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Editorial  

Th e purpose of the CHAK An-

nual Health Conference 2016 was 

therefore to sensitize CHAK mem-

bers and partners on the new SDGs 

and discuss their implication to Ken-

ya and Church Health Services. Th e 

conference also explored the contri-

bution of Church Health Services 

to the SDGs at county and national 

levels and discussed opportunities for 

scale up through partnerships.

Th e conference objectives were: 

1. Share information on the new 

Global Sustainable Development 

Goals (SDGs)

2. Discuss implication of SDGs 

to health policy, plans and pro-

grammes in Kenya and impact on 

the FBO health sector

3. Explore opportunities for partner-

ships in capacity building, health 

systems strengthening and fi nanc-

ing of faith based health services 

towards achieving scale up and 

improving quality  

4. Discuss opportunities for partner-

ship in medical education

5. Share lessons and best practices 

from CHAK and member health 

facilities in addressing communi-

cable and non-communicable dis-

eases

6. Create space for networking and 

experiences exchange

Th is issue of CHAK Times focus-

es on the discussions of the CHAK 

Annual Health Conference 2016, 

best practices, experiences and gov-

ernment actions and policies shared. 

It is our hope that the refl ections 

of the conference will provide vital 

lessons on the way forward towards 

achieving the SDGs.  

CHAK annual conference refl ects 
on way forward to achieve SDGs 

A
t the United Nations General 

Assembly held in September 

2015, World Leaders includ-

ing the President of Kenya, adopted 

the Sustainable Development Goals 

(SDGs), marking a transition from 

the former Mellinium  Development 

Goals (MDGs). 

Th e SDGs will guide the glo-

bal development and social services 

agenda for the next 15 years. Th e 

SDGs have identifi ed 17 priority 

goals (focus areas) each with a set of 

priority targets. Health is covered in 

Goal number 3 - Health and Wellbe-

ing for All. 

Each country is expected to 

adopt the SDGs, identify country 

level targets and align plans, policies 

and investment towards attainment 

of the SDG country targets. 

Kenya would need to align both 

National and County plans to deliver 

on the SDG targets. Development 

Partners will also prioritize technical 

support, capacity building and fi nan-

cial support to these goals. All stake-

holders in the relevant sectors are 

mobilized and encouraged to align 

their programmes and services to 

the country plans and to report their 

performance as a contribution to the 

national SDG targets. 

Church Health Services remain 

key stakeholders in the promotion 

and provision of quality health care 

services and medical/nursing educa-

tion with particular focus on the re-

mote rural areas and the urban slums 

in Kenya. 

Th eir services are aligned to the 

country health policies and plans and 

they contribute towards meeting the 

national and county health needs. 

It is therefore important for 

Church Health Services to under-

stand the new Global Development 

Agenda, the country level implica-

tions and opportunities for align-

ment and partnerships for scale up 

and greater impact.

Partnerships have been part and 

parcel of health sector engagement 

because health requires multiple 

funding sources. Th e national legal, 

health policy framework and strategic 

plans promote partnerships. Technol-

ogy, innovation and research are best 

sourced from the private sector. 

While partnering with academic 

institutions will support research, 

medical education and sharing of 

knowledge, media is key in public 

education, mobilization, advocacy 

and service monitoring. 

Among the partnership opportu-

nities for FBO Health services are: 

• Th e Church and Faith Based Or-

ganizations

• Mission Partners

• Communities

• County governments

• MOH and the national health In-

stitutions

• Private sector including fi nancing 

institutions

• Development partners

• NGOs and CBOs

• Private Foundations and societies

• Academic and research institu-

tions 

Th e CHAK network therefore 

needs to refl ect on the opportunities, 

best practices and strategies towards 

building strategic partnerships to 

achieve the SDGs health agenda. 
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CHAK – Kabarak University project
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CHAK – Kabarak University project 
to transform healthcare in Kenya
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C
HAK has developed a strate-

gic partnership with Kabarak 

University which is moti-

vated by shared Christian values and 

mutual interest of developing high 

quality Christian Health Services 

with a functional referral network 

and expansion of medical education. 

Medical education  

Kabarak University has established a 

medical school with nursing, clini-

cal medicine, laboratory sciences 

and pharmacy undergraduate pro-

grammes as well as a Family Medi-

cine post graduate programme.

Following an MoU that was 

signed in 2014, a Family Medicine 

residency training programme was 

launched in September 2015 at 

Kabarak University. 

Six doctors have joined the train-

ing programme that is being delivered 

in partnership with AIC Kijabe, Ten-

wek and PCEA Chogoria hospitals. 

KABU School of Medicine is 

interested in expanding this training 

programme to include other CHAK 

hospitals and discussion has already 

been initiated with Maua Methodist 

Hospital, AIC Litein Hospital, AIC 

Kapsowar Hospital and PCEA Tu-

mutumu Hospital. 

A scholarship fund is available 

through INFAMED which is hosted 

by CHAK to support Family Medi-

cine residents. CHAK is encourag-

ing doctors in its member hospitals 

to take advantage of this opportu-

nity to join the Family Medicine pro-

gramme.

In addition, KABU Medical 

School has an interest in partnering 

with several CHAK Hospitals in clin-

ical placements and training in other 

nursing and medical programmes.

CHAK considers this an oppor-

tunity to expand and diversify the 

nursing and medical training pro-

grammes being provided by member 

hospitals. 

We are cognizant of the fact that 

some of our Churches that sponsor 

member hospitals have universities 

with ambitions to develop or expand 

medical and nursing programmes. 

CHAK would therefore facili-

tate partnership engagement to dis-

cuss potential collaboration among 

all Church universities and Church 

health facilities in the training of 

health workers for Kenya and the re-

gion.

Infrastructure development and 

reff eral system: Kenya Mission 

Hospitals Improvement Project” 

(KeMHIP)

‘Towards transforming healthcare and 

medical education in Kenya through 

infrastructure development in mission 

hospitals and establishment of a service 

delivery referral and medical training 

network’

Project background

His Excellency the 2nd President of 

Kenya, Daniel Arap Moi who is also 

the Chancellor of Kabarak University 

has had the vision to develop a fully 

fl edged Medical School for Kabarak 

University including a Teaching and 

Referral Mission Hospital. 

Construction of the medical 

school complex is complete and sev-

eral medical and nursing programmes 

have been launched including the 

post graduate Family Medicine spe-

cialization training.  

His Excellency has donated 100 

acres of land for the development of 

an ultra modern 500-bed teaching 

and referral hospital in Nakuru and 

elaborate designs are complete. 

In the fund raising process for 

the new modern teaching and refer-

ral Hospital, H.E. Daniel Moi has 

graciously allowed for extension of 

some of the funds raised from donors 

in the US to support infrastructure 

transformation of mission hospitals . 

Th ese mission hospitals will 

then be linked with the new AIC 

Church-affi  liated Kabarak Teaching, 

Research and Referral Mission Hos-

pital (KTRRMH) for referral and 

training. 

CHAK recommended 23-mem-

ber hospitals for consideration for 

this support. Th e complete project 

will also have two other KTRRMH 

satellite hospitals in Eldoret and Nai-

robi with a 250-bed capacity.

CHAK has been invited to join 

the partnership to represent the 23 

member mission hospitals and has 

been integrated in the project de-

velopment process and negotiations 

with the key project partners and do-

nor representatives. 

Project funding 

Th e Ronda Project (as the initiative is 

referred to by development partners), 

is pursuing funding from global hu-

manitarian donors in the US through 

support by mission partners in the 

US and General Electrics Hospital 

and Healthcare Solutions. Th e Kenya 

Government has also expressed its 

support.

Project goal

Transform mission hospitals capacity, 

infrastructure, systems and perform-

ance in delivering comprehensive, 

sustainable quality health care and 

medical education in Kenya

Project objectives

1. Develop a 500-bed capacity high-

end teaching and referral mission 

hospital in Kabarak together with 

all support facilities including 

housing for students and staff  and 

research centre

2. Develop two satellite 250-bed 

Hospitals in Eldoret and Nairobi

3. Expand, develop, improve and 

equip infrastructure in 23 CHAK 

member Hospitals

4. Develop or improve medical edu-

cation facilities including faculty 

and student housing

5. Create functional and eff ective 

referral linkages between CHAK 

hospitals and Kabarak Teaching 

and Referral Mission Hospital

6. Build partnerships for medical ed-

ucation, clinical placements and 

research between CHAK hospitals 

and Kabarak Teaching and Refer-

ral Mission Hospital

Th e fi ve-year project is expected to 

accomplish the following outputs by 

the completion. 

1. Infrastructure development and or 

refurbishment including medical 

gases, electrical, water and sewer 

upgrading or installation

2. Equipment improvement through 

installation of new modern equip-

ment

3. Management systems improve-

ment including ICT infrastructure 

and systems

Key project structures

1. KABU and CHAK are project re-

cipients and are responsible for 

providing project design briefs, 

Government approvals, tax exemp-

tion processing and ensuring nec-

essary political support

2. General Electrics will be respon-

sible for project leadership and 

technical leadership and provide all 

medical equipment and technol-

ogy 

3. An EPC contractor will be engaged 

The GE team led by Paul Morton, with CHAK GS Dr Samuel Mwenda, Philemon Kimutai from 
KABU, Friends Lugulu Hospital Board Chairman and members, Hospital Director and Management 
Team during the fact fi nding visit by GE and EGMF Team. Kabarak provided an helicopter to facili-
tate GE team visit to seven mission hospitals. 

CHAK has 
recommended its 23 

member hospitals 
for consideration for 
this support towards 

infrastructure, 
referral and medical 

training development   

Philemon Kimutai, the project’s coordinator and key liaison for KABU makes a presentation at the 
CHAK Annual Health Conference 2016. CHAK MHUs expressed their gratitude for the much 
needed assistance that is anticipated to come from the  Kenya Mission Hospitals Improvement 
Project” (KeMHIP)
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to design, build and equip the ap-

proved project infrastructure to ac-

ceptable international standards

4. Project funding and fi nancial man-

agement will be provided by CPA 

(Audit Firm) to be appointed by 

the donors 

5. A Project Steering Committee will 

be established to guide the partner-

ship and steer the project. Mem-

bership will be drawn from CHAK, 

KABU, GE, EPC Contractor and 

Project Managers. 

6. Th e Chairman of CHAK will lead 

key linkages with the political lead-

ership in Kenya and the vision 

leader 

7. CHAK General Secretary is leading 

partners engagement and will be 

CHAK – Kabarak University project
closely coordinating with Philem-

on Kimutai, former Administrator 

of AIC Kapsowar Hospital, who is 

serving as the project coordinator 

and key liaison for KABU, CHAK 

and the project partners. 

8. Patrick Kundu will lead design 

work for infrastructure improve-

ments for CHAK member hos-

pitals in collaboration with the 

KABU design consultancy team.

Project phasing

Due to its magnitude, discussions are 

underway to undertake the project in 

a phased approach. 

Phase 1: KTRRMH and three 

CHAK hospitals which have an on-

going medical education MoU with 

KABU (Tenwek, Kijabe and Chogo-

ria)

Phase 2: Th e two new KTRRMH 

satellite hospitals in Nairobi and El-

doret and possibly four other mis-

sion hospitals already in discussion 

on training partnership with KABU 

– AIC Litein, AIC Kapsowar, Maua 

Methodist Hospital and PCEA Tu-

mutumu Hospital

Phase 3: Will include the other mis-

sion hospitals and any works for the 

other hospitals which are deferred to 

this fi nal phase

Medical equipment support 

could however be provided at any 

phase of the project based on GE 

technical guidance and upon donors’ 

O
n June 19, 2016, CHAK 

General Secretary Dr 

Samuel Mwenda became 

the third recipient of the Christian 

Inrernational Health Championship 

Award. 

Th e award honors an individual 

who has dedicated his/her life to glo-

bal health from a Christian perspec-

tive and has made signifi cant con-

tributions to the fi eld and to Chris-

tian Connections for International 

Health. 

Dr Mwenda received the award 

at the CCIH Annual Conference 

held at Johns Hopkins University, 

Baltimore, Maryland, USA. 

CHAK General Secretary receives 
international health award 

Dr Mwenda holding the Christian International Health Champion Award with Prof Henry Mosley 
of Johns Hopkins University who presented the Award, Jane Kishoyian and Wanjiru, a conference 
participant. »» Page 7

»» Page 40

CHAK GS receives international award 

“Dr. Mwenda has been a trans-

formational leader for faith-based or-

ganizations (FBOs) in Kenya and the 

African region,” said Dr. Rick Santos, 

president and CEO of IMA World 

Health, who nominated Dr. Mwenda 

for the award. 

“He has used his skills and pas-

sion to build the capacity of emerging 

health leaders and to advocate for the 

signifi cant role of FBOs in delivering 

quality health services to the most 

vulnerable populations in Africa.”

Under Dr. Mwenda’s leadership, 

CHAK has made signifi cant contri-

butions to the national fi ght against 

AIDS with support from various pro-

grams funded by the US government 

and the Global Fund to Fight AIDS, 

TB and Malaria.

CHAK now supports over 

41,000 clients with antiretroviral 

therapy, representing about nine per-

cent of the total number of patients 

nationally. Kenya now has the sec-

ond largest treatment program in Af-

rica (after South Africa), with nearly 

900,000 people on treatment at the 

end of 2015.

CHAK has now turned its atten-

tion to the new pandemic of NCDs, 

working on hypertension and diabe-

tes. 

In a new project supported by 

Novartis Access, CHAK will off er a 

portfolio of products to treat cardio-

vascular disease, diabetes, respiratory 

illnesses and breast cancer at a very 

subsidized price. Th e program is cur-

rently in three counties of Kenya and 

is expected to be in all 47 counties by 

the end of 2017. It will be in a total 

of 30 countries by 2020.

“A key learning from HIV pro-

grams was that you cannot build 

awareness until there is treatment,” 

said Mwenda. “It’s the same with 

NCDs. It’s access to treatment that 

gets individuals and families to learn 

about heart disease and diabetes and 

to come forward for diagnosis. When 

people see others in their communi-

ties living long, healthy and produc-

tive lives despite NCDs, it makes 

them more willing to invest their own 

time and resources in treatment.”

“Africa is rapidly overcoming 

the challenges of infectious diseases,” 

said Mwenda. “I’m proud to say that 

much of that is due to the commit-

ment of faith-based organizations, 

that provide about half of all health 

care in the countries south of the Sa-

hara. I believe that the same God-giv-

en mandate that we had to conquer 

polio and AIDS requires us to get se-

rious about diabetes and cancer.”

Christian Connections for Inter-

national Health (CCIH) is a mem-

bership association founded in 1987 

to promote international health and 

wholeness from a Christian perspec-

tive. Th e CCIH network includes 

more than 300 individuals and ap-

proximately 200 organizations based 

both in the US and abroad. 

In his acceptance speech, Dr 

Mwenda expressed his belief that the 

award was not just a recognition of 

his passion, commitment and contri-

bution to Church health work. Rath-

er, it was also an expression of his 

conviction that there was hope and 

great future for the contribution of 

Church health services to the Global 

Health Agenda and the under-served 

communities of the world from a 

Christian perspective. 

Further, the award was a result 

of relationships, partnerships and the 

collective work of all, including the 

entire CHAK family. Dr Mwenda 

pledged to forever cherish the recog-

nition which he would share with the 

CHAK family. 

He also thanked God for the 

grace and opportunity to serve, learn 

and grow in the Healing Ministry of 

the Church and make a contribution 

to the Great Commission (Mathew 

28:19-20).

“I am grateful to God for the 

tremendous organizational growth 

that we have accomplished at CHAK 

over the years through partnerships 

and process of continuous learning 

and strategy improvement,” said Dr 

Mwenda.

He pointed out that CHAK 

had grown from a small humble lo-

cal organization to an internationally 

recognized faith based organization 

that was regionally and globally con-

nected. 

“CHAK provides leadership for 

the Faith Based Health Services Co-

ordinating Committee (FBHSCC) 

in Kenya which provides a platform 

for the coordination and joint advo-

cacy for the FBO health service pro-

viders in Kenya ( Protestants, Catho-

lics, Muslims and MEDS). I chair 

the FBHSCC which spearheaded the 

development of MoU between FBOs 

and Government of Kenya in 2009 

in an elaborate process that involved 

an expansive situation analysis study,” 

he added. 

Some of the material for this article has 

been adapted from http://www.olson-

globalcom.blogspot.com/

The award honors 
an individual who 

has dedicated their 
life to global health 

from a Christian 
perspective and has 

made signifi cant 
contributions to the 
fi eld and to CCIH

«« From Page 6

From the general secretary  From the general secretary 

«« From Page 5
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Presentation by Dr. Mary Muchen-

du - CEO, AIC Kijabe Hospital 

Term defi nition

R
esources mobilization is best 

defi ned as the process of ac-

quiring resources (people, 

money, goods, and services) in a 

manner which meets organizational 

needs and satisfi es the giver that re-

sources have been wisely and eff ec-

tively used.

Resource mobilization is not 

begging but a management process 

whose emphasis is on: 

• Organizational strategic plan

• Resources in general 

• Continuous and long-term process

• Internal and external sources 

• Impact can be felt through the or-

ganization

• Outputs are both tangible and in-

Resource mobilization through 
marketing and partnerships

tangible 

Not-for-profi t organizations

Income partners for not-for-profi t 

organizations include: 

1) Individuals and churches

2) Companies 

3) Foundations and t rusts

4) Statutory or government funding 

5) Earned income 

AIC Kijabe Hospital case story

Mission 

To glorify God through the provision 

of compassionate health care, excel-

lent medical training, and spiritual 

ministry in Jesus Christ.

• Mission pillar 1: Target the most 

vulnerable hence the hospital of-

fers services at subsidized rates, 

making resource mobilization a 

must. 

• Mission Pillar 2: Train healthcare 

professionals to meet internal as 

well as Sub-Saharan Africa needs.  

• Mission Pillar 3: Emphasis on the 

anchor-Jesus Christ - and launch-

ing pad of all of our undertakings. 

Th is is an ethical base that cuts 

• Service level contracts involving regular equipment maintenance, service 

delivery, HRH skills development, catering and laundry services

• Placement agreements for lab equipment, imaging equipment and human 

resources

• Build, Operate and Transfer (BOT) to complete health facilities, build im-

aging and lab centres, cancer treatment centres, Medical Training Colleges 

and manufacturing facilities

• Hire purchase for land, equipment and infrastructure

• Lease agreements for land, equipment and infrastructure where the re-

sidual value remains with the providers. Th is is the most complicated PPP 

approach which is also very risky and expensive. 

In Meru County, the following are potential areas of health investment: 

• Equipment placement

• Building of private hospitals

• Building of a linear accelerator for radiotherapy

• Manufacturing of health commodities

«« From Page 8

AIC Kijabe Hospital’s experience 

KRNA simulation training at AIC Kijabe through ImPact Africa grant. 

Feature 

Introduction and background 

C
HAK has a well developed 

county engagement strategy 

that has continued to guide 

the Association in its collaboration 

with the devolved government sys-

tem introduced in Kenya in 2013. 

Face-to-face meetings with 

health offi  cials from various coun-

ties have yielded tangible benefi ts for 

member health units in the form of 

staff   secondments, drugs and medi-

cal supplies. Th e Faith Based Health 

Services Coordinating Committee, 

of which CHAK is a member, is 

engaging the Council of Governors 

through its health committee. 

It is in the light of CHAK’s coun-

ty engagement eff orts that the Annu-

al Health Conference sought to learn 

on the potential areas of engagement 

in Public Private Partnerships within 

the devolved government system.

Presentation by Dr. William M. 

Muraah, B. Pharm; MBA (U.o.N) - 

CEC Member for Health - Meru 

County; Chair of Health Com-

modities and Technologies Com-

mittee 

Defi nition of PPP

Th e term “public–private partner-

ship” (PPP) describes a range of rela-

tionships between state and non-state 

entities in the context of shared risk 

and benefi ts. A strong PPP allocates 

tasks, obligations, and risks among 

the public/state and private partners/

non-state actors in an optimal way.

Th e public partners in a PPP are 

government entities, including min-

istries, departments, municipalities 

or state-owned enterprises. 

Th e private/non-state partners 

are either the local or international 

for-profi t-private sector organiza-

tions, faith-based organizations, non-

governmental organizations, com-

munity-based organizations, among 

others. 

Why Engage in PPPs? 

• To Mobilize private capital: Th is 

frees up more government Re-

sources for Infrastructure and 

other services

• A tool to elicit greater effi  ciency: 

task, time and motion are the key 

variables

• Catalyst for sector reforms: Th ese 

include legal, service (quality) 

standards, fi nancing, among other 

reforms.  

Th ere is need for Kenya to embrace 

PPP as a fi nancing mechanism. Th ere 

are national (and county) PPP laws 

but no clear national PPP guidelines. 

Th ere is also no independent national 

PPP commission

Th e main health sector PPP 

nodes are the National Treasury and 

National MoH. 

Th e PPP life cycle

• Phase 1: PPP project identifi cation, 

screening and selection

• Phase 2: Completing the PPP fea-

sibility analysis and risk allocation 

structure

• Phase 3: Conducting the PPP ten-

dering and procurement

• Phase 4: Final PPP contract signing 

and fi nancial closure

• Phase 5: Monitoring and ensuring 

post-award PPP performance

Types of PPP arrangements

• Resource sharing agreements

•  Service level contracts 

•  Placement arrangements

• Build, Operate and Transfer 

(BOT)

• Hire purchase agreements

• Lease agreements and residual val-

ue  transfer

A number of opportunities ex-

ist for PPPs in the counties. Th ese 

include: 

• Resource sharing agreement which 

could involve land for infrastruc-

ture development, health com-

modities and Human Resources for 

Health

Opportunities for Public Private 
Partnerships in the counties

A strong PPP 
allocates tasks, 

obligations, and risks 
among the public/
state and private 

partners/non-state 
actors in an optimal 

way
»» Page 9

Dr Muraah, CEC for health, Meru County, 
making his presentation at the conference. 
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Who is KMLTTB? 

T
he Kenya Medical Laborato-

ry Technicians and Technolo-

gists Board is established un-

der Cap 253A of the Laws of Kenya. 

Legal Notice 113 of 2011 gives 

the Board the mandate to regulate all 

in-vitro diagnostics to be used in the 

country. in addition, the Board also 

screens, validates, certifi es and regis-

ters products to be used in laborotary 

science practice. It regulates the pro-

fessional conduct of medical labora-

tory scientists, licenses and regulates 

business practices in medical labora-

tory science, inspects and approves 

institutions to train in medical labo-

ratory science and registers medical 

laboratory technicians and technolo-

gists to practice. 

Th e CHAK network has hun-

dreds of laboratories and requisite 

Kenya Medical Laboratory 
Technicians and Technologists Board

professionals working in them. Th ere 

are also institutions that train labo-

ratory technicians and technologists 

within the CHAK network. 

Th e CHAK Annual Health 

Conference was therefore delighted 

to hear from a representative of the 

Board who also sought to clarify sev-

eral matters with regard to the mem-

ber health facilities.    

Role of KMLTTB in health service 

delivery 

KMLTTB’s Mandate

Th e KMLTTB has the mandate of 

general supervision and control over 

the training, business, practice and 

employment of laboratory techni-

cians and technologists in Kenya 

(CAP 253 A). It also advises the Gov-

ernment in relation to all aspects of 

the above mandate. 

Vision 

An accountable, eff ective and effi  cient 

regulatory body promoting quality 

medical laboratory services for all 

Mission 

To protect the health of all Kenyans 

by ensuring compliance with stand-

ards for training, research, practice 

and business in medical laboratory 

services 

KMLTTB policy documents

• CAP 253 A

• Strategic Plan 2012-2017

• CPD guidelines

Kenya.  

• Kenya Government Partnership 

has seen the hospital benefi t from 

medical offi  cer and clinical offi  cer 

interns.  

• Th ere are also foundations and 

multi-agency partnerships. 

• Watsi is a crowdfunding platform 

through which 17,898 people 

have funded healthcare for 7,572 

patients in 23 countries including 

Kenya and in AIC Kijabe Hospi-

tal.

Fund raising through partnerships 

Water Storage WastewaterTreatment Plant

Partnerships in infrastructure projects have yielded several successes. 

• Friends of Kijabe Foundation-USA/Kenya: Th rough this platform, individual international donors have raised funds 

for infrastructure projects and needy patients. About Ksh25 million was raised in 2015. 

«« From Page 10
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Fund raising through partnerships 
across all the hospital does includ-

ing resource mobilization. 

Resource mobilization categories 

1) Financial resources 

2) Human resources 

3) Organizational resources

4) Infrastructural resources: Current 

needs include the medical gases 

plant at Ksh90 million and de-

velopment of Kijabe College of 

Health Sciences at over Ksh500 

million. 

Elements of resource mobilization

Organization management and de-

velopment 

•  Identifi ed roles for board, manage-

ment and staff  members

•  Eff ective management of human, 

material and fi nancial resources 

•  Designated positions and depart-

ment for resource mobilization

•  Strategic plan addressing steward-

ing of resources at hand  

• Identifi cation of future viable 

sources 

Marketing: Communication and 

prospecting 

Th e key words here are connecting 

and discerning.  

• Connecting with ‘potential donors 

in a manner and using a language 

they understand. Th is is fi nding a 

common ground for sharing values 

and interests.  Th is is friendly-rais-

ing through key messaging.  

• Discerning the right potential do-

nor to approach and matching 

them with an appropriate resource 

mobilization strategy. 

Social media, blogs, email, web-

sites and newsletters are some of the 

platforms that can be used in market-

ing.  

Relationship building

Th is is a three step process that in-

volves:

• Initiating contact

• Growing ‘depth’ 

• Long-term commitment 

NOT FOR PROFITORGANIZATIONS
No goods sold but services/values to community

It would be prudent to move the 

masses from the bottom of the pyra-

mid to the top and make them sig-

nifi cant givers and partners. 

It is also prudent to present dif-

ferent donation options. 

 

AIC Kijabe Hospital success sto-

ries

• Partnerships in infrastructure 

projects have yielded several suc-

cesses including water storage 

facilities and a water treatment 

plant.  

• A Public-Private Partnership led 

to placement of a CT scan ma-

chine in the hospital.  

• Mission agencies partnerships 

have yielded human resources in-

cluding: 

a) Long-term missionaries

b) In 2015, the hospital had help 

from 130 persons including 73 visit-

ing short term consultant doctors, 43 

visiting residents from UoN, Vander-

bilt, UTMB, Cameroon, Australia 

and 31 medical students from Kenya 

and overseas.

c) Th ere is also the KCHS-

training Hub supported by FUNZO 

»» Page 11
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Introduction 

Q
uality improvement in 

health care is currently a 

priority objective in Kenya. 

In 2012 the Department of Stand-

ards and Regulations under the Min-

istry of Health (MoH) launched the 

Kenyan Quality Model for Health 

(KQMH). 

CHAK is not only a member 

of the  Technical Working Group 

(TWG) that supports the Depart-

ment of Standards and Regulations 

in sensitization and awareness crea-

tion on KQMH but also contributed 

to the development of the curriculum 

for Trainers of Trainers (ToTs)  in 

quality model of health that will be 

used  in health facilities throughout 

Kenya.  

Th is program is supported by 

Bread for the World, with the assist-

ance including one full time techni-

cal advisor. 

Th e KQMH is currently under 

review, and CHAK is a key partici-

pant in the process, focusing on suc-

cess and active implementation of the 

KQMH not only in the government 

health facilities but also in the private 

and faith based health facilities.  

Quality management has the po-

tential to increase CHAK’s competi-

tive edge, improve customer satisfac-

tion and hence grow the market share 

of the CHAK network. It will assist 

CHAK health facilities to manage 

external factors more eff ectively, en-

hance communication and inculcate 

continuing improvement. 

In addition, Health facilities are 

being audited by NHIF for accredita-

tion purposes and to determine their 

rebates level. 

Th e CHAK quality management 

programme will be implemented in 

the 20 largest CHAK hospitals as a 

start before rolling out to the smaller 

ones.

Th e objective of the project is to 

improve the overall quality of health 

care systems and services in CHAK 

member health facilities and also 

to contribute to the Kenya Quality 

Model for Health nationally.

Two implementing CHAK mem-

ber units - PCEA Tumutumu Hos-

pital and PCEA Chogoria Hospital 

shared their achievements in quality 

management during the CHAK An-

nual Health Conference as follows. 

P.C.E.A Tumutumu Hospital

A Quality Improvement Team (QIT) 

and Work Improvement Teams were 

formed to perform the mandate of 

quality improvement in the hospital.  

Mandate of the Quality Improve-

ment Team (QIT)

• To align the current patient care in 

the hospital with the Kenya Qual-

ity Model for Health

• Focus its activities on improving 

patient care services in all depart-

ments in the hospital

Promoting quality, patient safety 
and customer satisfaction

QIT activities

• All the current activities of the 

team are based on the KQMH.

• One of the main activities is pro-

motion of the 5S in all depart-

ments so as to improve the work-

ing areas/environment.

• Th is is mainly accomplished by:

– Formation of Work Improvement 

teams (WITs) covering all the de-

partments

– Strengthening and supporting the 

WITs in diff erent departments

– Conducting spot on assessments 

(by QIT) periodically

Achievements

Trainings 

• All staff  in the hospital have a 

knowledge base in KQMH.

• Heads of Departments have been 

trained in all four modules of 

KQMH in more detail.

Work Improvement Teams (WITS) 

• Th e QIT has facilitated the forma-

tion of WITS in the following ar-

eas: 

a) Nursing

b) CCC

c) Clinical/OPD

d) Finance

e) Training college

f ) Administration

Guidelines for WITS

a) Th e WITs are to hold a minimum 

of one meeting every month. All 

such meeting should be docu-

mented and a copy of the minutes 

handed over to the secretary of 

QIT.

Quality management 
has the potential 
to increase the 

competitive edge, 
improve customer 

satisfaction and 
hence grow the 

market share of the 
CHAK network

Feature
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The KMLTTB representative at the CHAK Annual Health Conference making his presentation. 

Kenya medical laboratory board

Functions of KMLTTB

• Indexing 

• Examinations 

• Registration and renewals 

• Laboratories 

• Continuing Professional Develop-

ment 

• Validation 

Achievements

•  Registration of 11,630 medical 

laboratory professionals

•  Retention of 4525 (39 per cent)

professionals in 2016

• Registration of 1863 laboratories

• Retention of 486 (26 per cent) lab-

oratories in 2016

• Registration of 10 universities to 

train degree MLS

•  Registration of 30 colleges and tech-

nical institutions to off er DMLS

•  Establishment of standards for in-

frastructure

• Approval of fi ve  institutions to 

provide continuous professional 

development (CPD) 

•  KMLTTB portal available in Ken-

ya National Electronic Single Win-

dow System (KENESWS)

•  Registered 156 vendors

•  Successful review of MLS curricula 

for the three levels of training

• Harmonization of MLS curricula 

for EAC partner states-winding up 

certifi cate training

•  Strengthened communication us-

ing various media

Challenges

•  Some institutions are off ering MLS 

courses without KMLTTB ap-

proval. 

• Th ere have been cases of people 

masquerading as laboratory pro-

fessionals.  

•  Existence of unregistered medical 

diagnostic, research and teaching 

laboratories

• Failure of laboratories to comply 

with validation of their equipment, 

reagents and in-vitro diagnostic

•  About 61 per cent of professionals 

and 74 per cent of laboratories reg-

istered do not renew their annual 

licenses. 

•  County governments are assuming 

the regulatory function. 

• Th ere are competing interests from 

other institutions on statutory 

mandate. 

Looking forward

• Professional licenses will be renewed 

online once after three years. 

•  Promote partnerships and enhance 

advocacy for regulatory compli-

ance

• Th e Act needs to be renewed in tan-

dem with the Constitution. 

• Renewal of licenses will be based 

on attainment of minimum CPD 

points. 

• Establishment of regulatory liaison 

offi  ces in diff erent regions of the 

country

• Enhance ISO 15189 certifi cation 

compliance

KMLTTB has the 
mandate of general 

supervision and 
control over the 

training, business, 
practice and 
employment 
of laboratory 

technicians and 
technologists in 

Kenya
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Promoting quality assurance 

• Appointment of an fulltime Qual-

ity Improvement Offi  cer

• Performed 5s (Set – Sort – Shine – 

Standardize – Sustain) audits

• Documentation of quality man-

agement system in progress while 

working closely with quality health 

systems consultant from CHAK

• Formulated a Quality Policy State-

ment, Quality Manual, Control of 

Documents 

• Reviewing procedures e.g. admis-

sion, transfer/referrals and dis-

charge 

Quality improvements

• Has introduced a quality role in the 

procurement process by appointing 

the Quality Improvement Offi  cer 

to the procurement committee

• Key performance indicators (KPIs) 

5S Audit at PCEA Chogoria Hospital
Before After

in evaluating performance in serv-

ice delivery to be reported in the 

fi nancial year

• Conducts regular morbidity mor-

tality review meetings

• Developed a form for items “In 

Use, Rarely in Use, Will Never be 

Used” and Auctioned the written 

off  items to create space.

Patient safety

• Established Infection Prevention 

Control policy  that conforms to 

Ministry of Health guidelines

• Strengthened the Medicines and 

Th erapeutics Committee (MTC) 

to ensure pharmaco-vigilance (i.e. 

Adverse Drug Reaction, Irrational 

Drug Use) and drug management 

in the hospital

• Established Medication Error Re-

porting to collect data and make 

informed decision

Customer satisfaction

• Reviewed patient charters to con-

form to the MOH charter and dis-

played them at strategic places

• Patient surveys are done on a quar-

terly basis and feedback sent to 

management to act upon

• Increased number of suggestion 

boxes at all service points to al-

low suggestions, complements and 

complaints

Staff 

• Staff  opinion survey and feedback 

mechanism

• Focused on health and wellbeing 

e.g. through revised medical cover 

for staff  - Akiba

Feature

CHAK TIMES issue 50
Call for Articles

The topic for the next issue of CHAK Times is “CHAK @ 70”. 
We invite articles, photographs, experiences and letters from our readers on this subject. CHAK 
member health units are also invited to send information about the services they offer, training 
activities, new projects, job vacancies and other developments that they wish to share with the 

rest of the network.
Send your articles to:

The Editor, CHAK Times
P.O. Box 30690 - 00100 GPO, Nairobi

Email: communications@chak.or.ke

To reach the editor by October 15, 2016

Promoting quality assurance
«« From Page 13

»» Page 15

b) QIT would be holding quarterly 

meetings with the WIT leaders to 

check on the progress.

c) Th e QIT would be available to of-

fer any support deemed necessary 

by the WITs

d) A major part of the role of WIT’s 

is to implement the 5S.  

e) WITs can co-opt any other staff  

that they feel to be helpful in ex-

ecuting their duties

Progress thus far by WITS

• Most of the WITs have shown 

some progress in conducting meet-

ings and forwarding the minutes 

to the QIT. Th e best examples are 

CCC, training college, nursing 

and fi nance.

• Generally, all WITs need to be sup-

ported to carry out their mandate.

Questionnaires for continuous quality 

improvement

Th e Quality Improvement Team has 

developed several questionnaires that 

are used to collect data on the quality 

of care and on customer satisfaction 

which are later analysed.

                             

Patient safety

Sub committee

Th e infection prevention and control 

committee (IPCC) was formed in 

October 2013. Th e team is chaired 

by the in-charge of laboratory depart-

ment

Key issues to be delt with

• Continuous

Periodic assessment of quality of 

services in all departments

• Short term

a) Strengthening all WITs 

b) Formulating questionnaires for 

other areas of assessment 

• Medium term

a) Having a periodic way of carrying 

out the assessments 

b) Finalising and implementing on 

the processes for all departments, 

through the WITS

• Long term

Management of documents for 

the institution

PCEA Chogoria Hospital

PCEA Chogoria Hospital is situ-

ated within the fast growing Chogo-

ria township in Mwimbi Division, 

Th araka-Nithi County of the former 

Eastern Province. It is about 200km 

north of Nairobi city along the Em-

bu-Meru highway. 

Th e Hospital was established in 

1922 by Scottish missionaries and is 

owned by the Presbyterian Church 

of East Africa (PCEA). Th e Hospital 

has a 295 bed capacity and focuses on 

the provision of curative, preventive 

and promotive health care services in 

the region.

Chogoria Hospital is the largest 

non – govermental  employer in the 

Meru South district (currently Th ar-

aka – Nithi County)

Quality Journey 2015/2016

Where we are in 2016? 

• Our culture is now more focussed 

on frontline service delivery. 

• We are also focused on making 

changes and improvements that 

make a diff erence for our patients. 

• Involvement of patients and staff  

in planning and execution of serv-

ices has improved immensely

Quality assurance

Th e following has been achieved in 

quality assurance: 

«« From Page 14
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Presentation by Priscilla Ndung’u 

- PCEA Chogoria hospital 

What is accreditation?

I
t is the process by which an au-

thoritative body (accreditation 

body) gives formal recognition 

that an organization is competent to 

carry out specifi c tasks (tests).

Chogoria Hospital’s journey to-

wards accreditation started in 2012 

with the support of Global Public 

Foundation. Th e CLSI/CDC came 

on board in 2012. A baseline assess-

ment of the hospital lab was done in 

March 2014 and the lab obtained 2 

stars. Mentorship then began on doc-

umentation of the QMS and training 

A midterm assessment was done in 

October 2014 and the laborotary re-

ceived 3 stars. 

A fi nal assessment was done in 

April 2015 and the lab was award-

ed 4 stars. Th e hospital worked on 

non-conformities and submitted the 

documents for review to KENAS in 

September 2015. 

An assessment was done in No-

vember 2015 and recomended the 

lab for accreditation subject to clo-

sure of identifi ed non conformities 

within one month

Th e lab worked tirelessly to close 

the non conformities and an assess-

ment was done in December 2015. 

Accreditation

In April 2016, the hospital received  

a letter confi rming that the PCEA 

Chogoria Hospital Laboratory was 

ISO 15189:2012 certifi ed

Impact of accreditation

• Improvement in the management 

Laboratory ISO certifi cation 
process and impact on quality
PCEA Chogoria Hospital’s experience

Feature 

Presented by Susan Korir - Health 

Systems Manager, Kima Mission 

Hospital 

Introduction

Kima mission hospital is a nonprof-

it making faith based organization 

started in 1936. Th e hospital is situ-

ated in Luanda  Sub County, Vihiga 

County.

Initially, it was a missionary   

hospital until 1980. Later, it became 

a general public hospital  sponsored 

by Church of God

Th e hospital caters for all patients 

who pay out of pocket and NHIF 

contributors.

Demographic profi le

Th e catchment population of the  area 

is 5040 while the number of women 

of child bearing age (15-49 years) is 

1126. Th e number of children under 

one year (0-11 months) is 209 while 

the number of children under fi ve 

years (0-59 months  is 809. Th e es-

timated number of pregnant women 

is 420. 

Mission

To promote and participate in the 

provision of integrated and high 

quality promotive, preventive, cura-

tive and rehabilitative health care 

services to all Kenyans. 

of laboratory services demonstrat-

ing high standards

• Improvement in areas such as sup-

ply chain, training, and equipment 

maintenance.

• Reduction of testing errors

• Timely reporting

• Proper documentation

• Dependable results

• Confi dence in the lab leading to 

increased clients

Lessons learnt

• Involvement of and support by 

management is critical 

• Staff  involvement is also crucial 

• Improvement is continuous

• Monitoring is needed

Reproductive, maternal and child 
health at Kima Mission Hospital

Vision

An effi  cient and high quality health-

care system that is effi  cient and acces-

sible to every Kenyan.

Core values 

• Integrity

• Commitment to service

• Visionary

• Teamwork

• Accountability

• Empowerment

Services off ered

• MCH/family planning services

• Outpatient services

• Laboratory services

• Comprehensive care services-HIV/

AIDS care

• Maternity services

• Inpatient services

•  Intergrated outreach services

Reproductive health

Introduction

Reproductive health  is a state of 

physical, mental and social wellbeing 

in all matters relating to the repro-

ductive system, at all stages of life.

Kima hospital respects this prin-

ciple and off ers services to people at 

all stages of life.

Services off ered in RH/FP

• Focus Antenatal Care

• Delivery 

• Post natal care

• Post abortion care

• CCC

• Family planing

• Cancer screening

• PMTCT

Antenatal care

Kima off ers care to all pregnant 

women. Clients are encouraged to 

start clinic as early as 12 weeks and 

HIV testing and counseling is done. 

Th e hospital also provides pre-

vention of mother to child transmis-

sion services. Full HAART is started 

to those who turn positive  according 

to the current guidelines.

Th e hospital also off ers counsel 

on birth plans and family planning 

options. Other services off ered are as 

follows: 

• Nutritional counseling and moni-

toring

• IPT 

• LLTN

• Tetanus toxoid

Cancer screening

Th is service is off ered to all women 

of child bearing age who are sexu-

ally active. Th e total number of cli-

ents screened from January to March 

2016  is 300

Clients who turn  positive are 

referred for further investigation and  

management. 

E2A family planning project

Th e hospital has been working hand 

in hand with CHAK- E2A (Evidence 

to Action) family planning  project 

Th e project started in March 

2015 and will go up to March 2016.

A total of 10 religious leaders 

were trained on advocacy for demand 

creation and information while 10 

CHVs were trained on community 

counselling and distribution of FP 

methods.

Achievements

• Increased number of clients using 

FP methods 

• Male involvement in family plan-

ning has increased 

• Improved skills of health care pro-

viders on contraceptives

• Value clarifi cation and attitude 

transformation has been achieved 

especially with the religious lead-

ers.

•  Dissemination of FP messages has 

increased in the community.

Challenges

• Inadequate space for FP services

• High turnover of service providers 

due to poor motivation

• Inadequate FP commodities.

• Poor motivation of community 

health volunteers and religious lead-

ers.

Recommendations

• CHAK to support improvement 

of infrastructure

• Enhance advocacy for improved 

supply of FP commodities  

• Assist in equipping theatre to re-

duce referral

• More projects to be rolled out in 

Kima Mission Hospital

• Support with ambulance for 

prompt referrals

• More capacity building is needed 

for the staff  due to high turnover.

Category Baseline Target Achievement

CHVs trained 0 10 10

Religious leaders
trained

0 10 10

HCWs 1 2 3

No of clients reached
by religious leader
and community
health volunteers

0 10,000 15,910

New users 52 150 304

Revisits 211 450 633

E2A Family 
Planning project 
achievements 
at Kima Mission 
Hospital 
(March - Decem-
ber 2015)

Reproductive health at Kima hospital 

»» Page 17
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Kendu hospital making a difference 
in high HIV prevalence zone   

eradicate but it can be managed. 

Recommendations

• Th ere is need for the hospital to be given access rights on the capitation 

list module.

•  Th ere need to have photos of all clients and their ages to avoid fraud.

•  Solutions or a back-up plan in case of downtime is urgent.

•  Excess fees need to be paid within the quarter.

•  NHIF should consider broadening the services to cover dental and opti-

cal. 

• Th e monthly capitation per patient may have to be raised from Ksh100 

to around Ksh200.

Presentation by George Opundo - 

CEO, Kendu Adventist Hospital

T
he Comprehensive Care 

Centre (CCC) at Kendu 

Adventist Hospital, though 

under AIDS Relief Kenya since its 

inception in 2005, is one of the sites 

in Nyanza and Western regions that 

were taken over by the Kenya AIDS 

Response Program, a constituent 

programme of Kenya Conference of 

Catholic Bishops in 2011. 

Funding for the CCC comes 

from PEPFAR, through CDC to 

KCCB. 

Over the years, the CCC has 

strived to provide quality and sus-

tainable service to clients who are 

HIV positive in Rachuonyo-North, 

Rachuonyo-South sub counties and 

their environs in Homa-bay County. 

Partnerships 

Some of the key partners include:

• Community

• Community Health Workers

• Ministry of Health, Homa-bay 

County

• CDC

• KCCB/KARP

• CHAK

Key services off ered

Th ese are off ered at the main site lo-

cated at KAH and in the satellite at 

Wire. 

• Pre test/post test counseling

• Enrolment  into care and treat-

ment

• Elimination of mother to child 

transmission

• Cervical cancer screening

• Defaulter tracing

• Home visits

• Linkage to support groups

• Community mobilization and out-

reach

• Follow ups

• TB care and treatment

Th e KAH CCC team

• 1 project coordinator

• 1 project accountant

• 7 clinical offi  cers

• 8 nurses

• 4 pharmaceutical technologists

• 7 data managers

• 8 support staff 

• 7 social workers

• 2 lab technologists

• 2 drivers

• 7 PITC counselors

• 2 peer educators

Other highlights

Homa-Bay County has the HIV 

highest prevalence rate in the country 

at 27.1 per cent (KAIS 2012). 

KAH has therefore taken the fol-

lowing measures:

• Ensure 100 per cent and 80 per 

cent testing in IPD and OPD re-

spectively as per national guide-

lines

• Initiation of rapid results/response 

initiative in testing 

• Institutionalize early infant diag-

nosis and family/partner testing 

among others

• Ensure initiation of all HIV posi-

tive clients on HAART

• Harmonization of data from IQ 

care, DHIS,ANC, PMTCT and 

MOH registers for accuracy

Some achievements

• Improved quality of care

• Retention rate has gone up

• Prompt and eff ective investigative 

tests

• Th e required staffi  ng is present 

• Due-to-refi ll-concept patient wait-

Feature 

AIC Litein records rise in number 
of patients under NHIF cover  

AIC Litein Hospital NHIF home page. 

Presentation by Erick Lang’at - 

AIC Litein Hospital

Introduction

A
IC Litein Hospital was regis-

tered as a fully-fl edged hos-

pital in 1990 and currently 

has a 200 - bed capacity. Th e newly 

completed hospital building is now 

in use. It operates as a level four hos-

pital. Th e facility provides promotive, 

preventive and curative services to a 

population of about 600,000 people. 

Th e sections under curative include 

operating theatres, outpatient and in-

patient and rehabilitative.

NHIF outpatient universal scheme

Background

Th e majority of Kenyans cannot ac-

cess quality health care services due 

to high costs. It has become apparent 

that although health is a basic human 

right as enshrined in the 2010 Kenya 

constitution, only fi nancially able 

individuals can access good health 

care.

Yet, for whatever reasons, ignor-

ing the health problems of any na-

tion can lead to needless suff ering 

economically, socially and physically. 

Th e net eff ect of this neglect would 

be devastating complications in an 

individual’s wellbeing with fi nancial 

and social costs that signifi cantly re-

duce quality of life. Consequently, 

this phenomenon produces an eco-

nomically weak nation.

Th e National Hospital Insurance 

Fund (NHIF) is the primary provider 

of health insurance in Kenya, with a 

mandate to enable all Kenyans to 

access quality and aff ordable health 

services.  

NHIF capitation numbers for AIC 

Litein Hospital

• July – September 2015 -   6,919 

clients

• October – December 2016 – 

21,469 clients

•  January- April 2016 – 23,251 cli-

ents

Reasons for the rise in patient num-

bers

• Branding the hospital

• Door-to-door campaigns

• Introduced customer care desk

• Recruiting staff  from diff erent 

companies into NHIF with Litein 

Hospital as their preferred service 

provider  

• Fast and quality service

• Drugs availability 24/7

• Introduced NHIF outpatient of-

fi ce 

• Engaging county government to 

pay NHIF fee to the elderly, needy, 

vulnerable people

Challenges

•  Th e system cannot account for 

children over 18 years and still un-

der the custody of the parent.

•  Th ere has been movement of cli-

ents from hospital to hospital yet 

the capitation fee is issued quarter-

ly. Some hospitals are serving pa-

tients who have not been paid for.

•  NHIF blocked the module where it 

showed the number of clients sub-

scribed to a facility. Th ese hinders 

decision making and planning.

•  Ksh100 per visit is not enough to 

serve a client fully.

•  Connection down-time: Th e 

NHIF portal frequently crashes, 

making verifi cation diffi  cult. 

•  Fraud – Th is is a vice that is hard to 

»» Page 19
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By Dr. Martin Mwangi - Division 

of Non-communicable Diseases

Introduction

T
he trend of non-communi-

cable disease has changed in 

Kenya with a rapid increase 

over the years. Th is rapid increase has 

primarily been infl uenced by adop-

tion of unhealthy lifestyles such as:

•  Physical inactivity 

•  Unhealthy dietary habits 

•  Tobacco use 

•  Harmful use of alcohol 

•  Environmental exposures to harm-

Non –communicable diseases in 
Kenya: What needs to be done?

ful agents

Why focus on NCD care services?

1. Th e risk factors are becoming 

common. Th ese risk factors in-

clude: 

Lifestyle factors:

• Unhealthy diet

• Physical inactivity

Studies have shown a correlation be-

tween physical inactivity and the fol-

lowing outcomes:

a. Depression 

b. Type 2 diabetes 

c. Heart disease 

d. Stroke 

e. Hypertension 

f. Colon cancer 

g. Breast cancer 

h. Osteoporosis 

i. Obesity 

j. Arthritis 

k. Premature death 

• Excessive alcohol consumption

• Smoking

• Physiological association includ-

ing increasing age, overweight and 

Nutrition transition: As incomes rise and populations become more urban, societies enter different stages of what has been called the nutrition 
transition.

Generally, diets high in complex carbohydrates and fi ber give way to diets with a higher proportion of fats, saturated fats, and sugars.
These shifts in diet structure accompany demographic shifts associated with higher life expectancy and reduced fertility rates.

An associated epidemiologic transition also takes place as patterns of disease shift away from infectious and nutrient defi ciency diseases toward 
higher rates of obesity, coronary heart disease, non-insulin dependent diabetes and some types of cancer.

Social
drivers

Government
Policies

Food
Supply

Factors and determinants of NCDs
•URBANIZATION
• Decreased
physical activity at
work and at home
• Less time for
food preparation
• Affordability of
fresh foods in
urban
environments

• Industrialization
of the food
production:
agriculture to
processing
• More processed
foods: long shelf
life
• Rapid growth of
supermarkets and
fast food outlets
•More
sophisticated and
aggressive
marketing and
promotion,
particularly to
children

• Agricultural policies and subsidies
• Price and taxation measures
• Transportation policies
• Urban planning policies (i.e., places for physical activity)

Feature 

Kendu in high HIV prevalence area  

ing time has been reduced signifi cantly. 

• Positivity rate in PMTCT has declined. 

• Integration of laboratory services with the hospital

• Linkage of HIV positive clients with other facilities is at 90 per cent. 

• Children linkage and coverage is at 100 per cent. 

• PMTCT coverage at Wire clinic is at 100 per cent. 

Challenges

• Diffi  culty in following up the fi shing community under MAPS, thus more defaulters

• Re-infection of clients

• Cultural beliefs

• Socio-economic challenges

• Delay in receiving viral load and PCR results

• Worn out/depreciating equipment

• Full integration of MCH/PMTCT and pharmacy yet to be realized

• Inadequate staff  capacity building systems 

• Lack of refresher courses for technical staff 

• Mobilization 

66%
34%

Cumulative On Care

Females

Males61%
39%

Cumulative Enrollment

Females

Males

Cumulative Enrollment

Females 7,486

Males 4,806

Total 12,292

Cumulative On Care

Females 3,219

Males 1,665

Total 4,884

Statistics (as at March 31, 2016)

* 21% of the above are children* 7,703 clients currently on ART

«« From Page 19
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Feature 

Government action on NCDs in Kenya 
«« From Page 22 SDG 3 on health deals extensively with NCDs  

• Gender and youth agenda: 

Th e woman bears the greatest brunt 

of the NCD burden. 

• Economic, social cultural, 

health system, geographical and re-

ligious barriers

• Information

1. Patient level: It is not what we 

know; it is how much it infl uences 

our behavior and choices

2. Health system level: Investment in 

HMIS and strengthening of vital reg-

istration systems

• Appropriate and bold leg-

islation

• Advocacy 

Proposed interventions to combat 

NCDs

• To create platforms for advocacy 

and awareness on NCD prevention 

and care across all sectors of the so-

ciety

• Establishing an innovative chronic 

care model for NCD service deliv-

ery at the primary care level

• To build the capacity of primary 

health care workers to provide 

NCD care services

• To develop and update clinical 

guidelines and protocols

• To develop strategies geared to-

wards strengthening screening, di-

agnosis and care of NCDs

• Ensuring availability of essential 

NCDs medicines and technology 

at the national and county levels.

• To strengthen platforms for public 

private partnership to address chal-

lenges posed by NCDs

• To strengthen NCDs data collec-

tion and reporting 

• Engage relevant stakeholders to 

develop policies and legislation on 

NCDs prevention and care

Focus on NCDs by SDG 3 shows they are global health concern. 

Feature 

»» Page 23

Government action on NCDs in Kenya 
«« From Page 21

obesity and stress

2. Numbers are increasing every year

It is estimated that the mortality due 

to CVD in Kenya ranges from 6.1 per 

cent (NHSSP) to 8 per cent (WHO 

NCD fact sheet 2014).

Th e prevalence of diabetes is 

about 4.7 per cent (2.7 per cent in 

the rural and 10.7 per cent in urban 

areas). 

Th e annual incidence of cancer is 

close to 37,000 new cases with an an-

nual mortality of over 28,000. 

3. Th e current NCD care in Kenya 

needs to be organized because it 

is: 

• Episodic than continuous 

• Reactive rather than proactive 

• Sporadic rather than planned 

• Provider centred rather than pa-

tient centred

• Hospital based rather than com-

munity 

• Not children and youth friendly

4. Low Public Awareness

Th ere is low public awareness of 

NCDs, their risk factors and available 

treatment and prevention options. 

For example, only 27.2 per cent of 

the population has good knowledge 

of diabetes while only 41 per cent of 

the population have practices that 

promote diabetes prevention. (Maina 

et al., 2010)

5. No Elaborate screening programs

Screening of NCDs is not routine in 

clinical practice with 60 per cent of 

cases missed at presentation. Major-

ity of patients present late often with 

irreversible complications, a direct re-

sult of poor health seeking behavior 

in the community. 

Frontiers of the NCD war

• Economics vs accounting 

thinking in public health: 

Health is abnormal good that does 

not follow the demand supply curve. 

Resources for health care are limited. 

In economic thinking we look at the 

most effi  cient way of distributing 

these scarce resources through cost 

effi  ciency analysis. Accounting dis-

tributes resources without consider-

ing the scarcity. 

• Poverty reduction: 

Th ere is a clear link between social 

inequalities and ill health. 

NCDs are a key part of SDG 3 on ensuring healthy lives and promoting well being at all ages. 
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Feature

Government action on NCDs in Kenya 
«« From Page 24

NO. PROPOSED ACTION CURRENT SITUATION

5. Policies influencing marketing of
unhealthy foods and non alcoholic
beverages to children

Not in place but there is an urgent need

6. Policies influencing initiatives leading to
consumption of fruits and vegetables

Incorporated in the guidelines for healthy
diets and physical activity but not explicit.

7. Social marketing campaigns/media
campaigns

Mainly occurs during the UN recognized
health days e.g. World Tobacco Day, World
Diabetes day, World Cancer Day, e.t.c.

Sometimes Ad hoc mainly media triggered

8. Policies targeting reduction of tobacco
use

Ratification of FCTC 2004

Tobacco control Act 2007

Tobacco National action plan due for review

Tobacco control policy

Signing of ITP ( Protocol to eliminate illicit
trade in tobacco products)

9. Development of clinical guidelines Cancer treatment guidelines available

Diabetes treatment available

Hypertension treatment protocol available
(partner guided)

CVD management guidelines being developed

Training curriculum for health care providers
on diabetes and hypertension available,
needs update

Feature 
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Government action on NCDs in Kenya 

Analysis of policies – What the MOH is doing to address the determinants of NCDs

NO. PROPOSED ACTION CURRENT SITUATION

1. Kenya National Strategy

For The Prevention And Control Of

Non communicable Diseases, 2015 – 2020

Mainly focusing on the four major non
communicable diseases:

Cardiovascular
diseases,
cancer,
chronic
respiratory
diseases and
diabetes

Also focusing on their four shared behavioral
risk factors—tobacco use and exposure,
unhealthy diet, physical inactivity and
harmful use of alcohol.

2. Strategic plans National diabetes strategic plan available
2010 2015 (Needs revision)

Cancer strategic plan available

3. Diet and physical activity policies Healthy diets and physical activity guidelines
finalised and awaiting printing

National action plan on physical activity being
developed

4. Policies influencing food environment Trans fats regulation almost finalised. To
follow are salt and fat reduction standards

«« From Page 23
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Addressing the burden of hypertension 

project in 23 counties in 113 level 4, 

3 and 2 facilities.

Th e CHAK project has trained 

450 CHVs, 134 religious leaders and 

329 HCWs.

Implementation strategies

• Community based strategies

1. Community mobilization and 

health education to raise aware-

ness, prevention and treatment 

and control of hypertension by 

community health workers and 

religious leaders

2. Screening of high blood pressure 

for early diagnosis of hypertension 

at community level

3. Creating linkages between the 

community and health care facili-

ties

4. Promoting health facility and 

community based support groups   

for hypertension patients in order 

to improve compliance with life-

style changes and antihypertensive 

medication

• Health facility based strategies

1. Capacity building for health facil-

ity staff  to ensure eff ective man-

agement of hypertension

2. Post-training onsite mentorship 

and On Job Training by the project 

technical team

•  System based strategies 

1. Capacity building of health care 

providers

One key reason why hypertension 

prevention and treatment services are 

not available in CHAK health centers 

and dispensaries is lack of skills and 

competencies among health care pro-

viders to manage hypertension. 

As a result, nurses and clini-

cal offi  cers in lower level health care 

centers were discouraged from treat-

ing hypertension patients. Th is had a  

negative impact on access, screening, 

treatment and care services for hy-

pertension patients in the peri-urban 

and rural areas.

Th e HHA project has collabo-

rated with the Ministry of Health 

(MOH) to develop hypertension 

screening, treatment and care guide-

lines to support task shifting in order 

Patient Pathway

Patient PathwayPatient Pathway

Aware
Screened Referred Diagnosed Treated Retained Controlled

Community screening through the Church. 

feature  

Healthy Heart Africa project  
addressing hypertension burden 
Overview

T
he Healthy Heart Africa 

(HHA) project was created 

by AstraZeneca to tackle hy-

pertension in Africa. 

Th e ultimate aspiration of the 

programme, launched in October 

2014, is to reach 10 million hyper-

tensive patients across Africa in the 

next ten years, supporting the WHO 

global hypertension target (25 per 

cent reduction by 2025).

Kenya is the fi rst implementa-

tion country for HHA. In Kenya, 

the prevalence of raised blood pres-

sure (BP) is estimated at 24 per cent, 

with the highest prevalence reported 

among those aged 60-69 years (53 

per cent) [Kenya STEPwise SUR-

VEY, 2015 Report].

In a study conducted in Nairo-

bi, about 20 per cent of people were 

aware of their hypertension status 

and of this, about 20 per cent were 

able to control it (Van de Vijver et al., 

2013).

Building on existing health sys-

tems, the initiative supports three pil-

lars of activities.

Pillars of Activities

1. Education and awareness 

Th is involves conducting prevention 

and disease awareness raising activi-

ties that will encourage people to live 

healthier lifestyles and seek screening 

and diagnosis when needed.

2. Provider training and guidelines

Th is involves:  

• Training community health volun-

teers (CHVs) and religious leaders 

on creating awareness on hyperten-

sion

• Training CHVs on screening for 

hypertension

• Training health care workers to 

provide comprehensive and appro-

priate hypertension care, based on 

guidelines developed in collabora-

tion with professional societies and 

the Kenyan Ministry of Health 

3. Access and aff ordability 

Th is involves strengthening the sup-

ply chain (from MEDS to the health 

facilities) and ensuring patients can 

access aff ordable, high-quality anti-

hypertensive medication.

Project implementation 

HHA being implemented for an ini-

tial period of 18 months after which 

successful components will be scaled 

up. 

Partners in HHA are AstraZene-

ca, CHAK, AMPATH, AMREF 

Kenya, PSK, Jhpiego, Mission for Es-

sential Drugs and Supplies  (MEDS), 

Abt Associates and newly Kenya 

Conference of Catholic Bishops. 

CHAK is implementing the 

The implementation plan is to “learn by doing”. The project is starting by running a number of demonstration projects in Kenya

40% share 30% share 30% share

Leveraging US AID 
Aphia Plus HIV 

Network

Government Faith Private 

Leveraging existing 
small scale HTN rural 

projects

Kenyan Health 
System

Driving mainstream business: 
patients can pay full AZ prices

Broadening
affordability:
patients can pay for 
affordable medicines

Non Commercial:
patients can’t pay

Leveraging the largest 
independent Health 

Network

Leveraging innovative 
private networks 

Leveraging the most 
respected  low income 

health provider 
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Presentation by Catherine Wan-

jiru - Meditec 

Epidemiology of diabetes

A
round 285 million people 

worldwide currently have 

diabetes and the numbers are 

predicted to nearly double to 439 

million by 2030, aff ecting 7.7 per 

cent of the world’s adult population. 

An additional half a billion peo-

ple are expected to be at high risk. 

Th e means by which diabetes is de-

fi ned and, in particular, the utility of 

hemoglobin A1c (HbA1c) as a diag-

nostic tool are therefore major issues 

for discussion.

What is HbA1c?

Th e term HbA1c refers to glycated 

hemoglobin. Hemoglobin is a pro-

tein within red blood cells that carries 

oxygen throughout your body. 

‘Glycated’ hemoglobin occurs 

when Hb joins with glucose in the 

blood. By measuring HbA1c, clini-

cians are able to get an overall pic-

ture of what our average blood sugar 

levels have been over a period of 2-3 

months. Th e higher your blood sugar, 

the more sugar that sticks to your red 

cells and the higher your A1c. 

Meditec support with HbA1c for 
diabetes control evaluation

Monitoring diabetes: What does an  

A1c mean

An A1c measures how much sugar 

has been sticking to red blood cells 

over a three-month period. An A1c 

is a measure of long-term diabetes 

control.

When is HbA1c tested?

Your doctor will check your A1c eve-

ry three to six months. Your doctor 

may check your A1c more often if:

• You have blood sugars above goal

•  Your last A1c was high

• You have had symptoms of low 

blood sugar

Individual blood glucose are 

great for deciding how a patient is 

doing at one particular point in time 

but they don’t give the full picture. 

Readings can change a great deal even 

in an hour. 

To deal with this variation, 

HbA1c  is carried out and this gives 

the overall picture of the blood sug-

ar over many days, weeks or even 

months. Moreover, there is no special 

treatment like consuming a special 

drink or fasting.

A simpler test like HbA1c, pro-

vided that it is calibrated to interna-

tional standards may improve detec-

tion of diabetes.

A1C as a diagnostic tool for diabe-

tes

In 2009, an international expert com-

mittee recommended the A1C test 

as one of the tests available to help 

diagnose type 2 diabetes and pre dia-

betes. It was later adopted by WHO 

and ADA.

Importance of testing HbA1c 

Blood sugars and an A1c at or below 

goal (7 per cent or less)  can reduce 

the chances of the following diseases:

• Heart and circulation problems

• Eye problems

• Kidney problems

• Nerve damage 

• Feet problems e.g. ulcers

Red
blood
cell

Normal Blood Glucose

Above-Normal Blood Glucose

Red blood cell

Glucose
particles

Diagramme showing glycated hemoglobin. 

The goal is A1c below 7. 
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Addressing the burden of hypertension 

to increase access to these services.

2. Data 

Th e HHA project targets to develop/

improve and roll out an eff ective MIS 

for NCDs and specifi cally hyperten-

sion to ensure that data is collected 

and the information used for deci-

sion making in prevention, care and 

treatment of hypertension. Th is will 

include the development of national 

data collection and reporting tools, 

mechanism to  review the service 

level data for use in decision making 

by the  service delivery points and for 

programmatic management.

• CHAK developed an elec-

tronic Hypertension Module which 

has been rolled out to facilities with 

electronic medical records systems 

either the CHAK-HMIS or inde-

pendent facility HMIS. Th is upgrade 

is free for facilities and we encourage 

facilities to take this to improve data 

collection and quality.

3. Improved access to medication for 

hypertension

Establish an effi  cient and eff ective 

drugs and commodity logistic system 

to ensure uninterrupted and timely 

supply of high quality aff ordable an-

tihypertensive medication to the pa-

tients.

• AstraZeneca has now opened up 

the supply for HHA products to all 

CHAK facilities including the ones 

that are not HHA programme sites.

• Th e target price is pegged at an ap-

proximate markup of 33 per cent of 

the MEDS supply price. Facilities 

are encouraged to lower markups 

even further where possible to ensure 

that more patients benefi t from low 

prices.

Successes

1.  Created awareness and health edu-

cation on hypertension and its risk 

factors to nearly two million Ken-

yans

2. Screened over 850,000 persons for 

high blood pressure nearing the 

target of one million.

3. Establishment of community units 

around facilities, hence strength-

ening linkages between communi-

ties and health facilities.

4. A number of facilities have estab-

lished functional support groups 

for hypertension and diabetes 

where patients share their experi-

ences and ideas.  

5. Capacity building for nurses and 

clinical offi  cers who treat the bulk 

of the peri-urban and rural popu-

lations on hypertension manage-

ment

6. Development of new hypertension 

management guidelines by HHA 

partners and MOH which are now 

in use in CHAK facilities imple-

menting the project

7. Development of an electronic 

medical records system (Hyper-

tension Module), the fi rst of its 

kind to help collect relevant data 

for Hypertension and other NCDs 

such as diabetes.

8. Made it possible for patients in 

peri-urban and rural settings to ac-

cess aff ordable, high-quality anti-

hypertension medication. Th e 

project has received tremendous 

Male Vs Female Screened

SCREENED MALES
39%

SCREENED
FEMALES

61%

feedback from patients on their 

tolerance, friendly dosing and 

control of blood pressure. 

Challenges

1. Lack of screening and treatment 

hypertension data. this is due to 

intermittent reporting or complete 

failure to report by the sites. 

2. Little or no support from top man-

agement of facilities implementing 

the project aff ecting overall per-

formance of facility.

3. High turnover of health care work-

ers especially for level 2 and 3 fa-

cilities. Investment in training has 

to be done over and over again.

4. Rate of re-ordering drugs from 

MEDS is low or lacking, aff ecting 

patients’ drug supply, hence con-

trol of hypertension due to non-

compliance.   

Way forward

• Th e project needs the support of 

facilities to be able to move for-

ward. 

• CHAK is committed to working 

closely with facilities to improve 

health systems at community and 

health facility levels.

• We have an opportunity of extend-

ing the programme for another 3 

years with the support of Astra-

Zeneca. 
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increasing availability of insulin in 

health care facilities 

• Building up specialized treatment 

capacity close to patients

• Increasing awareness of diabetes. 

Are these objectives being met? 

Th ese objectives are being met as fol-

lows: 

• Th ousands of new patients identi-

fi ed/diagnosed with diabetes, regis-

tered at a health facility and receiv-

ing treatment 

Partnership addressing diabetes burden 
Benefits of the project for people with diabetes

•  Capacity to diagnose and treat dia-

betes patients at facility level has 

improved

•  Supply of insulin has been strength-

ened with a penetration index of 

98 per cent.  

• Aff ordable price of insulin is still 

being adhered to in the country

Next steps in the diabetes war with 

reference to SDGs 

•  Make diabetes visible among 

NCDs so that programs targeting 

diabetes are funded and imple-

mented within the SDG frame-

work 

•  Communicate the burden of dia-

betes (incl. cost of complications) 

to drive improved reimbursement 

of diabetes treatment

•  Advocate for very specifi c training 

on diabetes to be included in the 

curriculum of  health care provid-

ers and funded by authorities

• Use the SDGs to birth new Public 

Private Partnerships with NGOs, 

governments and others

DCA analyzer

Th e DCA Vantage Analyzer is a dia-

betes system that delivers clinically 

proven, clinically relevant HBA1C 

results. It helps to monitor and detect 

kidney disease earlier. It also manages 

to detect patients at high risk of de-

veloping pre-diabetes, helping the 

clinician to respond quickly.

Why DCA HbA1c test for diabetes 

testing?

• Simple to use

•  Convenient for patient and health-

care professional

•  Precise, lab-quality results

• Comprehensive patient consulta-

tion tools

•  Testing compliance 

Why choose the DCA vantage ana-

lyzer?

•  Siemens has had a market presence 

with the DCA technology for over 

20 years.

•  Th is is the newest Analyzer and 

together with the DCA 2000, its 

predecessor, there are over 45,000 

analyzers in use all over the world.

•  Th is represents the largest number 

of POC HBA1C in use by any 

one company.

•  It is the most widely used brand 

worldwide with over 45,000 ana-

lyzers shipped

•  It has been highlighted in more 

than 140 clinical articles.

•  It is used by three out of four phy-

sicians who perform HbA1c test-

ing in the offi  ce.

HbA1c for diabetes control evaluation
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Presentation by Dorothy Owegi - 

BoP project Manager

Sustainable Development Goals 

F
or 15 years, Millennium De-

velopment Goals have shaped 

international priorities and 

activities. Th e MDGs were eight glo-

bal time-bound goals with targets to 

focus development and end poverty. 

Th e MDGs came to an end in 2015, 

ushering in the Sustainable Develop-

ment Goals (SDGs). 

Sustainable Development Goals 

which were introduced in 2015 have 

NCD targets and provide a recog-

nized position for private actors. Ex-

amples of these SGDs are as follows: 

• 3.4: By 2030, reduce by one third 

premature mortality from non-

communicable diseases  

• 3.8: Achieve universal health cover-

age, including access to  aff ordable 

essential  medicine

• 3.c Substantially increase health fi -

nancing and the recruitment (…) 

and training of the  h e a l t h 

workforce 

• 17.17 Encourage and promote ef-

fective  public, public-private and 

civil society  partnerships

Novo Nordisk believes that 

health is essential to sustainable hu-

man development and is therefore 

committed to contributing to SDGs 

achievement. 

Th ree key targets from the UN 

Sustainable Development Goals are 

important for Novo Nordisk: 

• By 2030, reduce by one third pre-

mature mortality from non-com-

municable diseases through preven-

tion and treatment and promote 

mental health and well being. 

• Achieve universal health coverage, 

Novo Nordisk-CHAK partnership 
addressing diabetes burden

including fi nancial risk protection, 

access to quality essential healthcare 

services and access to safe, eff ective, 

quality and aff ordable essential 

medicines and vaccines for all. 

• Encourage and promote eff ective 

public, public-private and civil so-

ciety partnerships, building on the 

experience and resourcing strategies 

of partnerships.

Why are the SGDs important for 

Novo Nordisk?

Health is our business

Novo Nordisk is a global healthcare 

company with over 90 years of expe-

rience in diabetes. 

It is our responsibility to our pa-

tients

• 387 million people are living with 

diabetes

• We provide diabetes care products 

to over 24 million people

• We want to help all people with 

diabetes achieve a good quality of 

life

It makes business sense

• Increased priority and funding for 

NCDs

• Universal health coverage is likely 

to be included

• Goals will apply to all UN mem-

ber countries

• It is a long-term advocacy platform 

for diabetes

Base of the Pyramid Diabetes 

Project in Kenya

Th e project seeks to make insulin 

aff ordable and available to diabetes 

patients at the base of the economic 

pyramid.  

Th e BoP Project is a model Pub-

lic Private Partnership initiative for 

diabetes management. 

Th e present partnership com-

bines many strengths 

1. MoH for policy and capacity 

building guidance

2. FBOs i.e. CHAK and KCCB’s 

partners representing a big part of 

the Kenyan health sector 

3. Civil society represented by 

KDDA 

4. Novo Nordisk with strong exper-

tise in diabetes of over 90 years 

5. Danish embassy with sector 

knowledge and strong ability to 

support 

6. Phillips Healthcare Services 

(PHSL) for importing insulin 

7. Mission for Essential Drugs and 

Supplies (MEDS) distributing in-

sulin country wide

Main objectives of BoP

Th e overall objective of the project is 

to improve diabetes care for diabetics 

in the low income bracket by: 

• Bringing insulin and treatment 

physically closer to patients 

• Lowering the price of insulin and 

The BOP diabetes 
project seeks 

to make insulin 
affordable and 

available to diabetes 
patients at the base 

of the economic 
pyramid
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By Willis Obunga and Malcolm 

Robinson - BethanyKids

T
he opening and dedication of 

the BethanyKids Children’s 

Centre at Kijabe Hospital 

on Friday April 22, 2016 was char-

acterized by joy and celebration. It 

was all smiles as approximately 200 

friends and supporters from various 

parts of the world including Norway, 

Belgium, Canada, the USA and Ken-

ya gathered in the front yard of the 

32,000 square foot building. 

Several key people in Bethan-

yKids brought greetings including 

former Executive Director and Board 

Chair Dr. Ivan Stewart, Founder Dr. 

Dick Bransford, and Clinical Direc-

tor Dr. Dan Poenaru. A highlight was 

the testimonials by a staff  nurse and 

a parent, both of whom have expe-

rienced what it was like in the “old” 

ward and now in the new Children’s 

Centre.

Th e Presiding Bishop of the Af-

rica Inland Church of Kenya, Rev. 

Silas Yego, off ered a prayer of dedi-

cation, declared the Centre offi  cially 

open and unveilled the dedication 

plaque mounted on a large rock in 

front of the building.  

He thanked Dr. Bransford for his 

dedication and vision of caring for 

children with disabilities. He also ac-

knowledged Mr. Njaal Lovik and his 

wife Aase from Norway for their gen-

erous support towards the construc-

tion of the BethanyKids Children’s 

Centre.

Th e new building includes seven 

inpatient wards with eight beds per 

ward plus an eight-bed High De-

pendency Unit – a step down from 

an ICU, two isolation rooms and 

two private rooms with a total of 74 

BethanyKids Centre holds opening 
and dedication ceremony

beds.  

Th ere are multiple treatment 

rooms, a physiotherapy room, a 

children’s play room and a spacious 

outpatient clinic area. Th e generous 

space, abundance of natural lighting 

and child-friendly colors all contrib-

ute to the well-being of the patients, 

their families and clinicians.

Emily Chelang’at, a parent of an 

eight-old month baby who recently 

received care at the new centre em-

phasized the quality of the new facil-

ity. 

“Th e new building is so spacious, 

has enough beds, more examination 

rooms, and parents are no longer 

asked to go back home with their 

children because of lack of space!” 

“It is with tremendous gratitude 

that i see this new building, a true 

miracle especially for some of us who 

had the opportunity to be there at the 

very humble beginnings of the Beth-

anyKids program,” said Dr. Dan Poe-

naru, BethanyKids Clinical Director. 

“We celebrate those who went before 

us, the founders and the visionaries, 

and it is out of their dream that this 

vision has indeed happened.”

 AIC Kijabe Hospital’s Executive 

Director, Dr. Mary Muchendu, also 

recognized those behind the celebra-

tion. “We are celebrating the success, 

and behind the success we have so 

many people who have gone through 

the hands of our doctors and sur-

geons at Kijabe.”

Dr. Ivan Stewart, former Beth-

anyKids’ Executive Director and In-

ternational Board Chair echoed Dr. 

Poenaru’s sentiments. 

“Dick’s heart for disabled and 

marginalized children has inspired 

many of us. We’ve had the privilege 

of seeing thousands upon thousands 

of children receive surgery and care at 

BethanyKids, and had their lives res-

cued and changed unbelievably.”

Th e opening and dedication of 

this Centre marks a major milestone 

in the short history of BethanyKids. 

We praise God and pray that we will 

use the new Centre well for His glory 

and for the good of children and their 

families needing healing and hope.

Bishop Silas Yego (left) and other key guests unveil the dedication plaque during the ceremony.  

Update 

by Anne Mbugua - CHAK Secretar-

iat 

T
he Afya Jijini project was 

launched at the Mama Lucy 

Kibaki Hospital in Nairobi 

on June 16, 2016. 

CHAK is a consortium member 

in the USAID- funded project led by 

IMA World Health which is work-

ing in Nairobi County. Under the 

project, CHAK has been assigned to 

work in Dagoreti and Westlands sub-

counties. 

Th e project works to: 

• Increase utilization and access to 

quality HIV services

• Increase access and utlisation of 

focused maternal, newborn and 

child health (MNCH), family 

planning (FP), water, sanitation 

and hygiene (WASH) and nutri-

tion services 

Th e launch was attended by 

the Nairobi County Health Team, 

project partners and other guests. 

Chief guest, Nairobi Governor Dr 

Evans Kidero was represented by the 

county CEC for Health Dr Bernard 

Muia.  

Speaking at the forum, Nairobi 

County Secretary Dr Robert Ayisi re-

vealed that health services consumed 

a big portion of the Kenyan capital 

city’s budget, Ksh8 billion in 2016, 

to be specifi c. Among the pillars of 

health care in the county are MNCH 

services where the Afya Jijini project 

was helping the county government 

achieve its targets. 

Dr Ayisi revealed that Afya Ji-

jini had been adopted in the CEC 

and challenged the project leaders to 

make presentations to the council. 

Th e project had also been captured 

by the Council of Governors, hence 

Afya Jijini project to increase  access 
to quality HIV and health services 

enjoyed support from the county 

chiefs.   

Nairobi CEC for Health Dr 

Muia challenged Afya Jijini to put in 

place eff ective M&E systems to en-

sure the project’s impact was measur-

able. He also challenged the project 

to ensure the impact identifi ed could 

be directly attributed to its eff orts. 

Deputy Mission Director, US-

AID, Kenya and East Africa Tina 

Dooley-Jones pointed out that de-

spite the many gains made in the city’s 

health care system with the support 

of the funding agency, there were still 

gaps occasioned by economic and 

social disadvantages experienced by 

some populations. Critical interven-

tions were therefore required to ad-

dress these persistent inequalities. 

Afya Jijini would therefore sup-

port local health structures and unify 

the county around critical issues to 

ensure these inequalities were ad-

dressed. People centered service de-

livery would be key to the success of 

the project. 

Project Chief of Party Dr Ernest 

Nyamato thanked the county health 

leadership for providing stewardship 

and support towards successful com-

mencement and implementation of 

the project during the nine months it 

had been in operation. 

Among the key project success in 

its initial implementation phase are: 

MNCH, WASH, FP and nutrition 

services 

• Life saving emergency obstetric 

and new born care (EmONC) 

equipment distributed to 52 ma-

ternities 

• 131 sites supported to integrate 

management of acute malnutri-

tion 

• Th e programme initiated the ‘We 

Men Care’ services as a vehicle for 

meaningful engagement of male 

partners in health care.

Nairobi County CEC for Health Dr Bernard Muia (right), who represented chief guest, Nairobi 
Governor Dr Evans Kidero and  Nairobi County Secretary Dr Robert Ayisi (second right) visit an 
exhibition stand during the launch. Looking on is Afya Jijini Project Chief of Party Dr Ernest Nyamato 
(third right). 
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HIV services 

• 3,000 clients have benefi tted from 

HIV psychosocial support in the 

health facilities 

• Close to 13,000 clients have been 

screened for TB during active case 

fi nding initiatives 

• Mapping for the DREAMS initia-

tive has been done in over 18,000 

households in the Mukuru Kwa 

Njenga area. 

Th e DREAMS partnership aims 

to reduce HIV infections among ad-

olescent girls and young women in 

F
or the children at the CITAM 

Children’s Home in Kiserian, 

life has changed dramatically, 

and for the better. Th e minors once 

roamed the streets of Nairobi and 

Kajiado, bitten by the chill or beaten 

by the hot sun, depending on the 

season. With a roof over their heads, 

food for their bellies and an educa-

tion, life at the rehabilitation centre 

is defi nitely less bleak.  

Th e centre, founded in 1995 by 

Rev. Dr. Dennis White and his wife, 

rehabilitates former street children, 

giving them a second chance and of-

fering them an opportunity to pursue 

their education to the highest possi-

ble level. 

According to the centre’s direc-

tor Janet Muhoro, Rev. White and 

his wife often gave street children 

clothes and food. However, the chil-

dren would return to the streets, still 

lacking other basic necessities such as 

shelter and education. 

In order to fully assist these chil-

dren, the Whites decided to buy 56 

acres of land in Kiserian to set up a 

rehabilitation centre. 

About 70 per cent of the children 

are from the streets of Nairobi while 

30 per cent are from the streets of Ka-

jiado. Th e children come to the home 

through referrals or direct identifi ca-

tion by the centre’s social worker with 

the centre being mainly funded by 

CITAM. 

Th e centre consists of: 

• A dispensary

Some of the children come to the 

centre when they are sick, thus the 

need for the dispensary. Among the 

most common ailments are coughs 

and colds, fl u, malaria, minor stom-

ach infections and parasites, skin and 

10 sub-Saharan countries. 

Th e goal of DREAMS is to help 

girls develop into Determined, Resil-

ient, Empowered, AIDS-free, Men-

tored and Safe women. Kenya is one 

of the countries in which the initia-

tive is being implemented. 

Th e initiative comes at a time 

when Kenya is grappling with social 

trends such as ‘masponsor’ and ‘ma-

fi si’ phenomenons which are poten-

tially disruptive to the lives of girls 

and young women. 

• Th e project also supported 

the Nairobi City County to complete 

its HIV strategy. 

other infections. However, some of 

the children may also have mild men-

tal issues which require counseling. 

Currently, one child has hemophilia 

and requires constant monitoring 

and treatment. 

Th e dispensary is run by a nurse 

as part of Government regulations 

which state that such a centre should 

have the capacity to administer fi rst 

aid in case of emergency. Th e children 

also receive information on nutrition 

and hygiene from the nurse. 

Th e dispensary comes in handy 

given that the nearest health facility 
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CITAM Kiserian children’s home 
rehabilitation efforts bear fruit  

Afya Jijini project launched 
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CITAM Children’s Home, Kiserian, Director Janet Muhoro with CHAK Times Editorial Committee 
member Maurice Ikoti at the centre. 

By Anne Mbugua - CHAK Secretar-

iat 

T
he CHAK Annual Health 

Confernce and Annual Gen-

eral Meeting 2016 was suc-

cessfully held  on April 26 – 28, 2016 

at AACC Desmond Tutu Conference 

Centre. Th e event was attended by 

over 260 delegates comprising CHAK 

member health unit representatives, 

development partners, Ministry of 

Health representatives and repre-

sentatives from various counties. Also 

in attendance were representatives 

of health sector regulatory bodies, 

among others.  

Annual Health Conference 

Th e Annual Health Conference 

theme was “Partnerships for sustain-

able quality health care in the context 

of the new Global Sustainable Devel-

opment Goals”. 

Th e conference was structured 

in plenary sessions and two technical 

workshops focusing on: 

• Health Systems Strengthening and 

Community Systems 

• Health service delivery – covering 

communicable and non-commu-

nicable diseases 

Presentations focused on the role 

of partnerships in delivering quality 

health services in CHAK programmes 

and member health facilities. Th e 

presentations were grounded in the 

United Nations Sustainable Devel-

opment Goals that were launched in 

2015 to act as a reference point for 

the international development agen-

da. 

Exhibition 

An exhibition with several exhibitors 

was held throughout the conference. 

CHAK HHA project, BoP Project 

and Partners provided free Blood 

Pressure and Blood Sugar screening 

to interested conference delegates 

for free throughout the conference. 

Th e exhibition also attracted partner 

organisations and member health fa-

cilities who sought to show case their 

work to conference delegates. 

AGM 

During the AGM held on April 28, 

Dr Mary Muchendu was re-elected 

Vice Chair while Mary Gitari was re-

elected RCC chair for Eastern/North 

Eastern. Dr Oliver Mamati, MOIC, 

Friends Lugulu Mission Hospital, was 

elected the new chair for Western/

North Rift Region to replace Samuel 

Jomo who retired on completing the 

maximum allowable term.

Th e AGM also approved a Con-

stitutional amendment that would 

see CHAK assets distributed among 

MHUs which provide charitable 

health services in the event of its dis-

solution. 

CHAK 70th anniversary celebra-

tions  

A dinner reception was held on 

Wednesday April 27, 2016, to cel-

ebrate CHAK 70th Anniversary and 

recognize retiring EXCO member 

(Samuel Jomo). 

An informative and inspiring 

refl ection on CHAK’s journey of 

organizational development and the 

Church Health ministry in Kenya 

was given by Trustee, Rev. Dr George 

Wanjau. 

Rev. Dr. Wanjau inspired and 

challenged those present to take the 

vision to greater heights by work-

ing towards expansion of specialized 

services and medical education. A 

special cake was shared to mark the 

celebrations. 

CHAK 70th anniversary celebrations 
begin at Annual Health Conference  

Update 

A celebratory cake was cut 
to mark CHAK’s 70th an-
niversary during the AHC/
AGM 2016. 
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to Janet, maintaining a child in sec-

ondary school costs about Ksh80, 

000 per year while those in primary 

school may need up to Ksh65,000. 

Currently, the centre has 59 chil-

dren in secondary school, a number 

that will continue to rise as rescue 

eff orts continue. Th e centre, with a 

capacity of 128 children, holds an 

annual intake, and is set to receive 

35 more minors in 2016. In 2015, 

a double intake saw the children’s 

home take in 57 minors. 

Life at CITAM Kiserian Children’s 

Centre 

Life in the streets can be harsh and 

the children often pick up deviant 

behavior from peers and as a means 

of survival. However, upon arrival 

at the home, they soon realise that 

things have to change. 

Discipline is paramount in the 

home and children who fail to ad-

just to the required routine risk being 

kicked out. In 2015, four children 

were expelled from the home. 

According to Janet, it takes about 

six months for a child to adjust to the 

routine and leave street life behind. 

Children who have not adjusted after 

six months are given a grace period 

for rehabilitation until they can at-

tend normal classes.   

Th e key to seeing a complete 

turn-around in the children, how-

ever, is prayer, with the centre’s staff  

constantly and continuously praying 

for their charges.  

Th e centre works with the police 

and children’s department to identify 

children in need of assistance, most 

of who know no other home except 

the slums which have been the abode 

for generations of their families. Also 

providing such information are the 

community and children’s neigh-

bours’. Th e centre’s social worker is 

also actively involved in identifying 

the children to be assisted. 

When a child in need is identi-

fi ed, the centre also fi nds out the 

number of siblings and their ages. 

According to Janet, all siblings 

will more often than not be taken in 

as admitting one child may lead to 

peer pressure to return to the streets, 

especially during the holidays. 

Th e centre has placed the age 

limit of benefi ciaries at 12 years as it 

may be tricky for teenagers to adjust 

to the new environment. Another re-

quirement is that the children must 

have been on the streets for not less 

than six months.     

Once the required number of 

needy children have been identifi ed, 

an assessment process involving two 

committees then follows. 

Th e centre-based admission 

committee goes through each case 

and makes recommendations to the 

Deacon Committee which based on 

several factors makes the fi nal deci-

sions. By the fi rst quarter of the year, 

the children are taken into the home. 

Th e annual target is 30 children with 

recruitment taking place from Sep-

tember to November.  

Th e school goes up to standard 

six although there are plans to in-

troduce classes seven and eight. Pre-

viously, it only went up to standard 

four, forcing older pupils to make a 

return journey of 10km on foot to 

the nearest local school. 

Th ere is also a pre-school section 

and rehab class for recently rescued 

children who are yet to adjust to the 

centre’s routine. 

Until 2004, the centre off ered an 

informal education system. Regular 

CITAM Kiserian children’s home
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Dairy cows at the children’s centre. 
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is in Kiserian while the nearest Gov-

ernment hospital is Mbagathi. When 

necessary, the children are also taken 

to Kenyatta National Hospital for 

treatment. 

• A farm 

Towering maize plants are the fi rst 

thing one notices on looking towards 

the edge of the centre’s compound. 

Th e maize plantation pans out 

several metres to the perimeter fence, 

and with each plant boasting a cob as 

its crowning glory, it is obvious the 

farming venture is going well. 

On the right side of the com-

pound, a crop of vegetables is wa-

tered using sprinklers while several 

dairy cows are visible from a shed a 

few metres away. 

According to Janet, seven bee-

hives are thriving in a forested area at 

the far edge of the huge compound 

with another eight being rehabilitat-

ed to increase honey production. 

A few years ago, the centre also 

reared fi sh and poultry, ventures 

which the current management is 

trying to revive. 

Th e centre’s farm supplies food 

for the children while the surplus is 

sold in local markets and to CITAM 

congregations for a profi t. Janet says 

the farm is very dear to the centre, giv-

en that Kiserian, which is the nearest 

town, is about 17km away and buying 

food regularly for the children from 

here would be a very expensive aff air. 

Rongai, a bigger town where almost 

all of the foodstuff  required would be 

available is about 25km away. 

A borehole, electricity and gen-

erator ensure there is water for irriga-

tion and domestic use all year round. 

Drip irrigation equipment has been 

set up although there is need to re-

place some of the pipes that have 

broken down. Once this is done, the 

centre will be able to produce even 

more food for the children and for 

sale.

 • A church 

Th e church started as a chaplaincy 

to minister to the community. It is 

used by both the children and the 

local community. Th ere are plans to 

relocate it to Rongai town since Gov-

ernment regulations do not permit 

a fully-fl edged church inside a chil-

dren’s centre. 

• Education sponsorship pro-

gramme 

Th e children at the centre come from 

very poor backgrounds. Although 

most of them know their parents and 

are living with them at the time of 

admission to the centre, their parents 

are extremely poor, a situation that 

pushes the children out to the streets 

to eke out a living. 

Th e centre therefore takes up the 

responsibility to sponsor each child’s 

education all the way to university. 

Education for the average child to 

tertiary level takes up to 15 years with 

the cost of maintaining each child 

diff ering according to their level of 

education. For example, according 

«« From Page 35

CITAM Kiserian children’s home
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The centre’s chapel. 

A workshop at the centre ensures the centre’s school is well equipped.   »» Page 37
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Samaritan

A good samaritan stopped to help a stranger. he 
took on the burden of caring for someone he did 
not know. If you have a burden that you cannot 
bear on your own, share it with the Samaritan. 

Send your questions to:
The Samaritan, CHAK Times, P.O. Box 30690 - 00100, Nairobi. Email: communications@chak.or.ke

the Samaritan

Q 
Dear Samaritan,

I am a parent of two 

teenagers. My com-

munication with them has been 

very poor. I tell them not to watch 

TV the whole day but this seems 

to be falling on deaf ears. Some-

times they refuse to eat food pre-

pared by my house help. Recently 

the younger one  who is in form 

one refused to go back to school 

at the beginning of the term and 

insisted on a tranfer. What can 

I do  to improve communication 

between my children and i?

Concerned parent 

A 
Dear concerned par-

ent,

You sound frustrated 

because you are not able to com-

municate with your teenagers ef-

fectively. For you   to communi-

cate with your teenagers you need 

to become good friends. Talk to 

them as opposed to talking at 

them and speak their language. 

You also need to spend a lot 

of time with them. You can do 

some activities together, for exam-

ple cooking, playing or walking. 

Have as much fun with them as 

possible.  

In addition, try as much as 

possible to talk to them when both 

of you are calm to enable com-

munication to take place. Practice 

good communication skills like ac-

tive listening, observe non-verbal 

communication and encourage 

them to talk as much as possible. 

Th ere is a great need to ap-

preciate even the small things that 

your child does. Th at way, you 

build their self- esteem and help 

them become more responsible. 

When you tell them not to be 

glued to the TV the whole day, are 

you proposing some alternative ac-

tivities that they could do to keep 

themselves busy? Teenagers have a 

lot of energy and if not directed in 

the   in the right way, they may end 

up engaging in some unhealthy be-

havior. 

You may have to teach them 

some life skills to ensure they un-

derstand how to deal with the chal-

lenges of life.

When you say that sometimes 

your children refuse to eat food 

prepared by your house help, what 

do you really mean? Is your house 

help a good or poor cook?  Do you 

like the food prepared by her/him? 

Most teenagers usually like junk 

food and you as a parent should 

discourage this and off er a healthy 

diet. You also teach them why junk 

food is not healthy for them. 

You could discuss a meals 

timetable together with your 

house help and your teenagers, 

and ensure they are reasonable and 

realistic as they plan. Additionally, 

have the teenagers prepare a meal 

which you can all enjoy. Let them 

prepare what they like eating once 

in a while.

As for the one who is insisting 

on a transfer, you may have to fi nd 

out what could be making him 

hate his current school. Is he be-

ing bullied by other students? May 

be he does not like the food in this 

school, or the school is far from 

home, What really make him hate 

this school? 

Young people usually experi-

ence peer pressure. He/she could 

be getting infl uenced by his age 

mate. He may want to be with his 

friends as opposed to being around 

strangers. Listen to him and try 

to help him cope as much as pos-

sible.

As a parent, do not allow your 

children to dictate what they want 

to eat, where they want to go, 

who should cook for them, which 

school they want to go, etc. You 

must stand fi rm and take the lead-

ership position  in your house. 

Tea Break

MEDICAL QUIZ 49
Send your reponses to:

Th e Editor, CHAK Times, P.O. Box 30690 - 00100, Nairobi; Email: communications@chak.or.ke
Th e fi rst fi ve correct entries will receive a CHAK gift pack

Remember to include your name, health facility, mobile phone number and full postal address

Answers to medical quiz 48

1. Name and explain the types of Public Private Partnership arrangements (6 mks). 

2. Explain three elements of resource mobilisation (9 mks) 

3. Explain three government actions against Non Communicable Diseases (NCDs) (6 mks). 

1. List six underlying characteris-

tics of partnerships. (6 mks)

Any of the following earns you a 

mark: 

If partnerships are to be successful, 

and have both clear mutually agreed 

upon objectives and risks,  there  are  

some  underlying  characteristics that  

must  be  in  place.  Th ese are: 

a) Clearly specifi ed, realistic and 

shared goals

b)  Clearly delineated and agreed 

roles and responsibilities

c) Distinct benefi ts for all parties

d) Th e perception of transparency

e)  Active maintenance of the part-

nership

f )  Equality of participation

g)  Meeting agreed obligations

To have all these characteristics, a 

partnership needs to be very well ne-

gotiated with each partner recognis-

ing their strengths and weaknesses.

2. Explain four common birth 

complications that the CHAK-

Bread for the World partner-

ship on maternal child health is 

addressing. (8mks)

Among the common birth com-

plications encountered in CHAK 

health facilities are: 

• Anti-partum hemorrhage

• Post-partum hemorrhage 

• Obstructed labour  

• asphyxia 

• Shoulder dystocia 

• Post-abortion complications 

• Breech presentation among others 

3. Give six examples of partner-

ships for health in the CHAK 

network. (6mks)

Maua Methodist Hospital partner-

ship with AON Insurance Company 

to provide medical services to teach-

ers. Like many mission hospitals, 

Maua found the National Hospital 

Insurance Fund (NHIF) capitation 

rates too low and unsustainable. Part-

nering with AON Insurance Com-

pany has allowed the hospital to serve 

more clients and in the process also 

ensure its services remain sustain-

able.  

Kendu Adventist Hospital partner-

ship with NHIF for in-patient, civil 

servants and the national scheme 

covering out-patient services among 

others. Th e Hospital is keen on pro-

moting NHIF to the community 

through sensitization and mobiliza-

tion. KAH has also been recently 

selected as a facility of choice in the 

region by NHIF to off er services to 

senior civil servants in Job group M 

and above.

Th e Mombasa TB Active Case Find-

ing project’s main implementers were 

CHAK and KAPTLD. Th e project 

was funded by Global Fund through 

AMREF Kenya as the prime recipi-

ent and came to an end in December 

2015.

CHAK implemented in public 

and FBO health facilities while KA-

PTLD implemented in the private 

sector.

Other important players in 

the project were Mombasa County 

Health Teams, sub-county health 

management teams, Community 

Health Volunteers (CHVs) and Com-

munity Health Extension Workers 

(CHEWs). 

A partnership between CHAK and 

EED is seeking to improve maternal 

and child health in CHAK member 

facilities. Th e collaboration involves 

updating service providers from 

CHAK Health facilities on the most 

current life-saving skills for maternal 

and neo-natal health and Basic and 

Comprehensive emergency Obstetric 

care (BEmOC/CEmOC). 

A partnership between AIC Kijabe 

Hospital and Jamu Imaging Centre 

Limited is providing CT scan services 

to Kijabe clients. Th e partnership was 

expected to mainly benefi t residents 

of Nakuru, Narok, Nyandarua, Ki-

ambu and Kajiado counties although 

the hospital’s clientele is drawn from 
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all corners of the country as well as 

neighboring states.  

Five months after the introduc-

tion of the machine, it has become 

clear that partnerships are critical to 

raising the standards of health care in 

the country. 

A partnership between CHAK and 

DAK, a charity based in Australia, is 

providing radiology and other equip-

ment to CHAK member health units 

and other medical facilities. 

Th e partnership saw 23 CHAK 

member health units benefi t from 

portable ultra sound machines de-

signed for point of care services in 

2015. 

A partnership between AIC Cure 

Hospital and Safaricom Foundation 

is improving the lives of children 

with physical disability. Safaricom 

began by funding mobile clinics 

around the country. Th e partnership 

enabled Cure Kijabe to charter a heli-

copter to further destinations where a 

team of medical professionals would 

deliver services, identify new cases for 

treatment and follow up on surgical 

cases. Th rough this partnership, Cure 

was able to do a lot of work around 

the country. 

And in a partnership for medical 

education, Kendu Adventist Hospi-

tal School of Medical Sciences has 

teamed up with Funzo Kenya to give 

loans and scholarships to students. 

Answers to medical quiz 48 
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Tea Break Tea Break

Jokes... jokes... jokes...
All time Christian 

Th e light turned yellow, just in front 

of him. He did the right thing, stop-

ping at the crosswalk, even though he 

could have beaten the red light by ac-

celerating through the intersection. 

Th e tailgating woman was furious 

and honked her horn, screaming in 

frustration, as she missed her chance 

to get through the intersection, drop-

ping her cell phone and makeup.

As she was still in mid-rant, 

she heard a tap on her window and 

looked up into the face of a very seri-

ous police offi  cer. 

Th e offi  cer ordered her to exit 

her car with her hands up. He took 

her to the police station where she 

was searched, fi ngerprinted, pho-

tographed, and placed in a holding 

cell. 

After a couple of hours, a police-

man approached the cell and opened 

the door. She was escorted back to 

the booking desk where the arresting 

offi  cer was waiting with her personal 

eff ects. 

He said, ‘’I’m very sorry for this 

mistake. You see, I pulled up behind 

your car while you were blowing your 

horn, making lewd gestures to the guy 

in front of you and, cussing a blue 

streak at him. I noticed the ‘What 

Would Jesus Do’ bumper sticker, the 

‘Choose Life’ license plate holder, 

the ‘Follow Me to Sunday-School’ 

bumper sticker, and the chrome-

plated Christian fi sh emblem on the 

trunk, so naturally . . . I assumed you 

had stolen the car.’’

Ask yourself . . . Am I just a Sun-

day morning Christian? Do I set a 

good Christian example everyday? 

Th ink about it . . ..

 

Best poem in the world

I was shocked, confused, bewildered, 

As I entered Heaven’s door, Not by 

the beauty of it all, Nor the lights 

or its decor. But it was the folks in 

Heaven who made me sputter and 

gasp – Th e thieves, the liars, the sin-

ners, Th e alcoholics and the trash.

Th ere stood the kid from seventh 

grade Who swiped my lunch mon-

ey! Twice. Next to him was my old 

neighbor, Who never said anything 

nice. Herb, who I always thought, 

Was rotting away in hell, Was sit-

ting pretty on cloud nine, Looking 

incredibly well.

I nudged Jesus, ‘What’s the deal? 

Would love to hear Your take. How’d 

all these sinners get up here?

‘Hush, child,’ He said, ‘they’re all 

in shock. No one thought they’d be 

seeing you.’ JUDGE NOT. 

(internet sources) 

success stories have been report-

ed since. 

Th e centre’s administrator, 

for example, began with the rehab 

class and later proceeded to Keny-

atta University for undergraduate 

classes. Four of the centre’s benefi ci-

aries have completed undergraduate 

courses while two are yet to gradu-

ate.   

• Carpentry and tailoring work-

shops

All the sections work together to 

make the lives of the children as 

comfortable as possible during their 

stay at the centre. 

For any assistance to the centre: 

Mpesa paybill number 933949 

Funzo Kenya has so far given loans 

and scholarships to about 30 students 

with more expected to benefi t. 

With other students getting as-

sistance from other sponsors such as 

Springs of Hope International and 

ADRA Finland, the school is meeting 

its medical education goals through 

partnerships. 

Jhpiego, an affi  liate of Johns Hop-

kins University, in collaboration 

with CHAK, have done a great deal 

in sharpening the lecturers at Kendu 

Adventist Hospital School of Medical 

Sciences with eff ective teaching skills 

in areas such as principles of training, 

eff ective facilitation skills, developing 

competency, facilitating in the class 

room, formulating course objectives, 

formulating supporting objectives 

and student evaluation. 

«« From Page 37

CHAK facilitated due dili-

gence visits by GE and EGMF 

teams to seven mission hospitals 

and collaborated with KABU in 

convening a meeting of all the tar-

geted 23 mission hospitals, KABU 

and the visiting team from GE and 

EGMF that was held at KABU 

Guest House in Nakuru. 

Th e feedback from the fi eld 

visits was good and participants 

expressed their excitement and 

interest in being included in this 

transformative project. 

CHAK Chairman will host a 

meeting of Religious Leaders from 

sponsoring churches of the target-

ed mission hospitals to brief them 

about the project and appeal for 

their prayers and support.

CHAK wishes to acknowledge 

and deeply appreciate HE Daniel 

Arap Moi for his vision, foresight 

and generosity and his personal 

commitment and leadership to-

wards ensuring that this project is 

accomplished. 

KeMHIP provides a spring-

board for major transformation of 

mission hospitals’ capacity and serv-

ices as they re-position themselves 

to make a substantial contribution 

to the SDGs health agenda.

We are pleased that KABU is 

mobilizing resources to support 

infrastructure development that 

will support expansion of quality 

health services, medical education 

and research at the Kabarak Teach-

ing, Referral and Research Mission 

Hospital and 23 CHAK Mem-

ber Hospitals through the Kenya 

Mission Hospitals Improvement 

Project (KeMHIP).

«« From Page 6
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Devotional 

Is it selfi sh to set 
boundaries?

P
hilippians 4:12-13 – “I 

know what it is to be in 

need, and I know what it 

is to have plenty. I have learned 

the secret of being content in any 

and every situation, whether well 

fed or hungry, whether living in 

plenty or in want. I can do every-

thing through him who gives me 

strength.”

“Now, wait a minute,” Teresa 

said, shaking her head. “How can 

I set limits on those who need me? 

Isn’t that living for me and not for 

God?”

Teresa was voicing one of the 

main objections to boundary set-

ting for Christians: a deep-seated 

fear of being self-centered, inter-

ested only in one’s own concerns 

and not those of others.

It is absolutely true that we 

are to be a loving people. Con-

cerned for the welfare of others. 

In fact, the number-one hallmark 

of Christians is that we love others 

(John 13:35).

So don’t boundaries turn us 

from other-centeredness to self-

centeredness? Th e answer is no. 

Appropriate boundaries actually 

increase our ability to care about 

others. People with highly devel-

oped limits are the most caring 

people on earth. How can this be 

true?

First, let’s make a distinction 

between selfi shness and steward-

ship. Selfi shness has to do with a 

fi xation on our own wishes and 

desires, to the exclusion of our re-

sponsibility to love others. 

Th ough having wishes and 

desires is a God-given trait (Prov-

erbs 13:4), we are to keep them 

in line with healthy goals and re-

sponsibility.

For one thing, we may not 

want what we need. Mr. Insensitive 

may desperately need help with the 

fact that he’s a terrible listener. But 

he may not want it. God is much 

more interested in meeting our 

needs than he is granting all our 

wishes. For example, he denied 

Paul’s wish to heal his “thorn in the 

fl esh” (2 Corinthians 12:7–10). At 

the same time, he met Paul’s needs 

to the point that Paul felt content 

and full:

I know what it is to be in need, 

and I know what it is to have plen-

ty. I have learned the secret of be-

ing content in any and every situ-

ation, whether well fed or hungry, 

whether living in plenty or in want. 

I can do everything through him 

who gives me strength. (Philippi-

ans 4:12–13)

It helps the Christian afraid of 

setting boundaries to know that 

God meets our needs. “God will 

meet all your needs according to 

his glorious riches in Christ Jesus” 

(Philippians 4:19). At the same 

time, God does not make our 

wishes and desires “all bad” either. 

He will meet many of them.

Our needs are our responsibility

Even with God’s help, however, it is 

crucial to understand that meeting 

our own needs is basically our job. 

We can’t wait passively for others 

to take care of us. Jesus told us to 

“Ask … seek … knock” (Matthew 

7:7). We are to “work out [our] 

salvation with fear and trembling” 

(Philippians 2:12). Even knowing 

that “it is God who works in [us]” 

(Philippians 2:13), we are our own 

responsibility.

Th is is a very diff erent picture 

than many of us are used to. Some 

individuals see their needs as bad, 

selfi sh, and at best, a luxury. 

Others see them as something 

that God or others should do for 

them. But the biblical picture is 

clear: our lives are our responsibil-

ity.

At the end of our lives this 

truth becomes crystal clear. We 

will all “appear before the judg-

ment seat of Christ, that each one 

may receive what is due him for 

the things done while in the body, 

whether good or bad” (2 Corinthi-

ans 5:10). A sobering thought.

Th e gift of stewardship

A helpful way to understand set-

ting limits is that our lives are a gift 

from God. Just as a store manager 

takes good care of a shop for the 

owner, we are to do the same with 

our souls. If a lack of boundaries 

causes us to mismanage the store, 

the owner has a right to be upset 

with us.

We are to develop our lives, 

abilities, feelings, thoughts, and 

behaviors. Our spiritual and emo-

tional growth is God’s “interest” 

on his investment in us. 

When we say no to people and 

activities that are hurtful to us, we 

are protecting God’s investment. 

As you can see, there’s quite a 

diff erence between selfi shness and 

stewardship. Th at’s why bounda-

ries make life better!

Adapted from Proverbs 31 

ministries (proverbs31.org)



Welcome to the ultra-modern CHAK Guest House & Conference Centre 
We off er both residential and day time packages in a quiet and serene Christian environment ideal for 
business meetings, seminars and conferences at competitive rates. 

Our accommodation packages are tailor-made to 
suit individuals as well as groups. 

Th e following facilities are available 
for the comfort of our guests:
• Well-equipped and spacious meeting rooms 
• Wireless internet 
• Resource and business centres 
• Beautifully furnished accommodation rooms 
• A choice of indoor and outdoor restaurants

Your comfort and satisfaction 

is our commitment and duty

For more information please contact: 

Reservations Desk

P.O Box 30690, 00100 Nairobi

Tel: 254-20-4445543/444 1854

Fax: 254-20-4440306 

guesthouse@chak.or.ke

www.chakguesthouse.org 

Musa Gitau Road, off  Waiyaki Way, Nairobi


