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An evaluation of AMBEF's 30 Years in Ribwezi

ABSTRACT

AMREF has been involved in health development in Kibwezi, Eastern
Kenya, since 1978. Its interventions have evolved in tandem with changes
in community health needs and changes in government priorities. They
have also greatly deepened and expanded in coverage in the 30 years of
working in, for and with this hard-to-reach community. The paper is an
evaluative research aimed at establishing the achievernents of this long-
term engagement. It presents the historical evolution of interventions,
assesses AMREF's programmes in relation to national health policy. In
addition, it analyses the success of the various interventions in terms of
project objectives, implementation processes, expected outputs and
outcomes,achievements of parnerships and sustainahility and identifies
programme challenges and lessons learned.

Using both secondary and primary data, the paper utilises acombination of
methods 1o assess the efficacy, effectiveness and sustainability of AMBEF's
interventions, The paper concludes that, although it is difficult 1o precisely
measure the proportion of AMREF's contribution, successful achievement
of intended outputs and measurable or imputed health outcormes confirm
a definite positive contribution to the improvement in the health status of
the community. In addition, the interventions have had positive results in
terms of health systems strengthening.

The paper presents project-specific achievements, identifies intervention
programming challenges, and demonstrates that the approach adopted
has produced useful lessons forimproving the health status of communities
through strengthening of health systems. The key lessons which emerge
are that community participation and the use of community resources and
institutions as entry points, understanding the community context and
creating trust, and prior design of an exit strategy are necessary conditions
for the success and sustainability of community-focused interventions.
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1.0 BACKGROUND

AMREF's pioneering experience in community-based health care in
Kibwezi started in 1978 and subsequently spread to several other
divisions of Makueni District. The initial interventions were two-
pronged types of experiments. First, there was the “pill-for-every-
pain” approach where AMREF responded to the urgent needs of the
population,

Second, there were the pilot-type interventions intended to establish a
best practice which would then be replicated elsewhere. In this sense,
the interventions were experiments, but not necessarily controllad
ones,

Through the early 1980s and late 1990s, AMREF implemented
interventions in child survival, family planning, maternal and child
health, control of diarrthoeal diseases, community-hased food
aid targeting and distribution, primary health and community-
based health care. During the early 2000s, AMREF's interventions
progressively evolved to focus on disaster management, water,
sanitation and hygiene promotion, integrated initiatives to prevent
mother-ta-child transmission of HIV and AIDS, and com munity-based
health management information systems. The implementation of
these interventions entailed long-term community partnering and
health system strengthening approaches aimed at achieving gains in
health and development'.

Makueni district is one of the under-served areas in Kenya. It faces
major development challenges that include high population growth
rate, poverty and the HIV/AIDS pandemic. The current population
growth rate is 2.8% per annum compared to 2.7% nationally (GOK,
2008). The paverty level stands at 73% compared to 57% for Eastern
Province (GOK, 2004). The crude birth rate is 44.7 per 1000, while crude

“The adtent ol qeegraprical coverage and expnsios in AMREF activities fram The imtial nucleus of tre
Eitet Fural Health Cestre to the mualtpbeity of the current intarmantions i depicted on the map in
Appdntls |
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death rate is 7 per 1000. Infant mortality is 45 per 1000 (GOK, 2000). Other
health indicators show that total fertility rate is 4.7, 33% of households
have access to piped water and 67% have access to potable water; there
are six hospitals, 14 health centres, 59 dispensaries and 59 nursing homes;
doctor-patient ratiois 1:119,879indicating a heavy workload and therefore
inadequate access to health care services for a larger proportion of the
population; and a moderate to high prevalence of HIV/AIDS (i.e., between
10-30%) with the prevalence of the pandemic increasing with proximity to
the Nairobi-Mombasa highway where the incidence is 30% (GOK, 2002).
Between 1989 and 1990 there was only one HIV/AIDS testing centre and
currently there are only three. Life expectancy stands at 58 years compared
1o a national figure of 47 years (GOK, 2005).

A baseline survey carried outin 1979 and a 14-year evaluation report {1979-
1992) by AMREF, show that Kibwezi experienced the following challenges:
a cycle of poverty loccasioned by dependence on unreliable farm-based
income and recurrent droughtevery 7-Byears); high population growthrate
(4.5% per annum) accompanied by rapid growth of urban centres on the
main Nairobi-Mombasa highway; high rates of illiteracy, especially among
women; and major health problems (which included endemic malaria at
an average of 37% in the locations covered in 1973). Consequently, while
the recent statistics cited earlier show a relatively better state of health
than national averages in many cases, it is not clear how much of these
improvements could be attributed to the interventions undertaken by
AMREF in the area over the years, This prompted the need to evaluate and
document AMREF’s experience and achievements in Kibwezi in the past
three decades,

1.1 Problem statement

AMREF has been working in Kibwezi to address several development
challenges, particularly those related to poverty and il health. The
residents of Makueni district have consistently suffered three types
of poverty, namely, food poverty (71.4%], absolute poverty (73.5%)
and hardcore poverty {58.6%). Poverty in Kibwezi can be attributed to
unreliable, inadequate and erratic rainfall; lack of clean drinking water
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leading to increased cases of water-borne diseases {typhoid and
amoebic dysentery); reduced economic productivity and high rates
of unemployment; increased cost of medication; sparse location of
health facilities and poor road network (GOK, 2002).

It would be expected that as a result of an engagement of 30 years by
AMREF, the health status of the communities in Kibwezi would have
improved. This study, therefore, sought to establish the extent of the
impact of AMREF's interventions on the health status of the Kibwezi
community.

1.2 Study objectives and justification

The main objective of this study was to document and assess
AMREF's range of interventions and experiences in long-term health
engagements with the disadvantaged and vulnerable communities of
Makueni. The study alse sought to find out whether the interventions
have produced the desired outputs and outcomes, and the experience
used to strengthen the health systems.

The study specifically sought to:

+ Assessthe long-term efficacy, effectiveness and sustainability of
AMREF's interventions in Makueni District

« Establish intervention outputs and outcomes and assess the
extent towhich the outcomes have been used to strengthen
health systems and influence policy and practice

+ Identify any challenges faced and the lessons learnt from various
interventions,

The assessment focused on four levels. The first was a review of
achievements of specific interventions in terms of their contribution
towards enhancement of the population's health status, capacity
building, strengthening of the linkage between the formal health
system and the community and ownership of the interventions, The
second level was an assessment of the overall achievements in terms
of improvement in the health status of the community. The third level
considered the appropriateness of the architecture of the programmes
and projects. The fourth level was the futuristic forecasts which are
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based on historical performance of current and past interventions and this
sought to find out what changes would be necessary, in terms of content,
process and financing if further interventions were to be implemented.

This study is justified by various considerations. First, although AMREF has
been in Kibwezi implementing health related interventions for over 30
years, there is no coherent documentation to show what the organisation
has achieved. It is therefore important to document the experiences and
achievements that have so far been realised. This would helpin determining
whether the investments have translated into improved health outcomes
for the people of Kibwezl. Secandly, it is expected that the evidence and
lessons generated by AMREF in Kibwezi could be useful in replicating
primary health care interventions in other areas. Finally, it is important to
find aut if the impacts of the interventions are sustainable in view of the
fact that they were meant to be a learning experience.

1.3 Study methodology

The interventions undeartaken include, pulting up of the Kibwezi Rural
Health Centre, community-based health care, applied nutrition, FR/MCH,
community based rehabilitation of the disabled, water, sanitation and
hygiene, communication skills, disaster management and PMTCT. In an
attemp! to evaluate their health development outcomes, the study was
quided by the realisation that there is no single methodology which has
been developed to undertake an evaluation of these types of interventions.
Available literature’ shows that such evaluation faces insurmountable
difficulties because the exercise does not fall squarely within the perimeters
of the traditional linear input-output analytical paradigm.

The conceptualisation of this study was further gquided by the realisation
that various researchers have used different approaches and tools to
accomplish social and economic impact assessments of development
projects, According to the World Bank (2002), the social assessment
approach may be used to provide a dynamic research process and a
framework for identifying and integrating the key social and institutional
issues that should be addressed in the project cycle. Notably, the first

Geat exarrpbes g luce Warkd Sank (20001 Elerments of fHinod Foverty and Soclal Impect Anabyse € e
Artginae Hefertan, oLl (2041 Measu ing the tmpact of Humanitaran fid: & Raview' of Current Practice HPG
Research Report: an [ s [2006] Svalugting Guidelines, Mirrstey of Forewgn Affairs
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step is to identify the projects that are the subject of evaluation and
analysis followed by a clear understanding of the interventions in
question and the formulation of the right questions.

The study therefore utilised a combination of methods in order
to achieve its objectives. First, the study reviewed specfic project
objectives, inputs, outputs and outcomes, as well as implementation
processes as documented in project proposals and reports. A data
matrix was created which captured all these aspects for all projects.
Both horizontal and vertical analysis of the data matrix was carried
out in order to find and interpret the information for consistency and
sequencing of results. The relationships between input and outputs
and between objectives and outcomes of the interventions were
assessed. The data matrix was also analysed to identify the challenges,
best practices and lessons learned from AMREF's experiences.

Second, the study benefited from several other conceptual designs.
Lemoine, (1985) used the methodological framework evaluation
(MFE} which involves systematic assessment of impacts to produce a
consolidated picture of results, impact and performance of projects,
This framework consolidates insights and learning from each
evaluation (Landall, 1985). The Centres for Disease Control {(CDC, 2007)
approach contends that the critical areas that need to be considered
when evaluating projects include systematic assessment of results,
comparison of performance across projects, identification of generic
lessons, and provision of performance and results of a group of
projects.
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Figure 1: Analytical framework
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On account of these considerations, the study adopted the analytical
framework presented in Figure 1. 1t seeks to establish what activities were
undertaken, what cutputs/outcomes were realised and how this could
have led to improvement of the health status of the residents of Kibwezi
and Makueni, This was attained by collating and analysing the various
projects’ objectives, inputs and the outputsfoutcomes and establishing
the extent 1o which set objectives were attained. Further, deductive
analysis was carried out to establish the challenges, best practices and
lessans learnt as a result of AMREFS interventions. In general, a deductive
assessment was done to determine whether or not the interventions in
Kibwezi were successful.

The analysis looked at the various project objectives and evaluated their
harmony, consistency and sequencing in order to establish whether
or not the inlervention programming was based on a well-conceived
health development vision as opposed to episodic short-term responses.
Subsequently, various outputs were validated and their reported
outcomes established. From the outset, it was recognised that it would be
difficult to relate to the evaluation of outcomes and impacts in a situation
where intervention programming was done without factoring in possible
future evaluations and no mechanisms had been put in place to capture
information for that purpose.
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Third, secondary datawas usedtoestablish possible trendswhich could
be related to the outputs and outcomes of the various interventions.
This information was obtained from government documents such as
the MNational and District Development Plans, Kenya Demaographic
and Health Surveys, Economic Surveys, Welfare Monitoring Surveys
and MOH policy and strategy documents. Other documents reviewed
included publications by United Nations agencies such as the World
Health Organisation (WHO), United Nations Development Programme
{UNDP], United Nations Children’s Fund (UNICEF! and World Bank,
among others. Lastly, published materials such as books and articles
relevant to the Kibwezi experience were reviewed.

Fourth, views of project beneficianies, project managers and dramatis
personae were enlisted, synthesised and analysed. In a nutshell, the
study adopted a combination of methodalogies for two reasons.
First, the interventions were not designed with the a prion objective
of eventually evaluating their impacts. Hence, there was no in-
built monitoring and evaluation mechanism for the interventions,
Second, there is no single "best” method of evaluating these types of
interventions.

1.4 Data collection and analysis

In light of the magnitude and complexity of the project activities
that have been ongoing for over 30 years, a number of methods and
approaches were adopted to quide the data collection process, First,
existing literature was reviewed to generate basic project information.
Data was obtained from three baseline surveys, 31 project proposals,
11 workshop and training reports, 19 evaluation reports, 58 progress
and annual reports, and other relevant publications, Secondary data
was also obtained frorm relevant government and WHO reports,

Primary data was collected using open-ended, in-depth interviews
and focus group discussions (FGDs) with key informants {Kis) who
comprised project staff, the community beneficiaries and government
representatives. A mix of interviews and self-administered
queslionnaires were conducted with dramatis personae.
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The target population of the study was all the stakeholders involved in
the Kibwezi projects. Several considerations informed the sampling of
respondents. Key informants and focus group discussants were purposely
selected so as to include persons deemed to have crucial information.

The sampling of beneficiary respondents was guided by the consideration
to cover the geographical area of AMREF' interventions. Cluster sampling
was done in which the three locations of Kibwezi, namely Twaandu,
Mzambani and Kikumbulyu, were treated as clusters for purposes of
sampling. A small purposive sample of 100 beneficiaries was selected
and interviewed. Sampling within the cluster was done using systematic
random sampling where a research assistant starting at the chief’s office
interviewed an adult member of the household in every fifth home until a
total of 35 households were interviewed. Ninety-six (96) respondents were
interviewed in the three locations: 34 (35.4%) from Twaandu, 29 {30.2%)
from Mzambani and 33 {34.4%) from Kikumbulyu,

The guestions asked included: what has been AMBEF's contribution to
overall health development in the area? In which specific ways has AMREF
influenced the health status of the people in this area? Looking at all the
interventionsovertheyears, inwhich areas have there beentangibleresults/
successes? If the organisation was to exit from the area, what aspect of
work would the community miss most? Are there interventions which can
be sustained by the community without any further assistance? Are there
any lessons, in terms of programme/project design and implementation,
which can be derived from these interventions? Are there areas in which
interventions would have been done differently to ensure that the health
status of the communily is improved?

Answers obtained from Kis and beneficiaries, either individually or through
group discussion, were analysed to augment the findings and conclusions
derived from secondary data.

Data analysis entailed content analysis of both the qualitative and

quantitative data that was generated and deductive reasoning as the
researchers interacted with the data and the stakeholders.

L
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2.0 EVOLUTION OF AMREF'S INTERVENTIONS IN
KIBWEZI

The evolution of AMREFs interventions in Kibwezi® was looked at
from two perspectives. First is the historical evolution of programmes
and projects over time. The second is the evolution of AMREFSs
interventions over time and in relation to national and sectoral policy
development, aims and the specific and strategic approaches in the
health sector in Kenya, The first perspective is presented in sub-section
2.1 while the latter is presented in sub-section 2.2 and summarised in
Appendix Il

2.1 Historical evolution of interventions

AMREF first became interested in the health situation in Makindu-
Kibwezi division of Machakos District in 1974, With encouragement
from the Ministry of Health, the arganisation prepared a proposal
which included a component of "maximum local participation” and a
100 bed hospital which was circulated to potential donors in 1975,
Although some donors were interested, no favourable responses
were forthcoming, However, in 1978 funding was received from
the Norwegian Church Relief (NCR) and the Swiss Civil Servants
Organisation against Leprosy. The support spanned the years 1978
to 1986 and saw the Kibwezi Rural Health Scheme (KRHS) founded
as a joint venture between the Ministry of Health and AMREF It was
started as a prototype large-scale, low-cost community-based health
care {CBHC) project in a semi-arid part of Kenya with a dispersed, low-
density population which was inadequately covered by conventional
medical facilities. The project pul emphasis on promotive and
preventive health care for the estimated population of 150,000 who
lived on 3,400 square kilometres of land.

The overall goal of KRHS was to activate a rural health scheme which
would provide adequate health coverage to a semi-arid area, with a

Ui TRIE whin AMBER Degan worsiag it the arga, Bibeen was 3 division in the southemn pam of
Machakos thatnct. in 1952, o0 bencame o dhuision within the new Makugni district. bn 2007 Kioweri becams
adhatent Wil the arep of prisnary focus s Kibwezi division as existed nght frem the time of AMREFS
el prrervennion, sl o haht of the esparsion of AMBEF 3 acticties beyong Kibwaz: division inia the
weicder Bamuer chatvie b, some prajecls sugh as watar ane sandation which have been undertazen bevend
the nitial e of Coverage have alse boen stusied
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widely scattered population {poorly served by health facilities) in Kibwezi
Division, using a health centre staffed along standard government norms
without incurring extra expenditure. The project sought 1o initiate,
sensitise, train and technically support CHWs of Kibwezi Division and carry
out refresher training for health personnel in the area. Over the years, the
project has had several broad phases.

Phase |1 (1978-1982): This was the developmental phase, whose initial
objectives were 1o: (i} develop a model system for divisional level health
care delivery based on a health centre in Kibwezi, using CHWs as the major
input in the villages (i) develop teaching materials and learning resources
for rural health workers; and (i) improve the effectiveness and impact of
vital health services and training programmes.

As a first step towards implementing the project, a baseline survey was
undertaken in 1978 to understand the way of life of the people of Kibwezi/
Makindu Division, make a preliminary assessment of community needs
in health and related aspects and to generate information on which 1o
base further planning and action. The baseline survey also had long-term
objectives which included to: (i) provide a haseline for the subseguent
assessment of change in the area; (i) permit comparison with other similar
projects; and i) make possible the assessment of the effectiveness of
components of the KRHS and the project as a whole.

During this phase, AMREF developed two components, namely, a health
centre for curative and preventive health services. that is, Kibwezi Rural
Health Centre (KRHC), and a community-based health care system for
promotive and preventive health services. Construction of the health
centre started in 1979 and was completed in 1981, when it began
operations. Sensitisation and mobilisation of the communities for CBHC
started in 1979 and the first batch of CHWs were trained in 1980,

Phase Il (1983-1989): This was a service operations extansion phase that
grew as an extension of the first phase with the same aim and objectives,
except for the first objective (development of the health centrel which
had been met. The water and environmental sanitation component,

11
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which started in 1983, was as a result of the finding from the baseline
survey done at the beginning of the first phase in 1979 which had
revealed that water was a major problem. Further, according to the
1979 National Population Census report, a lot of the morbidity and
mortality seen at KRHC and the community was due te lack of water
and environmental problems. In 1983, an MCH/FP project was also
started and the implementation schedule was to follow a series
of activities to be completed in three phases, namely, Phase One
({August-December 1983}, Phase Two {January-June 1984} and Phase
Three {July- December 1984). (Maneno er al, 1987).

The years 1986-1988 saw the extension and expansion phase grow
as a continuation of the second phase and it expanded in response
to events and lessons from the previous phase. During Phase Two,
there was widespread and prolonged drought with subsequent
famine in most parts of Africa and Kenya. Kibwezi was not spared
and AMREF was involved, in collaboration with the Government of
Kenya, in relief food supplies. This led to the identification of a nead
for a nutrition intervention which developed to become the Applied
Mutrition Project (ANPL Maoreover, the reasons why the project was
started were because: (i) there was a problem of malnutrition among
children in the region; (i) lack of nutritional and health awareness and
knowledge amang families and communities in Kibwezi; and (i) lack
of self reliance in food production and food storage, and income-
generating aclivities to support improved nutrition (Biteyi, 1920,

In 1986, the CBHC project was strengthened using funding for
additional activities in the area of child survival and development.
This project was started in order to offer accessible and effective MCH/
FP education and services to the population in Kibwezi Division of
Machakos District {Biteyi, 1990).

During this phase, AMREF also began to take an interest in the care
of the disabled. At that time, ActionAid Kenya (AAK), the Association
of the Physically Disabled of Kenya, and the Kenya Association for
the Welfare of Epileptics (KAWE) were running some community-
based activities and clinics for disabled persons in Kibwezi. AMREF, in
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collaboration with ActionAid Kenya and the Ministry of Health, developed
a joint project on Community-Based Rehabilitation of the Disabled (CBRD)
which started in 1987,

In 1989, the broad objectives of KRHS were changed to include; ii} provide
preventive, curative and rehabilitative health services; [ii}) ensure the co-
ordination of services within the scheme and batween KRHS and other
modern and traditional health providers in the community; iiii} develop
low-cost, appropriate, replicable models for the delivery of specific
services; {ivl promote sustainability of KRHS services; ivl assist and
support the community in development; and {vi} share experiences with
the MOH and other government ministries and NGOs, both nationally and
internationally.

Phase Il (1990 to date): In 1990, two components werg iniliated,
These were communication skills and community-based distribution of
contraceptives, The project also expanded in size and scope. Although the
expansion of the project was as a result of the desire to meet community
needs, it raised questions and concerns regarding sustainability and future
direction of the initiative.

In an attempt to respand to some of these cancerns, a review workshop
was planned and held in Octeber 1991, It brought together people at the
project level who had worked in Kibwezi for a considerable length of time
and were knowledgeable about the needs of the communities (Biteyi,
1991). The participants identified the major constraints which included
inadequate human and financial resources, and future sustainability
of activities. All the same, the needs of the Kibwezi communities were
reassessed. Food, water and income stood out as both felt and real needs.
Someissues such as nutrition, family planning, environmental conservation
and literacy did not feature in the list. These were then identified as areas
that needed awareness raising as a means of converting them into felt
needs (Biteyi, 1991).

As part of the phase-out strateqy, the workshop participants concluded
that systems, strategies and interventions that had the highest likelihood

of continuing with support from the community should be promated
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over the five-year period. Participants identified five key components
that would need 10 be phased out gradually, These were community
rehabilitation, applied nutrition, community-based distribution of
contraceptives, CBHC training, and specific delivery activities like
MCH (immunisation, growth monitoring and promaotion, antenatal
care and family planning) through mobile clinics. The goal of KRHS
was re-stated as follows: "To enhance community and support
systems to improve and sustain communities” health, wellbeing and
overall development.” One issue that could be raised was whether
or not phasing out CBHC training weakened the strategic approach
in Building community capacity. Te enhance the achievemant of the
goal of improving and sustaining communities' heaith, wellbeing and
overall development in the mid 1990s, AMREF increased its focus
on HIV/AIDS, This pandemic set out to undo much of the progress
made in health care during the 20th century, and become a major
burden to health systems in developing countries. Moreover, to
meet this additional health care need, AMREF prioritised research,
capacity building and advocacy relating to HIV/AIDS, TB and sexually
transmitted infections (STls), malaria, safe water and basic sanitatian,
family health, clinical services, training and health learning materials
development, During the same period, in recognition of the need for
partnerships at community level, AMREF engaged more with focal
groups to promote community-based planning, shared identification
of issues and priorities, and efficient use of resources.

Hence in 2000, the organisation initiated a strategic shift of its CBHC
focus on community parlicipation as a strategic way of attaining
community health care. This involved empowering communities
through facilitation and building of viable and sustainable community-
based organisations, as well as establishment of partnerships with
respective communities, and supplementation of community
resources (MABS, 2002). The CBHC strategy has, as a result, led to the
development of health facilities with communities.

In recent years, AMREF has highlighted the fact that despite huge
investments by donors in health products and delivery of health
services, a large percentage of African communities still have limited



An evaluation of AMBEF's 30 Years in Kibwezi

access 10 sufficient and quality health care. Consequently, AMREF's current
ten year strategy (2007-2017) focuses on finding ways to link health
services to the people that need them by focusing more on people and less
on diseases, thereby ensuring that initiatives are tailor-made for specific
community needs.

Some of the community needs that AMREF has focused on in recenl years
include disaster management, water, sanitationand hygiene promotionand
integrated interventions, PMTCT and HIV/AIDS. The PMTCT and HIV/AIDS
intervention is ongoing and will end in March 2010 {Akacha, 2005]. Disaster
management started in the year 2006 (Esakwa, 2006). This intervention
aimed at saving people’s lives from deaths associated with droughts since
Kibwezi is a drought-prone area, The project on strengthening systems at
primary health care level startad in 2005 (Ong'ayo, 2005], while the one on
health management infarmation systems began in 2004 {Ndwiga, 2004),

2.2 AMREF's programmes in relation to health policy

AMREF's activities and programmes have evalved over the years just as
government programmes have changed in response to different health
challenges. A review of national development plans in the past has
revealed that government health sector objectives have evolved to reflect
the development needs and health concerns of the time. For instance,
in the late 1970s the main area of interest was primary health care at the
community level, Today, itis the community approach to health care where
communities are involved, not just in curative, but also in preventive health
care,

The table in Appendix |l captures the intervention programming evolution
from 1978 to date in relation 1o the national development focus. Three
things stand out, Overall, the economy has had mixed outcomes where
there were years of significantly high economic growth rates such as in
1979 when the economy grew by 7.6% and equally, times of low growth
as in 2002 when the economy experienced -2% growth. Second, with
regard Lo the case of Kibwezi, the issue of poverty has remained a constant
problem. While no figures are available for levels of poverty at the start
of the project in 1978, the baseline done in 1979 showed that Kibwezi
experienced widespread poverty. Statistics for 2007 show that over two-
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thirds of the population in Kibwezi still live in absolute poverty.
In light of the fact that poverty is an underlying cause of ill health,
the concern is whether the 30 years of AMREF's stay in the area has
resulted in significant health improvements.

Finally, it should be noted that AMREF’s interventions evolved in
tandem with the broad government public health policy and strategy
over the years. This could be said to be indicative of AMREF’s sensitivity
and responsiveness to health concerns in a changing development
environment aver the years. The interventions have clearly been
supportive of the government health development initiatives.

It is apparent that to a large extent, AMREF's programming has
been in tandem with the broad health sector concerns at every
development plan cycle. To that extent, it can further be submitted
that the organisation has been responsive to the national health
challenges over time just as the government, through the Ministry of
Health, has been striving to address health concerns and challenges
as they emerge. It has appropriately adjusted its interventions to
respond Lo the community's health needs. However, its response to
health cancerns seems to come with a lag-in pursuit or adjusting to
government policy changes,

It is clearly demonstrated from this review that the main aim of the
interventions remained consistent, that is, improvement of the health
status of the community. The question one may ask at this point is
how much of the expected accomplishments were attained. This is
the focus of subsequent sections of this paper.

3.0 ANALYSIS AND RESULTS

In this section, project objectives, inputs, outputs and outcomes are
analysed. In addition, issues pertaining to partnerships, sustainability
and challenges, efficacy and effectiveness, lessons learned and
replicability of the interventions are investigated. The information
which forms the basis of the analysis below was obtained from various
documents and field interviews.
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3.1 Profile of respondents

Respondents included six AMREF Kenya Country Office managers, five
CHWS, three nurses, one medical officer of health, one public health
officer, one district development officer, one medical records officer. three
administrative chiefs, three village elders, four dramatis personae and 89
beneficiaries. In addition, two focus group discussions were held with a
cross-section of other community leaders. The beneficiary respondents
were aged between 22 years and 89 years with a3 mean age of 49.09
years. Forty (41.7%) of the respondents were male, while 56 (58.3%) were
female. The majority of the respondents (58.3%] were farmers, 15.6%
were unemployed, and 12.5% were self-employed while 12.5% were
employed (skilled/unskilled). The majority of the respondents (83.3%)
were married, 10.4% were single, 3.1% were divorced, 1% were separated
and 1% were widowed, The location of residence for the respondents was
almost evenly distributed; 35.4% lived in Twaandu, 30.2% in Nzambani
and 34.4% In Kikumbulyu. The sections that follow present an analysis of
the information obrained from all the sources.

3.2 Project objectives

The overall objective of AMREF's intervention in Kibwezi was to improve
the health status of the people. Different projects were initiated to achieve
this abjective, The core project that also offered strategic direction to all
the subsequent interventions was on community-based health care. The
objectives of the intervention were varied, wide-ranging and to a large
extent could be said to cover the many dimensions of the community’s
health needs. These objectives included to: ii) sensitise and mobilise
communities in Kibwezi about their problems and need for action: {ii)
increase accessibility to health care services; iiii} increase the utilisation
of proper sanitation systems; (iv) develop a community-based health
information system; (v} promate the utilisation of family planning services,
as well as strengthen obstetric and perinatal care services: and ivi} reduce
malnutrition and improve the nutritional status of children, mothers and
women of child-bearing age.

It is important to note that, in pursuit of these objectives, specific
interventions were initiated. Kibwezi Rural Health Centre was put up
to offer a base for health care service delivery, and AMREF supported it
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until 1986, when it was handed over to the Ministry of Health. Other
interventions included the initiative on water and sanitation which
began in 1983 and aimed to mitigate poverty by focusing on improved
health and welfare of the community, using water as an entry poinL.
The main objectives of the water projects were to: (i} increase access to
adequate and safe water among communities in Makueni. {iil increase
access to water for hygiene (i} build capacity of the communities
to control and prevent WATSAN-related diseases and {iv] improve
the capacity of the communities to develep, operate, manage and
maintain their water and sanitation facilities. This intervention is still
ongoing and the specific objectives have usually been refined with
each new phase.

A nutrition project was initiated in 1984 with the aim of preventing
deterioration in the nutritional status of under-fives due to the effects
af the draught in 1983 (Bitey et o, 1989). While food was distributed
to the affected population, such direct supplies were net sustainable.
This prompted AMREF to change its approach and launch the
Applied Nutrition Project in 1986 whose aim was to address the basic
contributory factors to under-nutrition in Kibwezi through awareness
creation and capacity building in increasing food sustainability at
community level (Biteyi er al, 1989). The focus was shifted to the
household level as evidenced by the 1994-1997 Muuni Resettlement
Scheme Project whose specific target was to reduce moderate
malnutrition among under-fives from 29% to 14% (Bwibo et al 1933,

As the water and sanitation and nutrition projects were going
on, AMREF in collaboration with ActionAid Kenya launched the
Community-based Rehabilitation of the Disabled Project in 1987_The
main objective of the initiative was tlo minimise the effects of disability,
particularly in children aged 0-15 years (AMREF, 19911, This was to be
done by increasing awareness in the community and training CHWs
on simple rehabilitation skills, knowledge and attitude, support and
monitoring. In 1989 the project objectives were revised to include
rehabilitation of the disabled persons in the community and improve
the mobility and functions of disabled people. These objectives were
furtherrevised between 1991 and 1992 withanemphasisonimproving
the wellbeing and livelihoods of persons with disabilities (Kagere et
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al, 20011 by increasing access to educational, economic and rehabilitation
services and enhancing policy and legal reform for the disabled. All these
were efforts to achieve improved health status of the community.

Further efforts in the pursuit of the goal of improved health status included
the initiation of the Health Management Information System (HMIS] Project
in 1989 whose main objectives were to (i} identify information needs and
gaps of the communities in Makindu, Mtito Andei and Kibwezi divisions
and {ii} put in place an information system that is complete and that can be
integrated into the district and naticnal system. The idea was to establish
an information system that was community-friendly and owned and
which would easily feed into the national planning grid {Ndwiga, 2004},
This project was closely linked to the Health Policy and Management
Frogramme that was started in 1994, and whose main objective was to
improve health care systems in rural areas in Kenya. This objective was
refined in 2005 to indude strengthening district health information
systems for primary health care in Kitui and Makueni districts {Ong'ayo,
2005),

Another aspect of this project, known as the Integrated District Diagnosis
Project, was initiated in 1991. Its aim was to put in place a more
decentralised process of planning, programming and resource allocarion
at district level. This was to be done by developing and testing appropriate
low-cost methods for generating population-based heaith information
at district level and below, and ta develop a model for district health
information systems that could be implemented elsewhere if found useful
and replicable,

While the HMIS Project was ongoing, another project, Communication
Skills, was begun in 1989 (Mbugua & Mbugua, 1930). Its main objective
was to develop appropriate communication skills at the community level,
as well as create a network system, which would suppeort communication
for better health. It mainly targeted women and put emphasis on
developing a model resource centre within the community which would
nouse relevant information about the community, as well as information
about other programmes iMbugua & Mbugua, 1990). This project hoped
to increase community participation in achieving improved health
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promotion.The Maternal and Child Health/Family Planning (MCH/FP)
Project was initiated in 1984, Its main aim was to improve the health
of mothers and children below three years by developing replicable
methods of fertility management and control (Maneno et al., 1987).
Specific objectives included to: (i) lengthen the mean birth interval,
{ii} increase family planning from one to three years, (iil] increase
antenatal coverage, (iv) reduce prevalence of 5Tls, and (v} enhance
monitoring and evaluation. The objectives were revised in 1992 to
also target the health status and quality of life of children under-five
years and women of child-bearing age. This would indirectly impact
on the fertility control as the mother will not desire more children
since the ones already bom would be assured of surviving. This
added objective was in line with the Millennium Development Goals
{MDGs) of reducing by three quarters the maternal mortality ratio by
improving the health status of the mothers (UNDFE, 2000).

In the 19905, HIV/AAIDS was a major cause of death in Kenya and AMREF
launched the HIV/AIDS Project with a view to reducing HIV spread
among sex workers and other vulnerable groups, By 2000, AMREF
sought to enhance the capacity of the Ministry of Health to offer ANC,
VCT/PMTCT, PMTCT plus, and ART services for HIV positive pregnant
women and newborns {Akacha, 2005).

In 1990, an intervention on treatment and control of schistosomiasis
was begun in Ngwata Location, Kibwezi. The main objective of the
project was to reduce the prevalence of schistosomiasis among
school children in four communities in Kibwezi Division. (AMREF
1991}, The project emphasized change of community behaviour and
promaotion of health seeking behaviour so that infected people could
seek treatment, avoid hazardous contact with water and promote safe
disposal of human waste, as well as willingly pay for treatment. The
project also maintained stocks of drugs in the community.

Lastly, there was the Disaster Management Project whose objective
was to reduce loss of lives and livelihoods, and mitigate the effects of
the disastersin Kenya {Esakwa, 2006), This project is, however, episodic
and is implemented only when need arises.
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It can be concluded that all AMREF project objectives have been aimed at
enabling the communities to improve theirquality of life, and consequently
their health status. A multiplicity of health determinants were targeted in
order to achieve a holistic approach to health promotion.

An analysis of the programmed activities for each of the interventions, as
well as the expected outputs® clearly demonstrates that by and large, the
set objectives were achieved, notwithstanding the fact that in all cases,
project objectives were stipulated in a very general and open-ended
manner . It also shows that the objectives were well aligned with the
national objectives of achieving health for all by the year 2015.

3.3 Project inputs, processes and outputs

A variety of inputs have gone into AMREF's interventions in Kibwezi over
the years, The organisation’s inputs were mainly in the form of funds and
technical support, The community made a significant contribution largely
in the form of: (i) provision of locally available materials and resources
such as construction materials (sand, stones, bricks and water) and labour
{artisans); (i) participation in implementation of the projects, awareness
creation, and community maobilisation; (iii} their time, ideas and local
leadership and {iv) various services, particularly those of the CHWs, RSKs
and CORPS,

Interviews with Kls and focus group discussions with community leaders
indicated that AMREF's interventions have realised a wide range of
achievements.

First, there was consensus amongst all beneficiaries and other informants
that health and health-related services have been established and
the community is benefiting from the facilities. Of significance, was
the establishment of the Kibwezi Rural Health Centre, which has since
become a sub-district hospital, thus facilitating access to both preventive
and curative health care to a wide cross-section of the people of Kibwezi

Y1t b imporant to pote that eech preject el several activitizs programmed for implemnentaton and abir
deralid expectad project outpuls were stipulated i the ropect decuments

" Thie gensralivg fram which this fading bs based o a good waie spoeall for future intervens:on programiring
anct points ta 1Re need for im bl MEE requinemients im poogect desigee. This will fazilitate the gerivaton ol
e Convinging eviiuatian results
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and surrounding areas. In addition, several water service points were
established. This has ensured that families and livestock have access
to potable water within reasonable distance.

Secondly, there was concurrence that a process of community
empowerment had been undertaken and the community’s capacity
to pursue health improvements as a matter of their human right had
been developed. Thus, they were able to cwn the interventions and
processes, As a result, today there 15 awareness about health and
the community’s role in health and development. Further, as part of
capacity building, the community was mobilised and organised in
groups for health and development. They include women, parents
and friends of the disabled, water groups and community health
workers, among others,

Available information revealed that the extent to which project inputs
led to achicvement of targeted project outputs varied from project
to project. An o intervention-by-intervention review is presented
hereunder,

The Water and Sanitation Project increased access to safe water
from 19% in 1998 to B3.6%, and sanitation coverage from 20% in
1998 to 96.8% in 2006. This could be attributed to the 631 protectad
shallow wells constructed and four boreholes rehabilitated in
Makueni by 2006, Further, 90 local artisans have been trained in well
construction, while a community-based organisation, the Kibwezi
Divisional Water Committee, has been formed to oversee the project
activities at community level (AMREF, 2006}. In the process, distance
to water points had been reduced by 50% {from an average of 4.2 km
to 2.2 km} while water per capita usage has reportedly increased by
10%. Capacity building has also been achieved through initiation of
participatory workshops. These workshops have contribuled Lo the
development of training manuals and guidelines which were used
in the training of the targeted groups. In addition, peer educators
in 16 primary schools were trained on the promotion of sanitation
and hygiene (Mondoh & Rukunga, 2007). The main objective of this
project was to ensure that at least 50% of the target population had
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access to safe water, and so far this has been achievad,

According to Bwibo et of (1993}, inputs into the Applied Mutrition Project
included drought-resistant crops, financing of income generation
activities such as buying a maize- milling machine and support of a
basket-making project. This was in addition to direct food donations and
rehabilitation of severely malnourished children. Other inputs were in
form of capacity building that involved educating mothers on improved
child feeding practices. The outputs of the project included increased
community participation in child growth monitoring and utilisation of
developed weaning diets (Bwibo et al, 1993). Revolving crop seed loans
in the community resulted in high proportions (60%] of farmers growing
drought resistant crops. In addition, schools initiated vegetable gardens
and reared rabhbits, o practice which later infiltrated into the community
through the pupils as parents learnt from their own children.

Inputs for the Community-Based Rehabilitation of the Disabled Project
invalved spending money in child sponsorship education programmes
and corrective surgery (Kangere et al, 2002), Resources were also used
in conducting workshops to train community-based rehabilitators, a job
that was dane by the AMREF staff. In the process, support groups such as
PAFODA and DPO were formed. Their main responsibility was to facilitate
the running of playgroups, community mobilisation and advocacy,
integration of children into regular schools, development of a curriculum
on community-based rehabilitation for use by trainers at the community
level, and increase in the production of local aids by local artisans using
readily available materials at the Kibwezi workshop. By September 1994,
two clinics for those suffering from epilepsy had been opened at the
community level and 168 clients had been attended to. Further, a CBR
information system was established which included a resource centre, a
borrowing system for community members, a filing system, conducting
awareness meetings in the location and offering technical advice. A report
by Kangere er al (2002} indicates that in the mid-1990s the CBR project
team expanded its collaborators 1o include the Ministries of Education
{Special Needs Education), Labour and Human Resource Development
{Adult Education), and Health at divisional levels as main implementers,
Original collabarators were KAWE, MOH and UDPK. As a result of advocacy
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activities, in 2005 the Disability Bill became an Act of Parliament and
the government domesticated the Kenya National Plan of the African
Decade of PWDs (Were, 2007).

The Health Management Information System Project used resources,
both financial and technical, to carry out activities such as health
information needs assessment, health information gap analysis,
develop relevant CHMIS tools and carry out district CHMIS capacity
strengthening. A CBHMIS key informant noted that: “The community's
contribution to this project has been primanily through the sacrifice and
volunteerism of CHWs who compile and continually update the dota
sets’

Overall, these inputs resulted in improved quality and utilisation
of community-based health information data. Linkage between
community health information, facility-based information, private
sector, district and the national health planning process was
established and there was evidence of improved management of
MCH services at health facility and community levels.

Moreaver, a training manual, entitled “Training in Collaction and Use
of Information by Community Health Workers', was produced and
published (Progress report, 1989-1991), A new MCH risk identification
card was developed, tested and further improvements made on it. A
number of health facilities, are collecting facility-based data and are
willing to integrate the community data into the already existing MOH
information system.

The Strengthening Systems in Support of Primary Health Care {S5PHC)
Project that was closely related to the HMIS intervention realised the
establishment of community-based diseases surveillance systems in
all divisions of Makueni District. This was achieved after carrying out
health systems research activities in various aspects of health services
management as well as planning for PHC programmes. In addition,
the capacity of rural health facility staff, governance structures and
CORPs was strengthened.
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AMREF's input to the Health Policy and Management Programme was
in the form of funds spent in establishing the community-based disease
surveillance system by carrying out descriptive and longitudinal household
survey activities. On the other hand, the Integrated District Diagnosis
Projectinputs were nol very clear. The main output of the project has been
report writing of the various surveys.

Regarding the Communication Skills Project, two rasource centres were
established to train both women and extension workers (Biteyi, 1991,
19921. In the Maternal and Child Health Care Project, activities included a
workshop to rain TBAs and prepare teaching guidelines for TBAs, CHWs and
RSKs in FP distribution, Some of the outputs of the project include training
of 80 health care professionals, 617 TBAs and 718 CHWSs (Biteyi, 1993). Child
growth monitoring centres have been increased and there is a rise in use
and demand for FP services through CHWs, TBAs and increased supplies
through rural shops, In addition, there wasimproved attendance at Kibwezi
antenatal and FP clinics and mobile units, and reduced complications
of pregnancy from clients living in these areas. Other outputs included
increased knowledge of family planning and HIV/AIDS awareness in
schoals, Antenatal risk identification at KHC was improved through the use
of the AMREF-designed mother and child health card, which encouraged
early and appropriate referral, A baseline survey by Biteyi {1993) indicated
that contraceptive use among couples increased from 6% in 1986 10 29%
in 1993 and tetanus toxoid immunisation coverage was raised to about
55%, Such improvements were also confirmed by various key informants
interviewed.

Moreover, MCH interventions undertaken realised an increase in the
number of mothers delivering at health facilities from an estimated 30%
to 78% in 2005 compared to 41.6% nationally in 2003. Closely related
to the MCH/FP project was the women's productive and reproductive
health initiative that began in 1995 with the major inputs being social
mobilisation, awareness raising and advocacy, provision of MCH/FP
services and reproductive health education. The main achievernent of this
project was training of 250 TBAs and CHWs in comprehensive reproductive
health including STIYHIV/AIDS with an emphasis on counselling, treatment,
compliance and partner notification (AMREF, 2001].
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With regard to the HIV/AIDS Project, AMREF provided nutritional
supplements and medicines for a home-based care programme for
those who were HIV positive. In addition, nurses and clinical officers
were trained to provide home-based care in their own communities
[AMREF, 2004). Through this intervention, 12,769 women were
tested and counselled in antenatal clinics. Counselling and testing in
maternity has improved and is currently estimated at 61% in Makueni
[Akacha, 2005} The extent to which these outputs are significant in the
fight against HIV/AIDS is not clear in the absence of baseline data.
The Disaster Management Project invested resources in food
distribution and training of community relief committees on disaster
management. Equally, the Trypanosomiasis Treatment and Prevention
Project undertook laboratory diagnostic survey and services and
treatment of reparted cases.

Overall, the cutputs reflect an effective use of inputs that were infusad
into various projects® . For example, at least 60% of the households
had safe water; education on improved sanitation and hygieng
was done; rehabilitation of severely malnourished children was
achieved; health management information tools were developed
and are in use: and the proportion of mothers who delivered in
the hospitals increased. The survey of beneficiaries found that
AMREF's interventions had contributed positively to several health
achievements. These included increased utilisation of health facilities
{43.8%), reduced disease morbidity (32.3%) increasad knowledge an
disease diagnosis and prevention {27.1%;), training of CHWs, TBAs
and CBHMIS (21.9%), reduced malanal maorbidity (17.7%), increased
utilisation af immunisation services (13,5%), distribution of food
aid, establishment of income-generating activities, reduced cases of
typhoid and improved standards of living (4.2%).

3.4 Project outcomes
Evidence based on review of available literature as well as primary
dala indicates that various intended outcomes have been attained as a

Given the paocty of relable mformaton on o Tty wpetific fimanaial ootleys ang noting the non
rryienge of mondiorabls indicatons of funding # 1w o A A armgmassaiale 1 Ol That ootirmal cutpats
i A0 hileecd



An pvaluation of AMEBEF's 30 Years in Kibwezi

result of AMREF's interventions in Kibwezi. Due to the absence of adeguate
quantitative baseline data in most projects, some of the ocutcomes are
only indicative of the achievements with regard to improvement in the
health status of the target community. Moreover, there is a general and
compelling argument that measuring impact of projects that have been
ongoing for as long as the 30 years AMREF has been in Kibwezi pose further
challenges related to migration of people, to the extent that different
people are affected al different times and in different ways.

Further, needs of communities evolve with time. New needs mean new
projects and hence impact assessment needs to egually capture this
dimension.

These analytical constraints notwithstanding, an analysis of primary data
showed that more than 30% of the beneficiaries perceived their health
status to have improved in terms of reduced diarrhoeal morbidity, HIV/
AIDS prevalence, malnutrition prevalence, and malaria and TB cases.
This caorroborates the evidence generated from the literature which
was reviewed, It was, however, noted that the challenge of preventable
diseases and concomitant ill health still abound in Kibwezi. Interviews with
project beneficiaries revealed that common diseases in the area included
malaria (35.4%), HIV/AIDS {29.2%), skin diseases (19.8%), diarrhoea (18.8%)
and coughing (7.3%). At the household level, beneficiaries cited malaria
[20.8%), diarrhoea (14.6%) and coughing (5.2%) as the major diseases
which a member of the household had suffered in the last one month
prior to this study.

Data on the Water and Sanitation Project show that there was increased
water supply which in turn helped save energy and time spent by women
on fetching water. Project managers reported that the outcome of this
was that more time was subsequently spent on child care and other
health promoting activities such as immunisation and nurturing. Further,
hetween 1994 and 1997, the percentage of households that collected
water within 10-30 minutes increased from 23.1% to 60.8% in Makueni
district and 7.79% to 56.4% at national level (WMS I, 2000}, This means that
more households in Makueni district than at natienal level could collect
water within 10-30 minutes. The import of this is it could have resulted
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in the reduction of water-borne diseases. This improvement could,
to some extent, be attributed to the water-related interventions in
Makueni district in which AMREF has been playing a major role.

On improved access to safe sanitation, it was noted that between 1994
and 1997, the percentage of households accessing safe sanitation
dropped from 89.9% to 65.45% in Makueni district as compared to
a drop from 80% to 65% at national level. However, between 1997
and 2006, the percentage increased from 65.45% to 90.10% in the
district and 65% to 67% at national level (KIHBS, 2006). This means
that, on average, relatively more households in Makueni district
practised safe sanitation. This improvement could be attributed to the
sanitation interventions in the district where AMREF has been a major
player during this period, This could have contributed to the reported
increased access to safe sanitation from 19% to 83.6% of househalds.

Data on the Applied Nutrition Project showed that there was an overall
improvement in nutritional status of children in the whale division,
This was as indicated by the reparted drop of malnutrition rate from
44% in December 1984 to 38% in January 1985, and further down to
9% in March 1988, According to Biteyi et al (1990) this drop could be
attributed to nutritional education, rehabilitation of malnourished
children, improved household food security, and skills training for
community leaders, CHWSs, TBAs and women groups. Bwibo eral (1993}
reported that the improved nutritional status was achieved through
community participation in growth monitoring of the children in their
own community, He also indicated that improvements in nutritional
slatus were associated with increased food supply that was as a result
of introduction of a variety of weaning diets, and use of revolving fund
and revolving seed loans to growing drought-resistant crops such
as millet, sorghum, cassava and greengrams. Other achievements
that contributed to improved nutritional status include initiation
of gardens and rearing of rabbits in schools, establishment of
community-based information systems for child growth manitoring
and participation of community members in planning, implementing
and evaluating nutrition and food security activities. Moreover, the
improved nutritional status was also reflected in the reduced number
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of underweight children, For example, between 1994 and 1997 the proportion
of underweight children who were under five years increased from 22.3% to
32.7% in Makueni district though there was a marked drop 10 31.1% in 2006.
The national average for 2006 was, 20.9% (WMS 1I, 1994}, This aspect was
compounded by the fact that the proportion of children experiencing stunting
increased from 40% in 1997 to 56.1% in 2006 (KIHBS, 2006) and this was at
a time when the national rates were dropping. The trend revealed that the
national wasting rate of under-fives was higher than that of Makueni district.
This data indicates that while the main objective of the nutrition project was
to reduce moderate malnutrition among under-fives, this objective was not
adequately achieved because malnutrition among children under-five was
still high.

The Community-Based Rehabilitation Project benefited disabled persons in
terms of reconstructive surgery (Asindua, 1998). In addition, disabled persons
benefited from decentralisation of the epilepsy clinic from the KRHS. For
instance, by September 1994, two clinics for thase suffering from epilepsy
that were intended to issue anticonvulsive drugs to patients were opened
at the community level (AMREF, 1994). Further, the community was trained
in identification and simple rehabilitation skills and were thus able to refer
the disabled to the appropriate facilities and even provide rehabilitation
services in the community. There was also an increase in the training of local
artisans and thus improvement in their knowledge to produce aids. This led
to improved production of local aids using locally available materials (sitting
aids, standing aids, callipers, crutches, pushing trolleys, pushing carts). This
in turn could be said to have contributed to reduction of risks of accidents
among the disabled.

Moreover, disabled children were integrated into regular schools. Theinitiation
of the child-to-child programme in the schools positively changed attitudes
towards the disabled {AMREF, 1991). Noting that the main objective of this
project was to rehabilitate the disabled persons in the community and improve
their mobility, it could be concluded that this objective was achieved because
several children were, for instance, integrated into the regular schools.
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With regard to the MCH/FP initiative, two major outcomes were
realised. These included a decrease in infant mortality rates as a
result of the child survival interventions and efforts of TBAs, CHWSs
and RSKs, and reduction in maternal mortality due to complications
of pregnancy (Maneno et al, 1987). Over a period of ten years {1985-
1995}, the infant mortality rate dropped from 18% 1o 10% as compared
to a drop from 9% to 6£.1% at national leve! iKilombia er af, 1986; GOK,
1998). Nevertheless, the overall infant mortality rate was higher in
Kibwezi compared to the national level.

Other MCH indicators show a positive trend and thereby positive
outcomes with regard to child health, For example, between 1994 and
1997, the DPT 3 immunisation coverage increased from 89.6% in 1997
o 93.9% in 2000 in Makueni District while it decreased from 89.2% to
80.3% nationally. Further, while between 1994 and 1997 the measles
immunisation coverage increased from 78.6% to 854% in Makueni
District and 76.8% to 81.4% at national level, from 1997 to 2006 the
Immunisation coverage dropped from 85.4% to 82.3% in Makueni
District as compared to a drop from 81.4% to 76.7% at national level
(WMS 11 1994). The decline was, however, less steep in Makueni than
nationally. The same trend was repeated with regard to data on full
immunisation coverage increasing from 78.6% to 85.4%.

Generally, the relatively higher levels of immunisation coverage could
be attributed to the success of child survival interventions in Makueni
district where AMREF has been a major player. Earlier evaluations seem
to concur with the finding that there had been a steady increase in
MCH/FP attendance since 1983 on a monthly basis, where there were
at least 30 new patients per day at Kibwezi Health Centre {Mwabu &
Wolderufael, 1985). Other achievements that could have contributed
to reduction in child and maternal mortality were reported as the
reduction in neonatal letanus as a result of improved hygiene among
TBAs during delivery since majority of them used clean razor blades:
raised tetanus toxoid immunisation coverage to about 55%; and
improvement in prenatal mothers' nutritional status (Biteyi, 1993),
The fact that there was also an increase in the use of contraceptives
among couples ifrom 6% in 1986 to 29% in 1993} helped (Bitayi, 1993;
KCPS, 1984; CHS et o, 2004). What is evident from the analysis is that
reduction of maternal mortality and child mortality was realised,
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and as such it could be concluded that the MCH/FP project attained its
intended outcome,

The other project that attained some positive outcomes was HIV/AIDS.
Available information indicates that there was increased uptake of
counselling and tesling, as well as ARV prophylaxis {Akacha, 2005]. Indeed,
there was increased access to counselling and testing services in antenatal
clinics with 12,769 women receiving counselling and testing.

Further, there was increased access to matemity and improved ANC,
VCT/PMTCT, and ART services among HIV positive women. For instance,
counselling and testing in maternily improved with access in Machakes
and Makueni currently estimated at 70% and 61%, respectively. All this
was an indication of possible improved haalth outcomes for mothers and
children served by the project.

The main outcome of the Disaster Management Project was the reduction
of drought-related diseases, Such reduction was attributed 1o efforts that
led to 251,540 beneficiaries receiving 5106 MT of food commodities in
two distribution cycles at 125 centres, and saw 1800 community relief
commitlees trained (Fsakwa, 2006), Esakwa [2006) further reports that
there were improvements in emergency response to disasters, increased
local capacities to respond to disasters through empowerment of women
and employment of local people, reduced incidences of drought-related
diseases and minimal loss of human and animal lives, All this could be said
to have provided the much needed emergency relief. However, the project
is episodic and not considered a core activity of AMBEF.

From the foregoing discussion, it can be convincingly argued that from a
global perspective, AMREF projects’outputs and outcomes have positively
contributed towards improved health status of the population’ .

3.5 Partnerships: strengthening the health delivery system

AMREF has established partnerships at different levels. The philosophical
foundation of the various interventions was to tap on popular participation
in the project implementation process. This has been built and developed

T B PNt Lo e 1t propect programmis g dic nitin alleases, nclude sexplicthy d=fned rean kori ng ol
avaluation framoesetk wiine b weuld fazibtete the generanon of credible date sets Thersfors, wihele measurble
AuTPUTY are doc mentend o s difficult 1 atteitute Fealth otcames dirgctly to AMEEF mrerventons,
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over time through the use of CHWSs as agents in addressing the
health needs of the residents. It is, however, important to note that
partnerships were nol always the way of doing things for AMREF.
Interviews with some Klis revealed that prior to 2000, AMREF tended
to do everything for the community in Kibwezi. After 2000, there was
the realisation that the organisation needed to partner with others,
including communities so as to be able to concentrate on its core
business of facilitating learning and documenting best practices
in health. Partnerships allowed others to pick and build on lessons
derived from AMREF's work. Besides, partnering with the community
also helped build a sense of ownership.

Key informant interviews and focus group discussions further
indicated that AMREF has significantly strengthened the linkages
between the community and formal health system in several ways,

They include (i) training of community health workers and linking
themtothe nearest health facilities; (il promoting support supervision
of CHWs by health workers in neighbouring health facilities and {iii}
putting in place a community-based information systern that supports
planning at the formal health system level,

Moreover, partnering in addressing the health needs of the local
people was also reported by some beneficiaries who indicated that the
community had developed a positive attitude towards cost-sharing
over the last three decades. The majority of the beneficiaries (83.3%)
acknowledged that AMREF was the organisation that had significantly
contributed to the positive attitude of the local community towards
cast-sharing,

It was also found that significant partnerships have been established
with the Government of Kenya, principally through the Ministry
of Health. While the Kibwezi Health Centre (KHC) was established
by AMREF, it reverted to the Ministry of Health in August 1986, The
government initially provided staff who were involved in the running
of the centre. Over the years AMREF has collaborated with the District
Health Management Board (DHMB) to manage this facility as well as
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others in the district. Moreover, between 1988 and 1993, the MOH used the
CBR programme as & training base to initiate programmes in the country.
Machakos District Hospital dealt with the referrals and emergency drugs for
Kibwezi Health Centre while Makindu hospital staff served referred cases
from Kibwezi and participated in training of the CORPS. Interviews with
community members indicated that as a result of the health education
received through the CBRD project, stigma associated with disability was
reduced and disabled children were brought forward forassistance, AMREF
field project managers also indicated that the experience of the projectin
Kibwezi provided beneficial input for the National Disability Policy.

The KHC and CBRD initiatives are notable success stories of up-scaling
interventions to the national level through successful AMREF-government
partnerships. Moreover, partnership was enhanced through inter-sectoral
collahoration where other government departments were drawn in 1o
support initiatives in line with their mandates. In its work in the division,
AMREF collaborates with the administrative office of Kibwezi division
and, generally, the provincial administration. AMREF serves on the Sub

District Development Committee which is a co-ordinating mechanism
for integrated planning, and controls the balanced development of the
division. A male Ministry of Planning and National Development official in
Makindu District during a key informant interview mentioned that AMREF
has been the most active non-state actor in the districL. Further, there has
been collaboration with the Ministry of Agriculture, especially with the
Home Economics Officer who deal with nutrition and food production.
Both AMREF and the ministry have trained women groups in nutrition. The
Division Livestock Extension Officer participated in the training workshops
and planned the activities of the Applied Nutrition Project with the rest of
AMREF's ANP team {AMREF, 1993}. With regard to the CBRD project, other
stakeholders were the Ministry of Education officials who helped in the
integration of disabled children into schools and the Department of Social
Services, who helped in the advocacy of PWDs (Kioko & Mwenzwa, 2005)

AMREF has also established partnerships with the main stakeholders

in the project - the community. To that extent, the KHC and its various
components have collaborated with various actors, The main ones are
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the communities in the sub-locations where the organisation has
implemented its projects. This has been actualised through the
process of mobilisation and community participationin all initiatives to
ensure ownership of the process and outcomes. Further collaboration
has been enabled by constituting village committees especially in the
case of CHMIS and divisional well committees in the case of water and
sanitation interventions.

Partnerships have also been established with other NGOs working in
Kibwezi, and indeed Makueni. For instance, the Kenya Association for
the Welfare of Epileptics (KAWE] was instrumental in the CBRD project
throughits running of aclinic for epileptic patients from Kibwezi Health
Centre. ActionAid Kenya and AMREF have collaborated closely since
1989 and both were involved in the implementation of maternal and
chiled health, environmental health and sanitation, health education,
and community based rehabilitation (though in different locations),
Other collaborators have been CARE Kenya and Sisters of Mercy.
Also notable has been the collaboration with the commercial sector
in the training of shopkeepers in community-based distribution of
contraceptives (AMREF, 1693),

Last but not least, partnerships were established with a wide cross-
section of donors who have supported the various interventions aver
time. The fact that AMREF has continued to attract such alarge number
of donors is testimony 1o a good working relationship with them, as
well as the ability to achieve acceptable outcomes, Communitias
have owned the initiatives while development partners have seen
their support translated into positive outcomes for beneficiaries.

3.6 Sustainability

Sustainability is reflected by efforts made in three fronts: capacity
building, community participation and ownership. and assimilation
of project experiences in a policy framework. There is, however,
the question of the extent to which these interventions and their
outcomes could be sustained without further support from AMREE,
Project beneficiaries presented a divided opinion. The majority of the
beneficiaries (82,3%) acknowledged that the projects would continue
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even after AMBEF exits the area. Some of the reasans given included the
fact that AMREF had: (i} trained communities on project ownership; {ii)
involved the community in project implementation; {iii} initiated income-
generating activities and {iv) created greater awareness amongst the
communily about their health.

Nevertheless, the beneficiaries who thought that the projects would not
continue cited: (il poverty: (i} lack of manpower to mobilise the community
and (iii} lack of government suppert. There were some fears expressed
by a cross-section of key informants, both at AMREF and in Kibwezi with
regard to the fact that owing to the long stay of AMREF in the area and the
fact that the community has come to rely so much on the organisation, a
dependency syndrome might have set in and this would further jeopardise
sustainability of interventions.

There are three aspects, however, which need further elaboration in
relation to sustainability, These are discussed below.

Capacity building

Capacity building has been realised through training of leaders of CHWSs,
CBDs, TBAs, women groups and teachers as trainers. Continuous capacity
strengthening of communities enabled the trainers to carry out health
education activities in their respective areas. Training was carried out
through use of participatory learning and action approach art village-
based workshops and demonstrations. This was impaortant because the
communities were the key implementers of the PHC project. Moreover,
CORPs were mobilised to carry out health education {AMREF, 1993}, In
addition, some of the extension workers were trained as trainers of trainers
(TOTs) (Kilombia er al 1989). Capacity building was also undertaken
through training of parents, local artisans, teachers, CHWs and CBR staff
on skills of handling disabled children {Asindua, 19381

On the water projects, water committees were trained and CBOs involved
in the development and management of water sources. Some CBOs have
also begun income-generaling projects ranging from agriculture, trade
and sale of water (Mondoh, 2001). The evaluation of the 55PHC project
revealed that the training of the health management committes staff
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enabled them to effectively play their roles. As a result, there was
increased awareness in the community (AMREF, 2007).

An overwhelming majority (100%] of the beneficiaries acknowledged
that the technical know-how of the local community in managing
diseases had improved in the last 30 years. The key areas of
improvement included treatment of drinking water iB6.5%], use
of ITNs (85.4%), latrine use {40.6%), safe sex {24%), drying utensils
using a dish rack {15.6%), water storage and conservation {14.6%],
utilisation of health facilities (14.6%), prevention of diseases (12.5%),
utilisation of immunisation services and the use of the leaky tin. The
majority (82%) of the local community acknowledged AMREF as
the organisation that had significantly contributed to the improved
technical skills of the local cammunity,

"Capacity building is one of the major achievements of AMREF in
Makueni. Training has focused on community own resource persons
who include CHWs, health committees, community leaders, water
committees, women groups, parents and groups of friends of the
disabled. The focus of capacity building was community organisation,
prionty setting, planning, implemenration, manitaring, evaluation and
health promotion’ noted a key informant from AMREF KCO.

Community participation

Community participation, and in some cases the cost-sharing
approach, right from the planning period was used in some projects
in order to encourage the communities to play a more active role in
sustaining the projects and implementing new ones. Study results
indicate that the majority of the respondents {91.7%) were involved
in the processes of identifying their priority interventions, project
implementation and decision-making. The community participation
strategy generated a strong sense of ownership and volunteerism
(Kilombia et al, 1989). This was particularly relevant in most of the
projects and proved most useful in water, SSPHC, nutrition, CBR and
reproductive health as confirmed by Kls.
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Assimilation of project outcomes into national policy framework

There were special efforts made to create linkages among the AMREF staff,
government line ministries, NGOs working on similar projects and CBOs. A
multisectoral committeewassetupatdivisional level, whichjointly planned,
reviewed and executed the project activities. It comprised line ministries
L.e. Ministries of Agriculture Livestock Development and Marketing, Water,
Health and Culture and Social Services. This process facilitated inclusion of
the project processes and outcomes in the existing and planned national
policies. Of particular importance was the CBHMIS project which planned
to review the existing national policies and guidelines on HMIS. The end-
of project report indicated that the intervention was able to come up with
a report on national policies (AMREF, 2005). In addition, the CBR project
built the capacity of the DPO, though not extensively enough to advocate
for the rights of persons with disabilities. AMREF worked with UPDK during
the constitutional review process in lobbying Members of Parliament 1o
include the needs of the disabled in the draft constitution, This culminated
in the enactment of the Persons with Disabilities Act (2003), tailored in the
spirit of the UN standard rules of equal opportunities for persons with
disabilities (Kioko & Mwenzwa, 2005).

Asked ta comment on the implications of an AMREF exit frem Kibwezi,
literally all respondents and Kls were of the view that while AMREF had
done a lot of work in the area including capacity building, their presence
would be missed. There was consensus that the community has not been
prepared for that possible eventuality. Egually, extension officers from the
government departments had, to a significant extent, become dependent
on AMREF facilitation and this would be missed. It is therefore evident
that for AMREF's work in Kibwezi to be sustainable, mechanisms need
to be developed to prepare communities for a phase oul. It is very clear
from all the feedback received that phase out plans should be part of any
programme development.

3.7 Challenges

The long-term engagement in health development in the area has been
met with challenges which varied from one project tothe next. On average,
the challenges that appear to have had a negative impacted on AMREF's
interventions are harsh weather, poverty and cultural beliefs,
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Development environment: The Applied Nutrition Project reported
that climate was a major challenge to food security. The case, as was
in 1978, incidentally remains the same to date. Fraquent droughts
continue 1o be experienced. The situation has been aggravated by
high levels of poverty. A survey carried out in 2005 (AMREF, 2005}
in Makueni revealed that poverty prevalence in the project areas
of Kibwezi was 85%, Makindu 89% and Mtito Andei 70%. The water
project staff reported that high poverty levels affected the ability of
communities to cost share in the development of wells. To that extent,
poverly acts as a hindrance in any effort towards the fast realisation
of project goals.

Cultural practices: Cultural practices, such as polygamy, were found
to be a challenge. For example, there were situations where men
marriect many wives and bore several children that they could hardly
feed or take care of. This left women with the burden of taking care
of malnourished children, In some cases when these women were
admitted inthe malnutrition rehabilitation ward, their spouses took on
more wives {Kilaki, December 2008 - personal interview). This meant
that once the rehabilitated children were discharged, they would end
up in a single-mother-headed households. This would further worsen
the vulnerability of the children to poverty and malnutrition.

Data integrity : Since interventions are funded on a project basis,
managers devote a significant amount of time to fundraising, and
are more likely to report that their projects are a success to enhance
the chances of continued project funding. In addition, interventions
have not been designed either based on baseline surveys or with
the intention of capturing evaluative information. Thus, there is no
competent mechanism for the generation of accurate, com prehensive
and timely data during the projects'life.

Ndwiga (2004], reported that all health facilities cited lack of training
in HMIS. This cantributed to poor collection and analysis of data that
could have helped in effective decision-making. This raises questions
about the usefulness of the tailor-made software if most users were
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not trained on how to use it. Further, Maneno et al {19871 and AMREF
Workshop Report, (1991} indicate that most CHWs were non-literate,
requiring special record sheets and that there was lack of development of
information gathering methaods for interventions early in the programme,
Owerall, this is indicative of a challenge in the gathering and processing of
data for most of the life of AMREF's interventions in Kibwezi,

Volunteerism of CHWSs: This is a moral dilemma because while within the
community strategy of the Ministry of Health, the CHWSs are seen as the
community’s responsibility, the questions posed by a key informant best
captures the untenable gravity of this issue. “Volunteerism of CHWs. ... How
farcon it be taken? Is it ethical.. given that these are people working in a poor
marginalised area and they have their own financial needs?”

3.8 Efficacy and effectiveness of interventions

To assess effectiveness and efficiency of interventions in Kibwezi, it is
impartant to focus on two key issues, The first one is the attainment of
project objectives. The key question is: What were the objectives, and were
they achieved efficiently and economically? An analysis of available and
field information showed that significant amount of work has been done
and projects completed, in most cases, within the time schedule,

Nevertheless, from an evaluation perspective, the design of most projects
was that it renders a straightforward evaluation, indeed comparison of
what was intended and what was achieved, difficult. The statement of
most objectives 1ended to be open-ended to the extent that guantifying
their attainment was problematic. An examination of these statements
of objectives shows that the objeclives do not render themselves
measurable nor are they time-bound. This means that whatever outcomes
the programme personnel attain are technically acceptable as long as
they indicate a positive trend. Also, the programmatic cycles for most
projects were 1oo short and this meant that a quick cycle of successive
projects were implemented. It is again difficult 1o determine how effective
and efficient that approach is. An example in this regard were the water
projects which were often funded for cycles of two years. The following
excerpt will suffice as an example:

“In Qctober 1991, AMREF had a review workshop during which there was o

redefinition of goal and objectives for KRHS... .. The workshop set them to be (i)
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increase coverage and accessibility of health care in Kibwezi, (i} support
communily initiatives in the development of water sources, {1ii) enhance
self sufficiency and security in the provision of food among communities
in Kibwezi, {iv] enhance the capacity of Kibwezi communities to raise
income at household level, (v} provide support for educational. troining
and employment activities for the disabled and {vi} enable women to
acquire functional literacy skiffls” [AMREF, 1991},

The second one is the absorption and utilisation of praject resources,
Efficiency and effectiveness are generally determined on the basis of
the proportion of project resources that go directly into community
projects as compared to that going into project administration. In
this case, most project leaders indicated, that on average, 30% of
resources were used for administrative support while 70% went to
community level interventions. This compared favourably with the
reported administrative limit that not more than 40% of resources
should be used for project administration®.

3.9 Lessons learnt

The projects which have so far been implemented and are the subject
of this evaluation generated project-specific lessons, The lessons were
specific and applicable within the context of a particular intervention,
However, some lessons were over-arching and are key to future
intervention pragramming. These are presented have been below.

Community participation and the use of existing community
resources and institutions as entry points: all the interventions
invariably indicated that it was important to work with communities
to ensure success and wide ownership of the projects. Nevertheless,
they also indicate that in marginalised communities, participation
is usually low. Thus, as interventions are initiated, two things are
important. One, awareness has to be created about interventions
among all members of the community so that they understand
what's happening and their role in it. Two, capacities for community
participation need to be continuously developed and supported.

1w nol pesiible o rgerously analye the cesting and financial rascurce unlisation for the vanous
interventions because Anancial dats s mol readity svailable
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Right from the start, there was realisation of the value of using CORPs to
spearhead the community-based health care initiative. While the CHWs
had to be identified and trained, it has also been increasingly realised that
other existing institutions such as schools, women and clan groups, and
parents-teachers associations could also be useful avenues for support
of health education. These could, in any case, be more sustainable than
selecting and training a cadre of staff to carry forward initiatives.

Indeed, available information indicated that working through community-
based organisations enables retention of skills as well as ensures that
communities are organised for sustainable development, This lesson is
consistent with the current AMBEF strategy of working through CBOs
(AMREF, 2007).

Understanding the community context and creating mutual trust: the
community context hasseriousimplications on thesuccessefinterventions,
For instance, the uptake of contraceptives remained low even when the
cost barrier was removed. The issue was the culture and attitudes that
needed to be understood. In addition, CHWs' success depended more
on how they identified with the community than with AMREF; nutrition
issues could not be adequately addressed without looking at the cultural
destiny of women; and disability could not be addressed outside the
cultural context of the community, Thus, a community's context is an
important assumption in any health development intervention. Moreover,
the community context also has implications in determining what needs
are immediate and needed to be prioritised. Resuits from Kl interviews
corroborated the importance of recognising and utilising the community’s
own strengths and skills. The above lesson also applies on the part of the
community understanding the intervention promoter’s context. One key
informant remarked:

The community has over time come to know AMREF and its approach and
this makes it easy for the organisation to work in the area. On the other hand,
AMREF has also come to understand how the community operates. in the
process there is openness on the part of the community”

This is a lesson on the need to create mutual trust!
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Need to have an exit strategy right from the start: to ensure that
there is clarity on the extent of mandate by all stakeholders as well as
o avoid complacency and long-term dependency, it is important to
have a phase-out plan right from the start of an intervention. AMREF's
stay in Kibwezi has been open-ended with regard to time. One key
informant from AMREF noted, “There is need to have an exit strategy as
projects are designed... think about whorm to hand over to and how._.. in
an organised manner

A long stay may be beneficial: a key informant was of the view
that despite the foregoing point, Kibwezi has been an important
intervention laboratory largely because of the long stay that has
enabled development of structures and networks that have been
useful in the experimentation process with health improvement
initiatives, As such, and given the achievements associated with such a
long-term engagement, there is convincing argument for continuing
the stay, albeit with a change in mandate,

3.10 Best practices

AMREF's intervention in Kibwezi is characterised by a variety of palicy
and programmatic actions that could be described as best practices.
From a programmatic perspective, three issues stand out as best
programming practice. First, the choice of site for the intervention
was based on consideration of accessing health care to communities
that otherwise were hard to reach in light of the fact that Kibwezi was
a newly settled area with minimal government services. Thus, the
interventions offered a lifeline 1o those communities, not only in terms
of health care, bur also in health promotive services such as maternal
and child health, family planning, nutrition and water. Development
ought to be inclusive, thus reaching out 1o Kibwezi served this ideal.

Second, is the importance of the ability to be flexible and adaptive in
programming. To a large extent, AMREF's programme in Kibwezi was
able to be adaptive and theraby focus on critical community concerns
as they arose. While, initially, the intervention in Kibwezi was a pilot
community-based health scheme, as realities unfolded other aspects
were added since it was realised that health improvements could
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not be achieved, for example, in an area which lacked food security and
water,

Hence, the launch of the Applied Mutsition Project and the water and
sanitation interventions could be seen as indicative of AMRBEF's adaptive
programming. Indeed, a key informant pointed out that AMBEF has
managed to stay for so many years because it was addressing evolving as
well as emerging community needs.

Third, the exposure visit to the Aga Khan Public Health Care Service Project
in Kwale helped in reducing the learning curve for the CHMIS between
2004 and 2005. The importance of this is the acknowledgement that it
is possible to learn from other models already developed and thus save
considerable resources and time, and in the meantime be able to offer
deserved service to the community speedily.

From a process perspective, two best practices were isolated. First, the
community-based health care model in itself may be characterised as a
best practice, Increasingly, it is a programmatic reality that governments
may never be able to mobilise adequate resources to ensure health for all as
was initially anticipated in the Alma Ata public health declaration of 1978,
Consequently, communities need to be involved and to actively participate
in initiatives that can uplift their standards of living, including health. The
CBHC approach has over time ensured that communities are involved in
planning and executing projects that are crucial in uplifting their welfare.
The reality is that communities need to be the starting point for any
people-centred development initiative. Use of local persons, community-
level committees and empowering of the communities {through training)
enabled the benehciaries 1o own the projects, and therefore achieve some
level of sustainability (Kangere et al, 2002; Maneno et al, 1987.

Second, collaboration with the government is a necessary condition
for success. In all the projects, the relevant government ministry or
department was always involved. This, in itself, is a good practice as it
linked community members to government agencies who are the primary
duty bearers and consequently they could press for services from them,
This aspect of collaboration and involvernent of stakeholders led 1o
cultivation of goodwill and therefore, support for interventions including
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by government and community leaders, Further, such collaboration
ensured access to and use of public technical resource persons to
backstop interventions.

Third, cost sharing is an essential mechanism for ensuring ownership
and sustainability. This has been more so in the case of water projects.
The community had to contribute 50% of the project cost. This ensured
that the beneficiaries had a deep sense of project ownership.

3.11 Replicability

Kibwezi Rural Health Scheme started out as a pilot scheme that
was 1o model delivery of health care in semi-arid areas with sparse
populations. The comprehensive health care delivery system, which
was backed by active community participation and inter-sectoral
collaboration, proved to be very successful. One of the original
objectives of CBHC was to carry out special studies on health centre-
based programmes to determine their feasibility for replication. It has
succeeded and has been a pioneer in significantly influencing CBHC
in many parts of Africa. Its work is relevant to PHC in semi-arid areas
with its emphasis on water and nutrition (AMREF, 1933),

The successful execution of the CBHMIS has reportedly seen the
Kibwezi project voted as the best in the country. In the process, there
have been efforts to replicate their model. There have also been
requests for capacity building by other districts in the country, as well
as countries outside Kenya. The conclusion is that the community-
focused intervention work initiated in Kibwezi has become
significantly viable and visible in the country and is increasingly being
replicated in other countries. The scaling up is real!

3.12 The grand finale: a recap of interventions

Several persons, who were the architects and captains of the initial
interventions in Makueni, were asked to give a post-event assessment
of the engagement in the community, They were requested to
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give their own non-quantified views about the general and specific
achievements over the 30 years of involvement in the area.

Scanning through their individual answers, it can be safely concluded
that there is consensus that the interventions were appropriate and there
have been posilive achievements which are directly attributable to these
engagements. They commend AMREFs ability to constantly re-engineer
itself to the evolving health needs of the community.

4.0 CONCLUSION, RECOMMENDATIONS AND
LIMITATIONS

4.1 Conclusion

Based on this analysis, several conclusions could be drawn. First and
foremost, despite the unclear status of CBHC, either as a project or as a
strategy, the initiative was successful in community capacity building and
delivery of public health care, The other interventions successfully utilised
the CBHC approach in their implementation. This led to the community
participating in various interventions directly and also through the input
and sacrifice of the CHWs who worked on volunteer basis. Nevertheless
significant capacity building was achieved.

Second, lack of programmed quantifiable achievement indicators hinders
the measurement of project success in relation to the improvement of the
health status of the community. For instance, the water project developed
6831 wells in Kibwezi division and Makueni district. However, gaps arose
on the optimum number of wells required to make a difference by way
of sustained reduction of water-borne diseases. The same applies to the
nutrition project. At a glance, the project reports success. However, a critical
look at the intervention raises the question of sustainability. The same case
of lack of quantified benchmarks applied to all other initiatives.
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Third, the projects operated in isolation from each other, in the sense
that there was no link between them. This made it difficult 1o measure
their collective impact in terms of the wellbeing of the community.
Fourth, there has been significant collaboration and partnership
with government departments as well as NGOs and communities.
Attributing any achievements to AMREF is a challenge in light
of inadequate documentation of inputs by all other partners/
stakeholders.

Finally, according to the 2002-2008 Mzakueni District Development
Plan, the district still faces the developmental challenges of high
population growth rate, poverty and disease (espedially HV/AIDS).
This raises eyebrows on the direct and significance of effectiveness of
AMRBEF's 30 years of intervention in Kibwezi. Howevear, despite these
challenges AMREF is acknowledged as the strongest health NGO in
Makueni district, It has therefore cantributed greatly to strengthening
health systems at the community and formal health system levels
and also 1o whatever health outcomes that have been realised in the
district in the last 30 years,

4.2 Recommendations

In light of the foregoing findings and conclusion, the following

recommendations are made:

1. Integration of interventions: one gets the impression that
while all interventions are aimed at improving the health status
of the community, each project appears to be an entity on its
own, Therefore, there is need Lo integrate all the interventions
50 as to cultivate project synergies. In a situation where projects
are implemented in subseguent periods, the sequencing should
allow synergies of previous periods.

2. Adopt log frame-based (performance-based) programme
design: available documents that were reviewed did not
indicate what benchmarks informed project activities. Assessing
success in the absence of such benchmarks, indicators and clearly
predetermined means of assessing success and processes maant
that any achievement, however modest, was acceptable. A log
frame-based programming is an option AMREF should embrace
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a priori to address this challenge. It is also important to ensure that
the processes of problem identification, priority setting, planning,
implementation, monitoring and evaluation are more parlicipatory
and that the community is involved at every stage of the programme.
In addition, community contribution in terms of material, labour
and money should be well defined and agreed upon with all parties.
These aspects would enhance the possibility of generating project
information/data.

3, Specific terms of partnership should be developed up-front in
order to minimise the potentially enormous costs of exit. The
government should be urged and encouraged to create a
partnership arrangement that ensures that beneficiaries do not
perceive AMREF or any other NGO as permanent facilitators
of their development.

4. Further study to establish "the impact of a possible AMREF exit” may
help determine the implications of long-term engagement with
communitias, This s inview of the fact that AMBEF's interventicns
have taken 30 years so far and evidence generated in the course of this
stucly points to the existence of a lot of unpreparedness for disengagement
and dependency on the part of stakeholders,

4.3 Limitations

The process of undertaking this study was constrained by several factors.
The first limitation revolves around the fact that no mechanism had been
put in place to monitor and evaluate the performance of the various
interventions. Hence, no reputable databases have been built over the 30
plus years,

The second pertains to information completeness, accuracy and
consistency. The 30-year period under review meant that massive
information was generated. However, the records and data reviewed
could only be accepted as a faithful account of the interventions, This is
because of the potential biases of the compilers of the reports which could
have influenced their judgment in terms of whal was recorded. Further,
the records kept were those that the project administrators, in their
judgement, deemed useful. Also, respondents and the dramatis personae
relied on recall for their responses. Thisinformation has inherent limitations.
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The third major limitation relates to capturing of data in an environment
where the administrative boundaries of the study area have changed
over the years. These have changed from the Kibwezi in Machakos District
in 1678 to Kibwezi in Makueni District in 1992 and on to the present
situation of Kibwezi as a district starting 2007.

Thus, the variables under study could not be consistently tracked as the
administrative platform has kept changing.

Finally, the non-availability of accurate and complete financial data
inhibits the possibility of evaluating the interventions from a holistic
investment perspective,
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Appendix Il: Evolution of AMREF Programmes in Relation to
Government Health Policy
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