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Crude Birth Rate:

Crude Death Rate:

Rate of Natural Increase:

Rate of Population Growth:

Infant Mortality Rate:

Total Fertility Rate:

Life Expectancy:

Contraceptive Prevalence
Rate:

GLOSSARY

Number of live births per year per 1,000 popula-
tion.

Number of deaths per year per 1,000 population.

Difference between crude birth and crude death
rates; usually expressed as a percentage.

Rate of natural increase adjusted for (net)
migration, and expressed as a percentage of
the total population in a given year.

Annual number of deaths of infants under 1 year
per 1,000 live births during the same year.

The average number of children that would be
born per woman if she were to live to the end
of her child-bearing years, and bear children
according to a given set of age—specific
fertility rates. The Total Fertility Rate
often serves as an estimate of the average
number of children per family.

Average number of years expected to be lived by
children born in the same year if mortality
rates for each age/sex group remain the same
in the future.

Percentage of married women of reproductive age
group (15-49 years) using some method of
contraception at a given point in time.
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PROJECT PERFORMANCE AUDIT REPORT

KENYA FIRST POPULATION PROJECT
(CREDIT 468-KE)

PREFACE

This report presents the performance audit of the First Population
Project in Kenya, for which a Credit of US$12.0 million was approved on
March 19, 1974. The credit was fully disbursed on December 31, 1979.

The audit report comprises: (a) a Project Performance Audit Memo-
randum (PPAM) prepared by the Operations Evaluation Department (OED); and (b)
a Project Completion Report (PCR) dated January 1981, prepared by the Popula-
tion Health and Nutrition Department (PHN). The PCR incorporates the findings
of a mission which visited Kenya in April 1980 for the preparation of the
second Rural Health and Family Planning Project, as well as the collection of
data for the PCR on the first project.

An OED mission visited Kenya in February 198l. The mission held
discussions with officials of the Ministries of Health and Finance and Plan—
ning, as well as representatives of IPPF, SIDA, UNDP/UNFPA and USAID, and
visited a number of rural health facilities in three different provinces. The
audit memorandum is based on the findings of that mission and a study of the
PCR; the Appraisal Report (No. 266a-KE dated February 20, 1974); the Credit
Agreement (No. 468-KE dated April 1, 1974); and the report of the mid-term
review (No. 1713-KE, datd August 18, 1977). Correspondence with the Borrower
and the other donors and internal Bank memoranda and reports contained in the
project files have also been reviewed, and Bank staff and other individuals
associated with the project have been interviewed.

The audit finds that the PCR covers the project”s main features
and lessons adequately; however, the PPAM elaborates further on the underlying
organization and management issues affecting project strategy, design, imple-
mentation and lesson—learning, matters which are relevant not only to this
project and its successor but to other projects in socially-oriented develop—
ment sectors.

A copy of the draft report was sent to the Government, DANIDA, SIDA,
USAID and UNFPA for comments on April 24, 1981.

The valuable assistance provided by the Government of Kenya, SIDA,
UNDP/UNFPA and USAID and their staff met during the preparation of this report
is gratefully acknowledged.
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PROJECT PERFORMANCE;AUDiT BASIC DATA SHEET

KENYA FIRST POPULATION PROJECT
(CREDIT 468-KE)

KEY PROJECT DATA

Appraisal Actual or
Item Estimate Current Estimate
Total Project Cost (US$ million) 15.4 17.9
Overrun (%) 16.0%
Credit Amount (US$ million) 12.0
Disbursed 100.0%
Dates for Completion of Physical Components
National Family Welfare Center 03/77 03/78
Community Nurse Training Schools 12/77 09/79
Rural Health Demonstration Centers 03/77 03/80
OTHER PROJECT DATA
Original Actual or
Item Plan Revision Current Estimate
First Mention in Files - =
Government’s Application - -
Negotiations i =
Board Approval 03/19/74 - -
Loan Agreement Date 04/01/74 - -
Effectiveness Date 07/31/74 - -
Closing Date _06/30/78 . . 06/30/79 12/31/79
Borrower Government of Kenya
Executing Agency Ministry of Health
Fiscal Year of Borrower July 1 = June 30
Follow—on Project 2nd Population/Health Appraisal

Project 10/80




MISSION DATA

= L =

Interval
Between
Month/ No. of No. of Staff Missions
Item Year Days Persons Days (Months)
Reconnaisance 05/71
Identification
Preparation
Preappraisal
Appraisal 11/12/72 30 8
Total
Supervision I 06/74 7 2
Supervision II 10/74 5 2 4
Supervision III 03/75 10 3 5
Supervision IV 06/75 7 2 3
Supervision V 11/75 12 3 5
Supervision VI 03/76 6 3 4
Supervision VII 09/76 11 4 6
Supervision VIII 04/77 20 4 7
Supervision IX 10/77 i | 6
Supervision X 04/78 14 5 6
Supervision XI 07/78 17 3 3
Supervision XII 12/78 10 3 5
Supervision XIII 03/79 10 i 10 3
Supervision XIV 08/79 19 5 95 5
Supervision XV 12/19 12 1 12 4
COUNTRY EXCHANGE RATES
Name of Currency Kenyan Shilling (K.Sh.)
Appraisal Year Average Exchange Rate: US$L 6.9 K.Sh.
Completion Year Average
(November 1979)/2 Us$1 7.4 K.Sh.

/a In October 1975, the Kenya Shilling was devalued and pegged to the
SDR 1 = K.Sh. 9.66, and the rate vis—a=vis the US dollar has fluctuated

since that time.
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PROJECT PERFORMANCE AUDIT MEMORANDUM

KENYA FIRST POPULATION PROJECT
(CREDIT 468-KE)

HIGHLIGHTS

The goals of the project were to reduce the population growth rate
from 3.3 to 3% and improve the health of mothers and children. The specific
components called for (i) the introduction of full-time maternal and child
health/family planning (MCH/FP) services in about 400 government facilities,
(ii) an extension of those services through the use of 17 mobile teams to some
190 facilities, (iii) the establishment of eight nurse training schools and 30
rural health centers, (iv) training supervisors, family health educators and
field workers, (v) provision of increased capacity within the Ministry of
Health to produce health education materials and (vi) the establishment of a
new organizational unit to plan and support the activities of the program.

In general, the quantitative targets of the program were achieved
but major problems were experienced in providing organizational support and
effective integration of family planning activities with MCH activities.

The primary objective of the project was not achieved. The popula-
tion growth rate rose to 3.9% rather than declining to 3% and the number of
acceptors of family planning services was 310,000 as opposed to the goal of
600,000. The maternal and child ‘health program, however, performed more
satisfactorily than the family planning component.

The following points may be of special interest:

= Government gave priority to rural health and considered family
planning only as part of a maternal and child health program (PPAM
paras. 7-11);

- the plan has been largely prepared by expatriate advisors in the
Ministry of Finance and Planning and has not been extensively
reviewed within the Ministry of Health (PPAM paras. 12-13);

- the new project organizational unit was never provided with the
staff required to fulfill its function (PPAM para. 25); and

&= weakness in evaluation and research left the project with an inade-
quate internal system for learning where its strategies, structure
and operating systems needed to be revised (PPAM para. 28).



- PROJECT PERFORMANCE AUDIT MEMORANDUM

KENYA FIRST POPULATION PROJECT
(CREDIT 468-KE)

I. SUMMARY

1. From late 1969 to 1973 the Bank participated in negotiations with
the Govermment of Kenya (GOK) and seven international donors to develop a
five-year program (1974-79) for family planning that would be integrated with
maternal and child health care. The goals of the program were to reduce the
population growth rate from 3.3 to 3% and improve the health of mothers and
children. The strategy developed was to remedy what was perceived as the
principal constraint, lack of trained paramedical staff. The specific compo—-
nents of the plan called for: (a) the introduction of full-time maternal and
child health/family planning (MCH/FP) services in over 400 government health
facilities; (b) an extension of those services through the use of 17 mobile
teams to some 190 facilities without staff trained in FP; (c) the establish-
ment of eight enrolled community nurse (ECN) training schools and 30 asso-
ciated rural health centers; (d) training, and establishing a new class of
supervisors for, 600 ECN’s; (e) introduction and training of a new class of
field workers, family health field educators (FHFE's) and their supervisors;
(f) provision of increased capacity within the Ministry of Health (MOH) to
produce health education materials; and (g) the establishment of a new organi-
zational unit the National Family Welfare Centre (NFWC), to plan and support
the activities of the MCH/FP program.

2. The total cost of the plan was estimated at $38.8 million. It was
to be financed in part (32%) by the GOK and in part by seven donors: 1IDA,
UNFPA, SIDA, USAID, DANIDA, the Federal Republic of Germany, and ODA. The IDA
credit of $12 million financed mainly the physical infrastructure.

3. In general the quantitative targets of the program were achieved.
By the end of 1979, 90%Z of the service delivery points had been established.
The mobile teams were severely delayed in operation and not deployed till
1978. The target for nurse training was increased from 600 to 1,000, and 950
actually received the FP training, but, many of those trained were deployed
where their training could not be utilized.

4, Ma jor problems were experienced in providing organizational support
and effective integration of family planning activities with MCH activities.
The NFWC was never provided with the staff required to fulfill its function.
Though FHFE’s were trained in sufficient numbers, 750 versus a planned 800,
they were inadequately supervised and supported, and their performance was
poor relative to the provision of clinical MCH services. A new building
provided for the Health Education Unit (HEU) was completed by mid 1977 but not
occupied till late 1979. The Information and Education (I&E) activities of
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the NFWC were not well managed. The pianned resources were merged with those
of the HEU and diverted to more general purposes. Some progress was made in
I&E activities in 1979.

5. Evaluation and Research provided some useful statistics and reports
but failed to provide the monitoring and evaluation function necessary for
management and redesign of the program. The establishment of the Population
and Research Center at the University of Nairobi to provide demographic
research in support of the program did not achieve its objectives and had
little impact on implementation of the project.

6. The primary objective of the project was not achieved. The popula=-
tion growth rate rose to a startling 3.9% rather than declining to the 3.0%
hoped for. The number of acceptors of family planning services was 310,000 as
opposed to the revised goal of 450,000, which had already been reduced from
600,000. The project was not designed in a way that adequate information was
available to explain the shortfalls, thus valuable opportunities for learning
were lost. The MCH component performed much more satisfactorily than the FP
component; between 65-75% of pregnant women were being reached by the program
by the end of 1979. The success of the program, however, was inhibited by
bottlenecks in training due to the takeover of an IDA-financed nurse-trainees’
dormitory at the NFWC by medical students, severely limiting the number of
in-service FP training opportunities; by the failure of the drug supply system
to keep rural health facilities stocked; and by the diversion of project=-
financed transport to more general services.

ITI. COMMITMENT TO PROJECT PURPOSES

Ts An evaluation of the successes and failures of the First Popula=-
tion Project requires an interpretation of the relative weight given to its
two major components, MCH and FP. From initial conception of the project
through preparation, appraisal and implementation, the major stakeholders (the
donors, the Ministry of Finance and Planning (MOF&P), the MOH, NGO“s, provin-
cial and district staff, politicians, and the intended beneficiaries) held
widely differing levels of commitment to the two parts. A successful process
of design would have required that the differing levels of commitment be
understood and accurately perceived by each of the stakeholders and that a
means be found that would satisfy the proposed stake each had in the project
outcomes. Many of the problems of design and implementation can be traced to
the inappropriateness of the fit between project strategy and structure and
the relative commitment of the stakeholders to the two major components.

8. As early as October 1967 the GOK demonstrated its relative lack of
commitment to family planning by disbanding the interministerial Family
Planning Council and relegating control of the Govermment’s family planning
effort to the MOH. At that time the primary commitment to family planning
came from the private sector. The Family Planning Association of Kenya (FPAK)



-

had such a strong commitment that the government could not successfully
compete with it in hiring the best qualified Kenyans to run its own programs.
The international donors were also strongly committed to FP and provided the
country with its major source of expertise. So strong was the donors’ commit-
ment that some felt they created undesirable competition in their effort to
assist the Govermment.

9. From the earliest days of project conception in 1969, the Kenyan
Government made it clear that its primary interest was rural health and
that it would only consider family planning as part of a maternal and child
health program. The MOF&P took the early lead in negotiating with the Bank
and at that time saw more clearly the economic necessity of family planning
than did the other ministries. It was also clear that the Kenyan population,
especially the 90Z living outside of the urban areas, was not in favor of
family planning. A 1968 survey covering the six largest tribes revealed a
high ideal family size of six children, only slightly less than the 6.8
actually achieved. The survey did, however, also indicate a positive corre-
lation between improvements in education and improved living standards and
interest in family planning.

10. The theme of population and its critical relationship to economic
growth was stressed strongly in Mr. McNamara’s September 1968 address to the
Board of Governors. The address was followed by the establishment of the
Population Projects Department within CPS in the Fall of 1969. The new
department was under considerable pressure to produce projects. By the time
of preparation of the Kenya project, it had assembled a staff of approximately
10 professionals, most of whom were unfamiliar with Bank procedures. They
faced additional difficulties of dealing with a "soft" sector and found
dialogue with Bank economists frustrating. Their organizationmal position in
CPS also weakened them in their relationship with the Regions. The department
had worked on several projects; however, these were not regarded as making the
kind of impact envisaged by the Bank. In preparing the Kenya project, the
first large multi-donor project and the first population project ever in
sub-Saharan Africa, the staff were under tremendous pressure to produce a
"bankable project". '

11. During preparation the differences of priority attached to the
two components became more evident as specific proposals for project design
began to take shape. The Bank supported the GOK’s position, giving priority
to the MCH component. The UNFPA and USAID objected that the emerging strat-
egy, with its massive assistance for construction of rural health facilities
and training schools, would slow down the implementation of family planning
activities and provide only modest returns in terms of reducing the rate of
population increase at very high cost. The difference of viewpoint helped
fuel a struggle between the UNFPA and the Bank for the prime coordinating role
relative to the other donors. The role was ultimately assigned to the World
Bank. The difference, however, probably influenced the Bank’s choice of
tactics for completing the appraisal report. It declined to mount a joint
appraisal by all the donors because:
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"past experience has shown that the technical quality of reports has
suffered from having various agencies who tend to press for their
agencies’ interests rather than the technical quality....The mission
will be comprised of impartial experts and will have a low profile
given existing political sensitivities."Ll/

III. THE CHOICE OF STRATEGY AND STRUCTURE

12 The choice of project strategy was influenced by the process and
outcome of the struggle to determine the relative priority of the MCH and
FP components. As the struggle continued up to the time of the appraisal
mission, a factor of time pressure was added to the negotiations. A five-year
family planning program provided the vehicle for the discussions of strategy.
The plan was sponsored by the MOF&P and the MOH. It was cross—sectoral in
nature and included an integrated plan for the development of manpower for a
range of rural health services. The plan had been largely prepared by expa-
triate advisors in the MOF&P and had not been extensively reviewed within the
MOH in the context of the overall development of health services in Kenya.

13. The Bank mission reviewed the plan as part of its appraisal mission
in December 1972. The problem the mission faced was to design a strategy that
would reconcile the MCH services and construction of facilities favored by the
MOH with its own mandate as the Population Projects Department and the family
planning mandates of the key contributors. The strategy it chose was to
concentrate on removing what was then perceived as the key constraint to
improved MCH/FP services: the shortage of trained paramedical staff. It
concentrated more on the supply of services than on stimulating demand. Its
key elements were: staffing 450 service points, recruiting new acceptors,
establishing an organizational center to spearhead a national program and
providing it with functional support, increasing information and education
activities and providing research and evaluation.

14. The GOK was disappointed with the proposal because it only provided
enough physical facilities to keep pace with the rate of training provided by
the program itself. The WHO criticized the plan for its lack of emphasis on
rural health services and its excessive concern with population growth reduc-
tion. The UNFPA felt that it did not sufficiently reflect and build on many
of the related health activities already ongoing in the country. The program
was too expensive and was really a health program "masquerading" as a popula-
tion project. The USAID felt that the program lacked appropriate emphasis on
the organizational and management constraints within the MOH that would be
likely to hamper the implementation of the project.

1/ Internal Bank memorandum, September 27, 1972. Underlining added by the
audit.
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15. Pressed for time, the Bank felt that it would be. impossible to
develop or study any radically different approaches without delaying the
appraisal. It incorporated what suggestions were feasible and agreed with the
GOK to proceed with the modified appraisal report, if necessary, without the
support of the dissident donors.

16. The difficulties experienced in developing a common strategy were
equally manifest in the choice of organizational form to implement the proj-
ect. Up until 1970 family planning activities and rural health services had
been conducted under the decentralized control of the County Councils. At the
time of project preparation the MOH had still not developed, institutionally,
an ability to handle large projects that demanded centralized control. The
centerpiece of the proposed organizational strategy was the creation of a
unit within the MOH that would spear-head the formulation and implementation
of the family planning component of the project. It was initially referred to
as the National Family Planning Center, but under the influence of political
sensitivity and the integrated MCH/FP strategy became the National Family
Welfare Center. It was to be housed in the new Kenyatta National Medical
Center and, in addition to an administrative unit, would accommodate four
functional support wunits: Clinical Services, Information and Education,
Training, and Evaluation and Research. Physical facilities would include a
dormitory for FP trainees, a family planning clinic and a Health Education
Unit (AEU) for production of family planning educational materials.

17. It was hoped that the special status imparted to the NFWC through
external project funding would enable it to overcome the major barriers
facing implementation of such a program within the MOH, shortage of skilled
managerial staff and procedural constraints. The Director of Medical Services
in the MOH would oversee the program and head an Advisory Working Committee to
formulate policy and coordinate with participating agencies. Three advisory
sub—committees would provide the working committee with program support in the
areas of training, research and information. The NFWC would also closely
coordinate its activities with a Project Construction Unit established within
the MOH and with the new HEU. Details of_ how this  coordination would be
achieved were left unspecified. What is clear is that the NFWC’s primary
role was to support the family planning activities of the integrated MCH/FP
strategy. The evaluation and research were to provide the fundamental intel-
ligence for FP training and provision of clinical FP services and information
and education were to support service delivery by generating a climate of
opinion favorable to family planning and to provide prospective users with
operationally relevant information on the services and how to use them. The

construction component would primarily serve the interests of general rural
health and MCH.

18. The organizational linkage between the intelligence and training
resources provided by the NFWC and the physical and human nursing resources
provided by the MOH was the offices of the provincial and district medical
staff (see Chart I). Unfortunately the staff had not been very much involved
in the project design process and by inclination did not tend to give family
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planning activities a high priority. The nurses’ organization was most
closely integrated with the project’s purpose through the training and super—
vision of community nurses. The initial plan called for the 46 registered
public health nurses trained as Provincial and District Nurse Trainer/Super-
visors (NT/S) to report to the head of the Clinical Services Division in the
NFWC. The Chief Nursing Officer (CNO), reflecting the general political mood
of the country, was not favorably disposed to give family planning activities
a high priority in relation to general nursing duties, nor was she favorably
disposed to the degree of power sharing suggested by the proposed organiza-
tional arrangements. Her opposition eventually resulted in the disappearance
of NT/S’s as a separate cadre (they were merged with the District and Provin-
cial Public Health Nurses).

19. A parallel organization was planned to supervise the family planning
field workers, a Provincial Family Health Officer as a counterpart to the
Provincial Nursing Officer and a District Field Officer equivalent to the
District Nurse Trainer. The proposed compensation for these positions and for
the new category of FHFE, had been based on that paid by the FPAK. Unfortu-
nately this created a disparity with nurses’ salaries and added to the diffi-
culties of the family planning specialists.

20. The organizational strategy for family planning, in summary, relied
on strong vertical integration through the provincial and district medical
offices and strong lateral coordination with the nursing organization and the
HEU, with interministerial coordination provided by the committees. It
failed to supply linkages to external sources of support for family planning
activities, e.g. the MOF&P and the NGO's. Its design relied heavily on the
MOH where the commitment to family planning was not very strong.

IV. IMPLEMENTATION

21. Staffing. The organizational strategy depended on the NFWC to
rapidly accelerate the normal rate of FP activity within the MOH in order to
move the project forward. The Credit Agreement called for appointment of all
key staff within 90 days of project start-up. Six months after start-up,
however, none of the four division heads of the NFWC had been appointed.
During the life of the project the NFWC never had a full-time Director nor
full-time head of the I&E division. No Kenyan head was ever found to run the
research and evaluation unit, which was run by a relatively junior UNFPA
advisor. There was considerable delay in appointing a program advisor. The
GOK preferred a Kenyan, but none could be found with the necessary experience
of running a family planning program. The most serious effect on the project
came from the lack of a full-time, relatively independent director. As a
result, the NFWC never managed to obtain the degree of autonomy or influence
necessary to carry out the role envisaged, and the principal task of directing
NFWC activities fell to the deputy directors, who were changed three times
during the life of the project and themselves received little support.
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22, The current (February 1981) state of staffing is reflected in
Chart II. There is no operating clinical division. The public health nurse
who was supposed to be assigned to assist the head of the division was never
transferred from the office of the CNO in the MOH to the NFWC. The physician
who headed the division was transferred due to illness and never replaced.
There are no heads for any of the other three functional support areas, and
the administrative unit has no professional staff.

23. Support Functions. The second part of the strategy required the
NFWC to develop the intelligence and support systems necessary for the train-
ing and service activities of the clinical group. Unlike the provision of
physical facilities, which requires a relatively simple implementation strat-
egy, the provision of intelligence and support activities required a rela-
tively sophisticated adaptive strategy. Little was known about fertility
determinants in the Kenyan context, or about methods to use in the different
local contexts to persuade Kenyans to adopt family planning practices. For
planning purposes models drawn from the Asian context had been employed. Both
targets and choice of strategy were based on assumptions that required test-
ing. Major revisions in strategy and tactics should have been expected and
planned for. The GOK was not in favor of a pilot project approach, but little
attention was given to developing a variety of implementation strategies to
foster and accelerate the amount of required learning. For example, the
need for information about fertility determinants was identified, and a
Population Study and Research Center was established in the University of
Nairobi to carry out relevant studies. Due to internal difficulties within
the University, however, the studies did not materialize during the life of
the project, and no serious alternatives were developed to obtain this essen-
tial information.

24, The evaluation and research unit, though operating without a head,
managed to produce a number of useful studies and sets of statistics. It did
not provide the management information system envisaged in planning. The
project was left without the information necessary to test the assumptions
on the basis of which it was designed, and the insights necessary to revise
its strategies, structure and operating systems.

25. The I&E division and the HEU throughout the life of the project
were never able to adequately differentiate their roles. The I&E division
thus never developed a strategy backed by an action plan that was implemented.
Mid-way through the project the Bank, in particular, gave very detailed
assistance to the I&E division in drawing up a plan of action, but it was
never followed through. The two major successes of I&E were not even envis-
aged in the original design. The division, with considerable help from the
Institute of Adult Education, undertook the training of the family planning
field workers, a role originally envisaged for the training division. It also
mounted a series of seminars to communicate to, and motivate, the provincial
and district medical and clinical officers. Evidence indicates that these
seminars were successful in gaining acceptance of the concept of integrating
MCA and FP activities but not necessarily in gaining the active support and
cooperation of the medical officers for the FP component. This is probably
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best evidenced by the officers’ lack of -support in freeing transportation
allocated to the FP program for use by field supervisors. The HEU, sharing
the same manager as the I&E division, suffered from similar problems. 50% of
its resources were meant to be devoted to producing materials for the program;
however, general health priorities tended to supercede those of FP.

26. The training division found it impractical to carry out its original
mandate to provide all short and long term basic and in-service training. The
responsibility had to be shared with several other divisions of NFWC and other
organizations. The confusion of priorities attached to the MCH and FP compo-
nents had its effect also in the training of field workers. The trainers were
originally unclear about the kind of worker they wanted to produce, how much
MCH versus FP. It took till 1977 for the trainers to develop their own
clarity based on feedback from early intakes. In spite of the difficulties of
role clarity and lack of informational support the result of the training can
be seen as one of the highlights of the project. This is particularly true of
the training of NT/S’s, whose numbers exceeded those estimated by a consider-
able margin. The success of this training effort has been hampered by the
failure of the Director of the NFWC to negotiate an agreement with the CNO on
deployment of FP-trained nurses. Many are posted to units which do not make
use of their training. Similarly the failure of the NFWC director or the
Ministry of Health to intervene to restore the project-financed dormitory
facilities to the in-service FP trainees at the NFWC after their unlawful
takeover by medical students has caused a serious bottleneck in the flow of
training recruits, due to the difficulty of finding alternative accommodation
in hotels, etc. At the end of the project, in service training of clinical
officers, essential to the effective supervision of field workers, had not yet
begun.

27. Clinical services.  The strategy of combining MCH/FP at service
delivery points has worked well. The quantity of service provided has approx-
imated planned levels but the quality is hampered by lack of supervision,
failure of the material supply system, and lack of transport. The CNO never
relinquished control of the NT/S’s to the .clinical services division, nor
did the public health nurse chosen to assist the head of the division ever
transfer to an office in NFWC. In general the impact of the FP component at
the service delivery points has been much less than that of the MCH component.
Although 42% of all married women had heard of family planning services, less
than 6% actually visited one in the surveyed period (12 months), while 65-75%
of all pregnant women were being reached by the MCH program.

V. MANAGEMENT INFORMATION

28. Weaknesses in the evaluation and research division left the project
with an inadequate internal system for learning where its strategies, struc—
ture and operating systems needed to be revised. The provision of such
information was, by default, left to an external mechanism, the supervision



2 et e

missions of the donors, and in pafficular the mid-term review. As few GOK or
MOH officials were involved directly in either the supervision or mid-term
review, the donors were left with the same problem they faced in initiating
the original design process — how to translate their learning into actions
that had the genuine commitment of the relevant Kenyan officials. The lack of
an effective internal learning system caused the donors as a result of the
mid-term review to miscalculate the strength of the program. At the time of
the review the program was going as well as it had ever been. The program
advisor was in place and had developed an effective team including an effec-
tive deputy director and several other key staff in the NFWC. However, the
basic problems of commitment had not been solved. The evaluation team foresaw
an increase in influence for the NFWC. This failed to materialize. The
program advisor left and was not replaced; the deputy director was transferred
along with the other key staff. To correct the fundamental problems would
have taken strong intervention from outside of the MOH. The Ministry of
Finance and Planning had no active role in the project. The internmational
donors, if well coordinated, might have been able to bring about such an
intervention, but their position had been weakened by the internecine struggle
over project priorities. As the second project is being appraised, the same
fundamental problems remain: how to design a project that has the genuine
commitment and support of the most influential officials of the Ministry of
Health; how to develop a learning process within the MOH that will enable it
to increase its capacity to manage its own staff and resources more effec-
tively. Considerable learning from the first project has been incorporated in
the design of the second. This time the other donors have been involved in a
joint appraisal, allowing the diversity of their knowledge and experience to
enrich the design process. Greater emphasis has been placed on management of
the external environment of the project by involving more ministries and
private organizations in the project. There has been a wider participation of
MOH officials in the gathering of information, if not in the decision—making
process, which has involved mainly senior-level MOH managers in Nairobi.

Z29. Information and education activities, designed to stimulate demand
for FP services, have been given much greater emphasis in the second project,
and a stronger differentiation has been made between MCH and FP activities and
their organization. The need for more powerful support for family planning
activities has been recognized by the proposal of a National Council on
Population Development. The Council would be placed in the President’s Office
and would include members of participating ministries and NGOs. It would have
budget approval powers over I&E spending.

30. Three of the organization issues raised in the first project still
appear to require more attention in the design of the second, however: (i)
clarity of the role of the NFWC and reasons for the continuing lack of support
for its activities, (ii) the lack of commitment and support for FP program
activities from key officials of the MOH, and (iii) the management capacity of
the MOH to implement the much larger planned program. The Population, Health
and Nutrition Projects Department does not agree with this particular finding
of the audit, but believes that enough attention has been given to these
issues in the appraisal of the second project. _OED does not share in this
belief.



The Bank’s Role

31. The technical assistance role of the Bank in the design of the
project was well appreciated both by the GOK and other donors. Its role on
supervision missions was regarded as very professional and considerate. A
less obvious function the Bank performed was that of a third party to facili-
tate negotiations during design, implementation and evaluation between the
GOK and the other donors. This role was particularly important due to the
multi-purpose, multi-donor nature of the project. The Bank performed this
role best during the early stages of identification and preparation and during
the mid-term evaluation. It performed it less well during the appraisal
process. Apparently, norms of technical efficiency and internal Bank time
pressures to produce a significant population project influenced Bank staff to
press for rapid agreement and firm decision making inconsistent with the long
term uncertain nature of the family planning components of the project. The
primary effect was for undue emphasis to be placed on the technical, quantifi-
able elements of the project and too little on the institutional objective:
i.e., developing a process of commitment, adaptive planning and learning.

VI. CONCLUSIONS

32 Most of the problems of project design and implementation can be
traced to the differing levels of commitment on the part of the major stake-
holders to the two project components, MCH and FP. Developing a consensus on
project priorities took so long that the Bank felt pressured to move ahead
with a project design that had not adequately involved the nursing organiza-
tion, the provincial and district staff, other ministries; NGOs and possibly
the other international donors themselves.

33. Due to the concern among the Kenyans about generating excessive
visibility for the FP program, the design concentrated heavily on providing
inputs for the supply of services and gave much less attention to the demand
constraints. As it turned out, achieving the targeted reduction in population
growth required a strategy to increase demand. The provision of services made
an easier project to fund and manage, however, compared to the more abstract
and uncertain task of assessing fertility determinants and developing appro-
priate mixes of strategies to deal with the findings.

34. Even given the chosen strategy, insufficient attention was given to
institutional and management constraints. Early indications were available of
the kinds of problems likely to be encountered, but it was felt that the
project would be unduly delayed if they were studied. In setting up the NFWC
as the centerpiece for project implementation the designers either under-
estimated the resistance it would create within the MOH or overestimated the
amount of influence the NFWC would be able to wield. The design allowed for
an appropriate degree of integration of MCH and FP activities at the service
delivery points. It also planned for reasonable differentiation at the
national level. However, it did not work out an appropriate mix at the
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intermediate provincial and district levels. The nursing organization, which
was very strongly controlled, was thus able to see that its interests were
taken care of, but family planning activities never became an effectively
integrated part of the provincial and district organization. The NFWC never
became adequately linked to its institutional environment and thus lost
potential means of support and influence. It was never provided with, or was
shorn of, essential resources such as staff, buildings and vehicles; until at
the end of the project it is no longer a viable organization for directing
national population effort.

35. The relative successes of the project, on the supply side, are well
documented in the completion report. Quantitatively, the project achieved
most of its comstruction and training targets. The program has increased the
awareness of the need for family planning both within the Govermment and
outside. It has provided a physical and human resource base with which to
supply services; however, it has not provided either the intelligence or the
organizational means with which to effectively use those resources.
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Crude Birth Rate:

Crude Death Rate:

Rate of Natural Increase:

Rate of Population Growth:

Infant Mortality Rate:

Total Fertility Rate:

Life Expectancy:

Contraceptive Prevalence
Rate:

GLOSSARY

Number of live births per year per 1,000 popula-
tion.

Number of deaths per year per 1,000 population.

Difference between crude birth and crude death
rates; usually expressed as a percentage.

Rate of natural increase adjusted for (met)
migration, and expressed as a percentage of
the total population in a given year.

Annual number of deaths of infants under 1 year
per 1,000 live births during the same year.

The average number of children that would be
born per woman if she were to live to the end
of her child-bearing years, and bear children
according to a given set of age-specific
fertility rates. The Total Fertility Rate
often serves as an estimate of the average
number of children per family.

Average number of years expected to be lived by
children born in the same year if mortality

rates for each age/sex group remain the same
in the future.

Percentage of married women of reproductive age
group (15-49 years) using some method of
contraception at a given point in time.



PROJECT PERFORMANCE AUDIT REPORT

KENYA FIRST POPULATION PROJECT
(CREDIT 468-KE)

PREFACE

This report presents the performance audit of the First Population
Project in Kenya, for which a Credit of US$12.0 million was approved on
March 19, 1974. The credit was fully disbursed on December 31, 1979.

The audit report comprises: (a) a Project Performance Audit Memo-
randum (PPAM) prepared by the Operations Evaluation Department (OED); and (b)
a Project Completion Report (PCR) dated January 1981, prepared by the Popula-
tion Health and Nutrition Department (PHN). The PCR incorporates the findings
of a mission which visited Kenya in April 1980 for the preparation of the
second Rural Health and Family Planning Project, as well as the collection of
data for the PCR on the first project.

An OED mission visited Kenya in February 1981. The mission held
discussions with officials of the Ministries of Health and Finance and Planning,
as well as representatives of IPPF, SIDA, UNDP/UNFPA and USAID, and visited
a number of rural health facilities in three different provinces. The audit
memorandum is based on the findings of that mission and a study of the PCR;
the Appraisal Report (No. 266a-KE dated February 20, 1974); the Credit Agree-
ment (No. 468-KE dated April 1, 1974); and the report of the mid-term review
(No. 1713-KE, datd August 18, 1977). Correspondence with the Borrower and the
other donors and internal Bank memoranda and reports contained in the project

files have also been reviewed, and Bank staff and other individuals associated

with the project have been interviewed.



...ii_

The audit finds that the PCR covers the project”s main features
and lessons adequately; however, the PPAM elaborates further on the underlying
organization and management issues affecting project strategy, design, imple-
mentation and lesson-learning, matters which are relevant not only to this
project and its successor but to other projects in socially-oriented develop-
ment sectors.

The valuable assistance provided by the Government of Kenya, SIDA,
UNDP/UNFPA and USAID and their staff met during the preparation of this report

is gratefully acknowledged.
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PROJECT PERFORMANCE AUDIT BASIC DATA SHEET

KENYA FIRST POPULATION PROJECT
(CREDIT 468-KE)

KEY PROJECT DATA

Appraisal Actual or
Item Estimate Current Estimate
Total Project Cost (US$ million) 15.4 17.9
Overrun (%) 16.07%
Credit Amount (US$ million) 12.0
Disbursed 100.0%
Dates for Completion of Physical Components
National Family Welfare Center 03/77 03/78
Community Nurse Training Schools 12/77 09/79
Rural Health Demonstration Centers 03/77 03/80
OTHER PROJECT DATA
Original Actual or
Item Plan Revision Current Estimate
First Mention in Files - -
Government”s Application ~ -
Negotiations = =
Board Approval 03/19/74 - -
Loan Agreement Date 04/01/74 - -
Effectiveness Date 07/31/74 - -
Closing Date 06/30/78 06/30/79 12/31/79
Borrower Government of Kenya
Executing Agency Ministry of Health
Fiscal Year of Borrower July 1 = June 30
Follow-on Project 2nd Population/Health Appraisal

Project 10/78




MISSTION DATA
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Interval
Between
Month/ No. of No. of Staff Missions
Item Year Days Persons Days (Months)
Reconnaisance 05/71
Identification
Preparation
Preappraisal
Appraisal 11/12/72 30 8
Total
Supervision I 06/74 7 )
Supervision II 10/74 5 2 4
Supervision III 03/75 10 3 5
Supervision IV 06/75 7 2 3
Supervision V 11/75 12 3 5
Supervision VI 03/76 6 3 4
Supervision VII 09/76 11 4 6
Supervision VIII 04 /77 20 4 7
Supervision IX 10/77 7 1 6
Supervision X 04/78 14 5 6
Supervision XI 07/78 17 3 3
Supervision XII 12/78 10 3 5
Supervision XIII 03/79 10 10 3
Supervision XIV 08/79 19 5 95 5
Supervision XV 12/79 12 3 12 4
COUNTRY EXCHANGE RATES
Name of Currency Kenyan Shilling (K.Sh.)
Appraisal Year Average Exchange Rate: USS1 = 6.9 K.Sh.
Completion Year Average
(November 1979)/2 US§1 = 7.4 K.Sh.

/a  In October 1975, the Kenya Shilling was devalued and pegged to the
SDR 1 = K.Sh. 9.66, and the rate vis—a-vis the US dollar has fluctuated

since that time.



PROJECT PERFORMANCE AUDIT MEMORANDUM

KENYA FIRST POPULATION PROJECT
(CREDIT 468-KE)

I. SUMMARY

j From late 1969 to 1973 the Bank participated in negotiations with

the Government of Kenya (GOK) and seven international donors to develop a
five-year program (1974-79) for family planning that would be integrated with
maternal and child health care. The goals of the program were to reduce the
population growth rate from 3.3 to 3% and improve the health of mothers and
children. The strategy developed was to remedy what was perceived as the
principal constraint, lack of trained paramedical staff. The specific compo-
nents of the plan called for: (a) the introduction of full-time maternal and
child health/family planning (MCH/FP) services in over 400 government health
facilities; (b) an extension of those services through the use of 17 mobile
teams to some 190 facilities without staff trained in FP; (c) the establishment
of eight enrolled community nurse (ECN) training schools and 30 associated
rural health centers; (d) training, and establishing a new class of supervisors
for, 600 ECN"s; (e) introduction and training of a new class of field workers,
family health field educators (FHFE"s) and their supervisors; (f) provision of
increased capacity within the Ministry of Health (MOH) to produce health
education materials; and (g) the establishment of a new organizational unit,
the National Family Welfare Centre (NFWC), to plan and support the activities

of the MCH/FP program.



24 The total cost of the plan was estimated at $38.8 million. It was
to be financed in part (32%) by the GOK and in part by seven donors: 1IDA,
UNFPA, SIDA, USAID, DANIDA, the Federal Republic of Germany, and ODA. The IDA
credit of $12 million financed mainly the physical infrastructure.

3. In general the quantitative targets of the program were achieved.
By the end of 1979, 90% of the service delivery points had been established.
The mobile teams were severely delayed in operation and not deployed till
1978. The target for nurse training was increased from 600 to 1,000, and 950
actually received the FP training, but, many of those trained were deployed
where their training could not be utilized.

4. Major problems were experienced in providing organizational support
and effective integration of family planning activities with MCH activities.
The NFWC was never provided with the staff required to fulfill its function.
Though FHFE s were trained in sufficient numbers, 750 versus a planned 800,
they were inadequately supervised and supported, and their performance was
poor relative to the provision of clinical MCH services. A new building
provided for the Health Education Unit (HEU) was completed by mid 1977 but not
occupied till late 1979. The Information and Education (I&E) activities of
the NFWC were not well managed. The planned resources were merged with those
of the HEU and diverted to more general purposes. Some progress was made in
I&E activities in 1979.

55 Evaluation and Research provided some useful statistics and reports
but failed to provide the monitoring and evaluation function necessary for
management and redesign of the program. The establishment of the Population

and Research Center at the University of Nairobi to provide demographic
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research in support of the program did not achieve its objectives and had
little impact on implementation of the project.

6. The primary objective of the project was not achieved. The popula-
tion growth rate rose to a startling 3.9% rather than declining to the 3.0%
hoped for. The number of acceptors of family planning services was 310,000 as
opposed to the revised goal of 450,000, which had already been reduced from
600,000. The project was not designed in a way that adequate information was
available to explain the shortfalls, thus valuable opportunities for learning
were lost. The MCH component performed much more satisfactorily than the FP
component; between 65-75% of pregnant women were being reached by the program
by the end of 1979. The success of the program, however, was inhibited by
bottlenecks in training due to the takeover of an IDA-financed nurse-trainees”
dormitory at the NFWC by medical students, severely limiting the number of
in-service FP training opportunities; by the failure of the drug supply system
to keep rural health facilities stocked; and by the diversion of project-

financed transport to more general services.
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IT. COMMITMENT TO PROJECT PURPOSES

T An evaluation of the successes and failures of the First Popula-
tion Project requires an interpretation of the relative weight given to its
two major components, MCH and FP. From initial conception of the project
through preparation, appraisal and implementation, the major stakeholders (the
donors, the Ministry of Finance and Planning (MOF&P), the MOH, NGO“s, provincial
and district staff, politicians, and the intended beneficiaries) held widely
differing levels of commitment to the two parts. A successful process of
design would have required that the differing levels of commitment be under-
stood and accurately perceived by each of the stakeholders and that a means be
found that would satisfy the proposed stake each had in the project outcomes.
Many of the problems of design and implementation can be traced to the inappro-
priateness of the fit between project strategy and structure and the relative
commi tment of the stakeholders to the two major components.

8. As early as October 1967 the GOK demonstrated its relative lack of
commitment to family planning by disbanding the interministerial Family
Planning Council and relegating control of the Government”s family planning
effort to the MOH. At that time the primary commitment to family planning
came from the private sector. The Family Planning Association of Kenya (FPAK)
had such a strong commitment that the government could not successfully
compete with it in hiring the best qualified Kenyans to run its own programs.
The international donors were also strongly committed to FP and provided the
country with its major source of expertise. So strong was the donors” commit-
ment that some felt they created undesirable competition in their effort to

assist the Government.
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9. From the earliest days of project conception in 1969, the Kenyan
Government made it clear that its primary interest was rural health and

that it would only consider family planning as part of a maternal and child
health program. The MOF&P took the early lead in negotiating with the Bank
and at that time saw more clearly the economic necessity of family planning
than did the other ministries. It was also clear that the Kenyan population,
especially the 75% living outside of the urban areas, was not in favor of
family planning. A 1968 survey covering the six largest tribes revealed a
high ideal family size of six children, only slightly less than the 6.8
actually achieved. The survey did, however, also indicate a positive corre-
lation between improvements in education and improved living standards and
interest in family planning.

10. The theme of population and its critical relationship to economic
growth was stressed strongly in Mr. McNamara“s September 1968 address to the
Board of Governors. The address was followed by the establishment of the
Population Projects Department within CPS in the Fall of 1969. The new
department was under considerable pressure to produce projects. By the time
of preparation of the Kenya project, it had assembled a staff of approximately
10 professionals, most of whom were unfamiliar with Bank procedures. They
faced additional difficulties of dealing with a "soft"” sector and found
dialogue with Bank economists frustrating. Their organizational position in
CPS also weakened them in their relationship with the Regions. The department
had worked on several projects; however, these were not regarded as making the
kind of impact envisaged by the Bank. In preparing the Kenya project, the

first large multi-donor project and the first population project ever in



sub-Saharan Africa, the staff were under tremendous pressure to produce a
"bankable project”.
11. During preparation the differences of priority attached to the
two components became more evident as specific proposals for project design
began to take shape. The Bank supported the GOK”s position, giving priority
to the MCH component. The UNFPA and USAID objected that the emerging strategy,
with its massive assistance for construction of rural health facilities and
training schools, would slow down the implementation of family planning activ—
ities and provide only modest returns in terms of reducing the rate of popu-
lation increase at very high cost. The difference of viewpoint helped fuel a
struggle between the UNFPA and the Bank for the prime coordinating role
relative to the other donors. The role was ultimately assigned to the World
Bank. The difference, however, probably influenced the Bank”s choice of
tactics for completing the appraisal report. It declined to mount a joint
appraisal by all the donors because:
"past experience has shown that the technical quality of reports has
suffered from having various agencies who tend to press for their
agencies” interests rather than the technical quality....The mission
will be comprised of impartial experts and will have a low profile

given existing political sensitivities."Ll/

1/ 1Internal Bank memorandum, September 27, 1972. Underlining added by the
audit.
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III. THE CHOICE OF STRATEGY AND STRUCTURE

12. The choice of project strategy was influenced by the process and
outcome of the struggle to determine the relative priority of the MCH and FP
components. As the struggle continued up to the time of the appraisal mission,
a factor of time pressure was added to the negotiations. A five-year family
planning program provided the vehicle for the discussions of strategy. The
plan was sponsored by the MOF&P and the MOH. It was cross—sectoral in nature
and included an integrated plan for the development of manpower for a range

of rural health services. The plan had been largely prepared by expatriate
advisors in the MOF&P and had not been extensively reviewed within the MOH

in the context of the overall development of health services in Kenya.

13 The Bank mission reviewed the plan as part of its appraisal mission
in December 1972. The problem the mission faced was to design a strategy that
would reconcile the MCH services and construction of facilities favored by the
MOH with its own mandate as the Population Projects Department and the family
planning mandates of the key contributors. The strategy it chose was to
concentrate on removing what was then perceived as the key constraint to
improved MCH/FP services: the shortage of trained paramedical staff. It
concentrated more on the supply of services than on stimulating demand. Its
key elements were: staffing 450 service points, recruiting new acceptors,
establishing an organizational center to spearhead a national program and
providing it with functional support, increasing information and education

activities and providing research and evaluation.
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14, The GOK was disappointed with the proposal because it only provided
enough physical facilities to keep pace with the rate of training provided by
the program itself. The WHO criticized the plan for its lack of emphasis on
rural health services and its excessive concern with population growth reduc-
tion. The UNFPA felt that it did not sufficiently reflect and build on many
of the related health activities already ongoing in the country. The program
was too expensive and was really a health program "masquerading” as a popula-
tion project. The USAID felt that the program lacked appropriate emphasis on
the organizational and management constraints within the MOH that would be
likely to hamper the implementation of the project.

15. Pressed for time, the Bank felt that it would be impossible to
develop or study any radically different approaches without delaying the
appraisal. It incorporated what suggestions were feasible and agreed with the
GOK to proceed with the modified appraisal report, if necessary, without the
support of the dissident donors.

16. The difficulties experienced in developing a common strategy were
equally manifest in the choice of organizational form to implement the proj-
ect. Up until 1970 family planning activities and rural health services had
been conducted under the decentralized control of the County Councils. At the
time of project preparation the MOH had still not developed, institutionally,
an ability to handle large projects that demanded centralized control.

The centerpiece of the proposed organizational strategy was the creation of a
unit within the MOH that would spear-head the formulation and implementation
of the family planning component of the project. It was initially referred to

as the National Family Planning Center, but under the influence of political
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sensitivity and the integrated MCH/FP strategy became the National Family
Welfare Center. It was to be housed in the new Kenyatta National Medical
Center and, in addition to an administrative unit, would accommodate four
functional support units: Clinical Services, Information and Education,
Training, and Evaluation and Research. Physical facilities would include a
dormitory for FP trainees, a family planning clinic and a Health Education
Unit (AEU) for production of family planning educational materials.

175 It was hoped that the special status imparted to the NFWC through
external project funding would enable it to overcome the major barriers facing
implementation of such a program within the MOH, shortage of skilled managerial
staff and procedural constraints. The Director of Medical Services in the

MOH would oversee the program and head an Advisory Working Committee to
formulate policy and coordinate with participating agencies. Three advisory
sub-committees would provide the working committee with program support in the
areas of training, research and information. The NFWC would also closely
coordinate its activities with a Project Construction Unit established within
the MOH and with the new HEU. Details of how this coordination would be
achieved were left unspecified. What is clear is that the NFWC”s primary role
was to support the family planning activities of the integrated MCH/FP strategy.
The evaluation and research, and information and education were to provide the
fundamental intelligence for FP training and provision of clinical FP services.
The construction component would primarily serve the interests of general
rural health and MCH.

18. The organizational linkage between the intelligence and training
resources provided by the NFWC and the physical and human nursing resources

provided by the MOH was the offices of the provincial and district medical
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staff (see Chart I). Unfortunately the staff had not been very much involved
in the project design process and by inclination did not tend to give family
planning activities a high priority. The nurses” organization was most
closely integrated with the project”s purpose through the training and super-
vision of community nurses. The initial plan called for the 46 registered
public health nurses trained as Provincial and District Nurse Trainer/Super-
visors (NT/S) to report to the head of the Clinical Services Division in the
NFWC. The Chief Nursing Officer (CNO), reflecting the general political mood
of the country, was not favorably disposed to give family planning activities
a high priority in relation to genmeral nursing duties, nor was she favorably
disposed to the degree of power sharing suggested by the proposed organizational
arrangements.

19 A parallel organization was planned to supervise the family planning
field workers, a Provincial Family Health Officer as a counterpart to the
Provincial Nursing Officer and a District Field Officer equivalent to the
District Nurse Trainer. The proposed compensation for these positions and for
the new category of FHFE, had been based on that paid by the FPAK. Unfortunately
this created a disparity with nurses” salaries and added to the difficulties
of the family planning specialists.

20. The organizational strategy for family planning, in summary, relied
on strong vertical integration through the provincial and district medical
offices and strong lateral coordination with the nursing organization and the
HEU, with interministerial coordination provided by the committees. It

failed to supply linkages to external sources of support for family planning
activities, e.g. the MOF&P and the NGO“s. 1Its design relied heavily on the

MOH where the commitment to family planning was not very strong.
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IV. TIMPLEMENTATION

21. Staffing. The organizational strategy depended on the NFWC to
rapidly accelerate the normal rate of FP activity within the MOH in order to
move the project forward. The Credit Agreement called for appointment of all
key staff within 90 days of project start-up. Six months after start-up,
however, none of the four division heads of the NFWC had been appointed.
During the life of the project the NFWC never had a full-time Director nor
full-time head of the I&E division. No Kenyan head was ever found to run the
research and evaluation unit, which was rumn by a relatively junior UNFPA
advisor. There was considerable delay in appointing a program advisor. The
GOK preferred a Kenyan, but none could be found with the necessary experience
of running a family planning program. The most serious effect on the project
came from the lack of a full-time, relatively independent director. As a
result, the NFWC never managed to obtain the degree of autonomy or influence
necessary to carry out the role envisaged, and the principal task of directing
NFWC activities fell to the deputy directors, who were changed three times
during the life of the project and themselves received little support.

22. The current (February 1981) state of staffing is reflected in Chart
II. There is no operating clinical division. The public health nurse who was
supposed to head the division was never transferred from the MOH to the

NFWC. There are no heads for any of the other three functional support areas,
and the administrative unit has no professional staff.

23. Support Functions. The second part of the strategy required the

NFWC to develop the intelligence and support systems necessary for the train-

ing and service activities of the clinical group. Unlike the provision of
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physical facilities, which requires a relatively simple implementation strat-
egy, the provision of intelligence and support activities required a rela-
tively sophisticated adaptive strategy. Little was known about fertility
determinants in the Kenyan context, or about methods to use in the different
local contexts to persuade Kenyans to adopt family planning practices. For
planning purposes models drawn from the Asian context had been employed. Both
targets and choice of strategy were based on assumptions that required testing.
Major revisions in strategy and tactics should have been expected and planned
for. The GOK was not in favor of a pilot project approach, but little atten-
tion was given to developing a variety of implementation strategies to foster
and accelerate the amount of required learning. For example, the need for
information about fertility determinants was identified, and a Population
Study and Research Center was established in the University of Nairobi to
carry out relevant studies. Due to internal difficulties within the University,
however, the studies did not materialize during the life of the project, and
no serious alternatives were developed to obtain this essential information.

24, The evaluation and research unit, though operating without a head,

managed to produce a number of useful studies and sets of statisties. It did
not provide the management information system envisaged in planning. The
project was left without the information necessary to test the assumptions

on the basis of which it was designed, and the insights necessary to revise
its strategies, structure and operating systems.

25. The I&E division and the HEU throughout the life of the project

were never able to adequately differentiate their roles. The I&E division

thus never developed a strategy backed by an action plan that was implemented.
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Mid-way through the project the Bank, in particular, gave very detailed
assistance to the I&E division in drawing up a plan of action, but it was

never followed through. The two major successes of I&E were not even envisaged
in the original design. The division, with considerable help from the Institute
of Adult Education, undertook the training of the family planning field
workers, a role originally envisaged for the training division. It also
mounted a series of seminars to communicate to, and motivate, the provincial
and district medical and clinical officers. Evidence indicates that these
seminars were successful in gaining acceptance of the concept of integrating
MCA and FP activities but not necessarily in gaining the active support and
cooperation of the medical officers for the FP component. This is probably
best evidenced by the officers” lack of support in freeing transportation
allocated to the FP program for use by field supervisors. The HEU, sharing

the same manager as the I&E division, suffered from similar problems. 50% of
its resources were meant to be devoted to producing materials for the program;
however, the unit”s staff had little experience of FP, and general health
priorities tended to supercede those of FP.

26. The training division found it impractical to carry out its original

mandate to provide all short and long term basic and in-service training. The
responsibility had to be shared with several other divisions of NFWC and other
organizations. The confusion of priorities attached to the MCH and FP compo-
nents had its effect also in the training of field workers. The trainers were
originally unclear about the kind of worker they wanted to produce, how much
MCH versus FP. It took till 1977 for the trainers to develop their own

clarity based on feedback from early intakes. 1In spite of the difficulties of
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role clarity and lack of informational support the result of the training can
be seen as one of the highlights of the project. This is particularly true of
the training of NT/S”s, whose numbers exceeded those estimated by a consider-
able margin. The success of this training effort has been hampered by the
failure of the Director of the NFWC to negotiate an agreement with the CNO on
deployment of FP-trained nurses. Many are posted to units which do not make
use of their training. Similarly the failure of the NFWC director or the
Ministry of Health to intervene to restore the project—financed dormitory
facilities to the in-service FP trainees at the NFWC after their unlawful
takeover by medical students has caused a serious bottleneck in the flow of
training recruits. At the end of the project, in service training of clinical
officers, essential to the effective supervision of field workers, had not yet
begun.

27. Clinical services. The strategy of combining MCH/FP at service

delivery points has worked well. The quantity of service provided has approxi-
mated planned levels but the quality is hampered by lack of supervision,
failure of the material supply system, and lack of transport. The CNO never
relinquished control of the NT/S”s to the clinical services division, nor did
the public health nurse chosen to head the division ever transfer to an office
in NFWC. 1In general the impact of the MCH component at the service delivery
points has been much greater than that of the FP component. Although 427% of
all married women had heard of family planning services, less than 6% actually
visited one in the surveyed period (12 months), while 65-75% of all pregnant

women were being reached by the MCH program.
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V. MANAGEMENT INFORMATION

28. Weaknesses in the evaluation and research division left the project
with an inadequate internal system for learning where its strategies, structure
and operating systems needed to be revised. The provision of such information
was, by default, left to an external mechanism, the supervision missions of
the donors, and in particular the mid-term review. As no GOK or MOH officials
were involved directly in either the supervision or mid-term review, the
donors were left with the same problem they faced in initiating the original
design process - how to translate their learning into actions that had the
genuine commitment of the relevant Kenyan officials. The lack of an effective
internal learning system caused the donors as a result of the mid-term review
to miscalculate the strength of the program. At the time of the review the
program was going as well as it had ever been. The program advisor was in
place and had developed an effective team including an effective deputy
director and several other key staff in the NFWC. However, the basic problems
of commitment had not been solved. The evaluation team foresaw an increase in
influence for the NFWC. This failed to materialize. The program advisor left
and was not replaced; the deputy director was transferred along with the

other key staff. To correct the fundamental problems would have taken strong
intervention from outside of the MOH. The Ministry of Finance and Planning
had no active role in the project. The international donors, if well coor-
dinated, might have been able to bring about such an intervention, but their
position had been weakened by the internecine struggle over project priorities.

As the second project is being appraised, the same fundamental problems remain:
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how to design a project that has the genuine commitment and support of the
most influential officials of the Ministry of Health; how to develop a
learning process within the MOH that will enable it to increase its capacity
to manage its own staff and resources more effectively. Considerable learning
from the first project has been incorporated in the design of the second.

This time the other donors have been involved in a joint appraisal, allowing
the diversity of their knowledge and experience to enrich the design process.
Greater emphasis has been placed on management of the external environment of
the project by involving more ministries and private organizations in the
project. There has been a wider participation of MOH officials in the gathering
of information, if not in the decision-making process.

29. Information and education activities, designed to stimulate demand
for FP services, have been given much greater emphasis in the second project,
and a stronger differentiation has been made between MCH and FP activities and
their organization. The need for more powerful support for family planning
activities has been recognized by the proposal of a National Council on
Population Development. The Council would be placed in the President”s Office
and would include members of participating ministries and NGOs. It would have
budget approval powers over I&E spending.

30. Three of the organization issues raised in the first project still
appear to require more attention in the design of the second, however: (i)
clarity of the role of the NFWC and reasons for the continuing lack of

support for its activities, (ii) the lack of commitment and support for
program activities from key officials of the MOH, and (iii) the management

capacity of the MOH to implement the much larger planned program.
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The Bank”s Role

0 The technical assistance role of the Bank in the design of the
project was well appreciated both by the GOK and other donors. Its role on
supervision missions was regarded as very professional and considerate. A
less obvious function the Bank performed was that of a third party to facili-
tate negotiations during design, implementation and evaluation between the
GOK and the other donors. This role was particularly important due to the
multi-purpose, multi-donor nature of the project. The Bank performed this
role best during the early stages of identification and preparation and during
the mid-term evaluation. It performed it less well during the appraisal
process. Apparently, norms of technical efficiency and internal Bank time
pressures to produce a significant population project influenced Bank staff to
press for rapid agreement and firm decision making inconsistent with the long
term uncertain nature of the family planning components of the project. The
primary effect was for undue emphasis to be placed on the technical, quantifi-
able elements of the project and too little on the institutional objective:

i.e., developing a process of commitment, adaptive planning and learning.
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VI. CONCLUSIONS

32. Most of the problems of project design and implementation can be
traced to the differing levels of commitment on the part of the major stake-
holders to the two project components, MCH and FP. Developing a consensus on
project priorities took so long that the Bank felt pressured to move ahead
with a project design that had not adequately involved the nursing organization,
the provincial and district staff, other ministries, NGOs and possibly the
other international donors themselves.

33. The design concentrated heavily on providing inputs for the supply
of services and gave much less attention to the demand constraints. As it
turned out, achieving the targeted reduction in population growth required

a strategy to increase demand. The provision of services made an easier
project to fund and manage, however, compared to the more abstract and uncer-
tain task of assessing fertility determinants and developing appropriate mixes
of strategies to deal with the findings.

34. Even given the chosen strategy, insufficient attention was given to
institutional and management constraints. Early indications were available of
the kinds of problems likely to be encountered, but it was felt that the
project would be unduly delayed if they were studied. In setting up the NFWC
as the centerpiece for project implementation the designers either under-
estimated the resistance it would create within the MOH or overestimated the
amount of influence the NFWC would be able to wield. The design allowed for
an appropriate degree of integration of MCH and FP activities at the service
delivery points. It also planned for reasonable differentiation at the

national level. However, it did not work out an appropriate mix at the
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intermediate provincial and district levels. The nursing organization, which
was very strongly controlled, was thus able to see that its interests were
taken care of, but family planning activities never became an effectively
integrated part of the provincial and district organization. The NFWC never
became adequately linked to its institutional environment and thus lost
potential means of support and influence. It was never provided with, or was
shorn of, essential resources such as staff, buildings and vehicles; until at
the end of the project it is no longer a viable organization for directing
national population effort.

35, The relative successes of the project, on the supply side, are

well documented in the completion report. Quantitatively, the project achieved
most of its construction and training targets. The program has increased the
awareness of the need for family planning both within the Government and
outside. It has provided a physical and human resource base with which to
supply services; however, it has not provided either the intelligence or the

organizational means with which to effectively use those resources.
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PROJECT PERFORMANCE AUDIT REPORT
KENYA FIRST POPULATICH PROJECT
(CREDIT 468~KE)

reface

This report presents the performance audit »f the First Fopulation
Project in Kenya, for which a Credit of US$12.0 million was approved on March 19,

1974. The credit was fully disbursed on December 31, 1979.

The audit report comprises: (a) a Project Performance Audit

(PPAM) prepared by the Operations Evaluation Department (OED) and (b) a Proj

i
s
¥

Completion Report (PCR) dated January 1981, prepared by the Populatio:

and Nutrition Department (PHN). The PCR incorporates the findings of a

which visited Kenya in April 1980 for the preparation of the second Rural Health
and Family Planning Project, as well as the collsction of data for the PCR on

the first

"

rodjest
rajeet.

An CED mission visited Kenya in February 1981. The mission held

discussions with officials of the Ministries of Health and Finance an
as well as representatives of IPPF, SIDA, UNDP/UNFPA and USAID, and visited =

number of rural health facilitiss in three different provinces. The audi
memorandum is based on the findings of that wmission and a study of the PCR;
the Appraisal Raport (Mo. 266a-KE dated February 20, 1974)

; the Credit Agreement

(No. 468-KE dated April 1, 1974); and the report of the mid-term veview (No. 1713-KE,

been reviewed, and Bank staff and other individuals associated with the project

have been interviewed.
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"The audit finds that the PCR. covers the project's main features and

lessons adaquately; however, the PPAM elaborates further on the underlying
organization and management issues affecting project strategy, design, implementation

and lesson-learning, matters which are relevant not only to this project and its

1

successor but to other projects in socially-oriented development ssctors.
The valuable assistance provided by the Goverument of Kenya, SIDA,
UNDP/UNEPA and USAID and their staff met during the preparation of this report

is gratefully acknowledged.
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PROJECT PERFORMANCE AUDIT BASIC DATA SHEET

KENYA FIRST POPULATION PROJECT
(CREDIT 468-KE)

KEY PROJECT DATA

Appraisal Actual or
Item Estimate Current Estimate
Total Project Cost (US$ million) 1544 179
Overrun (%) ' 16.0%
Credit Amount (US$ million) 12,0
Disbursed 100.0%
Dates for Completion of Physical Components
National Family Welfare Center 03477 03/78
Community Nurse Training Schools 12087 09/79
Rural Health Demonstration Centers 03/77 03/80
OTHER PROJECT DATA
Original Actual or
Item Plan Revision Current Estimate
First Mention in Files = ==
Government”s Application S e
Negotiations = =
Board Approval 03/19/74 - -
Loan Agreement Date 04/01/74 = =
Effectiveness Date 07/31/74 - -
Closing Date 06/30/78 06/30/79 12/31/79
Borrower Government of Kenya
Executing Agency Ministry of Health
Fiscal Year of Borrower July 1 - June 30
Follow-on Project 2nd Population/Health Appraisal

Project 10/78
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MISSION DATA

Interval
Between
Month/ No. of No. of Staff Missions
Item Year Days Persons Days (Months)
Reconnaisance 05/71
Identification
Preparation
Preappraisal
Appraisal 11/12/72 30 8
Total
Supervision I 06/74 7 2
Supervision II 10/74 5 2 4
Supervision III 03/75. 10 3 5
Supervision IV 06/75 7 2 3
Supervision V 11/75 12 3 5
Supervision VI 03/76 6 3 4
Supervision VII 09/76 11 4 6
Supervision VIII 04/77 20 4 7
Supervision IX 10/77 7 1 6
Supervision X 04/78 14 5 6
Supervision XI 07/78 17 3 3
Supervision XII 12/78 10 3 5
Supervision XIII 03/79 10 1 10 3
Supervision XIV 08/79 19 5 95 5
Supervision XV 12/79 12 1 12 4
COUNTRY EXCHANGE RATES
Name of Currency Kenyan Shilling (K.Sh.)
Appraisal Year Average Exchange Rate: US$1 = 6.9 K.Sh.
Completion Year Average '
(November 1979)/a US$l = 7.4 K.Sh.

/a  In October 1975, the Kenya Shilling was devalued and pegged to the
SDR 1 = K.Sh. 9.66, and the rate vis—a-vis the US dollar has fluctuated
since that time.
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1. From late 196% to 1973 the Bank pavticipated in negotiastions with
the Goveraczent of (GOK} arnd seven international donors to develop a
five-ysar program (1974-73) for family plonning that would be integrated with

maternal and child health care. The goals of the program were to reduce the
i

a

population growth rate from 3.3 to 3% and improve the health of mothers and

children. The strategy developsd was to remedy what was perceived as the
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for, 600 EC¥”s; (e) introduction and training of a new class of field workers,

fanily nealth field educators (FHEFE"s) and their supervisors; (f) provision of

. 1 SR | %4 x MmOk AP - s b oy ] G T e O 0
increazed capacity within the Minfstry of Health (20#) to produce health
gducation mzterials: and (g) the establishmant of a new organizational unit,
the Naticnal ¥amily Welfars Convee (WFWC), to plan and support the activitles
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w2y, - -.Ihe total cost of the plan was estimdted at $38.8 million. It was
to be‘financed in part (gh“) by the GOX and in par h? seven donors: iDg;
UNFPA, SIDA, USAID, DANIDA, the Federal Republic of Germany, and ODA. The IDA
credit of $12 million financed msinly the physical infrastructure.

Fn In general the quantitative targats of the program were achieved.

By the end of 1979, 907% of the service delivery points had been established.
The mobile teams were severely delayed in operation and not deployed till

1978. The

T

get for nurse training was increased from 600 to 1,000, and 230
actually received the FP training, but, many of those trained were deployed
where their training could not be utilized.

boe _ﬁajor p;cblems were experienceﬁ in ﬁrovidi:* qrganizgtienal support
and. effec f{?e _f eor *wﬁnlaf ? anmily plénniﬂg abtivitiaglwitﬁ'QCH activities.
The N was never provided with the staff required te fulfill its function.

Though FHFE s were trained in sufficient numbers, 730 versus a planned 800,

poor relative to the prowvision of

provided for the Health Education Unit (EEU) was completed by

o
2|
=
fis
o
D
~]
=~
('
{
pat
0
[ &)
it

occupied till late 197%. The Information and Education (I&E) activities of
the NFKC were not well managed. The planned resources were merged with those

of the HEU and diverted to more general purposas. Some progress was made in

1

Y

14F activities in 1975.

5. Evaluation and Research provided some useful statistics and reports

by

but failed to provide the monitoring and evaluation function necessary for

b

e

management and redesign of the program. The establishment of the Population

T
o
(1]

and Research Center at Uuiverslty of Nalrolbi to provide demographic
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_}reééarth in supgér; Bf°fﬁe_ﬁragréﬁ'd;d_ﬁaf'acﬁieﬁeuité:oﬁjécfiéés énd héd
little impact on impleﬁentatiou of'thé projectl

6. The primary objective of the project was not achieved. The popula-
tion growth rate rose to a startling 3.9% racther than declining to the 3.0%
hoped fer. The number of acceptors of family planniag servic slwas 310,000 as

opposed to the revised goal of 450,000, which had already been reduced from

e

600,000. The project was not designed in a way that adequate information was

available to explain the shortfalls,; thus valuable opportunitiss fox: lsarning

were lost. The MCH component performed much more satisfactorily than the FP

P,

L
o4
o]

component; betwaen 65— pregnant women were bailag reached by the progranm
by.the end of 1972.. The success of the program, however, was inhibited. by

bottlenecks in training dua to the takeover of an IDA~financed nurse —-trainees
o

dormitory at the NFWC by medical students, severely limiting the number of

~
’_l
r
e
m
(4]
o

in-service FP training opportur y the failure of the drug supply system
to keep rursl hezalth facilities stocked; and by the diversion of project-

] g i g EmED Sk e T S
financed transport toc morTe general services.



]

- II. COMMITMENT TO PROJECT PURPOSES

¥ An evaluation of the successes and fallures of the First Popﬁia—
tion Pruject requires an interpretation of the relative weight given to its
two major components, MCH and FP. From initial conception of the project
through preparation, appraisal and implementation, the major stakeholders (the
donors, the Ministry of Finance and Planning (MOF&P), the MOH, NGDO“s, provincia
and di ict staff, politicians, and the intended beneficiaries) held widely
differing levels of commitment to the two parts. A successful process of

design would have required that the differing levels of commitment be under-

.
Tom b : oy T
nat a pesns oe

stood and accurately perceived by each of the stakeholders and

vt

found that would satisfy the prcpo ed sLake each had in the pranbL sutcones..

Many of the problems of design and implementation ecan be traced to the Ingppro-

47]

priateness of the fit between project strategy and structure and the relativs
commitment of the stakeholders to the two major components,

B4 As early as October 1967 the GOK demonstrated its relative lack of
commitment to family planning by disbanding the interministerial Family
Planning Council and relegating control of the Covernment”™s family planning
effort to the MOH. At that time the primary commitment to family planning
came from the private'sgctor. The Family Planning Association of ﬁenya (FP&K)I

had such a strong commitment that the government could not successfully

compete with it in hiring the best qualified Kenyans to run its own programs.
The internstional donors were comnitied to FP and provided tha

country with its major source of expertise. Sc strong was the donors”™ coumit-
ment that some felt they created undesirsble competition In their effort to

agsist the Government.
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9. . From the.earliest days of project conception in 1969, the Kenyan™
Government made it clear that its primary interest was rurzl hezlth aun
that it would only consider family planning as part of a maternal and child

health program. The MOF&P took the early lead in negotiating with

- £

and at that time saw more clearly the econcmic necessity of femily planning
¥ T P B

than did the other ministries. It was also clear that the Fanyan population,

especially the 75% living ocutside of the urban areas, was not in faver of
family planning. A 1968 survey covering the sixz largest tribes raevealed a

high ideal family size of six children, only slightly less than the 6.8
actually achievéd. The survey did, however, also indicate a bositive corne-
:iation Eet&éeﬁ im§£avem§£t§Liﬁ‘edueéhigﬁiah& ihﬁfdﬁéd liﬁiﬁg??EéﬁdérdéT“nS
interest in family plannin

0. The theme of population and its eritical relaticaoship to sgoousicz

et

growth was stressed strongly in Mr. Mclemara“s September 1968 address to the
Board of Governors. The address was followed by the establishment of tha

Population Projects Department within CP8 in the Fall of 1969. 'The new

of preparation of the Kenya project, it had assembled a staff of appromimatel
10 professionals, most of whom were unfamiliar with Bank procedures. Thay

faced additional difficultics of dealing with a "soft” sector and found

dialcgue with Bank economists frustrating. Thelr organizaticnal position in

" v a 1 .
LS I Chelyr T2ia

CrS also

had worked on seversl projects; however, these were not regarded as making the
kind of impact envisaged by the Bank. In preparing the Kenya project, thaa

first large multi-donor project and the first population prcject ever in
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.sub;SahﬁranlAfriea,:fhé étﬁff wers wider Evenendous pressﬁfe'to prgduce.a-.'
"bankabla projact”.

11, During preparation the differences of priority attached to the

two componants became more evident as specific propesals for project design
began to take shape. The Bank supported the GOK”s position, giving priority

to the MCH componment. The UNFPA and USAID objected that the emerging strategy,
with its massive assistance for construction of rural health facilities and

training schools, would slow down the implementation cf family planning activ=-

i1

ities and provicde cnly modest returns in terms of reducing the rate of
lation increase at very high cost. The difference of viewpoint helped fuel a

struggle between the UNFPA and the Bank for the prime coordinating role

relative to the other donors. The role was ultimately assigned to the

tactics for completing the appraisal report. It declined to mount a joint
appraisal by all the donors baczause:

"past experience has shown that the technical quality of repcrts has

suffered from having various
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agencies” interests rather than the technical ‘quality....The mission
will be comprised of impartial experts and will have a low precfile

given existing DOE?*lC“1 sensitivities."}f

12, The alliance of the Eank and the GOK and their willingness to proceed,
if necessary, without the X Ination of the @ donors, was vuoh
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to bring about a cousensus for an integrated HCH/FF strategy. The conseasus

dded by the
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1/ Internal Bank wemorandum,
audit.



was not aéhigved without cost. 'Severél'donprs-deiayéd dr'fedqced fhéif ok

financial commitment and cne did not participate. The difference of opinion

may also have resulted in a relative loss of influence for the dissenting

donors which was eventually to have an effect on the performance of t

1y .
ne

project.
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III. THE CHOICE OF STRATEGY AND STRUCTURE

135 The choice of project strategy was

| e

nfluenced by the process and

components, As the struggle continued up to the time of the appraisal mission,
a factor of time pressure was added to the negotiations. A five-year family
planning program provided the vehicle for the discussions of strategy. The
plan was sponsorad by the MOF&P and the MOH. It weas cross—sectoral in nature
and included an intégrated plan for the development of ménpowar for a range

=

of rural health services. The plan had been largely prepared by expatriate

advisors in the MOF&P and had not been extensively reviewed within the MOH

in' the context of fhe overall aevelop‘a,f of health services in hewya.

14, The Bank mission reviewed the plan as part of its appraisal mission
in December 1972. The problem the missien faced was to g strategy that

would reconcile the MCH services and construction of facilities favored by the

MOH with its own mandate as the Population Projiects Department and the family

o]
Fn

the key contributors. The strategy it chose was to
concentrate on removing what was thea perceived as the key constraint to
improved MCH/FP services: the shortage of trained paramedical staff. "It
concent;ated more on the supply of services than on stimulating demand. Its
450 service points, rescruiting new acceptors,
establishing an organizational center to spearhead a national program and

providing it with

2
-
s
= |

[

activities and
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T ---:The GOK ﬁésudiséppointed with the proposal because it only ‘provided.
encuzh physical facilitizs to'keep'ééce with the raﬁe of training ﬁ}ovidaé by

rrrr

the program itself. The WHO criticized the plan for its lack of emphasis on

=]

rural haalth services and its excessive concern with population growth reduc-—
tion. The UNFPA felt that it did not sufficiently reflect and build on many

of the related health activities already ongoing in the country. The program
was too expensive and was really a health program "masquerading” as a popula-
tion project.. The USAID felt that the program lacked appropriate emphasis on
the organizational and management constraints within.the MOH thaf would be

likely to hamper the impler

El
e

entation of the project.
16. Pressed for time, the Bank felt that it would be impossible to

different approaches without delaying the

t suggestions were feasible and agreed with the

y, if necessary, without the

support of the

2 47 8 The difficulties experienced in developing & common strategy were

50

w1 1 T oy i rramds - -
equally man of orgzanizational

orm to implement the proj-

ect. Up until 1970 family plannisg activities and rural health services had

been conducted under th

[§V)

decentralized control of the County Councils. At the
time of project preparation the MOH had still not developed, institutionally,

L4

an acl

Lo Yo ATl n 1ag

Hanais

that deranded centralized control.

The centerpiece of the proposed or zational strategy was the creation of a

o9
w
%
I.-I-

unit within the HOH thet would spear=us

vy ey e TR Rl I o]

i B

of the family planmning component of the project. It was initially referred to

o

as the Natienal Family Planning Center, but under the influence of political
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.sensitivity and thé integrated MCHKFP stratevy became the National Family
Wel are Center, It was to be hOdSud in the new Kenyattalﬂatiﬁnal “edlcal
Center and, in additlon to an administrative unit, would accommodate four
functional support units: Clinical Services, Information and Educationm,
Training, and Evaluation and Research. Physical facilities would include a
dormitory for FP tralnees, a family plamning clinic and a Health Education

Unit (HEU) for preduction of family planning educational materials.
18. It was hoped that the special status imparted to the NFWC through

external project funding would enzble it to overcome thL mzjor barviers facing

implementation of such a program within

staff and procedural constraints. The Directo f Medital Sexrvices in the
MOH would oversee the program and head an Advisory Working Committea to

formulate policy and coordinate with participating agencies. Three advisory

3 AR A e, e W, el T N SO R, S, R 4 1.
Uo—COOTL CLEEes WOoULd PLOVide tie wWorsing commiuiee with ITOETam 85U ‘J,.r».L.. in toe

the MOH and with the new HEU. Details of how this coordination would be

achieved were left unspecified. VWhat 1is clear is that the NFWC’s prlmavy role

was to support the family pl nniug activities of the integrated MCIXFF strategy.

The evaluation and research, and information and education were to provide the

fundamental and provision of clinical FP service
The cocnstruction component would primarily serve the interests of zeneral
rural health and MCH.

35 The organizational linkage between the intellipence and training

resources provided by the NFWC and the physiczl and human nursing resources

3

provided by the MOH was the offices of the provineial and district medical
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gtaff (see Chart I).
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22: Staffing. The organizational stratezy depended on the HFWC to
3 o P &
rapidly accelerate the normal rate of FP activity within ths MOH in order to
¥ !

move the project forward. The Credit Agreement called for appointment of zll

key staff within %0 days of project start-up. Six months after start-up

however, none of the four division head

i
s

f the UFV¥C had been appointed,
During the life of the project the HFWC never had a full-tizs Director nor
full-time head of the I&E division. ©No Kenyan hszad was ever found to run the

research and evaluation unit, which was run by a relatively junior UNYPFA

0
i
i
L

= 4 T i e i e o T
Ca 0L & LU LTeidle, Telacive.y 1LUCepDCUlslic dlii2lils Fatd 4

result, the NFWC never managed to obtain the degree of autonomy or influence

necessary to carry out the role enviszgzd, and the princinal task of diresctin
B & ] £ £

@]

Fla

NFWC activities fell to the deputy directors, who were chan

i e i
gea Three LC2L80

0]

he 1life of the project and themselves recaived little sgupport.

23 The current (February 1981) state of stafiing is reflected in Chart
II. There 1s no operating clinical division. The public health nurse who was

supposed to head the division was never transferved from the MOH to the

b O o o & 5 3 ey oy o 1 T8 P [ P = oy

NFWC. There are no heads for any of the other three functional support ar=ss,
1 3 Fio e Y, T i T N = s

ang the gumini ~ALEVERE URILL 85 NC PIOLessilAfl Sidalils

24, Support TPuncticng. The second paft of the strategy veduirsd the
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physical facilities, which requires a relatively simple implementation strat-

egy, the provision of intelligence and support activities required a rela-
tively sophisticated adaptive strategy. Little was known about fertility
determinants in the Xenyan context, or about methods to use In the different

local contexts to persuade Kenyans to adopt family planning practices. For

planning purposes models drawn from the Asian context had been employed. Both

targets and choice of strategy were based on assudm tions that required testin
Major revisions in strategy and tactics should have been expected and planned
for. The GOX was not in favor of a pilot project approach, but littie atten—

.

tion was given to develeoping a variety of inplementation strategies to foster

and accelerate the smount of required learning. For.example,- the need for

information about fertility determinants was identified, and a Populatioa

carry out relevant studies. Due to internal difficulties within the Universit

however, the studies did not materialize during the life of

o serious alternatives were developed to obtain this essentd

25. The evaluation and research unit, though operating without & head

managed to produce a number of useful studies and sets of statistics, It did
not provide the management information system envisaged in planning. The

project was left without the infermation necessary to test the assumptions

% 2 o - - - A & = - = - - -+
ont the basis of which it was designsd, anc toe insights necsssgeary te revise
{+a gerateeiss, structurs and operating systems.

£ 1 £ Lyt gusd T4 S0P b e R el ] T T4 =15 —
28 mHe T&E division and the {EU throughout the lire of tre project

were never able to adequately differenciate thair roles. The ISE division

thus never developed a strategy backed by an actiom plan that was implemented.
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Mid-way through the project the Bank, in particuiar, gave very detailed -

assistance to the I&E division in drawi

o

g up 4 plan o
never followed through. The two major successes of I&E were not even envisa
in the original design. The division, with considerable help from the Institute

of Adult Education, undertook the training of the family planning fiecld

Fh

workers, a role originally envisaged for the training division. It also

mounted a series of sem

I-‘-

nars to communicate to, and motivate,

and district medical and clir cal officers. Evidence indicates that thsse

seminars were successful in gaining acceptance of the ccn

MCA and FP activities but not negcessarily in gaining the active support and
cooperation of-the medical officers for the FP component. This is probably

-

best evidenced by the officers”™ lack of support

allocated to the FP program for use by field supervisors. The HEU, shari
the same manager as the I1&E division; suffered from simila

its resources were meant to be devoted to producing materials for the program;

of FP, and genwwral hesleh
pricrities tended to supercede those of FP.
27 . The training division found it impractical to carry out its original

&

mandate to provide all short and long term basic and in-service

T
i

raining. The

responsibility had to be shared with several other divisions of NFWC and other

1 . > . o ¥ = ~ 3 - e AT B - = 17 me d TR iy e
organizations. The confusion of priorities attached to the MCH znd FP compo-
foasit o ; — . ) - T e
nents bhad its effect also in the fraining ef field workers. The Erainers weie



the result of the traininmg can -
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. role clarity and lack of informatiounal-support
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. V.  MANAGEWENT INFORMATION -  © - - " o T wrh

29. Weaknessas in the evalua and ieft the prooject
with an inadequate internal system for learning wheve its strategies, cture
and operating systems needed to be revised, of such information

was, by default, left to an external mecharism, the supervision missions of

the donors, and in particular the mid-term reviow. As no GOX MOH officieals
were involved directly in either t
donors were left with the same problem they faced in initizting the criginal

de

n process - how to translete their lgavping I=to actions that had tha

W
}e

=3
genuine commitment of the relevaant Keuyan officizls. The lack of an ef fective

internal learning system caused the dewdrs as a result of the aid-tera veview

Prograen was going as w
place and had developed an effective team including an effective deputy

director and severzl other ke

e
L
(e
i

of commitment had not been solved. The

influence for ths NFWC. This failled to
and was not replaced; the dﬂputy dlrehtor was transferred alomg with the
other key staff. ' To corregt the fUuddEeutul problems mcnla havm taken strong

{ntervention from outsids of the H0H. The Ministry of Finance and Planning

had no active rele in the project. The
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'hQW'to design a projéct that has the genuine commitment and support of the

most influential off

ieials of the Ministry of Health; how to develop a .
learning process within the 2C0H that will enable it to increase its capacity

to manage 1ts own staff and resources more effectively. Considerable learning
from the first project has been incorporated in the design of the second.

This time the other donors have been involved in a joint appraisal, allowing

the diversity of their kaowled

3 ce and experience to enrich the desizn process.
Greater emphasis has been placed on management of the external envirounzant of

the project by inveolving more ministries and private organizations in the

. —1_ 1 - P I P - o = ¥ & o P R S I
projects There has been a wider participation of MOH officials-in the

of information, if not in the decisicn-making process.

30, In:o"“wti;r nd ac
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Population Development. The Council would be placed in the President”s 0ffic=a

£l .

and would include members of participating ministries and NGOs. It would have
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31. Three of the organization igsues raised in the first project still

capacity of the MOH to implement the uuch larger planned program.



=38 =

The techn

The Bank”s Role

cal ass

i

32

role on

Its

ct was well appreciated both by ¢t

2

proj

on missions was reg

sl

4

superv

rd party to

14=

faci

11

1
L

less cobvious function the Bank performed

8438

tion and

ta

implemen

ing design,

L]

o

T

GOX and the other donors.

pmulti-donor natur

pose,

ulti-pur

st

ng the early stages of

=
-~

role best dur

nk tim

Ba

ternal

in

norms of

1w
- ¥

Apparentl

technical efficiency and

.process.

Lt

L |
i}

o1

alakd

-4
e

d agreement and

i

press for rap

-

DLEaL,

1

.
=
L2

a1y
Ligis

(o]

ad

) {5

T o
a2

Lo

-

earning.

1

il

ing and

nn

ve pla

e

adapt

i
Ly

ing a process of conmitmen

i.e., develep



"

-y

33.

congensus on
move ahead

to

ured

Ll

Lhe

il

(&}

Borwy gy b
Liiedih

commi

i<

levels of

fering
took

£

two

ties

iori

t pr

tracad to the di
projec

holders to the

ol

with a project

=

0
o

A
eving

L
fol

al

34

ior

4
A

ces and gavs

nterna

4

the provincial and
Ll

turned out, achi

other
of serv

£y
L1}

e

o

3
=
44
w

)

2

A

and manasc

problems 1

?
lue

nt

-
L

1

Fo
or
A

o
~

£

L wou

e

tutiona

™

" 5

n tas
projec

i

ai
an ap

ins
as the cente

35‘
the kinds of
amount o

-
L

fu1]

il =

nts.

~ 1
i

delivery p



‘-intermediate provincial and district levels.  The nursing ofgani:ation3 which

to sge that iis interests were

was very strongly centrolled, was 't

(1]

i

taken care of, but family planning activitiss never became an effectively

Iy

integrated part of the provinecial and digtrict oxganization. The XFWC never
became adequately linked to its institutional environment and thus lost
potential weans of support and influence. It was never provided with, or was

shorn of, essential resources such as staff, buildinzs and vehicles; until zat

the end of the project it is no longer a viable organization for directing
national population effort.

i
36. . The relative successes of the projeect; on the suppiy side, are

well documented in the completion report. Quantitatively, the project achiesved

most of ites construction and traindeg tarsets, The presrsnm has inereasad the
wareness of the need for family plamning both within the Government and
putside. It has provided a physical and resource base with which te
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