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QUARTER 2 2018 INSIDER REPORT

LETTER FROM THE DIRECTORS
Dear Insiders,
This has been one of our most exciting quarters to date! After years of planning, we have launched
our program expansion, doubling the population we serve. In partnership with the Ministry of
Health, we have brought in 3 new facilities to our quality improvement process, trained 100+
Community Health Workers, and are now reaching a population of 60,000 with our community-led
health model.
At the same time, we’ve continued our
obstetric hemorrhage initiative – reaching
15 facilities across a population of over
150,000. The initiative uses the nonpneumatic anti-shock garment, which acts
as a full-body tourniquet, giving the
patient 72 additional hours to receive
advanced care. Every week, we have more
cases of mothers’ lives that are saved by
this initiative.
Mothers like Achieng, who sustained a
severe cervical tear while delivering her
fifth child, and needed to be transferred to
a facility that would be able to treat her.
Thanks to the garment, clinicians had
enough time to transport her to a surgical
facility, saving her life, and ensuring that she would have the opportunity to celebrate
Every birth is profound, and we have the honor to ensure mothers and babies experience this
miracle in dignity and safety. Our work over the last few months has proven that we have the
capacity to impact many more lives. Thank you for standing with us as we declare: every mother
deserves health!
In Solidarity,

Ash Rogers, Executive Director & Julius Mbeya, Managing Director

EXECUTIVE SUMMARY
Community-Led Health
Page 4
● We achieved a 98% skilled delivery rate, compared to the 53% county average.
● We trained a new cohort of 118 Community Health Workers, increasing our total cadre to 201.
● Community Health Workers began distributing home-based contraceptives and were trained on the
administration of the contraceptive injection Sayana Press.
● We trained 90 medical staff across 15 facilities on the application of the non-pneumatic anti-shock
garments (NASG).
● In partnership with Marie Stopes International we now provide permanent contraceptive methods.
● 12 villages passed and received official Ministry of Health Open Defecation Free status.
Health Systems Strengthening
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● We doubled the catchment area of our community-led health model, reaching a population of 60,000.
● We joined the national Maternal Neonatal Health Working Group, where we are sharing our communityled health model with the team responsible for shaping national health policy.
● We are advocating for the inclusion of the NASG in the national Emergency Obstetric Care curriculum.
● We collaborated with the county government to develop their Multisectoral Adolescent and Youth Sexual
and Reproductive Health Action Plan.
Lwala Community Hospital
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● The World Health Organization conducted an assessment of our immunization program for the national
government, and selected Lwala Hospital as a leading care provider in the region.
● Lwala purchased a new ambulance, improving the turn-around time for emergency referrals.
● Our new staff housing units are now complete, and will be ready for residents to move-in in early July.
Education
Page 29
● We reached 503 young people during the April school holiday through our sexual and reproductive
health and education programming, which included information on the risks of cross-generational sex.
● 13 School Boards of Management submitted development plans this quarter, and we are supporting the
boards to lobby the county government for funding.
Economic Empowerment
Page 33
● 485 individuals who were enrolled into the Village Enterprise curriculum received grant disbursements.
● 14 community members joined the Lwala Community Bank, bringing total membership to 149. We trained
21 of these members on financial management to improve the utility of the loans.
Measurement
●
●
●
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We have joined the Migori County Monitoring and Evaluation Technical Working Group to influence the
broader data collection and management systems in Kenya.
A Community Health Worker supervision dashboard was added our CommCare/Salesforce system to
improve supportive supervision.
As part of our program expansion evaluation, we have surveyed 1,100 households.

Leadership
Page 38
• Our Managing Director, Julius Mbeya and one of our traditional birth attendants were interviewed about
our expansion and success in curbing infant mortality by NTV, a leading news channel in Kenya.
Staff Spotlight & Beneficiary Story
Page 39
• Avryle Omollo relishes the opportunity to make healthcare affordable for everyone.
• An HIV-positive mother actively seeks antenatal and post-natal care to prevent transmission to her son.
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COMMUNITY-LED HEALTH
Through eleven years of innovation, Lwala has developed a community-led health model that is
uniquely positioned to drive systems change. Lwala Community Hospital and its associated
community-based programs have served as an innovation hub and center of excellence, proving that
when communities lead change is drastic and lasting.
Our community-led health model centers on four key pillars:
Community Committees - We organize community committees to launch their own health
initiatives around water, sanitation, and hygiene (WASH), HIV, and nutrition. We also train
community members to participate on the governance committees of public health centers and
equip them to hold the health system accountable.
Community Health Workers - Through community-led recruitment, Lwala identifies and trains
traditional birth attendants as Community Health Workers. Instead of seeing traditional birth
attendants as barriers to facility deliveries, Lwala brings them in to the formal health system.
Traditional birth attendants are trained, paid, and supervised as Community Health Workers, who
then track, screen, treat, and refer every pregnant mother, child under-5, and person living with
HIV.
Health Centers - Then, we provide onsite quality improvement support and training to government
health facilities. This support employs a quality improvement framework built around the World
Health Organization’s six building blocks of health systems: service delivery, health workforce,
information systems, supply chain, finance, and governance. The evidence and refinement of our
quality improvement model emanates from Lwala Community Hospital. We run this hospital in
partnership with the Ministry of Health and it stands as our center of excellence and training
ground for government clinicians.
Data - We digitally-empower our Community Health Workers by equipping them with a mobile
application that allows them to monitor their caseload and receive real-time decision support. This
model is especially important for children living with sickle-cell anemia, HIV, or otherwise have
compromised immune systems. Our approach ensures that health problems, including nutritional
deficiencies, are identified early, and prioritized by the health system.
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Community Health Workers
A core aspect of our model is transforming one of the formal health systems’ greatest competitors—
traditional birth attendants—into its greatest advocate.
Traditional birth attendants have provided care to their neighbors for generations but are often
stigmatized or criminalized by the formal health system. These change-agents hold tremendous
buy-in amongst the communities they have served for generations, shaping opinions on birthing,
family planning, breastfeeding, and HIV. We recognize the influence they have on health-seeking
behavior, and recruit, train, supervise, and pay these community members as professionalized
Community Health Workers. By professionalizing traditional birth attendants, we then introduce
the people they serve to the formal health system as well. Traditional birth attendants seek out every
pregnant woman, child under-5, and person living with HIV and ensure that they receive crucial
medical care and facility services.
Community Health Worker Training and Expansion – This quarter we took a crucial step forward
in the pursuit of a county-wide expansion of our community-led health model. We are working with
the Migori County Ministry of Health to scale our community-led health model to reach the one
million people living in our county. In late June, we trained a new cohort of 118 Community Health
Workers, comprised of 16 former traditional birth attendants and 102 government Community
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Health Volunteers. This brings our total number of Community Health Workers to 202. The initial
weeklong training covered maternal and child health, nutrition, sexual and reproductive health, and
water, sanitation, and hygiene. This core knowledge will be reinforced with targeted trainings on
each of those elements throughout the next quarter. Each training module is guided by the
Community Health Worker curriculum that we developed last year to codify our core drivers of
success into a training package to facilitate replication.
Community Health Worker Professionalization – In alignment with our organizational
philosophy, we are professionalizing the Community Health Worker role through payment and an
active supervision structure. Through collaborative partnerships with peer organizations, such as
RAPADO, Community Health Workers are paid. Community Health Workers will receive tablets
equipped with the Lwala Mobile Application to track household information, collect data, and
manage priorities.
Community Health Worker Home-Based
Care – 12,003 individuals are regularly
provided care by our Community Health
Workers. The Community Health Worker
service package is constantly evolving to
provide a more robust suite of services to
community members in their homes. In
April, we trained 82 Community Health
Workers on maternal and newborn health
with a focus on communication skills.
Building rapport while confronting
sensitive topics is crucial to success in the
Community Health Workers’ role. The
training provided strategies for breaching
difficult subjects, such as HIV and
malnutrition with mothers, including reading
body language and framing topics positively.

A Community Health Worker on a home visit.

In April, Lwala rolled-out home-based pregnancy testing to women across our catchment area with
40 Community Health Workers. This service empowers women to be proactive about their own
prenatal health care, and has been positively received by the community. Following our successful
roll-out of home-based distribution of contraceptive pills and condoms earlier this year, we trained
73 Community Health Workers to administer the contraceptive injection Sayana Press, expanding
the range of contraceptive offerings they can distribute at home. After a secondary mentorship
session to ensure proper delivery, Sayana Press will be consistently available during household
visits starting in July, along with the other methods already available for home distribution.

Child Health
6,661 children are regularly provided care by our cadre of 83 Community Health Workers. The 118
new community health workers will begin enrolling children, mothers, and HIV-positive
individuals next quarter. During their monthly household visits, Community Health Workers
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provide comprehensive health services, track growth, ensure on-time immunizations, make referrals
to the hospital as needed, advise on healthy household behaviors, and diagnose and treat malaria.
Clinical Outreach – To expand the accessibility of pediatric healthcare, we conduct clinical outreach
events at common social gathering spaces such as schools and soccer fields, offering standard
healthcare services, such as immunizations and growth monitoring. With collaboration between
Lwala Community Hospital and two of the government health facilities that we support, we
conducted 48 clinical outreach events reaching 5,784 patients this year.

Immunization – Community Health Workers
are dedicated to ensuring that all children in
our communities are vaccinated, and as a
result we have maintained a rate of 96% of
children fully immunized throughout 2018.
This is significantly higher than the county
rate of 57% (DHS 2014). Community Health
Workers even collaborate with Lwala
Community Hospital nurses to bring vaccines
to individual homes, preventing any children
from slipping through the cracks.

Under-5 and Infant Mortality
Deaths per 1000 births

Child Survival – Under-5 deaths in our
communities are 64% lower than the
regional average – 29.5 deaths per 1,000
compared to 82 per 1,000. The infant
mortality rate in our communities is
13.6/1,000 live births, a rate that is 73%
lower than the regional average. This data
comes from a study led by the Vanderbilt
Institute of Global Health. It uses a crosssectional survey design that is part of a
longitudinal analysis. The sampling frame
factored in approximately 6,000
households and sample size was
calculated using a binomial test to
compare one proportion to a reference
value. For survival analysis, Cox
regression models with clustering at the
household level were used to estimate hazards
ratios. We will continue to gather this data
over time.
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Malaria Community Case Management – Equipped with rapid diagnostic tests and medication, our
Community Health Workers have provided home-based malaria care to 141 children this quarter,
and 261 children this year. In addition, we treated 183 children for malaria at Lwala Community
Hospital this quarter, for a total of 623 this year. Between hospital- and home-based care, we have
treated 884 children for malaria so far in 2018. The burden of malaria decreased significantly in
mid-2017 thanks to wide-spread indoor residual spraying by the Ministry of Health. To continue
decreasing the malaria risk in our region, we advocated for the Ministry of Health to repeat the
spraying program, which they did successfully in March of 2018. As a result, the number of cases
has reduced, with 933 malaria cases seen in the same time period last year, compared to 884 this
year.
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Elimination of Mother-to-Child Transmission of HIV – Every pregnant woman is tested for HIV at
her first antenatal care visit and again during labor. This allows us to enroll every baby born to an
HIV-positive in the Elimination of Mother-to-Child Transmission (eMTCT) component of our HIV
program. This program provides the mother with specialized support throughout her pregnancy
and/or immediately following birth. During monthly meetings, hospital staff lead educational
sessions on drug adherence, infant feeding, and nutrition. In addition, an HIV-positive mentor
mother provides counseling and support to encourage women to accept their status and be
proactive about HIV care. So far in 2018, we have enrolled 31 mother-child pairs into this program
providing Highly Active Retroviral Therapy and psychosocial support, bringing our total cohort to
176 mother-child pairs. We will continue to track and provide targeted support to these families
until the children reach 18-months, at which time we can confirm their HIV status. In 2017, only one
child in the eMTCT program turned HIV-positive, and we are striving to outdo this performance by
achieving a 100% eMTCT rate in 2018. We are on track to achieve this goal with 84 HIV-exposed
infants reaching 18-months and testing negative so far in 2018.
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Tramuto Foundation / Health eVillages Nutrition Initiative
Preventing and treating malnutrition is key to setting the foundation for greater health and life
outcomes. Our Community Health Workers track every child under-5 within our community and
screen their households for malnutrition vulnerability. Acute cases are referred to the facility
nutritionist for advanced care and both acute and chronic cases are enrolled into our gardening for
nutrition program.
This program is designed to treat the root-cause of malnutrition – food insecurity – through practical
gardening training, nutrition principles lessons, and seed input support. So far in 2018, we have
enrolled 673 clients in the program, 533 of which are mother-child pairs and 140 of which are
HIV-positive clients. All of these individuals also receive routine care and support from a
Community Health Worker on an ongoing basis.
As we scale our community-led health model throughout Migori County, the nutrition initiative will
expand in turn. In late June, we began screening children in the expanded catchment area for
malnutrition vulnerability and provided them with their first batch of nutritional supplements when
appropriate. We referred every case identified to the respective facility for treatment. These newly
identified cases will be the first to be managed and treated by the new cohort of Community Health
Workers.
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Maternal Health
So far this year, we have
achieved a skilled delivery rate
of 98%, exceeding our average
performance of 97% skilled
deliveries over the past three
years. We owe this high rate to
the diligence of our Community
Health Workers, many of whom
were former traditional birth
attendants, as they support
mothers to create delivery plans,
accompany women to the
facility, and secure emergency
transport when necessary.

Skilled Delivery Rate
98%
92%96%94%97%97%97%
53%

47%

26%

There are 4,580 mothers enrolled in our maternal and child health program, 575 of whom are also
enrolled in our community-based HIV program. Through these programs, mothers are visited
monthly by a Community Health Worker who screens for danger signs in pregnancy, malnutrition,
and poor treatment adherence. Community Health Workers also provide breastfeeding support,
counsel about family planning options, and encourage women to visit the facility for antenatal care
and deliveries.
Antenatal Care – So far in 2018, 76%
of mothers enrolled in our maternal
Rate of 4+ Antenatal Care Visit
and child health program attended at
Completion
least four antenatal care visits before
100%
delivery. This significantly exceeds
the county rate of 56%. We are
78%
80%
76%
incentivizing antenatal care by
61%
distributing a baby pack, including a
56%
60%
hat, socks, and a blanket to women if
they attend four more antenatal care
40%
visits. Women whose first visit occurs
in the first trimester of pregnancy
20%
receive a bonus item in their baby
2014 County
2016
2017
2018
pack – a fabric to tie the baby on their
Avg
back. Home-based pregnancy testing
2014 County Avg
2016
2017
2018
has increased demand for antenatal
care, especially in the first trimester, as women are aware of their pregnancies much earlier. To
enhance the quality of care at antenatal visits, we will train four additional clinicians to use the ultrasound next quarter. This will reduce wait time and raise the standard of care provided to pregnant
women.
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Home-based Pregnancy Testing – Last quarter, half of our Community Health Worker cadre was
trained on a new addition to our at-home service package – home-based pregnancy testing. The
Community Health Workers were trained to administer and interpret pregnancy tests and to
encourage women to seek antenatal care earlier. So far 41 women have been tested for pregnancy at
home; we have seen the number of antenatal care visits conducted within the first trimester increase
from 26% in 2017 to 29% so far in 2018.
Obstetric Hemorrhage Treatment – The non-pneumatic anti-shock garment (NASG) is a low-cost,
full-body garment for women suffering from obstetric hemorrhage. This device extends the time a
mother has to receive advanced care by 72 hours and has proven to reduce mortality by 59%
amongst patients suffering from severe shock. The NASG works by preventing and treating
hypovolemic shock in women suffering from obstetric hemorrhage, including postpartum
hemorrhage. Our community-led health model, together with the NASG intervention, addresses the
“three delays” that contribute to maternal mortality in rural communities – delay in seeking care;
delay in reaching a facility; and delay in provision of adequate care.

We have launched the first countywide initiative to
introduce the NASG to public health centers and referral
facilities throughout the county. This quarter, we trained
more than 90 medical staff, across 15 facilities, on this
intervention, creating a network of primary and tertiary
care facilities able to use the garment. We have distributed
40 NASG garments and trained 34 trainers-of-trainers on
its application and instruction. Since then, Lwala
Community Hospital has utilized the garment 7 times.
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Sexual and Reproductive Health
Reproductive health is integral to our success in improving maternal and child health outcomes.
Through our community-led sexual and reproductive health model, we engage community
committees, community health workers,
youth providers, and government facilities in
delivering community and facility-based
contraceptive access.
Our community-led reproductive health
program combines advocacy, diverse outlets
for contraception provision, and education to
empower youth and adults to take control of
their sexual and reproductive health. We
divide our program into two essential
packages: community engagement and service
provision. These two components are
mutually reinforcing and acknowledge that
while women and girls may have a desire to
access reproductive health services, men and
community leaders are often the gatekeepers
to these services. Thus, our approach seeks to increase confidential access to services, while
challenging social norms and increasing buy-in for reproductive rights.
As a result, we have provided 6,127 couple years of protection so far in 2018.
Home-based contraceptive provision – Community Health Workers began distributing homebased contraceptives this quarter, following their training in March. Since distribution began,
Community Health Workers have provided 3,447 condoms, and 32 birth control pill packs. As
condoms and pills are short-term contraceptive methods, home-based distribution facilitates
consistent contraceptive use by providing refills to clients directly in their homes. To increase the
variety of family planning options available at the household level, Community Health Workers
were trained on Sayana Press, a contraceptive injection that provides protection from pregnancy for
three months. Sayana Press will be fully integrated into the Community Health Worker service
package in July.
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Couple Years Protection, by month in
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We provide both short-term contraceptive methods, such as condoms, pills, and injections, as well
as long-term contraceptive methods, such as IUDs and implants. Through a partnership with Marie
Stopes International we now provide permanent contraceptive methods, such as vasectomies and
tubal ligations. Community Health Workers and Lwala clinicians book clients for permanent
methods on designated days during which we host Marie Stopes clinicians on-site to perform the
procedures. So far, we have performed two tubal ligations, and we expect this to increase as demand
ramps up exponentially when hesitant community members observe the successful procedures
through their peers.
Twak Mar Rowere Radio Program – Every Thursday afternoon we host a radio show focused on
issues related to sexual and reproductive health, HIV, STDs, family planning, and gender-based
violence. The show, whose name means “A sharing platform for young people,” features a different
staff member or stakeholder. So far, the SRH Coordinator, SRH Assistant, two community health
nurses, Community Health Workers, community youth representatives, and representatives from
the Children’s Department and Ministry of Health have hosted the show. Each week the hosts select
a topic to discuss for the first half of the show, then they spend the second half taking listener calls
and questions. We have ignited vast listener engagement through text messages and calls included
in the show and have created a Facebook page where listeners interact with one another.
Community Committees – To encourage community buy-in, we partner with community
committees to advocate for women’s rights and child protection, and handle incidents related to
rape, abuse, and teenage pregnancy. The committees promote family planning and male
involvement in contraception use and pre- and postnatal care. The committees held nine advocacy
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events this quarter to discuss long-acting contraceptives, child protection and rights, and domestic
violence. With 50-70 people in attendance at each event, there was ample discussion of each topic.
Opinion leaders such as chiefs and pastors participated in the discussion to demonstrate to their
communities that these matters are supported at the highest level of religious and social life.
Community Committees also hosted 6 male forums this quarter, which convene 50-100 young men
with a focus on the motorcycle taxi drivers who are best positioned to mobilize other young men.
This quarter they discussed teenage pregnancy, gender-based violence, and family planning.
Youth Peer Providers – The Youth Peer Providers are young community members who are trained
to provide education on and access to family planning for young people. We currently have a cohort
of 26 Youth Peer Providers and
plan to train 26 new ones next
Youth-Friendly Corner Visits by
quarter. This program is
designed to make adolescents
Gender
feel more comfortable talking
about and accessing sexual and
reproductive health services by
delegating the services to people
391 621
631
their own age. Youth Peer
619 474
424
459
425
Providers distribute condoms in
471
1442 1284
the community through the dial1163
1043 1024 811 1059
370
880
708
a-condom program which allows
328
youths to call a phone number
2016 2016 2016 2016 2017 2017 2017 2017 2018 2018
and have condoms delivered to
Q1
Q2
Q3
Q4
Q1
Q2
Q3
Q4
Q1
Q2
them, thus eliminating the need
to seek contraception at a
YFS Male Visits
YFS Female Visits
facility, which was a barrier for
young people. The Youth Peer Provider program has also become a pipeline for employment at
Lwala. Currently, the SRH assistant and clinical nutritionist are former Youth Peer Providers and we
have found the training and experience they gained through the Youth Peer Provider program
successfully groomed them for their
new roles.
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Youth Friendly Corners – We also
operate three Youth Friendly Corners
which provide games, youth
leadership training, and access to
reproductive health services in a
friendlier environment than a typical
health center. As part of our program
expansion we will begin operating
youth friendly corners at three
additional facilities this year. Our
three Youth-friendly Corners served
3,133 youth so far this year. In June,
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we added a netball court at the Youth Friendly Corner to encourage more female youths to spend
time there.
Zinga Games – Zinga Games is an innovative, choose-your-own-adventure mobile phone-based
game that will teach young men about sexual and reproductive health. As men are often the
gatekeepers of women’s health, we designed the game with a focus on promoting male involvement
in their female family members’ healthcare. The game takes the player through multiple scenarios in
which they must make decisions about family planning regarding their children and other family
members. We will collect data about the individual choices made within the game to learn about
men’s attitude, knowledge, and beliefs and to observe the ways in which their decisions change after
playing the game for multiple sessions. We are conducting sensitization and promotional activities
now and will launch the game in early August.

Water, Sanitation, and Hygiene
Improved sanitation drastically reduces morbidity from preventable diseases such as diarrhea,
cholera, and malaria. Therefore, village-level Water, Sanitation, and Hygiene (WASH) teams
promote the adoption of safe water and sanitation infrastructure.
• Clean Water – In May we began providing water treatment kits to HIV-positive clients. The
Water Guard kits consist of a purifying chemical of which 5 milliliters purifies 20 liters of
water, making it safe to drink. The water treatment kits are stored in the patient support
center where HIV-positive clients receive care, so that they can retrieve them during routine
visits and they are also available at outreaches. So far, we have provided 912 treatment kits,
which last the average family for a month. This is a cost-effective method to supplement the
30 chlorine dispensers already piloted in the community.
• Community-led Total Sanitation – Community-led total sanitation is a process whereby
Lwala triggers particular groups to promote proper Water, Sanitation, and Hygiene practices
in their own communities. This quarter, community members constructed 135 latrines, 215
handwashing facilities, 64 utensil racks, and 30 garbage pits due to CLTS triggering,
bringing the 2018 totals to 237 latrines, 342 handwashing facilities, 101 utensil racks, and
65 garbage pits. Increased latrine coverage of both pit toilets and improved pits has
decreased levels of open
defecation. When particular
community members,
Latrine Coverage in the
usually widows and the
Community
80%
elderly, require assistance to
attain WASH standards
60%
58.6%
communities organize
40%
Action Days. This quarter
36%
we hosted 45 Action Days
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20%
focused on reinforcing
12.4% 15%
12.4%
16.5% 19%
0%
existing infrastructure in
NO FACILITY PIT TOILET IMPROVED NEIGHBOR'S
advance of the Ministry of
PIT
FACILITY
Health Open Defecation Free
Lwala
certification process.
Rural Average
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•

•

Eliminating Open Defecation – Following community-led total sanitation triggering and
follow-ups, villages make proclamations of being “open defecation free” and become
certified with ODF status by the Ministry of Health. So far, we have 14 villages with 100%
latrine coverage and access, which were submitted for official Ministry of Health ODF
certification this quarter. Of the 14 villages inspected by the Ministry of Health, 12 villages
passed and received official Ministry of Health Open Defecation Free status.
WASH trainings and outreach – This quarter, we held three WASH trainings that
convened 143 total participants. At the trainings, community members learn about foodborne illness, handwashing, mosquito net use, latrine coverage, safe water practices, and
more. In addition, we hosted two WASH outreaches this quarter. During the outreaches the
Community Health Workers liaised with WASH-trained community members to provide
education and share testimonies about the benefits of WASH and avoiding the repercussions
of stigma relating to HIV.

HAWI “Good luck” / HIV Support
We aim to contribute to an AIDS-free generation through community- and facility-based care and
support for people living with HIV. According to our most recent household survey, we have
exceeded the global UNAIDS 90-90-90 target that seeks to achieve 90% HIV-testing, 93% HIV care
enrollment, and 90% sustained therapy by the year 2020. In our catchment area, 97% of the
population has been tested for HIV, 93% have been enrolled on care, and 93% are on sustained
therapy.
HAWI – So far in 2018, Community Health Workers have enrolled 225 new individuals into our
home-based HIV and WASH Integrated (HAWI) program, bringing our total enrollment to 1,922.
The rate of new enrollments in the HAWI program was slower than desired during the first quarter
of 2018. To catalyze increased enrollment, we developed an incentive structure that rewards any
Community Health Worker who enrolls more than three new clients each month. Since the reward
was announced in April, monthly HAWI enrollment has more than doubled. The HAWI program is
modeled after our maternal and child health program, providing every HIV-positive client with a
Community Health Worker who provides psychosocial support, adherence counseling, guidance on
keeping a clean and healthy home, and referral services during monthly home visits.
Support Groups – To further empower those living with HIV, we support 40 HAWI psychosocial
support groups incorporating 983 members. The groups meet monthly to provide peer support,
develop their own health initiatives, and push forward community-led total sanitation efforts. This
peer-to-peer support and education has proven effective, as community members are more likely to
heed advice coming from neighbors and friends with whom they can relate. A new support group
was added this quarter that focuses on nutrition and the specific dietary needs of those living with
HIV. There is a synergy between the support group and the nutrition program, ensuring that
nutritionally-vulnerable HIV-positive individuals have access to psychosocial support.
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Quality Improvement
High-quality health centers must compliment the work of the Community Health Workers who
catalyze demand for health services in the community. In order to prepare facilities to meet the
increase in demand and begin building positive feedback loops between facility experiences and
health seeking behavior, Lwala is investing in a comprehensive quality improvement process at six
government health facilities.
Quality Improvement Assessment Tool – The first step of the
Quality Improvement Initiative was to develop a Quality
Improvement Assessment Tool that measures facility
performance across the six World Health Organization health
system building blocks. We pulled from Ministry of Health
and World Health Organization guidelines to determine 30
indicators, which will benchmark the success of the
interventions that are implemented. We will continue to refine
our Quality Improvement Assessment Tool and migrate it to a
digital format following its second round of implementation
in October.
In April we operationalized the tool at five government health
facilities to generate a baseline and gather data to inform the development of facility improvement
plans. The data collected at each of the facilities is being translated into scores on a 60-point scale
using a ranged scoring methodology that weights each data point according to its relative
importance and aggregates the indicators on a two-point scale.
We conduct three elements of the Quality Improvement Assessment Tool on an ongoing basis, rather
than bi-annually as with the rest of the tool.
•
•

•

First, we administered the patient satisfaction survey, which we adapted from our internal
patient engagement survey.
Similarly, in the coming quarter we will employ a Vanderbilt-verified tool to conduct a staff
satisfaction survey which will inform the Health Workforce building block of the quality
improvement framework.
Finally, we will assess and improve clinical quality using a case observation guide that
quantifies the caliber of service delivery and guides the nurse mentor in providing tailored
coaching.

Facility Improvement Planning – We developed
the first set of facility improvement plans in May,
focusing on active facility management
committees, 24-hour maternity services, and
proper pharmacy management as the three
central aims. In order to achieve the goals set-out
in the facility improvement plans, we are
implementing a Plan Do Study Act (PDSA) cycle
as illustrated by the graphic to the right.
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•

•

•

Governance – Strong governance is the foundation for success in quality improvement, so
activating facility management committees was our first priority. These committees are an
official structure within the Kenyan health system. However, they are under-leveraged and
often dormant. We resurrected all six committees and are training them to participate in
health facility improvements and community health activities. With our support, the facility
management committees at Ndege Oriedo and Ngiere dispensaries successfully advocated
for electricity at their facilities. Both facilities now have functioning electricity, and for Ndege
Oriedo this is their first time with electricity in three years.
Pharmacy – We leveraged the expertise
of the Lwala team by engaging the Lwala
Community Hospital pharmacist to
coach the pharmacists at five partner
facilities on the First In First Out and
First Expiring First Out inventory
management systems. The drastic
improvement in pharmacy organization
as a result of this coaching is illustrated
in the photo to the right. During this
organization process, we uncovered
numerous inefficiencies and issues that
were allowing for drugs to be damaged,
The pharmacy at Minyenya Health Center after Lwala
expired, or lost. We implemented
guided staff through a pharmacy reorganization.
preventative measures and better controls
to ensure that this does not continue, which will save the facilities hundreds of dollars.
24-Hour Maternity Services – Thanks to the Ndege Oriedo and Ngiere facility management
committees’ successful lobbying efforts, all six facilities now have functioning electricity. We
are now working with Ndege Oriedo to hire a security guard who will protect the facility at
night. After that, we will mentor the facility in-charges at five facilities to develop and
maintain duty rosters that incorporate overnight shifts for maternity nurses to attend to
deliveries at night.

A Look Ahead – Quarter Three
Next quarter, we will:
• Push forward a county-wide expansion of our community-led health model by expanding
core maternal and child health and sexual and reproductive health services to three facilities
in East Kamagambo reaching a total of 60,000 people through onsite quality improvement
coaching, deploying a new cadre of 118 Lwala Community Health Workers, and supporting
commodity supply and procurement.
• Support the newly trained cohort of 118 Community Health Workers to begin providing
services and promoting health-seeking behavior in a new catchment population, bringing
our total catchment to 60,000 people.
• Train 26 new Youth Peer Providers to complement the 118 new Community Health Workers
to serve our expanded catchment of 60,000 people.
• Provide an expanded range of contraceptive options at the household level by adding
Sayana Press to the Community Health Worker service package.
• Launch Zinga Games, a mobile-based choose your own adventure game, designed to
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•
•
•

influence male perceptions of sexual and reproductive health issues.
Support the twelve newly-ODF certified villages to maintain their WASH standards and
pass government quality assurance spot-checks.
Continue reducing malnutrition by enrolling more families into the community-based
nutrition program and conducting practical gardening trainings.
Review the outcomes of the three facility improvement plans and make adjustments or
document progress as appropriate.
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HEALTH SYSTEMS STRENGTHENING
Based on Lwala’s evidence of success, the Ministry of Health has invited us to scale our model
throughout Migori County (pop. 1 million). In Kenya, counties with strong community health
strategies and sufficient capacity for implementation have access to more resources through the
central government and the power to negotiate for more support from bilateral and multilateral
funders. By driving health outcomes in Migori county, which has some of the worst maternal and
child health outcomes in the nation, we will prove the efficacy of community-led health and position
our model for nation-wide replication.
We will accomplish this through a three-prong approach of: direct service delivery, government
technical assistance, and peer replication.

As we deliver this project, we are building the structures for long-term, sustainable change:

•

First, by starting with community committees. Lwala ensures that local people have the tools
to hold their health systems accountable and are fully engaged in ensuring the sustained
success of their local health initiatives. To this end, we have been hosting numerous
community dialogue meetings that engage village chiefs, local administrators, and
community members to guide our progress as we expand into a neighboring location.
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•

•

Second, we are building human resource capacity. Capacity building is integral to all
components of the community-led health model and includes training Community Health
Workers and the health workers in each of the facilities. In doing so, we are making longterm investments in the health workforce.
Third, we provide technical assistance to the Ministry of Health. Lwala supports the Ministry
of Health in policy development and budgetary planning to ensure long-term changes are
adopted.

Direct Service Expansion
Sub-County Implementation – In addition to this county-level engagement, we are providing
technical assistance at the sub-county level (representing 150,000 people). Our team is working
closely with the sub-county team to build and implement a robust community health strategy,
incorporating the four pillars of our community-led health model. This work is established in a
detailed MOU and includes cost-sharing between Lwala and the Ministry of Health.
As part of the expansion of our model, this quarter we trained a new cohort of 118 Community
Health Workers, consisting of former traditional birth attendants and government Community
Health Volunteers. The new Community Health Worker cohort will serve the 30,000 people in the
new sub-location where we are providing direct service delivery, bringing our total catchment to
60,000 people. In addition to being trained on service provision, the new Community Health Worker
cohort learned to manipulate mobile tablets and enter data using the Lwala mobile application on
the CommCare software.
Our collaboration at the sub-county level is the most hands-on, as we provide technical assistance
and co-implement with the Ministry of Health. This year, we are providing direct service in two
sub-locations representing 60,0000, while advising on strategy for a population of 150,000. Over the
next few years, we’ll reach this full population of 150,000.
Government Adoption and Technical Assistance – Lwala is partnering with Migori County to
build a “model county” of community-led health, influencing how over one million people access
health care. We’ll do this through a 3-pronged approach: expanding direct service delivery to
150,000, replicating our model with other civil society organizations, and providing technical
assistance for government adoption. We continue to work with the sub-county, county, and national
governments to ensure that we have buy-in at every level.
Global Engagement – Last quarter, we joined the international Community Health Impact
Coalition, a collaborative cohort that includes peer organizations such as Last Mile Health, Living
Goods, Partners in Health, and Muso. The goal of the coalition is to influence global standards
around community health and collaboratively support national governments to implement
evidence-based practices. We believe one of our unique inputs to this effort is the ability to
demonstrate the potential of bottom-up approaches to community health worker models. To that
end, we shared with the cohort our Community Health Worker recruitment method that involves
community nomination of individuals, the incorporation of traditional birth attendants, and
professionalization through payment. We are utilizing these shared best practices and combined
advocacy efforts to collectively advise national governments on community health programming
and how to effectively scale these interventions.
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National Influence – At the national level, we are part of the Maternal Neonatal Health Working
Group, focused on improving provision of maternal health services across Kenya. As part of this
working group, we are sharing essential components of our collaborative work with the Migori
County team responsible for shaping the national curriculum and health policy. The program we
are most focused on sharing at the national level this quarter is the non-pneumatic anti-shock
garment (NASG) for obstetric hemorrhage, which we are in the midst of rolling-out throughout
Migori County. The NASG is a lifesaving treatment for mothers experiencing obstetric hemorrhage,
and we are using the vast evidence of success in Migori to advocate that it be included in the
national Emergency Obstetric Care curriculum. This is an excellent example of the impact that
building a model county in Migori can have on the national health system in Kenya.
In addition to pushing for the inclusion of the NASG in the national Emergency Obstetric Care
curriculum, we are working with the national Ministry of Health to develop a national community
health strategy. To this end, we shared our community-led health model with ministry officials and
we are making the case for it to be included in the national community health system evaluation,
which will eventually inform the new national community health strategy and national health
guidelines.
Regional Advisement – At the regional level, we are part of the Inter-County Coordination for
Human Resources for Health team, a regional technical working group of six counties in the Lake
Victoria Region which represents ~8 million people. This working group is helping to define the
priorities at the county level and is a powerful team to advocate for the professionalization of
Community Health Workers and incorporation of community-led health principles. The most recent
meeting convened Chief Officers of Health, County Human Resource Directors, County Executive
Committees for Health, and numerous civil society organizations and partners to discuss universal
health coverage with a focus on human resources for health. At this meeting, we gave a presentation
on our community-led health model and optimizing Community Health Worker impact through
professionalization and payment. We encouraged the representatives from other counties to
introduce bills pushing counties to recognize Community Health Volunteers as Community Health
Workers by paying them. The Chief Health Officer and County Minister of Health both supported
the scaling and adoption of our model in the participating counties as a means to achieve universal
health coverage, the theme of the meeting. This group will convene again in September and we will
continue to push for CHW payment and the adoption of our community-led health model.
County Model – At the County Level, we are directly supporting Migori County in the process of
creating its next Strategic Plan. Our team has worked closely with county and subcounty officials to
develop a set of policies for the plan. Through our influence, payment of Community Health
Workers was included in the strategy for the first time in the county’s history. In addition, we
successfully pushed for the inclusion of the NASG for obstetric hemorrhage, which will advance our
plans to gather evidence and eventually roll-out the garment at the national level.
Also at the county level, we have collaborated with the government to develop the County
Multisectoral Adolescent and Youth Sexual and Reproductive Health Action Plan. Together with the
government, we identified youth and adolescent services as a major gap in Migori County as many
providers have not been trained to provide youth-friendly services and most facilities do not have
youth-friendly corners. During numerous meetings with relevant stakeholders in the region we
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identified priority areas and created guidelines to best cater to the unique needs of adolescents and
youths. The planning phase concluded in April and the official launch of the plan took place at the
end of June.

Peer Replication
In conjunction with direct service expansion and government adoption, the expansion of our
community-led health model focuses on peer replication. We are engaged with a fellow
organization, RAPADO, in the development of an MOU to guide ongoing collaboration in
community-led health. RAPADO already works with and pays a number of the government
Community Health Volunteers who we are training as Community Health Workers. Therefore, we
will cost-share Community Health Worker salaries and offer them training and curricula on
community-led health and Community Health Worker service. In June we held discussions with
OBACODEP, a peer organization interested in collaboration. We found numerous synergies in our
operations and will support them to adopt our community-led health model. Next quarter we will
continue discussions to eventually sign an MOU for ongoing collaboration. We are continuing
dialogues with other organizations such as CURAMERICAS and Grace Initiatives to develop
MOU’s and provide tailored training so that they can replicate our model in their own communities.

A Look Ahead – Quarter Three
Next quarter, we will:
• Deploy the new cadre of Community Health Workers in our expansion site to provide
maternal and child healthcare, family planning services, and mobile data collection.
• Push the national government to include the non-pneumatic anti-shock garment in the
national Emergency Obstetric Care curriculum and prepare for nation-wide roll-out.
• Finalize the terms of collaboration with peer organizations such as RAPADO and
CURAMERICAS to accelerate the expansion of our model through peer replication.
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LWALA COMMUNITY HOSPITAL
So far in 2018, Lwala Community Hospital has provided 29,868 patient visits, compared to 23,000
patient visits during the same time period in 2017. In our continued commitment to reduce HIVprevalence and prevent transmission, we maintain our rate of 100% of eligible inpatients and
outpatients tested for HIV this year.
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Quality Improvement
SafeCare Assessment – After achieving major successes towards completing the Quality
Improvement goals for Lwala Community Hospital last quarter, we focused on maintenance and
integration of quality assurance into ongoing activities this quarter. We held a workshop for clinical
staff members to disseminate quality assurance practices and ongoing mentorship has solidified
these practices into everyday activities. After passing certification for our pharmacy and laboratory
last quarter, we received the official licenses this quarter, which brings us closer to achieving our
quality improvement goals. In addition, we added an on-call room for the ambulance drivers to
improve the turn-around time for ambulance referrals. These improvements will ensure that we are
fully prepared for the follow-up SafeCare assessment taking place in September through our
partnership with PharmAccess. Last year, PharmAccess, conducted their SafeCare quality standard
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accreditation at Lwala Community Hospital and gave Lwala Community Hospital an overall facility
score of 57, which results in a Level 3 certificate. The average score of facilities in Kenya is currently
40, placing Lwala in the top 50% of SafeCare facilities. Based on the assessment, the team developed
a quality improvement plan spearheaded by the Operations Manager, Talent Manager, and Head
Clinician. We are expecting a visit from PharmAccess to conduct a follow-up SafeCare assessment
next quarter.
SIMS CDC Assessment – In 2016 the CDC conducted their SIMS assessment at Lwala Community
Hospital and generated a score of 74. The assessment was based on the facility protocols, caregiver
skills, data quality, waste management, hospital maintenance, and HR systems. After this initial
assessment we focused on the areas that were identified for improvement, though due to the
national elections in 2017 the follow-up assessment was delayed until this quarter. In June the CDC
assessors returned to evaluate our progress. They found marked improvement and gave us a score
of 98. We are proud of our success on this assessment and will maintain the improvements made to
ensure lasting quality.
WHO Immunization Assessment – In June, the WHO conducted an assessment for the national
government focused on our immunization program.
As a result of this assessment, Lwala was selected as a
leading care provider in the region and was among the
two private care providers found to be leading in
service provision. The findings and recommendations
will be shared with the national government of Kenya,
thus paving the way for the national adoption of our
community-led health model.
Staff Housing – In February, we broke ground on a
new staff housing unit that will host two additional
families, allowing clinical staff to easily reach the
facility during overnight shifts. The housing units are
now complete, and the units will be ready for
residents to move-in in early July.

The Lwala team receiving the keys to the new staff
housing unit.

New Ambulance – In late June our new
ambulance passed government inspection and
was delivered to Lwala Community Hospital.
We are awaiting the procurement of the new
license plate and vehicle insurance, and then the
ambulance will be fully operational and ready
for use. The new ambulance will replace our
current one which has started to deteriorate
after years of use. The high-quality ambulance
will enable us to provide urgent care to
emergency cases and transport patients with
dignity.
Lwala’s new ambulance.
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Optimizing Technology
KenyaEMR – The Ministry of
Health electronic medical records
system, Kenya EMR, operates
actively in all HIV and TB patient
rooms at Lwala Community
Hospital, so that patient
information is accessible in realtime. Patient records for all HIV
and TB testing, care, and
treatment services are housed on
this system and allow clinicians to
better track the progress of their
patients. This quarter the
KenyaEMR developers created an
updated version of the service that
KenyaEMR summary dashboard showing a snapshot of the current HIV
included the full range of indicators
patient breakdown.
included in the Ministry of Health
information systems, completing the partial set of indicators that was included previously. We
evaluated the test site in May and approved the upgrade of our system to incorporate this update, as
it will ease the burden of Ministry of Health reporting. The upgraded system will be operational in
July.
SMS Reminders – The SMS-based appointment reminder system is active for all appointments
related to nutrition, antenatal care, HIV treatment, and prevention of mother-to-child transmission
of HIV. This system is designed to remind patients of their upcoming appointments to boost
attendance. Since the implementation of this system, our HIV appointment default rate has
remained below 10% every month. The nutritionist at Lwala Community Hospital has noticed a
significant increase in reliability since the reminders were rolled-out. She is now confident that her
patients will not default on appointments and she has received positive feedback from many clients
who admit that they would have missed their appointments if it wasn’t for the reminder. To amplify
the impact of sending SMS appointment reminders, we have developed two indicators to track – 1.
The number of patients who actually receive the messages and 2. The percentage of patients that
receive the message and attend their appointments. This will identify the patients who provided
incorrect, outdated, or shared phone numbers. We will follow-up with those patients to obtain the
correct phone number, thus maximizing the reach of the reminders. We expect data to be available
for these metrics next quarter.
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mUzima Pilot – The Monitoring & Evaluation team is
working with Moi University and Vanderbilt professor Martin
Were to investigate the integration of a platform called
mUzima with KenyaEMR. mUzima is a mobile app that
connects with KenyaEMR and allows patient records to be
updated remotely. This will enable staff in the field during
outreaches and home visits to input information about HIVpositive patient services on-the-spot, thus streamlining and
simplifying our data collection system while maintaining the
confidentiality of patient data. We have identified HIV testing
services at outreaches and defaulter tracing home visits as the
two primary avenues for the tool to be utilized. This quarter
we viewed a demonstration version of the application and
found the user interface intuitive and useful. We are currently
testing the application on mobile tablets and adding the new
fields to our KenyaEMR system. This will create a harmonious
interaction between the medical records at Lwala Community
Hospital and the information collected at outreaches and defaulter tracing.
Medical Equipment – In April, we received a medical equipment donation from the Gould
Foundation which included a hemogram machine, biochemistry machine, and autoclave, as well as
delivery beds, oxygen concentrators, and other crucial tools. This quarter, all ten of the new
machines were installed and three lab technologists were trained to use them. The new equipment
enables us to perform more complicated biological tests and better measure various blood
parameters.
IBM Partnership – This quarter we maintained our relationship with IBM, which has expanded
from focusing on non-communicable diseases to developing an integrated tool to facilitate
communication between facilities for all conditions. The application enables seamless
communication between Lwala clinicians and those at the facilities to which severe cases are
referred. That way, clinicians at both facilities are aware of changes in vital signs, newly prescribed
medications, and updates in disease management. By using the application, clinicians can stay fully
informed on any changes in their patients’ condition or care, providing them with the necessary
information to provide the best care possible.

National Health Insurance Fund
As a level 4 hospital, we are eligible for reimbursements from the National Health Insurance Fund
for services provided. Trained staff have been filing claims and enrolling community members into
the insurance program. So far, we have registered 63 individuals for NHIF insurance, and 106
women in the maternity-focused LindaMama insurance which provides free care for all pregnant
women. We are experiencing challenges in enrollment as many community members do not have
identification numbers, which stalls the process. To address this setback, we plan to hire an NHIF
clerk charged with increasing enrollment and managing NHIF-related duties. We expect to have
registered over 200 mothers in the LindaMama program by the end of next quarter as a result. This
quarter, we submitted a reimbursement claim for $3,800, though we only received $450. So far in
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2018 we have submitted claims for $5,040 and received $870. Despite the small amount of
reimbursement received right now, we are encouraged by the sustainability that insurance
reimbursements provide for the hospital. Overtime, we expect this to be a major source of revenue,
contributing as much as a third of the hospital’s expenses.

A Look Ahead – Quarter Three
Next quarter, we will:
• Begin operating with the new ambulance after procuring the license plate and insurance.
• Successfully complete a second SafeCare assessment and demonstrate improvement in each
of the areas for which we received lower scores on the last assessment.
• Collaborate with IBM to screen and treat non-communicable diseases at the facility and
leverage technology to manage these diseases at the community level.
• Begin implementing the mUzima technology to complement the KenyaEMR system with
remote data collection.
• Implement an IT improvement plan centered around improving internet connectivity,
overhauling the Local Area Network system, installing a firewall, and expanding the
capacity of the server and backups systems.
• Redesign the workspace in the laboratory, Monitoring & Evaluation, and Community Health
offices to maximize capacity as we grow.
• Identify a biomedical engineer to maintain and service our new laboratory equipment and an
NHIF clerk to manage the insurance system.
• Increase NHIF reimbursement payments by increasing insurance coverage for pregnant
women.

28

EDUCATION
We collaborate with 13 government-run primary schools. While we provide technical support,
training, and evaluation, School Boards of Management carry-out the design and implementation
of initiatives. The education program spans various areas of youth achievement, from health to
leadership to academics, while consistently incorporating a gender equity lens.
“Partner with schools and communities to improve foundational learning outcomes and create
great life chances for girls and boys, both in and out of school”

Health
School Health Clubs – Every week, students and teachers at the government-run primary schools
hold health club meetings. The clubs are attended by over 2,000 girls and boys from grades 4 to 8
during after-school hours. The health club patrons are Lwala-trained teachers who implement a
curriculum entitled Life Skills, that discusses comprehensive sexual and reproductive health,
contraception, gender-based violence, children’s rights, and more. In May, we added an additional
curriculum entitled Young Love to address the high prevalence of inter-generational relationships
that often lead to teenage pregnancy and HIV-infection. We have conducted seven sessions at six
schools so far and are optimistic about the potential results of this externally verified curriculum.
Since teachers often resist teaching sex education during class, the school health club program
enables students to learn about sexual and reproductive health and other health matters after school.
Youth Friendly Corners – Our three Youth-friendly Corners served 3,133 youth so far this year. We
are working with three additional government health facilities to build youth friendly corners, as
youth friendly services are an essential element of our community-led health model. Youth-friendly
corners provide games, youth leadership training, and access to reproductive health services in a
friendlier environment than a typical health center.
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Better Breaks – The first Better Breaks session in 2018 took place during the April school holiday
and reached 503 young people. The session included sex education and a video screening on the
dangers of cross-generational sex in line with the Young Love curriculum we are rolling-out at
Health Clubs. At the event, 204 youths were tested for HIV and all came back negative. In addition,
we tested 108 attendees for STIs and 44 girls for pregnancy, and we distributed 66 condoms. Better
Breaks is a facet of the school health program that engages youth during school holidays by
providing leadership training, health information, and reproductive health services, including
contraceptives. Better Breaks sessions are held in April, August, and December while the students
are on vacation from school, as this idle time often enables risky behaviors. The inclusion of games
and sports creates a camp-like atmosphere and students from many villages and both public and
private schools attend.

Access
Supplies for Girls – For the 2018 school year, we provided 706 girls with school uniforms and 1,120
girls with sanitary pad kits. Through our New Visions women’s sewing cooperative, we provide reusable pads and school uniforms to build the self-agency of girls to remain in school. By providing
girls with these resources, we reduce two of the largest barriers to girls’ school completion in our
area. To prepare for the 2019 school year, we fitted 768 girls for uniforms in June. For the first time
graduates of the girls mentoring and apprenticeship program will sew uniforms for five of the
thirteen schools.
In-School Girls Mentoring – This quarter, we added mentorship programs at two schools, bringing
the total to 350 girls across twelve schools. The mentorship program increases school participation
and performance and decreases teenage pregnancy rates for young girls in school, by working with
teachers to mentor girls who have been identified as particularly vulnerable. There were no new
pregnancies among the girls in the program this quarter, which speaks to the efficacy of the sexual
and reproductive health lens of the curriculum.
Out-of-School Girls Mentoring – Similarly, we support girls who dropped out of school due to
early pregnancies through a mentorship program. This year, 97 women are enrolled in the out-ofschool girls mentorship program. Our goal is to support every girl who dropped out of school to reenroll or enter the workforce.
•

•

Re-enrollment – So far, twenty girls have re-enrolled in school. To incentivize parents to
keep girls in school, we provide business skills training and micro-grants to help them pay
for school fees. The parents attend weekly training sessions for three months, and we
disburse a $30 grant per term upon completion, which will happen in July. This program has
dual benefits in that it enables families to pay for their girls to return to school, and since all
of the guardians participating in the trainings happen to be women, it further empowers
local women to start businesses and generate income. In addition, the girls themselves are
given uniforms, books, and pens once they have re-enrolled in school.
Apprenticeship – The girls who choose not to re-enroll are linked to our apprenticeship
program after the conclusion of the mentoring. The apprenticeships available range from
tailoring to hair-braiding and will soon expand to include opportunities in agriculture and
retail.

30

•

Business Skills Training – Concurrently with the apprenticeships, we train the girls on
business skills following the Village Enterprise (our partner in poverty graduation)
curriculum. We have proudly witnessed positive results from this training already. This
quarter, ten recent graduates of the program united to register a tailoring business with the
Ministry of Youth and Women Affairs. They then advocated for business at Lwala and we
have given them ownership over five schools for which they will make uniforms for the 2019
school year.

Board of Management Training – We are extremely proud that all 13 school Boards of Management
submitted school development plans this quarter, and we are now supporting the boards to lobby
the county government for funding. School Boards of Management consist of six parents, three
church representatives, and five interest group representatives. In the past, the boards met only to
address a specific problem or get signatures to request funds. This year, we have been working with
the school boards to increase their capacity to hold the Ministry of Education accountable and push
forward initiatives in their schools. Our representatives use a curriculum that teaches members
about the purpose of their roles, increases leadership skills, and aids in the creation of school
development plans, which will contribute to better learning outcomes. One school successfully
carried-out an infrastructure project this quarter, completing a six-door latrine structure. We expect
two additional schools to complete infrastructure projects next quarter.
Girls Leadership – We trained 24 girls on leadership skills, confidence, and self-appreciation. The
training had a gender lens, focusing on the strategies that girls can use to achieve leadership
positions. The girls were trained to develop communication skills and learned strategies to solve
problems using creative solutions. We developed the trained curriculum in accordance with the
sustainable development goals’ targets for women’s leadership and development. 15 of the girls
who were trained were elected to leadership positions this year. The results are encouraging, and
we will continue to develop this training to support more girls to take on leadership roles at school.
Innovations Challenge – The innovations challenge is
a new initiative under the education program that was
developed to engage teachers in program
improvement initiatives. We recognize that teachers
themselves are best suited to create solutions to the
challenges that they are facing. As such, the
innovations challenge is a competition in which
teachers submit ideas for improving performance in
seven areas: parental engagement, teacher attendance,
retention of pregnant teens and young mothers in
school, student performance improvement, classroom
environment and pupil management, and effective
teacher classroom methodology. A total of 123 ideas
were submitted by teachers across all 13 schools. We
have selected the top six ideas and are working with
teachers to pilot them in their own schools before
rolling them out to additional schools next year. The
six ideas focus on positive behavior reinforcement

A teacher explains his idea at the Innovations
Challenge selection event.
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systems, handwriting skills, teach-to-the-level reading lessons, providing specially fitted uniforms to
pregnant students to prevent discomfort, and increasing parental engagement in student outcomes.
Program Development – This quarter Lwala staff attended a training in Nairobi hosted by the
Regional Education Learning Initiative network and facilitated by the Center for Research and
Innovations East Africa (CRIEA). The training convened 20 organizations working in education and
provided support on Monitoring, Evaluation, and Learning frameworks and data-based decisionmaking. A second training hosted by the same network focused on communicating research results
to the right audience and collaborating to take advantage of complementary expertise. Finally,
CRIEA representatives conducted a site visit at Lwala to help revise our monitoring and evaluation
framework and align our outcomes with data collection tools.

A Look Ahead – Quarter Three
Next quarter, we will:
• Focus on sustaining school re-entry for girls who had dropped out by completing business
training with their guardians and disbursing micro-grants, thus ensuring that school fees
will be paid.
• Support teachers at six schools to implement the winning innovations from the Innovations
Challenge.
• Collaborate with the school Boards of Management to lobby the Ministry of Education for
funds to implement the School Development Plans.
• Host an Education Day in which the best performing students and teachers are awarded
with prizes.
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ECONOMIC EMPOWERMENT
Village Enterprise Partnership
To provide economic opportunities to our community, we partner with Village Enterprise, an expert
in poverty graduation for the “ultra-poor.” Village Enterprise identifies the poorest members of the
community through a poverty assessment. The assessment uses the Progress Out of Poverty Index
(PPI), which measures household wealth and ranks households into four wealth categories. Those in
the lowest category, ultra-poor, qualify to be enrolled into Village Enterprise, making them eligible
for micro-grants and business skills training.
Poverty Assessment – Since Lwala began partnering with Village Enterprise in March 2017, 3,072
people have been measured by the PPI, 2,048 have qualified as ultra-poor, and 1,648 have enrolled
into the Village Enterprise program. The most recent administration of the PPI occurred in March of
this year and 746 individuals were measured, of which 512 qualified as ultra-poor and 485 were
enrolled into Village Enterprise. Training for this cohort began in April and grant disbursements
were distributed in June.
Business Groups – The 425 individuals who were enrolled in Village Enterprise in late 2017 were
trained throughout quarter one and received their grant disbursements at the beginning of this
quarter. The individuals were grouped into 140 three-person business groups and are currently
receiving mentorship to efficiently utilize their grant funds. The 485 individuals who were PPI’d and
enrolled into Village Enterprise in March were trained this quarter and received their grant
disbursements in June. Each three-person business group is provided with a start-up grant of $100
and is required to contribute $10 of their own money to
ensure their commitment. This quarter, $16,200 have been
disbursed to the new business groups and $56,200 have been
disbursed since the beginning of our partnership.
Business Savings Groups – Village Enterprise groups sets of
ten businesses, or thirty people, into larger business savings
groups. After covering their costs and paying themselves, the
participants invest their profits into the business savings
group. The business groups can then borrow from this
common pool of money to grow their businesses, and they
pay interest on the loan to grow the money pool for the entire
group. This quarter, $3,204 have been saved through business
savings groups, bringing the total savings to $49,204 through
54 business savings groups since the beginning of the
partnership. Of the 485 individuals in the Village Enterprise
program this quarter, 53 are also enrolled in the Lwala
Community Health Worker program, 17 of which are enrolled
in the HIV-program, 21 of which are in the maternal and child
health program, and 15 of which are in both.
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Community Bank
The Lwala Community Bank is a Savings and Credit Cooperative (Sacco) that is run independently
of the organization. The Sacco has $76,210 in savings and has provided $94,854 in loans. This
quarter, 14 new community members joined, bringing total membership to 149. The Sacco includes
both Lwala staff and members of the community. The Sacco is designed to increase access to fair and
reliable microfinance and financial products to rural communities. Each member pays into the Sacco
when they are enrolled, and after six months they are eligible to begin taking loans from the
common pool of money. The amount of money in the Sacco grows as the borrowers pay back
interest on their loans. The loan products are specifically designed for the needs of our community,
focusing on agriculture and other small businesses. This quarter we trained 21 Sacco members on
financial management to improve the utility of the loans by pairing them with education. Lwala also
supports mentorship by encouraging successful business owners to mentor newer Sacco members
and to motivate other entrepreneurs to join the Sacco.

A Look Ahead – Quarter Three
Next quarter, Lwala & Village Enterprise will:
• Increase access to financial products, such as loans and farm inputs, when newer Sacco
members become eligible to borrow from the savings pool.
• Develop more specifically targeted loan products for agricultural businesses.
• Promote the economic stability of community members, particularly young women, by
connecting them with opportunities for business training and micro-grants through Village
Enterprise.
• Promote financial responsibility by increasing participation in community savings and loans
groups and expanding access to financial products.
• Continue supporting stable entrepreneurs as they graduate from the first three grant cycles
of the Village Enterprise program.
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MEASUREMENT
Our Monitoring and Evaluation (M&E) system enables our team at Lwala, service providers, and
government policy makers to make patient-centered, evidence-based decisions. This means that we
are building systems that collect data while also pushing analysis and conclusions at all levels of
staffing, from frontline workers to government officials.
Lwala’s performance M&E starts with an overarching impact framework designed to assess the
success of our goals of collaborating with the community to improve overall health, agency, and
wellbeing. The impact framework consists of a suite of key performance indicators (KPIs) and
associated targets aligned with our ambitious goals. Each month, we evaluate our progress on KPIs
over time and compare our results with external results on comparable indicators to understand our
impact. Our KPIs are chosen because they are indicators tracked at an international level, in Kenya,
and specifically in Migori County (e.g., rate of skilled deliveries).

M&E Technical Working Group
To influence the broader data collection and management systems in Kenya, we are part of the
Migori County M&E Technical Working Group. The County Health Management Committee leads
this group to support the health sector to advocate for a county-specific M&E strategy. We have
been collaborating with the numerous member organizations, such as World Vision and PATH, to
develop a workplan outlining the county M&E plan development process. We are taking advantage
of our position in this network to advocate for stronger capacity for information generation,
validation, analysis, and dissemination at the county level. We are also advocating for evidencebased decision-making throughout the county by leveraging better data quality and information
systems.

Mobile Tool
Lwala manages a sophisticated beneficiary-centered database. The system is built in the Salesforce
platform, which houses health and demographic information for more than 12,000 individuals.
Through a CommCare mobile platform, Community Health Workers access and input information
about their maternal, child, and HIV-positive clients in real-time and the data is automatically
updated in the database.
This quarter, a Community Health Worker supervision dashboard was added to the Salesforce
system to facilitate feedback from the Community Health Worker supervisors to the Community
Health Workers themselves. The dashboard provides information such as the number of households
visited each month, the number of deliveries at the facility and at home, and the various health
behaviors that the Community Health Workers monitor at each visit. The dashboard will be
operationalized during supervision sessions starting next quarter.

Household Survey
In 2017, we conducted a household survey measuring population-based information across Lwalasupported communities, with the support of Vanderbilt Institute of Global Health. The survey
instrument was developed by Lwala staff members and Vanderbilt faculty using tools such as the
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Kenya Demographic and Health Survey, Strengthening Communities through Integrated
Programming Survey, several research studies, and a previous research tool used by Lwala.
This was a cross-sectional survey design, which will be part of a repeated survey, allowing for
longitudinal analysis. The sampling frame for the survey approach was a map of household
locations digitized by Vanderbilt graduate students in January 2015. The mapping exercise
identified approximately 6,000 households in the catchment area. Sample size was calculated using
under-five mortality using a binomial test to compare one proportion to a reference value.
For survival analysis, Cox regression models with clustering at the household level were used to
estimate hazards ratios.
Key findings relative to averages from the Kenya Demographic and Health Survey included:
●
●
●

Under-5 mortality rate is 29.5/1000 live births over the last five years, a 64% reduction
compared to the Nyanza (regional) average;
Contraceptive prevalence rate is 61.5% compared to 44.6% in Migori County;
97% of individuals have been tested for HIV.

Program Evaluation
We are in the midst of conducting a robust evaluation of our program expansion. This quasiexperimental study employs a stepped-wedge, cross-sectional design to understand health impacts
in Lwala sites compared to control sites. The study focuses on maternal and child health outcomes,
but also collects a wide range of socio-economic data to help us understand more about the drivers
of health outcomes. We have already surveyed 1,100 households across our current innovation hub
and primary expansion location. We are conducting the survey throughout the subcounty and will
use the data from the sub-locations where we are not yet working as control data to understand the
impact of our community-led health programs. The step-wedge design allows us to repeat the
survey every 12-24 months in new locations as we grow. The data collected in the first two sublocations is currently being analyzed and we are gearing up to survey two additional sub-locations
next quarter.

Community Health Worker Knowledge of Danger Signs in Pregnancy
During this quarter, a Vanderbilt University medical student visited Lwala to conduct research on
Community Health Worker knowledge of danger signs during pregnancy. She conducted
interviews with Community Health Workers who have been trained by our staff, and governmenttrained Community Health Volunteers who will be added to our cohort later this year. She is
examining the results to measure the impact of our training curriculum on Community Health
Worker maternal health knowledge. We eagerly await her analysis as we expand the use of our
training curriculum.

Youth Survey
The in-school and out-of-school mentorship groups and Better Breaks program are designed to
increase girls’ confidence, assertiveness, and leadership skills, as well as improve adolescents’
knowledge of sexual and reproductive health information and health-seeking behaviors. To evaluate
the success of these initiatives we conduct focus group discussions at the beginning and end of
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every mentoring cohort and Better Breaks session. The focus groups ask questions about selfperception, attitudes and beliefs, health knowledge, and health-related behavior. The focus group
style allows us to ask more qualitative questions and get a holistic understanding of the program’s
impact. The results from the youth survey taken at mentorship groups and Better Breaks sessions
are used to fine-tune curriculum objectives and evaluate program success.

Zinga Games Survey
Zinga Games is an innovative, mobile phone-based game designed to teach young men about sexual
and reproductive health and encourage them to become active, positive participants in the health of
the women in their lives. The method of teaching a new skill via a cellphone game has been tested
and proven through our partner, Peripheral Vision International’s successful Wanji Game.
However, Wanji Games typically teaches harder skills, such as farming and finance, so we will be
breaking new ground by educating on such a nuanced topic. In addition to leveraging the built-in
data analytics that will come directly from the game, we will conduct a baseline and endline survey
measuring young men’s knowledge, attitudes, and beliefs around family planning and sexual and
reproductive health. The survey will determine the impact that the game has on health-seeking
behavior and the opinions of the users on contraceptive use. The game is currently in development
and we will report on the findings of the survey once the program has been fully rolled-out.
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LEADERSHIP
Our Executive Director, Ash Rogers, wrote an article entitled “This Mother’s Day, help every mother
survive childbirth” for One.org. The article was focused on maternal mortality and Lwala’s efforts to
combat obstetric hemorrhage county-wide and beyond by utilizing the non-pneumatic anti-shock
garment. The article was published on Mother’s Day to draw further attention to poor maternal
health outcomes in sub-Saharan and rural communities.
Our Managing Director, Julius Mbeya, was interviewed about our program expansion and success
in curbing infant mortality by NTV, a leading news channel in Kenya. The segment also featured
one of our former traditional birth attendants-turned-Community Health Workers, drawing further
attention to the importance of integrating these change-agents into successful community-led health
models.
Our Head of Clinical Services, Wycliffe Okoth Omwanda, was nominated for the AIDSFONDS Fast
Forward Award, which recognizes innovative interventions for HIV/AIDS that are developed by
communities for the community. As part of this nomination, he will attend the 2018 International
AIDS Conference in Amsterdam at the end of this month.
Our Sexual and Reproductive Health Coordinator, Elisha Opiyo, had two abstracts accepted by the
International Conference for Family Planning. His presentations will focus on our Youth Peer
Provider approach to expanding sexual and reproductive health services for adolescents and young
adults in our community, and will be delivered at the ICFP conference in Kigali this November.

38

STAFF SPOTLIGHT
Avryle Omollo grew up in the Lwala community and
attended Tuk Jowi primary school, one of the 13 public
schools supported by our education program. She was in
high school when Lwala was founded and saw the impact
it was bringing in her community. She spent the summer
before college volunteering for Lwala’s economic
department. In this role, she assisted the program
coordinators to provide mentoring on bookkeeping,
money management, and entrepreneurship.
Two years later, she returned to Lwala with her diploma,
the equivalent of an associate’s degree. She returned to
her job in the economic department and was soon
promoted to join the finance department as the hospital
cashier. She relishes the opportunity to make healthcare
affordable for everyone through health insurance and free
care for pregnant women, children under-5, and HIVpositive patients.
Though she loves being the hospital cashier, Avryle
aspires to become a finance manager in the future. To this end, she is pursuing her bachelor’s degree
in business administration. She takes classes every weekend at the Kisii Branch of the University of
Nairobi, about an hour from Lwala. She will complete her final semester in March of 2019 and is
excited to bring knowledge from the various fields she has studied and apply it at work at Lwala.
Avryle is motivated to get a bachelor’s degree while working full-time at Lwala because she wants
to set an example for girls, and their parents, in the community. She wants to show that her family’s
decision to educate her was valuable, because she is using that education to ascend at Lwala and
give back to her own community. She hopes that skeptical parents will realize that education and
empowerment can be the key to success for young women, and especially those in rural
communities.
Avryle’s favorite part of working at Lwala is interacting with community members that she has
known since childhood. She is proud to show them the role that she is able to play in the
development of their very own community. She explains:
“I feel gratified when my friends and family tell me that they feel more comfortable visiting Lwala Community
Hospital because they know they will see familiar faces like mine.”
Though Avryle has seen Lwala grow from a small health center when she was in high school to the
Level 4 Hospital it is now, she has high hopes for Lwala in the future. She envisions Lwala as a
major force for change and development throughout the country. She also envisions herself as
Finance Manager, leading the organization and mentoring young girls from the community to
follow her example.
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BENEFICIARY SPOTLIGHT
Over the last ten years, Olivia has transitioned from a Lwala patient to one of our strongest
advocates. Olivia first visited Lwala Community Hospital in 2008 for a check-up. Her husband had
passed away four years previously and she was experiencing some of the
same symptoms he had experienced. When the lab technologist explained
that she had HIV and would need to enroll in treatment, she accepted her
diagnosis and began taking anti-retrovirals.
Olivia was consistently compliant with her HIV medication and joined a
Lwala HIV support group called “Tang’chon,” meaning “prepare in
advance.” With her HIV under control, Olivia had a new challenge to
take on: pregnancy. She enrolled in Lwala’s Thrive Thru 5 program and
joined the elimination of Mother-to-Child Transmission (eMTCT) of HIV
cohort. Through these programs, she was provided the support of Lwala
Community Health Workers Elizabeth and Carolyn and was treated with
Highly Active Anti-Retroviral therapy to ensure that her viral load would
remain low throughout the pregnancy.
In September of 2015, she gave birth to a healthy baby boy named Wallace. In accordance with
eMTCT protocol, Wallace was consistently tested for HIV until he could be definitively declared
HIV-negative at 18-months. Olivia was diligent about bringing him to the facility for his well-child
visits and immunizations.
In February of 2017, the Lwala nutrition facilitators conducted a community screening to identify
anyone who was at-risk for malnutrition. Though Wallace was developing normally, he was
identified as at-risk because his mother was HIV-positive. Olivia and Wallace were then enrolled in
the nutrition program and Olivia began attending trainings. She quickly embraced the lessons from
the nutrition trainings and started a kitchen garden at home. After seeing the benefits of growing
her own food and using her land efficiently, she hoped to expand the garden into a larger farm.
It has been a year since Olivia was enrolled in the nutrition program and her land is thriving. Next
to her house she is growing spinach, butternut squash, coriander, capsicum, beetroot, onions, and
some indigenous vegetables. In addition, she has used the money from selling her extra crops to
purchase two sheep and a small potato farm that she is using purely for commercial agriculture.
According to our nutrition survey conducted in November 2017, Olivia has the highest-producing
farm out of all the nutrition clients that Lwala works with. She takes pride in her work, stating:
“Lwala has really helped me by keeping me healthy and providing me with the tools to take care of my
children and keep them healthy too. Lwala has taught me about nutrition which allows me to have a healthy
family and that is the most important.”
In her free time Olivia likes to encourage her friends to adopt kitchen gardens and give them advice
when they grow new crops. She is using the profits from her farm to pay for her children’s school
fees and is looking forward to adding maize to her standard rotation of crops in order to increase
her profits. Through a decade of partnership with Lwala, Olivia has faced her challenges with
strength and is creating a large impact in her own community as an advocate and friend.
*All names have been changed to protect the privacy of the family.
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