5.7. Maintenance

5.7.1. One teat leader x K.Sh. 67,000 per year x 6 MTSSe - 201 402 603 402 402 402 1,206 1,809

5.7.2. Three instructors x K.Sh. 44,000 per year e 6 1MTS -. 132 264 396 264 264 264 792 1,188

5.7.3. One bilding inspec to r x .Sh. 44,000 per year x
6 MTSe 132 264 264 660 264 264 264 792 1,452

5.7.4. MOH's Impleentation, Planning, Procurement and
M e t in:

a.PIaning: 9 2754 5
0.P pgner/Architect 89 89 89 267 89 69 88 267 334 30

Three Alsitt Planners 120 120 120 360 120 120 120 360 720

. lplreentatonn:
0cr Architect/Plane.r 89 89 89 267 89 89 09 2617 534 100

One Archiltet/Engineer 5 5 10 51 153 51 31 50 153 306

One Land Survepor 44 44 44 132 44 44 44 132 264

Two Draftsmn 80 80 80 240 80 80 80 240 480

M ior lprovemeets:
oe Architte tEngier 67 67 67 201 67 67 67 201 402 100

Two Architects/Building Enginrers 103 103 103 309 103 103 103 309 618

T.o Draftaoen 80 80 80 240 80 80 80 240 480

One Qantity Surveyor 44 44 44 132 44 44 44 132 764

One Quantity Survryor Assistant 40 40 40 100 40 40 43 120 240

d. Buildig Inepection
To Architetts (MOW) 89 89 89 267 89 89 89 267 534 100

e. Maintenance:
Pe Mintenance Eglineoe 56 56 56 168 56 56 56 168 336 50

Pne Maintrnance Trairing Expert - 56 56 112 56 56 56 168 280 50

f. Prorcureent
Pe Procreret Officer 56 56 56 168 56 56 56 168 336

Pne Procureent Asaistent 40 40 40 120 40 40 40 120 240

g. Administration:
Pne Adisrator 67 67 67 201 67 67 67 201 402

One Assistant Admintstrator 40 40 40 120 40 40 40 020 240

One Acountant 47 47 47 141 47 47 47 141 282

Pe Comissioieng Engineer 47 47 47 140 47 47 47 141 282

For Seretaries 88 88 88 264 88 88 88 264 528

Four Clerks 44 44 44 132 44 44 44 132 264

Pour Drivers 28 28 28 84 28 28 28 84 068

Sibtotal (5.7) (1,541) (2,062) (2,395) (5,998) (2,395) (2,395) (2,395) (7,185 (13,183) 15.5

5.8. Health Information Syste

5.8.I. Headquarters:
a. Per posit.on level 8 v K.06. 85,000 0cr year 85 85 85 255 85 85 255 510

6. Three poitons levrl 4 x K.06. 68,500 prr yerr 205 205 205 615 205 205 255 615 1,230

n. Thre positions lenel K K 4.Sh. 57,000 per prar 171 171 171 513 171 171 171 503 1,026

d. One poition li vel 1 x K.Sh. 47,500 per year 47 47 47 141 47 47 47 141 262
e. Trevel Allowance 33 33 33 99 33 33 33 99 198

5.8.2. Fied:
a. Seven positions level h x K.Sh. 40,100 each per year 241 241 241 723 281 261 281 843 1,566

b. Thirty-thre positnS level G o K.Sh. 31,700 each
per yer 254 508 762 1,324 0,046 1,046 1,046 3,138 4,662

c. Twenty position levl D x K.Sh 15,700 each per year 78 156 235 469 314 314 314 942 1,411

5.8.3. Consulting Service:
a. Sentor Progra Advior x tw yes x K.Sh. 6

600,000 per year 300 600 30 1,200 - - - - 1,280 100
6. Seior Sysloem Analyt x to years x K.Sh.

600,000 per year - 600 600 1,200 - - - _ 1,200 100

O. ne person-year of local tehni assistaex
K.Sh. 120,o00 40 40 40 120 - - - 120 0

Subtotal (5.8) (1,454) (2,686) (2,719) (6,859) (2,182) (2,182) (7,182) (6,546) (13,405) 15.4



-62- ANNEK i

pars 12 of 15

Subtotal Subtotal %
1982/83 1983/84 1984/85 1982/83 1985/86 1986/87 1987/88 1985/86 Total F.E.

1984/85 1987/88

5.9. Health Education

5.9.1. HEOs and other professional staff for beadquarters,
ineloding the I and E division of NFWC (Total:
18 stoff):
a. Deputy 66ief Health Education Officr (L),

N.0h. 55,200 prr year 55 55 5 165 55 55 55 165 330
b. Slo snior R,Os (K) 0 6.14. 45,100 pst year each 270 0 270 810 270 270 270 810 1,620

O. One Senior 810 for NFWC (6) r 6.Sh. 45,100
psr year 45 45 45 135 45 45 45 135 270

d. Three HE0s (J) for NFWC x K.Sh. 37,500 per year
eh 112 112 112 336 112 112 112 336 672

e. Oss Ioformation Officer for NFWC (1) x K.Sh.
30,200 per year 30 30 30 90 30 30 30 90 180

f. Six Electonic Technicians for NFWC x K.Sh.
23,000 per year each 138 138 138 414 138 138 138 414 828

5.9.2. Production Technicians for Health Educatlon Division (30):
a. Oss Graphic Artist (J) x K.Sh. 37,500 per year 37 37 37 111 37 37 37 111 222
b. One Aosistant Graphic Artist (H) x K.Sh.

30,20 per year 30 30 30 90 30 30 30 90 180
c. One Lithographer (J) x K.Sh. 37,500 per year 37 37 37 111 37 37 37 111 222
d. 0e Photographr (H) x K.0h. 30,200 per year 30 30 30 90 30 30 30 90 180
r. Thres Assistant Photographers (G) x K.Sh.

23,000 per year oach 69 69 69 207 69 69 69 207 414
f. Eight Electronic Technicians (G) x K.Sh. 23,000

per year each 184 184 184 552 184 184 184 552 1,104
g. Two Audio-Visual Tc.hnicians (G) x K.Sh. 23,000

per year each 46 46 46 138 46 46 46 138 276
h. Tro Rado Progra, Produers (H) x K.Sh. 30,200

per year each 60 60 60 180 60 60 60 180 360i. Tro Video Progra Prodocers (H) x K.Sh. 30,200
per year ech 60 60 60 180 60 60 60 160 360

j. .o Asstant Video Prograr Producer/Cameramn
(Fl x K.06. 17,100 pe>r 70r 17 17 17 51 17 17 17 51 102

k. Two Script.riters (F) x K.Sh. 17,100 per year each 34 34 34 102 34 34 34 102 204
1. Two Comosers (F) x K.Sh. 17,100 per year each 34 34 34 102 34 34 34 102 204
.. For Collators (B) x K.Sh. 7,100 per year each 28 28 28 84 28 28 28 84 168

5.9.3. Field Stoff (34):
a. Seven Provincial HE0s (K) x K.Sh. 45,100 each

per year 158 210 316 684 316 316 316 940 1,632
b. Seven Assistaot Provincial HEOs (1) x K.Sh.

30,200 each per year 105 140 211 456 211 211 211 633 1,089
c. Fourteen District HE0s (J) x K.Sh. 37,500 each

per year 262 350 525 1,137 525 525 525 1,575 2,712
d. Sio Hmos for R"TC. (H) o K.Sh. 30,200 each

per year 90 120 181 391 181 181 181 543 934
Subtotal (5.9) (1,931) (2,136) (2,549) (6,616) (2,549) (8,549) (2,549) (7,647) (14,263) 0

5.10. CRNGOs

5.10.1. Service Delivery Points:
One ECN, one FFE and one subordinate staff per SDP.
Tor SPs established each year, 1982-1986.
ECNt: Salary, K.Sh. 10,500 per year; housing alloance,

K.S. 4,600 per year; per dier, K.Sh. 280 per

y70r. Total, K.Sh. 15,380 per year each 77 308 461 846 615 769 769 2,153 2,614
FHFEs: Sams s ECNt 77 308 461 846 615 769 769 2,153 2,614
Subordinate staff: Salary, K.Sh. 5,800 per year;

housig allowance, K.Sh. 4,600 per
year; Sot!, K.Sh. 10,400 per year
each 104 208 312 624 416 520 520 1.456 2,080

5.10.2. Corversion of tN Schools to 1E6 Schools:
Five schools to beonerted; odditlonol staff per
school, two RNs, ight ECNs, four subordinate staff and
two drivers.
- RNs: Salary K.Sh. 27,800 per year; housing allowance

K.Sh. 10,000 per year; per diem allooance, K.Sh.
6,000 per year. Total: K.Sh. 43,800 per year - 88 175 263 263 374 468 1,105 1,368

- ECNs: Salary, K.Sh. 10,500 per year; housing allowace,
K.Sh. 4,600 per year; per diem, K.Sh. 270 per year.
Total per ECN: K.Sh. 15,370 123 246 369 369 492 615 1,476 1,845

- Subordinate staff: Salary, K.Sh. 5,770 per year;
housing llooance, K.Sh.
4,660 per year. Total per sub-
ordirote staff: K.Sh. 10,370
per year - 41 82 123 123 164 205 492 615

- Driverr: Solary, K.Sh. 7,200 per year; h00ing
allowance, K.Sh. 4,600. Total per driver: K.Sh.
11,800 per year - 24 47 71 71 94 118 283 354

5.10.3. Demonstration Health Centers:
Four R1Cs to bo converted into RIIDC. Additionl
stoff par 6806: tro ECNs, tro FIFEs, one Statistical
Clerk, tro subordinate staff and one driver.
- ECNs: K.Sh. 15,370 per year eacb (see 5.10.3.) - 30 61 91 92 123 123 338 429
- FHFEs: K.Sh. 15,370 per year each - 30 61 91 92 123 123 338 429
- Statistical C!erks: K.Sh. 9,600 salary, K.Sh. 4,600

housirg allornce - 14 28 42 42 57 57 156 198
- Subordinate staff: K.Sh. 10,370 per sear each - 20 41 61 62 83 83 228 289
- Driveso: K.Sh. 11,800 per year - 12 24 36 35 47 47 129 165

5.10.4. Mobile Clinics:
Eight mbile clinics. Additional staff per clinic:
tro ECNs, one FHFE, one subordinate staff, one driver:
- ECNS: K.Sh. 15,370 per y each 61 123 184 368 246 246 246 738 1,106
- FHFEs: K.Sh. 15,370 per year each 30 61 92 183 123 123 123 369 552
- Sbordiat s per year each 21 41 62 124 83 83 83 249 373
- rivrs: K.Sh. 11,800 per year rach 24 47 71 142 94 94 94 282 424
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5.10,5. Commuдity-Based ECNS:
- Twenty-Eaur ЕСКв х K.Sh. 15,370 рег уевг евсЪ Ы 123 184 3Ь8 246 307 ЗЬЧ 922 г,290
5u62otal (5,1D) (455) (1,601) (2,592) (4,648) (Э ,587) (4,468) (4,812) (12,8671 (17,519) 0

SиЬсо[а 1 (5) Base Соs г (17,9 Э6) (27,727) (Э5,369) ( В1, О32) {42,173) (47,4031 (53, Э331 {142,9091 {223,941) 5,4
Price Con[i пgencies 2,457 6,543 11,848 20,84 В 18,682 26,593 36,693 81,968 102, В16 5.4

То[ а1 (5) 20,393 34,270 4I,217 101,880 60,855 73,996 90,026 224,877 326,757 5.4

6. VEHICLE OPEBATTON СОВТS (POL + MAINTENANCE)

6.1. Manpower апд TraininR

6.1 д . £аг 4,1.1. (x.Sh. 1Э6,000 рет уеат each) 68 27 У 272 612 272 272 27 г В16 1,428
6.1.2, £ ог 4,1.2.:

( К ,Sh. 44,000 рет уеаг each) - - 88 88 8 В 88 88 264 352
Ь . (K,Sh. 136,000 рет уеат eachl - - - - 272 272 272 В16 В16

(x.8h. 68,OOOper уеаг each) - - - - 1Эб 23 Ь 136 408 408
b.1.3. For 4,1.3.:

а , (K.Sh. 44,D00 рет уеат each) - - 88 88 88 80 88 264 352
Ь . (к .Sh. 68,000 рет уеат each) - - - - 272 272 272 816 816
sиь[ о[ а1 (ь.1) (68) ( г7г) (Ч4а) р аа> (1 д 2в) (1,128) ( г,1 га) ( з, звцl (4,1721

6.2. Dгид Swplies

6.2.1. For 4,2.1, (K.Sh, 44,000 рег уеаг each) 44 176 2г0 440 220 220 220 ЬЬО 1,100
sиы oral (ь. г > (а4) (17 ы (22о) (и40> {2zo) (220) (zzo) (ььо l (1,1 оо)

Ь .3. Co гmпuni2v-Based Кealth Care

6.3.L For 4,3.1.:
(K.Sh. 68,000 рег уеат each) 3д iЗб 204 З7ч 204 20й 206 672 986

Ъ . (К.Sh. 98,000 рег уеаг each) 49 196 294 539 294 294 294 882 1,421
Su бcocal (6. Э) (83) (332) (498) (91 Э) (498) (496) (498) (1,494) (2,407)

6.4. Family Р1 апп� пд

6.4.1. For 4.4.1. ( К .S Ъ . 68,OOD рег year each) 68 1 ЭЬ 1ЭЬ З40 1 ЭЬ 1ЭЬ 1ЭЬ 408 748
6.4.2. For 4.4.2.:

( К .56. 44,000 рет уеат each) 1Э2 264 264 ЬЬО 264 26й 264 792 1,492
Ь. (К.Sh. 98, Оо0 рет уевт eachl 98 196 196 490 196 196 196 588 1,078
5ubtocal (6.4) (298) (596) (596) (1,490) (596) (596) (5961 (1,7 В8) (3,278)

6.6, Transoort £от Rura1 Неа1 гЪ 5ervices

6.6.1, £ от 4.6.1. (К .$h. 240 рег уеаг each) - 288 288 576 576 576 576 1,728 2,304
ь . ь.2. Рот Ч. ь.z (x.s6. 1,9 оо р: г уеат енсЪ) - гоо zoo аоо цоо чоо 4оо 1,zoo 1, ьоа
6.6. Э. Far 4.6.3. (K.Sh, 44,000 рег year each) - 1,056 t,OS6 2,112 2,112 2,112 2, � 12 6,3 Э6 8,448
6.6.4. For 4,6.4. (K,S6. 6В ,000 рег year each) - 1,632 1,6 Э2 3,264 Я ,264 3,264 3,264 9,792 13,056
Ь .6.5, For 4.6.5. (K.Sh. 136,000 рет уеаг each) 544 Ь44 1,088 1,088 1,088 1,088 3,264 4, Э52
ь . ь. ь. £от ы. ь. ь. (к.s Ъ. 44, оо0 рет year еас6) 6В 176 ll ь а4о v6 ll ь v ь sza 9ь8

Subtocal (6.6) (68) (3,896) (3, В96) (7,880) (7,616) (7,61 Ь) (7,616) (22,848) ( Э0,728)

6.7. Ма i п[ епапсе

6.7.1. £ ог 4.7,1. (K.Sh. 98,OOD рег yeat each) - 588 588 1,176 588 5 В8 588 1,764 2,940
6.7.2. For 4.7,2, (K.Sh. 58,000 рег уеаг each) - Э48 Э48 696 348 348 Э4 В 1,044 1,740

s иьгосаl (ь.7) - (9 Эь ) (9 Эб) (1,872> (9 з8) (9 з6) (9 ЭЫ (2, воВ) (4, ьао)

б.8. Hea12h гп£огта[ion 5уs гет

6.8.1, For 4. В ,1.
(K.Sh. 98,000 рег уеаг each) 98 196 196 490 196 196 196 588 1,076

ъ. (x.s6. 44, ооо рег уеаг еагп > ад ев ав гю а8 еа Ва 2ьц 4а4
aubto[ а1 (6.8) (142) (284) (284) (710) (284) (284) (284) (852) (1,562)

6,10. CRNCЯ a:

6.10,1, £ог 4.10.2. ( К .Sh. 98,000 ре2 у еат eachj 294 294 194 882 490 '490 490 1,470 2 з52
6.10.2, £ от 4.10.3. ( К .Sh. 98,000 рет у еат each) 294 294 294 В82 490 49D 490 1,470 2,352
6.10,3, For 4.10.4, (K.Sh. 9 В ,000 рет уеат each) 392 764 784 1,9 Ь0 784 784 784 2, Э52 4,112
6.10,4. £ог a,1o.s, (x.Bn. 1,9 оо рег уеат еасп > z з 4ь 46 11s 46 4 ь 4ь 1зе zs з

Subto[ а1 (6.10) (1,003) (1,418) (1,418) (Э,839) (1,810) (1,810) (1,810) (5,430) (9,269)

sиътосаl (6) ваве совс (1,726) (7,9 го> (в ,296) (17,932> {13, о8в> (� з, овв) (1 з, оав) {э9,2 ь4) (57,19 ь) so
Price Co пcingencles 798 ;,621 2,406 4,225 4,97 Э 6,2 а2 7,656 18,911 2 Э ,136

Тога 1 (6) 1,924 9,531 10,702 22,157 1В , О61 19,370 20,744 58,175 80,332 50

7. OTNER INCREMENLAL OPERATIONAL С03 Т5

7.1, Manpower апд Training

7.1.1, Patient Arrendant Training: Trainees' Ьоатд
впа cravel 7а 210 210 49о 2го 2t0 21о 630 1,12D

7.1.2. Aefreeher Соигве £аг ECN [ игогь
а . Рег diem (30 tucors х К .Sh. 170 х 12 days) 61 61 Ы 18 Э 61 61 Ы 18 Э 366
Ь. Ттачеl coste (30 ги[ огь х K.Sh. 170) 5 5 5 15 5 5 5 15 ЭО

Supplie ь 2 2 2 6 2 2 2 6 12
7.1,3. Рек diem впд travel совСв £от ВТТ Workahop 136 187 65 388 65 65 65 195 58Э

s иЬгосаl (7-1) (274) (й6s> ( э4з) (1, оа2) (34 з) ( заз> (зц3) П , о29) {2, ц U о

7.2. Огиа 8 иор 11 ев

7.2.1, IncremenCal drug cost (RFffe) 1,982 14,668 23,722 46, Э7� 35,794 ЭЬ,212 Э9, П08 111,014 157,386 100
7.2.2. Trai пing Cos[ ь 144 288 360 792 440 440 440 1,320 2,112
7.2.3. Health Едисаг l оп а oclated wlth arug pzogram 144 288 360 792 440 440 440 1,320 2,112
7.2.4. Office вирр ll ее апдвСгаче l expensee 25D 330 330 910 3 Э0 330 330 990 7,900

Bubto[ н1 (7.2) (8, з70) (15,574) (24,772) (48,666) (37,004) (37,422) (40,218) (114,644) (163,510) 95

7.3, Со®unicv-8ased Неа l гh Саге

7.3.1, СЕНСОО;
а . 8иррli ев (office сопьитаЬ l еа , I6E тн[ ег i а l н ,

CHW та иа l а) 35 35 35 105 Э5 Э5 Э5 105 210
Ь , Fu пds 4от evaluation - - ЗЬО ЭЬО - � 360 ЭЬО 720

7. Э.2. CHW Кi гь:
а . кi с бонеь к.8 Ъ. 9 еасЬ (c нws: ьо 1п ptace '

at the бeginning о£ s опд уеаг , 120 аг
begin п ing оЕ chird уеат , 180 1 п fourth,
240 in fifth, апд ЗОО 1п six[h) 3 - _ 3 - - - - 3
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S,btotal 
S"'-,1982/83 1983/84 1984/85 ' 9" / '3 1995/86 1986/87 1987/88 1 1 1 1/1 1 otal F.E.

lý841ý5 ,R,,.

7.3,3. Trai-ng f R2413 ~ff-

1- - f- 1-in- s (K.Sh. 170 x five daya , four

n. thra. t 10 10 10 30 10 10 10

RHU x r 
30 60

b. Per d- for fr,,-,, (f . Sh. 170 ý f_ day. ý

f_ ~~~ . ~ RHU - fi- train"5) 17 17 17 51 17 17 17 51 102

7.3,4. Tra11x19 If CHW 1-in-

ler Ii : olýC:elrai -rs (K.Sh. 170 28 days x

3 fr. i RHU) 13 13 13 39 13 13 13 39 78

7-1.1_ Traiing er dý!.'for ýHW ~mere (K.Sh. 220 60

1.,ý . 3 rai e . bre nU 40 40 40 120 40 40 40 120 240
b. Per die. for G 100 . 60 d.yý

t V (K.Sh.R

60 '% - 11HU) 360 3 6 0 360 1,080 360 360 360 1,080 2,160

7.3,6. T-i- f i Cý .. b ara

(A-i,g f- CHCo per RHU)

pe r I i _ f 1-iel, ýI.Sh. 110 , li- day, ,

f_ .. . fbr e . t __ . .. RHU) 13 13 13 39 13 13 13 39 78

b, ?e, dion f tr-ces (K.Sh. 220 % five days ,

fonr CHCs x five t_nces , one RHU) 22 22 22 66 22 22 22 66 132

S.bt.t.I (7,3) (51 3 (793) (1,436 (2 ý742 l (1,359 (1,642 (2 2 8 5) (5,286 ý8, 028) 0

7.4. Fa,ily PI-ni~

7ý1*12, I-~~~1 C-t-cept-e S,pplies fl, - DI, 364 711 1,014 2,111 1,460 1,124 1,111 1,111 1,111 1,1

7 4. . Sý,plie. f Disp ... bl. G1.- for

9n 4 08 162 324 211 270 324 Bio 1,134 10C
7.4.3. =J)12,1, 1- per~~ ~~~1 and e-I-Ii- 230 290 290 870 0 290 290 870 1,740

7ý4ý4ý Fýjl- ýh 1' ý for F ' ý'._'at i n., lonra - 120 1 20 240 120 1 20 - 240 48D 100

7 4 1 in-ler,,ýe W 1-in,rg

C..- ~eli. 1ý (K.Sh. 2,200 . 11 ~nr-

- y-r) 24 24 24 72 24 24 24 72 144

l:. rer 2, 1 "--~ (K.SI,. 220 x 28 day, x 300
tr-re- ý on. ybar, 1,848 1,848 1,848 5,544 1,848 1,848 1,848 5,544 11,988

c. T-~1 ýf tr-ne- rý/f- N-~bi (300 b-~~
ý .51' . 39 1 ý ~ y ~) 117 117 117 351 117 117 117 351 702

1,4,1* Ir-e-i- CO Trairing:

C..- ..t brial, (K.Sh. 2,200 , thr- ro ..... .

.n. yb.r) 7 7 7 21 7 7 7 21 42

"r '1" RRTCs (K.Sh. 67 x seven days
ý 11 trai.e a ý on. ..r) 42 42 42 126 42 42 42 126 252
P- d-m = train-, RH 17 . -en d.yý

. f_ t e year)
three ~rse, on 5 5 5 15 5 5 5 15 3C

d. Tr-: I RMTC-traine- (90 tralnees x K.Sh. 330

- on ) 30 30 30 90 30 30 30 90 180
e. 71-11 t, R"Tes~ Traire 'a (f.nr ~iner, rh,,,

~rse, x fý. Sh , 330 . n. ya.r) 4 4 4 12 4 4 4 12 24
Subtotal (7.4) (2,785) (3,325) (3,743) (9,853) (4,163) (4,581) (4.881) (13,625l (23,478) 42

7.7. fs-tenan

7:1* 1,p..lit.-e.!-.M%g.Vnp-v-ents Progr- 2,775 5,550 5,550 13,875 5,550 5>550 5,550 16,650 30,525 20
7 2. s tý n t 1. . . .

11,1 , 1,1 MTI, , K.Sh. 6>NO per ye.r) - - 120 120 241 241 241 723 843
7.1.3. ýtjjt nd te~tar .11- t. MTS.

ýsi, MTS, , 365 day, , K.Sh. 55) 120 12 240 240 240 -20 840
7.7.4. Tra iýmg ~~.1a MTSr (.i. MTS e , K.Sh. 55,000) 165 1 65 3 30 330 3 30 990 t'155
7.7.5. Mai, t In-la Ir-itg f EGNe and COs t MTS,

a. -"~~ , 1- ~~~ a y-

thr o d.yý K ' SIg TSý' 79 79 79 79 79 237 316
b. m terx,ls (20 -d-t. f- K.Sh.

1,1 , i, >1 Ts., 52 52 52 52 52 156 208
7.7.6. .__, tr-ig

er. th-e --.. e per ye-
12, - " ' MTSý' 99 99 99 99 99 297 396

b. T_~1 All~nr e. (20 Iri-t. . threa

per year , K.Sh - 2 2 0 'i' 'T'ý' 79 79 79 79 79 237 316
c. Mat,rial, (20 driv- il-e ~rses per year

I K.II. 111 1 i. MTSa) 40 40 40 40 40 120 160
S'bt .i ý 7 ý7, (2,775) (5,550) (6.304) (14,629) (6,710) (6,710) (6,710) (20,130ý (34,759) 17.6

7.8. Health Infom,ti- SY_ý :

7.8.1. R,fre,h-/---g -- for 1,rical field

w-ler 141 Ilicipa,ts , ,, -k co-s-tw

___: ~ 1 9 82 , t hr- in 1953, and one par yea,

thereatter) 100 150 50 300 5 50 se 150 450
7 %.2. Drill ation for - -År f-16 t , 33 1 9 1 71 23 23 23 69 140
7ý8,3. Aon 1 field ~ nar for - ,.r f ie'dl_ff 1 7 292 39 30 30 30 9 0 1 29
7 . 8.4. Oý -day x -1 ~in- for 30 on-IIIS s,nin-MOH ~ff - 3 6 3 3 3 , 5
7 . 8.5. Fe , I _h il, f - Senior HIS 243 243 S13 7 2 24 3 24 24 72, 1,45a IW
7.8:6: Offi- Sýppli- --HIS 200 2 0 0 20 0 600 200 200 200 600 1,200
7.8 7 F-d, f- S-d ...

1, 0 ~tionel R-~~1 168 16 336 168 168 168 504 840
BP di -8 288 28 28 28 8 140
~1,,y C-,-, of HIS operations 52 12 104 2 52 52 1 260

d» ý/l. t .. .nri n S t. di es 5 11 2 1,054 127 527 527 1,581 2 6 35
1-p bb S-d- - 1,8 168 336 168 168 168 504 840
S,beot,1 (7.8) (576) (1,575) (1,480) (3,6311 (1,492) (1,492) (1,492) (4,476) (8,1a 18

7.9. Health Ed-ti-

7.9.1. Strengthoni,g of H-lth Education P1-i,g and

Strategy F, = lati-

a . P larning .d Strat.gy W-k.hop with HEO. (K.Sh.

1 ,00 . 50 paticipa,ts per year) 55 55 110 55 55 55 165 275
b. Planning and S tr,tegy Work,hop with FHFEs (K.Sh.

2" ' "' '>"tcip"t' P- y-r> 178 178 356 178 178 178 534 890
7.9.2. ITp,-di., f ... 1th Ed.cati.o Skillý .1 .. S,.fl

Dig-tic and Plannig 11-1,hops with HEOs (K.Sh.

Jýlg . ý0 p.rtiýipantý ý .. ye") 55 - 55 - - - - 55
b. Ref-sher trai,ing f-, HEOs (K,Sh. 2,200 x 35

p-, i i pejs x on. ye ~ ) 77 77 77 77 154
c. Refresher tra,ning for FHFE, (K.Sh. 550 , 800

P'r' ~2 440 440 44 440 880
d. fn, ~lett.8 HEO. (X.Sh.

0 r-i p i- P5 Y-2 55 55 55 165 55 55 55 165 330 100
R el. ~~ x.l. for nEN (I.Sh. 2,200 x 47

112 '-2 "3 - 103 103
f. n 11-111 Ed-Ilon f., - i- del-ry

al,ff <K.SI.

ýýpp.rt f_ D_er '2` ~Pi a) 440 440 440
7.9.3. ~ii.. H-Ilh Ed-ti- A-iýili-

8' FL1- for he' Ith cducation 
vana

P-d b,,.' I""" - 'w. 15 in.,e lil,s

1..r ' ~in-e f lja 200 50 200 450 50 50 500
R p l- '2
'.2-i K.Sh. 75 15 in.re fil-

7 0 ~~ K.Sh. 250 f- 5-i-le fil..

70 ~pi..) 70 18 70 158 18 18 176 50



-65-
ANNEX 1

Page 15 of Js

Subtotal Subtotal
1982/83 1983/84 1984/85 1982/83 - 1985/86 1986/87 1987 /88 1985/86- Total F.

1984/85 1987/88

b. Fortnightly 15.mi. radio broadcasts for regional
services of tho Voice of Kenya (K.Sh. 3,000
thre VOK s ,ervies 26 programs per year) 234 234 234 702 234 - - 234 936

c. Special radio broadcast for val iage hoalth
comi ttees and similar groups (K.Sh. 3,000 x 12
programs per year) 36 36 36 108 36 36 36 108 216

d. Locaied health edaon acti o conduoted
by teames based on R39TC tralinn (K.Sh. 4,000
d eght teamso o tix RaCs per year) 192 192 192 576 192 192 192 576 1,152

e, Production of materials by or for provinces in
support of Provincial Health Edocation
Programs (K,Sh. 25,000; K.Sh. 50,000; K.Sh.
75,000; K.Sh. 100,000 per year x oeven Provinces) 175 350 525 1,050 700 700 700 2,100 3,150

7.9.4. Strenghening of in-school health education
a Design orkshop (K.Sh. 1,500 x 25 participants) 38 - - 38 - - - - 38

b. Preparation of maauscripts K.S. 2,000 o fiva persona 10 - 10 - - - 10
Printing of handbook (K.Sh. 15 x 20,000 copies> - 300 - 300 - - - - 300

d. Workshops on Health Education for teahe (K.Sh.
500 x s oorkshops even province x 50 partici-
pants per year) - - 1,050 1,050 1.050 - - 1,050 2,100

Subtotal (7.91 (1,630) (1,963> (2,595) (6,188) (3,085) (1,216 (1,2m16 (5,517) (11,705> 3.6

7.10. CRNGOs:

7.10.1. MCH/FP SDPs:
a. Miscellaneous (office supplies, medical supplie, etc.) 155 310 465 930 620 775 775 2,170 3,100

7.10.2. Conversion of EN Schoola into ECN $chools
a. Miscel lanousexpenses - 66 132 198 198 264 330 792 990

7.10.3. Conversion of RHC into RH0.
a. Miscellareos .expenses - 30 80 110 100 100 100 300 410

7.10.4. Mobile Units
a. Miscrllaneous expenses - - 134 134 134 134 134 402 536

7.10.5. Conanunity-Based ECNs
a. Miscellaous epense 26 62 82 170 96 96 96 288 458

Subtotal (7.10) (181) (468) (893) (1,542) (1,148) (1,369) (1,435) (3,952) (5,4941 0

Subtotal (7) Base Cost (17,254) (29,713 (41,566) (88 533) (55,304) (54,775) (55,580) (168,659) (257,193) 64

Price Contingencies 1,863 5,794 11,472 19,129 19,909 24,922 32,394 77,225 96,354

Total (7) 19,117 35,507 53,038 107,662 75,213 79,697 90,974 245,884 353,546

III. INNOVATIVE ACTIVITIES
a. B Cost (3,000) (3,000) (3,000) (9,000) (3,000) (3,000) (3,000) (9,000) (18,000) 50
b. Price Contingencies 345 615 870 1,830 1,140 1.440 1,755 4.335 6,1£5

Total 11 3,345 3,615 3,870 10,830 4.140 4,440 4.755 13,335 24,165

TOTAL SU0~ARY PART B (<, If AND I 1)

Base Coet (53,815) (151,092) (171,648) (376,535) (189,510) (175,671 (170,563) (535,744) (912,299>

Physical Conting ees 440 8,841 11,413 20.694 6.291 8,195 6,069 22,555 43,249

Price Contingencies 6,451 33,649 55,560 95.660 77,312 92,753 108,836 278,901 374,561

TOTAL CONTINGENCIES 6,891 42,490 66,973 116,354 85,603 100,948 114,905 301,456 417,810

TOTAL PART B (1, 11 AND III) 60,706 193,582 238,628 492,909 275,113 276,619 285,468 837,200 1,330,109



KENYA II-PRJT IMPLEEN'AION ARRANGEMENTS

Primary Supervisory Preparation of Disburse- Progress
Component/Activities SAR Responsibility Responsibility Project Procurement ment Applications for Reports

para. for Implementation for Monitoring Accounts of Goods Loans/Grants for for Donors

Part A 4.12 to NCFD and Agencies Project Director, NCPD and NCPD and NCPD NCPD
4.25 Part A Agencies Agencies

Part B: Core 101 Project Staff
1. Family Planning Services:

a. Extension of SDPs 4.27 Clinical Services Project Director, Core MoH 11'/CrB 1/ Core 11
Division, NFW Part B Project Project

Staff Staff
b. Training of ECNs and 4.30 Training Division,

ODs NIM
c. Training of Other 4.31 Training Division,

Staff NFWC/ District Health
Staff

d. Strengthening of NIEC 4.32 NEWC"
e. Technical Assistance, 4.33 NEWC/MDH Research and"

Research and Evalua- Evaluation Committee
tion and Fellowship

2. Manpower:
a. Strengthening of 4.34 Core MH Project

District-level Staff Staff/Support and
Training Teams/
District Medical
Officers of Health

b. Staff for RHFs 4.35 - Core MOH Project Staff
4.36

c. New schools for ECNs 4.37 - Core 11 Project Staff/
and C0s 4.38 1oH Planning and Imple-

mentation Unit/nm
d. Training of Patient 4.41 Core HOH Project Staff/

Attendants District Health Staff/
African Medical and
Research Foundation

e. Training of ECN 4.42 Core 11 Project Staff/

Trainers University of Nairobi/
African Medical and
Research Foundation. 0

I/ CrB = Central Tender Board



Primary Supervisory Preparation of Disburse- Progre-s
Component/Activities SAR Responsibility Responsibility Project Procurement ment Applications for Report-

para. for Implementation for Monitoring Accounts of Goods Loans/Grants for Donors

3. Drug Supplies 4.44 - Drug Managennt Project Director, Core MOR MOH/CrBl/ Core MOB
4.49 Unit, 1W1 Part B Project Project

Staff Staff
4. Rual Health Facilities 4.50 - Core MOH Project Staff/

4.53 MO Planning and
Implementation Unit/MOW

5. Transport for Rural Health 4.54 - Core MC Project Staff
Services 4.56

6. Maintenance:
a. Minor RHFs Maintenance 4.58 Core MOR Project Staff/

Program Provincial Health Staff
b. Six Maintenance Train- 4.59 Core 140H Project Staff/

ing Schools Rural Health Training
Center Staff/District
Health Staff

7. Health Information System 4.61 - Core MOH Project Staff
4.64 HIS

8. Health Education 4.65 - Core MOH Project Staff/
4.67 Health Education Unit

9. Connunity-Based Health Care 4.68 - Core MOH Project Staff/
4.77 Community Health Care

Development Unit/
District Health Staff

10. Support to NG0s 4.78 - NO Project Units "NDO Project N00 Project
4.84 Units Units

11. Innovative Activities 4.85 Core MOH Project Staff Core MOH Core MH
Project Project
Staff Staff

OQ

0
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KENYA

INTEGRATED RURAL HEALTH AND FAMILY PLANNING PROJECT

Estimated Time Schedule of IDA Disbursements

IDA Fiscal Year and Quarter Cumulative Disbursements
at Quarter End

(US$'000)
1981-82

June 30, 19 8 2b/ 100/

1982-83

September 30, 1982 33 2a/
December 31, 1982, 332a/
March 31, 1983 332a/
June 30, 1983 900

1983-84

September 30, 1983 1,600
December 31, 1983 2,500
March 31, 1984 3,600
June 30, 1984 5,000

1984-85

September 30, 1984 6,600
December 31, 1984 8,400
March 31, 1985 10,400
June 30, 1985c/ 12,600

1985-86

September 30, 1985 15,000
December 31, 1985 17,000
March 31, 1986 19,000
June 30, 1986 21,000

1986-87

September 30, 1986 23,000
December 31, 1 9 8 6d/ 23,000

a/ Disbursements from PPF advance.
/ Expected Date of Effectiveness: October 1, 1982.

c/ Expected Date of Project Completion.
/ Closing Date.
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KENYA--Projection of Family Planning Users and New Acceptors,
1982-1987

Forecasting the likely pace of expansion of the family plan-

ning program over the next six years which might be expected to occur

in view of project interventions is very difficult, especially since

program performance has been stalled in recent years (paragraph 3.15).

Nonetheless, an attempt is made below (see attached table) to forecast

a likely range of FP users for the period 1981-87. Implications in

terms of estimated numbers of new acceptors needed are also shown.

According to the 1977-78 Kenya World Fertility Survey, 17% of married

women stated that they wanted no more children (paragraph 3.20). This

figure provides a rough estimate of the proportion who in principle

would be willing to practice FP permanently, although probably on the

high side, since it has been observed in other countries that there is

usually a gap between attitude and practice of FP. On the other hand,

at any given point in time there would also be a number of women who

would be willing to practice FP on a temporary basis for spacing

purposes. These considerations suggest that it would not be unreason-

able to expect the improvement of FP services to be effected through

the project (which includes an almost doubling of FP SDPs) to be asso-

ciated with an increase in the contraceptive prevalence rate from

about 5% now to about 10% by 1987, even assuming no substantial short-

term effect of the project's information and education activities on

average desired family size. If the latter assumption is relaxed, a
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larger expansion could take place. Experience from other countries in

Asia and Latin America shows that very rarely the pace of decline in

the CBR has exceeded one per thousand point per year. Hence we could

assume that the maximum increase to be expected in the CPR in Kenya

from 1982 to 1987 would be an increase that is consistent with a de-

cline in the CBR of about five per thousand points, from about 53 in

1982 to about 48 in 1987. This would correspond to a CPR of about 17%

by 1987. In the low projection case, in which the CPR attains a value

of 10% by 1987, the corresponding value of the CBR would be 51 per

thousand.



ANNEX 4

Page 3 of 3

KENYA--Alternative Projections of FP Users and Acceptors, 1980-1987

MWRA1 /
Year (000s) Low Pro ection High Projection

CPR2/ UI/ A4/ CPR U A
% (000s) (000s) % (000s) (000s)

1980 2,743/5 5%/6 137 81/7 5%/6 137 81/7
1981 2,850 5% 142 84 5% 142 84
1982 2,961 5% 148 87 5% 148 87
1983 3,076 6% 185 109 7% 215 126
1984 3,196 7% 224 132 9% 288 169
1985 3,321 8% 266 156 12% 398 234
1986 3,451 9% 310 182 15% 518 305
1987 3,585 10% 359 210 17% 609 358

1/ Married Women of Reproductive Age.
2 Contraceptive prevalence rate, i.e. the number of married women of

reproductive age practising a modern method of contraception at a
given point in time divided by the total number of married women of
reproductive age at that time.

3/ Users, i.e. the number of married women of reproductive age using a
modern method of contraception at mid-year.

4/ Acceptors, i.e. the number of married women of reproductive age who
become acceptors of a modern method of contraception during the year.

5/ Actual figure.
6/ Estimated; includes program (80%) and non-program (20%) users.
7/ Estimated; includes program (80%) and non-program (20%) acceptors.
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KENYA--INDICATIVE PROGRAM FOR INFORMATION
AND EDUCATION, FIRST YEAR

The proposed indicative program consists of the following 16

activities to be implemented by two ministries and six NGOs:

(a) The Ministry of Economic Planning and Development (MEPD), Rural

Services Coordination and Training Unit: Population Documenta-

tion and Clearinghouse--This unit would assemble the data-base

required for program coordination and implementation (e.g.

inventories of resources, research findings, data on program

audiences) and would encourage its utilization through a training

program. The project would provide office furniture and

equipment, a vehicle, salaries and housing allowances for staff,

vehicle operating and maintenance costs, office operating costs,

a curriculum preparation workshop, resource materials, and funds

for subcontracts.

(b) MOH, National Family Welfare Center

(i) Motivation of MOH Staff Support for FP. During the

first year, the NFWC would test the impact of a news-

letter about FP for MOH service staff and would produce

a videotape and associated handouts on population and

development, with special reference to health, aimed at

senior MOH staff.

(ii) Strengthening of FP In-clinic and Extension Education.

This activity would consist of four main elements: the

identification of ways to strengthen FP I&E content in MOH
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training programs, the production of support materials

for use by MOH service and health education staff, a

pilot scheme to stimulate local groups to discuss FP

using audio cassettes, and a pilot post-partum education

program. The project would provide equipment, supplies,

two preparatory workshops, and production of materials.

(iii) Mass Media Support for FP Interpersonal Communication.

This would consist of the decentralized use of mass media,

mainly by HEOs and, as such, would be closely coordinated

with the health education component of Part B. The project

would provide funds for local campaigns to publicize the

opening of new SDPs and for such purposes as countering

rumors.

(iv) Production of Mass Media Materials on FP. It is planned to

produce two films on FP and cinema slides giving details

about local FP services and, as an experiment, to use bill-

boards at places frequented by men (e.g. sportsfield).

(c) Family Planning Association of Kenya (FPAK):

(i) Private Medical Practitioners. The project would support

one workshop to be organized by FPAK during the first year

to encourage private doctors to offer FP services.

(ii) I&E Program for Members of Parliament. The FPAK will

organize a workshop to inform MPs about, and to enlist

their support for Kenya's population program.

(iii) Training of Traditional Birth Attendants. Traditional birth

attendants (TBA) still deliver nearly three-fourths of the
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babies in Kenya. This program would eventually train 320 a

year in FP, I&E, improved delivery techniques, and basic

maternal and child health. The project will provide

equipment, vehicles, salaries and housing allowances

for supervisory and training staff, vehicle operating

and maintenance costs, and per diems for trainees and

for field supervision.

(iv) In-service Training in I&E for FPAK Staff. FPAK is the

only NGO in Kenya devoted solely to the promotion of FP.

The project will provide FPAK with funds to conduct in-

service courses in I&E for its own field educators,

senior management, and clerical staff (who have consider-

able contact with the public).

(v) Production of Support Materials for Field Use. The project

would provide for the designs, pre-testing and production

of materials for use by FPAK's field educators.

(vi) Evaluation of On-going I&E Programs. During the first year,

the FPAK would carry out or subcontract evaluations of its

lay educator and youth programs with a view to requesting

the Council to finance expansions of these programs.

(d) Kenya Catholic Secretariat: Family Life Education Program. This

program is designed to increase understanding of the population

problem among Catholics and to educate couples in the ovulation

method of FP, which has been found to be acceptable to Catholic

couples because of its similarity to traditional child spacing
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methods. The project would provide office furniture, office and

audio-visual equipment, a vehicle, salaries and housing

allowances for a small staff, vehicle operation and maintenance

costs, office operating costs, staff development, per diem,

consultants, training materials, and national and regional

workshops to train diocesan leaders, tutors in Catholic paramed-

ical training schools, and laymen in various facets of the

program.

(e) Maendeleo ya Wanawake Organization: Maternal and Child Health/FP

I&E Services. Training in MCH/FP and I&E would be provided for

field staff, leaders, and 10,000 members of Maendeleo ya

Wanawake, the largest women-s organization in Kenya. The project

would provide office furniture, office and audio-visual equip-

ment, vehicles, salaries and housing allowances for staff,

vehicle operating and maintenance costs, office rental and other

operating costs, domestic travel, production of I&E materials,

and an extensive program of training workshops.

(f) National Christian Council of Kenya: Family Life Education

Program. The Council conducts a program of curriculum develop-

ment and training of teachers in family life education methods.

The project would provide office furniture, office and audio-

visual equipment, vehicles, audio-visual and office supplies,

domestic travel, production of materials, and workshops for

tutors in teacher training schools, headmasters of secondary

schools, and officials and leaders at the provincial and district

level.
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(g) Protestant Churches Medical Association: Adolescent Health and

FP I&E Program. The PCMA intends to encourage its members to

reach in- and out-of-school youth in their areas. The project

would provide office furniture, audio-visual and office equip-

ment, a vehicle, salaries and housing allowances for staff,

vehicle operation and maintenance costs, office operating costs,

staff development, domestic travel, consulting services,

production of I&E materials, and workshops and training courses

for heads of participating institutions, headmasters, and

teachers.

(h) Salvation Army: FP I&E Program. The Salvation Army intends to

carry out a program, aimed primarily at men, with the help of

male workers who would be recruited and trained by

trainer/supervisors. Complementary FP services would be

provided, where needed, by Salvation Army health staff. The

project would provide equipment for these services, vehicles,

salaries, incentive payments for nurses, production of guides and

other materials, domestic travel, and training costs.
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Training Courses for Community-Based Health Care Program

Trainees Trainers Duration of Location
Training

a. Staff of District Rural Development Unit Four weeks District
Health Management Teams Staff Headquarters
and district Development
Committee.

b. RHU Staff Teams of three Five days RHFs
(Public health
nurse, public
health officer,
and CO)1 /

c. CHW Trainers Rural Health Four weeks Rural
Training Center Health
Staff Training

Centers

d. CHWs Teams of three Two months Nearby Com-
(CO, ECN and munity Centers
Public Health (e.g. farmers
Technician)2 / training cen-

ters)

e. Members of Community Same as for RHU Five days Same as for
Health Committees staff, assisted CHWs

by staff of Rural
Health Management
teams.

/ Recruited from existing staff of Rural Health Training Centers.
One team for each RHU. Trainers would be selected from existing RHC
staff.
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Project Preparation Facility Advance

1. An advance of US$332,000 equivalent has been granted to the GOK

by IDA from the project preparation facility fund. The activities to be

financed from this advance, the types of expenditures covered and the

estimated costs are specified in the table below.

Activity Types of Expenditures Cost (US$)

a. Finalization of mapping Printing, consulting fees, 45,000
exercise for determination data processing
of locations of project's
rural health facilities
(MOH and NGOs)

b. Finalization of new type Consultant fees, secretarial 72,000
designs for dispensaries assistance
Type I and II and rural
health centers for each of
the four climatic zones

c. Start-up expenditures of Purchase of four cars, purchase 91,000
Support and Training Teams of office equipment, per diem,
(to develop District and travel allowances, miscella-
Provincial Rural Health neous operational costs
Management Teams)

d. Development of the Health Salaries, per diem, travel 8,000
Information System allowances, office supplies,

purchase of three desk calcu-
lators, miscellaneous opera-
tional costs.

e. Non-Governmental Organiza- 61,000
tions (NGOs)
i. NGOs Project Start- Salaries, travel allowances, (25,000)

up expenditures purchase of a car, miscella-
neous operational costs

ii. Preparation of site- Consultant fees and related (36,000)
specific drawings and expenses
detailed cost estimates
for construction work
to be carried out
during the first year
of the project.

f. Initial Project Management Contingencies on (a) to (e) 55,000
Costs and Contingencies above; consultant fees,

miscellaneous operational
expenses

TOTAL 332,000



KENYA INTEGRATED RURAL HEALTH AND FAMILY PLANNING PROJECT
ANNEX 8: PROJECT FIMANCIG PLAN, PART A

(K.Sh. -000s)

Items Absolute Amounts Financed Percentage Financed
Financing Agentl/ Financed 1982/83 1983/84 1984/85 Total 1982/83 1983/84 1984/85 Total

Government All items 11,000 12,000 8,000 31,000 41 29 17 26

IDA 3,000 15,000 30,000 48,000 11 36 62 41

USAID 12,000 12,000 7,000 31,000 44 29 15 26

UNFPA - 3,000 3,000 6,000 - 7 6 5

UK-0DA2 / 1,000 - - 1,000 4 - - 1

TOTAL 00ST PART "A" 27,000 42,000 48,000 117,000 100 100 100 100

1/ Financing of all items in Part A would be on a parallel basis. The specific items to be financed
by each donor and government have been identified at this point for the first project year only.
For the second and third project years, the determination of specific items to be financed by each
of the donors and government will be made at the tihe of the review by donors of the corresponding
annual work plans, also in consultation with council.

2/ UK-ODA also intends simultaneously to provide approximately 500 kits of visual learning aids,
especially designed for semi-literate and illiterate audiences, at a cost of about 100,000.
The kits would cover a wide spectrum of health/FP topics. This component was not included in the
cost estimates of this appraisal report, hence it is not shown here as part of ODA-s contribution
to project financing. However, they are likely to be channeled through one of the implementing 00
agencies of Part A, and would be complementary with other project inputs.
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KENYA INTEGRATED RURAL HEALTH AND FAMILY PLANNING PROJECT
ANNEX 8: PROJECT FINANCING PLAN FOR FIRST YEAR ACTIVITIES, PART A

Agency: Items to be Financedl/

ODA 4.3.1., 4.6.1. and 4.3.2.

USAID 2.1., 2.3., 2.5., 3.1., 3.5.,
3.6., 3.9., 5.1., 5.3., 5.4.,
5.6., 5.7., 6.1., 6.3., 6.4.,
6.7., 6.8., 7.1., 7.7., 7.8.,
7.9., 7.10., 7.11., 7.12.,
7.13., 7.16., and 7.17.

IDA 2.2., 2.4., 3.2., 3.7., 5.2.,
5.5., 6.2., 6.5., 7.2., and
7.14.

Government All remaining items

1/ Code numbers correspond to Annex 1, Part A.



KENYA INIE(RATED RURAL HEALTH AND FAMILY PIANNIM PRJECT
ANNEX 9: PROJECT FINANCIN PLAN, PART B

(K.Sh. 'OOs)

Code Number Percentage
Financing Agent and Description of Item Absolute Anunts Financed 2 / of Item

of Item Financed Financedl/ 1982/83 1983/84 1984/85 Total Financed 3 /

SIDA

1. Construction, Furnishing and Equipping
of three maintenance schools

a. Civil Works 1.7.1. 399 7,681 - 8,080 100%
b. Furniture 2.7.1. - 148 - 148 100%
c. Equipment 3.7.1. - 733 - 733 100%
Subtotal (1) (399) (8,562) - (8,961)

2. Construction, Furnishing and Equipping
of a 165-seat school for Clinical
Officers

a. Civil Works 1.1.1. 1,370 17,484 12,943 31,797 100%

b. Furniture 2.1.1. - 660 2,868 3,528 100%
c. Equipment 3.1.1. - 444 1,905 2,349 100%
Subtotal (2) (1,370) (18,588) (17,716) (37,674)

3. Drugs

Incremental Drug Cost, Rural Health
Services 7.2.1. (6,251) (12,474) (21,587) (40,312) 72%

4. Innovative Activities (Part B) III (3,345) (3,615) (3,870) (10,830) 100%

TOTAL SIDA Financing 11,365 43,239 43,173 97,777

1/ As per detailed cost estimates for Part B (Annex 1).
2/ Includes physical and price contingencies.

/ I.e., ratio of the amount of a given item financed by an agency to the total cost of that item as per a

detailed cost estimates in Annex 1 of Appraisal Report.

0Fh,



KENYA INIEGRAT) RURAL HEALTH AN) FAMIUY PlANNING PRWECT
ANN( 9: POfECf FINANING PIAN, PART B

(K.Sh. '000s)

Code Nunber Percentage
Financing Agent and Description of Item Absolute Amounts Financed of Item

of Item Financed Financed 1982/83 1983/84 1984/85 Total Financed

DANMIA

1. Construction, Furnishing and Equipping of
a 20 0-seat ECN School
a. Civil Works 1.1.2. 1,320 17,636 13,157 32,113 100%
b. Furniture 2.1.2. - 562 2,429 2,991 100%
c. Equipment 3.1.2. - 596 2,557 3,153 100%
Subtotal (1) (1,320) (18,794) (18,143) (38,257)

2. Salaries and Consultant Expenses of MOH's
Drug Managenent Unit

a. Salaries 5.2.1. 1,227 1,555 1,904 4,686 100%
b. Consulting services 5.2.2. 329 363 392 1,084 100%
Subtotal (2) (1,556) (1,918) (2,2%) (5,770)

3. Construction, Furnishing and Equipping of
three maintenance schools

a. Civil Works 1.7.1. 399 7,681 - 8,0M0 100%
b. Furniture 2.7.1. - 148 - 148 100%
c. Equipnent 3.7.1. - 733 - 733 100%
Subtotal (3) (399) (8,562) - (8.961)

4. Improvement of 25 Substandard MDH
Dispensaries

a. Civil Works 1.5.1. 366 124 18,604 19,094 100%
b. Furniture 2.5.4. - - 666 666 100%
c. Equipment 3.5.4. - - 334 334 100%
Subtotal (4) (366) (124) (19,604) (20,094)

02 to



KENYA INIEGRATED RURAL HEALTH AND FAMILY PLANNIN PROJECT

ANNEX 9: PR(1ECT FINANCIN PLAN, PART B

(K.Sh. '000s)

Code Nunber Percentage
Financing Agent and Description of Item Absolute Amounts Financed of Item

of Item Financed Financed 1982/83 1983/84 1984/85 Total Financed

5. Upgrading of 12 MDH Dispensaries Type I to
Dispensaries Type II

a. Civil Works 1.5.2. 213 68 10,389 10,670 100%
b. Furniture 2.5.3. - - 817 817 100%

c. Equipment 3.5.3. - - 418 418 100%

Subtotal (5) (213) (68) (11,624) (11,905)

TOTAL DAN[DA Financing 3,854 29,466 51,667 84,987

USAID

1. In-service FP training of ECNs and 00s
a. Equipment 3.4.1. 56 - - 56 100%

b. Vehicles 4.4.1. 267 - - 267 100%

c. Salaries 5.4.1. 343 382 413 1,138 100%

d. Other Operational Costs 7.4.5., 2,243 2,492 2,700 7,435 100%
7.4.6

TUrAL USAID Financing (Part B) 2,909 2,874 3,113 8,896

0
00



KENYA INIEGRATED RURAL HEALTH AND FAMILY PLANNIN PROJECT
ANNEK 9: PROJECT FINANCING PLAN, PART B

(K.Sh. -000s)

Code Number Percentage
Financing Agent and Description of Item Absolute Amunts Financed of Item

of Item Financed Financed 1982/83 1983/84 1984/85 Total Financed

UNICEF1 /

1. All expenditures in Community-Based Health
Care component except salaries

a. Furniture 2.3.1. 27 - - 27 100%
b. Equipment 3.3.1. 33 - - 33 100/.

c. Vehicles 4.3.1. 394 428 458 1,280 100%
d. Consulting expenses 5.3.2. 653 709 758 2,120 100%
e. Vehicle Operation Costs 6.3.1. 91 402 650 1,143 100%
f. Other Operational Costs 7.3.1. 574 634 1,172 2,380 100%

to

7.3.6. --

TTJO UNICEF Financing 1,772 2,173 3,038 6,983

UK-ODA

1. Twenty-two four-wheel drive cars 4.7.1.,
4 .8.1.(a)] 2,777 1,133 - 3,910 100%
4.10.1., ]
4.10.2., ]
4.10.3. ]

2. Twenty-four ambulances 4.6.4 - 6,600 - 6,600 100%

1/ The figures in this table are based on the program phasing assuned in this appraisal report. o
UNICEF, however, hopes a faster expansion of the program would be feasible. In that event,
UNICEF's contribution wuld amount to about US$1.7 million. 00
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ANNEX 9: PROJECT FINANCING PLAN, PART B

(K.Sh. -000s)

Code Number Percentage

Financing Agent and Description of Item Absolute Amounts Financed of Item

of Item Financed Financed 1982/83 1983/84 1984/85 Total

3. Twenty-fourMotorcycles 4.10.4 552 - 552 100%.

4. Two land Rovers (KCS, PCIA) 460 460 100/1

TOTAL ODA Financing (Part B) 3,789 7,733 - 11,522

00

IDA

1. Upgrading of 25 MDH Dispensaries Type I to

Type IT

a. Civil Works 1.5.2. 358 115 17,453 17,926 80%
b. Furniture 2.5.3. - - 1,545 1,545 90%

c. Equipment 3.5.3. - - 613 613 70%

Subtotal (1) (358) (115) (19,611) (20,048)

2. Construction, Furnishing and Equipping of

new MOH Rural Health Facilities

(One RHC, four Type I dispensaries, and

six staff house units)
a. Civil Works 1.5.3. 89 30 4,455 4,574 80%

1.5.4. 89 30 4,443 4,562 80% n

1.5.5. 25 10 1,271 1,306 80% o
b. Furniture 2.5.2. - - 466 466 90%

2.5.1. - - 400 400 90% 00

2.5.5. - - 80 80 90%

c. Equipment 3.5.2. - - 302 302 70%

3.5.1. - - 186 186 70%

Subtotal (2) (203) (70) (11,603) (11,876)
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ANNEX 9: PROJECT FINANING PLAN, PART B

(K.Sh. '000s)

Code Number Percentage

Financing Agent and Description of Item Absolute Axmunts Financed2 / of Item

of Item Financed Financed 1982/83 1983/84 1984/85 Total Financed3 /

3. Upgrading of thirty NGO Rural Health Facili-

ties to MCH/FP Service Delivery Points

a. Civil Works 1.10.2. - 12,386 7,062 19,448 80%

b. Furniture 2.10.1. - 1,332 760 2,092 90%

c. Equipment 3.10.1. - 291 166 457 70%

Subtotal (3) - (14,009) (7,988) (21,997)

4. Upgrading of three NCO Rural Health Centers

to Rural Health Demonstration Centers

a. Civil Works 1.10.2. - 4,346 2,478 6,824 80%

b. Furniture 2.10.2. - 468 266 734 90%

c. Equipment 3.10.2. - 116 64 180 70%

Subtotal (4) - (4,930) (2,808) (7,738)
0o

5. Upgrading of three NGO Enrolled Nursing

Schools
a. Civil Works 1.10.3. - 3,043 1,734 4,777 80%

b. Furniture 2.10.3. - 326 186 512 90%

c. Equipment 3.10.3. - 294 164 458 70%

Subtotal (5) - (3,663) (2,084) (5,747)

6. Miscellaneous Equipment

a. For Provincial and District Rural

Health Manag-mnt Tea9s 31 3 236 151 161 548 70%

b. For MOH1s Drug Management Unit 3.2.1. 282 104 111 497 70%

c. For conversion of 300 Governmnt Rural

Health Facilities into MCH/FP SDPs 3.4.2. 1,306 1,418 1,518 4,242 70%

d. Office equipment for NFWC 3.4.3. 150 - - 150 70%

e. For HIS, Headquarters 3.8.1. 40 43 21 104 70% O

f. For HIS, Field 3.8.2. 49 - - 49 70%

g. Audiovisual production and utilization oc

equipment for health education 3.9.1. 1,005 - - 1,005 70%

h. For KCS and PCA 160 160 70%

Subtotal (6) (3,228) (1,716) (1,811) (6,755)
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ANNEX 9: PR=JECT FINANCING PIAN, PART B

(K.Sh. '000s)

Code Number Percentage
Financing Agent and Description of Item Absolute Amounts Financed of Item

of Item Financed Financed 1982/83 1983/84 1984/85 Total Financed

7. Vehicles
a. For Department of Advanced Nursing

Two 30-seat buses 4.1.1. 305 - - 305 70%
b. For new 0D school

Two sedans 4.1.2.a - - 253 253 70%
Two 30-seat buses 4.1.2.b - - 354 354 70%
Two 12-seat minibuses 4.1.2.c - - 225 225 70%

c. For new ECN school
Two sedans 4.1.3.a - - 253 253 70%
Four 12-seat minibuses 4.1.3.b - - 450 450 70%

d. For Drug Management Unit
Five sedans 4.2.1. 218 236 126 580 70%

e. For NFWC
Six sedans 4 .4.2.a 654 - - 654 70%
Two four-wheel drive cars 4.4.2.b 356 - - 356 70%

f. For Rural Health Services
Twelve Hundred bicycles 4.6.1. - 1,786 - 1,786 70%
Twenty-four sedans 4.6.3. - 2,838 - 2,838 70%
Four Motorboats 4.6.5. - 2,844 - 2,844
Four sedans for SITs 4.6.6. 435 - - 435 70%
One Hundred and Five Motorcycles 4.6.2 - 2,480 - 2,480 70%

g. For maintenance
Six pickups 4.7.2. - 511 - 511 70%

h. For Health Information System
Two sedans 4.8.1.b 218 - - 218 70%

Subtotal (7) (2,186) (10,695) (1,661) (14,542)

8. Consultant Expenses
a. For Training

One man-year 5.1.8.a 326 354 - 680 100%
b. For NFWC o

Three man-years 5.4.3. 653 709 758 2,120 100%c
c. For transportation management

one-half man-year 5.6.2. 326 - - 326 100/.



KENYA INTEGRATED RURAL HEALTH AND FAMILY PLANNIN PROJECT
ANEX 9: PROJECT FINANCING PLAN, PART B

(K.Sh. 00 0s)

Code Number Percentage
Financing Agent and Description of Item Absolute Anounts Financed of Item

of Item Financed Financed 1982/83 1983/84 1984/85 Total Financed

8. cont-d.

d. For Health Information System
Senior Program Advisor, 2 man-years 5.8.3.a 326 709 379 1,414 100%
Senior Systems Analyst, 2 man-years 5.8.3.b - 709 758 1,467 100%
Local technical assistance, one man-year 5.8.3.c 45 50 54 149 100%

Subtotal (8) (1,676) (2,531) (1,949) (6,156)

9. Salaries and Allowances
a. All salaries and allowances in Part B oc

co
except consultant expenses and items 1
5.2.1. and 5.4.1. 5 (14,604) (27,512) (39,308) (81,424) 90%

Total IDA Financing (Part B) 22,255 65,241 88,823 176,319

OVERMIENT

a. All Part B items not listed above and
residual of items which are not 100%
foreign-financed 14,762 42,856 48,807 106,425

TOTAL ODST PART B 60,706 193,582 238,621 492,909

O
00
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ANNEX 10

SELECTED DOCUMENTS AND DATA AVAILABLE IN THE PROJECT FILE

Section A:

A.1 The Ministry of Health Staffing Structure, by A Gunnarson and B.

Jenny, Nairobi, July 1979. Mimeographed.

A.2 Appraisal Report on the Kenya Expanded Program of Immunization,

Ministry of Health/DANIDA, Nairobi, November 1978. Mimeographed.

A.3 Integration and Relationships of Activities in the Rural Health

Unit, by A. Gadison, S. Ong'ayo and C. Thube, Nairobi, 1979.

Mimeographed.

A.4 Kenya Fertility Survey: Major Highlights, Central Bureau of

Statistics, Ministry of Economic Planning and Development, Nairobi,

1979. Mimeographed.

Section B:

B.1 Consultants' Report for an Information and Education Program on

Population and Development in Kenya, by L. Saunders and P. Mbithi, 2

vols., Nairobi, April 1980. Mimeographed.

B.2 Proposal Document for the Integrated Rural Health and Family Plan-

ning Program, Ministry of Health, Nairobi, July 1980. Mimeographed.

Section C:

C.1 Working Papers of the Appraisal Mission

C.2 Implementation Volume
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CHART 1
Simplified Organization of Rural Health and Family Planning Services in Kenya

Director of Medical
Services, MOH

I
RuralSenior Deputy Director of Medical Services
Development (Also Director of NFWC and RHDP) NFWC

Project (RHDP)

Provincial Medical Officer of Health

_______________ProvincialI__ Hospital
District Medical Officer of Health

District Rural Health District Hospital
Management Team Management Team

RHU RHU RHU District Hospital

World Elank - 22568
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CHART 2
Project Organization

Part A

Office of the Vice-President
and Ministry of Hae Affairs

National Council
of Population arc,

Development

Participating
Ministries

I I

Secretariat
(Project Director-Part A)

II I

Provincial
I Commissioners J --

I I I

District -
Commissioners

World Bank - 22569
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CHART 2
Project Organization

Part B_

Minister of Health

Permanent Secretary

Project

Deputy Secretary. Steering
Planning and Devieapment Director of Medical Services Committee

' D O fedlalerv'Deputy Director. Health EducationChief Nursing Senior Deputy Director of Medical ServiceeuyDretrselt dcto
Officer and Information

II
mam . .. Core MOH Project

Staff (Project * = . .. m .. .. .. ..
. .. s -n ... Director-Part 8)

III I 1II

Planning and Administrative Community Health Health
Implementation NFWC Support Unit Care Development information

Unit Unit Unit

Drug Management
Unit

II
Provincial Health
Administrations I NGOs

II-
I I_

Diatrict Health J L Nurmn priof
oNNaiUnrobitAdministrations 

B 2

World Bank - 22570
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