
Annual Review - Summary Sheet 
This Summary Sheet captures the headlines on programme performance, agreed actions and learning over the 

course of the review period. It should be attached to all subsequent reviews to build a complete picture of actions 

and learning throughout the life of the programme. 
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Summary of progress and lessons learnt  
The Reducing Maternal and Neonatal Deaths in Kenya programme is implemented by three core partners: 
i) the Liverpool School of Tropical Medicine (LSTM) is scaling up training in Emergency Obstetric and 
Newborn Care (EmONC) in 32 of Kenya’s 47 counties; ii) the United Nations Children’s Fund (UNICEF) is 
supporting health systems strengthening (HSS) and demand creation in five counties (Homa Bay, Garissa, 
Kakamega, Nairobi [in two peri-urban sub-counties] and Turkana); and iii) Marie Stopes International 
(MSI)/ Options Consultancy Services (referred to throughout as Options) is supporting HSS and demand 
creation in one county (Bungoma).  
 
UNICEF has also been responsible for HSS support to the national Ministry of Health (MOH) and overall 
programme management and coordination. Options, together with KPMG, are managing a County 
Innovation Challenge Fund (CICF) to support testing and scale up of innovative approaches in all six 
programme counties. UNICEF and Options have also implemented green energy upgrading of health 
facilities in their respective counties. The programme also funds an independent evaluation component, 
implemented by Health Research for Action Limited (HERA) under a sub-contract through UNICEF, to 
assess programme impact.  
 



The programme has scored a ‘B’ (outputs moderately did not meet expectation) in two consecutive years, 
a decline in performance following the 2014/15 annual review. A number of measures were taken in the 
past year to address poor performance as explained below. The poor performance is confined to one of 
the three partners of the programme (UNICEF). It’s acknowledged that there is good performance in some 
areas but there is variability of performance across all outputs, some areas have done better than others. 
Specific areas with poor performance include output three on demand creation including failure to initiate 
the demand side financing component on time, leading to its cancellation and slow progress on HSS 
(output two). 
 
Despite the programme scoring an overall ‘B’ in this review, there is good progress overall since the 2016 
Annual Review; implementation has accelerated with notable progress on the training component, health 
facility improvements and community health. This has been achieved despite a challenging operational 
context, including political uncertainty and a series of ongoing strikes by health workers including doctors, 
nurses and clinical officers. Leadership and commitment from county governments and health teams have 
been critical to success.  
 
LSTM has exceeded milestones for EmONC in-service training and made good progress with integration 
of EmONC in pre-service training. LSTM support has contributed to production of the first national report 
on maternal deaths, which will provide good evidence for advocacy for the MOH and partners. Options 
has made impressive progress: improvements have been seen in all health systems domains in Bungoma, 
pilots of performance-based and demand-side financing are showing promise, and the CICF is well 
managed and has met its targets.  
 
UNICEF was slow to initiate key areas of activity during the first three years of the programme, due in part 
to the time taken to identify and contract multiple delivery partners. It is important to note that the 
programme met expectation in its second year annual review, but progress since then has been slow in a 
number of areas.  
 
In December 2015, DFID instigated a Performance Improvement Plan (PIP), which ran until March 2017. 
Following the 2016 Annual Review, DFID restructured the programme, cancelling the UNICEF demand-
side financing (DSF) component and reducing the scope of infrastructure upgrading. This was due to 
concerns about insufficient time within the remaining programme timeframe for implementation and 
advocacy with counties to ensure sustainability. Further changes were made after a DFID Portfolio Quality 
Review (PQR), when the decision was taken to focus on the stronger performing elements of the 
programme, which resulted in the closure of the UNICEF component, at the end of 2017. This decision 
was agreed at a ministerial level after a DFID wide review of all programmes, in which the programmes 
that had not performed well were closed or scaled-back.  
 
This decision was communicated to UNICEF in July 2017 and its implementing partners were informed in 
August 2017 that they should not initiate any new activities. Subsequent to this decision, DFID agreed to 
extend the MoU with UNICEF to July 2018 to allow for the Defects Liability Period (DLP) required by law 
in relation to the infrastructure upgrade elements of the UNICEF component.  During the DLP period, which 
is for six months post upgrade completion, UNICEF retains an element of the contractors’ fees in case any 
remedial work is required before the facilities are handed over to the Ministry of Health.  
 
During the period under review, UNICEF has continued to provide support for HSS to counties and the 
MOH and for community level demand interventions. UNICEF has also supported testing and scale up of 
effective, low-cost interventions including use of: kangaroo mother care for pre-term babies – during facility 
visits for this review health workers reported that this is saving lives as well as costs; the uterine balloon 
tamponade to prevent women dying from post-partum haemorrhage – again there were anecdotal reports 
of the effectiveness of this technique in saving women’s lives; and use of chlorhexidine for cord care. 
These innovations have yielded good results, since some of the interventions have already being picked 
up by the MOH for scale- up like the use of chlorhexidine. 
  
Infrastructure renovation managed by the United Nations Office for Project Services (UNOPS) under a 
sub-contract with UNICEF, and green energy upgrading of health facilities managed by UNOPS and 
Options, has been implemented well and will make a considerable difference to the availability and quality 
of maternal and newborn health care. The addition of a media partner (Internews) in 2016 has added 



value, building the media relations and communications capacity of government and programme partners 
and increasing the visibility of maternal and newborn health (MNH) issues in print and broadcast media. 
 
Key issues: 
 

 Partner performance. UNICEF’s performance has been variable over the last four years as described 
above, nonetheless their performance improved during the period under review, but there was 
insufficient time left within the programme period to undertake key aspects of the programme that were 
not initiated in the first three years such as demand side financing. UNICEF has technically competent, 
committed staff in Nairobi and in the field, but lacks in-house capacity for some areas of programme 
activity such as health systems strengthening. This, together with DFID fiduciary risk controls which do 
not allow delivery through government, resulted in UNICEF having to contract multiple delivery partners. 
Slow systems and procedures for identifying and sub-contracting partners contributed to substantial 
delays, under-performance and the introduction of a PIP, as well as a considerable management 
burden for UNICEF. Options has performed strongly and has demonstrated solid technical and 
management capacity and the ability to respond flexibly to emerging priorities. LSTM has also 
performed well. 

 Achievement of results. At current rate of progress, the programme should meet its outcome and 
output targets (with the exception of those related to the UNICEF component following early closure of 
this component and the stillbirth target). However, it is important to note that the achievement of results 
is also dependent on the context within which the programme operates. Issues such as delays in 
disbursement of funds from central government to counties, shortages of health workers, industrial 
action (see below) and inadequate infrastructure which could undermine progress are largely outside 
the control of the programme. The logframe will need to be amended to reflect closure of the UNICEF 
component. 

 Prolonged industrial action. Doctors were on strike from December 2016 to February 2017, while 
nurses were on strike from November to December 2016, and also from June 2017 to November 2017. 
Strikes have reduced service delivery by government health facilities and have had an adverse impact 
on all areas of the programme. Lecturers’ strikes have delayed implementation of activities related to 
pre-service training. Both Options and UNICEF have taken steps to mitigate the effects of health 
workers strikes. Options’ approach of provide direct support for non-governmental facilities, together 
with Performance Based Financing (PBF) for government facilities, appears to have been more 
effective than advocacy with county health teams for them to take action.     

 
Key lessons include:  

 
1. DFID’s due diligence of potential delivery partners needs to take a more robust approach in 

assessment of capacity and systems, to ensure that capability matches programme requirements. [For 
example, the constraints on putting money through government systems meant UNICEF could not 
work as it usually did which contributed to the delays in implementation. They are also not well placed 
to manage lots of sub-grantees.]  UNICEF’s strengths lies in its upstream policy work, procurement 
and community health.   

2. Strengthening health systems, improving service delivery and increasing community demand for MNH 
services all take considerable time and effort and the impact of programme interventions may not be 
apparent in the short term. The programme scope has expanded since inception to include three 
additional counties, climate change interventions and infrastructure upgrading. This increased the 
complexity of the programme and management arrangements. The UNICEF component would have 
benefited from a dedicated programme manager to ensure that implementation was on track. 

3. Contracted service providers have the scope to adapt implementation and respond flexibly to changing 
contexts. Options has, for example, been able to respond rapidly to needs such as equipment, 
increasing the availability of safe blood, and providing support to non-government facilities to cope with 
increased demand during the strikes.   

4. Working with the private sector to manage the CICF has been an efficient and effective approach. 
  

 



A. Introduction and Context  

 

Dev Tracker Link to Business Case:  Link to Business 
Case 

DevTracker Link to Log frame:  Link to Log frame 

Outline of the programme 
 
Kenya is among eighteen countries in sub-Saharan Africa with the highest maternal mortality rate, at 361 
per 100,000 live births (Kenya Demographic and Health Survey (KDHS), 2014), and there has been little 
improvement in the last decade. Newborn deaths have also been slow to decline, and the neonatal 
mortality rate remains high at 22/1,000 live births (KDHS, 2014). The introduction of free maternity care 
by the Government of Kenya in 2013 has increased uptake of services, which has already contributed to 
improvements in maternal and newborn health outcomes. Devolution of funds and functions to 47 new 
counties after the 2013 election has also presented opportunities to improve maternal health services but 
also challenges, particularly in counties with limited capacity, poor infrastructure and shortages of staff. 
High maternal and newborn death rates reflect poor access to quality maternal health care and EmONC, 
significant sub-national and wealth inequities in access to and uptake of services, and financial, cultural 
and geographical barriers that prevent women from using services. Health system challenges include 
shortages of health workers, poor infrastructure, including inadequate facilities able to provide basic and 
comprehensive EmONC, weak referral systems, and high turnover of staff trained in EmONC.   
 
Under the Reducing Maternal and Neonatal Deaths in Kenya programme, the UK is providing support to 
address these issues through training, HSS, demand creation, testing of innovative approaches and facility 
upgrading. The original programme budget was £79.8m over 5 years as shown in the table below. 
Following the recent DFID PQR and the decision to close the UNICEF component at the end of 2017, the 
total programme budget was reduced to £60.6m. 
Table 1: Programme Budget per Partner 

Current 
Partners 

Activity  Budget in million 
in £ 

Budget post PQR 
in million 

UNICEF Health system strengthening(HSS) 
and demand side financing in 
five  counties 

£32.2m £21.2 

MSI/Options  HSS in Bungoma county, plus - 
County Innovation Challenge Fund 
(CICF) in six counties 

£29.3 £23.4 

LSTM Training of health workers in 
Emergency Obstetric and Neonatal 
Care in 32 counties 

£9.3 £10.3 

Others  Funding for green energy 
integration 

£4.5  

Others including Monitoring and Evaluation 
and Contingency 

£4.5 £1.7 

World Bank   £4 

Total £79.8 £60.6 

 
To maximise the impact of the support provided through this programme, DFID is planning to invest £4m 
from 2018 through a World Bank managed Multi- Donor Trust Fund (MDTF) to provide technical support 
for national and county HSS and capacity development so as to minimise duplication of efforts across 
donors. HSS and technical support to the national Ministry of Health and to counties will be coordinated 
through the MDTF under the auspices of a Partnership Framework agreed with the Ministry of Health. 
 
The programme impact is: Reduced maternal and neonatal deaths in Kenya. The programme outcome is: 
Increased access to and utilisation of quality maternal and newborn health services. It is expected to 
contribute to preventing 1,092 maternal deaths and 3,838 neonatal deaths and to provide skilled birth 
attendance to an additional 77,968 women by the end of 2018.  
  

https://devtracker.dfid.gov.uk/projects/GB-1-202549/documents
https://devtracker.dfid.gov.uk/projects/GB-1-202549/documents
https://devtracker.dfid.gov.uk/projects/GB-1-202549/documents


B: PERFORMANCE AND CONCLUSIONS  
 
Annual outcome assessment  
There are six outcome indicators. Progress has been mixed although the overall trend is positive. There 
has been good progress with indicators related to skilled birth attendance (SBA) and the availability of 
Basic Emergency Obstetric and Newborn Care (BEmONC1) and Comprehensive Emergency Obstetric 
and Newborn Care (CEmONC) facilities and some counties have made impressive gains. Slower progress 
has been made with improving caesarean section, obstetric case fatality and stillbirth rates. Contextual 
issues beyond the control of this programme –such as prolonged health worker strikes – have also affected 
progress.  Achievements against milestones for 2017 are as follows:  
Table 2: Progress on outcome indicators  

Milestones 2017 Achieved   Comment  

Skilled birth attendant rate: 

National        68% 

Homa Bay     66% 

Turkana        25% 

Kakamega    63% 

Garissa        44% 

Bungoma    53% 

Nairobi Embakasi 154% 

Nairobi Kamunkunji 171% 

 

62% 

55% 

38% 

57% 

47% 

60% 

113% 

143% 

Nationally, the proportion of births attended by a skilled 

provider increased from 44% in 2008/9 to 62% in 2014 

(KDHS).  

Milestones achieved or exceeded in Turkana, Garissa 

and Bungoma. Positive trends since baseline have 

been reversed this year by health worker strikes. 

Milestones and data reported for Nairobi sub-counties 

reflect weaknesses in population data, particularly 

denominators, and wide catchment areas.  

Milestones 2017 Achieved   Comment  

Additional births delivered by a 

skilled birth attendant: 

 

Additional attributable: 

UNICEF counties: 55,968 

Options Bungoma: 9,688  

 

 

 

 

49,734 

5,297 

Cumulative figures. Again, progress has been 

undermined by health worker strikes. Options has 

aligned its attribution methodology to UNICEF’s; efforts 

to improve Health Information System(HIS) data quality 

have reduced achievements, which are now being 

accurately reported.  

Programme target needs to be revised to reflect early 

closure of the UNICEF component. 

Milestones 2017 Achieved  Comment  

Functioning BEmONC and CEmONC facilities (population coverage and number of facilities): 

(i) Nationally BemONC 30%; 

CEmONC 40% 

(ii) In each of the 5 UNICEF 

counties 14 BEmONC; 3 

CEmONC 

 

 

 

 

(iii) Bungoma 14 BEmONC; 3 

CEmONC  

(i)National data not 

available 

(ii) BEmONC Homa 

Bay 16; Turkana 18; 

Garissa 16; Kakamega 

23; Nairobi 9; and 

CEmONC Homa Bay 

4; Turkana 2; Garissa 

3; Kakamega 4; 

Nairobi 3 

(iii) Bungoma 

BEmONC 17; 

CEmONC 2 

National data will not be available until an EmONC 

survey is done by the MoH in 2017/2018. 

UNICEF milestones achieved except for BEmONC in 

Nairobi and CEmONC in Turkana. BEmONC met or 

exceeded in 4 of the 5 counties; CEmONC met or 

exceeded in 4 of the 5 counties. 

 

 

 

There has been good progress by both UNICEF and 

Options on facility improvement with milestones targets 

being met in the majority of the counties.  

Milestones 2017 Achieved   Comment  

Caesarean section rate: 

National 14% 

Homa Bay 9% 

Turkana 10% 

Kakamega 9% 

 

14% 

5% 

5% 

7% 

 

Milestones not achieved except in Nairobi sub-

counties; the latter reflects the presence of referral 

hospitals. Positive trends in programme counties have 

been reversed this year by health worker strikes. 

                                            
1 Health facilities with Basic EmONC (BEmONC) can provide:  Parenteral treatment of infection (antibiotics), parenteral treatment 

of severe pre-eclampsia/eclampsia, treatment of postpartum bleeding (e.g., uterotonics), manual vacuum aspiration of retained 
products of conception, assisted vaginal delivery (e.g., vacuum-assisted delivery), manual removal of placenta and newborn 
resuscitation. 
Health Facilities with Comprehensive EmONC have all components of BEmONC plus: Surgical capability, including anesthesia 

(e.g., Cesarean section) and blood transfusion. 

 



Garissa 12% 

Bungoma 10% 

Nairobi Embakasi 14% 

Nairobi Kamunkunji 15% 

10% 

9% 

18% 

17% 

Milestones 2017 Achieved  Comment  

Obstetric case fatality rate: 

National 2.7% 

Homa Bay <2.0% 

Turkana <2.0% 

Kakamega <2.0% 

Garissa <2.0% 

Bungoma 1.7% 

Nairobi <2.0% 

 

3.1% 

5.0% 

5.1% 

2.3% 

3.9% 

2.8% 

1.8% 

Milestone only achieved in Nairobi; again this is likely to 

reflect the presence of referral hospitals. Positive 

trends have been reversed by health worker strikes. 

In Bungoma, the definitions have been standardised 

and effort have been made to improve data quality; the 

denominators have reduced and this has increased the 

rate. Strike action has also had an adverse impact on 

the performance of this indicator.  

Milestones 2017 Achieved   Comment  

Stillbirth rate:  

National 2.5% 

Homa Bay 2.3% 

Turkana 2.5% 

Kakamega 1.2% 

Garissa 2.3% 

Bungoma 12 

Nairobi Embakasi 0.4% 

Nairobi Kamunkunji 1.3% 

 

2.4% 

1.8% 

2.1% 

2.0% 

2.4% 

17 

3.3% 

1.7% 

Milestones achieved in Homa Bay and Turkana. Note 

UNICEF reports % deaths per 100 live births although 

had agreed to shift to a denominator of 1,000; Options 

reports rate as number per 1,000 live births.  

Options has requested revised milestones for Bungoma 

as achievement of the current milestones is not realistic 

in the programme timeframe. This will be considered in 

the next phase of the programme.  

 
 
Key points 

 Programme support and investment have made a significant contribution to progress. County 
commitment has also been critical. Counties that have made the most progress, such as Garissa, 
Kakamega and Turkana, have strong support for MNH from county leaders and county health teams.  

 Progress has been undermined by health worker strikes. Doctors were on strike for 3 months from late 
2016 until early 2017 and nurses have been on strike since June 2017. The former is likely to have 
had a major impact on caesarean section and obstetric case fatality rates, while the latter will have 
undoubtedly affected SBA indicators.  

 The SBA rate in Bungoma appears to have been less affected than in other programme counties due 
to the interventions stated below provided by Options. The programme data shows a positive trend of 
SBA in DFID supported sub-counties compared to the other non-programme supported sub-counties. 
In response to the strikes, Options has advocated with the county to keep high-volume hospitals 
operational for maternity emergencies and provided targeted support to two faith-based facilities. The 
latter was not a planned area of activity but Options has used its scope to reallocate resources to 
respond to the dramatic increase in the number of deliveries and referrals managed by these facilities. 
For example, Lugulu Mission Hospital experienced a doubling in the number of deliveries from 277 in 
quarter 4 of 2016 to 505 in quarter 1 of 2017 – and to minimise the adverse impact of the strikes on 
achievement of milestones. Options also believes that Performance Based Financing (PBF) has 
helped to ensure that some government facilities are still providing services, motivating staff to continue 
to offer services and enabling facilities to recruit temporary staff.  

 Rather than providing direct and immediate support, UNICEF’s approach to mitigating the impact of 
health worker strikes has included generating evidence of impact and advocacy with counties for 
reallocation of funds to support non-government facilities and to strengthen outreach services. This 
approach is reasonable; however it appears to have had less impact in correcting the issue.  

 Options attributes improvements in availability of BEmONC and CEmONC facilities in Bungoma to a 
combination of DFID approval for procurement of equipment, facility upgrades, PBF, quality of care 
interventions, an EmONC mentorship programme for health workers and targeted training on under-
performing EmONC signal functions i.e. a comprehensive package of support.     

 
Overall output score and description 
 
The overall programme scored a ‘B’- Outputs moderately did not meet expectation. This is a strong 
B and reflects the achievements under Output 1, of the CICF and support for HSS in Bungoma under 



Output 2, and of community demand creation across all six counties and of the Demand Side Financing 
(DSF) component in Bungoma under Output 3. While both LSTM and Options have performed well, and 
UNICEF’s performance has improved this year, the overall performance is variable across the outputs. 
This score reflects the performance and weight of the UNICEF component of the programme relative to 
the delivery timeframe and progress envisaged at this stage of the programme in the Business Case. As 
with the Outcomes, industrial action is very likely to have affected Output progress during the period under 
review.  
 
Table 3: Summary of output performance: 

Output  Output Description Impact 

Weight (%) 

Output Performance 

1 Health workers in five provinces (32 counties) have the 

knowledge and skills to provide quality delivery care 

30% Output met expectation 

(A) 

2 Health systems strengthened to manage and deliver 

maternal and newborn health services in Homa Bay, 

Turkana, Kakamega, Garissa, Nairobi and Bungoma counties 

50% Output moderately did not 

meet expectation (B) 

3 Increased demand for maternal health services in Homa Bay, 

Turkana, Kakamega, Garissa, Nairobi and Bungoma counties 

20% Output moderately did not 

meet expectation (B) 
 

Table 4: Summary of key recommendations for the next year 

Action Timeline Responsible 

1. Review the programme target for additional births attended by a SBA 

in view of early closure of the UNICEF component  

By  Dec 2017 DFID/Options 

2. Communicate the decision to close the UNICEF component of the 

programme to the counties and plan joint follow-up visits with UNICEF 

By end November 

2017 

 

DFID 

3. Develop a one pager for each county that summarises investment, 

activities and improvements, assesses the implications of closure, and 

develops an exit strategy and plan for more detailed discussions with 

counties. 

By mid-Nov 2017 UNICEF 

4. DFID to explore all options for scaling up/extending programme 

activities post contract end. 

By end Dec 2017 DFID 

5. Support the MOH and counties to develop and deliver a national 
mentorship package 

Ongoing   LSTM 

6. Consider replacing Output indicator 2.2 as all counties now have 
annual work plans and budgets  

By end Dec 2017  DFID 

7. DFID to finalise with the World Bank the development of MDTF to 
support HSS  

By end Dec 2017  DFID 

8. Ensure that, in future programmes, partners receive additional support 
on VfM, as the current framework is weak. As none of the partners 
has the capacity to adequately measure the VfM impact of their 
activities,  nor conduct an endline cost-effectiveness study 

End of the 

programme 

DFID 

 
Has the logframe been updated since the last review? Yes, in February 2017, DFID and programme 
partners agreed on the following amendment to the logframe: 

 Three new indicators for Output 1, to monitor integration of EmONC in pre-service training. 

 Two new indicators for Output 3, to monitor green energy upgrading.  
 
 

C: DETAILED OUTPUT SCORING  

 

Output Title  Health workers in 32 counties have the knowledge and skills to provide quality delivery 
care and EmONC 

Output number per LF 1 Output Score  A 

Risk:  Minor Impact weighting (%): 30% 

Risk revised since last AR?  N 
 

Impact weighting % revised 
since last AR?  

N 
 

 



 
Key points 
 
Through this output, DFID has provided £10.3 million of funding to LSTM to support scale up of training 
for public sector doctors, nurses and clinical officers in emergency obstetric and neonatal care in 32 
counties to achieve a national coverage. This training has been shown to improve maternal and newborn 
health outcomes internationally and in Kenya. Competency-based training has improved the knowledge 
and skills of health workers who provide routine and emergency maternal and newborn care, promoted 
team work and facilitated task sharing, reducing dependence on doctors and delays in receiving life-saving 
care. 
Output indicator 1.1: There has been excellent progress with health worker training, despite the 
interruptions with industrial actions by health workers LSTM has exceeded the target of training 9,000 
health workers by the end of 2017. LSTM counts direct trainings, conducted by its own trainers, and indirect 
trainings, conducted by those it has trained as trainers and that it quality assures. LSTM has trained 268 
master trainers through this programme, 138% of the end of programme target, and each county now has 
around 10 trained master trainers. A total of 94 course directors have also been trained. LSTM has also 
trained 88 master trainers and course directors on quality assurance to ensure the quality of direct and 
indirect trainings. The health workers the team met during the review were all appreciative of the EMOC 
training they had received and one mentioned that she was now more confident in conducting twin 
deliveries. 
 
The impact and sustainability of EmONC training should be assessed. LSTM has focused on EmONC 
training for health workers in high-volume facilities. Although the training target has been exceeded, high 
turnover means that there is a need for repeat training of newly recruited staff; staff in lower-volume 
facilities also require training. The MOH has raised concerns about retention and use of skills, given the 
limited change in national maternal and neonatal death rates, and is planning a facility assessment of the 
impact of EmONC training.   
 

Indicator(s) Milestones 2017 Progress  

1.1 Number of additional health workers 

trained in EmONC (disaggregated by 

sex) 

9,000: 6,750 direct and 

2,250 indirect  

9,199 trained (6,804 direct and 2,395 indirect). 

(Direct: 69% female, 31% male) Score: A 

1.2 Proportion of health facilities 

followed up quarterly 

70% 100%. 43 of a total of 43 eligible facilities have 
been followed up quarterly. Score: A+  

1.3 Percentage of  

 

1.3.1 maternal deaths (facility level) for 

which death review forms are submitted 

to the DHIS 

1.3.2 perinatal deaths (facility level) for 

which death review forms are submitted 

to the DHIS 

1.3.3 health facilities that have made 

required adjustment to service provision 

and/or management practices based on 

MPDSR  

Homa Bay: 100%; 

50%; 50% 

Turkana: 100%; 50%; 

50% 

Kakamega: 100%; 

50%; 50% 

Garissa: 100%; 50%; 

50% 

Nairobi (Embakasi): 

100%; 50%; 50% 

Nairobi ( Kamunkunji): 

85%; 10%;50% 

Bungoma: 75%; 40%; 

50% 

Turkana  76.5%, 0%, 100% 

Kakamega 64.4 %, 27.4%, 100% 

Garissa  45.5%, 0%, 100% 

Nairobi Embakasi 93.8%, 0%, 100% 

Nairobi Kamukunji  76.5%, 0%, 100% 

Homa Bay 60.7%  3.6%, 100% 

 Score: B 

 

Bungoma: 85%; 63%; 61%. Score: A 

 

Overall score for indicator 1.3: B 

1.4 Percentage of pre-service students 

demonstrating an improvement in 

knowledge and skills at completion of 

EmONC training 

80% 96% of 244 medical students at the University 

of Nairobi trained in EmONC demonstrated an 

improvement in knowledge and skills.  

Score: A+ 

1.5 Number of EmONC skills sessions 

conducted in skills labs for each pre-

service institution   

1 per institution By end of July 2017 all 16 of 16 pre-service 

training institutions had conducted at least 1 

EmONC skills session. Score: A 

1.6 Number of tutors able to deliver 

EmONC competency based pre-service 

training  

150 169 tutors trained to deliver pre-service 

EmONC training. Score: A+ 



Output indicator 1.2: LSTM has increased the proportion of facilities receiving follow up after 
training. Facilities are followed up at three-monthly intervals for a year and LSTM has followed up 100% 
of the 43 facilities currently eligible. The doctors and nurses strike has delayed facility follow up but all the 
follow- up were completed before the annual review.  
However, mentoring needs to be strengthened. As noted above, there are concerns about whether 
those trained are putting newly-acquired knowledge and skills into practice. LSTM has conducted joint 
supportive supervision with counties and provided supervision and mentoring to 535 health workers. Field 
visits for this review suggest that mentoring can increase health worker confidence, particularly for those 
at lower levels of the health system, reduce unnecessary referrals and strengthen links between peripheral 
and higher level facilities. The MOH plans to develop and implement a national mentorship package. In 
the absence of this, Options has proactively implemented a mentoring approach in high volume facilities 
in Bungoma County with good results. 

  
Output indicator 1.3: UNICEF and Options have provided considerable support for Maternal and 
Perinatal Death Surveillance and Response (MPDSR). These two partners have promoted awareness 
at county level of the importance of MPDSR and trained facility staff. In Bungoma, the proportion of facilities 
submitting monthly reports has increased substantially since the previous Annual Review and use of 
MPDSR data to improve care has also increased. For example, hospitals have revised on-call systems, 
taken steps to improve the reliability of power supplies; undertaken blood drives and provided training in 
newborn resuscitation to address problems identified by MPDSR. There has also been an increase in 
MPDSR reporting and use of data in UNICEF-supported counties. In Kakamega, the county health team 
reports monthly to the governor and, as a result, the county is now investing in improving blood supply. 
Reporting of perinatal deaths is far lower than reporting of maternal deaths. This is largely due to the fact 
that reporting of maternal deaths is mandatory whereas reporting of perinatal deaths is not.  
LSTM has helped to strengthen MPDSR at the national level. This has included support for the national 
secretariat in the MOH and for producing the first Confidential Enquiry into Maternal Deaths in Kenya, 
based on 2014 data. In addition, a total of 73 maternal death assessors have been trained from the major 
national and county referral hospitals. The report is expected to be launched by the end of November 
2017, and will make an important contribution to highlighting the need for action to reduce maternal 
mortality.  

 
Output indicators 1.4, 1.5 and 1.6: LSTM has made good progress with efforts to integrate EmONC 
in pre-service training. The MOH is working in partnership with LSTM and there is considerable support 
from training institutions for integration of EmONC into pre-service training. Programme milestones have 
been met, although the lecturers’ strike has delayed implementation of some activities. LSTM has been 
working with the central Kenya Medical Training College (KMTC) and the Nursing Council of Kenya to 
revise the syllabus and incorporate EmONC into the pre-service training; the revised curriculum is awaiting 
approval from the Nursing Council. LSTM has started work initially with 14 KMTCs and 2 universities, but 
plans to scale up support to all 56 KMTCs nationally, and adaptation of the KMTC central curriculum by 
all the KMTCs if additional funding can be secured.   
 
Summary of responses to issues raised in previous annual reviews 

 LSTM to accelerate implementation of the pilot of biometric software and coordinate this initiative with 
the MoH and other partner-funded initiatives. The pilot was completed and use of biometric software 
has been rolled out across the country. Biometric software is used to confirm or determine a person's 
identity based on their fingerprints. This is now used to track the health workers that have been trained. 

 LSTM to strengthen follow-up mentoring for EmONC training to ensure sustainability. LSTM also needs 
to expedite advocacy for a national mentorship package and inclusion of EmONC in standard 
supervision, and develop an advocacy plan for this. Mentoring and supportive supervision is ongoing 
in all facilities where LSTM has provided training. 

 LSTM to advocate with the MOH to promote EmONC training as part of mandatory annual maternity 
care worker requirements for practice licences, and to set out plans for achieving this. LSTM has 
advocated and met with the MOH, Nursing Council, Midwifery Council and other key stakeholders to 
agree a national plan for this.  

 Update the logframe to amend indicator 1.1 to reduce indirect training and increase direct training 
proportionately, establish a consistent approach for all partners for indicator 1.3.1, amend indicator 1.3 
to capture LSTM’s contribution to central level MPDSR, and include new indicators for pre-service 
training. Three new indicators for pre-service training added to the logframe; changes on indicator 



1.3.1 done and the rest changes not made on the logframe since LSTM had already achieved the 
milestones for the year. 

Recommendations 

 LSTM to support the MOH and counties to develop a strategy to identify and train newly recruited 
health workers and conduct repeat EmONC training in facilities with high staff turnover.  

 LSTM to assist the MOH to develop a national mentorship package and a strategy to support 
counties to implement this approach. 

 LSTM to support the MOH in the planned health facility assessment of impact and sustainability of 
EmONC training. 

 LSTM to ensure that MPDSR training is consistent with national guidelines. 

 Options and LSTM to follow-up with national level MoH to ensure mandatory reporting of perinatal 
deaths. 
 

 

Output Title  Health systems strengthened to manage and deliver MNH services in Homa Bay, 
Turkana, Kakamega, Garissa, Nairobi and Bungoma counties 

Output number per LF 2 Output Score  B 

Risk:  Moderate Impact weighting (%): 50% 

Risk revised since last AR?  N 
 

Impact weighting % revised 
since last AR?  

N 
 

 
Key points 
Through this output funding was provided to UNICEF and Options to support six counties (Homa Bay, 
Nairobi, Garissa, Kakamega, Bungoma and Turkana) with high rates of poverty and maternal and neonatal 
death, to build local government capacity to plan, budget, manage and deliver health services, strengthen 
accountability and referral mechanisms, and for testing innovative approaches. UNICEF was also funded 
to provide technical assistance for health systems strengthening to the national level MoH. 

Indicator(s) Milestones 2017 Progress  

2.1 Innovation Fund 

projects demonstrate 

successful new 

approaches to improving 

delivery of quality MNH 

services 

2 projects 

implementing per 

county. Supply and 

demand side projects 

each receiving at least 

35% of allocated funds  

Each county has at least 2 projects. Within the portfolio, 45% 

of funds are supporting supply-side approaches and 55% are 

supporting demand-side approaches. Score: A+ 

2.2 Counties have 

consolidated operational 

plans and budgets that 

include MNH services 

One per county All five UNICEF-supported counties have an annual work 

plan and budget for 2017/2018 that includes MNH services 

and have been supported to conduct performance reviews. 

Score: A  

In Bungoma the 2017/2018 annual work plan and budget has 

been developed and uploaded to the DHIS; the work plan 

includes an MNH budget and procurement plan for MNH 

commodities and was informed by an annual performance 

review. Score: A 

Overall score for indicator 2.2: B 

2.3 Number of 

management systems 

supported and 

strengthened to objective 

standards and 

implemented at county 

level 

UNICEF counties: 12 

systems per county 12 

 

 

Options Bungoma 12 

domains amber 

Garissa – 12 sub- domains  meeting objective standards 

Homa Bay-8 sub-  domains  meeting objective standards 

Kakamega -6 sub domains  meeting objective standards 

Turkana – 10  domains  meeting objective standards 

Nairobi- 9 domains meeting objective standards. 

Score: B  

Options Bungoma: 1 domain green, 10 amber, 3 red of the 

14 health system domains (based on the OCA in early 2017; 

another OCA is planned at the end of 2017 to assess 

progress). On track to achieve at least 12 systems improving 

from red to amber by end of 2017. So far 11 are already 

amber. Score: B  

Overall score for indicator 2.3: B 



 
Output Indicator 2.1: 

 The County Challenge Innovation Fund (CICF) is on track. In addition to the 13 organisations 
contracted in Rounds 1 and 2, the CICF has completed contracting for Round 3, with an additional 5 
organisations implementing projects. Round 3 has focused on innovation only and targeted local 
organisations; previous rounds comprised a mix of innovation and scale up projects. Over time the 
CICF has succeeded in increasing applications and grants from counties that were initially less well 
represented. In August 2017 the Grant Selection Committee agreed to award cost extensions to 
promising projects from Rounds 1 and 2 to allow sufficient time for evidence generation. The CICF is 
well managed and efficient. Options took over the technical oversight role from the Population Council 
in February 2017, due to concerns about the latter’s capacity, and which is working well.  

 The CICF is funding some innovative approaches. These include use of solar power to enable 
facilities to provide CEmONC and of mobile technology to follow up women in Turkana; testing use of 
a digital partograph in Bungoma; establishing a model human milk bank in Nairobi; and use of 
telemedicine to link health workers to specialists. For example, we have noted some success through 
the telemedicine solution which is enhancing access to quality care for mothers and children in remote 
parts of Garissa County with links with specialist medical experts from Nairobi. To date, over 15 difficult 
cases have been handled successfully through the telemedicine platform.  

 The CICF has shifted its focus to delivering and communicating results. The website has been 
relaunched, there is now greater focus on identifying opportunities to take innovations to scale, and 
Options and KPMG are providing additional support to grant recipients to ensure that results are robust 
and lessons are well documented and disseminated. In 2018, the CICF will support the MOH to host 
an MNH Innovation Conference to share lessons and emerging evidence.       

 
Output indicator 2.2 

 Health financing at county and facility level remains a challenge. Counties have been 
experiencing cash flow problems due to delays in disbursement of funds by central government (the 
reason for the delay is not clear, but it may be due to legal technicalities of approval  by 
legislators(senate)). In addition, facilities have had challenges with the reimbursement of free maternity 
care when this shifted to reimbursement to county treasuries rather than to facilities and, in many 
cases, funds did not reach facilities. Responsibility for management of reimbursement has now moved 
to the National Hospital Insurance Fund and in principle this should mean a reversion to direct 
reimbursement of facilities.  

 
Output indicator 2.3 

 Options has provided effective support for HSS in Bungoma. The use of an organisational 
capacity self-assessment (OCA) tool has been well received by county and sub-county health teams; 
it has provided a systematic assessment of priority needs and the basis for HSS planning and 
monitoring of progress. Support has been provided for annual work planning and budgeting, building 
leadership capacity, strengthening governance and coordination, and strengthening health information 
and procurement systems. There have been improvements across all health system domains. The 
national MOH has been very positive about Options’ support to Bungoma, both in its approach and its 
impact on health systems strengthening. 

 Systematic assessment of HSS requirements has been conducted in the five UNICEF-
supported counties. In response to previous Annual Review recommendations and DFID concerns 
about how systematically UNICEF was addressing HSS, UNICEF sub-contracted MannionDaniels to 
conduct assessments, using a similar approach to Options. These were well received by counties and 
provided the basis for development of county HSS action plans. UNICEF has also provided support 
for counties on annual work planning and budgeting, building leadership capacity, strengthening 
governance and coordination, HRH planning, strengthening health information and procurement 
systems, and conducting public expenditure reviews. UNICEF advocacy contributed to the decision by 
Kakamega and Garissa counties to allocated funding specifically for MNH within the county budget 
and county health budgets respectively.     

 Options and UNICEF have taken different approaches to leadership development. Options is 
providing targeted, tailored coaching and mentoring to county leadership and holding monthly 
breakfast meetings to discuss strategic issues in more detail; UNICEF has provided support for county 
heath managers to participate in the Leadership Development Programme offered by KMTCs.  



  UNICEF has provided technical support to the national MOH on a range of issues. This has 
focused on developing policy and guidelines, enhancing quality of care, improving reporting of data 
and strengthening referral systems, the latter through a sub-contract with WHO. The MOH reports that 
UNICEF support has been valuable, especially with respect to community MNH.   

 Infrastructure upgrading by UNOPS has been well planned and implemented. UNOPS was 
contracted to rehabilitate or build facilities across the 5 UNICEF-supported counties. UNOPS’ has 
carried out thorough assessments and detailed designs and overseen upgrading and construction of 
facilities. Ensuring that the works are of a high quality has required intensive management and 
monitoring of contractors. The original plan to cover 44 facilities was reduced by DFID to 15 following 
the programme restructuring. Of these 15 facilities, 6 have been handed over and the remainder will 
be handed over by the end of 2017. UNOPS will also hand over the assessments and detailed designs 
for the remaining facilities to counties. Anecdotal feedback from Garissa reports that a doctor in 
Dadaab who had applied for a transfer to the county hospital has decided to stay because of the 
upgrading of the maternity section at his current facility. In Kayole, one health facility in Embakasi sub-
county in Nairobi, the in charge reported that in the two weeks following completion of renovation the 
maternity section managed 54 deliveries; prior to renovation it was not providing delivery care.      

 
Summary of responses to issues raised in previous annual reviews 

 DFID to consider extending the CICF grant period. Done. 

 In parallel with the CICF extension, DFID to consider options for extending the Bungoma component 
to June 2019. Options has submitted a proposal for extending the Bungoma component to the end of 
2018 (9 months’ implementation; 3 months’ phase out) at no additional cost to DFID, as costs would 
be covered by reallocation of CICF funds. This was approved by DFID.  

 Add an indicator to the programme logframe to capture the climate change and facility upgrade 
component. Two new indicators were added to the logframe in February 2017 to capture this.  

 Continue to prioritise health facilities to receive green energy upgrading; advocate for ongoing 
maintenance costs for equipment in county budgets to maximise sustainability and ensure VfM from 
DFID investment. UNICEF and Options have prioritised facilities to receive green energy upgrading. 
Options has started training for county and facility staff. UNOPS had planned to do likewise in early 
2018 but this will no longer be possible under the UNICEF component.  

 UNICEF to prioritise county-specific HSS plans with new supplier MannionDaniels. MannionDaniels 
completed county assessments and supported development of county-specific HSS plans. 

 
Recommendations 

 Options to ensure that CICF project findings are shared with wider stakeholders, especially the county 
and national government and other actors supporting MNH programmes in 2018 and 2019. 
 
 

 

Output Title  Increased demand for maternal health services in Homa Bay, Turkana, Kakamega, 
Garissa, Nairobi and Bungoma counties 

Output number per LF 3 Output Score  B 

Risk:  Moderate Impact weighting (%): 20% 

Risk revised since last AR?  N 
 

Impact weighting % revised 
since last AR?  

N 
 

 



Key points 
This output is focussed on improving community demand and utilisation of maternal and newborn health 
services. Funding was provided to UNICEF and Options to address financial barriers to maternal and 
newborn health care, through demand-side financing strategies, such as use of transport vouchers 
schemes to enable the poorest women in the same six counties to access services and to improve the 
responsiveness and quality of services. 
 
Output Indicator 3.1: 

 The performance on this indicator reflects the progress only in Bungoma County by Options. 
The UNICEF Demand Side Financing (DSF) component has not been taken forward in the five 
programme counties (UNICEF target for this review was to have reached 100,000 poor women). 
Following considerable delays in identifying a delivery partner, UNICEF contracted PwC in 2016 to 
design the DSF intervention and manage its implementation in Homa Bay and Turkana. However, due 
to concerns about insufficient time within the remaining programme timeframe for implementation and 
for advocacy with counties to ensure sustainability, DFID decided to end the UNICEF DSF component 
in March 2017.  

 UNICEF has made good progress in implementing interventions to address cultural and other 
barriers. These include: providing incentives for women who come to a facility to deliver, such as 
Mama Packs (which include soap, baby towel and washing basin given to each mother); establishing 
two waiting mothers’ shelters in Turkana so that women can come to a facility prior to delivery; and 
piloting the use of a birthing cushion in Turkana to enable women to deliver in a squatting position. 
UNICEF has also supported 42 facilities to adopt respectful mother care, which aims to improve health 
worker attitudes and mothers’ experience when they come to facilities.   

Indicator(s) Milestones 2017 Progress  

3.1 Number of poor women 

covered by demand-side 

financing 

Bungoma: 20,000   Bungoma: 23,363 vouchers distributed. 

UNICEF DSF component cancelled in 

March 2017. Score: A+ 

3.2 Number of Community 

Units(CU): 

 

3.2.1 established  

3.2.2 fully functional as per 

national guidelines 

3.2.1 Homa Bay, Turkana, 

Garissa, Kakamega, Nairobi 

(Kamunkunji) n/a 100% coverage 

already achieved; Nairobi 

(Embakasi) 45; Bungoma: n/a  

 

3.2.2 UNICEF 5 counties 85%; 

Options Bungoma 73 CUs 

3.2.1 Nairobi (Embakasi) 47 

3.2.2 Homa Bay 75%, Turkana 80%, 

Kakamega 90%, Garissa 75%, Nairobi 

(Embakasi) 50%, Nairobi (Kamukunji) 50%  

Bungoma:  (62 out of 84 CUs supported by 

the programme); target of 73 CUs expected 

to be met in 2017. .  

Score: B 

3.3 Percentage of women 

receiving at least 4 ANC 

contacts during pregnancy 

(national and by programme 

county) 

National 40% 

Homa Bay 43%; Turkana 34%; 

Kakamega 49%; Garissa 37%; 

Nairobi (Embakasi) 73%; Nairobi 

(Kamukunji) 53%;  

Bungoma 37% 

National 35.9%  

Homa Bay 35.9%; Turkana 32.1%; 

Kakamega 42.7%; Garissa 36.6%;   

Nairobi (Embakasi): 74.8%; Nairobi 

(Kamukunji) 49.7%. Score: B 

Bungoma: 44%. Score: A+ 

Overall score for indicator 3.3: B 

3.4 Level of installed capacity 

of clean energy as a result of 

ICF support 

60 Kwp of clean energy capacity 

installed in 84 facilities in 5 

counties  

55 Kwp of clean energy capacity 

installed in 33 facilities in 

Bungoma 

UNICEF: 107 KwP installed to date in 42 

facilities (target reduced following 

restructuring). Score: A 

Options: 55 Kwp installed to date in 

Bungoma. Score: A 

Overall score for indicator 3.4: A 

3.5 Number of health facilities 

installed with rainwater 

harvesting systems 

UNICEF: 46 facilities in 5 counties 

Options: 40 facilities in Bungoma 

UNICEF: 30 facilities have systems installed 

in 5 counties; the remaining 12 are on track 

for completion in 2017. Score: B 

 

Options: 40 facilities have been installed 

with a total capacity of 245,300 Litres.  

Score: A 

Overall score for indicator 3.5: B (70 

facilities completed out of a target of 86 

facilities).  



 Options has made good progress with implementing a transport voucher intervention. The 
voucher scheme had achieved a 66% utilisation rate as of June 2017. The original scheme has been 
revised to include return transport after delivery, as concerns about how they would get home were 
deterring women from delivering in a facility. Options has also taken an approach that aims to maximise 
sustainability. Beneficiaries are identified by Community Health Volunteers (CHVs), who arrange 
transport with a selected motorcycle rider when a woman is ready to deliver. The health facility 
arranges return transport and confirms that the CHV and the motorcycle rider can be paid, with 
payment made to both via M-Pesa (mobile money transfer). An evaluation found that the combination 
of vouchers, home visits from CHVs and reorientation of Traditional Birth Attendants (TBAs) as Birth 
Companions has had a clear impact on uptake of delivery care. Sustainability is a key question, 
specifically whether the county will be willing to take over the cost of providing the vouchers after the 
programme ends. DFID will advocate for this through the World Bank led programme that will 
implemented in the same counties from later this year.      
 

Output Indicator 3.2: 

 Demand-creation activities have been significantly stepped up. All UNICEF programme counties 
have achieved 100% coverage of target community units. Both UNICEF and Options, through local 
implementing partners, have provided considerable support to build capacity through training CHVs 
and their supervisors, provision of equipment and job aids, and piloting opportunities for CHVs to 
participate in income-generating schemes to maintain motivation. UNICEF has made particular efforts 
to strengthen community units in the two Nairobi sub-counties. 

 Better information is required about the effectiveness, cost-effectiveness and sustainability of 
community units. The functionality scorecard measures meetings held and reports submitted, but 
there is little rigorous evidence about the effectiveness or cost-effectiveness of community units and 
their impact on uptake of services; this issue was also raised by the MOH. HERA evaluation of Options’ 
work in Bungoma found less impact from participatory theatre, radio and community dialogue than 
from the combination of CHV home visits, reorientation of TBAs and vouchers. Better information is 
needed to inform county decisions about investment in community units vs. other interventions, and 
particularly in view of plans in some counties, such as Kakamega and Turkana, to pay stipends to 
CHVs. DFID conduct further evaluation of the cost-effectiveness and sustainability of community units 
through HERA in the remaining implementation period. 

 Reorienting Traditional Birth Attendants as Birth Companions shows promise. Both UNICEF 
and Options have taken this approach, to reduce deliveries by unskilled TBAs and engage them in 
identifying and referring women to facilities. In Bungoma, Options’ partners have reoriented 305 TBAs 
and this has increased referrals for delivery, a total of 26,639 clients have been referred for various 
services; and a further 10,493 have been referred for hospital delivery. Birth Companions attend 
monthly meetings and participate in income-generating schemes, but whether this is enough to 
compensate for loss of income needs to be explored further. 

 Use of community scorecards also shows promise. Both UNICEF and Options have supported 
wider adoption and use of the community scorecards, which is intended to be a management and 
accountability tool. The scorecard has been effective in promoting dialogue between service providers 
and the community and this has resulted in some positive changes. Options reports improvements in 
availability of drugs, improved relationships between health workers and clients, improved time 
management and better delineation of staff responsibilities in some facilities. Feedback during field 
visits for this review suggests the scorecard can improve health worker attitudes and client satisfaction.  

Output Indicator 3.3: 

 The proportion of women attending four ANC visits has increased but is still low. Progress during 
the period under review has been undermined by the nurses’ strike; women have been deterred from 
coming for ANC because of lack of staff or lengthy waiting times. Options has introduced defaulter 
tracing, which had started to result in some improvements. Significant drop off between the first and 
fourth visits remains a challenge, many women present for their first ANC visit late in pregnancy. More 
evidence is needed about the reasons for low uptake of ANC to inform strategies to address this.  

 
Output Indicators 3.4 and 3.5: 

 Green energy upgrading has been well planned and implemented. Options and UNOPS are on 
track to complete planned upgrading by the end of 2017. UNOPS reports that a total of 42 facilities in 
the UNICEF-supported programme counties will have received green energy upgrading; all will have 
had both solar panels and rainwater harvesting systems installed. Field visits suggest that the 



installation of solar panels and rainwater harvesting tanks is of a high quality and is appreciated by 
health workers. Although it is too early to assess impact, the availability of reliable power for equipment, 
lighting and water is likely to make a measurable difference to routine and emergency delivery care 
and to the quality of women’s experience while they are in a health facility. 

 
Summary of responses to issues raised in previous annual reviews 

 Ensure the health impact and cost-effectiveness of all DSF interventions can be tested; in particular 
collect data for the Mama Pack (UNICEF) and transport vouchers (Options). UNICEF is not collecting 
data to evaluate the health impact or cost-effectiveness of the Mama Pack. Options is collecting data 
that will enable the transport voucher intervention to be evaluated and undertaking internal analysis. 

 UNICEF and Options to continue to track systematically whether supply can meet demand and plan 
demand creation activities carefully; county HR (Human Resource) situation analyses and plans are 
especially important here. All programme counties have HR databases and plans and counties have 
stepped up recruitment of health workers. Both partners have been tracking supply and demand.  

 DFID to continue performance improvement measures for UNICEF, especially for HSS and DSF; 
UNICEF has recruited partners to support these interventions and is in a position to accelerate 
progress. DFID continued performance improvement measures. UNICEF contracted: PWC to design 
the DSF intervention and the design was completed but implementation was cancelled; 
MannionDaniels to conduct county HSS assessments, which were completed; and WHO to support 
development of referral systems, which was partly done prior to the PQR decision.  

 
Recommendations 

 Options and HERA to undertake further analysis and evaluation of ANC utilisation to generate more 
evidence on the reasons why women are not adhering to the recommended four visits during 
pregnancy.  
 

D: VALUE FOR MONEY & FINANCIAL PERFORMANCE  
  
Key costs, cost drivers and performance  
 
LSTM: Direct training costs (50%) and staff and office costs (27%) constitute the key cost components for 
LSTM. Cost drivers within these have been training and subsistence, and fees.  
 
UNICEF: transfers approximately 60% of its budget to implementing partners, staff salaries and wages 
make up 18% of the budget, supplies and commodities 10%, while indirect support costs are 8%. The 
indirect cost cover UNICEF headquarters cost, a rate that was agreed with DFID globally. 
 
Options: management fees (17%), activities (7%) and grants to grantees (40%) form the bulk of the costs.  
 
Performance against VfM indicators 
In the year under review, there has been an improvement in monitoring value for money in line with the 
agreed VfM framework of 2015. Partners are collecting and reporting data on economy and efficiency, and 
in March 2017 a cost effectiveness analysis of the programme impact was conducted. 
Economy: There are various improvements across the programme on performance against key 
indicators. For LSTM, the cost of EmONC training had decreased from year one to three, but the unit cost 
per trainee has increased in 2017, as a large number of EmONC trainings were mop-up trainings – in that 
participants travelled from multiple counties to one central location increasing the cost of travel and 
accommodation. UNICEF continues to save costs on procurement of drugs and equipment, partly because 
it is not liable for some taxes in Kenya, which NGOs and private companies are liable to.  
Efficiency: The number of trainers that are Kenyan remains at 100%, utilisation of the Mama Pack and 
transport voucher have increased over the past year, due to the programme efforts to increase demand 
for health services at the community level, lowering the unit costs of provision due to higher volumes 
generating a lower unit price.  
 
Table 5: Progress against VFM indicators 
 



VfM Component and Measure Frequency 
of 
reporting 

Progress  

ECONOMY 

Real value of vouchers Annually N/A 

Unit cost (£s) per trainee (LSTM)  Routine  2014 2015 2016 2017 

347 305 277 318 

EFFICIENCY 

Proportion of EmONC trainers who 
are Kenyan (LSTM) 

Annually 2013 2014 2015 2016 2017 

86% 90% 96% 100% 100% 

Unit cost per voucher utilised 
(transport voucher/and other 
incentives) 

Annually 2015/16 2016/17 

Transport 
voucher 
Mama 
pack 
 

£13.34 
 
£66.24 
 
 

Transport 
voucher 
Mama 
pack 

£7.00 
 
£12.57 
 

COST-EFFECTIVENESS 2017 

Unit cost per maternal death averted 
(projected) 

 £14 500 

Unit cost per Disability Adjusted Life 
Years(DALY)2 averted 

 £737 

Equity    

Number of poor women covered by 
demand-side financing 

 223,363 vouchers distributed in Bungoma 

 
Overall, partners have made significant progress on reporting VFM against the agreed framework and 
there are various positive results across economy and efficiency. However, the application of the 
framework can be strengthened to ensure the right indicators are collected. The partners track a large 
number of indicators whose overall relevance to improved VFM practice, monitoring or decision-making 
may be limited. Cost effectiveness was assessed in March 2017 across the counties. At time of this annual 
review, DFID had spent £18.4m3 and averted 133,384 DALYs at a cost of £737 per DALY averted. When 
benchmarked against the GDP per capita of Kenya (approximately £1,095) this is a highly cost-effective 
intervention. When assessed against the Business Case projections of averting 650,000 DALYs at a cost 
of £100 per DALY by programme end, it is unlikely that the programme will meet this latter target, owing 
to the implementation timeframe remaining with the reduced scope of the programme and the current 
costs. Nevertheless, it will remain crucial that the programme measures cost-effectiveness at end line.  
 
VfM performance compared to the original VfM proposition in the Business Case 
 
On economy and efficiency, the Business Case does not propose fixed targets to be met, but that the 
programme benchmarks key costs to similar programmes in Kenya. None of the partners have external 
benchmarks in place, but notable improvements in efficiency and economy indicators have been reported. 
In addition, there is also substantial qualitative evidence on good VFM practice such as bulk procurement, 
negotiated purchase and freight costs, other measures included spot-checks of programme activities on 
cost items claimed by implementing agencies.  
On cost effectiveness, the Business Case projected that the programme will avert 650,000 DALYs at a 
cost of £100 per DALY. The programme offers a worse VfM performance on cost effectiveness than 
proposed in the Business Case. However, there are various things to consider. First, the effects on 
programme impact of the prolonged series of health worker strikes in the public sector in Kenya. Second, 
the estimation of lives saved is fraught with assumptions and results are heavily reliant on estimation 
approach.  
 

                                            
2 The programme’s cost effectiveness is measured in disability-adjusted life years (DALY), which applies a 

treatment cost (through medical intervention e.g. skilled delivery) to reduce the number of years lost by a person 
due to ill-health, disability or early death. 
3 Approximation of costs as these are reported in USD in the study 



 
Assessment of whether the programme continues to represent VfM 
 
The programme represents Value for Money. The economy and efficiency performance for the programme 
appear on track. While there are differences in performance on VfM between the Business Case cost-
effectiveness projections and programme performance, the programme remains highly cost effective and 
some of this deviation is likely to be external and also methodological (relating to assumptions and 
modelling in the Business Case). Both these are outside the reasonable control of the programme.   
 
Recommendations for DFID and partners to consider in 2018: 

 For future programmes, partners should receive additional support on VfM as the current framework 
in place needs strengthening. With none of the partners showing capacity to adequately measure the 
VfM of their activities, an endline cost-effectiveness study on the impact of the programme should be 
conducted by HERA.   

 
Quality of financial management 
UNICEF, LSTM and Options have met narrative and financial reporting requirements. Overall, financial 
management has been satisfactory.  Financial reporting has been conducted either on a quarterly or bi-
annual basis, depending on the contractual arrangement with the specific implementing partner. The 
quality of financial reports submitted by partners was acceptable. Areas that required improvement e.g. on 
financial forecasting were discussed with partners and corrective measures put in place. All partners 
submitted annual audited accounts to DFID as required. The reports were unqualified implying that 
partners presented well in all material respects on all the actual expenditure incurred by the programme. 
This review highlighted one issue - a DFID internal audit in 2016 raised concerns about payment of WHO 
overhead in addition to the administration charge levied by UNICEF; this issue was resolved following the 
PQR decision to close the UNICEF component of programme including their partner(WHO). Financial 
forecasts are on track and in line with the programme budget. The following table shows funds disbursed 
to date. 
 
Table 6: Budget expenditures per partner 

Implementing partner Total budget £  Spend to date £ Balance £ 

LSTM 10,317,232 7,643,638 2,673,594 

UNICEF 25,793,796 

Revised budget after PQR: 

21,202,531 

21,202,531 0 

Options 24,028,745 15,460,193 8,568,552 

Total 55,548,508 44,306,362 11,242,146 

  

Date of last narrative financial report January (UNICEF), July 2017 (LSTM), July 2017 (Options) 

Date of last audited annual 
statement 

January 2017(UNICEF), September 2017 (LSTM), September 
2017 (Options) 

 

E: RISK  

 
Overall risk rating: Moderate. The overall risk rating is unchanged.  
 
Overview of programme risks 
UNICEF, Options and LSTM have separate risk matrices and systems for monitoring risk; risk matrices 
are updated on a quarterly basis. Risks identified in the Business Case remain largely unchanged, 
although risks associated with political uncertainty, health worker strikes and disease outbreaks have 
increased. There are also reputational risks, for DFID and UNICEF, associated with closure of the UNICEF 
component, in particular, the limited time available to plan for exit with counties following the recent general 
elections of new county teams. 
    

 Changes in the risk context: Although the risk of health worker strikes was anticipated in the 
Business Case, the extent and duration of the recent series of strikes was not. Different cadres of 
health workers have been on strike since late 2016, there has been little progress in resolving their 
underlying grievances and politicians are focused on the national election. Health worker strikes 



represent a significant risk to achievement of programme milestones and targets. During field visits for 
this review, there were few or no nurses present in government health facilities and anecdotal reports 
of maternal deaths arising from this, occurring in the community. Programme partners report that 
changes in the exchange rate associated with the fall in the value of the pound following the European 
Union referendum in the UK have decreased available funding and this could have an adverse impact 
on programme delivery. Outbreaks of communicable diseases including cholera, measles and malaria 
have disrupted provision of services and shifted the attention of UNICEF staff away from programme 
activities. UNICEF responded to the outbreak by setting up cholera treatment centres in Nairobi urban 
informal settlement.      

 Key risks affecting successful delivery of results: Two key risks affect county capacity to deliver 
quality MNH services: delays in disbursements from central government and shortfalls in county health 
budgets. Counties report that they have received no funds from central government since July 2017 
and some are experiencing serious cash flow problems. If health worker strikes result in increased 
salaries and allowances, county budgets will be stretched further. In addition, although counties have 
taken steps to increase recruitment of health workers, there are still significant shortages in some 
counties, and this has implications for service delivery and quality of care. Insecurity and election-
related violence are also a potential risk to delivery of results.    

 Additional checks and controls needed: DFID and programme partners will need to monitor the 
effects of exchange rate changes on programme delivery. 

 
Outstanding actions from risk assessment: None. All actions from DFID internal audit review of the 
programme in 2016 were implemented. 
 

F: COMMERCIAL CONSIDERATIONS  
 
Delivery against planned timeframe 
 
LSTM and Options are on track to deliver planned activities in line with the programme timeframe. Previous 
annual reviews found that UNICEF delivery against the planned timeframe was off track in some areas 
and recommended that UNICEF address this as soon as possible. DFID instigated a PIP in December 
2015 to address concerns about UNICEF’s performance. UNICEF had made progress by the end of 2016, 
with all delivery partners identified and contracted, and implementation of outstanding activities was 
underway prior to the decision to restructure and close the UNICEF component by the end of 2017.   
 
Performance of partnership(s) 
The three main partners on the programme are on different agreement with DFID. LSTM is managed 
through an accountable grant, in this review they have performed well in line with the accountable grant 
arrangement. Options is managed through an output based contract, they have met all the milestones for 
this review year on the key performance indicators (such quality of delivery and customer relations). 
UNICEF is managed through a Memorandum of Understanding (MoU) with DFID. UNICEF has met all the 
reporting requirement in this review year in accordance to the MoU requirement.  
UNICEF, LSTM and Options have met less frequently during the past year and UNICEF has stepped back 
from overall programme management. The programme steering committee has not met, although partners 
have continued to participate in technical working groups, and the MOH is well informed about the 
programme. All partners have a good relationship with the national level MOH, and a good relationship 
with county health teams.  
 
DFID is seen as an effective and supportive partner by key stakeholders based on the feedback provided 
by the implementing partners such being responsive to issues and regular contact. DFID has had good 
level of interaction with the downstream partners in the programme.   
 
Asset monitoring and control  
 
UNICEF, LSTM and Options have systems in place to record and monitor assets. UNICEF maintains a 
computerised record of all items procured and conducts regular spot checks; LSTM and Options maintain 
asset registers; and LSTM has recruited an equipment coordinator to oversee asset management. 
UNICEF and Options have taken steps to ensure that solar panels and rainwater harvesting tanks are 



included in asset registers. Partners and DFID conduct verification of assets during field visits. All 
equipment procured through the programme has UKAid branding. 
 

G: CONDITIONALITY  
 

Update on partnership principles   
Since DFID is not providing financial aid using Government of Kenya systems in the delivery of the 
programme, partnership principles do not apply in management and monitoring of the programme. 
 

H: MONITORING & EVALUATION  
 
Evidence and evaluation 
The overall programme design and theory of change needs to be revised in line with the changes made 
to close a major component of this programme early (UNICEF). There is an independent evaluation 
component, implemented by HERA to assess the programme impact. HERA developed the evaluation 
design and produced a formative evaluation report. With the changes to close the UNICEF component by 
end of 2017, the evaluation of the remaining parts of the programme will continue to the end of the 
programme through HERA. 
 
Programme partners are implementing a range of operations research studies and mini-evaluations that 
will generate useful evidence. Options is conducting nine mini-evaluations on topics including: the impact 
of reliable green energy on MNH service provision; the feasibility and acceptability of electronic collection 
of community data by CHVs; exploring the motivations of Birth Companions; documenting learning from 
the annual performance review and work planning process in Bungoma; a study of the effectiveness of a 
combined DSF and PBF intervention to increase access to MNH services; documenting the impact of 
MPDSR data on improving the quality of care; and client exit interviews. Considerable efforts have also 
been made to document, evaluate and share results through publication of a quarterly learning series and 
presentations at conferences. The CICF will also generate evidence about innovative and effective 
approaches to address supply and demand challenges. LSTM studies include the retention of knowledge 
and skills after EmONC training; the causes of and factors associated with stillbirth; and the performance 
of community health workers.  
UNICEF has completed studies on factors influencing uptake of services and on implementation of the 
uterine balloon tamponade.  
 
Partners have increased efforts to capture beneficiary feedback and human interest stories and these are 
now being documented more systematically. Sub-contracting of the media partner, Internews, by Options 
has increased the visibility of MNH issues in the media; during the first half of 2017, 62 stories were 
published or broadcasted by local journalists as a result of Internews’ support. The MOH was extremely 
positive about the support it has received from Internews to improve its media relations skills. Internews 
has also strengthened the capacity of county health teams in media relations and of local journalists to 
write and broadcast accurate and informative pieces about MNH.      
 
Monitoring progress throughout the review period 
 
Partners provide individual progress reports to DFID; UNICEF no longer submits consolidated six-monthly 
reports. The annual review was conducted by external health and VfM consultants with inputs from DFID 
staff. Meetings were held in Nairobi with UNICEF, LSTM, UNOPS, Options, KPMG, Internews, DFID and 
the MOH. Field visits to Bungoma, Kakamega and Turkana counties and Embakasi sub-county in Nairobi 
county included meetings with county leadership, county health teams, UNICEF and Options staff, local 
implementing partners, hospital and health centre staff, community units and beneficiaries. Feedback from 
the MOH was extremely positive.  Feedback from county health teams and health workers about LSTM 
training was also positive; county health teams and facilities very much appreciate the support they have 
received from UNICEF and Options for systems strengthening, service delivery and community demand 
creation.    


