
 

 

  

 

 

 

 

 

  
  

 

 

 

 

 

 

 

  
 

 

 

 

  
  

 

 

 

 

 

 

 

Case Title: 

Name: 

Organization: 

Summary: 

Think about which subcomponents of the Collaborating, Learning & Adapting (CLA) Framework 
are most reflected in your case so that you can reference them in your submission: 

• Internal Collaboration 

• External Collaboration 

• Technical Evidence Base 

• Theories of Change 

• Scenario Planning 

• M&E for Learning 

• Pause & Reflect 

• Adaptive Management 

• Openness 

• Relationships & Networks 

• Continuous Learning & Improvement 

• Knowledge Management 

• Institutional Memory 

• Decision-Making 

• Mission Resources 

• CLA in Implementing Mechanisms 



 

 
 

 

    
  

 

    
  

1. What is the general context in which the case takes place? What organizational or 
development challenge(s) prompted you to collaborate, learn, and/or adapt? 

2. Why did you decide to use a CLA approach? Why was CLA considered helpful for 
addressing your organizational or development challenge(s)? 



  

    
  

   
  

3. Tell us the story of how you used a collaborating, learning and/or adapting approach 
to address the organizational or development challenge described in Question 2. 



  
 

 

 

  

4. Organizational Effectiveness: How has collaborating, learning and adapting affected 
your team and/or organization? If it's too early to tell, what effects do you expect to see 
in the future? 

5. Development Results: How has using a CLA approach contributed to your development 
outcomes? What evidence can you provide? If it's too early to tell, what effects do you 
expect to see in the future? 



  

 

  

 

6. What factors enabled your CLA approach and what obstacles did you
encounter? How would you advise others to navigate the challenges you faced?

7.Was your CLA approach prompted by a response to the COVID-19 pandemic? If so, how?

The CLA Case Competition is managed by USAID's CLA Team in the Bureau for Policy, Planning 
and Learning (PPL) and by the Program Cycle Mechanism (PCM), a PPL mechanism implemented 

by  Environmental Incentives and Bixal.  

https://www.usaid.gov/selfreliance

	Case Title: 

	Submitter: IRENE NGIRA NGURU
	Organization: CHEMONICS- AFYA UGAVI PROJECT
	Caption: County staff  training on the use of EMMS reporting tool/MOH 647.
Credit: AFYA UGAVI communications Dept/Maureen Wangari.
	Case Title: Collaboration to enhance end to end visibility of Health Products and Technologies- Kenya
	Image_af_image: 
	Summary: Afya Ugavi is a USAID funded supply chain Activity implemented by Chemonics International, whose main purpose is provision of technical assistance to strengthen health commodity supply chain systems at national and county levels in Kenya. Since there was no mechanism to account and report for the Essential Medicines and Medical Supplies (EMMS) in the country, Afya Ugavi developed a set of MS Excel based tools for monthly data collection and reporting, and a Power BI based dashboard for the counties to use for visualization and analysis of the data. Through consultations with County health management teams, and with support from senior County management, the tool was adopted for use in reporting for EMMS commodities. The counties were able to make use of the data for decision making including redistribution from facilities that were overstocked to those understocked. Procurement of the EMMS commodities could also be informed by the actual gaps seen at health facilities, and not in an ad-hoc manner as was happening before due to lack of visibility on stock levels at the facilities. This however, posed two challenges with regards to sustainability of the initiative beyond the life of the activity, and obtaining buy-in at the national level for ownership. At the National level, following several collaborative meetings between the Activity, Department of Health Products and Technologies (DHPT) and other key stakeholders in the process, the tool was adopted to be used to report for EMMS commodities and whose data would be housed at the National Health Information System,DHIS2.The DHPT liaised with the Division of Health Informatics to assign an MOH (Ministry of Health) number (MOH 647) to the tool and create required dataset in the DHIS2 platform to officially recognize the HPT tool as a MoH reporting tool. Counties are now using the tool to report through the DHIS2 platform, successfully transitioning an initiative that was originally being managed and maintained by the activity, to one that is now under full custody of MOH for sustainability. 
	Impact: Through pause and reflect by the project staff, internal and external collaboration with the DHPT and other partners has enabled the project to achieve sustainable efforts in creating a platform for use to report for the EMMS. This has enabled data availability for use at all the levels of the government to make decisions and to account for these health commodities. There is a high level of confidence and additional relevance given to the Department of Health Products & Technologies who at the beginning of the initiative were a small division and have since been elevated to a department within the Ministry. The initiative towards reporting for EMMS in addition to several activities that Afya Ugavi has supported DHPT including the development of a Supply Chain Strategy and the dissemination of key HPT documents onto an eLearning platform has aided in that confidence appeal. Within the Activity, the team has built better rapport, improved coordination and collaboration skills, as the mammoth exercise involving the planning and dissemination of the MoH 647 EMMS reporting tool to the 47 counties and over 600 health workers, required every member of the Activity from Senior management, operations team, finance team and the technical teams at national and county levels to bring their best to the table and ensure a smooth experience for the health workers during the entire planning and dissemination exercise. Many lessons were learned that would ensure that similar future activities are well executed from end to end.
	Why: The EMMS reporting initiative required engagement of a multi-stakeholder, multi-disciplinary approach at both national and county levels. Use of the CLA approach was ideal to address the challenge at hand considering the level of stakeholder collaboration and participatory approach that was required to realize success of the project. At the county level, it was necessary to enroll the key stakeholders who included the senior leadership - County Directors of Health, CEC & COH, County Health Management Teams (CHMT), Sub County Commodity Managers, Facility in Charges and the commodity leads at health facilities.  This collaborative approach and buy-in was also needed at the national level by engaging the Department of Health Products & Technologies, who would be the anchor department and home for the EMMS data, as well as the Division of Health Informatics M&E who would provide the electronic data store through the KHIS. To create sustainability in reporting of EMMS in Kenya, there was need to have a reporting platform that was owned and supported by MoH that would outlive the Afya Ugavi Activity on its exit. This necessitated internal and external collaboration, and coordination of efforts with the DHPT and other partners to create this platform. For the learning component, Afya Ugavi Activity undertook a proof of concept for the reporting of EMMS, provided a tool to the counties to report on,and even organized training for the same, while the DHPT gave a go- ahead, and assigned the tool a MOH number, while Health IT ( a USAID funded project) facilitated the upload of this tool into the DHIS2 for the facilities to use in reporting. During the whole process, there were pause and reflect moments and continous improvement to the tool inorder to ensure that the desired objectives were met. 

	Lessons Learned: No. However, COVID-19 outbreak saw the government issue various guidelines to mitigate its spread, some which had a negative effect on the training and sensitization meetings for the reporting tool. However, the meetings were done in clusters to avoid exceeding the stipulated number of persons, and social distances were maintained all through.
	Factors: Enabling factors 
1. Buy-in from the County Health Management Teams for the initial participating counties for the proof of concept was critical to beginning the engagement.
2. USAID’s enhancement of support to MoH from the silo program-based support to an integrated approach for the counties that would also factor in EMMS.
3. Existing rapport between Afya Ugavi, DHPT and other partners that made collaboration work smoothly.
4. Uptake and interest in the solution spread by word of mouth to other non-supported counties such as Kajiado county, who were keen to accrue the benefits being realized by the pilot counties such as Samburu County who were a neighboring county.
5. The pause and reflect moment by Afya Ugavi led to the realization of the need for sustainability of the reporting of EMMS.
6. Training of the counties and faster uptake of the reporting in the DHIS since this initiative is now being led by a government department.
Obstacles:
1. Initial slow pickup on the reporting for EMMS by the pilot counties as health workers at the facilities initially saw this as additional workload for them.
2. The conclusion and uptake at national level took longer than anticipated due to competing priorities and the need for broad consultation and agreement, especially with the final tracer list of commodities to the tool.
3. Occasional industrial action by health workers sometimes led to drop in reporting rates.
4. COVID-19 outbreak saw the government issue various guidelines to mitigate its spread, some which had a negative effect on the training and sensitization meetings. However, the meetings were done in clusters to avoid exceeding the stipulated number of persons, and social distances were maintained all through.

	CLA Approach: When Afya Ugavi project started supporting health system strengthening efforts in Kenya in 2016, there only existed mechanisms to report for program funded commodities such as Malaria, Family planning and HIV. There were no reporting systems for EMMS, bearing in mind that these are procured either by the national or county governments. There was no way of adequately accounting for the usage of these commodities, and application of needed data to monitor stock levels at health facilities and determine re-supply quantities. Intentional CLA approach was used and through external collaboration and consultations with the various county governments, Afya Ugavi created a platform that the counties could use to report for the EMMS and begin monitoring stock levels at health facilities and use that information to inform for learning and decision making like redistribution and procurement of key tracer commodities. The momentum to report on this platform peaked very well in various counties driven in part by demands from senior management to County pharmacists on stock outs of health commodities. During a pause and reflect meeting, Afya Ugavi realized two major challenges with this reporting initiative:
1. Long term sustainability because the platform provided for use by the counties was wholly supported by Afya Ugavi and was therefore likely to cease once the project ended. 
2. Scaling up of the initiative as the data was not readily available for use at the national level because the platform in use was proprietary to the Activity. 
To address the above foreseen challenges that were bound to come knocking, there was need to have the reporting mechanism hosted by a platform owned or supported by the MOH and achieve both the scale required as well as the sustainability of it. Various consultations were made with the DHPT to have this reporting done in the DHIS2 platform. Part of the first step was to build consensus on the list of tracer commodities that would be reported on. There were other MoH departments such as the Department of Family Health that also had an interest in a reporting tool for their priority commodities targeted at reducing the maternal mortality in the country. Bridging these requirements took a considerable time, effort, and negotiations to arrive at a final tracer list. The Activity facilitated several consultative meetings with key stakeholders including DHPT, Department of Family Health, National Quality Control Lab, Division of Health Informatics M&E, and implementing partners such as World Bank. 
With consensus having been built on the list of tracer products and the reporting tool designed, the Division of Health Informatics M&E assigned a MoH number (MoH 647) to the tool, a significant milestone that now made the EMMS tool an official reporting tool in DHIS2. Thereafter, working in collaboration with USAID implementing partner Health IT, the Activity facilitated the upload of the reporting tool into the DHIS2 platform for use in reporting and analysis. Afya Ugavi printed hard copies of the reporting tool and disseminated them to all the 47 counties. Further, still in collaboration with the DHPT and Health IT, designated commodity managers at the county were trained on how to report on the tool in the DHIS2 and view various data analytics in a one-day workshop. The initial pilot was done in 10 counties, and reporting has since commenced in all the 47 counties. These collaborative efforts have resulted in this tool being available in the national platform, and counties have adapted to using it for reporting of EMMS commodities. Entrenching the reporting tool in DHIS2 and having DHPT as the process owner at national level, creates sustainability for this reporting, and enhances visibility of the EMMS data. The reporting rates in the 10 pilot counties has peaked from an average of 46.6% in December 2020 to 72% in February 2021.


	Context: As a USAID implementing partner, Afya Ugavi supports health commodities supply chain systems strengthening activities at national and county levels in Kenya. End to end visibility of the health commodity supply chain has been a key priority activity for USAID, with initial initiatives over the years focusing on program commodities (HIV, MALARIA, FP, TB). With the shift towards support for an integrated approach for health commodities, it was necessary to broaden the scope to cover EMMS, which form the bulk of health commodities dispensed at health facilities. Reporting of EMMS by health facilities creates accountability in the utilization of these commodities and makes data available for decision making for critical lifesaving commodities.  There was previously no standard, anchored and sustainable mechanism for counties to report and analyze data for EMMS, making it difficult to account for the usage of these commodities, and in making decisions such as re-supply quantities, and at national level accurate data for planning and procurement. The country had also initiated the Universal Health Coverage (UHC) initiative, and without access to data for EMMS, monitoring and planning would be at best ad-hoc. 
	Impact 2: CLA has enabled end to end visibility of EMMS. This data is now available on a national platform and will be useful for decision making at all the levels of the government. The reporting rates for the 10 pilot counties is very impressive, with Bungoma county almost achieving 100%, as the rollout to all the other counties is in progress. 




