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ABSTRACT 

AMRH has been involved in health development in Kibwezi, Eastern 

Kenya, since 1978. Its interventions have evolved in tandem with changes 

in community hcillth needs and changes in government priorities. They 

have dlso greatly deepened and expanded in coverage in the 30 years of 

working in, for and with this hard-to-reach community. The pap('< is an 

evaluative research aimed at establishing the achievements of this long­

term engagement. It presents the historical evolution of interventions, 

assesses AMREF's programmes in relation to na tional health policy. In 

addition, it analyses the success of the various interventions in terms of 

project ob1ectives, implementation processes. expected outpu ts and 

outcomes.achievements o f parnerships and sustainabi lity and identifies 

programme challenges and lessons learned. 

Using both secondary and primary data, the pa per utilises a combination o f 

methods to assess the efficacy. effectiveness and sustainabili ty of AMREF"s 

i n terventior1~. The paper concludes that, although it is di fficult to precisely 

measure the proporlior1 o f AMRff's con tribution. successful achievement 

of intended outpu ts a11d measurable or imputed health outcomes confirm 

a definite positive contribution to the improvemer1t in the health status of 

the commu11ity. In addition. the interventions have had posit ive results in 

terms of health systems strengthening. 

The paper present~ project·specitic achievements. ident ifies intervention 

programming challenges. and demonstrates that the approach adopted 

has produced useful le~sons for improving the health status of communities 

through stumgthening 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 .O BACKGROUND 

AMREf's pion~rin9 experience in community-based health care in 

Kibwezi started on 1978 and subsequently spread to several other 

divisions of Makueni Distnct. The initial interventions were two­

pronged types or experiments. First, there was the "pill-for-every­

pain' appro,1ch where AMREF responded to the urgent needs of the 

population. 

Second, there were the pilot-type interventions intended to establ ish a 

best practice which would then be replica ted elsewhere. In this sense, 

the interventions were experiments, but not necessarily controlled 

ones. 

Through the c<irly 1980s and l<•tc 1990s. AMREF implemented 

in terventions in child survival, fam ily planning, materna l and child 

health. control o f diarrhoeal diseases. community-based food 

aid t<ll'geting 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 a11d hygiene promotion, integrated initiatives to prevent 

mother-to-child transmission of HIV and AIDS, and community-based 

health management information systems. The implementation of 

these interventions entailed long-term community pannering and 

healrh system strengthening approaches aimed at achieving gains in 

health dnd development' . 

Makucni district is one of the under-served areas in Kenya. It faces 

major development challenges that include high population grow1h 

rate, poverty and the HIV/AIDS pandemic. The current popul.-ition 

growth rate is 2.8% per annum compared to 2.7% nationally (GOK, 

2008). The poverty level stands at 73% compared to 57% for Eastern 

Province (GOK, 2004).Thecrude birth rate is44.7 per 1000, while crude 

The ~ ... 1;.1l1<1(11c.•1x11,•ph(<tl co•otr,l9f' t1 r..d "ll:1,Jn~Jor in ~MREF :i.;:t1\11t11!'$ f:;'.11n ~·ll · '" li,11 mJdeus o• ti'= 
IC1owez1 Aui.l l t1,,,,l1h Cti·oc to the m'.llt10bt1t)· uf Vie u •u•:nl inH!,.,'el'Tt1ons 1<. d~P•<INI (>n tr·c mao i'i 
t..pptnd Id 

• 

• 

• 
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dc:-ath rate is 7 per 1000. Infa nt mortality is 45 per 1000 (GOK, 2000i. 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-p.ltient ratio is 1: 119,879 indicating a heavy workload and therefore 

inadequate access 10 health care services for a larger proportion of the 

population; and a moderate 10 high prevalence of HIV/AIDS (i.e., between 

I 0·30%) 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 

to a national figure of 47 years (GOK, 2005). 

I\ baseline survey carried ou t in 1979 and a 14-year evaluation report ( 1979-

1992) by AMllEF. show that Kibwezi experienced the following challenges: 

a cycle o f poverty (occasioned by dependence on unreliab le form-based 

income and rt>curren l drought every 7-B years); high population growth rate 

(4.5% per ani1umi accompanied by rapid grow th of urban centres on the 

main Nairobi·Mombasa highway; high rates o f illiteracy, especially among 

woml•n; and maior health p roblems (which included endemic malaria at 

an average of 37% in the locations covered in 1979). Consequently. while 

the recent stati~lics cited earl ier show a relatively better state of health 

than na tional averages in many cases, i t is not clear how much of these 

improve1nents could be attributed to the interventions undertaken by 

AMl~EF in the area over the years. This prompted the need to evaluate and 

document AMHEF's experience and achievements in Kibwezi in the past 

three decades. 

1. 1 Problem statement 
AMRff has been \VOrking in Kibwezi to address several development 

challenges, particularly those related to poverty and ill health. The 

residents of M.ikueni district h.ive 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 attribu ted to 

unreliable. inadequate .ind erratic rainfall; lack of clean drinking water 

3 
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leading to increased cases of w.iler borne diseases (<yphoid a1)d 

amoebic dysentery); reduced economic productivity and high rates 

of unemployment; increased cost of medication; sparse locanon of 

health facilities and poor road network (GOK. 2002). 

It would be expected that <ls a result of 3n engagement of 30 years by 

AMREF, the health status or the communities in Kibwezi would have 

improved. This study. therefore. sought to establish the extent of 1he 

impact of AMREF's interventions on the health status of the Kibwezi 
community. 

1 .2 Study objectives and justification 
The main objec tive or this study was to document and assess 

AMREF·s range of interventions and experiences in long-term health 

engagements with the d isadvantaged and vulnerable communities of 

Makueni . The study also S0\1ght to find 011t whether the in terventions 

have producf'd the desired outputs and outcomes.and the experience 

used ta strengthe1) the health systems. 

The study spccilical ly sought to: 

Assess the long-term efficacy. effectiveness and sustainability of 

AMHEF·s interventions in Makueni District 

Esiabllsh intervention ou tpu ts and outcomes and assess the 

extent to which the outcomes hdve been used to strengthen 

health systems and innuence policy and prnctice 

Identify any challenges faced and the lessons learnt from v¥ious 

interventions. 

The assessmeni focusl'd on four levels. The first was a review of 

achievements or specific interventions in terms of their contribution 

towards enhancement of the population's health status, capacity 

building, strengthening of tne 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 

or improvement in the health status o f the community. The third level 

considered the appropriateness of the architecture of the progra mm cs 

and projects. The fourth level was the fu turistic forecasts which are 

• 

• 
t 
• 
• 

~ , 
• 

• 
• 
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based on historical performance of current and past interventions and this 

sought 10 find out what change~ would be necessary, in terms of con1en1. 

process and financing it further interventions were to be implemented. 

This study is justified by various considerations. First, although AMREF has 

been on K1bwezi implementing health relatt'<l interventions for over 30 

years, there is no coherent document.ition to show wh.it the organisation 

has achieved. It is therefore important to document the experiences and 

achievemenls th.it have so farb('{'n realised. This would help in determining 

whether the investments have translated into improved health outcomes 

for the people of Kibwe1i. Secondly. i t is expected that the evidence and 

lessons generated by AMREF in Kibwezi COl•ld be useful in replicating 

primary health care interventions in o ther areas. Finally, it is important to 

find ou t If the impacts o f the interventions are sustainab le in view of lhc 

fac t that they were meant to be a learning experience. 

1.3 Study methodology 
The i111crvenlions undertaken include, pulling up of the Kibwezi Rural 

Hea lth Centre, community based health care, applied nut rition. FP/MCH, 

community based rehabilitation of the d isabled. water. san itation and 

hygiene, communica11011 skills, di saster management and PMTCT. In an 

at1empt to evaluate their health development outcomes, the study was 

guided by the realisation that there is no single methodology which has 

been developed to undertake an evaluation oflhese types of interventions. 

Available literature' shows that such evaluation faces insurmountable 

difficulties bee ause the exerc•sedoes not fall squarely within the perimeters 

of the traditional linear input-output analytical paradigm. 

The conceptualisation of this study was further guided by the realisation 

that various researchers hcJVE~ used different approaches and tools to 

accomplish social and economic impact assessmems of development 

proje<ts. According to the World Bank (2002). the social assessment 

approach mcy be used to provide a dynamic research process and a 

fr,1mcwork for identifying and integrating the key social and institu tional 

issues that should be addressed in the project cycle. Notably, the first 

GtJ«;I c .. 1n•plr, 1ndu<ifo \'o'.01ld $(Ink 2C06'• ( l'1,'m1•rl\ 1:f (,o,~d Po .. e1ty ;:ir,d ~-oddl lm~..i~~ t.11o.ll';'1" ( h:11 I•~-. . 

Amoirw 11.~!m 111 n, ~·1 1' 1J:>:Hl MtUUlln)I lli1: mi;, lf.t 9 f Hunl.l111:,lr ii "\ • .:.:d . ;. R:,:'.'iC"'' of Cu·1('nt P1.;: t1<r HP'~. 
Rc~c11 1{,h ~l·111;1 1: •'' " ' l l.~n 1d~ IJ\:<>61 E•lJ u~t•n? Gu•tkl1n(.·~. Mm .\11y 1~#f-:>1e19n Afh f$ 
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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 imerventions 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 s!Udy reviewed spedic 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 clli these aspec ts for all projects. 

Both horizontal ond ver tical analysis of the delta rncltrix was carried 

out in order 10 find and interpret the information for consist ency and 

sequencing of results. The relationships between input and outputs 

and between objectives and outcomes o f the interventions were 

assessed. The data matrix was al so analysed to identi fy the challenges, 

best practices and lessons learned from AMREF's experiences. 

Second, the study be11ef11ed from severcl l o ther concep tual designs. 

Lemoine, (1985) used the methodological framework evaluation 

(MFE) which involves systematic <1ssessmen t of impacts to produce a 

consolidated pi<ture o f results, impact and performance of proje<ts. 

Thi s framework co11solidates insights and learning from each 

evaluation (Landall, 1985). The Centres for Disease Conuol (CDC, 2007) 

approach contends that the critical areas that need to be considered 

when !.!va luating 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 accoun t of these considerations, the study adopted the analytical 

framework presen ted in Figure 1. It seeks to establish what activities »vere 

undertaken. what outputsioutcornes were realised and how this could 

have led to improvement ot the health status ot the residen ts of Kibwezi 

and Makueni. This was attained by collating 3nd analysing the various 

projects' objec tives. inputs and the outputsioutcomes and establishing 

the ex ten t to which set objectives were atta ined. Further, deductive 

analysis was cattied out to establish the challenges. best practices and 

lessons learnt as a result of AMREF's interventions. In general, a deductive 

assessment was done to determine whether or not the interventions in 

Kibwczi were successful. 

The analysis looked at the various project objectives and evaluated their 

hdrmony, consistency Jnd sequencing in order to establish whether 

or not the intervention programming was based on a well-conceived 

hNlth development vi~ion <1s opposed 10 episodic shorHerm responses. 

Subsequently. v<1rious outputs were validated and their reported 

outcomes established. rrom the outset. it was recognised that it would be 

difficult to relate to the evaluation of outcomes and impacts in a siruation 

where intervention programming w<1s done without factoring in possible 

future evalua tions and no mechanisms had been put in place to capture 

informa tion for that purpose. 

7 
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Third, secondary data was used toestabhsh possible trends which cou Id 

be related 10 the outputs and outcomes of 1he various interventions. 

This information l'tas obtained fro1n government documents such as 

the National and District Development Plans. Kenya Demographic 

and Health Surve)'S, Economic Surveys, Welfare Monitoring Surveys 

and MOH policy and strategy documen ts. Other documents reviewed 

included pub lications by United N<1tions agencies such as the World 

Health Organisation (WHO). United Nations Development Program me 

(UNDP). Uni1ed Nations Children's Fund (UNICEF) and World Bank, 

among others. Lastly, publisht'd materials such as books and articles 

relevant to the Kibwezi experience were reviewed. 

Fourth, views of proje<t beneficiaries. project managers and dramotis 
personae 1.vere enl isted. synthesised and analysed. In a nutshell, the 

study adopted a combination of methodologies for two reasons. 

First. the interventions were 1101 designed with the a prion objective 

o f eventually evaluating lhl•ir impacts. Hence. there was no in ­

built monitoring and evaluation mcdwnism for the intervention~. 

Second, there is no single "best" method o f evaluating these types of 

interventions. 

1.4 Data collection and analysis 
In light of rhe magnitude and complexity of the project activities 

that have been ongoing for over 30 years, a number of methods and 

approaches were adopted to 9u1de the data collection process. First, 

existing literature was reviewed to generate basic project information. 

Data •NaS obtained from three bdscline surveys, 31 project p roposals. 

11 workshop and training report~. 19 evaluation reports, 58 progress 

and annual reports, and o ther relevant publications. Secondary da ta 

was also obtained from relevant govcrnmcm and WHO repor ts. 

Primary data was collected using open ended, in-depth interviews 

and focus group discussions (fGDs) with key informants (Kls) who 

comprised project staff. !he community beneficiaries and government 

representatives. A mix of interviews and self-administered 

questionnaires were conducted with dromotis personae. 

• 

• 

• 
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• 
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The target popu lation of the study w<1s all the stakeholders involved in 

the Kibwezi proiects. Several considerations informed the sam pling of 

respondents. Key informants and focus group d iscussants were purposely 

selected so as to include persons deemed to have crucial information. 

The sampling of beneftciary respondents was guided by the considerat ion 

to cover the geographical area of AMREF's interventions. Cluster samphng 

was done in which the thr~ locat ions of Kibwezi. nam ely Twaandu, 

Nzambani and Kikumbulyu, were treated as clusters for purposes of 

S<'lmpling. A small purposive sample o f 100 beneficiaries was selec ted 

and interv iewed. Sampling with in the cluster was done using systematic 

random sampling where o reseorch ossistant starting at the chief's office 

interviewed an adul t member o f the household in every fi fth home until a 

to tal o f 35 household s were in terviewed. Ninety-six (96j respondents were 

interv iewed in the three locations: 34 (35.4%) from Twaandu. 29 {30.2%) 

from Nzambani and 33 {34.4%) from Kikumbulyu. 

lhe ques tions asked included : what has been AMREF's co1)tribut ion to 

overall health development in the area? Ir) which specific ways has AM REF 

influenced the hea lth status o f the people in th is areaJ Looking at all the 

in terventions overtheyears. in which areas have there been tangible resu Its/ 

successes? If the o rga nisation 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 fur ther assistance? /\re there 

any lessons, in terms of progra mme/projec t design and implemenranon, 

which can be derived from these interventions? Are there areas in which 

interventions would have been done d ifferently to ensure that the health 

status of the community is improved? 

Answers obtaint'<l from Kls and beneficiaries. either individually or through 

g roup d iscussion. were analysed to augment the findings ond conclusions 

derived from secondary data. 

Data analysis en tailed content analysis of bo th the qualitative and 

quantitative data that was generated and deduct ive reasoning as the 

rcscMchers interacted with the data and the stakeholders. 

9 
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2.0 EVOLUTION OF AM REF'S INTERVENTIONS IN 
KIBWEZI 

The evolution or AMREF's interventions in Kibwezi' was looked at 

from two perspecuves. Fam is 1he hisrorical evolution of programmes 

and projects over lime. The second is the evolution of AMREF's 

interventions over time and in relation 10 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 lotter is presented in sub-section 2.2 and summarised in 

Appendix II. 

2.1 Historical evolution of interventions 
AMREr first became interested in the health situation in Makindu· 

Kibwc;i d ivision o f M<Jchakos District in 1974. With encouragement 

from the M inistry o f Health, the organisa1ion prepared a proposal 

which included a component of "maximum loca I participat ion" and a 

100 bed hospital which wa s circulated to poten tial donors in 1975. 

Although some clo11ors were interested, no favourable responses 

were forrhcoming. However. in 1978 funding was received from 

the Norwegian Church Relief (NCR) and the Swiss Civil Servants 

Organ isa tion agair)~l Lc.'prosy. The support spanned the years 1978 

to 1986 and saw the Kibwezi Hural Health Scheme (KRHS) founded 

as a joint venture between the Ministry of Healt h and AMREF. It was 

started as a prototype large-scale, low-cost community-based health 

care (CBHC) proiect in a semi-arid part of Kenya with a dispersed. low­

density population which was inadequately covered by conventional 

medical facili1ies. The proiect put emphasis on promotive and 

preventive he.ilth care for the estimated populanon of 150,000 vmo 

lived on 3.400 square kilometres ol land. 

The overall goal of KllHS was to activate a rural health scheme which 

would provide adequate health coverage lo a semi-arid area, with a 
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widely sca11ered population (poorly served by health facilities) in Kibwe1i 

Division, usin9 a health centre stoHed along standard government norms 

without incurring extra expenditure. Tile project sought 10 initiate, 

sensitise. train and technically support CHWs of K1bwezi Division and carry 

out refreshN training for heolth personnel in the area. Over the years, the 

project has had several broad phases. 

Phase I (1978-1982): This was the developmental phase. whose initial 

obje< rives were to: (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 (ii) develop teaching materials and learning <esources 

for rural he.ii th workers: and (iii) improve the effectiveness and impact of 

vital health services and tra ining programmes. 

As a first step towards implementing the project, a baseline survey was 

undertaken in 1978 to understand the way of li fe o f the people of Kibwezi/ 

Makindu Division. make a prelim inary assessmem of community needs 

in health and related aspens and to generate information on which to 

base further planning and <1ction. The baseline survey also had long-term 

objcctiw~ w hich included to: (i) provide a baseline for the subsequent 

as~cs~men l of change in the area: (i i) permit comparison w ith other similar 

projects; and {iii) make possible the assessmem of the effectivenc~~ or 

components of the KRHS and the project as a whole. 

During this phase. AMREF developed two componenis, namely. a health 

centre for curative and preventive health services, that is. Kibwezi Rural 

Health Cenire (KRllCl. and a community based health care S}'Stem for 

promotive and preventive health services. Construction of the heahh 

centre started in 1979 and was completed in 1981, when it began 

operations. Sensiti~ation and mobilisation of the communities for CBHC 

started in 1979 and the first bJtch of (HWs were trained in 1980. 

Phase II (1983-1989): This was a service operations extension phase that 

grew as an extension of the first phase with the same aim and objectives. 

excep t for the first objewve (development of the health centrei which 

had been met. The water and envi ronmental sani tation component, 

1 I 
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which started in 1983, was as a result of the fi nding from che baseline 

survey done at the beginning of the first phase in 1979 •.vhich had 

revealed that water was a major problem. Further, according to the 

1979 National Population Census report. a loc of the morbidity and 

mortality seen at KRHC and the community was due to lack of water 

and environmental problems. In 1983. an MCHiFP project was also 

staned and the implementation schedule was to follow a series 

of activities to be <ompleted in three phases. namely, Phase One 

(August December 1983). Pha~ Two (January-June 1984) and Phase 

Three (July- December 1984). {Maneno er ol, 1987). 

The years 1986-1988 saw the extension and expansion phase grow 

as a continua tion of the second phase and it expanded in response 

to even ts and lessons from the previous phase. During Phase Two. 

there was widespread and prolonged drought with subsequent 

fomine In most par ts of /\frica and Kenya. Kibwezi was not spared 

and AMREr was involved, in collaboration with the Government of 

Kenya, in relief rood supplies. This led to the identification of a need 

for a nutri tio11 imerven tion which developed to become the Applied 

Nu trition Projec t (ANP). Moreover, the reasons vvhy the project was 

star ted were because: (il there was a problem of malnutrition among 

chi ldren in the regio11; (Ii) lack of nutrit ional and health awareness and 

knowledge among families and communities in Kibwezi; and (iii) lack 

of self reliance in food production and food storage, and income­

generating activities to support improved nutrit ion (Biteyi, 1990). 

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/ 

f P edu<ation and services 10 the population m 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. AclionAid Kenya <AAKl, the Association 

of the Physically Disabled o f Kenya, and the Kenya Association for 

the Welfare o f Epilepli<s (KAWE) were running some community· 

based activi ties and <lin ics for d isabled persons in Kibwezi. AMREF, in 
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collaboration with ActionAid Kenya Mid t he Ministry of Health, developed 

a joint project on Community-Based Rehabilitation of the Disabled ((BRO) 

which started in 1987. 

In 1989. the broad obiectives of KRHS were changed to include; !i) provide 

preventive, curative and rehabilitative health services; (i i) ensure the co­

ordination of services within the scheme and between KRHS and other 

modern and traditional health providers in the community; (iii) develop 

low-cost, appropriate, replicable models for the delivery of specific 

service~: (iv) promote sustainability of KRHS services; M assist and 

support the community in development; and (vi) share experiences with 

the MOH and other government ministries and NGOs, both nationally and 

mternationally. 

Phase Ill (1990 to date): In 1990. two components were initiated. 

These were communication skills and community-based distribu tion of 

contraceptives. The projec t also expanded in size and scope. Although the 

expansion o f the projec t was as a result of the desire to meet community 

needs. it raised ques tions and concerns regarding sustainabi lity and fu ture 

direction o f the initiative. 

In an allernpt to respond to some o f these wncerns, a revievv workshop 

was plaMed and held in October 1991. It brought together people ar the 

project level who had worked m 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 a<tivities. All the same, the needs of the Kibwezi communities were 

reassessed. Food. water and income stood out as both felt and real needs. 

Some issut'S 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 convening them into felt 

needs (8itey1, 1991). 

As part of the phase-out strategy, the workshop participa"ts concluded 

tha t systems, strategics and interventions that had the highest likelihood 

o f continuing with support from the community should be promoted 

13 
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over the tive·yeclr period. Participants identified five key components 

that would need to be phased out gradwll)'. The;e were communrty 

rehabilitation, applif'd nutri tion. community-based distribution of 

contraceptives. CBHC training. and specif1t delivery activities like 

MCH (immunisation, growth monitoring and promotion. antenatal 

care dnd family planning) through mobile chnics. The goal of KRHS 

was rc·statcd 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 dpproach 

in bu ild ing community capacity. To enhance the achievement of the 

goal of improving <1nd susta ining communities· hea lth, wellbeing and 

overall development in the mid 1990s, AMREF increased its focus 

on HIV/ tdOS. This pandemic set oul to undo much ot the progress 

made in he;il th (MC during the 20th cenlury, and become a major 

burden to health systems in developing coumries. Moreover, to 

meet this ;icld ltiona l hC<ilth care need. /\MAEf priorit ised resear<11. 

capacity build ing and advo<al y rcldting to HIV/ AI DS, TB and s0xu~ lly 

transmitted lr1fec tions (STlsj, malarra, safe water and basic sanita:ion. 

family health, cli11ical services. training and health learning materials 

developmer1t During the same period. in recogn ition of the need for 

partnerships at community level, AMREF engaged more with local 

groups to promote community-based p lanning, shared identiiication 

of issues and priorities. <1nd efficient use of resources. 

Hence in 2000, the orgdnisation initiated a strategic shift of rts CBHC 

focus on communrry p<1rticipation as a strategic •.vay of anaining 

community hec1lth care. This involwd empowering communities 

through facilitatron and building of viable and sustainable commurnry­

based orgc1nisations, as well .is establishment of por u1erships with 

respective communities. and supplementation of community 

resources (MABS, 2002). rhc CBHC strategy has, as o result. led to the 

developmen1 of hcdlth faciht1es with communities. 

In recent years, AMRff has highlighted the fact rhat despite huge 

investments by donors in he,1 lth products and delivery of health 

service~. a large percentage of l\frican communities still have limited 
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access 10 sufficient and quality health care. Consequently. AMREF·s current 

te11 year stra tegy (2007·2017) focuses on finding ways to link health 

services to the people that need them by focu~ing more on people ano less 

on diseases, thereby ensuring that initiatives are tailor-made for specific 

community nt>cds. 

Some of the community needs that AMREF has focused on in recent years 

incl udedisaster management, water, sanitation and hygiene promotion and 

integrall'd interventions. PMTCT and HIV/AIDS. The PMTCT and HIV/AIDS 

intervention is ongoing and will end in March 20 l 0 (Akacha. 2005i. Disoster 

management srnrted in the year 2006 (Esakwa, 2006). This intervention 

aimed at saving people's lives from deaths associated with droughts since 

Kibwez1 Is a drought·prone area. The project on strengthening systems at 

primary health care level started in 2005 (_Ong·ayo. 2005i. while the one on 

health management information systems began in 2004 (Ndwiga. 2004). 

2.2 AMREF's programmes in relation to health policy 
AMREF's activilics and programmes have evolved over the yr:a rs just as 

government progrnmmes haw changed in response to di fferen t healt h 

challenges. A review o f mniona l development p lans in the past h<Js 

revealed tha t government health sector objectives have evolved to reflect 

the development needs and healt h rnnccrns of the tune. For in~tance. 

in the late 1970s the main area of interest was primary health care at the 

community level. Today, it is the community approach to health care where 

communities are involved. not just in curative. but also in prevemivi> health 

care. 

fhe table in Appendix II captures the intervention programming evolution 

from 1978 to date in relation to 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'lo and equally, t imes of low growth 

as in 2002 when the economy experienced -2% growth. Second, \\~th 

regard to the case ofKibwcti. the issue of poverty has remained a constant 

problem. While no figu res are avililable for levels of poverty at the start 

of the project in 1978. the baseline done in 1979 showed that Kibwezi 

experienced widcsprc<1d poverty. Statistics for 2007 show that over two· 
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thirds of the popu lation in K1bweii still live in absolute poverty. 

In light of t he 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 go~rnment public health policy and strat~y 

over the years. This could be said to be indicative of AMREF's sensitivity 

and responsiveness to health concerns in a changing development 

environment over 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 

developme11t plan cycle. To that ex ten t. i t can fu rther be submitted 

that the organisa tion has been responsive 10 the 1\ational health 

challenges over time just as the government, through the Ministry of 

Health, has been strivi ng to address health concerns and challenges 

as they emerge. It has appropriately adjusted its interventions to 

respond to the community's health needs. However. its response to 

health concerns seems to come with a lag-in pursuit or adjusting to 

government policy changes. 

It i~ clearly demonstrated from this review that the main aim of the 

interventions remamed consistent. that is, improvement of the health 

status of 1he community. The quest ion one may ask at this point is 

how much of the expected accomplishments v .. ere attained. This is 

the focus of subsl>quenr 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 1he basis or the analysis below was obtained from various 

documents and field intetviews. 
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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 dromaris personae and 89 

benefic1ari(!S. In addition. two focu~ group discussions were held with a 

cross section of other community leaders. The beneficiary respondents 

wNc aged between 22 years and 89 ye3rs with a mean age of 49.09 

years. Forty (41.7%) of the respondents were male, while 56 (58.3%) were 

female. The majority or the respondents (58.3%) were farmers, 15.6% 

were unemployed. and 12.5% were self-employed while 12.5% were 

employed (sklllediunskilled). The majori ty o f the respondents (83.3%) 

were married, I 0.4% were single. 3.1 % were divorced, 1% were separated 

and I% were widowed. The location o f residence for rhe respondents was 

almost even ly d istribured; 35.4% lived in Twaandu, 30.2% in Nzambani 

and 34.4% In Kikumbulyu. The secrions thot follow present an analysis of 

the informati<>n obtained from all the sources. 

3.2 Project objectives 

The ovNall objective of AMREF's intervention in Kibwezi l'tas to improve 

the health statu~ of the people. Different projects were initiared w achieve 

this objective. 1 he core project thar also offered strategic d irection ro all 

lhc subsequent interventions was on community-based health care. The 

objectives of the mtervention were varied, wide-ranging and to a large 

extent could be said to cover the many dimensions of the community's 

health needs. l hese objectives included to: (il sensitise and mobilise 

communities in Kibwezi about their problems and need for action; {ii) 

increase accessibility to health care services; (iii} increase the utilisation 

of proper sanitation systens; {iv) develop a community-based health 

information system: Iv) promote the unhsation of family planning services, 

.is well as strengthen obstetric and perinatal care services; .-ind (vi) reduce 

malnutrition <ind improve the nutntional st<itus of children. mothers and 

women of chlld·bearing .igc. 

It is Important 10 note that. in pursuit o f these objec tives. soecific 

interventions were initiated. Kibwezi Ru ral Health Centre was pu t up 

to offer a base for health care service delivery, and AMREF supported it 
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until 1986. when ii was handed over to the Ministry of He~ lih. Other 

interventions included the initiative on water and ~nitalion which 

began in 1983 and aimed to mitigate poverty by focusing on improved 

health and welfare of the commurnty, using water 3S an entry point 

The m.iin objectives of the water projects were to: (il increase access to 

adequate and ~fe water among communities in Makueni, (iii increase 

access to water for hygiene (hi) build capacity of the communities 

to control and prevent WATSAN related diseases and (ivj improve 

the capacity of the communities to develop. operate, manage and 

maintain their wa ter and sanitation facilities. Thi s intervention is still 

ongoing and the specific objec tives have usually been refined with 

each new phase. 

A nutri tion projec t was initiated in 1984 wi th the aim of preven ting 

deterioration in the nutritional staws ot under-fives due w the effects 

o( the d rou~J h l in 1983 (13iteyi et ol. 1989). While food WilS distributed 

TO the affected populatio1\ such direct supplies were not sustainable. 

Th is prompted AMREF to change its approach and launch the 

Applied Nutrition Projec t in 1986 whose aim was to address the basic 

contribv tory factors to under-nutrition in Kibwezi through awareness 

creation and capacity building in increasing food sustainability at 

community level {Biteyi et al, 1989j. The focus was shifted to the 

hot•sehold l~vel as evidenced by the 1994-1 997 Muuni Resettlement 

Scheme Project whose specific target was to reduce moderate 

mdlnutrilion among under fives from 29% to 14%(Bwibo et al 1993). 

A~ the water and sarntation and nutri tion projects were going 

on, AMR[f in colldboralion with ActionA1d Kenya launched the 

Community-based Rehabohtation of the Disabled 0 roject in 1987. The 

main objecuve of the initiative wa~ 10 minimise the effects of di~bility, 

particularly in children ~ged 0-15 years (AMREF, 1991). This was to be 

done by increasing awareness in the community and training CHWs 

on simple rehabilit,nion skills. knowledge and attitude. support and 

monitoring. In 1989 the project objectives were re,·ised m include 

rehab1htat1on of the dis<tbled persons in the community and improve 

the mobility and func tions of disabled people. These objectives were 

funherrevl sedbetween 1991<md1 992 withanemphasisonimproving 

the wellbeing and livelihoods of persons with disabilities (Kagere er 
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of, 2001) by increasing access to educational. economic and rehabilitation 

services and enhancing policy and legal reform for the disabled. All these 

were efforts ro achieve improved health status of the community. 

Furrher etforrs in rhe pursuit of the goal of improved health status included 

the initiation of the Health Management Information System (HMIS! Project 

in 1989 whose m.iin objec ti~s were to {i) identify information needs and 

gaps of the communities in M<1kindu, Mt to Ande1 and Kibweii divisions 

and (ii) pur in place an information system that is complete and that can be 

integrated into the district and nationdl system. The idea was to est.iblish 

an information system thal was community-friendly and owned and 

which would easily feed into the na tional planning grid (Ndwiga, 2004). 

This project was closely linked to the Health Policy and Management 

Progr,11mne that was swrted in 1994. and whose main objective was to 

improve health care systems in rl1ral areas in Kenya. This objective was 

refirwd in 2005 lo incllJde strengthen ing district health information 

systems for primary healrh c<1re in Kitui and Makueni districts (Ong'ayo, 

2005). 

Another a~pcct of this projec t. known <'IS the lmegrated District Diagnosis 

Project. was ini tiated in 1991. Its aim vvas to put in place a more 
decenrra li~ed process of planning. programming and resource allocation 

at district level. This was to be done by developing and testing appropriate 

low-cost methods for generating population-based health information 

at district level and below, and to develop a model for district health 

information systems that could be implemented elsewhere if found useful 

and replicable. 

While the HMIS Projt>et was ongoing, another project. Communication 

Skills. was begun in 1989 (Mbugua & Mbugua. 1990!. ils main objecnve 

was to develop appropriate communication skills at the community level. 

as well ilS create a nerwork system, which would support communication 

for better health. It mainly t.irgeted women and put emphasis on 

developing .i model rc~ource centre w1th1n the community which would 

house relevant in formauon about the community, as well as information 

about other progrnmmcs (Mbugua & Mbugua, 1990). This project hoped 

to incrCdSC community participation in achieving improved health 
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promotion.The Ma1emal and Child Heallh/family Planning (MCH/f P) 

Project was initiated 1n 1984. Its main aim was to improve the heolth 

of mothers and children below three years by developing replicable 

methods of fertilily management and comrol (Maneno et al., 1987). 

Specific objectives included to: (i) lengthen the mean birth interval. 

(ii) inc.rease family planni119 from one 10 1hree years. (iii) increase 

antenatal coverage, (iv) reduce prevalence of STls, and (v) enhance 

monitoring and evaluation. The objectives were revised in 1992 to 

also target 1he heallh s1a1us and quality of life of children under-five 

years and women of child-bearing age. This would indirectly impa<l 

on the fertility control as the mo1her will no1 desire more children 

since the ones already born would be assured of surviving. This 

added objective was in l ine with the Millennium Development Goals 

(MDGs) of reducing by three quarters the maternal mortality ratio by 

improving t he health status of the mothers (UNDP, 2000}. 

In the 1990s, HIV/AIDS was a majorcause of death in Kenya and AMREF 

launched the HIV/ AIDS ProjeCl wil h a view to reducing HIV spread 

among sex workers and other vulnerable groups. By 2000, AMREF 

sough! to enhance 1hc capacity of the Ministry o f Health to offer ANC, 

VCTiPMTCT, PMTCT p lus, and ART services for HIV posilive pregnant 

women and newborns (Akacha, 2005). 

In 1990, an intervention on treatment and control of schistosomiasis 

was begun in Ngwala Location. Kibwezi. The main objective of the 

project was to reduce the prevale11ce of schistosomiasis among 

school children in four communities in Kibwezi Division. (AMREF. 

1991). The project emphasized change of commun i1y behaviour and 

promotion of health seeking behaviour so that infected people cou ld 

seek treatment, ,woid hazardous contact with water and promote safe 

d isposal of human waste. as well as willingly pay for treatment. The 

project also maintained stocks o f drugs in the community. 

Laslly, there was the Disaster Management Project whose objective 

was to reduce loss of lives and livelihoods, and mitigate the effects of 

!he disasters in 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 ilt 

enabling the communities to improve their quality of l ife,andconsequemly 

their health status. A mult1plic11y 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 demonstr.ites th"t by .ind l.irge, 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 objec tives of achieving health for all by the year 2015. 

3.3 Project Inputs, processes and outputs 
1\ variety of Inputs have gone into AMREF's interven tions 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 o f: (I) provision of locally ava ilab le materials and resources 

such as construction materials (sand, stones. bricks and wateri and labour 

(artisans); (ii) participa tion in imp lementation of the projects, awareness 

creation. and community mobilisation; (iii) thei r t ime. ideas and loca l 

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 AMREr's interventions have realised a v.~de 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-d istric t hospital. thus facilitating access to both preventive 

and curative health care to a wide cross-se<tion o f the people of Kibwezi 

It 11 1mr;-or:jnt (0 nott ,.,_.,: l>'J\11 IJt•)J'''J l~d ~~ral ac1wm,.s prc.gr~mmed for 1rph:-·e:'t<ilti()n ,111d .;l<,n 
d .. ~ .... ~ld fllOtC:id i:~ojt(l OUIPVb •'"~'I:' ) liFVl¢ll'il (I th,. prOJf'C: dc.cument$.. 

'Yht· Qt-•'of'1JJb11 t1om wh d1 t1'11) ~ l'ld1n9 I; b..i~t.'<.11•-.l q11od ''"i.:£> ..rp call for fu: .rre inter,·en: :on p1oc.r<irnrn no; 
.u~i! (1011'11\ co :l'lt nttd tor HI b v •l t '••&t 1('(11.1111.'lllt'llt) 1n prOJt<tl d es191u. Tht~ '1'1!1 fadlct<!lC th'.' C: l:ll'ld: tUI or 
nl1)'\' (f!ll\'ltl(ll"l fJ ('•/ii UilllCl'l l('lUI H 
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and surrounding areas. In addition. several water service points were 

established. This has ensured thot lamihes ond livestock have access 

to potable water within reasonable distance. 

Secondly. there was concurrence that a process of community 

empawerment had been undertaken and the community's capacity 

to pursue health improvements .is <l mdtter of their human right had 

been developed. Thus. they were able to own the interventions and 

processes. As a result. today there 1s aworeness about health and 

the community's role in health and development. Further, as p<Ut 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 hea lth 

workers, among o thers. 

Avai lable inlormMion revealed that the exten t to which project inputs 

led to achi<:vemC!nt of targeted projert outputs varied from project 

to project. An interven tion-by-intervention review is presen ted 

hcrcundt'r. 

The Water and Sa11itation Project increased access to safe water 

from 19% in 1998 lo 83.6%, and sanitation coverage from 20% in 

1998 to 96.8% in 2006.1 his could be attributed w the 631 protected 

shallow well~ constructed and four boreholes rehabilitated in 

Makueni by 2006. Fur lher. 90 local artisans have been trained in .. veil 

construction. while a community-based organisation, the Kibwezi 

Divisional Water Committee, has been formed to oversee the project 

ac tivilies at community level (AMREF, 2006). In the process, distance 

to water points h<1d b<.>en reduced by 50%(from an average of 4.2 km 

to 2.2 km) while water per capita usage has reportedly mcreosed by 

I 0%. Capacity building has also be<>n achieved through initiation of 

participatory workshops. These workshops hove con1tibuted to the 

development of training manuals and guidelines which were used 

1n the trai"ing of the targeted groups. In oddition, 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 al le~sl 50% of the target population had 
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access to safe water, and so for this has been achieved. 

According to Bwibo er al ( 1993), inputs into the Applied Nutrition Project 

included drought-resistant crops, financing of income generation 

act1vi11es such as buying o maize- milhng machine and support of a 

bilsket·making pro1ec1. This was on addition 10 direct food donations and 

rehab1lita11on of severely malnourished children. Other inputs were in 

form of capacity building that involved educating mothers on improved 

child reeding practices. The output~ or the project included in<reased 

community participation in child growth monitoring and utilisation of 

developed weaning diets (8'.Yibo et al, 1993j. Revolving crop seed loans 

in the community resulted in high proportions (60%) o f farmers growing 

drought resistant crops. In dddition, ~chools ini tiated vegetable gardens 

and reared rabbi ls. " prac tice which later infil trated into the community 

through the pupils as parents learnt from their own chi ldren. 

Inputs for the Community-Based Rehabilitation of the Disabled Project 

involved spending money in child sponsorship education programmes 

and corrcclivc surgery (Kangere er ol. 2002). Resources were also used 

in conducting workshops to train community-based rehabilitators. a job 

that was done by the AMR[F staff. In the process, support groups such as 

PAFODA and OPO were formed. Their main responsibility was to facili tate 

the running of playgroups. community mobilisation and advocacy, 

integration of children into regular schools. development of a cu rriculum 

on community·ba~cd rehabi litation for use by trainers ill the community 

level. and increase on the production of local aids by local artisans using 

readily available materials at the Kibwezi workshop. By September 1994, 

two clinic~ fo1 tho~e suffering from epilepsy had b~n opened at the 

community level and 168 clients had been ;mended to. Further, a CBR 

information ~ystem 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 et al (2002) indicates that in the rnid· 1990s the CBR project 

team cxpdndcd its collaborators to include the Ministries of Education 

(Speclill Needs Educa tion), Labour and Human Resource Developmeni 

(Adul t Edu«Hion), and Hc~l lh ~t divisional levels as main implementers. 

Original collaborators were KAWE, MOH and UDPK. As a resull of advocacy 
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activities. in 2005 the Disability Bill bec.Jme an Act of Parliament and 

the government domesticated the Kenya National Plan of the African 

Decade of PWDs (Were. 2007). 

The Health Management lnforn~tion System Project used resources. 

both financial and technical. to carry out activrties 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: · r11e community's 

conmbucion co 1hi5 projecc hos been primorily through the sacrifice and 

volunreerism of Cl IWs who cornpile ond cor>tirltJolly updote 1he do to 

sets~ 

Overall, these inp l1ts resulted in improved quality and util isation 

o f community·based health information data. Linkage between 

community health i11forin ation, facil ity-based information. private 

sector. d iWi<t ,rnd the national health planning process was 

estab lished and there was evidence o f improved management o f 

MCH services at health focility and community levels. 

Moreover. a training manual, entit led "Training in Collection 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 furt her improvements made on it. A 

number of heal1h facilities, are collecting facility-based data and are 

willing to integrate \he community data into the already existing MOH 

informatoon system. 

The Strengthening Systems in Support of Primary Health Care (SSPHCJ 

Project that was closely related to the HMIS intervention realised the 

establishment of community based diseases surveillance systems in 

all div1s1ons of Makueni District. This was achieved after carrying out 

health systems research activities in various aspects of health services 

management as well <IS planning for PHC programmes. In addition, 

the capacity of rural health facility staH, governance structures and 

CORPs was strengthened. 
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AMREF's input to the Health Policy <md Management Programme 'Nas 

in the form of funds spent in estoblishing the community-based disease 

surveillance system by carrying out descriptiveond longitudinol household 

survey activities. On the other hond, the lnt~rated Distric1 Diagnosis 

Project inputs were not very clear. The main output of the project has been 

report writing of the vanous surveys. 

Regarding the Communication Skills Project, two resource centres were 

established to train both women and extension workers (Biteyi. 1991. 

1992). In 1he Maternal and Child Health Care Project, ?.c rivities included a 

workshop to train TllAs and prepare te.ichingguidelines forTBAs,CHWsand 

RSKs in rP distribl1tion. Some of the outputs of the project include training 

of 80 hcallh care professionals, 6 1 ?TBAs and 718 CHVJsiBiteyi, 1993i. Child 

growth monitoring ce111res have been increased .ind rhere is a rise in use 

and dema11d for FP services through CHWs. TBAs and increased supplies 

th rough rural shops. In addition. there was imp roved attendance at Ki bwezi 

mllcnatal and ~p clinics and mobile units. and reduced complications 

o f pregnancy from clients living in these areas. Other ou tpu ts included 

Increased knowledge o f family p lanning and HIV/AIDS awareness in 

schools. A11te11atal risk identification at KHC was improved through the use 

o f the AMREF·designed mother and child health ca rd. which encouraged 

early and appropriate referral. A baseline survey by Biteyi (1993) ind icated 

that contraceptive use among couples increased from 6% in 1986 to 29% 

in 1993 and tetanus toxoid immunisation coverage was raised to about 

55%. Such improvements were also co1)firmed by various key informants 

interviewed. 

Moreover. MCH interventions undertaken realised an ir)crease 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 producrive and reproductive 

health initiative that began in 1995 with the major inputs being social 

mobilisation, awareness r<using and advocacy. provision of MCHi f P 

services and reproductive he<1lth education. The main achievement of this 

project was training of 250 TBAs and CHWs in comprehensive reproductive 

health including STl/HIV/AIDS with an emphasis on counselling. treatment. 

compliance and partner noti fication (AM REF. 2001 i . 
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With regMd lO the HIV/ AIDS Project, AMREF provided nutritional 

~upplements and medicines for a home-based care programme for 

those who were HIV positive. In addition. nurses and clinical officers 

were t rained to provide homc·bascd cme in their own communities 

(AMREF, 2004). Through this intervention, 12,769 women were 

tested and counselled in antenatal climes. Counsel ling 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 ol baseline data. 

The Disaster Management Projec t invested resources in food 
d istribution and training ol community rehel committees on disaster 

management. Equally, the Trypanosomiasis Treatment and Prevention 

Project undertook laboratory diagnostic survey and services and 

treatment of reported cases. 

Overal l, the outputs reflec t an effective use of inputs that were infused 

into various projects' . For example. at least 60% of the households 

had safe water; education on improved sanitation and hygiene 

was done; rehabilitation of severely malnourished chi ldren was 

achieved; health man.igement information tools were developed 

and are in use: and the proportion of mothers who delivered 111 

the hospitals increased. The survey of benefi<iaries found that 

Ai\o\REF's interventions had contributed positively to several health 

achievements. These included rn<reased utilisation of health facilities 

(43.8%), redu<ed disease morbidity (32.3%) increased knowledge on 

disea' e diagnosis and prevention (27.1%}, tra ining of CHWs, TBAs 

;md CBHMI$ (21.9%), reduced malarial morbidity (17.7%). increased 

util isation of immunisation service~ (13.5%i. distribution of food 

aid, establishment of income·generating activi ti es, reduced cases of 

typhoid <'Ind improved stand11rds of living M.2%). 

3.4 Project outcomes 
Evidence based on review of available literature as well as primary 

data indicates that various intended outcomes have been attained as a 

('"111t'1'\ 1hc- ~ai::t'i o! rd aole lfl°c•lY\lhDO QI" M1f\< I}' ~:ir<.ft< "i--4~ I o..-l.r,-. ,:rw; J"Qt.l"'lllj tt"t: non 
1·••'1o~C'~t·<.ll mon11or.,bl;! ir-d!Ul l)IS o1 •urd1n9 .. ffi<" .. "'' I "1m;t1:) ... :..,· 1i.: 1,.&.,1·., tn.11 C;J' l'T'<dl <>Vt.W..> 
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result o f AMREF's interventions in Kibwezi. Due to the absence of adequate 

quanthative baseline datd in most proje<ts. some of the outcomes are 

only indicative of the achievements with regard to improvement in the 

hcdlth 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 30years AMREF has been in Kibwezi pose further 

challenges related to migration of people, to the extent th<it different 

people arc affected .it d ifferent times and in different ways. 

Further. needs of communities evolve with time. New needs mean new 

projects and hence imp<1ct assessment needs to equally capture this 

d 1men~ion. 

These analytical constraints notwithstanding, Jn ana lysis of primary data 

showed that more than 30% of the beneficiaries perceived their health 

status to have improved in terms o f reduced diarrhoeal morb idity, HIVi 

;\IDS prevale11ce, malnu tri tion prevalence. and malaria and TB cases. 

This corroborat!!S the evidence generated from the li terilture which 

w,1s reviewed. It was. however, noted that the challenge of preventable 

disease~ and concomitan t il l health stil l abound in Kibwezi. In terviews with 

project beneficiaries revealed that common di~eases in the area included 

malaria (35.4%), 1 llV/ AIDS (29.2%), skin diseases (l 9.8%i. d iarrhoea (18.8%) 

and coughi11g (7.3%). Al the household level, beneficiaries cited malaria 

(20.8%). didrrhoea (14.6%) and coughing (5 .2%) as 1he major d iseases 

which a member of the household had suffered in the last one month 

prior 10 this study. 

Data on the Water and Sanitdtion Project show that there was incuc>ased 

water supply which in turn helped save energy and time spent by women 

on fetching water. Project managNs reported that the outcome of this 

was that more time was subsequently spent on child care and other 

health promoting awvities such as immunisation and nurturing. Further, 

between 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 7.7% to 56.4% at nation.ii level (WMS II, 2000). Th is means that 

more households in M.ikueni d istrict than at na tional 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 

Makuenl district in which AMREF has been playing a major role. 

On improved access to safe sanitation, it was noted that between t 994 

and 1997, the percentage of households accessing safe sanitation 

dropped from 89.9% to 65.45% in Makueni d istrict as compared 10 

a drop from 80% to 65% at national level. However, between t 997 

and 2006, the percentage incre.-.sed from 65.45% to 90.10% in the 

district and 65% to 67% al national level (KlHBS, 2006). This means 

that, on average. relatively more households in Makueni d iStrict 

practised safe sanitation. This improvement could be attributed to the 

sanitation interven tions in the d istric t w here 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 households. 

Da ta on the Applied Nutrition Project showed that there was an overall 

improvement in nutrit ional status o f children in the whole division. 

This was as indicated by the repor ted drop of malnutrit ion rate from 

~~% in December 1984 to 38% in January 1985, and further down to 

9% in March 1988. Accord Ing to Biteyi er o/ (1990) t h is drop could be 

attributed to nutri tional education, rehabilitation o f malnourished 

children, improved l'ousehold food security. and ski lls training for 

community leaders. CHWs. TBAsand women groups. Bwiboeral( l 993) 

reported that the improved nutrit ional status was achieved through 

community participation in growth monitoring of the children in their 

own community. He also indicated that improvements in nutritional 

status 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 9reen9rams. Other achievements 

that contributed to improved nutrition.-.! status include initiation 

of gard~ns and rearing of rabbits in schools, establishment of 

community-based information systems for child growth monitoring 

and par ticipation of community members in p lanning .. implementing 

and evaluating nu trition and food security activit ies. Moreover, the 

improved nutrit ional 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 to 3 1.1% in 2006. 

The national average for 2006 was. 20.9% (WMS II, 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 rime when the national ratE.>S 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 

sti ll high. 

The Community-Based Rehabil itation Project benefited d isabled persons in 

terms of reconstructive surgery (Asindua, 1998). In addition. d isabled persons 

benefited from decentralisa tion o f the epilepsy clinic from the KRHS. For 

instance, by September 1994, two clin ics for those suffering from epilepsy 

that were intended t0 Issue anticorwulsive drugs to patients were opened 

at the cornmunlty level (AMREF, 1994). Further, the cornrnunity was trained 

in identification and sirnple rehabilitation ski lls and were thus able to refer 

the disabled to the appropriate facilit ies and even provide rehabi litation 

services in the community. There was also an increase in the training of local 

artisans and thus improvement in their knowledge to produce aids. Th is led 

to improved production ot local aids using locally available materials (sitting 

aids. standing aids. ca ll ipers, 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 integr<lted into regular schools. The initiation 

of the child·to·chrld progr<lmme in the schools positively changed attitudes 

towards the disabled (flMREF, 1991). Noting that the main objective of this 

project was to rehabilitate the diS<ibled 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. 

29 



Effic.:icy of Co1nrnunity·Rac;C'd Hc-;ifth Car~ in Keny.1 

30 

With regard to the MCH/FP initiative, two major outcomes were 

realised. These included a decrease m infant mortality rates as a 

result of the child survival interventions and efforts of TBAs. CHWs 

and RSKs, and reduction in maternal mortality due to compli«ltions 

of pregnancy (Maneno ct al, 1987). Over a period of ten years (1985-

1995), the inf.int mortality r.itcdroppedfrom I 8% to 10%ascompared 

10 a drop from 9% to 6.1% at national level (Kilombia e1 al. 1986; GOK, 

1998). Nevertheless, the overall infant mortality rate was higher in 

K1bwe2i compared to the natiomil level. 

Other MCH indicators show a posi tive trend and thereby posit ive 

outcomes with regard lo child heal th. For example, between 1994 and 

1997. thc DPT 3 immunisation coverage increased from 89.6% in 1997 

to 93.9% in 2000 in Makueni Distric t while it decreased from 89.2% to 

80.3% nationally. Further, while between 1994 and 1997 the measles 

immunisation cover~gc increased from 78.6% to 85.4% in Makueni 

District and 76.8% to 8 1 .~% at national level, from 1997 to 2006 the 

lmmunisatio11 coverage dropped from 85.4% to 82.3% in l'v'iakueni 

District ,1s compared to a d rop from 81.4% to 76.7% at national level 

(WMS II, ·1994). The decline wils, however. less steep in Makuen i than 

nationa lly. The same trend was repea ted w irh regord lO data on full 

immunisation coverage increasing from 78.6% to 85.4%. 

Generally, the relatively higher levels o f immunisation coverage could 

be attributed to thP succes~ o f child survival i11terventions in Maktieni 

district where i\MREf has been a major player. E¥1ier evaluations seem 

to concur with the finding that there had been a steady increase in 

MCHJFP att<.>ndance since 1983 on a monthly basis, where there were 

al least 30 new patient~ per day at Kibwezi Health Centre (Mwabu & 

Wolderufa<.>I. 1985). Other achievements that could have contributed 

to reduction in child and maternal mortality were reported as the 

reduction in neonatal tetJnus as a result of improved hygiene among 

TBAs during delivery since m.ijority of them used clean razor blades; 

raised tetanus toxoid immunisation coverage to <'lbout 55%; and 

improvement in prenatal mothers· nutntional status (Biteyi. 1993i. 

The fact tha t there was also an incrc<Jse in the use o f contraceptives 

among couples (from 6% in 1986 to 29% in 1993) helped (Biteyi. 1993; 

KCPS, 1984: CBS et al., 200~). What is evident from the analysis is that 

1·educ tion o f maternal mor tality and child mortali ty was realised, 
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and as such it could be concluded that the MCHiFP project attained its 

Intended outcome. 

The other project that attained some positive outcomes was HIV/AIDS. 

Available informauon indicates that there was increased upt.ike of 

counselling and testi09-3s well as ARV prophylaxis (Akach<3, 2005). Indeed, 

there was incrca5ed access to counselling and testing se<Vicesin antenatal 

clinics with 12,769 women receiving counselling 3nd testing. 

Further. there was increased access to milternity and improved ANC. 

VCT/ PMTC T, and ART services .imong HIV pos1t1ve women. For instance. 

coumclling and testing in m<1tcrnity improved with access in Machakos 

and Makueni currently estimated at 70% and 6 1%, respec tively. All this 

was an indication of possible improved health outcomes for mothers and 

children ~erved by the project. 

The main outcome o f the Disaster Management Project was the reduction 

of drought-related d iseases. SlJCh reduction was attributed 10 efforts that 

led to 25 1 ,5~0 bcnc:ficiaries receiving 5106 MT o f food commodities in 

two distribution cycles at 12.5 centres, and saw 1800 community relief 

committees trained (Csakwa, 2006). Esakwa (2006) further reports that 

there were improvemcmls in emergency response to disasters. increased 

local capacit ies lO respond to disasters through empowerment of women 

and employment of local people, reduced incidences of drought-related 

diseases a11d minimal loss o f human and animal lives. All rhis could be said 

to have provided the much needed emergency relief. However, the projen 

1s episodic and not considered d core activity of AMREF. 

from the for~oing discussion. it can be convincingly argued 1hat from a 

global perspective. AMREF p1ojects· outputs and outcomes have positively 

contributed towards improved health status of the population' . 

3.5 Partnerships: strengthening the health delivery system 
AMHEF has established partnetships at d ifferent levels. The philosophic.ii 

foundation of the vclrious interventions was to tap on popular participation 

in 1he project implementation process. This has been bl•ilt and developed 

t it n-.po1t,m1 to1•;1' •· "•,11 p '<1J,,Cl progr.immi'·~ (.111! uc1 111allc.oses. no: lucc,1·, .. xpb<•rlyc=fned rron toring ond 
t Vj lOJ4t•0" tr,m11·w•;:k .... 1.1, h •1101Jld fa ( il<t.>lt' llw <Jl'''"r.'111<111 o f ''ed1b e d~'t.;i "d" l l' r1,:.f,)(~ wh le mc11~.1r11 rJI<' 
<•111puH llf<' <10( ... n1~m1·d •• ,., .:111'\cult :o a1t1ibu~·: ~· l:',dlh oui(ome~d.-;;ctl)' to :.-,1~ tf u'<•t·1·;f>nt1ons. 
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over time through the use of CHWs as agents in addressing the 

health needs of the residents. It is. however, important to note that 

part nersh ips were not always the way of doing things for AMREF. 

Interviews with some Kls revealed tha t prior to 2000, AMREF tended 

to do everything for the community in Kibwczi. After 2000, there was 

the rea lisation that the organisa tion needed to partner with others, 

including communities so as to be able to concentrate on i ts core 

business of faci litating learn ing 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 ownersh ip. 

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) trilining o f community health workers and linking 

them to the nearest health facilit ies: (i ii promoting support supervision 

o f CHWs by health workers in neighbouring health facil ities and (iii) 

putting in place a community-based Information system that supports 

planning at the form a I health system level. 

Moreover, partnering in <1ddressin9 the health needs of the local 

people was also reported by some bent>flciaries who indicated that the 

community had developed a positive anitude tO'.Yards cost·sharing 

over the last three decades. The majority of t he beneficiaries (83.3%) 

acknowledged that AM REF was theorgaoisalion that had significantl)' 

contributed to the positive attitude of the local community toward s 

cost·sharing. 

It was also found that significant partnerships have been estab lished 

with the Government of Kenya. principally through the Ministry 

o f 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 AMHEF has collaborared v.4th the District 

Ht>alth Management Board (OHMB) to manage this facility as well as 
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others 1n thedistricl. Moreover. benveen 1988and 1993. i heMOH used the 

CBR programme as a training base to initiate programmes in the country. 

Machakos Dis1rict 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 

communi1y members indicated that as a result of the health educ.1tion 

received through the CBRD project. stigma associated with disability was 

reduced and disabled children were brought forward for assistance. AMREF 

field project m<inagers also indicated tha1 the experience of the project in 

Kibwezi provided beneficial input for the National Disability Policy. 

The KHC and CBRD initiatives are notable success stories o f up·scaling 

interventions 10 the national level through successful AMREF·governmcnl 

purtncrships. Moreover, partnership was enhanced through intcr·sectoral 

collaboration where o ther government departments were drawn in to 

support in itiatives in line with their mandates. In i ts work in the d ivision. 

AMREF collaborates with the administrative office of Kibwezi d ivision 

and. generally, the provincial administration. 1\MREF serves on 1he Sub 

District Development Committee wh ich is a co·ord ina ling mechanism 

for integrated planning. and controls the balanced development of the 

division. A male Ministry of Planning and Na1ional Development official in 

Makindu Distric t during a ke)' informant interview mentioned that AMREF 

has been the most active non· state ac tor in t he d istrict. f urther, t here has 

been collaboralior1 with the Ministry of Agriculture. especially with t he 

Home Economics Officer who deal with nu1rition and food production. 

Both AMREF and the ministry h;ive trained women groups in nutrittoo. The 

Division Livestock Extension Officer participated in the training workshops 

and planned the activities of the Applied Nutrition Proiect with the rest of 

AMREF's ANP tedm (AMRU. 1993). With regard to the CBRD project, other 

stakeholders were the Ministry of Education officials who helped 1n the 

integration of disabled children into schools and the Department of Social 

Services. who helped in the advocacy of PWDs (Kioko & Mwenzwa, 2005! 

AMREr has also established partnerships with the main stakeholders 

in 1he project - the community. To that extent, the KHC and i ts various 

components have collaborated with various actors. The main ones are 
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the communities in the sub-loca1ions where the organisation has 

implc-menll>d its projecb . This has been actualised through 1he 

process of mobilisation and communitypart1cipation in 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 intcrvenhons. 

Partnerships have also been e~tablished with other NGOs working in 

Kibwe~i, and indeed Makucni. For instance. the Kenya Association for 

the Welfare of Epileptics (KAWE) was instrument3I in the CBRD project 

through its running o f aclinicforepilep tic patients from KibweziHealth 

Centre. ActionA1d Kenyd and AMREf have collaborated closely since 

1989 and both were involved in the implemen tation o f maternal and 

child heallh, t'nvironmental health and sanitation. hea lth edtocation. 

and community b<1sed rehabi litation {thou9h in d ifferent locations). 

Other collaborators huve been ( flHE Kenya and Sisters o f Mercy. 

Also nolablc has been the collaboration with the commercial sector 

in the training o f shopkeepers in community-based distribution of 

co1waceptives (AMRH. 1993). 

Last bu t not least. partnerships were established with a wide cross· 

secrion or donors who llave supported the various interventions over 

t ime. The fact that i\MHEf has continued to attract such3 large number 

of donors is testimony to a good working relationship '.\/ith them, as 

well as the ability to achieve acceptable outcomes. Communines 

have owned the initiatives while development partners hMe seen 

their support translated into positive outcomes for beneficiaries. 

3.6 Sustainability 
Sustainability is reOccted by efforts made in three fronts: capacity 

bu1ld1n9, community fMrticip.uion and ownership, and assimilation 

of project experiences on a oolicy framework. There is, however. 

the question of the extent to which these interventions and their 

ou tcomes could be sustained without further support from A1\1REF. 

Project beneficiaries presen ted a d ivided opinion. The majority of the 

beneficiaries (82.3%) acknowledged that the project~ would continue 

t 
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even after AMREr exits the area. Some of the reasons given included the 

fact that AMREr had: (iJ trdined communities on project ownership; (ii) 

involved the community in project implementation; (iii) initiated income­

generating activities and (iv) created greater awareness amongst the 

community about their health. 

Nevertheless, the beneficiaries who thought that the projects would not 

continue cited: (i) poverty: (ii) lack o' manpower to mobilise the community 

and (iii) lack of government support. There were some fears expressed 

by d cross-section or key informants, both at AMREF and in Kibwezi with 

regard to the rac t that owing to the long stay of AMREF in the area and the 

fac t tha t the commurnty has come to rely so much on the organisation, a 

dependency syndrome might have set in and this would further jeopardise 

sustainability or interventions. 

There ;ire three aspec ts, however. which need further elaboration in 

1·elation to sustaimibili ly. These are discussed below. 

Capacity building 

Capacity building h.is bee11 realised through training of leaders or CHWs, 

CBDs, rBAs. women groups and teachers as trainers. Cominuous capacity 

streng thening of communities enabled the t rainers to cMry out health 

educiltion activities in their respective areas. Training was carried out 

through use of part1c1patory learning and action approach a1 village­

bdsed workshops and demonstrations. This ""as imponant because the 

communities were the key implementers of the PHC project. Moreover. 

CORPs were mobili~d to carry out health education (AMREF. 1993). In 

addition, some of the extension workers were trained as trainers of trainers 

(TOTsl (Kilombia er ol 1989). Capacity building was also undertaken 

through training of parents. local art1$3nS, teachers. CHWs and CBR staff 

on skills of h<indling disabled children (Asindua, 1998>. 

On the water projects. woter committees were trained and CBOs involved 

in the development and management of water sources. Some CBOs have 

also begun income generating projects ranging from agriculture, trade 

and sale of w,Her (Mondoh. 2001 ). The evaluation of the SSPHC project 

revealed that the training or the health management committee staff 
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enabled lhem lO effeclively play their roles. As a result. there was 

increased awareness in the community (AMREF, 2007). 

An overwhelming majority ( 100%) of lhe beneficiaries ocknowledged 

that the 1echnical know-how of the local community in monaging 

diseoses had improved in the last 30 years. The key areas of 

improvement included crea1ment of drinking woter i86.5%). 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 (1 4.6%). 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 organisatior1 that had significantly contributed to the improved 

technical skills of the local community. 

"Capacity building is Oil<' of r/Je major ocl>ievements of AMREF in 

Moktlelli. TrainiT19 has focused on community own resource persons 

who include CHWs, ileolril commi11ees, commL1nily leaders. waler 

committees, womeo groups. pare1m and groups of friends of rile 

disabled. Tile focus of copacity building wos community organisotion, 

prioriiy setting. planning, implemenrarion, moni1ori119, evaluation ofld 

health promotion': noted a key informant from AM REF KCO. 

Community participation 

Community part icipation, and in some cases the cost-sharing 

approach. right from the planning period was used in some projects 

on order to encourage the cornrnunitit>s 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 el al, 1989). This was parncularly relevant in most of the 

projects and proved most useful in water, SSPHC, nutrition, CBR and 

r~productive health as confirmed by Kls. 

• • , 
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Assimilation of project outcomes into notional policy framework 

ThNt~ were special efforts m.ide to create linkages among the AM REF staff. 

government line ministries. NGOs working on similar projects and CBOs. A 

multisectoral com mineewas set up at divisional level. which jointly planned, 

reviewed and executed the project .ictivities. It comp'ised line ministries 

1.e. Ministries of Agriculture livestock Development and Marketing, Water. 

Health and Culture and Social ${>rvices. This process facilitated inclusion of 

the proiect proe<mes 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 rcpon on national policies (AMREF, 2005). In addi tion, the CSR project 

buil t the capacity of the OPO. though not extensively enough to advocate 

for the righ ls o f persons with d isabil ities. AM REF worked with UPDK during 

the constilutional review process in lobbying Members of Parliament to 

include the needs of the d isabled in the draft constitution. This culminated 

in the enactment of the Persons wi th Disabilities Act (2003). tailo red in the 

spirit of the UN standurd rules of equal opportunities for persons with 

d isabilities (K1oko & Mwenzwa. 2005). 

Asked to commen t on the implica tions of an AMHEF exit from Kibwezi, 

l iterally all respondents and Kls were of the view that while AMREF had 

done a lo t of work in the area including capaci ty build ing, their presence 

would be missed. There was consensus that the community has not been 

prepared for that possible eventuality. Equally. 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 

10 be developed to prelJ<)re communities for a phase out. It is very dear 

from all the feedback received thclt phase out plans should be part of cJny 

programme development. 

3.7 Challenges 
The long-term engagemen t in health development in the area has been 

met with challenges which varied from one project to the next.On,werage, 

th<! challenges that appear to h<1ve had a negative impacted on AMHEF's 

interven tions are harsh wea ther. poverty and cultural bel iefs. 
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Development environment: The Applied Nutrition Project reported 

that climate was a ma1or challenge to food security. The case, as was 

in 1978. incidentally remains the same to date. Frequent droughts 

continue ro be experienced. The situation has been aggravated by 

high levels of poverty. A survey carried out in 2005 {AMREF, 200$) 

in Makueni revealed that poverty prevalence in the project areas 

of Kibwez1 was 85%, Mak1ndu 89% and Mtito Andei 70%. The Ymter 

project staff reported that high poverty levels affected the ability of 

communities to cost share in the developmen t o f wells. To that extent, 

pover ty acts as a hindronce in any effort towards the fast reali sation 

o f projec t goals. 

Cultural proctices: Cultural practices. such as polygamy, were found 

to be a challc1ige. For ex;11nplc, there were si tualions where men 

married m,rny WIVl"S and bor11 several children that they could hard ly 

feed or take <Mc o f. This left women with the burden of taking care 

o f rm1 lnourished ch ildren. In some cases when these women were 

admitted in the malnutrit ion rchubi litation ward, their spouses wok on 

more w ives (Kilaki. December 7008 personal interview). Th is meant 

that once the rehabilitated children were discharged, they would end 

up ma single-mother headed households. This ""'ould further worsen 

the vuhierab1hty of the children to poverty and malnu1ri1ion. 

Data integrity : Since interventions are funded on a project basis, 

managers devote a significant amount of time to fundraising, and 

are more hkely to report that their projec1s are a success to enhance 

the chances of cont inued proiect 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, comprehensive 

and timely data during the projects" l ife. 

Ndwiga (2004), reported that all health facilities ci ted lack o f training 

in HMIS. This contributed to poor collection and analysis of data that 

could have helped in effec tive decision-making. This raises questions 

about the usefulness o f the tai lor-made software i f most users were 
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not trained on how lO u~c it. Further, Maneno et al, i l 987) and AMREF 

Worhhop Report. (1991) indicate that most CHWs were non literate. 

requirin9 special re<ord sheets and that there was lack of development of 

information 9a1henn9 methods for interventions early in the programme. 

Overall. this is indicative of a challenge in the gathering and processing of 

data for most of the life of AMREF's interventions in Kibwez1. 

Volunteerism of CHWs: This is a moral dilemma because ·while within the 

community strategy of the Ministry of Health. the CHWs arc seen as the 

community's responsibility, the questions posed by a key informant best 

captures the untenable gravity of this issue. ·110/unteerism ofCHWs .... How 

for con Ir be roken? Is ir erhical ... given 1ho11hese are people working in o poor 

morgino/11ed oreo and rhey hove their own linonciol needs 7" 

3.8 Efficacy and effectiveness of interventions 
To a~sc~s effectiveness and efficiency of interventions in Kibwezi, it is 

importan t to focus on two key issues. The first one is the attainment of 

project objec tives. The k<:-y question is:Wh3t were t he objectives, and were 

they achieved efficiently and economically> An ~ nalysis of available and 

field lnforma t1011 showed that significan t amount of work has been done• 

and projects completed. in most cases. within t he time schedule. 

Nevertheless, from a11 evaluation perspec tive, the design of most projects 

was that it renders a ~traightforward evaluation. indeed comparison of 

what wa~ intended and what was achieved, difficult The statement of 

most objectives tended to be open ended to the eKtent th<11 quantifying 

their attainment was problematic. An examination of these statements 

of obje<tives shows that the objectives do not render themselves 

measurable nor arc they time-bound. This means that whatever outcomes 

thc programme personnel attain are technically acceptable as long as 

they indicate a po~itivc trend. Also, the programmatic cycles for most 

projects were too short and this meant that a quick cycle of successive 

projects were implemented. It is again difficult to determine how effective 

and efficient th.it .ipproach is. An example in this reg3rd were the water 

projects which were often funded for cycles of two years. The following 

excerpt wi ll suffice <1~ an example: 

"In OClober / 991, AM REF /Jada review workshop during which there was o 

redefm111on of goal and objeclives for KRHS .. . The workshop set them ro be(i) 
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increase coverage and occem/Jility of heal1h core in Kibwezi, (ii) suppor1 

community initiolives in the developmenr of worer sources, {iii) en/Janee 

self sufficiency and security in the provision of food among communiries 

in Kibwez1, (iv) enhcmce the capacity of Kib<.vezi communities ro raise 

income or /Jouse/Jold level, (v) p1ov1de support for educariona/, training 

and employmem activities for rile disabled and (vi) enable women ra 
acquire funwonal literacy ski//s" (AMREF, 1991 ). 

The second one is the absorption and utilisation of project resources. 

(ffic1ency and effectiveness are generally determined on the basis o f 

the proportion of project resources that go dircctl)' into community 

projects as compared to that going into project administration. In 

th is 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 u~cd for project ,1dministr3tion". 

3.9 Lessons learnt 
The projects which have so far been i rnpl~·rnented and are t he subject 

of lhis evalualion generated project·specinc lessons. The lessons \<':ere 

specific and applicable wilhin lhe context of a particular intervention. 

However, some lessons were over·arching and are key to future 

intervention progr.imming. 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 proiects. Nevertheless, 

they also indicate that in m<1rgmalised communities. participation 

is usually low. Thus. clS interventions are initiated, two things are 

important. One, awareness hos 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. 

It wi11 nol po111 bit to t•go1ou~l 1 .1n.!ly>•' lll" ua: n9 ~'"C n ... o1nc1.:il resource u: hsat1c.n for the ·;M10~1~ 
•w·1 .. cm1oni bcc~u~c 1'1!1(ll'l<'.1AI d,11.1 ....,,., uot H . .,.1<.lil)' ..ivvil<lb!~ 
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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 or staff to carry forward initiatives. 

Indeed. available inform(lt1on indicated that worlling through community· 

based organisa tions enables retention of skills as well as ensures that 

communities are organised for sustainable development. This lesson is 

consistent with the current AMREF strategy of working through CBOs 

(AMREF. 2007). 

Understanding the community context and creating mutual trust: the 

community context has serious implications on the success of interventions. 

For instance, the uptake of contraceptives rema ined low even when the 

cos t barrier was removed. The issue w<1s the culture and <1ttiwdes that 

needed to be understood. In addition, CHWs' success depended more 

on how they identi fied with the community than with AMREF; nutrition 

issues cou ld not be adequately addressed without looking at the cultural 

destiny of women; and disability could not be addressed outside the 

cul tural context of the community. Thus. a community's context is an 

important assumption in any health development intervention. MoreovN, 

the community context also has implications in determining what needs 

are immediate and needed to be prioritised. Results from Kl interviews 

corroborated the importance or 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: 

ThC' communi1y has over lime come to know AMRfF and irs approach and 

this makes Ir easy for 1/1e organisation 10 work in rhe area. On the ocher hand, 

AMREF hos also come co underscand how the communiCy operaces. In Che 

process 1here is openness on che part of che community" 

This is a lesson on the need to create mutual trust! 

41 



42 

Need ro hove on exit strategy righr from the start: to ensure that 

there is clarity on the extent of mandate by all stakeholders as '.veil as 

to dvoid complacency and lor19-term dependency, ii is important to 

have a phase out plan right from the start of an intervention. AMREFs 

stay on Kibweio ha~ been open-ended with regard to time. One key 

informant from AMREF noted. "There is need ro hove an exir suacegy os 

projeccs ore designed ... think obouc whom co hand over ro and how ... m 

on organised manner: 

A long stay moy 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 stnoctures and networks that have been 

useful io1 the experimentation p rocess w ith health improvement 

ini t iatives. As such, and g iven the ach ievements associated with such a 

long·term engagement, there is convincing argument for continuing 

the stay, albeit with a change in manda te. 

3.10 Best practices 
AMREr's intervention in Kibwezo is characterised by a variety of policy 

a•'d programmatic actions t11dt could be described as best practices. 

From a p rogrammdtic perspective, three issues s;and out as best 

programming practice. Fir~t. the choice of site for the intervention 

was based on consideration of atces~ing health care 10 communities 

that otherwise were hard to reach in light of the fact that Kibv.-ezi was 

a newly settled area with minimal government services. Thus, the 

interventions offert>d a l ifeline to those communities, not only in rerms 

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, thu~ reaching out to Kibwezi served this ideal. 

Second. os the importance of the ability to be flexible and adaptive in 

programming. To a large extent, AMREF's programme in Kibwezi v;as 

able to be adaptive and thereby focu~ on cri tical community concerns 

dS they arose. While, initially, the intervention in Kibwezi was a pilot 

community·based health scheme. as realities unfolded o ther aspects 

were added since it was realised that heal th improvements could 
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not be Jchieved. for example. in an area which lacked food security and 

W<lter. 

Hence. the launch of the Applied Nutrition Project and the water and 

sanitation interventions could be seen as indicative of AMREF's adaptive 

progr.imming. Indeed. a kt?y informant pointed out that AMREF has 

managed to stay for so many years because it w3s 3ddressing evolving as 

well as emerging community needs. 

Third. the exposure visit to the Aga Kh3n Public HealthCare Service Project 

in Kwale helped in reducing the learning curve for tne CHMIS between 

2004 3nd 2005. The importance o f this is the acknowledgement that it 

Is possible to learn from other models already developed and thus save 

considernblc resources and time, and in the meantime be able to offer 

deserved service to the community speedily. 

From a process perspec tive, two best practices were isolated. First, the 

community b<1scd health care model in itself may be charac terised 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 an ticipated in the Alma Ata public health declaration of 1978. 

Conscqucnlly,communities need to be involved and to actively participate 

in i11itiatives that can uplift their standards of living, including heal!h. The 

CBHC approach has over time ensured that communities are involwd in 

planning and execut1119 projects that are crucial in uplifting their welfare. 

The reality is that communi ties need to be the sta rting point for any 

people-centred development ini1i3t1ve. Use of local persons, community· 

level committees and empowering of the communities (through training) 

e03bled the beneficiaries to own the projects, and therefore achieve some 

level of sustainability (Kangere er al. 2002: Maneno er at 1987}. 

Second, collaborc1tion with the government is a necessary condition 

lor success. In all the projects, the relevant governmem ministry or 

department was .ilways involved, This. in itself, is a good practice as i t 

l inked community members to government agencies who are the primary 

duty bearers and consequently they could press for services from them. 

Th is aspect of collabora tion and involvement of stakeholders led to 

cultivation o f goodwill and therefore. support for intervemions 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 to model delivery of health care in semi-arid areas wit h 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 o f CBHC was to carry our special swdies on health centre· 

based programmes to determine their feasibility for replicat ion. It has 

succeeded and has been a pioneer in significantly inOuencing CBHC 

in many parts of Africa. Its work is relevant to PHC in semi-arid areas 

with its emphasis on water and nutrit ion (AMREF, 1993j . 

The successful execution o f the CBHMIS has repor tedly seen the 

Kibwezi projec t 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 build ing by other d istricts 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 quanti fied vie.,.vs 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 positive achievements which are directly amibutable to these 

engagements. They commend AMREF's 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 cou ld 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 o f pub lic health care. The other interventions successfu lly u ti lised 

the COHC approach in their implementation. Th is led to the community 

participating in various interventions d irec tly and also t hrough the input 

and sacrifice o f the CHWs who worked on volunteer basis. Nevertheless 

significan t capacity building was achieved. 

Second, lack of programmed quantifiable achievement indicators hinders 

the measuremt'n t of project success in relation to t he im provement of the 

health status of the community. For instance. the water p roject developed 

631 well s in Kibwezi division and Makueni district However. gaps arose 

on the optimum number or wells required to make a difference by way 

of sustained reduction or water-borne diseases. The same applies to the 

nutrition project. At a glance, the project reports success. However. a critical 

look al the intervention raises the question of sustainability. The same case 

of lack of quantified benchmarks applied to all o ther initiatives. 
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Third. the projects operated in i~olation from each other, in the sense 

that there was no link between them. This made it difficult to 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 achievement~ to AMREF is a challenge in light 

of inadequate documentation of inputs by all other partners/ 

~takeholders. 

Fmally. according to the 2002-2008 Makueni District Development 

Plan, the diSlliCt still faces 1he d1>velopmen1al challenges of high 

populat1011 growth rate, poveny and disease (especia lly HIV/ AIDS). 

Thi~ raises eyebrov"s on the direct and significance of effectiveness of 

AMREF'~ 30 years of in1erve11tion in Kibwezi. Hmvever, despite these 

challenges AMREF is acknowledged as the strongest health NGO in 

Makuem distric l. Ith.is therefore contribu ted greatly to strengthening 

he11lth systems at the community and formal health system levels 

and also to wha tever heal th outcomes that have been realised in the 

district in the last 30 years. 

4 .2 Recomm endations 

In light of the foregoing findings and conclusion. the following 

recommendations me made: 

1. Integration of intervent ions: one gets the impression that 

while all intervenuons are aimed at improving 1he health status 

of the community. each project appears to be an entity on its 

own. Therefore, there is need to integrate all the interventions 

so as to cultivate project synergies. In a situation where projects 

arc implemented In subsequent periods. the sequencing should 

allow syncrgil-s of previous pNiods. 

2. Adopt log frame-based (performance-based) programme 

design: available documents that were reviewed did not 

indicate what benchmarks informed projectacti,~ties. Assessing 

succe~s in the absence of such benchmarks, indic<1tors and clearly 

predetermined means of assessing success and processes meant 

tha t any achievement. however modest. was acceptable. A log 

frame-based programmll)g 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 ident ification, priori ty setting, planning. 

implementation, monitoring and evaluation are more participatory 

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 \·.•th all parties. 

These aspee1s would enhance the possibility of generating project 

informarion/dat.i. 

3. Specific terms of partnership should be developed up-front in 

order to minimise the potentially enormous costs of exit . The 

government shou ld be urged and encouraged to create a 
partnership arrangement that ensures that beneficiaries do not 

perceive /\MREF or any olher NGO as permanenr facilitators 

or their development. 

4. Further study to c~Lablish "'the impact of a possible .l\Ml\EF exir" may 

help determine the implications o f long-term engagement with 

communities. Th is is in view of the fact that AMREF's interventions 

have taken JO years so far <1nd evidence generated in the course of this 

study points to the existence of a lol of unpreparedness for disengagement 

and depender>cy on the part of stakeholders. 

4.3 limitations 

The procc~s ot undertaking this study was constrained by several factors. 

The first limitation revolves around t he fact that no mechanism had been 

put In place 10 monitor and evaluate the performance of the various 

interventions. Hence. no reputable databases have been built over the 30 

plus years. 

The second pert.iins to information completeness. accuracy .ind 

consistency. 1 he 30 year period under review meant that massive 

information was gcner.ited. However. lhe records and data reviewed 

could only be accepted as a f.iithful account of the interventions. This 1s 

because of the potential biase<> of the compilers of the reports which could 

have influenced their judgment in terms of what was recorded. FurthPr, 

the records kept were those that the project administrators. in their 

judgement. deemed \1seful. Also. respondents and the dramotis personae 
relied on recall for their responses. This information has inherent lim itations. 
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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 1978 to Kibwezi in Makueni District in 1992 and on to the present 

situation of Kibwezi as a disrrict starting 2007. 

Thus. the variables under study could not be consistently tracked as the 

administrative platform has kept changing. 

Finally. the non-availabil ity of accurate and complete financial data 

inhibits the possibili ty of evaluating the interventions from a holistic 

investment perspec tive. 
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