



Executive Summary and Recommendations for Project Partners

CDC TA Trip to Kenya:  November-December 2003

During the November-December technical assistance trip to Kenya, the following activities were undertaken:

1. Investigating product manufacture and potential product changes. 

2. Begin a partnership between the Nursing Council of Kenya and the SWS project.

3. Meet with existing project partners.

4. Investigate possibility of micro-finance project.

5. Investigate potential activities between CDC, SWAK, and SWS project. 

6. Complete dosing testing.  

7. Investigate safe storage options.

A brief summary of the work completed in each category is presented in this executive summary, and more detailed information is presented in the following trip report.

1. 
Results of investigation of product manufacture and potential product changes (including smaller bottle/higher concentration solution and sachets) with Jet Chemicals and PSI.

· Moving to a smaller bottle/higher concentration solution model (as is currently being done in Madagascar) would save 1.1 KSH on the bottle and 1.55 KSH on the solution (provided increasing the concentration of the solution does not increase the cost of the solution). This move does not provide the same cost benefits as it did in Madagascar, and thus is not recommended at this time, unless there would be significant changes in the costing of the distribution chain or transportation potential of the product.  

· The per volume cost of the sachets is significantly higher than selling a bottle of the product; 500 mL of sachets would cost 34 KSH without marketing and distribution costs, while the current product is 35 KSH with marketing and distribution costs.  However, this type of product may be more in line with Kenya purchasing patterns, and thus it is worthwhile to investigate a field trial of this type of product.

Recommendations for Project Partners:

Jet Chemicals:    It is highly recommended that expiry date confirmation testing and quality assurance of the product occur on an ongoing basis as part of the production of the SWS products in all of our countries.  The procedure used by other companies producing the SWS hypochlorite is detailed on page 8 of this report.

PSI:    
Please consider Jet Chemicals recommendations in the upcoming label change, clarify whether the product is VAT-exempted, and consider the potential cost differences in the distribution margins if the product was 250 mL or 70 mL instead of 500 mL.  Also, please estimate the cost to PSI of changing the marketing and IEC materials if the bottle were to be modified.

CDC:
Kenya provides an ideal location to potentially test out new and innovative packaging options, such as sachets.  It is worth considering whether we would like to pursue that route as a field trial.

2. Begin a partnership between the Nursing Council of Kenya and the SWS project.

The goals of the partnership between the Nursing Council of Kenya and the SWS program are:  1) To have private practice nurses sell the product; 2) To use WaterGuard treated water in clinics; 3) To have government nurses prescribe WaterGuard for patients; and, 4) To have nurses promote WaterGuard in their communities.  To attain these goals, the following work was completed:  1) Incorporating the SWS into the distance-learning curriculum being developed by the NCK, 2) Initiating discussion about selling WaterGuard through government clinics, and  3) Beginning to develop a pilot project with a clinic in Nyanza Province to prescribe WaterGuard to patients with diarrhea.

Recommendations for Project Partners:

PSI:    

Consider meeting with Grace Kongoro and NKC to begin sales collaboration.


CARE:

Training of Nurses as part of 50,000 grant.  

CDC/Pat:
Meet with WHO Engineer Dr. Nangana and new DMS.  
Completed


Follow-up of Nyanza pilot project with Mrs. Jen Oburu.


NCK/Pat:
Arrange stakeholders meeting for MOH/NCK officials in Jan-Feb 2004 and bring informational fact sheets on THM’s for distribution if the question is raised.   Completed

3.  
Meetings with existing project partners.  

Meetings were conducted with existing project partners PSI and CARE.   Of note is the fact that PSI felt there was a lack of information for product development in Kenya.  Given the fact that the Kenyan SWS program is the most studied program that we have, and that there is a CDC Field Station in Kenya that does extensive research on water and diarrhea, it is incredibly unfortunate that PSI has felt the need to depend on information from Tanzania and urban Nairobi for the majority of marketing information for WaterGuard.  

CARE/Kenya supports WaterGuard as the one product at the point-of-sale, and would like to start thinking 5 years into the future, with SWS as one piece of IEC materials around water.  CARE would like to work with partners to establish mechanisms for joint planning for nationwide funding that will institutionalize the SWS project with the MOH and engage all players.  This level of future planning is not embedded within the current funding of 50K.  To these ends, CARE recommended a joint strategy session on the future of this intervention.  They also suggested that results from this trip report can be utilized as a starting point for this strategy session.  This strategy session was held during Pat Riley’s subsequent Kenya trip.

Recommendations for Project Partners:
CDC/Daniele:
Prepare packet of information for PSI and other partners.   Completed.

PSI:
CDC highly recommends moving future marketing research away from populations that shop in supermarkets in Nairobi, and more toward populations that the SWS product is targeted for:  the rural and urban poor.  It is likely that the boiling barrier is correlated with income, as the ability to boil depends on access to sufficient fuel.  If marketing research needs to be conducted in Nairobi, it is recommended that research be conducted in Kibera, as numerous partners on this trip mentioned the receptivity of the population to this product and ability of kiosks to sell this product.  

4.
Investigate possibility of micro-finance project.

A donor in Atlanta has expressed interest in a MFI project related to distribution of a basket of health products.  MFI’s were identified in Kenya, and meetings conducted to discuss the potential project. The model for the MFI project is detailed below.  Three MFI’s were met with in Kenya, and follow-up has been completed with SWAK and the potential donor on this project in Atlanta.
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Recommendations for Project Partners:

All:
Be aware of the potential project, and think about whether you would like to work with this project with women’s groups you work with.

SWAK:
Based on the interest of SWAK in providing the women’s group, please provide input on which option would be preferred to you.   Completed.

PSI:
Be aware of the potential for sales of PSI products in this manner.   

CDC:
Talk with funder about the three options detailed above and if they would be interested in funding.
5.
Investigate potential activities between CDC, SWAK, and SWS project. 

Meetings were held with SWAK/Kisumu, CDC/Kisumu, CDC/Nairobi, and Kikoshep to discuss how to best incorporate WaterGuard into their existing programs such that there is significant program reach for low cost.  Programs in Kibera with Kikoshep and CDC/Nairobi were discussed, and the continuing programs with SWAK and CDC in Kisumu was discussed.

Recommendations for Project Partners:

PSI:

Strengthen distribution chain in Kisumu.   



Consider advertising on the new Luo radio station.

CARE:

Conduct SWAK national training.

6.
Complete dosing testing.

The THM research conducted in September led to questions about the current dosing regime recommended in Kenya.  Not enough data was collected during the THM research to recommend changing the dosing, and so additional sampling was conducted, with the assistance of CARE/Homa Bay, during Nov-Dec 2003.  The following recommendations came from this research:  

· 1/2 capful (4 mL) of 1% solution was sufficient to ensure residual after 24 hours in non-turbid water.

· 1 capful (8 mL) of 1% solution was sufficient to ensure residual after 24 hours in turbid waters.

· It should be stressed that with the use of turbid water, a pre-filtration step is necessary.  This will reduce the chlorine demand of the water, the palatability concerns, and THM concerns.  In addition, data from the Turbid Water Study will be analyzed to determine how many people are filtering or settling their water in the chlorine arm of the study.  

· The current scheme is highly overdosing the water, which could lead to palatability problems.

· The dosing should be changed as soon as possible.  

· See Annex E for more information and data.

Recommendations for Project Partners:

All:
Change dosing scheme as soon as possible.

7.
Investigate safe storage options.

An integral part of the SWS project is storage in a safe container, with a narrow mouth and a spigot.  However, as projects move to the national scale, a safe container is most of the time not marketed alongside the disinfectant.  Use of the disinfectant alone will reduce the incidence of diarrheal disease, and chlorine residual will remain for 24 hours, even in an unsafe, open container that water is scooped out of to remove.  Ideally, promotion for WaterGuard would include a safe storage container aspect, but that is not feasible at this time.  In areas where modified clay pots are available and are of sufficient quality for use, we recommend the use of the modified pots if the family can afford them.  The 20-liter jerry cans used in Kenya are also safe water storage containers, and are widely available and easily transportable.  The use of a normal, locally-available jerry can should also be considered safe storage.  Lastly, SWAK is considering looking into a modified plastic bucket with a tap that would also be considered a safe storage container. Based on the needs and the location of the project in Kenya, there are thus many options for safe storage containers.  

Recommendations for Project Partners:

All:
Promote safe storage options that are feasible within existing programs.
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Subject:
 Trip Report – Kenya
I. Dates and Places of Travel 

27 November – 6 December:  
Nairobi, Kenya

7 December – 8 December:
Kisumu, Kenya

8 December – 10 December:
Homa Bay, Kenya

11 December – 15 December :  
Nairobi, Kenya

II. Purpose of Travel

A. Please see attached Terms of Reference as Annex A.

III. Principal Persons Contacted  (please see Annex B for a list of cell phone numbers)
A. Jet Chemicals, Ltd.

Prashant Patel


Managing Director


Kapoor Chandaria

Tibro Limited Director


B. Nursing Council of Kenya

Grace Kongoro


In Country Co-ordinator

Jen Oburu


Nyanza Provincial Nursing Officer

Eunice Masamo


Director, Standards and Ethics Department

Drusilla Makworo

Distance Learning Coordinator in the Education Department

C. Ministry of Health and Government Representatives related to Nursing

Donald Cephas Epaalat

National Chairman, National Nurses Association of Kenya

Mrs. Agnes N. Waudo

Chief Nursing Officer, MOH

Alfred K. Lang’at

Chief Public Health Officer, MOH

Dr. Charles Kiplagat Kandie
Director, Kenya Medical Suplies Agency

Dr. Bibiana K. Njue

Deput Chief Pharmacist, MOH

Wilson Liambila


Programme Officer, Population Council

D. Population Services International

David Walker


Country Director

Carol



Mass Consumer Products Coordinator

Veronica Musembi

Marketing Coordinator

E. CARE/Kenya

Dennis O’Brien


Country Director

Stuart Worsley


Assistant Country Director, Programme

Philip Makutsa


Project Manager, Kisumu

Sam Ombeki


Project Officer, Homa Bay

F. Micro-Finance Institutions

Benjamin Noballa

Managing Director, WEDCO

George Maini


Senior Consultant, K-REP

G. CDC

Bill Gallo, Jr.


Deputy Director for Operations

Elizabeth Marum


Technical Advisor in HIV/AIDS

Doris Macharia


HIV/AIDS

Barb Marston


GAP Care Supervisor

Alie Eleveld


SWAK Coordinator for CDC

H. Other

Lorna Omuodo


gravitas Marketing Solutions

Robert Wurmstedt

Director, Peace Corps

Timothy Kibet Mutai

Associate Director/Public Health, Peace Corps

IV. Meetings

A. Jet Chemicals, Ltd.  

Prashant Patel, Kapoor Chandaria, and I discussed multiple options related to packaging and marketing of the WaterGuard product in order to mimimize cost and maximum transportation potential of the WaterGuard product.  These options include:

· Existing bottle

Jet Chemicals sees leakage (most likely from inappropriate handling such as standing on cartons) and reports of people refilling WaterGuard bottles with JIK and reselling them as problems with the current product. To address the first issue, the packaging container was changed to have a flat box on both the top and bottom and the entire packet of 24 shrink-wrapped, as opposed to only a carton on the bottom and the bottles shrink-wrapped in groups of six.  This change cost an extra 8 KSH per 24 bottle package.  They are also considering a different label that would include shrink-wrap over the lid for protection, and a different lid with an inset circle on the inside to hold the gases in rather than the current plug.  Bottles do expand in the heat because the gases are contained in the bottle by the plug.

· Similar bottle, but smaller, with higher concentration solution

Jet Chemicals does not recommend this option as the best, but did investigate the costing of smaller bottles in order to assess the cost of smaller bottles with a higher concentration solution in them.  A problem with higher concentration solution is that the certificate from the Kenya Bureau of Standards specifically states 1% solution.  Rob Quick thought the BOS certified for the range of 1-5%, so this should be investigated.   The current cost of one bottle is 14.26 KSH (including VAT).  With the new two tray packaging option, the cost is now 14.59 KSH. See Table 1 for costing information. 

· Single-use sachets

Prashant and Kapoor strongly advocate moving to a single-use sachet model for selling the chlorine product.  If Jet Chemicals were provided with a machine, they feel they could make and sell 1 million sachets a day in the regional 9-country area around Kenya.  They advocate sachets because they are more in line with African purchasing patterns, are easier to distribute, and could be stabilized with nitrogen to extend shelf-life to 4-5 years. Jet Chemicals would be very interested in providing sachets at cost for a field trial, and has a donor, the Canadian Development Center, potentially interesting in funding such a trial.  CDC would be interested in evaluating such a trial because of the fact that sachets might encourage intermittent use, which might decrease health impact.

· Stand-up pouches (similar to CapriSun pouches, but bigger and more sturdy)

Staff at CDC/SWS in Atlanta had met with ABTECH, a South African company, about the possibility of using stand-up pouches.  Due to the cost involved in inserting a cap into these pouches, SWS staff felt more information was needed on costing before pursuing this option. Jet Chemicals slightly disagreed with the costing information given to us by ABTECH, however agreed that the cap and dosing would be difficult with this technology.  They also mentioned that a larger stand-up pouch for potential use in a SWS refillable-bottle implementation model would be difficult to use and transport.

· Product expiry date

The current expiry date is 2 years on the Klorin CARE product and 18 months on the WaterGuard PSI product.  As they are the exact same product, the discrepancy in the expiry date was investigated.  An independent evaluation of the 4% Jet Chemical solution that is marketed by the MOH in a 5-liter jerry can for disinfection (not drinking water) showed that the product was stable at 18 months, and this provides the data for the WaterGuard expiry date.  The two-year expiry date of Clorin comes from CARE’s Homa Bay research.  No independent evaluation of the 1% solution has been conducted, and Jet Chemicals does not keep samples of the solution they make over time.  The expiry date of 18 months is longer than products in other countries, and Jet Chemicals feels this is due to the plug in the bottle which does not allow the gases to escape, the fact that deionized water is used in the production process, and the fact the product is made using chlorine gas, which adds few impurities. In addition, Jet Chemicals produces and packs the product at 1.1% solution to ensure a 1% solution on delivery time.

· Jet Chemicals recommends working with local NGO’s to encourage use of the product.  

· Jet Chemicals recommends that when the label is changed by PSI that the front panel make it more clear that this product is for treating water, and is not actually water to drink out of the bottle.  In addition, Jet Chemical recommends that they add the KBS bar code, reduce the price if at all possible, and include pictoral directions for rural populations.  In addition, Jet Chemicals recommends that PSI obtain VAT-exemption.

Table 1:  Costing Information of Different Packaging Options (All in KSH)

	
	Bottle
	Hypochlorite
	Sub-total
	Sachets (5ml)
	Cost of equivalent volume of 5 mL sachets to bottle      (not including distribution and marketing)

	500 mL
	4.85
	3.10
	7.95
	0.34 
	34

	250 mL
	3.75
	1.55
	5.30
	
	17

	70 mL
	2.25
	0.43
	2.68
	
	4.76


Table 2:  Breakdown on Cost of Current WaterGuard Product (KSH)

	
	WaterGuard
	Running Total

	Bottle
	4.85
	4.85

	Solution
	3.10
	7.95

	Packaging, label, Jet Chemicals, etc.
	6.64
	14.59

	PSI costs (transport, bad debt, etc.)
	6.41
	21

	Distributor margin
	3
	24

	Wholesaler margin
	4
	28

	Retailer margin
	7
	35

	Cost to consumer
	35 KSH


· Based on the above costing information, two points stand out clearly:

· Moving to a smaller bottle/higher concentration solution model (as is currently being done in Madagascar) would save 1.1 KSH on the bottle and 1.55 KSH on the solution (provided increasing the concentration of the solution does not increase the cost of the solution).  The total savings would thus be 1.65 KSH, or 4.7% of the current total cost to the consumer. It is possible that with a smaller bottle, the margins might be able to be reduced, however, thus potentially bringing the cost down more.  The current 500 mL bottle in Kenya is 13.9% of the consumer price of the product.  This compares very differently than Madagascar, where the bottle itself was 49% of the cost to the consumer, and a smaller bottle was 50% less, or 25% of the total cost to the consumer.  Moving to a smaller bottle/higher concentration solution in Kenya thus does not provide the same benefits as it did in Madagascar, and thus is not recommended at this time unless there would be significant changes in the costing of the distribution chain or transportation potential of the product.  

· The per volume cost of the sachets is significantly higher than selling a bottle of the product; 500 mL of sachets would cost 34 KSH without marketing and distribution costs, while the current product is 35 KSH with marketing and distribution costs.  However, this type of product may be more in line with Kenya purchasing patterns, and thus it is worthwhile to investigate a field trial of this type of product.

TO DO ITEMS RELATED TO THIS INFORMATION:

Jet Chemicals:    It is highly recommended that expiry date confirmation testing and quality assurance of the product occur on an ongoing basis as part of the production of the SWS products in all of our countries.  The procedure used by other companies producing the SWS hypochlorite is to:  1)  Store one bottle of solution made during each run, or once per every 2 weeks, 2) Test these solutions monthly, and 3)  Create a graph for each solution bottle with time on the x-axis and concentration on the y-axis.  The expiry date should be set 1-2 months before the drop off of chlorine concentration that will occur.  Quality control of the product and confirmation of the 1% expiry date will ensure that the product is sold as advertised and that the expiry date is as long as possible. 

Jet Chemicals:    It is worth considering whether the concentration of the solution when it is bottled should be 1%.  If this expiry date is verified, this will reduce overdosing, which has traditionally been an issue with the Kenya SWS projects.

PSI:    

Please consider Jet Chemicals recommendations in the upcoming label change.


PSI:

Please clarify the VAT-exemption question.  

PSI:
Please consider and calculate the potential cost differences in the distribution margins if the product was 250 mL or 70 mL instead of 500 mL.  Also, please estimate the cost to PSI of changing the marketing and IEC materials if the bottle were to be modified.

CDC/All:
Kenya provides an ideal location to potentially test out new and innovative packaging options, such as sachets.  It is worth considering whether we would like to pursue that route as a field trial.

B. Nursing Council of Kenya

I. The goals of the partnership between the Nursing Council of Kenya and the SWS program are:

i. To have private practice nurses sell the product.

ii. To use WaterGuard treated water in clinics.

iii. To have government nurses prescribe WaterGuard for patients.

iv. To have nurses promote WaterGuard in their communities.

To attain these goals, the following scope of work was initiated for this technical assistance trip:

i. Incorporate the SWS into the distance-learning curriculum being developed by the NCK.

ii. Initiate discussion about selling WaterGuard through government clinics.

iii. Develop a pilot project with a clinic in Nyanza Province to prescribe WaterGuard to patients with diarrhea.

II. Incorporate the SWS into the distance-learning curriculum being developed by the NCK

Currently, 26,000 nurses who are at the certificate level need to be recertified across Kenya to a diploma degree.  The Nursing Council of Kenya is developing a distance-learning program and curriculum to accomplish this goal, and water, sanitation, environmental health, and community medicine are a large part of the curriculum, and the curriculum is focused for nurses working in rural environments.  The curriculum will be pilot tested this spring in one province.  During the course of the visit, Eunice Masamo, Director, Standards and Ethics Department, Drusilla Makworo, Distance Learning Coordinator in the Education Department, Grace Kongoro, and I met to review the current environmental health curriculum and incorporate the SWS project and WaterGuard product into the distance learning curriculum.  A draft inclusion on water quality, water storage, and the SWS/WaterGuard was developed, further modified including changes from Rob Quick and Pat Riley, and given to Eunice and Drusilla for inclusion in the curriculum.  Eunice and Drusilla were very receptive to suggested changes and inclusions.

III. Initiate discussion about selling WaterGuard through government clinics

Grace Kongoro and Daniele Lantagne met with numerous government officials about the possibility of including WaterGuard within MOH activities and government clinics.  The overall response of the MOH to WaterGuard was very positive, mostly due to the fact that many had seen CARE/Kenya’s presentations on the Nyanza Project and were very impressed with the quality of the project, presentations, and results.  A summary of the meetings is as follows:  Dr. Au and Dr. Koskie of the Pharmacy branch stated very clearly that this product is not a drug/medicine and thus can not be registered as a drug to be sold at government pharmacies.  However, non-drugs can be procured for sale at pharmacies, and Dr. Lang’at was very positive toward this product and that idea.  Other officials were very positive about the product, expressed their support, and expressed their willingness to assist in developing a government strategy related to WaterGuard.  

Many officials recommended promotional activities such as health days, free samples, and other awareness creation campaigns.  It was also strongly recommended that a roundtable be held to discuss government collaboration with all partners.  Pat Riley and Grace Kongoro will organize that roundtable for Pat’s January-February 2004 visit. 

One official did bring up the THM concern, and recommended looking for increased cancer in 3 years after implementation of the project.  I explained that cancer incidence is very minor (1 in 100,000 people) and only occurs after many (70) years of exposure, however, it is recommend that the THM fact sheets produced by CDC and available on the web site and CD be brought to the joint meeting with Ministry officials when Pat Riley is in Kenya. 

Two people were not met that should be followed up with by Pat Riley, if possible:  WHO Environmental Engineer Dr. Nandaga and the new DMS at the MOH.

IV. Develop a pilot project with a clinic in Nyanza Province to prescribe WaterGuard to patients with diarrhea

Grace Kongoro, Nyanza Provincial Nursing Officer Jen Oburu, and myself met in Nairobi to discuss plans for the pilot WaterGuard project in a clinic in Nyanza Province.  Mrs. Oburu expressed her willingness to assist in locating and clinic and support of the project.  I invited Mrs. Oburu to the CARE workshop held in Kisumu about CARE/NGO partnerships and Mrs. Oburu attended and brought along a number of other nurses, and provincial government officials.  Mrs. Oburu is happy to work with CARE/CDC on clinic identification and the pilot project.  

V. Meeting with Wilson Liambila of the Population Council

Mr. Liambila has been working with the Nurses on the development of the curriculum and is supportive of the pilot project.  The Population Council is currently working in health centers in Nyanza on PMTCT.  Their target population has an HIV infection rate of 41%.  They advocate the use of WaterGuard, but do not use it themselves in their clinics.

Their Safe Motherhood project works with the Kenyan government to ensure that it is a sustainable project. Mr. Liambila advocates strongly that working with the government is the key to sustainability, and supports the Nursing coordination with the MOH.  He has a numerous contacts in the government and is willing to arrange meetings, introductions, provide names and contact information if we would like. He recommended a women’s organization called MADLO that works in many villages across Kenya that could be a promising contact.

In addition, Mr. Liambila provided information on water supply in Nairobi for dosage testing and information.  Water in Nairobi comes from three places:

1. City water

2. A borehole in Karen that is piped into the ‘Clean Water’ trucks and distributed

3. Sources in Kibera, which include:

a. Shallow wells

b. Main line water (2-20 KSH for 20 Liters of water)

c. Mr. Clean water (1 KSH for 1 Liter)

TO DO ITEMS RELATED TO THIS INFORMATION:

PSI:    

Consider meeting with Grace Kongoro to begin sales collaboration.


CARE:

Training of Nurses as part of 50K grant.  

CDC/Pat:
Meet with WHO Engineer Dr. Nangana and new DMS.  
(Completed)


Follow-up of Nyanza pilot project with Mrs. Jen Oburu.


NCK/Pat:
Arrange stakeholders meeting for MOH/NCK officials in Jan-Feb 2004 and bring informational fact sheets on THM’s for distribution if the question is raised.   (Completed)

C. Population Services International

Veronica Musembi, Marketing Coordinator, Carol, Mass Consumer Products Coordinator and I met one day, and David Walker, Country Director and I  met another.  This summary includes information from both meetings.  

Both David and Veronica expressed their concern that the product is too new to consider changes at this point in time (having been launched in May).  David would like to see the sales figures over a yearly cycle (including the rainy season) before reevaluating the product.  PSI is currently redesigning the label, however, and will add the KBS logo and accept input on label design. Veronica and Carol noted two problems with the current product:  1)  A reticence on the part of people who move product from wholesaler to retailers to carry this bulky product; and, 2) PSI is in the process of collecting all bottles that have leaked to assess that issue.  

Currently, WaterGuard has been on the market since May 2003, and is sold to 161 direct consumers, more than any other PSI product because it is marketed both to pharmacies and supermarkets and through the Fast Moving Consumer Goods chains.  Currently, 40% of sales are through pharmacies, and a significant number through supermarkets.  The current pricing scheme includes a PSI margin that takes into account bad debt, devaluation of the shilling, transportation, and sales incentives costs.  PSI must pass these costs on to the consumer because there is no direct funding for the project.  As such, the product is completely cost-recovery. With funding, it might be possible to reduce this, but that is not possible right now.  The margins for the distribution chain are within the range of margins of other PSI products, and it is possible to squeeze the margins of the supply chain once there is established demand, as PSI is starting to do with other projects, but currently there is not enough demand for WaterGuard to do this.  Based on this information, the 35 KSH price is necessary and not changeable at this point.  

Because there has been no large grant to PSI for this product, there has not been funding to do significant amounts of market research.  However, PSI has conducted research in Nakumat, as customers were asked why they do not purchase WaterGuard.  PSI found boiling is the largest barrier to using WaterGuard as a water treatment in these surveys.  Veronica and Carol mentioned that PSI did not have the resources to assist CDC in dosing testing while I was there.  Proposals have been submitted to USAID for 2 years, and both were declined.  Based on these rejections, there are currently no plans to submit an additional proposal.  

Veronica and Carol stressed the need for research and the lack of information about this intervention in Kenya.  They would like to do more research on: barriers (boiling), price sensitivity, how to convince the population this product works, diarrheal diseases in rural versus urban areas, diarrheal diseases, sources of water, water quality, dosing information, and lessons learned in other programs.  They feel they only have anecdotal information and are waiting for results from the national KAP survey to further their research designs.  Veronica and Carol were familiar with the Tanzania product, but not with research in Kenya.  David mentioned PSI has had difficulty obtaining information about SWS projects in Kenya.  

With the current 50K grant, Veronica and Carol mentioned that PSI can increase current activities in Nyanza, including:  visibility, mass marketing, outdoor advertising, point-of-purchase advertising, and providing branded material, but that they see research as CARE’s responsibility. David mentioned he sees the 50K grant as adding value to the national scale project and as a stepping-stone to larger projects. In the long-term, David would like to see this product established as a safe water product in Kenya, for currently this product is not developed as a household staple.  The advent of the rainy season and potential cholera epidemics might increase sales and help to make the product a staple. 

A number of options for pricing in rural areas with projects in conjunction with NGO’s were discussed with both David, and Veronica and Carol.  David expressed his happiness to work with NGOs, and stressed accountability and the need to prevent undercutting of the commercial sector.  He would like to keep to the PSI cost within areas that PSI has distribution networks, but in other areas the situation could be analyzed on a case-by-case basis.  The following options were discussed:  

· In areas where cost reductions would not undercut the commercial sector, David is happy to talk with NGOs on a case-by-case basis about the possibility of providing WaterGuard and having it be sold at less than 35 KSH.  

· The sale of unbranded product to NGOs who could then sell it at reduced cost or distribute it for free (which is an exception, but potentially possible).

· Having two products for sale, as PSI/Kenya does with their mosquito nets, one at lower cost in rural areas, and one at higher cost in the city.  PSI/Kenya has similar problems with mosquito nets in terms of size and cost of transport as with the safe water product, and would happily consider two products, although funding would be needed to develop this.  In addition, moving to a smaller bottle / higher concentration would increase the cost/mL and it is unclear about the possibility of changing the KBS concentration from 1%. 

TO DO ITEMS RELATED TO THIS INFORMATION:

All:
Given the fact that the Kenyan SWS program is the most studied program that we have, and that there is a CDC Field Station in Kenya that does extensive research on water and diarrhea, it is incredibly unfortunate that PSI has felt the need to depend on information from Tanzania for the majority of marketing information for WaterGuard.  See below (CDC/Daniele).  

CDC/Daniele:
Prepare packet of information for PSI and other project partners.    

PSI:
CDC highly recommends moving future marketing research away from populations that shop in supermarkets in Nairobi, and more toward populations that the SWS product is targeted for:  the rural and urban poor.  It is likely that the boiling barrier is correlated with income, as the ability to boil depends on access to sufficient fuel.  If marketing research needs to be conducted in Nairobi, it is recommended that research be conducted in Kibera, as numerous partners on this trip mentioned the receptivity of the population to this product and ability of kiosks to sell this product.  

D. Meetings with Microfinance Institutions

A donor in Atlanta has expressed interest in a MFI project related to distribution of a basket of health products.  MFI’s were identified in Kenya, and meetings conducted to discuss the potential project. The model for the MFI project is as follows:
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The following MFIs in Kenya were contacted.  A total of three meetings with MFIs were arranged.  

Table 3:  MFI Contacts in Kenya

	Microfinance Institution
	Contact
	Result

	Trickle-up Kenya
	Janet Kinrie, 441 811
	Did not respond to repeated phone calls.

	K-Rep Kenya
	Health Care Department

 572 422
	Meeting.

	Ford Foundation
	710444
	Did not respond to repeated phone calls.

	Faulu Kenya
	
	Faulu does not work in Western Provinces.

	Association of Microfinance Institutions
	Beatrice Saban, 712823
	Did not respond to repeated phone calls.  

	Pride Africa
	Ms. Shah, 3749511
	Pride Africa focuses on agricultural products, and referred to Sunlink.

	Sunlink
	Harrison, 44 50 750
	Sunlink operates only in Nairobi at present.

	WEDCO
	057 212 111


	Met with.

	CARE
	CARE/Nairobi


	Met with.


I. WEDCO

The WEDCO bank in Kisumu offers group loans to approximately 10-25 people that are equal to five times the amount the group has saved.  The first loan to a group can be 50,000 to 1,500,000 KSH (with an exception of 30,000 to a poorer area) and the second loan can be 50,000 to 2,500,000 KSH.  They currently work with 15,000 people, with a 95% success rate.  The group is responsible for purchasing products wholesale, with the group then reselling to individuals.  WEDCO could provide the money to groups in the form of checks already pre-written out to PSI (or whomever). 

Once a group is established, WEDCO conducts a 6-8 week training (meeting 1-2 hours per day) on loan management.  They have worked in 24 districts of Nyanza, Western, and Rift Valley Provinces.  They contact the trainings where it is convenient for the women and product training can be a part of the loan training if that is arranged beforehand.

After a loan is given, monthly loan repayment meetings for all clients are held, although it is OK to not attend as long as repayment is happening.  There is a flat 2% per month interest fee.  WEDCO stressed that it is a purely a commercial entity, and does not want to have partnerships that give them the appearance of being an NGO.  They are happy to work with any partner who understands that an MFI is not a charity, but instead a sustainable way out of poverty, and a bank. However, they do have a social mission to link commericial banking and the rural poor, enhancing the social welfare of people, being profitable, and enhancing their image. 

A representative institutional budget for WEDCO is:  24% administration, 76% loans, 5% loan loss. In order for the concept to materialize, they would need an MOU with partners, decision on a project location, a defined project life (they recommend 2-3 years), and training for WEDCO staff.   They could either identify the women themselves, or work with an NGO to identify the women.  In addition, they could either conduct the product health training themselves (if they were trained) or have a partner NGO conduct the training.  These decisions would need to be clear in the MOU.  

II. K-REP

I met with George Maini of K-REP in Nairobi.  K-REP offers revolving funds with weekly payments, with the ultimate aim being to offer loans to as many individuals as possible.  With a program such as CDC is suggesting, they would set up an institution to administer this project, and need a 20% collateral from the women on any loan they offer (a 4:1 ratio of loan:savings).  K-REP offers group lending to a minimum of 15 people and a maximum of 25-30.  The first loan they offer is 10-15,000 per person.  They offer training to the group that consists of 3-4 days of loan orientation.  They are happy to work with existing groups, or have women for self-selecting groups.  They target not only women, and can also write checks directly to PSI.   If they worked with women with HIV they would need some type of loan risk/insurance fee, plus an administrative fee for the women.  K-REP has offices in Kisumu/Luwanda/Migori, as they have agricultural projects there around sustainable agriculture.  They would have a 6-month repayment period on a 10,000 KSH loan, and would envision starting the project in Kisumu and working out from there.   

K-REP is actually three institutions:  Bank, Development Agency, and Advisory Services.  They would like to give this project it’s own name and identity.   The time of management they would recommend for this project would be approximately 2 years, for 1 year would be too short, and 3 years is a good maximum.   K-REP has village banking in 66 villages, and that would also be an option for implementation. George Maina followed up with a detailed proposal and budget for a potential project.  If interested in the attachments, please email dul4@cdc.gov.

III. CARE

CARE/Zimbabwe recently completed a project entitled SIMBA working on economic strengthening of rural households with HIV who are outside the traditional microcredit market.  These projects were not microcredit loans, but instead village savings and loans programs that allowed the interest to remain with the families.  Dennis O’Brien and Stuart Worsley expressed their interest in a similar project in Kenya if CDC was interested in pursuing this route as opposed to the MFI route.

TO DO ITEMS RELATED TO THIS INFORMATION:

All:
Be aware of the potential project, and think about whether you would like to work with this project with women’s groups you work with.

SWAK:
Based on the interest of SWAK in providing the women’s group, please provide input on which option would be preferred to you.

PSI:
Be aware of the potential for sales of PSI products in this manner.   

CDC:
Talk with funder about the three options detailed above and if they would be interested in funding. 

E. CARE  

I. Dennis O’Brien, Country Director, Stuart Worsley, Assistant Country Director, and myself met to discuss the SWS project in Kenya.  CARE supports WaterGuard as the one product at the point-of-sale, and would like to start thinking 5 years into the future, with SWS as one piece of IEC materials around water.  CARE would like to work with partners to establish mechanisms for joint planning for nationwide funding that will institutionalize the SWS project with the MOH and engage all players.  This level of future planning is not embedded within the current funding of 50K.  To these ends, CARE recommended a joint strategy session on the future of this intervention.  They also suggested that results from this trip report can be utilized as a starting point for this strategy session.  This strategy session was held during Pat Riley’s subsequent Kenya trip.
CARE currently has USAID funding, a portion of which could be used for SWS.  The question is, what is the most efficient and effective intervention that will make the most fundamental change in well-being.  To help inform decision-making on this topic, CARE would appreciate any research that CDC can provide in terms of health impact and cost effectiveness of different water interventions.

II. Meetings with CARE/Homa Bay

i. Meetings related to development of grant timeline for 50K grant 

Although it was felt that there is an ambitious scope for the CARE portion of this project, the Homa Bay Staff and Daniele developed a timeline and specific activities that CARE/Homa Bay will undertake as part of this grant.  Specific topics addressed were:

· Development of a project timeline (enclosed as Annex C).

· Development of concerns CARE/Homa Bay had with regard to the MOU with PSI (enclosed as Annex D). 

· Monitoring and rigorousness of the data.

The timeline and specific activities detailed in the attachments provide the framework of the work that CARE/Homa Bay will accomplish with the funding provided by CDC.

ii. CARE/Homa Bay conducted a day-long conference to present the data found in Shelley’s study of uptake and usage of Klorin in CARE’s projects and projects of NGOs that were trained by CARE.  Attendees included cooperating NGOs (SWAK, CDC), Michael Ochien and two colleagues of TICH.  Grace Kongoro and I worked with Mrs. Jen Oburu to invite health representatives; the provincial PHO and a number of nurses also attended.  Three PowerPoint presentations were presented by CARE to the partners:  1) A project overview presentation, 2) A modified version of the research presented in the South African presentation, and 3) A presentation based on Shelley’s results.  The PowerPoint presentations were very well designed and presented, and the audience was very receptive, appreciated the information, and had very good questions. In addition to the presentations, there was a discussion of other treatment options, including a presentation by a marketer of WaterMaker, and by Alie on PuR and SWAK.  The conference seemed very successful, and was a good promoter of household water treatment to the attendees.  

1. At the conference, Lorna Omuodo spoke about WaterMaker.  WaterMaker is a sachet product similar to PuR that is currently produced in South Africa.  Lorna Omuodo (0722 742 557, gravitas Marketing Solutions, achiengl@yahoo.com) is working to market the product in Kenya.  WaterMaker is manufactured by Control Chemicals (Dr. Leon Buchan,  conchem@sprintlink.co.sa, +27.11.785.7156).  The floculant is:  Al203 (aluminum sulfate) and the disinfectant is 1.4% avCl in the form of calcium hypochlorite.  It is sold in rural kiosks in Tanzania in strips of 6.  It is 20 KSH for one sachet that treats 20 Liters.  This price includes a 5 KSH profit to the retailer.  This price is double what SWAK is selling PuR for (5 KSH for 10 Liters).  The group was interested in WaterMaker as an option, although was attracted to the lower cost of PuR and it’s higher success in removing turbidity of the water. 

2. Alie of SWAK also presented her work with marketing PuR and WaterGuard at the conference, which led to an open discussion of vessel options.  The attendees felt that the local population would not support plastic vessels, although they did state that in many areas of Kenya (both rural and urban) people use jerry cans for water storage already.  Attendees noted that, in many areas of Kenya, clay is not available.

TO DO ITEMS RELATED TO THIS INFORMATION:

All:

Be invited and participate in strategy session.  

CARE/Homa Bay:  
The quality of the conference was exceptional, and as such I would recommend holding such seminars for partners on a regular basis, including government partners, PSI, other NGOs that CARE does not have a formal relationship with, etc. 

CDC/Pat:

Organize strategy session and invite partners listed in this trip report.

F. CDC/Kisumu, SWAK/Kisumu, and CDC/Nairobi

I. SWAK/Kisumu and CDC/Kisumu

The Society of Women with Aids in Kenya (SWAK) works by linking their services to existing community groups.  Their services generally include trainings in Kisumu, paralegal services, and water (vendors of WaterGuard and PuR).  The individual groups decide which services they would like to be a part of. Approximately 50 SWAK groups in Nyanza have been trained by CARE on the water project, with the initial training on water, marketing, pots, and funds.  The trainings were very successful, and Alie highly complimented CARE on their community language and practical demonstrations.  She is looking forward to the national SWAK workshop conducted by CARE, as the national-level SWAK is on board with the water program and waiting for the training.  

Alie Eleveld of SWAK/CDC and Barb Marston of CDC/Kisumu are working together on implementing the SWS project within their programs.  Based on their experience in Nyanza, Bard and Alie had the following comments:

· In terms of price, the increase to 35 KSH should be OK, as people want the product, but price sensitivity and sales will tell as WaterGuard moves into Nyanza 

· In terms of vessels, they recommend keeping all options as the best thing:  the ceramic vessels and the plastic jerry cans (sold for 350 and 120 KSH, respectively).

· They are considering an evaluation of the water projects to assess penetration using the CDC DSS data and a focus group tool and would look for assistance from Rob if they can do this.  

· They are thinking of linking in with CDC TB community health workers.

· People have complained about the smell, and there are misconceptions, such as that chlorine is a family planning tool, and it makes men less active. 

· They are implementing a two-tier marketing strategy, with Klorin for clear water and PuR for when the water is dirty.  

· They have noted that going to funerals is a problem, as people tend not to bring water with them.  They have also noted that vendors are starting to sell water on the route to the water supply.  

· There is a new, popular Luo radio station that they recommend PSI advertise on.  

In addition, SWAK would be very interested in working with their members on a MFI project.  They have worked with K-REP in the past, and it was a very successful and beautiful project. A maximum of 5-8,000 shillings would be needed to set up each woman with enough product for a starter.  There would need to be some timely mechanism for payback and the opportunity for a bigger second loan.  The current PSI margins are:







Cost: Retailer
Cost: Consumer

WaterGuard

28

35

Rectangular Net

160

200

Round Net

300

350

PowerTab

23

30

Trust


1,800

2,700   (10 per packet)

Alie feels these margins are large enough to support a woman who would be selling these products in a basket of health product. Lastly, Alie mentioned that there is currently only one PSI distributor in Nyanza Province, and she has had significant difficulty in purchasing product. She recommends additional sales agents in Nyanza or the ability to order direct from Nairobi.

II. CDC/Nairobi and Kikoshep

Elizabeth Marum, Doris Macharia, and the Executive Director of Kikoshep, which provides HIV testing and care to families in Kibera, met to discuss incorporating WaterGuard into HIV care in Kibera. Kikoshep currently sells WaterGuard on a small scale, and also distributes it free of charge to 50 very sick families.  Kikoshep actively serves 6,000 families, and feels that if WaterGuard was locally available in Kibera more people would buy it.  Elizabeth calculated that to provide every family Kikoshep serves with WaterGuard for one year it would cost (24 KSH * 6000 * 4) = 576,000 KSH or approximately 7,500 USD, which could easily be included in the contract for next year. 

The safe storage issue was discussed, and we decided as a group that jerry cans were accessible and reasonable and a good option, as most families have two jerry cans, one for water that is treated for drinking, and one that is for everything else. We also discussed that if clients are given something for free, it will not be valued, but, conversely people know there is a large amount of money coming from the U.S. for HIV work.  Two methods for dealing with this issue in relations to WaterGuard were discussed:  1) To have families bring a clean jerry can that they will use for water storage as their contribution; and, 2) have a co-pay of 50 KSH to join the program, upon which members of the program receive training, a membership card, WaterGuard supply, and home visits.  Elizabeth is interested in adapting the questionnaire for Kibera, and would like some chlorine test kits.

Elizabeth followed up by purchasing WaterGuard for distribution at the Holiday Party, and has initiated conversation with PSI about purchase of WaterGuard.  Lastly, Alie recommended linking the CDC/Kikoshep/Kibera program with Elizabeth Ngugi, Professor, Lecturer at Kenyetta Hospital, and a member SWAK National.  She is interested in working in Kibera and might be a good resource.  

TO DO ITEMS RELATED TO THIS INFORMATION:
PSI:

Investigate distribution chain in Kisumu.   



Consider advertising on the new Luo radio station.

CARE:

Conduct SWAK national training.  

G. Other Conversations

I. I spoke with Robert Wurmstedt and Timothy Kibet Mutai of Peace Corps, Kenya. They would be interested in attending the conference in June, and Timothy would like to talk with Philip about the project.  

II. Janet Paz-Castillo of USAID was not available to meet when I was there. 

III. David Finkel of Chicago, who is working on a safe water project in Mexico, connected me with Pam Barmby of Global Alliance for Africa.  She did not have time to meet as she was leaving the next day, but would like to meet the next time we are in Kenya.  

H. Research on Dosing Regime

The THM research conducted in September led to questions about the current dosing regime recommended in Kenya.  Not enough data was collected during the THM research to recommend changing the dosing, and so additional sampling was conducted, with the assistance of CARE/Homa Bay, during Nov-Dec 2003.  The following recommendations came from this research:  

· Although residuals in ceramic vessels were slightly lower than in plastic vessels, the difference was not significant enough to engender two dosing schemes.

· 1/2 capful (4 mL) of 1% solution was sufficient to ensure residual after 24 hours in non-turbid water.

· 1 capful (8 mL) of 1% solution was sufficient to ensure residual after 24 hours in turbid waters.

· It should be stressed that with the use of turbid water, a pre-filtration step is necessary.  This will reduce the chlorine demand of the water, the palatability concerns, and THM concerns.  In addition, data from the Turbid Water Study will be analyzed to determine how many people are filtering or settling their water in the chlorine arm of the study.  

· The current scheme is highly overdosing the water, which could lead to palatability problems.

· The dosing should be changed as soon as possible.  

· See Annex E for more information and data.

I. The Safe Storage Question

An integral part of the SWS project is storage in a safe container, with a narrow mouth and a spigot.  However, as projects move to the national scale, a safe container is most of the time not marketed alongside the disinfectant.  Use of the disinfectant alone will reduce the incidence of diarrheal disease, and chlorine residual will remain for 24 hours, even in an unsafe, open container that water is scooped out of to remove.  Ideally, promotion for WaterGuard would include a safe storage container aspect, but that is not feasible at this time.  In areas where modified clay pots are available and are of sufficient quality for use, we recommend the use of the modified pots if the family can afford them.  The 20-liter jerry cans used in Kenya are also safe water storage containers, and are widely available and easily transportable.  The use of a normal, locally-available jerry can should also be considered safe storage.  Lastly, SWAK is considering looking into a modified plastic bucket with a tap that would also be considered a safe storage container. Based on the needs and the location of the project in Kenya, there are thus many options for safe storage containers.  

Annex A:  Terms of Reference

Goal 1:   Expand access to WaterGuard.

Objectives:

· Work with PSI and CARE to expand social marketing of WaterGuard to Nyanza Healthy Water Project areas.

· Investigate changes to current bottle/directions

· Conduct dosing test to determine if current dosing scheme is correct for regional areas (Nairobi, Homa Bay).

· Investigate cost reduction strategies (smaller bottle/higher concentration, alternate plastics manufacturers for bottle).

· Investigate linkages with GAP and SWAK to expand access to PLWA.

· Work with micro-finance institutions (in cooperation with NGO’s) who could provide start-up loans to community sales agents (funded by Rotary International).

· Discuss program with Kenyan Council of Nurses 

Goal 2:   Revitalize the CCHI/Nyanza Healthy Water Project 

Objectives:

· Work with NHWP staff to develop a detailed map of the area, including where they will work, who is responsible for what areas, and how they will encourage community uptake of WaterGuard to previous levels.

· Complete a comprehensive work plan with NHWP staff to implement the projects developed in the map making process over the next year.

· Conduct house-to-house residual monitoring with NHWP staff.

· Attend training given by NHWP staff – work with staff to assess.

· Evaluate the current dosing scheme.

· Work with SWAK and GAP to expand access in the Home Bay area of PLWA to the SWS
Annex B:  Useful Cell-Phone Contact Numbers

Name



Organization


Cell Phone

Grace Kongoro


Nursing Council of Kenya


07 33 888 437

Jen Oburu


Nyanza Provincial Nursing Officer

07 33 872 941



PSI, David Walker

PSI




444 0125

CARE/Nairobi


CARE




020 271 1227

Stuart Worsley


CARE/Nairobi



07 21 468 188

Sam Ombeki


CARE/Homa Bay


07 33 579 130

Prashant Patel


Jet Chemicals



07 33 605 055

George Maina


K-REP




07 33 678 038

WEDCO


WEDCO



057 212 111

Peace Corps/Nairobi

Peace Corps



444 7750

Robert Wurmstedt

Peace Corps Country Director

07 22 519 565

Bill Gallo, Jr.


CDC/Kenya



07 22 721 782

Edwin 



CDC/Kenya, Driver Coordinator

07 22 204 562

Annex F:  Draft Kenya Partner Schematic
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