QUARTER 1 2018 INSIDER REPORT

LETTER FROM THE DIRECTORS
Dear Partners,
This is a hopeful season for Lwala, as we emerge from the various tribulations we experienced in
2017 and fully launch our growth strategy. In fact, this period reminds us of our intrepid founding
story. Like the dream to build a hospital in a remote village, our strategy to transform the Kenyan
health system is audacious. We continue to be driven by a belief that when communities unite to
make change, nothing is impossible.
We are focused on supporting Migori
County (pop. 1 million) to be a model
county of community-led health. And,
in early 2018 we saw our first policy
win. Due to our influence, the
payment of Community Health
Workers was included in the county’s
strategy for the first time in its history.
This is a first, but significant step,
towards building a robust community
health strategy positioned to save
lives.
Additionally, we launched a
countywide postpartum hemorrhage
intervention. In partnership with the
University of California - San
Francisco, we have trained all the tertiary facilities across the county on the use of the nonpneumatic anti-shock garment (NASG). This device essentially acts as a complete-body tourniquet,
preserving blood flow to the vital organs of a hemorrhaging woman, and buying precious time for
her to be transferred to a facility capable of providing advanced care. Since the launch of this
initiative only two months ago, we’ve utilized this device to save the lives of four mothers.
This quarter also saw the launch of our sexual and reproductive health radio talk show. Using the
most ubiquitous media platform in Kenya, we reach youth with essential reproductive health
information in a fun, relatable format.
As always, our team continues to deliver tangible services at a fast pace. Just this quarter, Lwala
Community Hospital provided over 11,000 patient visits, Community Health Workers supported
over 6,000 children, clinicians provided 2,319 couple years of protection, communities built 131
latrines, school committees distributed uniform and sanitary pads to 1,120 girls and our partners at
Village Enterprise distributed $14,000 in business grants.
All of this is possible because of our communities in Kenya and beyond. As a member of that
community, please read this report with pride.
In solidarity,

Ash Rogers, Executive Director & Julius Mbeya, Managing Director

EXECUTIVE SUMMARY
Community-Led Health
Page 4
●   Increased skilled delivery rate to 98% compared to 97% in previous periods & 53% county average
●   Half of our Community Health Workers were trained on the newest addition to our community service
package: home-based pregnancy testing and home-based distribution of contraceptives
●   Exceeded the global UNAIDS 90-90-90 target that seeks to achieve 90% HIV-testing, 90% HIV care
enrollment, and 90% sustained therapy by the year 2020
Health Systems Strengthening
Page 14
●   We are supporting Migori County in the development of its next strategic plan. Through our influence, the
payment of CHWs was included in the strategy for the first time in the county’s history
●   We are doubling our catchment area, reaching a total population of ~60,0000
●   As part of this expansion, we have strategically partnered with the Migori County MOH to recruit, train,
pay and supervise Traditional Birth Attendants and Community Health Volunteers as professionalized
Community Health Workers
●   The first QI plans focused on pharmacy management, leadership, and increasing capacity are currently
being implemented in five facilities
●   We have launched our first county-wide initiative, training clinicians at all tertiary facilities on how to
utilize the non-pneumatic anti-shock garment (NASG) to treat post-partum hemorrhage
Lwala Community Hospital
Page 19
●   Hemogram and biochemistry machines were added to our laboratory, allowing us to begin providing
blood transfusions and other critical services
●   HIV appointment default rate has remained at 3% or below every month this quarter
Education
Page 23
●   Comprehensive theory of change for our education programming has been developed HIV appointment
default rate has remained at 3% or below every month this quarter
●   Two school management committees have successfully lobbied local government for new water tanks and
football goal posts
●   73 ideas across ten schools were submitted for our School Innovation Challenge. These ideas will be vetted
by a panel of judges and a handful of the best ideas will be launched and measured to see their impact on
learning outcomes
Economic Empowerment
Page 27
●   In collaboration with Village Enterprise, 425 individuals were enrolled into a poverty graduation program
this year
●   $14,000 has been disbursed to the new business groups this quarter; almost $40,000 has been disbursed
since the beginning of our partnership
Measurement
Page 29
●   A quasi-experimental, stepped-wedge design program evaluation will be launched in May 2018
Leadership and Resources
Page 31
●   We have joined the Community Health Impact Coalition
●   Julius Mbeya and Ash Rogers attended: Skoll World Forum, Unite for Sight, Innovations in Healthcare,
and the African Grantmakers Affinity Group, holding speaking positions at several of them
Staff Spotlight & Beneficiary Story
•   Mercy Owino fulfills her dream of working in a lab and serving her community
•   Family of malnourished child receives nutrition support

Page 33
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COMMUNITY-LED HEALTH
Our community-led health model includes four key pillars: community committees, health centers,
Community Health Workers, and data.
Community Committees – Our model starts by empowering and engaging community committees
to drive local leadership of health activities. We organize community committees to launch their
own health initiatives around water, sanitation, and hygiene (WASH), HIV, sexual and reproductive
health (SRH), and nutrition. We also train community members to participate in the governance
committees of public health centers and equip them to hold the health system accountable.
Health Centers – Then, we provide onsite quality improvement support and training to government
health facilities, focusing on maternal, newborn, child, and reproductive healthcare. 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.
Community Health Workers – Core to our model is the recruitment, training, supervision, and
payment of traditional birth attendants as Community Health Workers. As the frontline workers in
the continuum of care, the Community Health Workers track every pregnant mother and child
under-5. During their ongoing household visits, Community Health Workers provide
comprehensive health services, track pregnancies, ensure on-time immunizations, make referrals to
the hospital as needed, advise on healthy household behaviors (such as proper handwashing and
use of mosquito nets), and diagnose and treat malaria.
Data – Based on the evidence of impact, we are focused on leveraging our learnings to build a
county model of community-led health, and ultimately position the model for nationwide scale.
We’ll start by scaling our community-led health model throughout Migori County – which
represents one million people. Through a three-pronged approach – direct service expansion, peer
replication, and government adoption – Lwala will support the Ministry of Health in building a
“model county” for community-led health, ultimately influencing the wider health system in Kenya.

Community Health Workers
11,602 individuals, were regularly provided care by our Community Health Workers. Core to our
model is the recruitment of traditional birth attendants. Traditional birth attendants are the women
in the community who have delivered healthcare to their communities for generations. But, because
they have been cut off from formal health systems, the home births they provide are often
dangerous for mother and baby. We transform these women from the largest competitors to skilled
deliveries to the greatest champions of maternal and child health. These transformed Community
Health Workers find and provide care to every pregnant mother, child under-5, and person living
with HIV. Community Health Workers link mothers to the formal health system by identifying early
symptoms of high-risk pregnancies, ensuring adequate maternal nutrition, and accompanying
mothers for safe, facility-based deliveries. Each child is enrolled in our Community Health Worker
program at birth, allowing us to manage immunization timelines and track growth.
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Individuals Enrolled in the CHW Program
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Community Health Workers
provide home-based screening for
the deadliest childhood conditions,
including malaria, pneumonia,
respiratory infection, malnutrition,
and diarrhea. When a child does get
sick, Community Health Workers
provide care and treatment in the
home and refer complicated cases
to the local clinic—making certain
that no child slips through the
cracks.

Total	
  HIV+	
  Individuals	
  Enrolled

Total	
  Children	
  Enrolled

6,438 children were regularly provided
care by a cadre of 83 Community
Health Workers. During their monthly
household visits, Community Health
Workers 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.

Under-5 and Infant Mortality
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Child Survival - Under-5 deaths in our
communities are 64% lower than the
Nyanza
Lwala
regional average – 29.5 deaths per 1,000
compared to 82 per 1,000. The infant
mortality rate in our communities is 13.6/1000 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
cross-sectional 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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Immunization – Community Health Workers continue an all-out effort to get children immunized
as part of their regular household activities. This has allowed us to maintain a rate of 96% of
children fully immunized during the first quarter of 2018. The immunization rate in our
communities is significantly higher than the county rate of 57% (DHS 2014). Also, in early 2018 the
Ministry of Health resolved to roll out a second-round dose of the measles vaccine to all children
under-5. From our data systems we learned that only 47% of children under-5 had received this
second dose. Through an all-out effort to get every child covered by the updated guidelines, we
quickly brought the measles 2 completion rate in line with our total immunization rate of ~96%.
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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 119 children this quarter.
In addition, 515 children have been treated for malaria in the Lwala Community Hospital. Between
hospital- and home-based care, we
have treated 634 children for malaria
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Elimination of Mother-to-Child Transmission of HIV – We identify HIV-positive pregnant women
by testing every pregnant woman for HIV at her first antenatal care visit and again during labor.
This ensures that every baby born to an HIV-positive mother is enrolled 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 ensures that she gives birth to a
healthy, HIV-negative baby. During monthly meetings, hospital staff lead educational sessions on
drug adherence, infant feeding, and nutrition. In addition, a mentor mother, who is an HIV-positive
woman, provides counseling and support to encourage women to accept their status and be
proactive about HIV care. So far in 2018, we have enrolled 65 mother-child pairs, to whom we are
providing Highly Active Retroviral Therapy and psychosocial support. 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.

Tramuto Foundation / Health eVillages Nutrition Initiative
Malnutrition prevention and treatment are crucial components of our community-led health model.
Our Community Health Workers screen all households in the community for malnutrition
vulnerability, referring acute cases to the facility nutritionist and enrolling both acute and chronic
cases into our gardening for nutrition program. Acute cases are treated by the facility nutritionist
who provides food supplements on a weekly basis and closely monitors growth.
Then, families are enrolled into the gardening for nutrition program which 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 533 clients in the
program, 302 of which are mother-child pairs and 231 of which are HIV-positive clients. All of
these individuals also receive care and support from a Community Health Worker.
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Maternal Health
We are extremely proud
that so far in 2018 we
have achieved a skilled
delivery rate of 98%!
This exceeds our
average performance of
97% skilled deliveries
over the past three
years. We owe this
incredibly high rate to
our Community Health
Worker diligence in
supporting mothers to
create delivery plans
and accompanying
women to the facility to
make them feel
comfortable.
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There are 4,446 mothers enrolled in our maternal and child health program, 539 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, 72% of
mothers
enrolled in our maternal and
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that originally took place in August, but
were later contested and delayed
throughout the second half of 2017. As previous elections in Kenya have led to violence and unrest,
there was a great deal of uncertainty during this time as people worried about their safety. The
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nurses strike and elections caused many people not to seek care, especially primary care, such as
antenatal visits. The women who are delivering now were pregnant during the nurses’ strike and
elections, and likely did not complete their antenatal care visits as a result of those two barriers.
Antenatal care visits are an important contributor to health outcomes and allow hospital staff to
prevent and detect possible complications, test for HIV, promote malaria prevention, provide
proper medications, and measure growth to ensure the safest delivery possible.
Home-based Pregnancy Testing – In March, half of our Community Health Worker cadre was
trained on the newest addition to our Community Health Worker service package – home-based
pregnancy testing. The Community Health Workers were trained to administer and interpret
pregnancy tests and to council women when the test is positive. We expect this program to increase
the number of antenatal care visits conducted within the first trimester, as women will become
aware of their pregnancies much earlier. In 2018, 44% of women attended their first antenatal care
visit during the first trimester. We expect this to improve as women no longer have to wait until
they are showing signs of pregnancy to seek care.

Sexual and Reproductive Health
Sexual and reproductive health (SRH) is an important component of our health model because the
ability to avoid unwanted and teenage pregnancy, space desired pregnancies, and prevent sexually
transmitted diseases is directly linked to maternal and child outcomes. Our SRH 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 utilize community committees, youth
peer providers (YPPs), youth friendly corners, and more to educate and engage the community on
the importance of SRH.
As a result, we have provided 2,319 couple years of protection so far in 2018. This is slightly lower
than the 2,679 couple years of protection provided during the same period in 2017, but we expect
contraception provision to ramp-up significantly in the second half of this year as we increase
referrals for tubal ligations and vasectomies, roll-out home-based provision of contraceptives, and
support additional facilities to provide contraceptives.
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Home-based contraceptive provision – In late March, we held a training for Community Health
Workers on home-based distribution of contraceptives. The Community Health Workers were
provided with male and female condoms, two types of birth control pills, and emergency
contraception to distribute to community members during their household visits. While they were
trained and provided with commodities in late March, the distribution will begin in quarter two,
and we believe this will increase contraceptive uptake significantly. Later in 2018, we’ll add Sayana
Press – an injectable contraceptive providing 3-months of pregnancy protection – to this service
package.
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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. We encourage community
members to use long-term methods to ensure consistent protection from unwanted pregnancy,
though patients who are using family planning for the first time often opt for a short-term method,
and switch to a long-term method once they are comfortable with family planning. This is
demonstrated in the graph above, as both the number and proportion of long-term methods has
increased over time. In 2018 so far, long-term methods account for about 95% of total family
planning, which is a significant improvement from the 74% of contraception from long-term
methods last year.
Ukumba Rowere Radio Program – We have also developed a radio talk show focused issues related
to SRH, HIV, STDs, family planning, and gender-based violence. Each week a different staff member
hosts the show to contribute a unique perspective. 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. We
have ignited vast listener engagement through text messages and calls included in the show, and
plan to create a Facebook page where listeners can interact with one another.
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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.
Youth Peer Providers – To better engage young people, we have trained a cadre of 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. This program is designed to make
adolescents feel more comfortable talking about and accessing sexual and reproductive health
services by delegating the services to people their own age.
Youth Friendly Corner – 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
1,794 youth so far this year.

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. Through a community-led process,
community members construct latrines and secure water sources, which ultimately leads to villagewide declaration of Open Defecation Free status:
•   Community-led Total Sanitation (CLTS) – CLTS is a process whereby the community
health team triggers particular groups to promote proper Water, Sanitation, and Hygiene
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practices in their own communities. This quarter, 131 latrines, 214 handwashing facilities,
47 utensil racks, and 44 garbage pits were constructed due to CLTS triggering. During
CLTS triggering, the community health team reviewed the current sanitation and hygiene
situation in the village, discussed sanitation challenges, and explained the potential
consequences if hygiene standards are not met, such as fecal- and oral-related infections.
Attendees are encouraged to construct their own latrines and then join with other
community members to help neighbors build latrines, particularly the elderly or sick, who
could not build their own.
•   Eliminating Open Defecation – Following CLTS 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 10 villages with 100% latrine coverage and access, four
of which are awaiting official MOH ODF certification. The Lwala WASH team is in the
process of checking every single latrine in these four communities to ensure that they will
pass MOH inspection.
•   WASH trainings and outreach – This quarter, we held three WASH trainings that
convened 123 total participants. The trainings were led by Lwala-trained community
members with technical support from Lwala staff. At the trainings, community members
learn about food-borne illness, handwashing, mosquito net use, latrine coverage, safe water
practices, and more.

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. We owe the success of our HIV program to exceptional HIV testing and counseling services
at the hospital that are bolstered by consistent, supportive follow-up by Community Health
Workers in the community who ensure that clients adhere to treatment schedules and seek related
services for pregnancy or WASH.
HAWI – So far in 2018, Community Health Workers have enrolled 100 new individuals into our
home-based HIV and WASH Integrated (HAWI) program, bringing our total enrollment to 1,697.
This program is modeled after our maternal and child health program, providing every HIVpositive 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 39 HAWI psychosocial
support groups incorporating 886 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.
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A Look Ahead – Quarter Two
Next quarter, we will:
•   Reduce barriers to family planning by supplying Community Health Workers with
contraceptives, particularly birth control pills and condoms, to distribute at the household
level.
•   Launch Zinga Games, a mobile-based choose your own adventure game, designed to
influence male perceptions of sexual and reproductive health issues.
•   Expand core maternal and child health and sexual and reproductive health services to three
facilities in East Kamagambo through onsite quality improvement coaching, deploying a
new cadre of Lwala Community Health Workers, and supporting commodity supply and
procurement.
•   Improve sanitation in the community by supporting further latrine construction and
promoting more villages to become certified as Open Defection Free.
•   Continue reducing malnutrition by enrolling more families into the community-based
nutrition program and conducting practical gardening trainings.
•   Encourage proactive maternity care by rolling-out community pregnancy testing as part of
the Community Health Worker service package.
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HEALTH SYSTEMS STRENGTHENING
Over the last eleven years of operations, we have created a significant impact within a population of
30,000, exemplified by a 64% reduction in under-5 mortality, 98% skilled delivery rate, and almost
2,000 individuals enrolled on HIV care. Based on this evidence of impact, we are focused on
leveraging our experience to create a county-wide model of community-led health, and ultimately
position us for nationwide scale. Lwala will support the Ministry of Health and Migori County (pop.
~1,000,000) in a three-pronged approach: direct service expansion, peer replication, and government
adoption. This approach to building a “model county” will ultimately influence the wider health
system in Kenya.
Constitutional changes in Kenya devolved health services to county governments. Historically
under-resourced counties, like Migori, are ill-prepared to take on the accompanying responsibilities,
and need additional support to build their capacity. However, those counties that utilize innovative
community health models have the ability to access additional resources from the central
government, as well as from bilateral and multilateral funders. Thus, if Migori County could
combine these elements, there is an opportunity to radically shift its development trajectory and
launch a model that can be replicated in other counties across Kenya. We are well-positioned to
support these counties in developing and implementing strong community health models.
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Government Engagement
As we scale our community-led health model throughout Migori County, our ultimate goal is to
achieve a paradigm shift in which community-led solutions are viewed as uniquely valuable drivers
of systems change. Towards this larger goal, we seek to influence the Kenyan health system to adopt
community-led health principles, including strengthening of health management committees,
professionalization of community health workers, and decriminalization of traditional birth
attendants.
Global Engagement – Sharing our expertise on community-led health models is important to our
systems change strategy. Recognizing the value that networks of likeminded organizations have in
advancing advocacy efforts at the national level and beyond, Lwala has joined the Community
Health Impact Coalition. This collaborative cohort includes our peer organizations 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.
National Influence – At the national level, we are part of the Maternal Neonatal Health Working
Group, focused on improving provision of these services across Kenya. We are participating
alongside Migori County officials in sharing essential components of our work together. We are
starting by collaborating on post-partum hemorrhage initiatives and will increasingly showcase the
advantages of our community-led health model.
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 several 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.
County Model – At the County Level, we are also directly supporting Migori County in the process
of creating its next Strategic Plan. Through our influence, the payment of CHWs was included in the
strategy for the first time in the county’s history. We are also supporting Migori County to be the
first county in Kenya to implement the non-pneumatic anti-shock garment for postpartum
hemorrhage. As a result, we will be able to leverage this relationship to influence the national rollout and actively engage with the wider health system throughout the country. Further details about
this collaboration and the NASG can be found in the next section.
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.
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.
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Non-Pneumatic Anti-Shock Garment
The primary use of the non-pneumatic anti-shock garment (NASG) is to give women more time to
receive specialized care when they are experiencing post-partum hemorrhage. The NASG reduces
blood flow to the lower extremities and increases blood flow to critical organs, such as the heart and
brain, thus increasing a woman’s chance of survival while she can be transported to a tertiary
facility for surgical or advanced care. Recognizing the potential of this low-tech intervention in rural
settings, we have launched the first countywide initiative to introduce it to public health centers and
referral facilities throughout Migori. This quarter, we collaborated with the University of California,
San Francisco (UCSF) to share education and best-practices on postpartum hemorrhage prevention
and treatment. Two researchers from UCSF visited Lwala in January and February to instruct trainer
of trainers (TOTs) on proper application, removal, and cleaning of the NASG. During the two-day
training, four medical doctors, five clinical officers, and 29 nurses from seven facilities in Migori
County received extensive training on this low-cost, cost-effective, and efficient intervention.
This quarter clinicians across all tertiary care facilities in Migori County were trained in the use,
removal, and cleaning of the garment. Lwala Community Hospital staff have begun using the
garment. In fact, just two days after the training concluded, the garment was used on a
hemorrhaging mother at Lwala Community Hospital. She was safely referred and provided with
care. Since then the garment has been used three additional times, each time with success. We plan
to leave three months for the clinicians to become comfortable with the garment, and then we will
conduct a second round of training for clinicians at other primary care facilities within the subcounty. This will increase the network of facilities able to provide safe and reliable maternal care
and generate best practices for further expansion. The Ministry of Health recognizes the potential
this has to save hundreds of lives, and has pledged human and financial resources to ensure that it
reaches every facility in the country with support from Lwala.

Quality Improvement
Thanks to the success of our programming in a population of 30,000, we have been invited to
expand our community-led health model throughout Migori County to impact how 1 million people
access healthcare. One of the intermediate outcomes of an effective CHW program is a rapid
increase in health-seeking behavior. As CHWs diagnose and treat at the household-level, demand
increases for facility deliveries, referral services, and facility-based services like HIV care and IUCD
insertions. In order to prepare facilities to meet this 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.
The first step of the Quality Improvement Initiative was to develop a Quality Improvement Assessment
Tool that measures performance across the six World Health Organization health system building
blocks, which are further broken down into five performance targets with associated indicators. The
indicators are specific, measurable goals that were determined based on the standards in Kenya. We
pulled from Ministry of Health and World Health Organization guidelines to determine each of the
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. The tool
will build upon our robust community health mobile application and incorporate facility quality
management assessment and tracking. This tool will include real-time feedback and dashboards to
track progress, allowing facilities to better address the challenges they face.
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This tool will also contribute to our peer replication efforts, as it will be open-source and shared
with similar organizations and county leadership beyond Migori. Each facility or institution will be
able to adapt the tool for their own use, which will increase the likelihood that organizations will be
able to effectively implement the tool for quality improvement of their own services.
We will support facilities to identify program goals pulled from the digital Quality Improvement
Assessment Tool and implement Plan Do Study Act (PDSA) cycles as illustrated in the graphic below.

	
  
	
  
We will then deliver tailored coaching, coordinated by our Quality Improvement Officers with
technical support from Lwala Community Health Center, the Ministry of Health, and two academic
partners (Vanderbilt Institute of Global Health & University of California San Francisco).

Finally, we will integrate these six health facilities within our larger community-led health model,
connecting them to community health management committees and CHWs. We will organize
Health Facility Management Committees (i.e. community committees) to participate in and oversee
PDSA cycles at each facility. These committees are an official structure within the Kenyan health
system. However, they are under-leveraged and often dormant. Lwala will resurrect these
structures and train them to participate in the improvement of the health facility and the
implementation of community health activities.
Lwala and Ministry of Health officials began the first step of the initiative in February and March,
when they conducted baseline data collection at the 6 facilities where the QI initiative will begin this
year, using the Quality Improvement Assessment Tool. The data collected at the six facilities this
quarter serves as a baseline for the team to identify priority areas for intervention. In early April,
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Lwala and the Quality Improvement team within the Ministry of Health developed the first
improvement plans focused on pharmacy management, leadership, and increasing capacity, which
are currently being implemented at all six facilities.

Nurse Training
Training nurses is part of our initiative to support human resource development and improve
clinical quality within the health system. Lwala Community Hospital runs a nurse training program
that allows nurse trainees to gain practical experience while they are still in school. The medical
colleges in Migori County and neighboring Homa Bay County send nurses to Lwala for two-month
clinical internships entitled “Health Center Rural Experience.” In February, the Nursing Council of
Kenya inspected Lwala Community Hospital to approve it to receive nurse trainees. We expect
around eight students to begin the training program in the second half of 2018. During their
placements at Lwala Community Hospital, nurse trainees will gain experience in maternal health,
child health, provision of comprehensive reproductive health services, quality improvement, and
patient-centered care. Many of these nurses will enter Ministry of Health positions after graduation
and become the next generation of health providers, equipped to strengthen the health system.

A Look Ahead – Quarter Two
Next quarter, we will:
•   Conduct the baseline for our quasi-experiment program evaluation of our program
expansion across a population of 150,000.
•   Implement three facility improvement plans based on the needs identified through the
health system quality improvement facility assessment tool.
•   Conduct patient and staff satisfaction surveys and case observations at six facilities and
begin nurse training to address the gaps identified.
•   Train a cadre of Community Health Workers in our new expansion site on field-based
service delivery of maternal and child healthcare, family planning services, and mobile data
collection.
•   Train clinicians from referring facilities on the non-pneumatic anti-shock garment to increase
the network of facilities able to take advantage of this life-saving tool.
•   Work closely with the sub-county government to execute a smooth roll-out of our expansion.
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LWALA COMMUNITY HOSPITAL
So far in 2018, Lwala Community Hospital has provided 11,005 patient visits, which is slightly
higher than the patient visits provided during the same period in 2017. In particular, patient visits
for maternal care were significantly higher this quarter than the first quarter of 2017, with 1,048
visits compared to 648 visits last year. We attribute this increase to the significant focus placed on
encouraging women to attend 4 or more antenatal care visits before delivery. This contributed to the
152 successful deliveries at the facility this quarter and 98% skilled delivery rate.

Quality Improvement
Lwala Community Hospital focused on quality improvement this quarter, certifying the pharmacy
and lab, adding blood transfusions to the suite of services, and conducting weekly Continuous
Medical Education sessions. 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.
Last year, our partner PharmAccess, conducted their SafeCare quality standard accreditation at
Lwala Community Hospital. PharmAccess 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. The quality improvement plan was integrated into the annual work plans for 2018, to
ensure that the activities are absorbed into standard operating procedures. This quarter in
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accordance with the improvement plan, both the laboratory and the pharmacy have been certified
by their respective boards. The pharmacy has also upgraded some labeling and inventory
management procedures to group drugs according to batches, which reduces waste due to
expiration. We have put up signage providing directions to Lwala Community Hospital at major
road intersections to make the hospital more recognizable and easily reachable. PharmAccess will
conduct a follow-up SafeCare assessment in September.
One of our most important tools for quality improvement is our patient engagement survey. This
survey assesses patient experience across several critical points of the patient-clinician interaction.
We are proud to have such high performance across these points for the last two quarters. After the
October survey, our team focused on patient education as a core part of our clinician’s protocol. As a
result, we’ve seen a significant increase in the percent of patients reporting that they understood
their doctor’s instructions.

Optimizing Technology
KenyaEMR – The Ministry of Health electronic medical records system, Kenya EMR, now operates
actively in all HIV and TB patient rooms at Lwala Community Hospital, so that patient information
is accessible in real-time. 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.
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% and it was 3% or below every month this 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 would enable staff in the field during outreaches and home visits to input
information about HIV-positive patient services on-the-spot, thus streamlining and simplifying our
data collection system while maintaining the confidentiality of patient data.
Medical Equipment – This quarter we received the first installment of a medical equipment
donation for our pharmacy. The donation
included a hemogram machine which measures
various blood parameters by checking the blood
count, and a biochemistry machine to assess
numerous biomedical processes, such as kidney
function. With the addition of the hemogram to
our laboratory, we were able to begin providing
blood transfusions at the hospital. After an
MOH blood drive was conducted in January, we
were supplied with blood and have successfully
transfused seven pints of blood so far. In
addition, the laboratory promoted our former
intern to become the third full-time technologist
after he successfully completed his internship. A
new intern has been hired and the laboratory is
handling the increased workload at a high-level.
Our Laboratory Technologist receives a blood count
Both the laboratory and pharmacy became
reading from the new hemogram machine.
certified by appropriate agencies in their
respective areas, such as the Kenya Medical Lab Technologist Board and Pharmacy and Poisons
Board. The certifications came after inspections in March in which the boards checked staff
qualifications, conducted machine tests, observed staff at work, assessed adherence to regulations,
and studied standard operating procedures.

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. This quarter, we submitted a reimbursement claim for $1,240, though we
only received $420. 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.
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A Look Ahead – Quarter Two
Next quarter, we will:
•   Complete the new staff housing buildings and open them to two additional families.
•   Receive a new ambulance from Toyota to replace the current ambulance, which is starting to
wear down after years of use.
•   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.
•   Increase NHIF reimbursement payments by increasing insurance coverage for pregnant
women.
•   Install and begin using the newly donated biochemistry machine to conduct various tests
prior to HIV drug initiation.
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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. Starting in May, an additional
curriculum entitled Young Love will be added to address the high prevalence of inter-generational
relationships that often lead to teen pregnancy and HIV-infection. 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 two Youth-friendly Corners served 1,794 youth so far this year.
These Youth Friendly Corners are housed at Lwala Community Hospital, Minyenya Health Centre,
and Ndege Oriedo Dispensary. They 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.

Youth-Friendly Corner Visits by Gender
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Better Breaks – 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. The first Better Breaks session in 2018 will occur during the
April holiday break. This quarter, we have been preparing for Better Breaks by creating videos,
games, and other interactive activities that contain educational components. For example, we will
show a movie that demonstrates the dangers of relationships between young girls and older men.

Access
Supplies for Girls – Through our New Visions women’s sewing cooperative, we provide re-usable
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.
For the 2018 school year, we provided 706 girls with school uniforms and 1,120 girls with sanitary
pad kits.
In-School Girls Mentoring – To increase school participation and performance and decrease teen
pregnancy rates for young girls in school, we work with teachers to mentor girls who have been
identified as particularly vulnerable. This year, we are providing leadership training and skills
development to 298 girls at 10 schools through this in-school program. Only one girl in the in-school
girls mentoring program has become pregnant this year, and she has been supported by her mentor
to remain in school through pregnancy and return after delivery.
Out-of-School Girls Mentoring – Similarly, we support girls who dropped out of school due to
early pregnancies through a mentorship and apprenticeship program. This year, 62 women are
enrolled in the mentorship program. So far, six girls have re-enrolled in school as a result, and four
more plan to enroll when the school holiday ends in May. To incentivize parents and spouses to
keep girls in school, we provide business skills training and micro-grants to help them pay for
school fees. In addition, the girls themselves are given uniforms, books, and pens once they have reenrolled. 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 girls from the previous
mentoring cohort are currently completing apprenticeships.
Board of Management Training – 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 a school
development plan, which will contribute to better learning outcomes. The first successes have come
from two schools that successfully lobbied the local government for infrastructure improvements.
One group submitted a successful proposal to the local government’s Constituency Development
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Fund for new football goalposts. The other school successfully lobbied the Migori County WASH
team for new water tanks.
Girls Leadership – The education team has been training and supporting school-aged girls to run
for leadership positions at their schools. This quarter, a training was held for girls from various
villages on leadership skills and a new position will be created within the Better Breaks framework
designed for girls’ leadership. We have begun tracking metrics on girls leadership this year and will
report on the impact as data becomes available.

Academics
eReader - We run an eReader program through a partnership with World Reader. eReaders are
mobile tablets pre-loaded with textbooks and storybooks and are designed to enhance classroom
learning and increase student access to reading materials. The eReader program consists of two
separate studies, designed to evaluate the impact of the eReaders and compare the efficacy of the
different program styles. The first study began in 2016 and was designed so that every student in
grade 6 in three different schools received an eReader for school and home use, reaching 135
students total. The 135 students in the program have kept their eReaders as they moved through
grade 7 and will graduate from grade 8 this year. Vanderbilt Peabody College of Education and
Human Development analyzed the first year of this one-to-one model finding that students learning
with eReaders improved in both reading fluency and comprehension by 21% overall compared to
control group that did not receive eReaders. Results also showed a marked increase in female
students’ improvement compared to the control group.
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To determine if we can replicate results at a lower cost per student, we also run an eReader library
model in two schools, which began in 2017. In this model, students and teachers can check-out
shared eReaders from the library, with 67 eReaders reaching 397 students. At the end of the school
year in October we will conduct follow-up evaluations of the students in the two eReader models
and the control group to compare their literacy improvements. The students in the classroom model
will be graduating from primary school and sitting for the Kenya Certificate of Primary Education
exam. We will use the results from the endline survey as well as the exam scores to evaluate the
results of the classroom model study.
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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. At the end of February, 73 ideas were
submitted from teachers at ten schools. The twenty best ideas have been selected, and the best six
will be chosen shortly. The education team is in the process of meeting with each of the teachers
responsible for the best ideas to learn about their vision for implementation. The roll-out of the best
six ideas is expected to begin in May.
Program Development - In January and February, an education consultant worked with the
education team to develop a theory of change that underpins all programming. Together with the
consultant, the education team restructured their roles so that each team member is responsible for
four schools and oversees two initiatives. This allows the staff members to collaborate more
effectively while also developing strong relationships with the specific schools that they oversee.

A Look Ahead – Quarter Two
Next quarter, we will:
•   Focus on promoting school re-entry for girls who have dropped out by offering incentives to
their parents and spouses through business training and micro-grants, thus ensuring that
school fees will be paid.
•   Promote teacher involvement through the Innovations Challenge by selecting the six
winning ideas and implementing them at each of the schools.
•   Teach adolescents about the dangers of inter-generational relationships by implementing the
Young Love curriculum designed to reduce the instance of transactional and dangerous
relationships.
•   Collaborate more closely with the school Boards of Management to build capacity and hold
the Ministry of Education accountable.
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ECONOMIC EMPOWERMENT
Village Enterprise Partnership
Poverty Assessment – 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 begins with a poverty wealth ranking in which Village Enterprise staff
collaborate with opinion leaders in the community to create a roster of the households in every
village ranked into four categories: ultra-poor, poor, moderate, and wealthy. Those households in
the three poorest categories are then assessed using the Progress Out of Poverty Index (PPI). The PPI
more accurately measures household wealth and concretely ranks households into those same four
wealth categories. Those in the lowest category, ultra-poor, qualify to be enrolled into Village
Enterprise, and Village Enterprise facilitators visit every ultra-poor household to explain the
program and enroll those who wish to participate. Since Lwala began partnering with Village
Enterprise in March 2017, 2,327 people have been measured by the PPI, 778 of whom were measured
in the most recent administration of the PPI in November. Of those measured since March, 1,703
have qualified as ultra-poor and 1,173 have enrolled into the Village Enterprise program. Of the 778
measured in November, 556 qualified as ultra-poor and 425 were enrolled into Village Enterprise
and began training in February.
Business Groups – The 425 individuals who were PPI’d and
enrolled into Village Enterprise at the end of 2017 began
entrepreneurship training in February. During this training they
learned about leadership, microfinance, record keeping,
business planning, marketing, and other business basics. To
ensure family buy-in, Village Enterprise hosted a community
interest meeting that explained the organization’s mission and
answered questions. Then, Village Enterprise grouped the
participants into three-person business groups and provided
them with a startup grant and training in vegetable farming,
horticulture, poultry-keeping, or retail. We leverage synergies
with Village Enterprise by using the Lwala nutrition team to
conduct all agriculture-related training and support. Each threeperson business group is provided with a start-up grant of $100
and is required to contribute $10 of their own money to ensure
they are committed. This quarter, just over $14,000 have been
disbursed to the new business groups and almost $40,000 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, $2,200 have been saved through business savings
groups, bringing the total savings to $30,600 since the beginning of the partnership. Of the 425
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individuals in the Village Enterprise program this quarter, 90 are also enrolled in the Lwala
Community Health Worker program, 16 of which are enrolled in the HIV-program, 49 of which are
in the maternal and child health program, and 25 of which are in both.

Community Bank
The Lwala Community Bank is a Savings and Credit Cooperative (Sacco) that is run independently
of the organization. It 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. As of the end of 2017, the Sacco had
$64,850 in savings and had provided $72,845 in loans. This quarter, 20 new community members
joined, bringing total membership to 135. Participation in the Sacco has been growing in recent
months and we hope to continue this trend by enrolling more community members next quarter.

A Look Ahead – Quarter Two
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.
•   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.
•   Encourage timely repayment of loans by those community members who are currently
borrowing from the Sacco savings.
•   Continue supporting stable entrepreneurs as they graduate from the first two 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
well-being. 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).

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 11,000 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 new module was added to the mobile tool to track the contraceptives distributed by
Community Health Workers at the household level. Each time that they provide condoms or pills or
refer for IUDs, injectables, or permanent methods, the Community Health Workers update the
household’s record, providing us with real-time data about contraceptive uptake in the community.

Household Survey
In January 2017, we conducted a household survey with support from the Vanderbilt Institute of
Global Health, measuring population-based information across Lwala-supported communities. The
sampling frame for the survey approach was a digitized map of 6,000 households in our catchment
area.
Key findings:
•   We have cut under-5 deaths by 64% of the regional average – 29.5 deaths per 1,000 compared
to 82/1,000
•   The infant mortality rate is 13.6/1000 live births, a 73% reduction compared to the regional
average
•   73% of women received the recommended four or more ANC visits, compared to an average
of 58.7% in Nyanza
•   Contraceptive prevalence rate is 61.5% compared to 44.6% in Migori County
•   97% of individuals have been tested for HIV
•   70% of households have been visited by a Community Health Worker in the last 3 months
Now, we are working with the Vanderbilt Institute of Global Health to conduct an even more robust
evaluation of our program expansion. This quasi-experimental study will employ a stepped-wedge,
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cross-sectional design to understand health impacts in Lwala sites compared to control sites. The
study will focus on maternal and child health outcomes but will also collect a wide range of socioeconomic data to help us understand more about the drivers of health outcomes.

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.

Adolescent SRH Messaging
Another Vanderbilt University medical student conducted focus group discussions to collect
qualitative data on the messages that adolescents receive regarding family planning. She held focus
groups for youth aged 13-15 and 16-18, separated by gender, as well as parents and relatives of
adolescents, school teachers, and healthcare workers. The focus group discussions were designed to
identify cultural beliefs that impact utilization of family planning and the means of formal and
informal transmission of family planning messages. In addition, youth participants completed brief
quantitative surveys that assessed their knowledge of facts about family planning. She is in the
process of synthesizing the many hours of focus group data that she collected and will share her
results once the data has been analyzed.

eReader Study
In collaboration with Vanderbilt University, the findings from the eReader study will be developed
into a paper and published in late 2018. We will conclude our evaluation of the eReader classroom
model when the original cohort of class 6 students, who are now in class 8, graduate from Primary
School. We will continue our evaluation of the library model by following the initial cohort of Class
6-8 students through their second and third year of programming and assessments. An endline
assessment for the classroom model students, and follow-up evaluation for the library model
students will be conducted at the end of the school year in October. The results from these
assessments will inform our program evaluation in conjunction with the results from the Kenya
Certificate of Primary Education exam.

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
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.
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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 SRH. 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.

LEADERSHIP
Lwala has joined forces with the Community Health Impact Coalition, which includes peer
organizations Last Mile Health, Muso, Hope Through Health, and Partners in Health. We are
excited to collaborate with this cohort of influential innovators, and look forward to both sharing
our experiences and learning from other organizations who recognize the impact Community
Health Workers have to transform systems.
Elizabeth Owino has joined the Lwala team as Talent Manager, overseeing human resources and
recruitment. Elizabeth is a human resource generalist with extensive experience building talent
management systems and recruiting at the junior, mid- and senior level for fast-growth startups in
Kenya. She has had over 8 years of experience in Talent Management with organizations such as
KEMRI/FACES, ICAP, and Save the Children.
Emily Warne was hired to fill the role of Development Manager. She joins Lwala most recently from
Health Builders, a peer organization based in Rwanda. She serves as an advisor for the Panzi
Foundation USA, which supports the efforts of Nobel Peace Prize nominee Dr. Denis Mukwege’s
hospital for survivors of sexual violence in the Democratic Republic of Congo.
Our Managing Director, Julius Mbeya, held speaking roles at Innovations in Healthcare Conference
in Washington DC and Unite for Sight in Connecticut.
Our Executive Director, Ash Rogers, presented on gender and philanthropy at the African
Grantmakers Affinity Group and attended the Skoll World Forum.
Winnie Oyugi, our Community Programs Manager, participated in the prestigious iLeap
Fellowship, recognizing rising leaders in social justice.
Our co-founder, Dr. Frederick Ochieng’ was featured in the Future of Healthcare podcast, where he
discussed his journey to fulfill his father’s dream of starting Lwala’s first health clinic, and how that
hospital has since transformed into a comprehensive and holistic community-led health movement.
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RESOURCES
CASH  

2018  Planned  Revenue  

Actual  YTD  

Total  
Grants  
Organizational  sponsors  
Earned  revenue  
Individual  giving  

$2,466,855  
$1,737,155  
          $18,000  
          $55,200  
      $430,000  

    $309,650  
    $250,089  
            $9,246  
        $23,528  
        $26,786

Funding  Designated  for  
2018  
Grants  

2018  Planned  Revenue  

Committed  YTD  

$1,737,155  

$1,822,000  

We entered the year with $1,400,000 in confirmed grants. Since then, we have received:
•   ~$225k in renewals
•   $20k from new partners
We have ~$1,070,00 in committed funding for 2019.
  

We hosted several fundraising events this quarter:
•   Our Programs Manager, Winnie, visited the United States as part of her iLeap Fellowship
and participated in many one-on-one meetings and events. Several longtime supporters of
Lwala from the Harpeth Hall community hosted a reception for Winnie while she was in
Nashville, where she was able to share her story further. The group covered the entire cost of
the reception and further exposed our work to their networks.
•   In addition, our Managing Director, Julius Mbeya, visited the United States for several
speaking engagements. Two of our Board of Directors hosted a welcome fundraising
reception for Julius at their home in New York City in April. Ash also attended and they
were able to share Lwala’s mission and vision with the group, who were extremely receptive
to our efforts. They have since been added to our mailing lists for future cultivation.
We mailed copies of the 2017 Annual Report to all individuals who gave $1,000+ in 2017 or who
were recurring monthly donors, with a pledge card to renew or contribute again in 2018.
A vision trip for July 2018 is being planned, as is a student trip from our partners in Nashville,
Harpeth Hall, in 2020.
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STAFF SPOTLIGHT
When Mercy Obiero was a young girl growing up in western Kenya, she was fascinated by the diagnosis
and treatment process that took place every time she got sick. While the doctor could interpret her vital
signs and make sense of her symptoms, she always had to pass through the laboratory before she could
be decisively diagnosed and prescribed treatment. To Mercy it always felt as though the lab was where
the exciting stuff happened.
At Jomo Kenyatta University in Nairobi, she
studied microbiology in order to understand the
laboratory work that had piqued her interest since
she was a child. Though she had planned on
remaining in Nairobi after graduation, her brother
informed her of a position in a laboratory with
Lwala Community Alliance, not far from where
they had grown up, and she eagerly accepted the
chance to provide diagnoses for children in rural
communities just like her.
When she arrived at Lwala in late 2013, there was only one technologist in the laboratory, and he was
working seven days a week to keep up with the workload. After all her years of dreaming about what it
would be like to work in a lab, she suddenly became nervous on her first day of work. The gravity of
holding a patient’s fate in her hands weighed down on her until she passed by the records office on her
way to the lab and was greeted by Jacktone. Jacktone has been a staff member with Lwala since the
organization was founded and his family donated the plot of land where the facility now stands. His
friendliness and passion for Lwala’s mission was contagious and eased all of Mercy’s fears heading into
her first day of work.
Four years have passed since Mercy’s first day with Lwala and many things have changed. The lab is no
longer squeezed into a room intended to be an office, and there are four technologists on staff. Mercy still
loves having the ability to understand a patient’s pain and use laboratory science to create a solution.
One case in particular stands out in her mind. After she diagnosed a man with diabetes, he instantly
began asking her questions about intricate details of the disease. She explained diabetes to him just as she
had learned about it in school, and he left feeling positive about his ability to manage it. Over the many
years that he visited Mercy in the lab for diabetes tests, he began to lose his eyesight. He is now
completely blind, but he perks up automatically at the sound of Mercy’s voice. He can recognize her
from a distance using his ears alone and he still comes to visit her in the lab. This case is emblematic of
Mercy’s desire to create an impact on the Lwala Community by ensuring that patients understand their
conditions and feel empowered to actively manage their health. She is proud to take on the role that she
idolized as a child and turn confusing symptoms into manageable conditions for her patients.
Mercy’s family has grown since she moved to Lwala, as she met and married her husband Philip – the
brother of Lwala’s Education Project Assistant, Becky. 9 months ago, she had her first child, a son named
Andrew. Outside of working in the lab, Mercy is a member of a local choir group called Joyous Victory.
The group is made up of community members who share a love of music, and they plan to release their
first album this year. She also brings her beautiful singing voice to Lwala gatherings, where she can be
heard leading prayers and hymns. She hopes to continue impacting people’s lives using laboratory
science by opening her own lab one day.
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BENEFICIARY SPOTLIGHT
  
On a routine home visit, a Lwala Community Health Worker noticed that a 3-year old boy named,
Nicholas*, was severely malnourished. He appeared to be very underweight and lethargic, and she
alerted Nicholas’ mother, Francine*, that he needed to receive treatment for malnutrition. Together,
they brought him to Lwala Community Hospital.
At the hospital, Nicholas
received a
comprehensive physical,
clinical treatment, and
therapeutic food.
Francine was then
enrolled in a nutrition
program and given seeds
to kick-start a home
garden. She received
advice on how to
establish a nutrient-rich
garden full of healthy
vegetables that would
allow him, and the rest
of his family, to thrive.
Her home garden now
not only provides her
with a food, it also
provides them with a sense of security.
Today, Nicholas is back to healthy height and weight, which is monitored by both the Community
Health Worker who first identified his condition and through regular visits to the facility.

*Names of beneficiaries and their families have been changed.
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