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Kenya Paediatric Association

KPNA
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Maternal and Newborn Improvement (project)

MGH
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MiH

Making it Happen (EmONC training programme)

MKU

Mount Kenya University
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Maternal and Neonatal Health
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Maternal, Neonatal and Child Health

MOH

Ministry of Health

MOM

Mother’s Own Milk

MSH

Management Sciences for Health Inc.
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Newborn Unit
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National Hospital Insurance Fund
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Program for Appropriate Technology in Health
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Postpartum Haemorrhage
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Save the Children International
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1 CONTEXT
The County Innovation Challenge Fund (CICF) was planned with a budget of £16 million to support innovative
local initiatives to improve the supply, quality and demand for maternal and newborn health services in the
six programme counties.1 During its lifetime, the total available budget decreased to approximately £12
million as DFID funds were reprogrammed to other priorities. The CICF was launched in March 2015; the last
CICF-supported projects are expected to close in June 2019. In the original design of the DFID MNH
Programme (2013-2018), the CICF was part of Component 3 of the UNICEF-coordinated programme
contracted to Options Ltd. Financial management was sub-contracted to KPMG and technical management
to the Population Council. After the end of the DFID grant to UNICEF and the restructuring of the MNH
Programme in 2017, implementation of the CICF by Options and KPMG continued but the technical support
functions of the Population Council were taken over by Options.
As stated in the inception report for Component 3 of the DFID MNH Programme in April 2015, the objectives
of the CICF were ‘to support the design and delivery of innovative interventions, products, processes, services,
technologies, or ideas that will be readily available to poor women of reproductive age, county and subcounty health management teams, health facilities, and community units. These investments can either be
new or existing innovations that can be scaled-up to increase access to and utilisation of quality maternal
and newborn health services in Bungoma, Garissa, Homa Bay, Kakamega, Nairobi (Embakasi and Kamukunji
constituencies), and Turkana counties’.2
CICF grants were provided on a competitive basis following open calls for proposals. Funding decisions were
made by the Grant Selection Committee (GSC). Three rounds of proposal calls were launched. The first two
rounds had separate funding windows for innovation and for scaling grants; the third round had a single
window for innovation. Grant selection criteria for both windows are presented in Annex 5. After the second
funding round, the CICF commissioned a ‘rapid analysis’ of MNH priorities and solutions in the six
programme counties ‘to ensure that innovations address the gaps in local health systems currently restricting
women and newborns from accessing and utilising maternal and neonatal interventions.’ The report
formulated seven recommendations for the CICF to guide funding decisions for the third round:3 ‘The CICF
will need to ensure …
innovations are aligned to the national policies and other strategic documents;
new innovations are documented and have clear sustainability and scale-up plans;
equity in the funding and implementation of the CICF grants, both in terms of geographic coverage and
also target groups;
mechanisms exist for building the capacity of local organisations to apply and implement innovative MNH
interventions;
funded innovations synergise and collaborate with other programmes;
resource mapping for MNH in target counties is conducted to improve coordination, efficiency and
alignment; and
their participation in the national policy dialogue on free maternity care.’

1

Bungoma, Kakamega, Homa Bay, Garissa, Turkana and Nairobi
Options Ltd (2015). Inception Report: Reducing Maternal and Neonatal Death in Kenya
3
UKaid/HEART (2016). County Analysis of Maternal and Neonatal Priorities and Solutions
2
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In response to the three CICF proposal calls, 495 eligible proposals were received,4 107 were short-listed for
review by the GSC and 18 grants were awarded whereby two projects of Save the Children International
(SCI) were funded under a single grant. Five projects were funded with scaling grants and 14 with innovation
grants. Six of the projects received cost extensions bringing the total grant awards in the three rounds to
£8.966 million.

Table 1. CICF Grants

4

Rd.*

Grantee

Project

County

Budget(£)

1 (I)

Health-E-Net Ltd

Networked referral management & decision
support (telemedicine support for providers)

Turkana

249,851

1 (S)

International Rescue
Committee (IRC)

Improving access to and demand for quality
MNH services through enhanced capacity at
facility and community levels (Pambazuka
Project)

Turkana

1,000,000

1 (I)

Malteser International

Prepayment system for maternity services in
private facilities (M-Afya Project)

Nairobi

249,875

1 (I)

Mount Kenya University
(MKU)

Collaborative newborn support project
(newborn care units and training/mentoring)

Bungoma

338,575

1 (S)

Pathfinder International

Community-facility linked continuous quality
improvement project

Homa Bay

999,699

1 (I)

Research Care and
Training Program (RCTPFACES)

Maximising access and utilisation of maternal
and newborn health services using mobile
technology

Homa Bay

249,884

1 (I)

Program for Appropriate
Technology in Health
(PATH)

Mother-baby friendly initiative plus model for
human milk banking

Nairobi

665,000

2 (I)

Gertrude's Children's
Foundation

Enhancing public-private partnerships in the
delivery of maternal and newborn health
services through technology (Tele Afya Project)

Garissa

242,496

2 (S)

Afya Research Africa
(ARA)

Community-owned health facilities (UbuntuAfya Kiosk Project)

Homa Bay

938,642

2 (I)

African Population and
Health Research Centre
(APHRC)

Using a decision-support smartphone
application to enhance CHVs’ effectiveness in
reducing maternal complications and newborn
deaths

Nairobi

246,507

2 (I)

Research Care and
Training Program (RCTPFACES)

Electronic maternal child health record

Homa Bay

368,885

2
(S/I)

Save the Children (SCI)

1. Increasing access to quality care for preterm
and low birth weight babies through kangaroo
mother care
2. Improving the monitoring of labour through
the use of a digital partograph

Bungoma

822,271

2 (S)

Massachusetts General
Hospital (MGH)

Every second matters for mothers and babies uterine balloon tamponade

4 counties

821,086

141 in Round 1, 212 in Round 2 and 142 in Round 3
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3 (I)

Centre for Public Health
and Development (CPHD)

Increasing nomadic pastoralist communities’
access to and utilisation of sustainable
CEmONC services through digital technologies,
medical innovations and clean energy.

Turkana

425,608

3 (I)

Afya Research Africa
(ARA)

Connecting maternal and newborn health
providers with young mothers. (Ubuntu Digital
Collaboration)

Turkana

399,954

3 (I)

Lexlink Consulting

Improved tool to standardise supervision of
MNH services at health facilities (Boresha
Uzazi)

Nairobi

170,346

3 (I)

Management Sciences for
Health (MSH)

Testing and evaluating a group ANC model
(Lea Mimba)

Kakamega

421,903

3 (I)

African Population and
Health Research Centre
(APHRC)

Blend sociocultural norms and MNH to boost
service acceptance and uptake. (Afya kwa
Ukoo Project)

Garissa

355,626

Total

8,966,367

* (I) = Innovation grant; (S) = Scaling grant

In 2018, Options presented the preliminary lessons learnt in the implementation of the CICF to DFID. The
CICF projects, according to the presentation, supported a broad range of solutions to overcome barriers to
the supply and demand of MNH Services:5
Physical access and availability: Referral systems, telemedicine, maternity waiting homes, bicycle
ambulances;
Financial access: Flexible savings and pre-payment, mobile money-enabled cash transfers;
Health information systems: Electronic medical records, longitudinal tracking, unique patient
identification;
Medical commodities and technologies: Uterine balloon tamponade, human milk banking, solar
powered anaesthesia machines;
Quality of care: Monitoring labour, decision support, supervision, kangaroo mother care, newborn care;
Demand and utilisation: Culturally sensitive and acceptable care, enhanced community strategy.
Most of the funded projects addressed several of these barriers but could nevertheless be categorised under
these six headings on the basis of their main focus.

1.1 THE CHALLENGE FUNDING MODEL
Key in the approach to the evaluation and the analysis of findings is an understanding of the characteristic
of challenge funding, why this model of development financing was chosen and how it was applied in the
CICF. Challenge funds are popular international development financing mechanisms, primarily among
bilateral organisations and used frequently by DFID. The definition of challenge funding differs among
different agencies. A research paper published in 2013 analysed how challenge funds were defined and what
distinguished them from other financing instruments. Based on the analysis of core ideas and concepts that
were common to existing challenge funding mechanisms it concluded:
A challenge fund: (1) provides grants or subsidies (2) with an explicit public purpose (3) between
independent agencies (4) with grant recipients selected competitively (5) on the basis of advertised

5

Fulton NS, Kibe L, Karuga K (2018). County Innovation Challenge Fund: Achievements and lessons on the path to
MNH (Presentation to DFID)
hera / Final summative report / January 2020

3

MNH Kenya – Summative Evaluation – Vol 2. Annex VII
rules and processes (6) who retain significant discretion over formulation and execution of their
proposals and (7) share risks with the grant provider.6
The authors compared the characteristics of challenge funds to those of eleven other development financing
mechanisms and found that research grants awarded on the basis of open calls for proposals was the only
other mechanism to which these seven criteria consistently and fully applied.
Under this very generic characterisation of challenge funding, different development financing organisations
have developed their own more specific definition of challenge funding. Thus, a monograph published by
the Overseas Development Institute in 2013 reported that DFID, the Inter-American Development Bank and
the (former) Canadian International Development Agency shared a common definition of challenge funding
as ‘a competitive mechanism to allocate financial support to innovative projects, to improve market
outcomes with social returns that are higher/more assured than private benefits, but with the potential for
commercial viability’.7 The authors identified five common characteristics of challenge funds, namely (1) a
competitive process, (2) innovation, (3) leverage, (4) private, public and not-for-profit partnerships, and (5)
local solutions to local problems.
There is considerable overlap between these two definitions although they set different accents. While the
first identifies the close parallel of the challenge funding mechanism with research funding, the second
introduces the concept of leverage, further defined as co-financing, highlights the importance of private
sector involvement, and stresses the concept of ownership under the characteristic of ‘local solutions to
local problems’.
Elements of both sets of descriptive characteristics of challenge funds are documented in the assessment of
the nine sampled CICF projects show, (Annex 2) albeit to varying degrees and not always with an optimal fit.
This is further discussed under the evaluation findings in Section 3.

2 THE CICF EVALUATION
2.1 APPROACH AND EVALUATION QUESTIONS
We evaluated the CICF along two distinct axes:
The evaluation of the CICF mechanism as an efficient, effective and economic instrument to support local
innovation aimed at reducing maternal and neonatal mortality, and to promote the adoption at scale
of innovations with proven efficacy.
The assessment of the projects funded with CICF grants according to their potential for developing or
scaling innovations. For projects funded under the innovation arm, the evaluation focused on the
innovative nature of the interventions and the rigor with which they were tested and documented in
terms of success or failure. For scaling projects, the focus was on the extent to which proven
interventions achieved acceptance and resulted in replication at county and national levels.
For either of these axes, the logic of outcome indicators of the MNH Programme Theory of Change only
applied indirectly. A funding mechanism that has the objective of fostering innovation cannot base its grantmaking decisions on the proven effectiveness of proposed interventions. If the objective is to identify and
test new solutions, the failure to achieve project goals has to be accepted as a valid result from which
6

O’Riordan AM et al. (2013). Challenge Funds in International Development. Triple Line Consulting Ltd. & University
of Bath Working Paper
7
Pompa C (2013). Understanding Challenge Funds. Overseas Development Institute
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important lessons can be drawn. Funding only proven interventions to fill known service gaps would not
require the elaborate process of proposal calls and grant selection of CICF. Some, but not all of the funded
projects had performance targets that directly contributed to a measurable increase in equity, use, access
or quality of maternal health care. Summary statistics of MNH service outcomes are therefore not valid
benchmarks against which the CICF results can be assessed.
In a meeting with Options, KPMG and DFID during the inception mission in August 2018, this issue was
discussed. Subsequently hera developed a sub-set of evaluation questions and indicators for the evaluation
that differed from those developed for the MNH summative evaluation. They are presented in the evaluation
matrix in Table 2.
The evaluation of the efficiency of the CICF focused on the efficiency of financial and technical management,
including the system of performance monitoring. It did not include an economic evaluation of the CICF as
this is part of an overall value for money study of the DFID MNH Programme provided under separate cover,
focusing specifically on the cost-effectiveness of the programme in Bungoma County.
The evaluation matrix presented in the inception report included only one question on sustainability,
focusing on scaling grants. Sustained changes are an expected outcome of a scaling grant, and the projects
funded under such grants can therefore be evaluated on the basis of their results. However, before testing
an innovation, the potential for scaling and sustainability should be analysed. Potential sustainability can
also be assessed after the innovation has been tested. This aspect was not included in the matrix of
evaluation questions but emerged during interviews with grantees. An additional evaluation question on
sustainability was therefore added to the matrix.
An evaluation of the impact of the CICF and the funded projects in terms of meeting the overall MNH
Programme goal of reduced maternal and neonatal mortality was not included in the CICF evaluation. Data
on final outcomes of most of the sampled CICF projects were not available at the time of the evaluation.
Furthermore, the CICF was one component of the DFID MNH Programme, and impact is more appropriately
assessed at the overall programme level. (see the separate VfM report)
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Table 2. CICF Evaluation Matrix
Evaluation questions
1: Did the CICF fund innovation projects that had a high
probability of generating ‘breakthroughs in innovation’ and
promoting ‘local solutions to local problems’ in the delivery of
MNH services?

Parameter

Indicators

Main sources of evidence

Relevance

Degree to which the interventions
implemented with CICF innovation grants
generated innovative solutions that are
adapted to the local context

2: Did the CICF fund innovation and scaling projects that
contributed to building local partnerships and strengthening
community engagement?

Relevance

Degree to which national NGOs and local
• CICF portfolio review
community-based organisations were involved
• KIIs with CICF grantees
in implementing innovation and scaling
• Site visits to sampled CICF projects
projects with CICF funding

3: Did the CICF fund scaling projects based on strong evidence for
effectiveness in reducing maternal and neonatal mortality in the
Kenyan context?

Relevance

Strength of evidence for the effectiveness of
scaling projects that were implemented with
CICF funding

• Literature review
• Document review of scale-up projects
• KIIs with project partners

Efficiency

Strengths and weaknesses of CICF grant
funding as perceived by sampled grant
recipients in comparison with other grants
received by these organisations (SWOT
analysis)

• Document review of CICF grant
management instruments and records
• KIIs with grant recipients

4: Did the technical and financial management of the CICF
contribute to the results achieved by projects funded with
innovation and scaling grants?

• CICF portfolio review
• Review of a sample of CICF applications
• KIIs with national MNH stakeholders

• Document reviews
• Site visits
• KIIs with project partners

5: Did the CICF-funded projects achieve their project-specific
outcomes and performance targets?

Level of achievement of performance targets
Effectiveness by the sampled CICF projects (innovation and
scaling)

6: Did the CICF and the funded projects document and
communicate the innovations and lessons learnt and translate
the knowledge into policy and practice?

Extent to which the sampled projects analysed,
documented and communicated new
• Document reviews
Effectiveness
knowledge (innovation) and translated
• KIIs with project partners
knowledge into policy and practice (scaling)

7: Did CICF-funded scaling projects result in replication and/or
adoption of proven interventions for MNH at county or national
level?

Extent to which the interventions of sampled
scaling projects were replicated and/or
Sustainability
adopted by the MOH, CHMTs and/or major
international MNH partners

• Document reviews
• Site visits
• KIIs with project stakeholders

8: Was the potential for scalability and sustainability of projects
funded with CICF innovation grants assessed and realised?
(Question added after inception)

Extent to which the sampled innovation
Sustainability projects had a plausible prospect for
sustainability and scaling

• Document reviews
• Site visits
• KIIs with project stakeholders
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2.2 SAMPLING
Nine of 19 CICF projects were sampled using the following parameters for purposive sampling:
Include all four projects implemented in Bungoma County
Include at least two scaling projects
Include at least one project from each of the three funding rounds
Include at least one project from each of the six thematic areas
Sample, to the extent possible, projects that were active at least until December 2018 (including project
extension periods)
Projects implemented in Bungoma County were over-sampled because this allowed triangulation with data
collected for the evaluation of the MANI health systems strengthening project, increasing the availability of
data for the evaluation.
Not all criteria could be fully met in the final sample. Three of the sampled projects already closed in April
2018.

Table 3. CICF Project Sample
Round /
Grant

Innovation or
Scaling

Project Short Name

County

Main Project
Theme

Closure
Date

R1 / 003

Innovation

Mobile-Afya project

Nairobi

Financial access

04/2018

R1 / 004

Innovation

Collaborative newborn
support

Bungoma

Quality of care

04/2019

R1 / 007

Innovation

Human milk banking

Nairobi

Commodities and
technology

03/2019

R2 / 002

Scaling

Ubuntu-Afya Kiosk project

Homa Bay

Physical access

12/2018

R2 / 004

Innovation

Electronic maternal child
health record

Homa Bay

Health
information

03/2019

Scaling

Kangaroo mother care

Bungoma

Quality of care

04/2018

Innovation

Electronic partograph

Bungoma

Quality of care

04/2018

R2 / 006

Scaling

Uterine balloon tamponade

Bungoma
(+ 3 counties)

R3 / 005

Innovation

Group ANC

Kakamega

Commodities and
technology
Demand and
utilisation

R2 / 005
(1)
R2 / 005
(2)

03/2019
04/2019

2.3 DATA COLLECTION AND ANALYSIS
Data were collected from:
Documents provided by Options, KPMG, and retrieved from the internet sites of CICF grantees;
key informant interviews and group interviews with staff of Options, KPMG, CICF grantees, members of
the Grant Selection Committee, Ministry of Health officials at national, county and sub-county level,
and staff of visited health facilities;
site visits and observation in selected implementation sites.
A list of stakeholders participating in individual interviews or group meetings and a list of sites visited are
presented in Annex 1. Two of the interviews with US-based grantee staff were conducted by telephone. All
key informant interviews were recorded with permission of the interviewee and transcribed. Observations
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during site visits and discussions held in group meetings such as with a women’s group in Homa Bay or with
the County Health Management Team (CHMT) in Kakamega County were summarised. All records of
interviews, meetings and site visits were analysed for content using the content analysis software MAXQDA.
For this purpose, they were coded using the evaluation questions for primary coding. The nine sampled
projects are described and analysed in greater detail in Annex 2 generating additional findings for the
evaluation.
The findings on the relevance, efficiency, effectiveness and sustainability of the CICF programme is primarily
based on the detailed assessment of the sample of 9/19 funded projects. National stakeholders, including
interviewed members of the GSC, MOH staff at central level as well as staff of Options and KPMG were asked
to rank all 19 grant-funded projects on a scale from most to least effective. None were able to answer the
questions that would allow such a ranking. While the GSC members did not know the funded portfolio, the
main difficulties in generating such a ranking were the wide range of objectives and themes of the CICFfunded projects and the fact that final results for the four Round 3 grants and for several Round 2 grants
were not yet available. Firm evidence supporting the findings could only be established for the sampled
projects. The sample, however, included 9/19 projects, at least one project in one of the six thematic areas,
at least one project funded in each of the three rounds, 3/5 scaling projects and 6/14 innovation projects. It
was therefore sufficiently representative to allow inferences for the overall assessment of the portfolio of
CICF-funded grants.

2.4 LIMITATIONS
The sampling approach used for the evaluation of the CICF strengthened the evidence in support of the
reported findings, but it also had a number of limitations:
An assessment of nine projects is, of course, not an evaluation of each project’s relevance, effectiveness,
efficiency, sustainability and potential impact. Findings and conclusions are based on available
documentation and a limited number of stakeholder interviews and site visits.
o

We had, to a large extent, rely on analysing secondary data that were mostly collected and
reported by the grant recipients. A positive bias can therefore not be excluded.

o

In the field missions and project-specific interviews that were conducted over a period of 12 days
for nine projects, the number of site visits were in most cases limited to only one per project, and
data were not collected from some groups of key stakeholders, primarily the ultimate
beneficiaries, who would be an essential data source for any evaluation.

Although we sampled 9/19 grant-funded project with the best attempt to select a representative
sample, we were only able to sample projects in 4/6 counties, leaving out the two counties with large
pastoralist populations where the CICF-funded projects responded to a different reality than the two
urban projects in Nairobi and the seven projects in the three Western agricultural counties.
Sampling primarily projects that had closed shortly prior to the evaluation mission was a deliberate
choice to collect data that were still fresh in the mind of the interviewed stakeholders. However, it
also meant that the majority of the grantees had not yet analysed the final results. The end-line data
and the results of their analyses were therefore not available to the evaluation team which affected
the completeness of the analysis and possibly also the conclusions reached.
We mitigated these limitations by reviewing the documentation provided by CICF management for all 19
CICF-funded projects although only the nine sampled projects are discussed in detail in the annex of this
report. Furthermore, we triangulated the project-specific findings and observations with data that were
collected during the mid-term evaluation and in the context of the evaluation of the MANI programme and
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to a lesser extent of the Making it Happen (MiH) programme. This was one reason why CICF projects
implemented in Bungoma County were preferentially selected in the sampling process.

3 FINDINGS
3.1.1 Relevance
The relevance of the CICF fund was evaluated by seeking answers to three evaluation questions:
Did the CICF fund innovation projects that had a high probability of generating ‘breakthroughs in
innovation’ and promoting ‘local solutions to local problems’ in the delivery of MNH services?
Did the CICF fund innovation and scaling projects that contributed to building local partnerships and
strengthening community engagement?
Did the CICF fund scaling projects based on strong evidence for effectiveness in reducing maternal and
neonatal mortality in the Kenyan context?

With the three grants that addressed neonatal health, the CICF closed a gap in the MNCH programme that
arose when the programme was restructured in 2016. Among the three grant-funded projects, only the
human milk bank project can be considered to be innovative, although it is not likely to contribute to the
programme goal of reducing neonatal mortality.
A large proportion of innovation grants were awarded to projects that piloted eHealth or mHealth
solutions. The absence of underlying business concepts and plans for these interventions, as well as weak
alignment with the national eHealth strategy and weak implementation and governance of this strategy
by the MOH are causes why many of the innovations remained at the pilot stage and are unlikely to be
scaled up.
A large proportion of CICF grants in the first funding round were awarded to international organisations
that did, however, in most cases provide technical and capacity support to national implementing
partners. This was recognised as a limitation by the CICF and corrected in subsequent rounds. Community
engagement and participation was pursued by most of the sampled CICF-funded projects.
CICF scaling grants were awarded to project proposals for which there was strong evidence of
effectiveness in the national context.

3.1.2 Addressing newborn health
Two CICF innovation grants and one scaling grant, all sampled for the evaluation, addressed the issue of
newborn health and thus one of two goals of the DFID MNH Programme. The CICF thereby filled a
programme gap that had widened when the MNH Programme was restructured in the beginning of 2017
and UNICEF left the implementing partnership. Perinatal health, including safe delivery, infant resuscitation
and early initiation of breastfeeding continued to be part of the Making it Happen (MiH) training and the
MANI health systems strengthening components, but the health and survival of newborns after the
immediate perinatal period had only been addressed by the UNICEF support for Kangaroo Mother Care
(KMC) in five of the six programme counties.
KMC is an intervention with proven efficacy for the health and survival of low-birth weight (LBW) newborns
(Annex 2). Before CICF, it was already adopted by the Kenyan MOH as a component of quality maternity and
neonatal care, but implementation was lagging. The grant to SCI for the roll-out of KMC in Bungoma County
and for advocacy and policy support to the MOH at central level clearly addressed a need by supporting the
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scale-up of an effective intervention. The same could be said about the grant Mount Kenya University (MKU)
for the implementation research project on collaborative newborn care that introduced or upgraded
newborn units in health facilities and supported behavioural and normative changes in favour of newborn
health in the community. Its interventions at both levels were complementary to those financed by the grant
to SCI. While the two projects filled an important health service gap in Bungoma County, they primarily
established and supported supply- and demand-side services for quality newborn care that should be a
component of any MNH Programme that aims at reducing neonatal mortality. This did not necessarily
require an innovation challenge fund.
Innovation, on the other hand, was a characteristic of the grant to establish a human milk bank in Nairobi.
Human milk banks are in themselves not an innovation. A paper published in 2016 lists 651 established
human milk banks with several more being planned.8 At the start of the project it was, however, not known
whether they were acceptable and feasible in East Africa. The project demonstrated that a human milk bank
can work in a high-volume tertiary maternity hospital in Nairobi and thereby contribute to the quality of
services provided in its newborn unit. Where and to what extent the service can or should be scaled up for
wider coverage is questionable, and it is also not plausible that the availability of banked donor milk will
provide a measurable contribution to the reduction of the neonatal mortality rate in the country. (see Annex
2 for more detail)
3.1.3 Electronic and mobile health
Of the 14 CICF innovation grants, nine were awarded for projects that piloted electronic or mobile health
(eHealth / mHealth) applications. This is likely a reflection of the overwhelming proportion of proposals for
projects of this type that were submitted in response to the CICF proposal call, which in turn reflects the
active information and communication technology (ICT) sector in Kenya. Three of the six sampled innovation
projects piloted mHealth or eHealth innovations, all of them with credible local solutions to respond to
important local problems. While all three were able to document that the suggested solutions were accepted
and appreciated, and that they would be able address a local problem effectively, none of them have
survived the pilot phase or are likely to survive it, each for a different reason.
A review of mHealth and eHealth initiatives in Kenya was published in 2017.9 In a systematic search, the
authors identified 5,546 records of eHealth and mHealth interventions in Kenya referring to a very large
number of active or past pilot projects, the great majority implemented by international governmental or
non-governmental agencies. After removing duplications, records of projects that were not clearly described
or did not meet other exclusion criteria, 69 projects were retained for analysis, among them 47 mHealth
projects, 9 applications for health information, 8 e-learning and 5 telemedicine projects. The review found
that the projects were not aligned with MOH health needs and priorities. The authors suggest that the
project objectives were driven by the funding sources. While international development agencies focused
on their own development assistance strategies, international NGOs tended to pilot applications for the
most popular health issues in order to attract funding. Government stewardship, policies and regulations to
ensure suitability, appropriateness, scalability and sustainability of eHealth initiatives were weak with the
result that most of the initiatives did not survive the internationally funded pilot phase.
These findings also apply to a number of the ICT innovation projects funded with CICF grants. Three of the
nine projects were implemented by local consulting companies or social enterprises. They were not sampled
and reviewed in detail, but they are the most likely to meet the commercial viability and private-public sector

8

Haiden N, Ziegler E (2016). Human Milk Banking. Ann Nutr Metab;69(suppl 2):8–15
Njoroge M et al. (2017). Assessing the feasibility of eHealth and mHealth: a systematic review and analysis of
initiatives implemented in Kenya. BMC Res Notes; 10:90
9
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partnership characteristics of challenge fund projects. (Section 1.1) For the others, including two of the three
sampled projects, a lack of business planning was an equally important reason for their unlikely success as
the weak alignment with the national eHealth strategy10 and the weak governance of this strategy by the
MOH.
3.1.4 Local partnerships and community engagement
Seven CICF grants for the implementation of eight projects were awarded to international organisations,
two of them to organisations that were not based in Kenya. This issue was acknowledged by CICF
management as a consequence of the comparably low quality of many proposals received from national
grant applicants in the first funding round. After 4/7 awards in the first round were made to international
organisations, CICF management increased its effort to solicit quality national proposals with the result that
in the third round the proportion was only 1/5. One key informant suggested that any future challenge fund
competition should be restricted to national applicants.
All projects were conducted in partnership with the MOH at county and national level. For the sampled
projects, this was confirmed in interviews with the CHMTs in Bungoma, Kakamega and Homa Bay counties
and with the Division of Family Health at national level. Several, but not all of the grants awarded to
international organisations funded projects that were implemented by national partners while the
international partner provided technical and capacity support and administered the grant. Among the
sampled projects this was evident, for instance, for the grant to scale-up uterine balloon tamponade (UBT)
which was awarded to the Massachusetts General Hospital (MGH) but largely implemented by the Kisumu
Medical and Educational Trust (KMET). There were, however, also examples of grants where the role of a
national implementation partner was less evident, for instance in the two projects implemented by SCI
under the grant for KMC and e-partograph.
Six of the nine sampled projects had strong community engagement and mobilisation components, often
implemented by sub-contracted partners such as the Fountain Africa Trust (FAT) for the collaborative
newborn support project in Bungoma County. This was, however, not the case in all sampled projects. All of
them collected data in surveys at community level as part of their evaluation and evidence-generation
strategy, however the level of community mobilisation varied. The human milk bank project, for instance,
did not have a community component; it was planned for a later stage when the milk bank was operational.
3.1.5 Strength of evidence in support of scaling
The decision to provide financial support for scaling requires not only that there is evidence for the efficacy
of the proposed intervention, but also a proof of concept for their effectiveness in the national context. This
was assured for the five scaling grants which were all based on existing initiatives or pilots that had been
pursued and were documented by the grantees. It applied to maternal waiting homes that had already been
successfully piloted by the International Rescue Committee (IRC), quality improvement teams that had been
implemented with support of Pathfinders in Kwale County, Kangaroo Mother Care which was already
supported by SCI in nine health facilities in Bungoma County, UBT which had been piloted by KMET for
several years, and the private-public-community partnership health centres in Homa Bay County which were
an expansion of an existing network of such facilities created by Afya Research Africa (ARA) in other counties.

10
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3.1.6 Efficiency
One evaluation question explored the efficiency of the CICF.
Did technical and financial management of the CICF contribute to the results achieved by projects
funded with innovation and scaling grants?
Additional dimensions of the efficiency of the CICF were evaluated in the value for money study of the DFID
MNH Programme presented under separate cover.

Technical management of the CICF by the Population Council and by Options was acknowledged by
grantees to have contributed greatly to the successful completion of their projects. National grantees
highlighted the capacity-support provided by the CICF technical management team through on-site
engagement in the projects’ activities and through training workshops.
The initial timeline of 21 months or less for CICF grants was insufficient for all interviewed grantees. Fund
management was flexible in granting no-cost or costed extensions which was acknowledged by grantees.
This was, however, not possible for third round grantees because of the end of the CICF programme in
June 2019.
All interviewed grant recipients stated that the financial reporting requirements and controls established
by KPMG were heavy. Interviewed national recipients generally stated that this helped build their
organisations’ capacity while international grantees frequently found them inappropriate and intrusive.
The human resource cost limit of 25 percent of the grant value was considered inappropriate by
interviewed respondents and constrained the research activities of national grantees that did not have
the ability to co-finance their project with income from other sources.

3.1.6.1 Technical management
All interviewed stakeholders emphasised their satisfaction with the quality of technical management of the
CICF, initially provided by the Population Council and since 2017 by Options. Both technical management
teams were described as highly engaged, accompanying the grantees in their field activities, participating in
the search for solutions to overcome bottlenecks in grant implementation, and responsive to needs to
review and revise output and outcome targets that were found to be unrealistic or inappropriate after
implementation had started. At the time of the formative evaluation by hera in 2016, some interviewed
grantees had mentioned that they had received conflicting feed-back on performance from the technical
and the financial management teams that were difficult to resolve. This was no longer an issue mentioned
by respondents during the final evaluation, even when prompted.
Almost all projects that piloted mHealth or eHealth applications found that they had underestimated the
time required to establish a functional ICT platform and interconnectivity between mobile phone and
computer-based data systems. Furthermore, several grantees had to deal with implementation issues during
the protracted health worker strikes in 2017. Such constraints were overcome jointly in collaboration with
the technical management team. Capacity-building workshops for grantees organised by Options on M&E
and sustainability planning were cited by several national grantees as major contributions to the quality of
their projects.
The short duration of the grant agreements of 21 months or less for all grantees was cited as a major
constraint by all interviewed grantees and acknowledged by the CICF management team. Here too, CICF
management was praised for its flexibility in granting no-cost extensions to all Round 1 and Round 2 grants,
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and costed extensions to seven of them, as well as its openness to consider changes in the project design
and output targets for a better fit into the available timeframe. The grantees of the third funding round
continued to face a problem because a grant extension beyond the end of the CICF programme in June 2019
was not possible.
3.1.6.2 Financial management
Views expressed by interviewed grantees about financial management of the grant by KPMG, the CICF fund
manager, were more differentiated. KPMG had established a very detailed template for monthly financial
reporting including, for instance, the submission of monthly cash balances. The reports submitted by
grantees were closely monitored, including in frequent on-site visits by the fund management team. All
respondents stated that the reporting requirements were heavy. Only one respondent from an international
NGO noted that their organisation was used to this type of financial monitoring and was able to deal with it
without any problems. Several national grantees had difficulties with the requirements, however they stated
that it helped them improve their systems and their organisations’ capacity for financial management. The
larger international grant recipients generally had more problems. They were managing large volumes of
funds from multiple sources and had established processes and systems for financial management that did
not generate information in the format required for the KPMG template. Several stated that the effort of
completing the monthly financial reports for CICF was much more than what was usually required for much
larger grants. They described the intensive financial monitoring by the fund management team as intrusive
and analogous to repeated audits that interfered with their own internal audit processes.
One constraint mentioned by all interviewed grantees was the limit of human resource costs of 25 percent
of the grant value. According to CICF management this condition was imposed by DFID Kenya although it
was not specified in the grant agreement. All projects had a research component and some of them were
outright implementation research projects. The available funds for human resources were, in all cases,
insufficient to conduct the planned research. All respondents also mentioned that the human resource cost
limit required them to co-finance the cost of financial and technical management of the grant. While the
limit was not a problem for international grantees who, in most cases, implemented the CICF grant as a
component of a larger agenda to introduce or scale-up an MNH intervention in Kenya or internationally, it
was considered a serious constraint by the interviewed national grant recipients. For instance, one
respondent who managed an implementation research project reported that the human resource cost
restriction obliged his organisation to engage personnel for data collection and management that did not
have the required level of qualification, affecting the quality of the research.
3.1.7 Effectiveness
Two evaluation questions explored the effectiveness of the CICF:
Did the CICF-funded projects achieve their project-specific outcomes and performance targets?
Did the CICF and the funded projects document and communicate the innovations and lessons learnt
and translate the knowledge into policy and practice?

Grant performance was assessed by differentiating between grants implemented by social enterprises
according to their business model, grants for projects that were most comparable to implementation
research projects, and grants complementing the development programme portfolio of international
NGOs. All sampled projects achieved their objectives, although the research projects were constrained by
the mismatch between the procedures and objectives of CICF and those of a research funding mechanism.
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The grantees of all sampled projects actively communicated their activities and results with supportof the
CICF which had adopted a detailed communications plan that covered all stakeholders. The CICF
generated a high level of media attention for the Fund and for some projects with the support of
Internews, an international communications organisation contracted by Options. Several academic
publications presenting evidence generated by CICF-funded projects were in preparation or had already
been submitted to peer-reviewed journals at the time of the evaluation.

3.1.7.1 Achievements of distinct types of projects and grantees
An assessment of the nine sampled CICF grants revealed considerable heterogeneity among the types of
grantees and projects, not all of them aligning with the characteristic profiles of challenge grants as briefly
described in Section 1.1. They can be categorised in three groups of projects, although with considerable
overlap. Further differences were also noted between projects implemented by national and international
grant recipients.
1) Projects implemented by social enterprises to scale-up interventions within their existing business plan.
Among these are the two scaling projects for the Ubuntu Afya Kiosks and UBT. The second, however, differs
because the grant holder was the Massachusetts General Hospital and not the implementing social
enterprise, the Kisumu Medical and Educational Trust (KMET).
The profiles of these two projects were most closely aligned with the goals of challenge funding as outlined
by the ODI report cited in Section 1.1: ‘The goal is to produce a large pool of intelligent and unconventional
solutions to longstanding problems in development by tapping the ingenuity of private enterprise’.11 They
brought together partners from the private, public and not-for profit sectors and, in the case of the Afya
Kiosks, from the community. The grants provided co-financing with the applicants matching the grant with
funds obtained from other sources, although this is less evident for the Afya Kiosks which were entirely
implemented by a national organisation with relatively low annual revenues of about GBP 700,000.
In both cases, the grantees had a business plan for the implemented activities or developed one during the
project period which provided some confidence in the commercial viability and therefore sustainability of
the grant-funded activities.
2) Implementation research projects by academic organisations or international organisations with strong
research arms. Among these are the projects for collaborative newborn support, for the electronic maternal
and child health record and the Lea Mimba project for group antenatal care.
Evidence generation was an objective of all CICF-funded projects, but only some could be clearly classified
as implementation research projects. They faced a number of challenges. Although in format, the CICF
application mechanism closely resembled an open research proposal call, the CICF was not a research
funding instrument. The short timelines for grant implementation as well as the human resource cost
restrictions were not conceived for a research objective and were problematic for the grant recipients.
Expected project results were formulated in terms of improvements in MNH service delivery and/or
utilisation rather than in terms of research outcomes. Nevertheless, the mode of implementation was largely
focused on generating evidence through research. This potential mismatch between the expectations of the
CICF and the grant recipients had negative consequences on the quality of research. One grantee had to
revise the research methodology which had already been published in a peer-reviewed journal12 from a
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Pompa C (2013). Understanding Challenge Funds. Overseas Development Institute
Gitaka J, et al. (2018). Evaluating quality neonatal care, call centre service, tele-health and community engagement
in reducing newborn morbidity and mortality in Bungoma County, Kenya. BMC Health Services Research; 18:493
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quasi-experimental controlled intervention using a step-wedged trial design to a simpler before/after
evaluation with a much lesser potential of generating strong evidence. The other had to employ lower cadre
staff than planned because of the human resource cost limits, influencing the quality of implementation and
data collection. All three grantees reported that they had to mobilise additional funding to fully implement
their planned studies which was, however, not an issue for the third grantee because it was a well-financed
international organisation.
In all three instances, a research funding programme would have required a more rigorous and more
detailed methodological protocol in the grant application and would have set different accents in technical
support, monitoring and follow-up of data collection and analysis. None of the three grantees had yet
completed their final data analyses at the time of the evaluation. It can be expected that the international
grantee will have sufficient funds and strong internal systems to bridge the research/challenge funding
mismatch. This is not certain for the other two grantees.
3) Projects implemented by international NGOs that complemented their international or Kenyan health
programme funded from other international sources. Among these are the M-Afya project, the epartograph project, the kangaroo mother care scaling project and the human milk bank project.
The three international NGOs that received CICF grants grouped under this category worked generally in
their usual mode of applying for donor funds to expand or add new elements to their existing development
programme, whereby the e-partograph project could also be categorised as an implementation research
project despite lacking a strong research protocol. The three innovation projects among them did pilot
innovations and collected data to generate proof of concept evidence, but they could potentially have
applied for funding for these activities through the regular processes of raising programme funds. Challenge
fund grants increased their revenue and posed challenges for financial management among some of them
that were, however, not unsurmountable. The projects generated the expected results; however, they
arguably least resembled the profile of challenge funding as described in Section 1.1.
3.1.7.2 Communication and knowledge translation
The communication of results was pursued by all CICF grant recipients, however in different form and at
different levels. Several, especially the larger organisations, included information about their project
activities and achievements on their website. Academic and research organisations planned to publish
outcomes in peer reviewed journals, although at the time of the evaluation these papers were still in
production. It can, however, be expected that within the next two years a considerable number of research
papers that were based on projects funded with CICF grants will be published. Presentations to government
stakeholders at the county and national level were routine for all projects, and all grantees presented their
projects and findings in a one-day pre-conference and exhibition at the Second International Conference on
Maternal, Newborn and Child Health in Africa which was co-organised by Options in October 2018 in Nairobi.
The communications efforts of the projects were strongly supported by Options. CICF Management adopted
a communications plan in 2017 that analysed the information needs and key messages for eight types of
stakeholders. It listed 11 communications channels including print and social media, defined the format and
objectives of messaging in each of these channels, and allocated roles and responsibilities to fund
management, the technical team and grantees.
For media work, Options contracted the international communications company Internews13 to provide
support to all partners in the DFID MNH Programme, including CICF grantees. Under the contract, Internews
provided training on reporting health issues to journalists and on media relations to programme partners.

13
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The offer was taken up by several CICF grantees and included, for instance, the organisation of journalist
visits to some project sites. The CICF documented the extensive media coverage of maternal and neonatal
health issues in general and of CICF-supported interventions that was achieved through this effort, listing
106 items in national printed and television media generated in 2018. They included, for instance, 14 reports
about KMC and additional items about preterm births, five about the Ubuntu Afya Kiosks in Homa Bay, and
20 items about breastfeeding with several mentioning human milk banking. Media coverage of human milk
banking increased significantly when the human milk bank opened in Pumwani Maternity Hospital in 2019.
3.1.8 Sustainability
Two evaluation questions explored the sustainability of CICF-funded projects. While projects funded with
scaling grants can be assessed in terms of the sustainability of the project results, those funded with
innovation grants can only be assessed on the basis of the potential sustainability and scaling of the piloted
innovation.
Did CICF-funded scaling projects result in replication and/or adoption of proven interventions for MNH
at county or national level?
Was the potential for scalability and sustainability of projects funded with CICF innovation grants
assessed and realised?

Two of the sampled interventions supported with scaling grants, KMC and UBT were already adopted
nationally but the projects contributed to strengthened policy support and increased implementation.
The third grant for expanding access to primary care in rural areas through public/private/community
partnerships has resulted in the replication of the model in Homa Bay. Further replication will depend on
the organisational growth of the grantee and the take-up of the model by similar private sector social
enterprise organisations.
Three of the six sampled innovation grants generated potentially sustainable solutions although it is too
early to assess this for the Round 3 grant on group ANC. The grant for neonatal care and human milk
banking supported the establishment of services for premature infants that are likely to be sustained in
the high and intermediate volume health facilities where they were established. The potential and
rationale for scaling beyond this level of facilities is questionable.

3.1.8.1 Replication and adoption of interventions supported with CICF scaling grants
Three of the five scaling grants awarded by CICF were assessed in detail (Annex 2). Two had promoted
interventions that were already endorsed in government maternal and child health policy and strategy
documents but not systematically implemented. This applied to KMC for the care of low-birthweight infants
and UBT for the emergency management of post-partum haemorrhage. Interviews with MOH officials at
national and county level confirmed that the projects had contributed to further development of guidelines
and policies, and more importantly to increased use of these interventions in health facilities throughout
the country. The contribution to this outcome by KMET, the implementing partner of the UBT grant, is
evident. Although it is not the only organisation promoting and supporting the use of UBT in Kenya, it has a
lead role. Assessing the contribution of SCI, the implementing organisations of KMC is more complex as KMC
is also promoted and strongly supported by other influential organisations such as UNICEF and WHO. The
contribution of scaling KMC by SCI in Bungoma County is, however, uncontested and the contribution at
national level was confirmed by the MOH.
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The question of replication and adoption of the Ubuntu Afya Kiosk model of a public-private-community
partnership in delivering primary level health services to remote communities has to be answered on a
different level. The model was strongly endorsed by senior staff of the MOH in Homa Bay, but its
implementation is dependent on the business model of the grantee ARA and possibly other similar private
sector social enterprises rather than on national policies which are supportive of seeking solutions through
public-private partnerships in many sectors. The grant has supported the expansion of the network of the
ARA-initiated health facilities from previously nine to currently 27. Whether further expansion in Homa Bay
and in other counties will occur will depend on the capacity of ARA to manage this expansion, grow as an
organisation and increase its revenue base. This is an accepted risk of challenge funding.
3.1.8.2 The potential sustainability of piloted innovations
The question of the extent to which the potential sustainability of the piloted innovation was considered in
the grant application and the analysis of results arose during the interviews with grantees throughout the
mission. It was, for instance, a topical question in the review of the human milk bank project which, at the
time of the evaluation mission, had already received additional funding from DFID to scale the intervention.14
‘Sustainability and scalability’ was an assessment criterion in the proposal selection process with a relative
weighting of 20 percent in the first two funding rounds and at 15 percent in the third. Three interviewed
grantees also reported that CICF organised a training workshop on sustainability planning which they found
very useful.
Among the six sampled innovation projects, the prospects for sustainability were explored in interviews with
the grant recipients. Among them, three innovations had low prospects or no prospects for sustainability.
All three were eHealth interventions. The issues constraining the sustainability of piloted information
technology innovations in health in Kenya were already discussed in the paragraphs on relevance. In
addition, national policy on user charges and developments of the National Health Insurance Fund (NHIF)
changed the context in which one project, the M-Afya project in Nairobi, was implemented. Two interviewed
grantees acknowledged that their organisation had little or no experience in the development of business
plans. While they were able to test and document the technical proof of concept of their innovation, they
were not able to document the financial proof of concept to justify further investment. This raises the
question whether an innovation challenge fund, which is a mechanism that conceptually favours applications
that are based on a private or private/public business model, was the right instrument to fund these
innovations.
The other three sampled innovation projects have higher probabilities of being sustainable and scalable,
although it is too early to assess for the group ANC project. The collaborative newborn support project is
likely sustainable as the newborn care units established with project support are essential services in referral
hospitals and hospitals with large numbers of obstetric deliveries. They are unlikely to be sustained in the
less frequented facilities, but these facilities will nevertheless benefit from the established systems for
consultation and referral of premature infants that cannot be managed with KMC. Prospects for the
sustainability of the human milk bank at the Pumwani Maternity Hospital are high, but there are still
unanswered questions about the feasibility and rationale of further replication and scaling in Kenya.

14

Not included in the CICF programme
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4 CONCLUSIONS AND LESSONS LEARNT
The conclusions of the evaluations of the CICF should be read together with the chapter on value for money
of the comprehensive MNH Programme evaluation report. The cost effectiveness and value for money of the
CICF component of the programme is analysed in this chapter.
The CICF aimed at generating innovative solutions or at supporting the scale-up of proven solutions to
problems in maternal health and neonatal health. The evaluation examined the extent to which the CICF
succeeded in funding new solutions and/or the scaling of such solutions. It was not an evaluation of enduser outcomes but delivered a contribution to this objective of the overall MNH Programme evaluation.
The CICF awarded 18 grants to a range of organisations for the implementation of 19 projects (Table 1).
Selection criteria for grant funding are presented in Annex 5. The grants did not always fit the optimal profile
of organisations and projects that are suitable for challenge funding. Eight of the grants were awarded to
international organisations which raises questions about the extent to which they met the objective of
funding local solutions to local problems.
The CICF funded three grants for projects to improve the availability and quality of newborn care, thereby
filling a gap in the DFID MNH Programme that opened when UNICEF left the programme in 2017.
Nine out of 14 CICF innovation grants were extended to organisations piloting eHealth or mHealth solutions
for which prospects for scalability and sustainability were low for reasons that included, among others,
weaknesses in the governance and implementation of the national eHealth policy. This weakness was
identified over the course of the programme and policy support for the national eHealth policy was included
in one CICF project. It is, however, unlikely that this was sufficient to overcome the constraints.
All CICF-funded projects were implemented in partnership with government and the majority also with local
community-based partners. The majority of projects engaged and mobilised communities and end-users of
MNH services.
Technical support to grantees and technical capacity building provided initially by the Population Council
and since 2017 by Options was intensive and highly appreciated. The technical support team was described
by all grantees as supportive, responsive and flexible.
Fund management and financial reporting and controls implemented by KPMG were considered heavy by
most grantees. This was appreciated by some national grantees as a contribution to financial management
capacity-building. Some international grantees, however, considered it excessive, annoying and interfering
with their well-established systems for financial reporting, fiscal controls and internal auditing.
The short funding periods of less than 21 months were a major constraint for all CICF-funded projects, only
partially mitigated by the flexibility of the CICF in granting no-cost and costed extensions. The second most
commonly mentioned constraint was the limitation of human resource costs to 25 percent of the grant
budget.
CICF-funded projects generally achieved their objectives of delivering proof of concept (or absence of a proof
of concept) for the piloted innovation, or for building policy support and increasing implementation for
interventions of proven efficacy. Individual assessments, however, differed between grants implemented by
social enterprises according to their business model, grants for implementation research projects, and grants
complementing the development programme portfolio of international NGOs.
Although evidence generation was a necessary and important objective of the CICF, the evaluation found
that innovation challenge funding was not an appropriate instrument for funding research projects.
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The CICF implemented a highly effective communication strategy and, with support of a contracted
communications partner, generated a large media footprint for the Fund and for a number of funded
projects.
CICF scaling grants supported sustainable interventions for maternal and neonatal health in Kenya and
contributed to their sustainability. The potential for sustainability and scalability of the solutions funded with
innovation grants varied from project to project.

5 RECOMMENDATIONS
There are few specific recommendations for future programming that can be made on the basis of
conclusions and lessons generated by the evaluation of the CICF component of the MNH Programme. The
recommendations need to be contextualised in the comprehensive programme evaluation which has not yet
been concluded. The following recommendations are therefore preliminary and will need to be reviewed once
the findings and conclusions of the overall programme evaluation are available.
1. Innovation challenge funds should remain an option for DFID MNH programmes in Kenya and in other
countries, provided the value for money analysis confirms that the CICF was at least as cost-effective
as other MNH programme funding mechanisms.
2. The communications plan of the CICF and its implementation were exemplary and merit replication in
any future programme of this nature. The same applies to the technical and capacity-building support
to grantees provided by the CICF.
3. In the call for proposals, the profile of projects and types of applicants that are suitable for challenge
funding should be clearly described and adhered to in the grant selection process. The exclusion of
international organisations from the funding competition should be considered. Timelines for funded
projects, limits for specific budget categories and procedures for fiscal management and controls
should be adapted to this profile.
4. While including the strength of evidence generation and knowledge translation in grant proposals as
important criteria for grant selection, the proposal selection process should also be clear about the
fact that an innovation challenge fund is not an instrument for funding research projects. The piloting
or scaling of innovations can be followed with implementation research, but the review of the
sampled projects indicate that this is only successful when the research is supported with resources
that are generated in additional to the challenge grant.
5. Funding proposals for the piloting of information and communication technology applications in
health should be carefully reviewed in the context of the state of the national digital infrastructure
and of the national eHealth strategy.
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ANNEX 1. INTERVIEWS AND SITE VISITS
STAKEHOLDERS MET IN INDIVIDUAL AND GROUP INTERVIEWS
NAME

First Name

POSITION

INSTITUTION

Agot

George

Chief Nursing Officer

Pumwani Maternity Hospital

Akama

Eliud

Co-Director, eMCHR

RCTP Faces

Akatu

Johnstone

Acting County Director of Health

Bungoma County

Akun

Teresa

Project Coordinator (KMC)

Save the Children Int.

Amakobe

Florence

County Nursing Coordinator

Kakamega CHMT

Andere

Arthur

Chief Officer of Health

Kakamega CHMT

Barasa

Amelda

Deputy County RH Coordinator

Kakamega CHMT

Chege

Anthony

Awards Officer

Save the Children Int.

Choge

Milka

Health Advisor

DFID Kenya

Ekirapa

Akaco

Health Advisor

DFID Kenya

Gathoni

Eunice

Project Assistant

PATH

Gatungu

Dan

Project Officer

Mount Kenya University

Gitaka

Jesse

Professor

Mount Kenya University

Gondi

Joel

Head: Rep. & Maternal Health

Ministry of Health

Gwer

Samson

Team Leader

Afya Research Africa

Israel-Ballard

Kiersten

Associate Director - MNCH/Nutrition

PATH (Telephone Interview)

Kabuti

Winfred

Project Officer

Malteser International

Karuga

Kimani

Technical Fund Manager CICF

Options Ltd.

Kibe

Leah

Fund Manager CICF

KPMG

Maina

Ann

In-Charge

St Patrick’s Hospital Embakasi

Makhoka

Frederick

Project Officer

MSH Kakamega

Masibai

Jackeline

SC RH Coordinator

Mount Elgon Hospital

Mattholie
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ANNEX 2. DOCUMENTS REVIEWED
CICF Programme Documents
1. CICF Agreement; April 2015
2. CICF Strategy and Implementation Plan; April 2015
3. CICF Programme Management Manual; March 2015
4. CICF Operational Policy Note 8: Performance management strategy for the County Innovation
Challenge Fund; undated
5. CICF Branding and Communication Plan; April 2015
6. MANI Project Inception Report (including CICF); April 2015
7. CICF Grantee Induction Manual; October 2015
8. CICF County analysis of maternal and neonatal health priorities and solutions; March 2016
9. CICF Progress and Milestone Reports (Q1 2015 – Q4 2018)
10. CICF Communications Plan 2017; undated
11. CICF Performance Management Dashboard (Round 1); undated
12. CICF Site Visit Tool; undated
13. CICF Terms of Reference for the Grant Selection Committee; undated
14. CICF Grant Selection Committee Minutes (June 2015 – May 2018)
15. CICF Proposal Evaluation Criteria; undated
16. CICF Financing Flowchart; April 2015
17. CICF Grant Agreement Template; April 2015
18. Mary Stopes International, Technical Proposal for Health Voices Amplified; June 2016
19. CICF Grant Management Tools (many documents e.g. Application Forms, Branding Guidelines, Grant
Closure Procedures, etc.) for Round 1-3
20. CICF Summary of Round 1 Grantees; undated
21. CICF Newsletters & Vumbua News; May 2016 – July 2018
22. CICF Presentation; DFID Review Meeting; September 2015
23. CICF Presentation; Round 3 Design; September 2016
24. CICF Presentation; Achievements and Lessons; June 2018
25. CICF Video; Transforming Maternal and Newborn Health
26. CICF Evidence Generation & Dissemination and Transition Plans; January 2019
27. Options Preconference Summary Report, 2nd AU International Conference on MNCH; October 2018
28. CICF Samples of feedback letters to grant applicants Round 1 – Round 3 (various samples)
29. CICF Full sets of grant documents for all 18 CICF grants
30. CICF Sample of two applications per Round that were not funded
DFID Documents
31. Reducing Maternal and Neonatal Deaths in Kenya, Mid-Term Review Report, April 2019
32. Reducing Maternal and Neonatal Deaths in Kenya, Annual Review Report post-April 2018
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Other Documents
33. Boundy EO, et al. (2016). Kangaroo mother care and neonatal outcomes: A meta-analysis. Pediatrics.
34. Burke TF, et al. (2015). A postpartum haemorrhage package with condom uterine balloon
tamponade: a prospective multi-centre case series in Kenya, Sierra Leone, Senegal, and Nepal. BJOG
35. de Sardan JPO, et al. (2017). Travelling models and the challenge of pragmatic contexts and practical
norms: the case of maternal health. Health Research Policy and Systems.
36. Dumont A. et al. (2017). Uterine balloon tamponade as an adjunct to misoprostol for the treatment
of uncontrolled postpartum haemorrhage: a randomised controlled trial in Benin and Mali. BMJ
37. Gitaka J, et al. (2018). Evaluating quality neonatal care, call centre service, tele-health and community
engagement in reducing newborn morbidity and mortality in Bungoma County, Kenya. BMC Health
Services Research
38. Global Breastfeeding Collective (2017). Policy Brief: Ensuring equitable access to human milk for all
infants
39. Herrick T et al. (2017). A low-cost uterine balloon tamponade for management of postpartum
hemorrhage: modeling the potential impact on maternal mortality and morbidity in sub-Saharan
Africa. BMC Pregnancy and Childbirth
40. Keats EC, et al. (2017). Progress and priorities for reproductive, maternal, newborn, and child health
in Kenya: a Countdown to 2015 country case study. Lancet Global Health, Vol 5
41. Kenya Obstetrical and Gynaecological Society (2016). Resolution on the use of uterine balloon
tamponade
42. Kimani-Murange E (undated). Pilot testing of the Mother and Baby Friendly Initiative plus model for
human milk banking at Pumwani Maternity Hospital in Nairobi County: Baseline report. APHRC
43. Lavender T et al. (2018). Effect of partograph use on outcomes for women in spontaneous labour at
term and their babies. Cochrane Systematic Review
44. Meier P, et al. (2017). Donor human milk update: Evidence, mechanisms, and priorities for research
and practice. Journal of Pediatrics
45. Miller J, et al. (2018). A systematic review and meta-analysis of human milk feeding and morbidity in
very low birth weight infants. Nutrients 10(6)
46. MOH (2010). National guidelines for quality obstetrics and perinatal care
47. MOH (2011). Kenya national e-health strategy 2011-2017
48. MOH (2016). Kenya Reproductive Maternal Neonatal Child and Adolescent Health (RMNCAH)
Investment Framework
49. MOH (2017). Strategy for human milk banking operationalization in Kenya
50. MOH Kenya (undated). National guidelines on essential newborn care
51. Muchemi OM, et al. (2015). Factors associated with low birth weight among neonates born at Olkalou
District Hospital, Central Region, Kenya. PanAfrican Medical Journal
52. Mvundura M, et al. (2017). Cost-effectiveness of condom uterine balloon tamponade to control
severe postpartum haemorrhage. (accepted for publication)
53. Natarajan A, et al. (2016). Provider experiences with improvised uterine balloon tamponade for the
management of uncontrolled postpartum hemorrhage in Kenya. International Journal of Gynecology
and Obstetrics
54. National Bureau of Statistics et al. (2015). Kenya Demographic and Health Survey 2014
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55. Njoroge M, et al. (2017). Assessing the feasibility of eHealth and mHealth: a systematic review and
analysis of initiatives implemented in Kenya. BMC Research Notes
56. O’Riordan A-M, et al. (2013). Challenge funds in international development. Triple Line Consulting
Ltd. & University of Bath Working Paper
57. Obare F, et al. (2018). Kenya Signature Programme end-line evaluation report: Bungoma County.
Population Council and Save the Children
58. PATH (2016). Mother-Baby Friendly Initiative Plus: A model for human milk banking in Kenya
59. PATH (2017). Advancing the Ellavi uterine balloon tamponade: A low-cost UBT designed specifically
for treatment of postpartum haemorrhage
60. PATH (undated). Human breastmilk donation and banking in Kenya: Is Kenya ready?
61. PATH (undated). Setting up a scalable human milk bank in Kenya: A case study
62. Pompa C (2013). Understanding challenge funds. ODI Report
63. Quigley M, et al. (2018). Formula versus donor breast milk for feeding preterm or low birth weight
infants. Cochrane Systematic Review
64. Ramanathan A, et al. (2018). Safety of a condom uterine balloon tamponade device for uncontrolled
primary postpartum hemorrhage among facilities in Kenya and Sierra Leone. BMC Pregnancy and
Childbirth
65. Shulhan J, et al. (2017). Current knowledge of necrotizing enterocolitis in preterm infants and the
impact of different types of enteral nutrition products. American Society for Nutrition
66. UNICEF/WHO (2019). Low birthweight estimates, 2019 Edition
67. Victora CG, et al. (2016). Breastfeeding in the 21st century: epidemiology, mechanisms, and lifelong
effect. Lancet 387
68. WHO (2011). Guidelines on optimal feeding of low birth-weight infants in low- and middle-income
countries
69. WHO (2015). WHO recommendations on interventions to improve preterm birth outcomes
70. WHO (2016). WHO recommendations on antenatal care for a positive pregnancy experience
71. WHO (2018). Resolution on infant and young child feeding; 71st World Health Assembly
72. WHO Reproductive Health Library (2012) WHO recommendation on the use of uterine tamponade for
the treatment of postpartum haemorrhage
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ANNEX 3. ASSESSMENT OF THE SAMPLED CICF-FUNDED PROJECTS
GRANT R1/003: THE MOBILE AFYA PROJECT
The Mobile Afya project (M-Afya) was implemented by Malteser International Europe, a faith-based
organisation (FBO) with seat in Cologne, Germany and worldwide activities in development and disaster
relief with a major focus on health systems and services. The project was implemented in the informal
settlement areas of Embakasi Constituency of Nairobi in partnership with the Embakasi East SCHMT.
The public health care infrastructure of the densely populated and large geographic area of Embakasi East
is under-developed. According to the Medical Office of Health only two health facilities in the sub-county
provide obstetric services, reporting about 1,600 deliveries per year against about 10,000 reported and
18,000 expected for the sub-county. Both of the facilities are located at the periphery of Embakasi East and
therefore difficult to access, especially at night, because of distance and insecurity. The great majority of
obstetric deliveries are therefore conducted in the many private health centres, in establishments of
informal providers or at home. A significant number of deliveries are also conducted in hospitals in
neighbouring sub-counties, presumably accounting for most of the difference between expected and
reported deliveries.
The project was implemented as an innovation project with a budget of GBP 249,851, starting in October
2015 and ending after a no-cost extension of 10 months in April 2018. The aim of the project was to
introduce a dedicated savings plan among women in the informal settlements to cover the cost of obstetric
delivery services in private facilities and thereby to improve birth preparedness. The project offered a flexible
financial plan, allowing women to save money throughout their pregnancy in an account established on the
mobile phone-based financial service platform M-Pesa that is in common usage for financial transactions
throughout Kenya. Ten private health facilities that were registered with and regularly supervised by the
SCHMT accepted payment from these accounts to fully or partially cover the charges for maternity services
which were based entirely on their business model and negotiations with clients. A nursing supervisor of
one hospital visited during the evaluation mission stated that the charges were KSh 1,500 for antenatal care
(all visits) and ranged between Ksh 10,000 and 15,000 for a normal vaginal delivery and between KSh 50,000
and 55,000 for a caesarean section (C-section).
If the funds were not used because the delivery was not attended at any of the ten participating facilities,
they could be withdrawn by the woman. If the saved funds were insufficient to cover the cost of services,
the usual user payment systems applied to the balance.
According to the Medical Officer of Health of Embakasi East, M-Afya helped to ring-fence health spending
to avoid catastrophic expenditures or the need for emergency actions such as last-minute long transports to
a public facility. It did, however, do much more in promoting birth preparedness. By paying into their MAfya account, women were linked to their preferred health facility, received information about their
pregnancy and were prepared when they were ready to deliver. Associated activities implemented by the
project were the provision of information about pregnancy and delivery through regular SMS messages sent
to all registered users of M-Afya; regular meetings with community leaders in Embakasi to promote the
concept of birth preparedness; and community outreach activities to families of expecting mothers with the
aim of supporting birth planning that was not restricted to financial planning but also included knowledge
about the timing of expected delivery and information about the nutrition and material needs of new
mothers and newborn infants. Project activities also included the training of 28 health workers in the
participating facilities in emergency obstetric and neonatal care (EmONC).
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Results
By the end of the regular grant period in June 2017, a total of 364 women had opened M-Afya accounts but
registration continued during the 10 month no-cost extension period and, according to Health Programme
Manager of Malteser International in Kenya, women continue to open M-Afya accounts one year after the
closure of the project. The funds are still manged by the accounting section of Malteser and accessible for
delivery at the originally contracted health facilities. Data on the total number of women who registered
since the start of the project were promised but not provided. It is, however, evident that the initial project
target of registering 40 percent of women attending ANC in the participating health facilities by year two of
the project was not reached. This target was, however, quite unrealistic for such a short time period and it
was, according to interviewed Malteser staff, discussed with CICF management and the target was
abandoned.
The project was established as an implementation research project with community-based baseline and
end-line surveys in the intervention areas of the Embakasi Constituency and a survey in a control area of the
neighbouring Kamukunji Constituency. The surveys showed that poor mothers whose household’s main
source of income was derived from informal occupations were the most likely to use the M-Afya platform.
A preliminary analysis of survey data showed increases in ANC attendance, skilled birth attendance, and
timely postnatal care between baseline and end-line in the Embakasi project area, as well as higher rates at
end-line among women in the project sites compared to the control sites in Kamukunji. The differences were
in some cases marginal, and a peer-reviewed analysis of the data was never performed because, according
to interviewed Malteser staff, ‘we are not a research organisation and became side-tracked with many other
programme activities after the end of M-Afya’. A valid evidence-based conclusion that M-Afya increased
access and utilisation of quality maternity services can therefore not be reached with available data.
According to the interviewed nursing supervisor in the private facility, most women had saved enough in
their M-Afya account to pay for the delivery services; some had only small balances to pay. Women were
proud that they were able to pay for the service and felt empowered to demand quality. The number of
deliveries and ANC registration increased, client engagement, birth preparedness and male involvement
improved significantly. Since the project ended in 2018, the registration of new ANC clients at the facility
decreased from an average of 30 to about 14 per month.
Qualitative data therefore indicate that M-Afya was effective in increasing the access and utilisation of
quality maternity services in participating private health facilities, a conclusion that was also strongly
endorsed by the Medical Officer of Health in Embakasi East Sub-County.
Follow-up and sustainability
M-Afya was designed and started to be implemented prior to the introduction of the Linda Mama
programme which covers the cost of maternity services in private health facilities in Kenya with public funds
administered by the National Hospital Insurance Fund (NHIF). Tariffs for Level 4 private health facilities (such
as the one visited during the evaluation), are KSh 1,000 for the first antenatal care (ANC) visit and KSh 500
for subsequent visits, KSh 6,000 for normal vaginal deliveries, and KSh 17,000 for C-sections. According to
interviews at the visited health facilities, these tariffs are not sufficient to cover the costs. The health centre
has therefore noticed a decrease in quality of services in order to achieve cost savings and is discouraging
the registration of women inscribed in the Linda Mama programme. Presumably this accounts for the fall of
new ANC registrations by 50 percent. The long delays in receiving reimbursements from the NHIF cited to
be up to several months compared to the instant payment from the M-Afya scheme was also mentioned as
an issue.
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The M-Afya project coincided with a number of national initiatives to achieve universal health coverage,
including the low-cost Supa Cover health insurance package by the NHIF (KSh 500 per month) which provides
higher tariffs to facilities for insured maternity services. This raises questions about a parallel micro-initiative
to support the financing of user fees, even if the initiative is popular among women and health facilities.
Interviewees quoted women consulted during the end-line survey: ‘whoever decided that we are not ready
to pay for the maternity services we receive’.
Prior to closure of the project, Malteser International organised a meeting of 35 private health facilities in
Embakasi and presented the concept and results of M-Afya. Among them, 15 signed up immediately to join
such a scheme, while others expressed interest. However, Malteser International as a non-profit
organisation was reluctant to continue managing a scheme that, among others, served to support the
commercial interests of private health care providers. A commercial carrier to manage the M-Afya funds
could not be identified and the pilot project has therefore been in limbo for about a year and will likely
disappear.
Strengths and weaknesses of the CICF as experienced by Malteser International
Malteser International staff underlined that the CICF allowed them to test an innovative approach to
increasing access and utilisation of quality maternity services that was tailored to the situation and needs of
poor women in informal settlements in Nairobi. Funding such a project through their traditional funding
channels would have been difficult as the outcome was uncertain and there was no pre-existing information
to support a business case for the intervention.
Malteser International also was highly satisfied with the technical support from Population Council and
Options throughout the project, and the flexibility of the CICF management team, for instance when
adjusting project targets or negotiating extensions. Training provided by the CICF technical team, for
instance for M&E and for sustainability planning was highly appreciated.
Malteser International is a large international FBO with well-developed financial accountability systems.
Although the financial management of the M-Afya grant by KPMG was acknowledged to be heavy, it was
not felt to be an extraordinary burden.
Two main weaknesses were mentioned in interviews:
The time period for the implementation of the grant (21 months) was too short. After setting up systems
for the operation of the M-Afya accounts and SMS messaging, negotiating with health facilities, and
registering women to participate, less than a year remained to observe the effectiveness of the
approach which is much too short, given that it takes about six months for a cohort of pregnant
women to be followed from ANC registration to delivery. The no-cost extension of the project by 10
months helped but was still insufficient.
While the project staff highly appreciated the CICF support for generating a proof of concept for the
technical feasibility of the pre-payment plan, they also acknowledged that their main weakness was a
lack of experience in exploring the commercial feasibility of the innovation and in pursuing a strategy
for commercialisation which is a prerequisite for sustainability of the concept. According to their
assessment, additional training in business planning and in marketing the concept could have
resulted in the development of a sustainable solution that would have assured the continuation of
the project after CICF funding ceased.
Conclusion
M-Afya was an innovative project that piloted and provided a proof of concept for a contextualised solution
to close a gap in access to maternity services in Nairobi’s informal settlements. It collided to some extent
hera / Final summative report / January 2020

27

MNH Kenya – Summative Evaluation – Vol 2. Annex VII
with the changing national health policy context during the project implementation period, although it was
not completely invalidated by new policies of user fees. A longer implementation period and more attention
from the start to the business case and commercial feasibility of the piloted intervention could potentially
have resulted in the development of a sustainable solution.

GRANT R1/004: COLLABORATIVE NEWBORN SUPPORT
The Collaborative Newborn Support Project was an innovation project designed as an implementation
research study to address the high rate of neonatal mortality in Bungoma County which was estimated at
32/1,000 in 2015. The project was implemented by Mount Kenya University (MKU), a private university
located in Thika, Kiambu County and the Fountain Africa Trust (FAT), a local NGO based in Webuye, Bungoma
County in collaboration with the Bungoma County Ministry of Health and the Kenya Paediatric Association
(KPA).
The project started in November 2015 and ended after an initial no-cost extension followed by a cost
extension in December 2018. The total budget including the extension was GBP 338,575. The initial plan was
for an intervention to establish or upgrade newborn units (NBU) in nine level 4 and 5 county and sub-county
hospitals combined with community mobilisation and outreach activities using a quasi-experimental stepwedge design, with four of the nine hospitals acting as controls before being integrated in the intervention
in a second phase. The study protocol was published in a peer reviewed journal.15 However, after a baseline
study in 2016 the project was redesigned. One sub-county hospital was dropped because of budget
limitations and because the hospital reported very few deliveries. The baseline analysis of the newborn unit
in the Bungoma County Hospital also found that it was not fit for purpose and needed to be expanded which
was not initially foreseen. The step-wedge design was abandoned because the project period was too short.
It was replaced by parallel interventions in all eight sites with baseline and end-line surveys to analyse their
effect.
The interventions included:
Upgrading and refurbishing eight newborn care units
Training of staff in the eight hospitals using a newborn care training package developed by the KPA;
including the provision of job-aids
Radio spots, a weekly radio information and call-in programme, and community theatre skits with
information about newborn care
Establishment of a telehealth platform for NBU staff to consult with paediatricians in Bungoma (there is
one paediatrician in Bungoma) and at MKU
An individualised telephone follow-up service with advice and reminders on newborn care for all
mothers who delivered in the eight hospitals
Results
At the time of the evaluation, the end-line survey results were still being analysed and the report was not
available to the evaluation team. The results monitoring report for the last quarter (October to December
2018) indicates that all activities were on track.
DHIS2 health information data show a steady increase in the neonatal mortality rates in Bungoma County
from 2014 to 2016. The rates are, however, much lower than those calculated in household surveys (from
4.2/1,000 in 2014 to 7.2/1,000 in 2018) suggesting that only in-hospital deaths are reported which are

15

Gitaka J, et al. (2018) Evaluating quality neonatal care, call centre service, tele-health and community engagement
in reducing newborn morbidity and mortality in Bungoma county, Kenya. BMC Health Services Research 18:493
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sensitive to admission rates16 and therefore not useful for evaluating the impact of the project. Credible
trends in neonatal mortality in Bungoma County cannot be established with data from the DHIS2 health
information system.
The evaluation team visited the newborn care units in Bungoma County Hospital and the sub-county
hospitals in Webuye, Mount Elgon, Chwele and Bokoli sub-counties. Both the Bungoma and Webuye
hospitals had busy NBUs with increasing admission rates since 2016 that were currently in the range of 60
to 80 per month. The units were crowded but well organised and equipped. About one third of the admitted
infants were preterm; birth asphyxia and neonatal sepsis were the most common diagnoses. Several infants
in the two units with severe respiratory distress were observed. Webuye hospital reported that the unit had
equipment to provide continuous positive airway pressure (CPAP), but the equipment was not used because
the staff had not been trained in its usage.
The NBUs in Bungoma and Webuye had been expanded and new equipment was installed with support of
the project. The units were linked to wards for KMC allowing a smooth transition from incubator care to
KMC for preterm infants. Protocols to guide this transition were available in both hospitals. Chwele and
Mount Elgon sub-county hospitals had small NBUs that were established with project support and each
equipped with two incubators and a number of cribs. The NBU in Mount Elgon hospital was not used,
reportedly because of staff shortages. In Chwele, an average of six admissions per month were reported and
the incubators were rarely or not used. Bokoli Hospital had two incubators provided by the project but there
was no NBU and the incubators had never been used. KMC was only observed in Chwele hospital. DHIS2
data on neonatal mortality for four hospital service areas (not available for Webuye hospital) did not show
any trends of improvement.

Unused NBU equipment in storage at Bokoli Subcounty Hospital

Community activities and the diffusion of radio spots had ceased after the end of the project. The telehealth
platform for consultations of peripheral hospital staff with paediatricians was reportedly still in use, and
MKU reported that there were negotiations with the CHMT to continue this service. The MKU team also
reported that they were in discussions with the CHMT to reduce the frequency of relocating staff trained in
newborn resuscitation and care to other services.

16

Confirmed by a sharp dip of the rate in 2017 when admissions to hospitals fell because of industrial action by
health workers
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More information about the results of the project should become available once the end-line survey is
analysed and published.
Strengths and weaknesses of the CICF as experienced by MKU
Applying for challenge funding under the CICF was identical to applying for a competitive research grant and
did therefore not pose any problems to the university. However, the support received on technical and
financial management issues, the additional training by Options, and the responsiveness and flexibility of
fund management were felt to be exceptional and highly appreciated. Financial reporting requirements and
controls exercised by KPMG was felt to be very heavy but useful.
The short time frame for the implementation of the project was, according to MKU staff not adapted to an
implementation research project and this was only partially mitigated by the project extensions. Equally, the
limit of 25 percent human resource costs to be covered by the grant was felt to be inappropriate, especially
for a research project that requires substantial human resource inputs. A considerable amount of required
technical and administrative work under the project therefore had to be covered by the university’s own
resources.
Conclusion
The project contributed to filling an important gap in the DFID Kenya MNH programme by its focus on
newborn care. It revealed the pressing need to upgrade the availability and quality of newborn health
services, especially for premature infants, without which the programme objective of reducing neonatal
deaths could hardly be reached.
The innovative character, if any, of the project consisted in the combination of demand-side and supply-side
interventions at health facility and community levels to achieve a measurable reduction in neonatal
mortality. Whether this approach was effective was still not known and will have to wait for the analysis of
the end-line survey data. Whether this is a real innovation or just the application of a well-thought-out
comprehensive health intervention as was implemented for maternity care under the MANI project in
Bungoma is questionable. The informative value of obtaining an answer to the three research questions
posed in the published research protocol is likely to be marginal in terms of guiding future programming:
To what extent does increase in community knowledge on neonatal complications and availability of
quality services affect utilisation of hospital services in Bungoma County?
Will improved quality of neonatal care lead to an increase in utilisation of newborn care services in
Bungoma County?
Does improved information flow among health practitioners result in better services for neonates in
Bungoma County?
The project contributed to the establishment of urgently needed newborn units in the two referral hospitals
in Bungoma County. The units are working well at high volume, they are fully integrated in the structure of
the hospitals and the achievement will therefore be sustained. This, by itself, should be considered as an
important achievement.
The assessment of the project’s investments in the remaining six hospitals is more differentiated. Among
three of the hospitals visited by the evaluation team, only one had an NBU that was functioning, although
at a low level.

GRANT R1/007: HUMAN MILK BANKING
Exclusive breastfeeding is the standard for infant nutrition throughout the neonatal period with strong
evidence of multiple benefits for survival, growth and development. In the earlier years of the HIV epidemic,
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breastfeeding among HIV positive women became an issue of discussion because of the risk of HIV
transmission to the infant. This has been resolved as there is strong evidence that providing counselling on
breastfeeding practice plus antiretroviral therapy to mothers reduces this risk to near zero.
When the mother’s own milk (MOM) is not available for a number of reasons, wet nursing or the provision
of donated breastmilk by friends and family members used to be a common practice. It practically ceased in
environments with high HIV prevalence where it remains a high risk activity. The question arose on how to
provide the benefits of exclusive human milk nutrition to newborn infants who have no access to MOM
because they were abandoned, their mother had died, or who could not breastfeed for other reasons.
Providing pasteurised donated human milk (DHM), collected and stored in human milk banks offered a
solution. There is, however, no evidence that infants born at term and with a birthweight above 2,500 grams
derive a benefit by being fed with DHM rather than infant formula when the same standards of preparation
for the replacement feeding are applied.
A distinct issue is the feeding of low-birthweight (LBW) and very-low-birthweight (VLBW) infants (below
1,500 Gram) who do not have access to MOM. Based on high quality evidence, WHO recommends that these
infants should be fed with DHM ‘in settings where safe and affordable milk-banking facilities are available
or can be set up’.17 The evidence is based on numerous studies that document a lower incidence of
necrotising enterocolitis, among VLBW infants fed with DHM compared to infants fed with preterm formula
milk. Necrotising enterocolitis affects between 5% and 12% of VLBW infants and is fatal in 25%-50% of
cases.18 A recently published meta-analysis of studies on human milk feeding and morbidity among VLBW
infants estimated that feeding with any human milk (as opposed to formula feeding) reduced the incidence
of necrotising enterocolitis by 4%. It did not find any conclusive evidence for a difference in outcome
between MOM and DHM feeding.19
Claims for the benefits of DHM other than for a reduction in the incidence of necrotising enterocolitis in
infants with a birth-weight below 1,500 are generally made on the basis of studies that do not differentiate
between MOM and DHM, implying that the multiple benefits attributed to MOM can be generalised to DHM.
However, ‘in contrast to MOM, studies about the use of DHM have not demonstrated a reduction in either
sepsis or chronic lung disease or a positive impact on neurodevelopmental outcome in VLBW infants’.20 A
recent systematic review of studies comparing feeding of LBW infants with DHM compared to formula
feeding found that DHM feeding reduced the risk of acquiring necrotising enterocolitis by half, but had no
measurable effect on all-cause mortality, long-term growth or neurodevelopment.21
The implications of the current state of knowledge on programmes to support the establishment of human
milk banks in Kenya are:
In very high-volume maternity facilities where births of VLBW infants are frequent, the establishment of
a human milk bank is a WHO recommended upgrade of the standard of care that will improve the
quality of care for infants born with a birthweight below 1,500 grams and is likely to result in the
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reduction of the number of deaths among these infants. However it is not expected to have a
measurable effect on reducing the neonatal mortality rate in Kenya.
Notwithstanding the fact that human milk banking is an acknowledged good practice, claims that human
milk banks will contribute to a decrease in the neonatal mortality rate in Kenya are not plausible.
The project
The project with the full title of ‘Establishing the Mother-Baby Friendly Initiative-Plus Model for Human Milk
Banking in Kenya’ was implemented by the Program for Appropriate Technology in Health (PATH), an
international NGO and major partner in an international coalition for the promotion of breastfeeding.
Globally, PATH supports the establishment of human milk banks as part of an integrated newborn care
approach, which promotes, protects, and strengthens breastfeeding.22
The CICF grant was provided for an innovation project of two phases. During the first phase starting in
January 2016 the feasibility and acceptability of human milk banking in Kenya was established. Activities
included a study among mothers of infants admitted in the newborn unit or in the postnatal ward of
Pumwani Maternity Hospital conducted in collaboration with the African Population and Health Research
Centre (APHRC) and the Nutrition Directorate of the Ministry of Health (MOH). The study confirmed that
human milk donation and infant feeding with donated human milk was widely acceptable. Additional
activities included the organisation of learning visits to human milk banks in other countries for MOH and
hospital staff, as well as the establishment of a multi-partner technical working group for the development
of policies and guidelines for human milk banking adapted to the Kenyan context.
In the second phase starting in October 2017 a human milk bank at Pumwani Hospital was established. After
the end of the grant period in March 2019, additional funding for one year was provided by DFID to
consolidate the achievements, however this was no longer under the CICF funding mechanism. Total funding
under CICF from January 2016 to March 2019 was GBP 665,000.
Results
National guidelines on human milk banking, developed and published with support of PATH, were adopted
by the MOH in 2017. The guidelines clearly position human milk banks as an integral part of the effort to
increase the access for infants to human milk, together with breastfeeding promotion and KMC, although
are arguably overemphasising the importance of milk banking in this effort.

Source: Kenya Huan Milk Banking Guidelines 2017
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The human milk bank at Pumwani Hospital opened with high media coverage and the attendance of the
Governor of Nairobi County in March 2019. As confirmed in interviews with key informants conducted by
the evaluation team, it was the most visible project funded with a CICF grant, being cited by almost all
interviewees in first place among the achievements of CICF. Interviewed PATH staff emphasised the
objective of the project to promote exclusive infant feeding with human milk, including DHM. All other
interviewees, however, focused only on the establishment of the human milk bank, underlining that this was
the first East African facility of this type and a source of pride for Kenyan leadership in this technology.
Interviewed PATH staff also acknowledged that human milk banking had a very specific role in a system for
newborn care and demanded a careful assessment as to where the investment in such facilities and the use
of DHM could be justified on technical and public health grounds. Several interviewed Kenyan stakeholders
viewed the Pumwani Hospital human milk bank as a first step in a national network of human milk banks
supplying DHM not only to hospital newborn units but also for take-out to mothers in the community.
The evaluation team visited the human milk bank in Pumwani Maternity Hospital. The hospital conducted
18,000 obstetric deliveries in 2018 according to the DHIS2 database and serves many of the informal
settlements in Embakasi and Kamukunji Constituencies in Nairobi, although the social profile of clients is
mixed.23 It has a large newborn unit that, at the time of the visit accommodated more than 50 newborn
infants and was linked to a KMC ward with 12 beds that was fully occupied, with plans for further expansion.
The human milk bank had been in operation for 10 days. It was located in spacious facilities for management,
registration and milk donation as well as a clean room for processing and storing the donated milk.
Equipment and systems for donor screening, milk pasteurisation and storage were established and appeared
to be state of the art, comparable to a high-volume blood banking facility. including an elaborate system of
registers and consent forms for donors and recipients. Donations exceeded usage and the storage freezer
was filling up with DHM.
Milk donations were collected from mothers with children in the NBU and from mothers in the postnatal
ward after counselling, consent and extensive screening. Seven newborn infants in the NBU had received
DHM, four of them abandoned infants and three premature infants with LBW or VLBW. The question of how
the abandoned (but not LBW) infants would be fed once they were discharged from Pumwani Hospital
remained unanswered. The staff, operating and maintenance costs of the human milk bank were financially
supported with funds from the extended PATH project (not part of CICF). The Chief Nursing Officer stated
that the hospital would be able to eventually continue to operate the service with its own resources,
suggesting that additional income could be generated by offering banked DHM to other hospitals in Nairobi.
Strengths and weaknesses of the CICF as experienced by PATH
PATH is a large international organisation that operates a long-standing programme in Kenya with many
funding sources. Its activities in the promotion of breastfeeding and human milk banking are implemented
in several countries and were already part of its Kenya programme. The CICF grant provided an opportunity
to move already existing promotion and policy work for human milk banking and translate it into a tangible
outcome by the establishment of the human milk bank at Pumwani Hospital.
PATH appreciated the technical support provided by CICF management although it has its own strong
technical support team for the initiative in Seattle. It was also highly appreciative of the flexibility of the CICF
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technical team and of the support in providing visibility to its efforts through conferences and
communications support.
The financial control exercised by the financial management team of KPMG were considered a burden as
the reporting requirements and controls were not compatible with its own fiscal control and financial
reporting systems and required considerable additional efforts that were felt to be unnecessary.
Conclusions
The human milk banking project was successful in supporting the establishment of national policies, systems
and guidelines for human milk banking in Kenya, complementing a global and national effort of PATH and
other international partners to increase the availability and use of human milk for newborn infant feeding.
It helped establish a state-of-the-art facility in a highly active maternity hospital in East Africa which could
potentially serve as a learning site for similar facilities that are being considered in several regional countries.
The project also provided a high level of visibility to the CICF and to DFID.
There are good prospects for the established service to be sustained with the regular resources of Pumwani
Hospital, as well as potentials for replication in some high volume tertiary urban hospitals in Kenya and
neighbouring countries. The service would, however, be quite unsuited to the county hospitals visited by
the evaluation team in terms of need and affordability. It is equally questionable whether a distribution of
DHM outside the NBUs of large hospitals is feasible or even advisable.
While the created facility will improve the quality of care and meet the needs of a relatively small number
of LBW and especially VLBW infants hospitalised in the NBU, the benefit of providing DHM to abandoned
children with normal birth weight is questionable as it is likely to be discontinued after a few days when
these children are discharged. It is also evident that despite frequent reference to Kenya’s high neonatal
mortality rate in presentations and funding proposals, as well as in the national human milk banking
guidelines, the facility will have no measurable impact on reducing this rate. An investment case for a
programme that has set a reduction of neonatal mortality as one of its impact targets would therefore not
pass value for money criteria. Notwithstanding, the establishment of the first functioning human milk bank
in East Africa is a remarkable achievement for health systems development in Kenya that may need to be
evaluated using different criteria.

GRANT R2/002: THE UBUNTU AFYA KIOSK PROJECT
The innovation grant for the Ubuntu Afya Kiosk project supported the expansion of the network of rural
primary health facilities in remote areas supported by Afya Research Africa (ARA), a Kenyan social enterprise
with a for-profit and not-for profit arm. ARA has developed a unique model of establishing and supporting
dispensary-level health facilities that are co-owned by communities and the organisation (49%/51%) in
partnership with the County Ministry of Health in a unique private/public/community partnership. With the
grant, ARA expanded its national network of health facilities to 27 by establishing 16 new facilities in Homa
Bay County. In addition, it added two existing but previously non-functioning government dispensaries to
the network using the same approach of facility restauration with community labour, and regular provision
of medicines and supplies. The dispensaries offer a full range of primary care and laboratory services on a
cost recovery basis, but also provide services that are supported by government free of charge. Clinical
officers or nurses that manage the health facilities are initially mobilised by ARA, with the aim of replacing
them with government employees once the facilities are operational.
In addition, ARA installed its own computerised health information system ‘Stone HMIS’ to track all clinical
activities including user fee incomes, expenditures and stocks of medicines, laboratory reagents and
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supplies. The aim is to link it to the County DHIS2 health information system which, according to interviewed
staff, has so far been successful in ten of the 18 facilities in Homa Bay. Finally, ARA established communitymanaged enterprises to support community activities, including the maintenance of the health facility
infrastructure. Initially a range of traditional enterprises were supported, but the organisation found this to
be too complex to manage. The programme was revised and is currently only supporting rotating village
savings and loan (VSL) schemes in participating communities.
The project started in March 2016 and ended after a cost-extension in December 2018. The total budget for
this 34-month period was GBP 938,642.

Poster of services and user fees in a government dispensary supported by ARA

Results
According to interviews with ARA staff, previous attempts to establish health facilities in informal peri-urban
settlements failed. The organisation therefore focused on remote rural communities with funding from a
number of international sources. On average, ARA breaks even on its investment in the facilities within nine
months and then gradually reduces its involvement until government fully takes over. This is achieved by
signing a Memorandum of Understanding with the county whereby government fully takes responsibility for
staffing, the supply of medicines, and the clinical supervision, while ARA maintains its co-ownership of the
facility and focuses on working with the community on assuring the quality of the infrastructure and the
continuity of service provision.
According to interviewed staff of the Homa Bay CHMT, the county has 262 government and 28 private/NGO
health facilities. Because of the difficult terrain, including many small islands as well as mountainous areas,
coverage with easily accessible primary health care facilities is incomplete and difficult to achieve. The ARA
facilities are filling major gaps in health service delivery. They are planned in consultation with the CHMT
and the eventual transfer to government is always part of the initial plan. Once facilities are gazetted, fully
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staffed by government health workers and fully supplied with medicines from the Kenya Medical Supplies
Authority (KEMSA), they will completely cease charging user fees. Until then, some transitional models of
co-ownership are applied.
The evaluation team visited two ARA health facilities in Homa Bay County, one of them a previously nonfunctional government dispensary that was rehabilitated and equipped with ARA and community support
and the other a health facility that was newly established in a village that previously had little access to any
health facility, being separated by an impassable ravine from the nearest government health facility. The
team also had a discussion with a community group that constructed and co-owned the health facility.

Group discussion with a community group that co-owns and supports the Ubuntu Afya health facility

Both facilities were integrated in the government health system and staffed with government personnel (a
female nurse in one facility and a male clinical officer in another). Support staff as well as utility bills were
paid by ARA. Both facilities were in immaculate shape with two examining rooms, one equipped with an
obstetric delivery bed, a vaccine refrigerator, freshly painted walls, fenced and well-groomed courtyards,
rain water harvesting systems, latrines and well organised pharmacies. Medical waste, however, was
dumped in open pits and occasionally burnt with an open fire. Medicines and supplies received from the
Kenya Medical Supplies Authority (KEMSA) that were dispensed free of charge were kept on shelves, clearly
separated from those supplied by ARA that were dispensed against payment. Charges for services and
medicines were clearly posted. The two facilities reported 4,766 and 922 outpatient visits respectively in
2018 to the DHIS2 health information system.
Both facilities had a laptop computer with internet connection over the mobile phone system to operate the
‘Stone HMIS’ system. However, the first facility had a power outage and the clinical officer in the second
facility had forgotten his password and was not able to enter the system. The function of the Stone HMIS
system could therefore not be verified, however activity data of the two facilities were available in the
national DHIS2 database indicating that the link to the national health information system appears to be
working.
Community members were proud of their facility and recounted the success of their community enterprise.
Initially they had operated a cooperative motorcycle taxi which they sold, using the profit as start capital for
a VSL scheme which is doing well. They highly appreciated having a health facility close to their village. They
stated that the medicines supplied by ARA (as opposed to those from KEMSA) were always available and
offered a wider range of treatments, especially for the treatment of chronic conditions such as arterial
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hypertension. They did not mind paying for these drugs as prior to the opening of the facility they had to
travel long distances to obtain them. Their only complaint was that the previous health staff, a female nurse
had been replaced by a male clinical officer mobilised by the County with whom female patients felt
uncomfortable. This may be one of the reasons why the first facility (staffed by a female nurse) recorded an
average of five new antenatal clients per month while the second (staffed by a male clinical officer) recorded
none.
Strengths and weaknesses of the CICF as experienced by ARA
ARA staff acknowledged that for national organisations such as theirs, access to international funding is
difficult. They therefore appreciated the opportunity to participate in the CICF and did, in fact, acquire a
second grant in the third funding round for a health information system project in Turkana County. ARA
acknowledged that there are not many national organisations that have the capacity to manage
international funds as a likely explanation why the majority of successful CICF grantees (nine of 17) were
international organisations. ARA would support a challenge fund that would only be open for national
applicants.
ARA faced grant management challenges because the organisation focused on rapid implementation in
Homa Bay but had only a very light administrative structure and therefore problems meeting reporting
deadlines to CICF resulting in some delays in funding. The push for timely reporting was felt to be heavy, but
it was not inappropriate, and it helped improve the management systems of ARA.
A major strength of the CICF was the flexibility and responsiveness of its management. For instance, when
ARA developed the M&E strategy for the project, there was an open discussion. ARA was able to state what
the organisation could and what it could not monitor, and CICF management respected this input in its
approval of the M&E plan.
Conclusions
The model of a private/public/community partnership for primary health care in remote rural communities
is innovative, adapted to local context and fills a major gap in the push for universal access to health care in
Kenya. The fact that it was completely driven by a local organisation makes the Ubuntu Afya Kiosk grant
stand out as a successful example of what the CICF set out to achieve. The project was not mentioned by
any key informant asked to list the most successful CICF grants. Providing primary health care to rural
communities unfortunately lacks glamour and appeal. According to the evaluation team’s assessment, it
should be rated among the top achievements of CICF.
The fact that ARA has a business model that includes a market orientation in parallel to the generation of a
common goods avoided the issue faced by several NGO grant recipients that successfully delivered a
technical proof of concept for their innovations but were not able to establish their commercial viability and
therefore assure their sustainability. Arguably, innovation challenge funding, i.e. the provision of short timelimited grants to develop and test an innovative idea, is best suited for organisations such as ARA that are
working on the basis of a business plan for their own sustainability.

GRANT R2/004: ELECTRONIC MATERNAL-CHILD HEALTH RECORD
The grantee Research Care and Training Program - Family AIDS Care and Educational Services (RCTP- FACES)
is a Kenyan NGO that started its work with primarily US Government funding in research, prevention and
treatment of HIV infection. It recently expanded its portfolio to include maternal, child and adolescent
health. It was successful in acquiring two CICF grants for innovation projects in Homa Bay County. The first
was a Round 1 grant implemented from October 2015 to April 2018 for the development of a mobile-phone
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based application using SMS to improve access and utilisation of health facilities for obstetric delivery. The
staff interviewed by the evaluation team did not have any information about this project. The second project
funded with a Round 2 grant, the Electronic maternal-child health record project (e-MCHR) which was
reviewed by the evaluation team, was an implementation research project to test the feasibility of replacing
the four paper registers currently in use in the MNCH departments of public hospitals with an integrated
web-based electronic registration system. The system aimed to generate individualised records of services
provided to women and their newborn children from the first antenatal visit to the end of the newborn
period regardless of where these services were accessed. It included an automated mobile phone text
messaging system to send reminders about missed critical interventions to health staff for follow-up with
mothers. To assure the continuity of care for each mother regardless of which facility was accessed, it also
included a fingerprint identification system for registered clients.
The system was installed in six health facilities at different levels of care in Homa Bay County, with six
matched facilities that continued to use the paper-based systems selected as control sites. The project
started in March 2016 and ended after three no-cost or cost extensions in December 2018. The total budget
of the project was GBP 368,885.
Under the project, a server was installed in the medical records department of the participating health
facilities linked to a cloud-based data platform. Data were entered with tablet computers in the antenatal,
post-natal and maternal and child health clinics and with a desktop computer in the case room. A fingerprint
sensor was installed in the registration department. The computerised data entry forms were designed to
exactly mirror the previously used paper registers in order to minimise the need for nurses to adapt their
habits to the new medium.
Selected nurses were equipped with mobile phones that received the SMS warning messages when an
important intervention, such as for instance a tetanus immunisation during the antenatal period was
overdue. In addition, ‘mentor mothers’, a cadre of volunteer HIV-positive mothers who previously supported
HIV projects of RCTP-FACES, were tasked with supporting the use of the system in the facilities and with
contacting women to return for missed appointments. This was, apparently a cost-saving decision as the
CICF grant limits for personnel costs did not allow the recruitment of nurses for these tasks.
Results
By the end of the project in December 2018, more than 3,000 pregnant women had been registered on the
platform. At the time of the evaluation visit, final data collection and analysis comparing the continuity and
outcomes of MNCH service provision between the intervention and control sites were still ongoing and no
preliminary data were available. No information was therefore available about the effectiveness of the
system in terms of improving utilisation and quality of maternal and child care.
The Homa Bay County Reproductive Health Coordinator was aware and supportive of the project, but he
viewed it as a research project that had not yet generated any results. The evaluation team, accompanied
by project staff, visited Ogongo Subcounty Hospital, nominally a level 4 hospital that was, however,
functioning at the basic EmONC level and reporting only 374 obstetric deliveries in 2018 to the national
DHIS2 health information platform. The construction of a maternity wing was started by UNICEF under the
DFID MNH Programme but abandoned when the programme was restructured.
The electronic client registration and follow-up system had collapsed since the closure of the project in
December 2018. The nurse who had championed the system in Ogongo Hospital had been transferred and
the mentor mother who had provided support was withdrawn after the project ended. The desktop
computer for data entry was moved from the case room to the registration department. The fingerprint
sensor as well as the tablet computers and the dedicated smartphone for reminder messages to the nurses
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could not be located. The registration clerk was not able to enter the system. It was, however, opened by a
member of the RCTP-FACES project team revealing that the last time a pregnant woman was registered at
any site on the data platform was in the beginning of February 2019, about two months prior to the visit of
the evaluation team.
The collapse of the system was no surprise to the project team which was well aware that it could not
continue to function once external support was withdrawn. Instead, the team counted on presenting the
results of the research study, once analysed, to the national MOH eHealth coordinator as a contribution to
systematising and improving the follow-up of pregnancy, delivery and child care on a national eHealth
platform.
Strengths and weaknesses of the CICF as experienced by RCTP-FACES
The format of challenge funding was familiar to the project team as it was practically identical to funding
under open research calls for proposals, and the project itself was a research project. The difference, which
was highly appreciated by the team, was the intensive technical support, the training and the financial
management support provided by the Population Council, Options, and KPMG.
The grant funding period was felt to be much too short, especially as the time required to establish the
electronic and mobile telephone platforms was greatly underestimated. There were also additional delays
caused by the industrial action of public sector health workers in 2017. However, the team acknowledged
that CICF grant management was flexible and helpful in revising the work schedule based on external
circumstances.
Training in M&E and in sustainability planning provided by CICF was highlighted by the team having been
especially useful. However, the team felt that additional training in the development of an investment case
for their intervention and in testing and developing its commercial viability would have improved the
prospects for sustainability.
The restriction of human resource expenditures for CICF grants were felt to be inappropriate for a research
project and were a real constraint that had some effect on reducing the quality of the study.
Conclusions
The concept of the eMCHR project to establish a system of longitudinal follow-up for the care of the motherchild pair from pregnancy throughout early infancy is innovative and analogous to systems that were
introduced for the follow up of the care for people living with HIV. They frequently fail because attempts to
achieve this with paper-based registers end up in unmanageable volumes of cross-indexed register books. A
solution based on an electronic data system offers a potentially workable solution. It is, however,
questionable whether the benefits of such a solution can be documented in an implementation research
trial conducted over such a short time period in a small number of health facilities. This question can only
be answered after the results of the project are analysed and presented.
The CICF was not a research funding mechanism, and a research funding programme would likely have asked
additional questions, including about the duration of intervention and data collection that would be
necessary to achieve a measurable result, and about the knowledge translation strategy which was
neglected in this project. An assessment of the project by a research funding organisation would likely have
resulted in differences in the design and a better chance of generating evidence that was strong enough to
inform policy and practice.
As it stands, the probability that the eMCHR project will have an impact on improving registration systems
for MNCH services, and thereby improving the quality of care for the mother-child pair, is low. This is
unfortunate for an idea that carries a lot of promise.
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GRANT R2/005(1): KANGAROO MOTHER CARE
Kangaroo mother care (KMC) is continuous early skin to skin contact between a mother and her newborn
infant for a prolonged period. It is, according to WHO guidelines ‘recommended for the routine care of
newborns weighing 2,000 g or less at birth, and should be initiated in healthcare facilities as soon as the
newborns are clinically stable’.24 There is strong evidence that KMC, when applied for the care of clinically
stable newborn infants with low birthweight (LBW) ‘increases the likelihood of exclusive breastfeeding up to
4 months of age and decreases the risk of newborn sepsis, hypothermia, hypoglycaemia, and hospital
readmission’.25 According to the meta-analysis of 124 eligible studies in 2016, it was associated with a 36%
lower mortality among these children when compared to conventional care. Given the high incidence of
premature births and births of LBW infants in Kenya, the systematic nationwide use of KMC would have a
significant impact on reducing the neonatal mortality rate.
The promotion of KMC was already part of the DFID MNH programme implemented by UNICEF in five of the
six counties of the original programme. KMC was, in fact, already included in the Kenyan National Guidelines
for Essential Newborn Care developed by the MOH with USAID support and adopted in 2015 but only
available in the form of a training manual on the MOH web portal of ‘Guidelines, Standards and Policies’.26
The manual recommends the use of KMC for infants with a weight above 1,800 g until they reach a weight
of 2,500 g or are able to maintain a steady body temperature. It was also listed as an ‘intervention with
proven efficacy’ in the national Reproductive Maternal Neonatal Child and Adolescent Health Investment
Framework adopted by the MOH in January 2016.27
However, site visits of the evaluation team to hospitals during the mid-term evaluation in 2016 and to health
facilities in Kakamega and Homa Bay counties during the summative evaluation, suggest that KMC is not
extensively used everywhere in Kenya beyond Bungoma County, except in the Pumwani Maternity Hospital
in Nairobi.
The project
In April 2016, Save the Children International (SCI) received a Round 2 CICF scaling grant to accelerate the
implementation of KMC in 18 health facilities in Bungoma county, to support the MOH in finalising and
disseminating national guidelines for KMC and to increase the use of KMC through awareness raising in the
mass media. The first two objectives were pursued in cooperation with the MOH at county and national
level; for the third component, SCI worked in collaboration with BBC Media Action, an international
organisation affiliated with the British Broadcasting Corporation. The grant was shared with an innovation
project implemented by SCI for the piloting of an electronic partograph in selected hospitals of Bungoma
County. (see below)
The project ended after a cost extension in December 2018. Funding for the support of KMC in Bungoma
County and for the piloting of the e-partograph had already ended earlier, but the extension was granted
for SCI to provide technical support to the MOH and to work with partners on the revision of national
guidelines for quality obstetric and perinatal care. Total funding for all components of the grant was
budgeted at GBP 822,271.
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Results
According to SCI reports, the project was implemented in 27 health facilities in Bungoma County, whereby
nine were already supported by SCI with other funding and 18 were added with funding from the CICF grant.
SCI carried out minor renovations of rooms set aside for KMC and provided basic furniture and equipment.
In collaboration with the CHMT, SCI trained ten master trainers in the principles and implementation of KMC
who in turn trained 140 health workers and worked as a mentorship team to provide continued support. To
generate post-discharge support for mothers practicing KMC, SCI, in collaboration with BBC Media Action,
implemented community and media-based awareness and advocacy activities. Community dialogues were
led by community health volunteers and by mothers who had successfully cared for their LBW infant and
who agreed to champion KMC. Promotion of breastfeeding, hygiene, nutrition and family planning was also
part of the community dialogues and media campaigns. At national level, SCI worked with the Maternal,
Neonatal and Child Health Technical Working Group to promote KMC and to further develop existing
policies, guidelines and training packages.
By the end of project implementation in March 2018, SCI reported that 2,817 mother-infant pairs in the 27
health facilities supported by SCI had been enrolled in KMC. An external evaluation commissioned in March
2018 found that 85 percent of LBW infants in sampled facilities were enrolled in KMC compared to only 20
percent at baseline. The average length of stay in the health facility for mother and infant had decreased
considerably, and the average rate of weight gain of the infants had increased. SCI reported that the neonatal
mortality rate in the participating health facilities had decreased from nine percent to three percent during
the implementation period, but this cannot be credibly attributed to the introduction of KMC and it is
furthermore not confirmed with DHIS2 data.
Site visits by the evaluation team to health facilities and interviews with SCHMT staff confirmed that spaces
for KMC had been created and equipped in many health facilities. Bungoma County Hospital which has by
far the highest number of births and referrals of LBW infants had only four beds for KMC which was
considered insufficient by staff. Webuye Hospital had eight beds, but on two separate visits only two were
occupied. KMC was also observed in Chwele and Mt Elgon hospital and SCHMT staff in two sub-counties
reported that it was in use in four facilities in each sub-county. In some facilities visited, however, the KMC
rooms were being used primarily as overflow rooms for regular postnatal care. Bungoma County CHMT staff
confirmed that the support of SCI had significantly increased the use of KMC in the county. DHIS2 data do
not show a decrease in neonatal mortality during the project period which should, however, not surprise.
Among the births reported by health facilities in Bungoma County to DHIS2 each year, only about four
percent had a birthweight below 2,500 g. A decrease in mortality among these LWB infants would not
necessarily have shown in the overall neonatal mortality statistic.
According to reports from SCI that were confirmed in interviews with the Division of Family Health of the
national MOH, the experience of the CICF project in Bungoma County contributed to the discussions and
outputs of the Maternal, Neonatal and Child Health Technical Working Group.
Conclusions
The CICF KMC grant to SCI contributed to the improvement of newborn care in Bungoma County, together
with the CICF grant to MKU and the health systems support provided by the MANI programme. The
contribution to national policies and guidelines was also confirmed in interviews, although all MOH
documents that mention KMC available on the MOH website predate the initiation of the project, and
several other large organisations, including UNICEF, were active in the promotion of KMC.
The only question raised is why the promotion and initiation of KMC was not, from the start, an objective of
the MANI programme, as it was part of the UNICEF programme implemented in the first years of the DFID
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MNH programme. This was clearly an oversight in programme planning, creating a gap that was fortunately
closed by the CICF grant.
The KMC project of SCI was relevant and successful but not necessarily a good candidate for innovation
challenge funding.

GRANT R2/005(2): ELECTRONIC PARTOGRAPH
Partographs are graphic records to monitor the progress of the first stage of labour in the form of a curve
on a graphic paper plot to establish signals for timely decisions on when a referral is advisable or an
intervention for the stimulation of labour, an assisted delivery or a C-section should be considered.
Completed partographs in the charts of women who delivered or were transferred to a higher-level facility
are frequently used as criteria in quality audits of maternity services. It is, however, well known that in many
maternity wards, partograph forms are completed post hoc after delivery or at the time of referral using
standardised curves in order to generate orderly records meeting the requirements of supervisors or quality
controllers.28 This may be the main reason why a systematic review of studies about the use of partographs
in maternity care did not find any convincing evidence for the effect of partograph use in standard labour
management.29
Under a Round 2 scaling grant, SCI conducted an implementation research study from March 2017 to March
2018 to test whether a change to a digitalised version of the standard WHO partograph (e-partograph) would
result in increased usage and improved birth outcomes. In a baseline survey of 1099 birth records in
Bungoma County, SCI found that only 46% of the births had been monitored using a partograph, and only
eight of the partographs were filled completely.
The study was submitted by SCI to CICF as an application for an innovation grant, but after review by the
Grant Selection Committee (GSC) it was decided to fund it as a separate project under the scaling grant for
KMC (see above). There was no distinct grant number for the project and indirect and human resource costs
were merged in the overall grant budget. The budget for direct activities linked to the outputs and outcomes
of the study was GBP 76,748, about 21 percent of the combined activity budget of the grant.
The e-partograph was tested in 15 health facilities of Bungoma County while 15 matched facilities were
included in the study as control sites. The standard partograph form together with its alert points was
translated into a cloud-based electronic application and maternity wards were supplied with tablet
computers in which the progress of labour for each woman could be entered in real time. When critical
deviations from standardised progress curves occurred or when there was a failure to enter the next set of
data, alarms would sound. Additional tablets were provided to clinical supervisors who could follow the
progress of labour of all women in the maternity ward in real time, intervene if necessary, or call up the
record when attendants in the maternity ward asked for assistance.
Results
The study was implemented over a period of ten months from March to December 2017 and evaluated in
the combined external evaluation of KMC and e-partograph interventions commissioned by SCI in March
2018. The evaluation found that the e-partograph was well received by nurses and midwives. Use of
partographs in the sampled facilities increased slightly, although the large majority of these were paperbased (51% of deliveries). Only four percent of deliveries were monitored using the electronic version.
28

(e.g.) de Sardan JPO, et al. (2017). Travelling models and the challenge of pragmatic contexts and practical norms:
the case of maternal health. Health Research Policy and Systems. 15(Suppl 1):60
29
Lavender T et al. (2018). Effect of partograph use on outcomes for women in spontaneous labour at term and their
babies. Cochrane Systematic Review
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Where used, the e-partographs were more likely to be correctly completed (81% compared to 27% of the
paper-based version). Maternity outcomes were not evaluated. An assessment by SCI using the WHO
checklist for scalability concluded that the study had not generated sufficient evidence to support the
introduction and scaling the innovation.
The software platform and the cloud database were managed by SCI. According to staff interviewed by the
evaluation team, the project experienced significant problems with internet connectivity and software
problems. Interviewed supervisors of the Bungoma and Webuye Hospitals which were part of the
intervention arm of the study were enthusiastic about the ability to monitor case room activities and
intervene in problem deliveries in a timely manner through their link via the e-partograph platform, but they
also acknowledged that there was some resistance among clinical staff who found that the alarm sounds in
a short-staffed delivery room were disturbing (‘shall I attend to the mother in labour or to the beeping
partograph’), and who sometimes viewed the applications as control rather than decision-support
instruments.
Conclusions
An innovation challenge fund has to accommodate the possibility that a funded innovation will fail to
generate a sustained adoption. The failure of the pilot to introduce the e-partograph in Kenyan hospitals is
therefore a result that is acceptable and able to generate lessons for the future.
However, as in other CICF projects reviewed by the evaluation team, the question is raised whether a
challenge fund is an appropriate instrument to fund research. A research funding programme would
arguably have reviewed the proposal by SCI according to different standards of good research practice. This
may or may not have changed the outcome, but it would at least have resulted in a documentation of the
evidence for or against e-partograph use that would be acceptable as a meaningful contribution to
knowledge for the improvement of maternity care in Kenya, in the region, and globally.

GRANT R2/006: UTERINE BALLOON TAMPONADE
Postpartum haemorrhage (PPH) is the most common cause of maternal mortality in Kenya accounting for
an estimated 40 percent of all (direct and indirect) maternal deaths in 2014.30 PPH is most commonly caused
by the failure of the uterus to contract after delivery, so-called uterine atony. Routine management of PPH
due to uterine atony includes uterine massage and the administration of uterotonic drugs. If these fail to
stop the bleeding, surgical intervention is required but it is often not available at all or in a timely manner,
especially in rural Kenya. Inserting a balloon into the uterus and filling it with water, so called uterine balloon
tamponade (UBT) exerts pressure on the uterine walls and can rapidly stop the bleeding, avoiding blood
transfusions and saving the mother’s life. In 2012, WHO recommended that ‘if women do not respond to
treatment using uterotonics, or if uterotonics are unavailable, the use of intrauterine balloon tamponade is
recommended for the treatment of PPH due to uterine atony.’ The recommendation further states that ‘the
use of intrauterine balloon tamponade can potentially avoid surgery or could be used as a temporising
measure while awaiting transfer to a higher-level facility’. 31 A modelling study published in 2017 estimated

30

MOH (2017). Saving Mothers’ Lives: Confidential Inquiry into Maternal Deaths in Kenya
WHO Reproductive Health Library (2012) WHO recommendation on the use of uterine tamponade for the
treatment of postpartum haemorrhage.
31
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that the use of UBT in sub-Saharan Africa could potentially reduce the regional maternal mortality ratio by
11 percent.32
UBT devices have been available since the turn of the century, including fully-assembled commercial devices
that can cost up to USD 250 as well as a number of low-cost options. Among them is a gravity-filled fully
assembled balloon device developed by a South African company in collaboration with PATH and available
at a cost ranging from USD 5 to 15,33 and a kit for the assembly of a syringe-filled balloon made up of a male
condom, developed by the Massachusetts General Hospital (MGH) Division of Global Health Innovation
under the name of ‘Every Second Matters UBT’ (ESM-UBT) that is available for less than USD 5. According to
information posted on the MGH website, the ESM-UBT kit has been used since 2010 in research or
implementation projects in 12 countries.34

The ESM-UBTTM kit (Source: MGH)

In June 2016, the MGH was awarded a CICF scaling grant to introduce and promote the uptake of the ESMUBT kit in maternity care facilities initially in Turkana, Garissa, Kakamega and Bungoma Counties, later scaled
up to 12 counties. The grant ended after a no-cost and a cost extension in March 2019 with a total grant
budget of GBP 821,086. The grant-funded project was implemented by the Kisumu Medical and Educational
Trust (KMET), an organisation that specialised in promoting reproductive health with a focus on adolescent
girls and young women in partnership with the MOH and medical training institutions. Among its activities,
KMET operates a private hospital in Kisumu, a microfinance facility for young women as well as a production
and distribution facility for low-cost reusable sanitary pads. KMET started to collaborate with the MGH in
the promotion of ESM-UBT in 2012, initially in private health facilities. Early collaboration with the MOH
resulted in a draft communiqué issued by the MOH and UNFPA in 2014 entitled ‘Ending preventable
maternal and mortality in Kenya: Accelerating use of uterine balloon tamponade to improve management
of post-partum haemorrhage in the 47 counties in Kenya.’ According to interviewed KMET staff it was
finalised and adopted in 2018 but it is not available on the MOH website. The Kenya Obstetrical and
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Herrick T, et al. (2017) A low-cost uterine balloon tamponade for management of postpartum hemorrhage:
modeling the potential impact on maternal mortality and morbidity in sub-Saharan Africa. BMC Pregnancy and
Childbirth. 17:374
33
PATH (2017). Advancing the Ellavi uterine balloon tamponade (UBT)
34
https://www.massgeneral.org/emergencymedicineglobalhealth/initiatives/Low_Cost_HighYield_Technologies.aspx
(accessed 23/5/19)
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Gynaecological Society endorsed the use of UBT in 2016 and recommended that all counties ‘operationalise
training, procurement and provision of the technology in all health facilities where it is needed’.35
For the CICF scaling project, MGH managed the funds and provided technical support and programme
oversight, budgeted at about 30 percent of total project costs. KMET, in collaboration with the MOH,
implemented all training, promotional and marketing activities. With support from ELMA Philanthropies, a
US-based Foundation, KMET established a social enterprise, the Centre for Maternal Health Innovation
Limited (CMHI) that assembles and markets the ESM-UBT kits.
Results
KMET successfully established the CMHI and has distributed and sold ESM-UBT kits in 20 counties.
Interviewed staff reported that according to data extracted from facility registers, 654 kits had been used at
the time of the evaluation. They estimated that the rate of under-reporting is high, because inventory
monitoring indicated that the number of used UBT kits was likely above 1,000. The evaluation team
requested a copy of the inventory database but did not receive it. Introduction of the kits in the eight
counties that are additional to the CICF portfolio was funded by other international partners. The Kenya
Medical Supplies Authority (KEMSA) has included ESM-UBT kits in its range of products and several counties
have included the procurement of the kits in their health budgets. The kits are sold to the public sector at a
cost of KSh 1,000 against material costs estimated in the CICF budget at about KSh 230.
The CICF-funded project had a research arm that included the follow-up of women treated with UBT after
discharge from the maternity ward. However data were still being analysed at the time of the evaluation
and were not available to the evaluation team.

The CMHI at KMET

Meanwhile, the CMHI has expanded its product range by marketing a complete PPH management kit that,
in addition to the ESM-UBT kits, includes all required materials for the clinical management of PPH, including
gloves, intravenous solutions, catheters and giving sets. These are already being procured by several
counties. The scope of the in-service training provided by KMET in collaboration with MOH has also increased
to comprehensively cover the management of PPH, and negotiations with medical training colleges are ongoing to include this as a pre-service training module.

35

KOGS Resolution of 19th February 2016.
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In meetings with the evaluation team CHMT officials in Kakamega and Bungoma County confirmed that the
counties were committed to rolling out UBT to all health facilities providing maternity services and have
included the ESM-UBT kits in their procurement plan. Facilities visited by the evaluation team in November
2018 and in April 2019 reported that kits were in stock. Uncontrolled PPH is not a common event, so the
reported number of times the kits had been used in any facility were generally in the low one-digit range.
Strengths and weaknesses of the CICF as experienced by KMET
KMET staff considered the CICF as one of the best funders of their initiative because it funded a
comprehensive package including advocacy, training, supply, monitoring and supportive supervision. Other
funders often only focus on one aspect, training or supply of kits. Their financial support usually has to be
supplemented with other resources for effective implementation.
The support by CICF management was appreciated. ‘They were with us in the field and they visited us
frequently for discussions about our programme needs and our strategy; they were very responsive.
Sometimes, however, we felt that it was too much, especially the financial monitoring which took a lot of our
time and sometimes distracted us from our objective of saving lives’. Reporting and controls often seemed
repetitive, with different groups of CICF management asking the same questions that had already been
answered to others.
The human resource budget restrictions of the CICF grants affected implementation. KMET staff stated that
they could not have implemented the project and obtained the same level of results with CICF funding alone.
KMET needed to use funds from other sources to fully finance the human resource requirements of the
project.
Conclusions
The project to scale-up UBT in Kenya was highly successful, providing timely input to bring an on-going effort
by multiple national and international partners to scale. The technology is appropriate and has the potential
to contribute to a reduction of maternal mortality in Kenya. The portfolio of interventions supported by CICF
which included health worker training in collaboration with the MOH, advocacy at central and county level,
support to budget planning at county level, and business planning for the production and commercialisation
of the ESM-UBT kits triangulated well with programmes of other international partners to generate an
outcome that has a high probability of being sustainable.
Administrative costs of the project were high because the grantee was a US-based organisation, which may,
however, be justified by its considerable experience in introducing the innovation in maternity care in many
countries. Furthermore, the fact that the Kenyan partner was a social enterprise specialised in women’s
reproductive health and with considerable business experience and financial management systems
contributed to the success and potential sustainability of the project.
Two interviewees at a health facility in Bungoma and the Kakamega CHMT raised concerns about the
condom-based UBT kits, expressing a preference for pre-assembled balloon devices. The evaluation team
also found that assembling the ESM-UBT devices from the kit, which requires unrolling the condom and
fixing it with two tight ligatures to the infusion catheter, is potentially time-consuming and subject to
mistakes in a high-tension emergency situation, especially when wearing gloves. One respondant stated that
it could only be done properly by a team of two caregivers, which is a problem if a single nurse or midwife
is confronted with a severe bleed during the night shift. The only published randomised controlled trial of
condom UBT reported that among 53 women in the UBT arm, the condom burst or was expelled in two
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cases. 36 The most plausible cause for such an event is incorrect placement or improper fastening of the
ligatures. Increased availability of low-cost pre-assembled UBT devices may eventually threaten the business
model of the KMET CMHI which, at this time, however, is still solid. The issue could potentially also be solved
by developing a different way of attaching the condom balloon to the catheter.

GRANT R2/005: GROUP ANTENATAL CARE
In 2016, WHO issued updated guidelines for antenatal care (ANC) including: ‘Antenatal care models with a
minimum of eight contacts are recommended to reduce perinatal mortality and improve women’s experience
of care’.37 The feasibility of implementing this recommendation, particularly in low-income countries, was
still subject to discussion at the time of the evaluation. In Kenya, the national maternity care guidelines of
201038 still apply, recommending the implementation of the previous WHO model of focused antenatal care
(FANC) which recommended a minimum of four antenatal contacts. Service coverage for the
implementation of the FANC model is still far from complete. The 2014 Kenya Demographic and Health
Survey reported that 57.6 percent of surveyed women reported four or more ANC visits, and only 19.8
percent a visit during the first four months of pregnancy which is recommended in the FANC model.39 DHIS2
data show a gradual increase in the proportion of women adhering to the FANC schedule in Kenya from 36
percent in 2014 to 49 percent in 2018 with slightly higher rates in Kakamega County, the project county,
where the reported increase was from 39 percent to 53 percent.
The project
The project entitled ‘Lea Mimba40: A Group Antenatal Care Model’ was implemented from August 2017 to
April 2019 in cooperation with the Kakamega County MOH by Management Sciences for Health (MSH), a USbased international health advisory company, and the Kenya Progressive Nurses Association (KPNA), a
national professional association of nurses including all cadres. The Finnish company M4ID41 was engaged
with funding from MSH’s own resources to assist in community mobilisation and messaging of Lea Mimba.
The project was funded with a Round 3 CICF grant of GBP 421,903 for a 19-month period from August 2017
to April 2019.
The project tested and evaluated an innovative model of delivering ANC in six hospitals of Kakamega County.
It was expected to improve the quality of ANC services and women’s knowledge and experience of care,
leading to increased ANC uptake and retention. This was based on evidence summarised in the 2016 WHO
ANC guidelines: ‘If the quality of ANC is poor and women’s experience of it is negative, the evidence shows
that women will not attend ANC, irrespective of the number of recommended contacts in the ANC model’.42
Specifically, ANC services provided under the Lea Mimba model would incorporate the women’s
psychological and social needs in the services provided.
Under the Lea Mimba model, cohorts of women registering for their first antenatal visit were grouped by
gestational age and encouraged to join antenatal clubs that would meet in groups during antenatal visits,
jointly receive advice and counselling related to their pregnancy in addition to the individualised clinical
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Dumont A, et al. (2017) Uterine balloon tamponade as an adjunct to misoprostol for the treatment of uncontrolled
postpartum haemorrhage: a randomised controlled trial in Benin and Mali. BMJ Open;7
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WHO (2016). WHO recommendations on antenatal care for a positive pregnancy experience.
38
MOH (2010). National Guidelines for Quality Obstetrics and Perinatal Care.
39
National Bureau of Statistics et al. (2015). Kenya Demographic and Health Survey 2014.
40
Kiswahili for ‘take care of your pregnancy’
41
http://m4id.fi/
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WHO (2016). WHO recommendations on antenatal care for a positive pregnancy experience.
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services, be able to interact and support each other, as well as continue their cooperation outside the health
facility including in small community gardening and other income-generating projects. The increased
visibility of the club members and their interaction with the community were expected to encourage
pregnant women to overcome traditional barriers against early attendance of ANC clinics.43 The group
sessions were facilitated by trained nurses who were members of the KPNA but not necessarily working in
the maternity services. One KPNA member in each facility coordinated the scheduling and follow-up of the
group meetings.
The group ANC model had already been tested and refined with MSH support in Uganda. The CICF-funded
project was designed as an implementation research project with a detailed protocol for monitoring and
evaluation that was budgeted at about 19 percent of total project costs.
Results
Data collected in an end-line community survey were still being analysed at the time of the evaluation
mission and were not available to the evaluation team. According to the latest available monitoring report,
134 clubs had been formed by December 2018, on average, two thirds of enrolled women attended the
group ANC sessions, and the proportion of women who had at least four ANC contacts in the participating
facilities increased from 50 percent at baseline to 71 percent.
In a meeting with the evaluation team, the Kakamega CHMT confirmed that the model was considered a
success and expressed the intention to continue and expand the service once the project had ended. In a
site visit to Malava County Hospital, the interviewed project supervisor and one group facilitator confirmed
that the model was popular with the participating women and well accepted by staff. Although they no
longer received honoraria since the end of the project in the preceding month, they were determined to
continue. Both interviewees were under the impression that the attendance of ANC clinics had increased
but this was not confirmed by the ANC registers nor by the DHIS2 database which did not show a consistent
pattern of monthly increase in the number of new ANC clients nor of the proportion of women attending
four clinics according to the FANC schedule since the start of the project.
Strengths and weaknesses of the CICF as experienced by MSH
US-based MSH project staff was interviewed by telephone. They stated that the CICF offered an opportunity
to test an innovation independent of a larger programme grant which was generally a rare opportunity.
Progress reporting was considered to be well streamlined and not onerous, and Options was responsive to
external constraints, such as the nurse’s strike in 2017. Financial monitoring was, however, felt to be too
heavy and time-consuming.
The main weakness of the grant was the time limitation which was too short for the time that was required
to generate strong evidence, especially as each cohort of participating women had to be followed for a
minimum of six months. Limitations of 25 percent on human resource expenditures were also not
appropriate for this type of project, however MSH had sufficient financial resources to close any funding
gaps and it therefore did not affect the implementation of the project.
Conclusions
Although the evaluation team was not able to assess the results of the group ANC implementation research
project in terms of increasing timely attendance of ANC and completion of ANC according to the FANC
schedule, interviews with service providers and the Kakamega CHMT indicated that the project was
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According to interviewees, only after there was visible evidence could a pregnancy be publicly acknowledged
according to prevailing community norms
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considered successful and the approach would be continued in the county. As with other research projects
funded with CICF grants, the duration of the research was too short which affected this project more than
others, because funding under a Round 3 grant did not permit project extensions because the CICF
programme was closing.

ANNEX 4: DATA COLLECTION INSTRUMENTS
INTERVIEW SCRIPT FOR CICF INNOVATION GRANTEES
This is not a questionnaire.
It is a list of themes to be covered in key informant interviews that are aligned with the evaluation questions
and that will be adapted in each interview to the specific project content and context.
Our objective is to evaluate the CICF programme and not your project. Your project was selected as a sample
for a more in-depth assessment of the relevance, efficiency and effectiveness of the CICF as a special
instrument for development funding implemented by Options under the DFID MNH Programme.
Themes for discussion (generic)
1. What was the innovation for maternal and neonatal health that your project introduced?
2. Would you say that your project introduced ‘local solutions to local problems’? In which way?
3. Did your project contribute to building local partnerships? In which way?
4. Did your project strengthen community engagement in MNH? In which way?
5. What was your experience with applying and receiving CICF funding? (SWOT analysis)
•
•
•
•

What were the strengths?
What were the weaknesses?
Did you see any opportunities in CICF funding (compared to more traditional funding)?
Do you think that CICF funding held any threats (compared to more traditional funding)?

6. Did your project achieve what you set out to achieve? What were the achievements and constraints?
7. Have you been able to document and communicate the achievements of your project achieved?
How? Where?
8. Has it resulted in uptake of innovative approaches or solutions in MNH? How? Where?
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INTERVIEW SCRIPT FOR CICF SCALING GRANTEES
This is not a questionnaire.
It is a list of themes to be covered in key informant interviews that are aligned with the evaluation questions
and that will be adapted in each interview to the specific project content and context.
Our objective is to evaluate the CICF programme and not your project. Your project was selected as a sample
for a more in-depth assessment of the relevance, efficiency and effectiveness of the CICF as a special
instrument for development funding implemented by Options under the DFID MNH Programme.
Themes for discussion (generic)
1. The objective of your project was to scale up an intervention of proven efficacy. How strong was the
evidence for the efficacy? Could you provide the sources for this assessment?
2. Would you say that your project introduced ‘local solutions to local problems’? In which way?
3. Did your project contribute to building local partnerships? In which way?
4. Did your project strengthen community engagement in MNH? In which way?
5. What was your experience with applying and receiving CICF funding? (SWOT analysis)
•
•
•
•

What were the strengths?
What were the weaknesses?
Did you see any opportunities in CICF funding (compared to more traditional funding)?
Do you think that CICF funding held any threats (compared to more traditional funding)?

6. Did your project achieve what you set out to achieve? What were the achievements and constraints?
7. Has the intervention your project implemented been replicated or scaled-up? How? Where?
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INTERVIEW SCRIPT FOR CICF MANAGEMENT AND ADVISORS
This is not a questionnaire.
It is a list of themes to be covered in key informant interviews that are aligned with the evaluation questions.
It serves as a basis for discussion with staff of Options and KPMG, as well as members of the CICF Grant
Selection Committee.
Our objective is to evaluate the implementation by Options and KPMG of the CICF as a special instrument
for development funding.
Themes for discussion (generic)
1. In your views, did the innovation grants of the CICF generate a body of innovative solutions that were
adapted to the Kenyan context?
2. Can you rank the innovation grants according to your assessment from those with the highest
potential to those that you consider less successful or even a failure? (and explain the ranking)
3. The CICF funded five interventions for scale-up: Maternity waiting homes; quality improvement
teams; co-owned community clinics; kangaroo mother care; and uterine balloon tamponade.
• Were you convinced of the strength of evidence for the efficacy of these interventions
when you decided to support their scale-up?
• On what did you base this conviction?
4. One of the objectives of the CICF was to involve national NGOs and local community-based
organisations in implementing projects funded with CICF grants.
1.
To what extent did the Fund achieve this objective?
5. Based on your experience with implementing the CICF, can you talk about the strengths, weaknesses,
opportunities and threats of using a Challenge Fund as an instrument in development:
1.
Strength:
2.
Weakness:
3.
Opportunity:
4.
Threats:
6. Selecting projects to be funded by the CICF required a three-stage filtering effort in which about 97%
of applicants were rejected.
1.
Are you satisfied that in this filtering process the best applications were selected?
Could it be done differently and better?
7. In your opinion, did the results of the CICF justify the effort that went into generating the more than
600 proposals as well as your efforts in filtering them?
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ANNEX 5: CICF GRANT SELECTION CRITERIA
5.1.1 Innovation competition
CRITERIA

5.1.2 Scaling competition
WEIGHT

CRITERIA

WEIGHT

Innovation

20%

Innovation

20%

Capacity

20%

Capacity

20%

Impact on MNH

20%

Impact on MNH

25%

Sustainability and scalability

15%

Sustainability

10%

Value for money

10%

Value for money

10%

Results framework

15%

Results framework

15%

1

CRITERIA

INNOVATION WINDOW

Innovation

-introduce, test, and facilitate bold new ideas
to strengthen health service delivery and or
access to and uptake of health services,
clearly differentiated from existing
approaches in the specific location (max 8
marks);
-demonstrate that the proposed solution
offers a creative approach to the problem
outlined (max 5 marks);
-a set of interventions that include processes
necessary to build sustainable
implementation capacities (max 7 marks);

2

Capacity

3

Impact on
MNH

4

Sustainability
and / or
Scalability

- evidence of sufficient technical skills,
experience and leadership in relevant
knowledge area to deliver the innovation
(max 6 marks);
- technical, governance and financial capacity
to transparently, accountably and practically
deliver the innovation (max 6 marks);
- demonstrate support and/or engagement
of local/county partners in project design,
implementation, and evaluation (max 8
marks);
-clearly establish which objectives the
proposed innovation is contributing towards
(max 5 marks);
-demonstrate how the proposed activities
link to the objectives (max 10 marks);
-illustrate the linkage between proposed
activities and objectives in a theory of
change framework (max 5 marks);
-does the innovation demonstrate inputs
from a range of stakeholders and reflect
management of stakeholder expectation
(2marks);

hera / Final summative report / January 2020

SCALING WINDOW
- credibility; do the results demonstrate that
the innovation works; how sound is the
evidence, phased implementation while
documenting learning (max 10 marks);
-transferability; how appropriate is the
innovation for application/adaptation to
different settings, as required by scale-up
(max 5 marks);
-compatibility; is the innovation to be scaled
up compatible with current Health system
policies/strategies, what components of the
innovation require local adaptation to be
relevant to the local context; does the
innovation to be scaled up offer
opportunities for new services and or
products (max 5 marks);
- evidence of sufficient technical skills,
experience and leadership in relevant
knowledge area to deliver the innovation
(max 6 marks);
- technical, governance and financial capacity
to transparently, accountably and practically
deliver the innovation (max 6 marks);
- demonstrate support and/or engagement
of local/county partners in project design,
implementation, and evaluation (max 8
marks);
-clearly establish which objectives the
proposed innovation is contributing towards
(max 5 marks);
-demonstrate how the proposed activities
link to the objectives (max 15 marks);
illustrate the linkage between proposed
activities and objectives in a theory of
change framework (max 5 marks);
-does the innovation demonstrate inputs
from a range of stakeholders and reflect
management of stakeholder expectation
(max 2 marks);
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CRITERIA

5

Value for
money

INNOVATION WINDOW
-does the innovation address a known
(evidence based) need, persistent problem
or a policy priority; does the innovation have
relative advantage over existing practices
(3marks);
-does the innovation demonstrate
compatibility with current Health system
policies/strategies. (2marks);
-is the innovation being tested in the type of
service delivery points and institutional
settings in which it would be scaled up
(2marks);
-demonstrate that the innovation considers
resources (sustainable financing, human
resource and systems) that are expected to
be available at scale (3marks);
-does the innovation demonstrate
generation of evidence for scale up
(3marks);
Economy: The VFM criteria for measuring
economy will be: (i) management fee as a
proportion of funds disbursed to grantees;
(ii) additional monitoring & evaluation cost
as a proportion of funds disbursed to
grantees
(iii) To what extent is the proposal’s budget
clear and detailed?
(iv) To what extent is the proposed
expenditure sufficient and necessary for the
implementation of the project? (2marks);
Efficiency: To track the efficiency of the fund
the following indicators will be measured:
(i) average cost of project implementation as
a proportion to management fee;
(ii) share of cost as a proportion of funds
committed to project implementation.
(iii) To what extent is the allocation of
resources to the different partners and work
packages appropriate and balanced in view
of the achievement of the objectives of the
proposal? (5marks);
Effectiveness: The effectiveness of the fund
will be tracked using cost of project
implementation relative to the project’s
contribution to fund objectives e.g.
(i) cost per percentage point increase in
maternal death averted, cost per percentage
point increase in maternal death averted
over past 12 months,
(ii) cost per percentage point increase in
skilled birth attendance, cost per percentage
point difference in skilled birth attendance
rate over past 12 months
(iii) cost per percentage point difference in
obstetric case fatality rate over past 12
months. (3marks);
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SCALING WINDOW
-does the innovation demonstrate a fit with
existing policies/strategies (max 2 marks);
-demonstrate that the innovation considers
resources (sustainable financing, human
resource and systems) for effective scale up
(max 2 marks);
-demonstrate that the project has taken into
consideration norms, values and culture of
the implementing context (max 2 marks);
-does the implementation of the innovation
include an exit strategy plan (necessary
policy engagement, financial support and
advocacy strategies) (max 2 marks);

Economy: The VFM criteria for measuring
economy will be: (i) management fee as a
proportion of funds disbursed to grantees;
(ii) additional monitoring & evaluation cost
as a proportion of funds disbursed to
grantees
(iii) To what extent is the proposal’s budget
clear and detailed?
(iv) To what extent is the proposed
expenditure sufficient and necessary for the
implementation of the project? (2marks);
Efficiency: To track the efficiency of the fund
the following indicators will be measured:
(i) average cost of project implementation as
a proportion to management fee;
(ii) share of cost as a proportion of funds
committed to project implementation.
(iii) To what extent is the allocation of
resources to the different partners and work
packages appropriate and balanced in view
of the achievement of the objectives of the
proposal? (5marks);
Effectiveness: The effectiveness of the fund
will be tracked using cost of project
implementation relative to the project’s
contribution to fund objectives e.g.
(i) cost per percentage point increase in
maternal death averted, cost per percentage
point increase in maternal death averted
over past 12 months,
(ii) cost per percentage point increase in
skilled birth attendance, cost per percentage
point difference in skilled birth attendance
rate over past 12 months
(iii) cost per percentage point difference in
obstetric case fatality rate over past 12
months. (3marks);
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CRITERIA

6

Results
framework

INNOVATION WINDOW
-is there a coherent relationship between
implementation activities and the fund
objectives (5marks);
-does the innovation contain objectively
verifiable indicators that are linked to the
fund objectives (5marks);
-is the M&E framework appropriate e.g. does
it enable measurement of outcomes and
attribution against project indicators
(5marks);

SCALING WINDOW
-is there a coherent relationship between
implementation activities and the fund
objectives (5marks);
-does the innovation contain objectively
verifiable indicators that are linked to the
fund objectives (5marks);
- is the M&E framework appropriate e.g.
does it enable measurement of outcomes
and attribution against project indicators
(5marks);

Source: KPMG (2015). CICF Programme Management Manual

hera / Final summative report / January 2020

54

