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ABSTRACT

Improving Maternal and Newborn Health (MNH) is crucial to attaining the SDGs and Kenya
Vision 2030. Both demand and supply-side issues exist in environments where maternal and
neonatal mortality is high. Participatory Monitoring and Evaluation (PM&E) systems are
critical for recognizing these difficulties, which may then be minimized to save lives.
Participatory M&E of health programs enables information collecting and sharing with
community stakeholders, service providers, and county and national decision makers. As a
result, this impacts decision-making and action by numerous stakeholders in order to achieve
community emancipation, effective administration of health systems, resource allocation based
on need, and responsibility for meeting health obligations. This study assessed the utilization
of PM&E approaches and its influence in decision making in MNH programs in Mombasa
County. The specific objectives included determining the influence of utilization of PM&E
approaches at the program initiation phase on the quality of decision making in MNH programs
in Mombasa County; assessing the influence of utilization of PM&E approaches at the program
design and planning phase on the quality of decision making in MNH programs in Mombasa
County; and evaluating the influence of utilization of PM&E approaches at the program
implementation phase on the quality of decision making in MNH programs in Mombasa
County. A descriptive cross-sectional study was conducted using mixed methods research
approach. The research was conducted at Mombasa County's 36 level 2 and 3 public health
facilities. Purposive and stratified random sampling techniques were used to select 390
participants from a target population of 2521 county and sub-county reproductive health
coordinators, nurses, community health workers, maternity patients, facility in-charges, and
members of health facility management committees. Data was gathered from 349 survey
respondents and 7 interviewees through the use of a structured questionnaire, modified Quality
of Decision-Making Orientation Scheme (QoDoS), and key informant interviews, and
descriptive and inferential statistics were used to analyze the data. At a significance level of
0.05, associations between variables were determined using the phi correlation coefficient and
binary logistic regression. The results revealed that the odds of quality decision making
occurring were higher when PM&E approaches were utilized at the initiation (¢ = 0.164, OR =
1.728, p < 0.05), design and planning (¢ = 0.203, OR = 2.977, p < 0.05), and implementation (¢
= 0.199, OR = 5.665, p < 0.05) phases of MNH programs than when the PM&E approaches
were not utilized. The study concludes that utilization of PM&E approaches had a significant
effect on quality of decision making in MNH programs in Mombasa County. On the basis of
the research findings, | recommend that the department of health in Mombasa County should
adopt PM&E approaches in MNH programs’ initiation, design and planning, and
implementation phases in order to benefit from rational, timely, and relevant information for
decision-making, and thus improve on delivery of MNH services.
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CHAPTER ONE: INTRODUCTION

1.1 Background of the Study

1.1.1 History of Participatory Monitoring and Evaluation (PM&E)

Documented PM&E experiences date back to the 1970s and draw on a 40-year tradition of
participatory research, including Farming Participatory Research (FPR) or Farming Systems
Research (FSR), Participatory Rural Appraisal (PRA), Participatory Action Research (PAR),
and Participatory Learning and Action (PLA) (Lubita, Mubati & Mulonda, 2017). As PM&E
became increasingly frequently employed in the 1980s, particularly in the policymaking arena,
practitioners saw it solely as a technical application of a "toolbox" of techniques, at the
detriment of individual and community empowerment (Sifunjo, 2019). According to Jackson
and Kassam, as reported by Onyango (2018), the 1990s witnessed a re-conceptualization of
PM&E, particularly with a focus from major donor organizations to engage additional
stakeholders participating in development interventions, in response to a plea for more
recognition and precision in analyzing stakeholder participation. As a developing discipline,
PM&E has been progressively implemented in many settings and hundreds of development
programs throughout the world, gaining diverse roles as individuals and organizations acquire
more knowledge on how to acclimatize, transform, and experiment with participatory ways

(Onyango, 2018).

1.1.2 Definition of Participatory Monitoring and Evaluation

Understanding PM&E is heavily reliant on how participation is perceived. Participation may
be described as the procedure for including and influencing stakeholders in development
decision-making, resource allocation, implementation, and control (Mubita et al., 2017).
Participation stresses the development of structures and procedures that incorporate people
most directly impacted by the program, as well as those who are typically powerless and/or

voiceless in the design and execution of the program (Rossman, 2015). Specific attention has
1



grown in PM&E to challenge more typical top-down to bottom-up assessment methodologies.
The PM&E concept is based on recognizing the limitations of traditional M&E and focuses on
deepening participation. It is a process that goes hand in hand with learning and empowerment,
determining how progress should be made by engaging indigenous residents, policy makers
and development agencies in shared decision-making and acting on the results (Onyango,
2018). Participatory M&E involves main stakeholders in decision making by allowing them
to drive the M&E process, improve their abilities, and, when necessary, support them in making

their own decisions on problems that impact them (Kananura et al., 2017).

The PM&E process is therefore focused on identifying how to evaluate progress, agreeing on
expected outcomes and milestones, acquiring appropriate data, performing collaborative
analysis, and deciding on actions (Hilhorst & Guijt, 2006). As a result, the primary phases in
putting PM&E into reality are: planning a PM&E process; data collection and analysis; and
documenting, reporting, and information sharing. During the planning phase, the stakeholder
groups are identified and chosen; PM&E problems, needs, and expectations are identified; and
PM&E objectives and indicators are defined. Following the identification of PM&E needs and
objectives, the next important phase in the PM&E process is collecting and gathering
information. After data collection, the subsequent step of PM&E comprises processing or
analyzing gathered data, while ideally, analysis should occur throughout the PM&E cycle (Bell
& Aggleton, 2016). The final step of PM&E comprises documenting, reporting, and sharing of
findings created by the PM&E process, as well as relating them to action. The outcomes of
M&E operations are shared with other stakeholders in this stage, and appropriate actions are

deliberated based on the outcomes (Onyango, 2018).

The planning stage is often regarded as the most fundamental to the success and efficacy of the
PM&E process. At the outset, it is necessary to identify and choose the stakeholder groups that

will be participating in the PM&E process planning. These are those who have an impact on or

2



are impacted by a development program and have fundamental rights as citizens to voice their
views on public problems. It is critical to construct structures that enable engagement with
interested parties and the creation of a diverse variety of participatory procedures (Mohammed
et al., 2018). After the identification and selection of stakeholders, defining the PM&E project's
objectives is crucial. This approach should include extensive talks amongst stakeholders about
the various parties' requirements and aims (Luutu, 2016). To identify the objectives of PM&E,
one must first understand who the participants in the process are, as well as who the end-users
will be, why the project is being carried out, and how the outcomes and process will be used.
After agreeing on PM&E objectives, indicators may be created. In general, indicators are
distinct from objectives in that indicators are considered to be relatively concrete and particular,
but objectives may represent the project's or initiative's larger overall viewpoints, representing
its values, ambitions, and long-term aims (Bell & Aggleton, 2016). The choice of indicators
will ultimately be determined by what is being assessed, who the end users are, and how the

information will be used.

Following the identification of information needs and objectives, the next important phase in
the PM&E process is selecting how to collect and gather information. A wide range of methods
and approaches can be employed to collect data. The selection of tools will be heavily
influenced by the environment and project-specific requirements. Several critical issues must
be addressed at this point, including where the information will be collected, which
technologies should be utilized, and who will acquire the information and when (Bell &
Aggleton, 2016). Following data collection, the subsequent step of PM&E comprises
processing or analyzing gathered data, while ideally, analysis should occur throughout the
PM&E cycle (Bell & Aggleton, 2016). Defining the scope of data analysis, particularly what is

to be studied, how, and by whom, is an important part of creating PM&E. (Rossman, 2015).



The methods or procedures used to collect data, as well as the information requested by

participants, will determine how data is analyzed (Glandon et al., 2017).

The final step of PM&E comprises documenting, reporting, and sharing of findings created by
the PM&E process, as well as relating them to action. Participatory M&E is fundamentally
about information exchange amongst program recipients, program executors, donors, and, in
certain instances, external evaluation experts (Rossman, 2015). Records of acquired data are
presumably retained from the beginning of the project in order to give a 'holistic' picture during
the course of the endeavor. Regardless of how participatory the M&E process has been in the
preceding processes, not all stakeholders can be included in M&E data gathering and analysis.
The outcomes of M&E operations are shared with other stakeholders in this stage, and

appropriate actions are deliberated based on the outcomes (Onyango, 2018).

As a consequence, PM&E is a self-assessment, collective knowledge creation, and collaborative
work process in which program or intervention stakeholders collaborate to identify evaluation
problems, gather and analyze data, learn from others, and act (Onyango, 2018). Participatory
M&E attempts to boost key stakeholders' participation as active participants in interventions by
measuring and assessing progress toward collectively agreed-upon outcomes, taking the
initiative in decision-making, and taking remedial action (Kananura et al., 2017). When
programs and organizations have strong communication and feedback loops in place, this
strategy contributes to needs-based planning, decision-making, and better accountability.
PM&E enables individuals directly impacted to draw on both failures and triumphs by including
stakeholders in decision-making, resource allocation, execution, and administration of

development efforts, as well as delegating responsibility to people (Rossman 2015).

1.1.3 Benefits of the Participatory Monitoring and Evaluation approach



The PM&E strategy has several advantages, including providing management and stakeholders
with reasonable, timely, and relevant information for decision-making, improving performance,
and empowering beneficiaries to take ownership of the projects (Kathongo, 2018). Participatory
M&E is not an objective in itself; rather, it may be used as a management tool to manage
resources, social interactions within a certain region, or between local people and outside
organizations. The primary goal of PM&E is to provide data to beneficiaries and program
managers in order for them to review if project objectives were met and how the appropriate
authorities used resources to improve project management and make key choices (Karanja,

2016).

The health-care system has grown increasingly conscious of the significance of including
communities and users in the administration of health-care institutions and the evaluation of
service delivery. One option is the formation of 'health facility management committees," which
are charged with garnering local support, mobilizing funding for operating expenditures and
upkeep, and establishing relationships with communities and end-users (WHO, OECD & World
Bank, 2018; Waweru et al., 2013). In Kenya, for example, level 2 and 3 public health
institutions are supervised by Facility Management Committees. Each public primary health
care facility has a health facility management committee comprised of nine (9) elected
members. These committees' membership includes the facility in-charge (who serves as the
committee's secretary and is ex-officio), an area Member of County Assembly, a ward
administrator, a religious leader, a youth representative, a community representative, a business
representative, a women representative, and a disability representative. The committee meets
regularly and is in charge of mobilizing resources, approving facility budgets and procurement
strategies, and ensuring that community requirements are addressed. Furthermore, these
committees must actively monitor and evaluate the effectiveness, efficiency, and equality of

service delivery.



A comprehensive PM&E system is a valuable tool in the healthcare industry because it allows
decision-makers, budget planners, program implementers (service providers), and community
stakeholders (such as households, community local leaders, and community health workers) to
figure out which strategies work and which ones need to be tweaked to facilitate effective
management of health systems, resource allocation based on need, and taking responsibility for
keeping health-care promises (Kananura et al., 2017; Holvoet & Inberg, 2014). For example,
providing adequate MNH is a complex process involving a variety of preventative, curative,
and emergency treatments, including multiple levels of care ranging from the community to the
institution and beyond. As a result, efficient MNH service delivery should be guided by
participatory information collecting and sharing in order to guide stakeholders' decision-
making, encourage effective program implementation, and resolve emergent concerns
throughout implementation. According to Kananura et al., (2017), at the design stage, PM&E
methodologies are effective for identifying major local challenges and potential local solutions,
as well as informing succeeding efforts. During the implementation phase, PM&E
methodologies give evidence that informs decision-making and aids in the identification of
emergent concerns, such as poor execution by certain health teams and health facility limits.
When this information is shared with concerned stakeholders, it pushes them to take necessary

action.

1.1.4 Health System Infrastructure and Participatory Monitoring and Evaluation in
Mombasa County

In compliance with standards and laws, the Mombasa county health delivery system is
organized into four levels of care. The four stages are community, primary care, primary
referral, and secondary referral. Community services seek to build service demand, whereas
primary care and referral services seek to meet that demand. The county is home to the Coast

Level Five Hospital, a referral facility that serves the whole coast region. Port Reitz, Tudor,



Likoni, and Kenya Navy are all level four (4) public hospitals. There are 11 health clinics and
25 public dispensaries (Mombasa County Government, 2018). These are supplemented by other

notable private hospitals.

Levels 2 and 3 public health institutions are supervised by Facility Management Committees.
Each public primary health care facility has a health facility management committee comprised
of nine (9) elected members. These committees’ membership includes the facility in-charge
(who serves as the committee's secretary and is ex-officio), an area Member of County
Assembly, a ward administrator, a religious leader, a youth representative, a community
representative, a business representative, a women representative, and a disability
representative. The committee meets regularly and is in charge of mobilizing resources,
approving facility budgets and procurement strategies, and ensuring that community
requirements are addressed. Furthermore, these committees must actively monitor and evaluate

the effectiveness, efficiency, and equality of service delivery.

PM&E is not widely practiced in Mombasa County, as it is in other Kenyan counties, due to a
number of factors, including inadequate funding for the PM&E process, a lack of knowledge
of the need for PM&E, a poor opinion of the overall PM&E process, and a lack of PM&E

training for both county administration and implementers (Jamaal, 2018).

Strengthening and deepening primary stakeholders' participation as active participants in
interventions is critical for generating accurate, timely, and consistent data, which is imperative
for superintending stakeholders' decision-making, encouraging the implementation of effective
interventions, and dealing with evolving issues during implementation. This study assessed the
utilization of PM&E approaches and how it influences decision making in Maternal and

Newborn Health (MNH) programs in Mombasa County.



1.2 Statement of the Problem

Improving maternal, neonatal, and child health (MNCH) is a top goal for global health and
human rights. Globally, maternal, neonatal, infant, and under-five mortality rates have
decreased over the last three decades; nevertheless, low- and middle-income nations continue
to shoulder a disproportionate amount of the burden of morbidity and mortality (Maldonado et
al., 2020). Kenya's MMR, NMR, IMR, and under-five mortality rates remain among the highest
in the world, at 342 per 100 000 live births, 21 per 100 000 live births, 32 per 1000 live births,
and 43 per 1000 live births, respectively (UNICEF, 2020). As of 2017, the facility-based
maternal death rate in Mombasa was 195/100,000 live births, the under-five mortality rate was

32.3/1,000, and the infant mortality rate was 57/1,000 (Mombasa County Government, 2018).

Reducing maternal, neonatal, infant, and under-five mortality and strengthening MNCH are key
to attaining the SDGs and Kenya Vision 2030. In an environment of high maternal and neonatal
mortality, there are both demand and supply side problems. Community stakeholders' capacity
to detect maternal and newborn danger indicators, availability to data on maternity and newborn
services, nearness to the health facility, and access to transportation are all demand-side
obstacles. Supply-side difficulties, on the other hand, include the availability of equipment,
supplies, medications, experienced employees, and functioning health systems (Kananura et al.,
2017). For example, the 2014-2018 Mombasa County CHSIP final audit identified deficiencies
in medical infrastructure and equipment, a lack of competent and motivated personnel,
insufficient supply and distribution of medical items, poor quality of medical data, and a lack
of health workers' competence and resources to fulfill health system difficulties (Mombasa

County Government, 2018).

Participatory M&E systems are critical in detecting these difficulties, which may then be
addressed to save lives (Kotch, 2013). Participatory M&E of health programs enables

information gathering and sharing with community stakeholders, healthcare givers, and

8



decision-makers at the county and nationwide levels in order to impact decision-making and
action by various stakeholders in order to ensure community emancipation, effective
management of health systems, resource allocation based on need, and taking responsibility for
meeting health promises (Kananura et al., 2017). However, PM&E is not extensively used in
Mombasa County owing to a number of problems, including inadequate funding for the PM&E
process, a lack of understanding of the benefits of PM&E, and a negative perception of the
entire PM&E process, and a lack of PM&E training for both management and implementers.
As a result, the collection of reliable, timely, and consistent data, which is critical for guiding

stakeholders' decision-making in MNH initiatives, is hampered.

Kanarura et al. (2017) discovered that PM&E techniques and stakeholder input are highly
effective in tracing progress and recognizing developing execution issues, which aids in
supporting planning and decision-making throughout implementation. Diverse sources of
information and views may aid implementers and decision-makers in understanding evidence
and applying it to context for more effective intervention. Kananura et al. (2017) identified the
need to improve PM&E skills and resources in order to expand the spaces for decision-making
for both key planners and implementers. Another research, Sifunjo (2019), found that PM&E

linked to the long-term viability of maternal health programmes.

While there have been studies that have looked at various elements of PM&E in various sectors,
a review of prior literature on PM&E of health programs and its role in decision making
indicated that there is little information available. Despite the fact that health is a devolved role
in Kenya, no known study on PM&E of health programs has been conducted at the county level.
None of these researches, in particular, have examined PM&E at the Department of Health,
Mombasa County, resulting in a knowledge gap. As a result, the study’s aim was to evaluate
the use of PM&E methodologies and their effect on decision-making in MNH in Mombasa

County. The study focused on the extent to which Mombasa County Health Department

9



operationalizes PM&E in programs in order to strengthen management and encourage a shift
toward a more participatory form of M&E, including documentation of what practices the

department is using and, specifically, the use of PM&E in MNH.

1.3 Objectives of the Study

1.3.1 General Objective

Assessment of the utilization of PM&E approaches and its influence on decision making in
MNH programs in Mombasa County, with the aim of identifying possible PM&E measures that
would be put in place at the initiation, design and implementation phases of MNH programs in
order to enhance the quality of decision making and thus enhance the delivery of quality MNH

services.

1.3.2 Specific Objectives

1. To establish the influence of utilization of PM&E approaches at the program initiation
phase on the quality of decision making in MNH programs in Mombasa County.

2. To assess the influence of utilization of PM&E approaches at the program design and
planning phase on the quality of decision making in MNH programs in Mombasa
County.

3. To evaluate the influence of utilization of PM&E approaches at the program
implementation phase on the quality of decision making in MNH programs in Mombasa

County.

1.4 Research Questions
1. To what degree does utilization of PM&E approaches at the program initiation phase

influence the quality of decision making in MNH programs in Mombasa County?

10



2. To what degree does utilization of PM&E approaches at the program design and
planning phase influence the quality of decision making in MNH programs in Mombasa
County?

3. To what degree does utilization of PM&E approaches at the program implementation

phase influence the quality of decision making in MNH programs in Mombasa County?

1.5 Significance of the Study

The Mombasa Health Department's aim is to provide the greatest feasible levels of quality,
responsiveness, and comprehensive health care services to all citizens via inventive, efficient,
and effective health systems. Community engagement in monitoring and evaluation is critical
for achieving meaningful goals. The research shapes a persuasive case to government and non-
governmental development actors that community engagement in project life-cycles,

particularly M&E, is a critical precursor for sustainable development.

The findings of this study are valuable to managers and decision makers in the County and
various health facilities within Mombasa County in providing critical information for evidence-
based policy development to support and sustain PM&E towards enhancing quality decision-

making in the provision of MNH services.

Additionally, the study is of great benefit to clients seeking MNH services in public healthcare
facilities Mombasa County as it suggests measures to address identified gaps in PM&E for
effective management of health systems, allocation of resources according to need, and

ensuring accountability in delivery of health services.

Besides providing a basis for critiquing previous studies in the area of PM&E, this study acts
as an empirical source of reference for future studies on PM&E of health programmes and thus

build on the knowledge base of PM&E.

11



1.6 Scope of the Study

This study assessed the utilization of PM&E and its influence on decision making in MNH
programs in Mombasa County. The study focused on the utilization of PM&E at the MNH
programs initiation, design and planning, and implementation phases. The utilization of PM&E
in MNH programs was characterized by consideration of major stakeholders as active partakers
in the design and implementation of programs; building the capacity of primary stakeholders to
collect data, analyze, reflect, and act; encouraging collaborative learning among stakeholders
at various levels; and fueling commitment among stakeholders to taking corrective action(s).
The PM&E approaches considered at the MNH programs initiation phase included participatory
needs assessment; participatory baseline assessment; and participatory analysis of objectives.
The PM&E approaches considered at the MNH programs design and planning phase included
participatory feasibility analysis; participatory SWOT analysis; and participatory risk
assessment. The PM&E approaches considered at the MNH programs implementation phase
included supportive supervision; participatory performance reviews; and participatory desk
reviews. Finally, quality of decision making in MNH programs was assessed based on four

indicators including decision-making approach, culture, competence and style.

1.7 Limitations of the Study

A descriptive cross-sectional design was used, which limits the study's capacity to make reliable
conclusions about the association between the exposure factors and the outcome variable.
Because the input and outcome variables were collected concurrently, it may be difficult to

distinguish whether the exposure preceded or followed the outcome.

Since cross-sectional studies only study a single moment in time, this study was not able to
assess the long-term trends in the utilization of PM&E approaches in MNH in Mombasa

County. Additionally, the timeframe selected for this study might possibly not be illustrative of
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the actual behaviour of the target population as a whole regarding the utilization of PM&E

approaches.

Another limitation of this study was the non-response which is a problem associated with cross-

sectional studies and could have resulted in biased findings.

1.8 Delimitations of the Study

The research was carried out in levels 2 and 3 public health facilities, and community health
units in Mombasa County over a period of 6 months. A questionnaire survey involving nurses,
community health workers (CHW), maternity patients, facility in-charges, and members of
facility management committees was conducted. Additionally, Key Informant Interviews (K1Is)
involving county and sub-county reproductive health coordinators were conducted. Only the

members of target population meeting the selection standards were included in the sample.

1.9 Assumptions of the Study
The conclusions of the study are predicated on the premise that study participants gave correct

data.

1.10 Operational Definition of Key Terms
Decision Making: - Continuous procedures of assessing healthcare conditions or problems,

analyzing options, making choices, and carrying out the appropriate measures.

MNH Programs: Programs focusing on health concerns affecting women, children, and
families, such as access to appropriate prenatal and antenatal care, newborn screening, infant
and maternal mortality prevention, child immunizations, child nutrition, maternal and child

mental health, and services for children with special health care needs.
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Participatory Monitoring and Evaluation: - The involvement of stakeholders in a program
or intervention in initiating, formulating plans, tracking implementation, and assessing

performance.

Program Initiation Phase: - The initial stage of a program's life cycle, during which an
opportunity or need for the project is recognized and a project proposal is produced to address

that opportunity or need.

Program Design and Planning Phase: - The second stage of a program's life cycle, in which
a plan is developed, identifying the activities, tasks, dependencies, and timeframes, as well as

developing a budget that includes labor, equipment, and supply cost estimates.

Program Implementation Phase: - The third stage of a program's life cycle, in which the
strategy is executed by organizing and directing project resources to achieve the project's

objectives.

Stakeholders: Stakeholders are all parties with an interest in the MNH system and who impact

or are affected by the MNH system's policies, decisions, and activities.
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CHAPTER TWO: LITERATURE REVIEW

2.1 Introduction

The empirical and theoretical literatures on PM&E are reviewed in this chapter. This chapter
also includes a conceptual framework that depicts the connections between the variables under
consideration. Finally, the survey highlights knowledge gaps and provides a summary of the

literature review.

2.2 Empirical Literature

Sifunjo (2019) examined the impact of PM&E on maternal health programs in Kajiado county,
Kajiado North constituency. The study found that participatory project identification resulted
in the long-term viability of maternal health programs. The study also found that stakeholder
engagement in vision, mission, and target setting improved the success of maternal health
programs. The study also discovered that identifying and involving stakeholders has a

beneficial impact on the performance of maternal health programs.

Mohammed, Alhassan, and Kanlisi (2018) assessed stakeholder engagement in district
assembly project and program monitoring and evaluation in Ghana. The authors established
that stakeholder engagement in project and program M&E was high at the Municipal and
District levels, but low at the zonal, council and community levels. This had adverse influence

on openness, accountability, and the long-term viability of initiatives and programs.

Jamaal (2018) investigated the influence of PM&E on project performance at the Kenya Marine
and Fisheries Research Institute. According to the author, PM&E processes engage
stakeholders in collaborative planning and progress evaluation, which results in project success;
the feasibility of a project is typically tied to financial capital; participatory M&E practices
community financial mobilization, which leads to project success; and total quality

management projects require rigorous pre-planning, which leads to project success.
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Kananura et al. (2017) investigated how participatory M&E techniques aided in the
identification of critical design and implementation difficulties, as well as how they affected
decision-making among stakeholders in eastern Uganda. Data were gathered through a
reflective examination of several M&E procedures employed in a MNH initiative executed in
three areas in eastern Uganda. The results showed that the PM&E techniques were beneficial
at the design stage for detecting major local challenges and potential home-grown solutions, as
well as shaping the actions that were later executed. At the implementation phase, the PM&E
approaches provided factual data that formed the basis for decision-making and assisted in the
identification of evolving issues, for instance, poor execution by certain village health teams,
constrictions at the health facility such as poor usage of standardized guidelines, a lack of pits
at certain facilities for placenta disposal, insufficient gasoline for the ambulance, and lack of
proper care for infants with low birth weight. When these facts were shared with essential
stakeholders, it spurred them to take necessary action. The leadership at the sub-county, for
instance, built pits for placenta disposal, the district health officer supplied gasoline for
ambulances, and health providers got refresher training and mentorship in infant care (Kananura

etal., 2017).

Otieno, Munyua and Olubandwa (2016) evaluated the influence of PM&E on the
implementation of the LASDAP project in Bondo Sub-County. According to the findings,
PM&E in general enriched the LASDAP process, particularly relationships among stakeholders
and the quality of project output. PM&E also improved good governance by increasing

accountability, sensitivity to people' demands, and openness.

Kajaga (2016) investigated how much PM&E improves service delivery in Uganda. The
research was conducted in the Gulu District as part of the USAID-SAFE initiative. The study
discovered a considerable impact of participatory planning, execution, and decision making on

service delivery at the USAID-SAFE program in Gulu. The study indicated that including
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stakeholders in M&E operations for a project improves service delivery and project

sustainability.

Karanja (2016) investigated the use of PM&E in the management of CDF projects in Dagoretti

South Sub-County. The findings demonstrated that stakeholders were not sufficiently involved

in CDF project M&E, and their engagement was very minimal at all phases of the PM&E

process. The documentation of actions linked to stakeholders' engagement in project M&E was

weak. Furthermore, project management committees’ M&E capability and community

knowledge of CDF project monitoring and evaluation were lacking.

2.3 Research Gaps

While there have been studies that have looked at various elements of PM&E in various sectors,

a review of prior literature on PM&E of health programs and its role in decision making

indicated that there is little information available. The following table summarizes the research

gaps and the contributions of the current study.

Table 2.1: Research Gaps

Author /| Research Title | Findings Research Contributions of
Year Gaps the Current
Study
Sifunjo Participatory Participatory project identification | Did not | This study
(2019) M&E and | led to sustainability of maternal | focus onthe | assessed the
successful health  projects.  Stakeholder’s | influence of | effect of PM&E
implementation | participation in vision, mission, and | PM&E approaches at the
of maternal | objectives setting positively affected | approaches | initiation, design
health projects | the performance of the maternal | on decision | & planning, and
within  Kajiado | health projects. Stakeholder | making. Implementation
north identification and involvement phases on
constituency, positively affected the performance decision making
kajiado county | of the maternal health projects. in MNH
programs
Mohamm | Stakeholder Stakeholder engagement in project | Did not | This study
ed, et al. | engagement in | and program M&E was high among | focus on the | assessed the
(2018) M&E of district | municipal & district levels, but low | influence of | effect of PM&E
assembly at zonal & community levels. This | PM&E approaches at the
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projects and | had a detrimental influence on | approaches | initiation, design
programs in | openness, accountability, and the | on decision | & planning, and
Ghana. long-term viability of initiatives and | making. Implementation
programs. phases on
decision making
in MNH
programs
Jamaal Effects of | The PM&E process engages | Did not | This study
(2018) PM&E on | stakeholders  in  collaborative | focusonthe | assessed the
project planning and progress analysis, | influence of | effect of PM&E
performance at | which results in successful project | PM&E approaches at the
KEMFRI. completion; financial capital is | approaches | initiation, design
frequently tied to project viability. | on decision | & planning, and
PM&E delivers financial | making. Implementation
mobilization methods by phases on
communities that lead to project decision making
success, and overall quality in MNH
management projects necessitate programs
rigorous pre-planning that leads to
project performance success and
impact change in its everyday
practice.
Kananura | PM&E The PM&E methodologies were | The study | The study was
et al. | approaches that | effective at the design stage for | was not | carried out in
(2017) influence detecting major local challenges and | conducted | Mombasa County
decision- potential local solutions, as well as | in with the aim of
making: lessons | shaping the undertakings that were | Mombasa | identifying
from a maternal | later executed. At the | County possible PM&E
and newborn | implementation phase, the PM&E measures that
study in Eastern | methodologies provided facts that would be put in
Uganda formed the basis for decision- place at the

making and assisted in the
identification of evolving issues, for
instance, poor execution by certain
village health teams, constraints at
the health facility such as inadequate
utilization of standard guidelines,
limited pits at certain facilities for
placenta disposal, deficient gasoline
for the ambulance, and lack of
proper care of infants with low birth
weight infants. When this facts were
shared with critical stakeholders, it
drove them to undertake essential
action.

initiation, design
and
implementation
phases of MNH
programs in order
to improve
decision making
and thus enhance
the delivery of
quality MNH
services.
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monitoring and evaluation were
lacking.

Otieno et | Effect of | In general, PM&E enhanced the | The study | The current study
al. (2016) | participatory LASDAP  process, particularly | was not | was conducted in
M&E on the | stakeholder relationships and project | conducted | public health
LASDAP output quality. PM&E also | in  health | facilities and
project improved good governance by | sector. community units
implementation | increasing accountability, in Mombasa
in Bondo sub- | responsiveness to people’ demands, County with a
county. and openness. focus on MNH
programs.
Kajaga PM&E and | The study discovered that PM&E | Did not | This study
(2016) service delivery | and participative decision making | focusonthe | assessed the
in Uganda: A | had a substantial impact on service | influence of | effect of PM&E
case of USAID- | delivery at the USAID-SAFE | PM&E approaches at the
SAFE program | program in Gulu. approaches | initiation, design
in Gulu district on decision | & planning, and
making. Implementation
phases on
decision making
in MNH
programs
Karanja Evaluation  of | Stakeholders were not sufficiently | Did not | This study
(2016) the PM&E | included in the M&E of CDF | focusonthe | assessed the
approach: A | projects, and their engagement in all | influence of | effect of PM&E
case study of | levels of the PM&E process was | PM&E approaches at the
CDF projects in | very low. The documentation of | approaches | initiation, design
Nairobi's actions relating to stakeholder | on decision | & planning, and
Dagoretti South | engagement in project M&E was | making. Implementation
Sub-county. deficient.  Furthermore, project phases on
management committees’ M&E decision making
capability and community in MNH
understanding of CDF project programs

2.4 Participatory Monitoring and Evaluation

Hilhorst and Guijt (2006) observed that PM&E emphasizes tracking and feedback (monitoring),

valuing and performance appraisal (evaluation), and expanding and developing the involvement

of stakeholders (participation). As a developing discipline, PM&E has been progressively

implemented in many settings and hundreds of development programs throughout the world,

gaining diverse roles as individuals and organizations acquire more knowledge on how to
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acclimatize, transform, and experiment with different participatory methods (Onyango, 2018).
The PM&E process is therefore focused on identifying how to evaluate progress, agreeing on
expected outcomes and milestones, acquiring appropriate data, performing collaborative
analysis, and deciding on actions (Hilhorst & Guijt, 2006). As a result, the primary phases in
putting PM&E into reality are: creating a PM&E process; data collection and analysis; and

documenting, reporting, and information sharing.

2.4.1 Planning for a Participatory Monitoring and Evaluation Process

Since it necessitates a protracted process of negotiation, debate, and joint decision making
among multiple stakeholders, the planning stage is often regarded as the most fundamental to
the success and efficacy of the PM&E process. At this point, several stakeholder groups gather

to express their problems, needs, and expectations (Luutu, 2016).

At the outset, it is necessary to identify and choose the stakeholder groups that will be
participating in the PM&E process planning. These are those who have an impact on or are
impacted by a development program and have fundamental rights as citizens to voice their
views on public problems. It is critical to construct structures that enable engagement with
interested parties and the creation of a diverse variety of participatory procedures (Mohammed
et al.,, 2018). An analysis of stakeholders is performed to discover their interests and
responsibilities in the development process. There is significant benefit in including
stakeholders in order to increase ownership of the development endeavor. Mulwa (2008) states
that while determining who should participate, questions to ask include how participants will
be identified and selected, their backgrounds and interests, and who should and wants to be a
part of the process. Changes in stakeholders' behaviors, attitudes, knowledge, and skills that are

required in the PM&E process will also be taken into account.
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At this point, defining the PM&E project's objectives is crucial. This approach should include
extensive talks amongst stakeholders about the various parties' requirements and aims (Luutu,
2016). To identify the objectives of PM&E, one must first understand who the participants in
the process are, as well as who the end-users will be, why the project is being carried out, and
how the outcomes and process will be used. Community members, project (local) personnel,
donors, development agencies, research, national level policymakers (GOs and NGOs), and
even indirect beneficiaries in a community or the broader public are all examples of end-users.
What is to be monitored and evaluated, as well as how the process is to be used, will be
determined primarily by who need PM&E findings and information, as well as who is engaged

in creating the process (Onyango, 2018).

After agreeing on PM&E objectives, indicators may be created. In general, indicators are
distinct from objectives in that indicators are considered to be relatively concrete and particular,
but objectives may represent the project's or initiative's larger overall viewpoints, representing
its values, ambitions, and long-term aims (Bell & Aggleton, 2016). The choice of indicators
will ultimately be determined by what is being assessed, who the end users are, and how the
information will be used. Many people believe that a consultation process among many
stakeholders to define objectives and indicators is vital to properly carrying out and maintaining

PM&E (Glandon et al., 2017).

2.4.2 Collection and Analysis of Participatory Monitoring and Evaluation Data

Following the identification of information needs and objectives, the next important phase in
the PM&E process is selecting how to collect and gather information. A wide range of methods
and approaches can be employed to collect data. The selection of tools will be heavily
influenced by the environment and project-specific requirements. Several critical issues must

be addressed at this point, including where the information will be collected, which
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technologies should be utilized, and who will acquire the information and when (Bell &

Aggleton, 2016).

According to Glandon et al. (2017), actively incorporating stakeholders in data collecting helps
foster ownership of the development project while also producing more credible monitoring
outcomes. Stakeholders can utilize a variety of participatory approaches, including visual
(observation), interviews, group instruments and exercises, such as mapping, ranking,
community scorecards, and PRA tools and methods, such as Community animators (Mulwa,

2008).

Following data collection, the subsequent step of PM&E comprises processing or analyzing
gathered data, while ideally, analysis should occur throughout the PM&E cycle (Bell &
Aggleton, 2016). Defining the scope of data analysis, particularly what is to be studied, how,
and by whom, is an important part of creating PM&E. (Rossman, 2015). The methods or
procedures used to collect data, as well as the information requested by participants, will

determine how data is analyzed (Glandon et al., 2017).

While analysis of data is usually considered as a task that is mechanical and driven by experts,
PM&E should be regarded as a chance to actively engage different categories of project
stakeholders in the critical appraisal of achievements and limitations, as well as the drawing of
inferences and lessons learned (Onyango, 2018). The goal of PM&E is to incorporate all
consumers and stakeholders — as well as beneficiaries — in analyzing data at all levels. At this
level of PM&E, stakeholders take part in serious consideration and thought regarding the
challenges and limits, as well as the accomplishments and consequences of their efforts and
activities. Some of the topics covered in information analysis, according to Scott- Glandon et

al. (2017), are; analysis of the significance of program objectives in relation to the needs of
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stakeholders; reviewing the influence of the activities carried out; and assessing the

methodology through which the program was conducted and how decisions were arrived at.

2.4.3 Dissemination of Participatory Monitoring and Evaluation Results

In contrast to conventional M&E, the final step of PM&E comprises documenting, reporting,
and sharing of findings created by the PM&E process, as well as relating them to action.
Participatory M&E is fundamentally about information exchange amongst program recipients,
program executors, donors, and, in certain instances, external evaluation experts (Rossman,

2015).

Records of acquired data are presumably retained from the beginning of the project in order to
give a 'holistic' picture during the course of the endeavor. Regardless of how participatory the
M&E process has been in the preceding processes, not all stakeholders can be included in M&E
data gathering and analysis. The outcomes of M&E operations are shared with other
stakeholders in this stage, and appropriate actions are deliberated based on the outcomes

(Onyango, 2018).

At this point, numerous critical concerns must be addressed, particularly those concerning the
ownership and use of information and discoveries. According to Glandon et al. (2017), clear
guidelines should be developed for how information will be utilized and communicated,
particularly when a number of parties with varying demands and interests are involved. Most
information, for example, is distributed in written form or in a more formal style, which may
not be suited for reaching local audiences. As a result, a strong focus is made on conveying
PM&E outcomes and conclusions in a variety of methods that react to end-user demands. Forms
of communication may include more casual reporting forms, such as speaking the local

language or employing more graphic tactics (Mulwa, 2008).
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2.5 Participatory Monitoring and Evaluation and Decision Making in Maternal and
Newborn Health

Participatory M&E involves main stakeholders in decision making by allowing them to drive
the M&E process, improve their abilities, and, when necessary, support them in making their
own decisions on problems that impact them (Kananura et al., 2017). This might have a variety
of advantages. It, for example, contributes to the future development of local capabilities and
improves people's capacity to monitor and control their own growth. This, in turn, promotes
their ownership of initiatives and programs. Furthermore, it aids in ensuring that any advantages
accrued once a project or program is completed, are retained within the community of interest.
The health-care system has grown increasingly conscious of the significance of including
communities and users in the administration of health-care institutions and the evaluation of
service delivery. One option is the formation of 'health facility management committees, which
are charged with garnering local support, mobilizing funding for operating expenditures and
upkeep, and establishing relationships with communities and end-users (WHO, OECD & World

Bank, 2018; Waweru et al., 2013).

In Kenya, for example, level 2 and 3 public health institutions are supervised by Facility
Management Committees. Each public primary health care facility has a health facility
management committee comprised of nine (9) elected members. These committees'
membership includes the facility in-charge (who serves as the committee’s secretary and is ex-
officio), an area Member of County Assembly, a ward administrator, a religious leader, a youth
representative, a community representative, a business representative, a women representative,
and a disability representative. The committee meets regularly and is in charge of mobilizing
resources, approving facility budgets and procurement strategies, and ensuring that community
requirements are addressed. Furthermore, these committees must actively monitor and evaluate

the effectiveness, efficiency, and equality of service delivery.
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Participatory M&E ensures that resources are distributed in accordance with the requirements
of individuals or populations. Need-based resource allocation is the practice of allocating
resources to people or communities based on their access to health-care services. Equitable
allocation of resources is regarded as being among the primary challenges of any system of
health in any region of the world, and it is also recognized as a critical component of decision-
making in this respect (Ransom & Olsson, 2017). As a moral problem, it plays essential roles
in establishing fairness in health care services and in the health repercussions of those
treatments. When health care resources are divided fairly across competing customers (e.g.,
regions) based on their health-care demands, resources are allocated fairly (Daniels, 2016). As
a result, need-based allocation of resources is among the techniques that have been examined
for fair resource allocation in most publicly supported health care systems in recent decades
(Ransom & Olsson, 2017). Using this strategy, it is possible to ensure that the government's
public resources are dispersed fairly to various areas in accordance with the health system's

aims.

Participatory M&E results in context-specific health treatments. A contextualized intervention
is one that has been customized to the local context by gathering data from targeted recipients
and using this data to tailor the intervention to the unique requirements of the population
(Daniels, 2016). Beneficiaries of interventions are frequently in the greatest position to raise
pertinent questions, recognize changes in their local communities and surroundings, and
understand how initiatives or programs are affecting them (Kananura, 2017). They are also the
finest people to know if and how initiatives or programs may be enhanced. Involving them in
PM&E allows for a more accurate view of the situation on the ground. Because PM&E is
generally continuous, timely, dependable, and appropriate information may be fed back into
decision-making, allowing a project or program to quickly adjust and improve (Glandon et al.,

2017). Participatory M&E may also improve the targeting of development interventions by

25



making sure that activities are grounded on home-grown knowledge and awareness of

problems, and so are applicable to local needs (Kananura et al., 2017).

Participatory M&E can be utilized to influence policy development choices. Findings-informed
health policymaking is a policymaking strategy that seeks to ensure that policy decisions are
influenced by the greatest available research evidence (Lubita et al., 2017). How this is done
will vary depending on the sort of choice being made and the situation. Nonetheless, evidence-
informed policymaking is distinguished by systematic and interactive access to and evaluation
of evidence as an input into the policymaking process. This does not mean that the
policymaking process as a whole will be methodical and transparent. However, methodical
techniques are utilized within the entire policymaking process to guarantee that relevant
information is located, assessed, and used effectively (Glandon et al., 2017). These processes
are open to the public, allowing people to assess what research evidence has been utilized to
drive policy choices, as well as the judgments made about the evidence and its consequences.
Policymakers must have access to credible evidence in order to make well-informed choices
regarding topics such as how to offer universal and equitable access to healthcare. Evidence is
required to establish what services and programs will be offered or covered, how those services
will be delivered, financing arrangements, governance arrangements, and how change will be

implemented (Onyango, 2018).

To aid in the making of sound decisions, Bujar et al. (2016) and Donelan et al. (2015) created
ten Quality Decision-Making Practices (QDMPs). These were developed based on the
outcomes of semi-structured interviews with 29 key opinion leaders from regulatory agencies
and pharmaceutical businesses in order to examine and identify the critical aspects influencing
quality decision making (Donelan et al., 2015), and were thought to be pertinent to those two

stakeholders (Bujar et al., 2016). Structure and Approach, Evaluation, Impact, and
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Transparency and Communication are the four areas in which the ten QDMPs are arranged

(Bujar et al., 2016).

A: Structure and Approach B: Evaluation
3. Assign values and relative importanceto

decision criteria

4. Evaluate both internal and external
influences/biases

5. Examine alternative solutions

6. Consider uncertainty

7. Re-evaluate as new information becomes
available

1. Have a systematic, structured approach
to aid decision making (consistent,
predictable and timely)

2. Assign clearroles and responsibilities
(decision makers, advisors, information
providers)

Quality Decision-Making Practices

C: Impact D: Transparency and Communication

8. Perform impact analysis of the decision 9. Ensure transparency and provide a
record trail

10. Effectively communicate the basis of
the decision

Figure 2.1: The 10 QDMPs

2.6 Theoretical Framework

2.6.1 Programme Theory

A program theory is a set of explicit and implicit assumptions held by stakeholders about how
change will occur and how an intervention will achieve these causal processes. It describes how
an intervention is assumed to give rise to a series of outcomes that result in the desired or actual
impacts. It might encompass both positive (useful) and negative (harmful) effects (which are
detrimental). It can also highlight other aspects that contribute to the production of affects, such

as context and other initiatives and programs (Funnell & Rodgers, 2011).
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A theoretical framework for monitoring, evaluation, or an integrated M&E framework can be
provided by program theory. A program theory could be a very valuable means of consolidating
existing knowledge regarding a program and identifying points of consensus and differences
about the way the program is thought to function, as well as where evidence lacunas exist. It
could be utilized for a single assessment, arranging group evaluations of a number of projects
sponsored by the same program, or bringing together findings from numerous assessments

(Funnell & Rodgers, 2011).

A PM&E approach based on program theory would determine how an intervention is thought
to operate and what intermediate outcomes must be met for the intervention to be effective.
This enables PM&E stakeholders to discern between implementation failure (not done
correctly) and theoretical failure (done right but still did not work). It is hard to tell if the PM&E
stakeholders have assessed the correct components of implementation quality and quantity

without program theory (Funnell & Rodgers, 2011).

2.6.2 Empowerment Evaluation Theory

Empowerment evaluation is an assessment approach that aims to increase the likelihood of
program goals being met by (1) providing assessment tools to program stakeholders for
assessing program planning, execution, and self-evaluation, and (2) ensuring that evaluation is
incorporated into program/organization planning and management (Fetterman, 1994). It is a
process that involves stakeholders and strives to give communities with the tools and
information they need to monitor and analyze their own performance and accomplish their
goals. It focuses on real-world problem solving as well as programming enhancements and
consequences. Empowerment evaluation focuses on fostering self-determination and
sustainability, and it is especially well suited to assessing big community-based or place-based

projects (Fetterman, 2015).
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2.6.3 Theory-Driven Evaluation Theory

Theory-driven evaluation is a contextual or comprehensive examination of a program based on
program theory's conceptual framework. It was created in response to policy and program
assessment techniques that were either confined to before-and-after and input-output designs or
focused solely on methodological difficulties (method-driven evaluation). The goal of theory-
driven assessment is to examine not only the efficacy of an intervention (whether it works or
not), but also its causal mechanisms (how and why it works), while keeping the intervention's
context in mind. The data is critical for parties looking to enhance current or future initiatives

(Chen, 2012).

The program theory is the essential component of this method. A program theory can be
described for any intervention. This hypothesis describes how the intervention's planners
anticipate it will achieve its goal. The program theory is a hypothesis that may be evaluated and
developed further (Chen, 1990). Program theory, as a foundation for building theory-driven
assessment, is a systematic organization of stakeholders' explicit and tacit prescriptive and
descriptive assumptions that drive programs (Chen, 2005). Descriptive assumptions, often
known as change models, address what causal processes are expected to occur in order to
achieve program objectives. Prescriptive assumptions, often known as action models, address
what activities must be conducted in a program in order to create anticipated results. The action
model and change model are used in theory-driven assessment to address contextual elements
as well as planning and implementation concerns that are critical to program effectiveness

(Chen, 2012).
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2.7 Conceptual Framework

The study conceptualized that utilization of PM&E approaches in MNH programs initiation,
design and planning, and implementation phases, would lead to improved decision making
among stakeholders in MNH programs. The PM&E approaches considered at the MNH
programs initiation phase included participatory needs assessment; participatory baseline
assessment; and participatory analysis of objectives. The PM&E approaches considered at the
MNH programs design and planning phase included participatory feasibility analysis;
participatory SWOT analysis; and participatory risk assessment. The PM&E approaches
considered at the MNH programs implementation phase included supportive supervision;
participatory performance reviews; and participatory desk reviews. Finally, the quality of
decision making in MNH programs was assessed using modified Quality Decision Orientation
Scheme (QoDoS), which is a standardized tool for measuring the quality of decision making
(Donelan et al., 2016; Bujar et al., 2017). The modified QoDoS was used to assess quality of
decision making at both the organizational level and individual level using four indicators. Two
of the indicators, decision-making approach and decision-making culture, measured quality of
decision making at the organizational level, while decision-making competence and decision-
making style measured quality of decision making at the individual level. The modified QoDoS
is an effective tool of assessing Quality Decision Making Practices (QDMPs) because it

assesses the practices of both individuals and organizations.

Table 2.2 shows how the variables were operationalized.

30



Table 2.2: Operationalization of Variables

. . Scale of
Variable Type Indicators Measurement
Utilization of Independent = Participatory needs assessment. 5-point Likert
PM&E approaches = Participatory baseline assessment. scale
at the MNH = Participatory analysis of
programs initiation objectives.
phase
Utilization of Independent = Participatory feasibility analysis ~ 5-point Likert
PM&E approaches = Participatory SWOT analysis scale
at  the MNH = Participatory risk assessment
programs  design
and planning phase
Utilization of Independent = Supportive supervision 5-point Likert
PM&E approaches = Participatory performance scale
at  the MNH reviews
programs = Participatory desk reviews
implementation
phase
Quality of decision Dependent = Decision-making approach 5-point Likert

making in MNH

programs

Decision-making culture
Decision-making competence
Decision-making style

scale and

categorical

Nayak and Singh (2015) define a conceptual framework as a illustrative depiction showing the

connection between study variables. In this study the independent variables are, PM&E

approaches in MNH programs initiation phase, PM&E approaches in MNH programs design

and planning phase, and PM&E approaches in MNH programs implementation phase. The

dependent variable is decision making in MNH programs as shown in Figure 2.1.
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INDEPENDENT VARIABLES

Utilization of PM&E approaches at the

MNH programs initiation phase
DEPENDENT VARIABLE

= Participatory needs assessment.

= Participatory baseline assessment.

= Participatory analysis of objectives.

Quality of Decision Making in
MNH Programs

= Decision-making approach

Utilization of PM&E approaches at the
MNH programs design & planning phase

= Participatory feasibility analysis

A 4

= Decision-making culture

= Participatory SWOT analysis . .
patory 4 = Decision-making competence

= Participatory risk assessment . .
patory = Decision-making style

Utilization of PM&E approaches at the

MNH programs implementation phase

= Supportive supervision Intervening Variables

= Government policy guidelines at
the national and county level

= Participatory desk reviews = Socio-political factors

= Participatory performance reviews

Figure 2.2: Conceptual Framework

2.8 Summary of Literature Review

Monitoring, evaluation, and enhancing and entrenching stakeholder engagement are all aspects
of participatory M&E. Planning for a PM&E process; data collection and analysis; and
documenting, reporting, and sharing of PM&E results, as well as necessary action, are the
primary phases in putting PM&E into effect. Previous research has shown that the PM&E
methodologies are beneficial for identifying major local challenges and potential local solutions

at the program initiation phase. The PM&E methodologies are used to inform the actions that
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are later conducted throughout the program design and planning phases. At the program
implementation phase, the PM&E methodologies give factual data that provides the basis for
decision-making and assists in the identification of emergent difficulties. When the factual data

is shared with essential stakeholders, they are encouraged to implement evidence-based

solutions.
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CHAPTER THREE: RESEARCH METHODOLOGY

3.1 Introduction
The processes of the study are explained in this chapter, which includes the research
methodology, research design, population and sampling, data collection, reliability and validity,

and data analysis methodologies.

3.2 Research Approach

A mixed methods research approach was used. Mixed methods research is a research
methodology in which the researcher blends parts of qualitative and quantitative research
methodologies to get a broader and deeper knowledge of phenomena and to corroborate results
(Johnson & Christensen, 2017). That is, the researcher gathers and analyzes both quantitative
and qualitative data in order to answer the study's research questions. The research used a
QUAN + qual mixed method approach to analyze the use of PM&E approaches in MNH
programs in Mombasa County, as well as assess the effect of PM&E approaches on the quality
of decision making. This triangulation of research methodologies looks for convergence,

corroboration, and correlation of results from several approaches.

3.3 Research Design

A descriptive cross-sectional design was used looking at the use of PM&E methodologies and
their impact on decision making in MNH programs in Mombasa County, utilizing information
gathered from key stakeholders at level 2 and 3 health institutions and community health units.
This design was used since it is less time-consuming and hence meets the time constraints of
this investigation. The design also enables a researcher to collect data from a large number of

patients and compare variations across groups (Kothari & Gaurav, 2014).
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3.4 Location of the Study

Mombasa County is an island in Kenya's coastal area that has 65 square kilometers of Indian
Ocean water. It is bounded on the north by Kilifi County, on the south by Kwale County, and
on the east by the Indian Ocean. According to the 2019 population census, the county has a
population of 1,208,333 people, of which 610,257 are male and 598046 are female, and is the
smallest in the country, occupying an area of 229.7 square kilometers and. Changamwe/Jomvu,
Kisauni/Nyali, Likoni, and Mvita are the county's four sub-counties. Because it is an urban city
county, it has a huge population of both local and immigrant groups who come in search of job,
education, and investment possibilities. This means that health infrastructure and services,
especially MNH, will be under increased strain. Improving MNH is one of the most difficult
tasks in the county's health-care delivery. As of 2017, the county's facility-based maternal
mortality rate was 195/100,000 live births, the under-five death rate was 32.3/1,000, and the

infant mortality rate was 57/1,000. (Mombasa County Government, 2018).

Based on the scale and complexity of the services provided, the County's health system is
organized around six levels of care that fall into four tiers of care. The first layer (Level 1) is
structured in community health units of around 100 families or 5,000 community members,
which are managed by CHWS, volunteers who are overseen by community health extension
workers (CHEWSs), who are employed by the Ministry of Health (MOH). The second and third
tiers (Levels 2 and 3) are made up of primary care health facilities with dispensaries and health
centers staffed by nurses and clinical officers. The county referral facilities, which comprise the
previous primary and secondary hospitals, make up the third tier (levels 4 and 5). The fourth
tier (level 6), the national referral institution, provides highly specialized care as well as training
and research assistance. Government-owned/public facilities, faith-based groups, and private

health institutions are among the health facilities in the many levels of care. The community
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health units and public primary health care facilities categorized into levels 2 and 3 were the

subject of this investigation.

3.5 Target Population

The primary target population included 1500 CHWSs in community health units; and 120 nurses,
570 maternity patients (6 months population estimate based on the number of deliveries
between July to December 2021), 36 health facility in-charges and 288 health facility
management committee members in 36 levels 2 and 3 public health facilities (Mombasa
County, 2020). Data collected from this population formed the primary basis for analysis.
Health facility in-charges, nurses and CHWSs were chosen as the primary target population for
this study because they are involved in the daily operations of the health facilities/community
health units and therefore poses first-hand experience and knowledge on PM&E process at the
public health facilities/community health units. They are also the primary producers and
consumers of the PM&E products (they are on both sides of the demand and supply). Maternity
patients were involved because they are the end-users of the services and therefore are an
important stakeholder group in PM&E. Levels 2 and 3 public health facilities are managed
through Facility Management Committees, whose members are drawn from the community and
include area Member of County Assembly, ward administrator, religious leader, youth
representative, community representative, business representative, women representative,
disability representative, and facility in-charge (who is the secretary to the committee and ex-
officio). The committee members are responsible for resource mobilization, approving facility
budget and procurement plans, and ensuring community needs are met. They are therefore

conversant with the PM&E processes in the facilities.

The secondary target population comprised of 7 county and sub-county reproductive health
coordinators drawn from the six sub-counties in Mombasa County (Mombasa County, 2020).

The reproductive health coordinators are involved in the coordination and implementation of
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policies, regulations and obligations relating to MNH service delivery. Therefore, they are well
conversant with the PM&E processes in the county. They were involved in this study as key
informants in providing in-depth information on PM&E approaches utilized in the county

department of health.

Table 3.1: Target Population

Category Population Size
Nurses 120
CHWs 1500
Maternity Patients (6 months estimate) 570
Health Facility Management Committee Members 288
Health Facility In-charges 36
County and Sub-County Reproductive Health Coordinators 7

Total 2521

3.5.1 Inclusion Criteria

i.  Nurses, health facility management committee members, and in-charges in level 2 or 3
public health facilities, and CHWSs in community health units in Mombasa County.
ii.  Patients aged between 15-49 years who sought maternity health services in level 2 and
3 public health facilities in Mombasa County during the period of the study.
iii.  County and sub-county reproductive health coordinators.

iv.  Those who voluntarily granted their consent to be study participants.
3.5.2 Exclusion Criteria

i.  Nurses, CHWs and facility management committee members who had worked in the
study facility/unit, for less than six months prior to the study.

ii.  Nurses from the selected health facilities who were absent from duty during data

collection period.
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iii.  Nurses, CHWs, facility management committee members, maternity patients, and

reproductive health coordinators who did not give consent.

3.6 Sampling Procedures and Techniques

All the county and sub-county reproductive health coordinators were selected for the study as
key informants using purposive sampling technique. Additionally, using purposive sampling
technique, health facility in-charges from all the levels 2 and 3 public health facilities were

included in the sample of the study.

The stratified random sampling approach was used to pick nurses, CHWSs, maternity patients,
and members of the health facility management committee. This sampling approach was used
in the study to guarantee that the four categories are appropriately represented in the study's
sample (Kothari and Gaurav, 2014). As a result, the four groups (nurses, CHWSs, maternity
patients, and members of the health facility management committee) comprised the study's
stratum. The study then used a proportionate allocation approach to distribute the sample size
among the various strata in accordance to their sizes (Sample Size/Population Size) x Sub-

Group Size).

After apportioning the sample size to each stratum, the study adopted systematic random
sampling in order to provide the members in each stratum an equal opportunity to participate
in the study (Kothari & Gaurav, 2014). The population size per stratum was divided by the
corresponding stratum sample size to obtain the sampling interval (nth). For nurses, CHWSs and
health facility management committee members’ strata, the first participant was selected by
randomly picking folded papers containing identity numbers of the stratum members as per a
list that was obtained through the department of health, Mombasa County. Thereafter, every
nth member, as per the list, who met the inclusion criteria was selected. This process was done

separately for each stratum to obtain the required stratum size. For maternity patients, the first

38



patient to seek maternity services in each of the selected health facilities, during the period of
study, constituted the first participants. Thereafter, every nth patient, meeting the selection
criteria, was included in the sample. The numbers of selected maternity patients from the
various facilities were summed up each day and the process was completed once the stratum

sample size was attained.

3.7 Sample Size

All the 7 county and sub-county reproductive health coordinators were included in the study as

key informants.

Yamane’s (1967) formula was used to calculate the sample size comprising of in-charges,

nurses, CHWSs, maternity patients, and health facility management committee members.

N

"= T NGe)?

Where n = Sample size;
N = Population size; and

e = Significance level

Therefore, the calculated sample size for nurses, CHWSs, maternity patients and committee

members was;

~ 2514
"= 11 2514(0.05)2

= 345

To account for a 10% potential withdrawal or non-response rate, the predicted sample size was
increased. The calculated sample size, n, was divided by (1-w), where w was the projected

percentage of withdrawal or non-response.
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Therefore, the adjusted sample size was;

L 345
M T 01

The 36 health facility in-charges from all the level 2 and 3 public health facilities were included
among the 383 study participants. The distribution of the remaining 347 participants among
nurses, CHWSs, maternity patients and health facility management committee members was

determined using proportionate sampling, based on the population in each group.

. . Sample size .
Proportionate sample size = ——————— X Sub — group size
Population size

Table 3.2: Distribution of the Sample

Population ~ Sample

Category Size Size
Nurses 120 17
CHWs 1500 210
Maternity Patients 570 80
Health Facility Management Committee Members (Excluding in- 288 40
charges)

Health Facility In-charges 36 36
Sub-Total 2514 383
County and sub-county reproductive health coordinators 7 7
Total 2521 390

3.8 Construction of Research Instruments

A questionnaire survey using structured-questionnaire (Appendix 2) was conducted to collect
primary data. The questionnaire was used to collect data on the socio-demographic information
and the three independent variables including PM&E approaches at the MNH programs
initiation phase, PM&E approaches at the MNH programs design and planning phase, PM&E
approaches at the MNH programs implementation phase, and quality of decision making. The
contents of the questionnaire on the independent variables were informed by a thorough
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literature review and the expert guidance of the supervisors. The questionnaire was fine-tuned
based on feedback from the pre-test findings and expert input of the supervisors. Additionally,
the study adopted a modified QoDoS (Donelan et al., 2016; Bujar et al., 2017) to collect data
on quality of decision making in MNH programs. The modified QoDoS assessed four indicators
of quality decision making including decision-making approach, culture, competence and style.
The modified QoDoS is an effective tool of assessing QDMPs because it assesses the practices

of both individuals and organizations.

Key Informant Interviews (KIIs) using interview guides (Appendix 2) were conducted to collect
qualitative data. The interview guides comprised key questions that informed comprehensive,
systematic and in-depth discussions on PM&E and its influence on decision making. This tool
collected information on involvement of stakeholders in PM&E processes, adoption of PM&E
approaches at the design, planning and implementation phases of MNH programs at the county,
impact of PM&E adoption on decision making in MNH programs, and suggestions for
improvement of PM&E process at the facility level and the department of health at the county

level.

3.9 Pre-testing, Validity and Reliability

3.9.1 Pre-testing

Pre-testing of the research instruments and process was conducted in 4 levels 2 and 3 public
health facilities in Kilifi County (10% of the actual study facilities). This assisted in assessing
and testing adequacy of instruments used in the study as well as feasibility of the study itself.
The sample for the pre-test comprised 39 respondents (10% of the actual sample size) as
recommended by Nayak & Singh (2015), including 1 reproductive health coordinator, 4 facility
in-charges, and 34 nurses, CHWs, facility management committee members and maternity
patients. Once the pre-test is done, data were reviewed and analyzed. In case of suggestions and

comments by the respondents, they were looked at and improvement made. Comprehension,
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suitability, and sequencing of the questions were done as well as assessing the time taken to

complete each gquestionnaire, and appropriate adjustments were made and the tools refined.

3.9.2 Validity

The capacity of study findings to properly represent what the research sought to assess so that
inferences may be drawn to the full population is referred to as validity (Kothari & Gaurav,
2014). To guarantee that the findings of a measure accurately mirror those of the desired
variable, data collecting instruments were enhanced for precision, clarity, and inclusivity.
Validity was verified by verifying that the questionnaires adequately covered the issues under
research and that the instruments contained a representative sample that could be extrapolated
to the rest of the population. Criterion validity was assessed by ensuring that the information
requested by the criterion is gathered. The face validity of the surveys was checked to ensure
that they measure the characteristic of interest. The formulation of questions that were not
scored in the YES or NO direction, as well as the usage of questions that did not generate
defensiveness, also boosted validity.

3.9.3 Reliability

An instrument’s ability to regularly generate identical outcomes is referred to as its reliability
(Kothari and Gaurav, 2014). Cronbach's alpha (1951) was used in the study to assess the internal
consistency of a group of survey variables in the questionnaire that are thought to share similar
qualities and are so connected with one another. A rating of 0.70 and above was used to indicate

high dependability.

After thorough line-by-line transcript coding of the pretest findings, the KlIs' reliability were
tested using an inter-coder reliability test. Transcripts from the KlIs were coded using separate
coding frames. For each of the Klls, two coding frames were constructed separately, one by the

researcher and the other by a competent research assistant. To determine inter-coder reliability,
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the researcher counted all of the codes from each pair of transcripts evaluated by the two coders
using the coding frames. The total number of similar codes assigned to transcript content
(agreed coding) was calculated from the total number of codes assigned to transcripts. The
percentage of agreement was then calculated, with the numerator being the number of agreed-
upon codes and the denominator being the total number of codes allocated. For this

investigation, inter-coder reliability scores of 80% or higher were considered adequate.

3.10 Data Collection Methods and Procedures

To collect data for this project, a questionnaire survey and Klls were undertaken. Using a
standardized questionnaire, the study conducted a questionnaire survey with 383 nurses,
CHWs, maternity patients, health facility in-charges, and health facility management committee
members. Before data collection began, the questionnaires were accompanied by an informed
consent form that was willingly completed by the respondent and the investigator. The study
questionnaire was self-administered on a single day per health facility using a drop and pick

approach.

Key Informant Interviews were carried out among 7 county and sub-county reproductive health
coordinators. Because qualitative research is flexible, the researcher adjusted the KII guides
based on information gathered during data collection. The Klls were carried out by the
respective researcher with the assistance of an assistant. The Klls were done on the same day
as the questionnaire survey at the appropriate facilities. Participants in KlIs were encouraged to
participate in open-ended conversations. All KII sessions were recorded using a digital voice
recorder and verbatim transcribed by the researcher. Each K11 session lasted roughly 60 minutes

on average.
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3.11 Data Analysis Techniques and Procedures

Prior to analysis, quantitative data from the questionnaire survey and QoDoS tool were
examined for errors, missing data, outliers, and duplicates. IBM SPSS Statistics for Windows,
Version 25, was used to clean, code, and process the data. To summarize data on participants'
demographic information and specific variables, descriptive analyses were performed,
including frequencies, proportions, means, standard deviations, and coefficients of variation.
To detect relationships between variables, inferential analyses were performed using the Phi
correlation coefficient and binary regression analysis (at a significance level of 0.05). For
purposes of logistic regression, the likert scale for both the independent variables and the
dependent variable were aggregated into two categories. Utilization of PM&E approaches at
the initiation, design & planning, and implementation phases was categorized into two, that is
rarely which signified that the extent of use was minimal, and often which signified that the
extent of use was great. Similarly, quality decision making was categorized into two, that is
rarely which signified that the extent of quality decision making practices was minimal, and
often which signified that the extent of quality decision making practices was great. The last
response category was set as the reference group. The data were utilized to derive inferences
about the impact of PM&E approaches during the initiation, design and planning, and
implementation phases on decision making in Mombasa County MNH programs. Tables and

figures were used to show the information gathered.

Content analysis was used to assess qualitative data from KllIs. This entailed identifying,
labeling, and categorizing main patterns in data, as well as establishing significant linkages. In
general, content analysis is used to characterize a phenomenon, in this instance, the application
of PM&E methodologies and their impact on decision making in MNH programs in Mombasa

County. It helps a researcher to immerse herself in the data, allowing fresh ideas to arise.
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3.12 Ethical Considerations

All relevant research clearances were sought from all parties. These included ethical approval
from Mount Kenya University's IERC, the NACOSTI, and the Department of Health Services
in Mombasa, as well as Medical Superintendents at the health facility and Community Health
Extension Workers (CHEWS) at the community health unit levels. These approvals were sought

through official requests to local authorities, with approval letters awaiting a response.

Each participant's voluntary involvement in the study was requested through informed consent.
Prior to data collection, all participants were given a clear and informative participant informed
consent form (appendix 1), and any issues or clarifications raised by the participants were
addressed by the researcher. When respondents willingly agreed to participate in the study, they
were requested to sign the consent form. Data collection began only when participants had
signed the consent form indicating that they fully understood and accepted the parameters of
the study. The consent of maternity patients who were below 18 years was sought form the
guardian accompanying the patient. Participants were also notified of their ability to withdraw

from the research at any time without penalty.

The study's design did not expose participants to any physical, psychological, or socioeconomic
dangers. Participants were also informed to ignore any question that caused them distress.
Respondents also had the option to pull out at any time if they did not feel comfortable
continuing. Furthermore, the volunteers did not get any direct benefits (either monetary or in
kind) as a result of their involvement in the study. However, respondents were enlightened
about the study's advantages in boosting PM&E and, as a result, decision making in MNH

programs throughout the county.

Throughout the study, confidentiality and anonymity were maintained. Participants were

guaranteed that their names, as well as the facilities, would be kept private in order to safeguard
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their identities. Participant logs, which served as the only link between participant names and
code numbers, as well as all questionnaires and KII transcripts, were stored in a closed filing
cabinet. These files were accessible only to the researcher and the research assistant. The code
books that linked the names of the participants to the questionnaire codes, as well as the KlI
audio recordings, were destroyed once they had been translated and reviewed for correctness.
The researcher and the research assistant did not photocopy or remove papers from designated

facilities.

The study's findings are submitted to MKU for award of a master's degree in public health and
published in a renowned health publication. The findings are also presented to the Mombasa
County Department of Health in order to elicit suitable steps for boosting PM&E and decision
making in MNH programs in the county. All of the materials reviewed in the study have been

properly recognized using APA format citations and references.
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CHAPTER FOUR: RESULTS AND DISCUSSIONS
4.1 Introduction

This chapter provides the findings and interpretations on the use of PM&E methodologies and
their effect on decision making in Mombasa County MNH programs. The IBM SPSS for
Windows, version 25, was used to evaluate the obtained data. The results are presented in tables,

which are then interpreted. The findings are grouped in accordance with the study's objectives.

4.1.1 Response Rate

The researcher distributed 383 questionnaires to the study respondents out of which 361
questionnaires were returned. After processing the questionnaires, 12 questionnaires were
omitted from the analysis because they were incompletely filled. Therefore, 349 questionnaires,
representing a response rate of 91%, were used in data analysis. Mugenda and Mugenda (2008),
notes that an acceptable response rate should be above 50%. The questionnaire response rate is

summarized in Table 4.1. In addition, 6 out of 7 KllIs were conducted.

Table 4.1: Questionnaire Response Rate

Issued Questionnaires 383
Returned questionnaires 361
Analyzed questionnaires 349
Response Rate 91%

4.1.2 Reliability of Results

Primary data was collected using questionnaires consisting of 5-point Likert scale data sets
which were used to measure respondents’ opinion towards the underlying constructs in the
study. PM&E at the initiation phase was assessed using 3 Likert-type items which yielded a
Cronbach’s alpha of 0.706; PM&E at the design and planning phase was assessed using 3
Likert-type items which yielded a Cronbach’s alpha of 0.755; PM&E at the implementation

phase was assessed using 3 Likert-type items which yielded a Cronbach’s alpha of 0.793; while

47



quality of decision making was assessed using 44 Likert-type items which yielded a Cronbach’s
alpha of 0.759. All the Cronbach’s alpha test scores were >0.7 indicating that the Likert scales
were reliable in representing the underlying constructs in the study. Table 4.2 presents the

reliability statistics.

Table 4.2: Reliability Tests

Variable Cronbach's Alpha No. of Items
PM&E at the Initiation Phase .706 3
PM&E at the design and planning phase .755 3
PM&E at the implementation phase 793 3
Quality of Decision Making .759 44

4.2 Descriptive Results

To rate stakeholders’ opinions, descriptive statistics such as mean, standard deviation, and
coefficient of variation were generated. The width/range of every point in the likert scale was
0.8 [(5-1) + 4]. Therefore, the 5 points in the likert scale were defined by mean ranges including
1t01.8,1.81t02.6,2.611t03.4,3.411t04.2, and 4.21 to 5. Coefficients of variation (C.V) were
also computed to determine the degree to which individual responses varied from the mean,
with C.V>30% considered high. Thus, C.V < 30% implied that the mean represented the

collective opinion of the respondents.

4.2.1 Socio-Demographic Information

The researcher gathered some socio-demographic data on the survey respondents in order to
understand their composition, qualifications and experience in MNH programs and PM&E. The
information collected included the respondents’ gender, age, facility level, occupation, duration

of service, training on M&E, and form of training. The results indicated that 210 (60%) were
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between 26-35 years, 275 (79%) of the respondents were female, while 182 (52%) were CHVs

from level 1 health units. Table 4.3 presents the demographic results.

Table 4.3: Socio-Demographic Information

Characteristic N F %
What is your gender? Male 349 74 21.2
Female 275 78.8
How old are you? 15-25 40 115
26-35 210 60.2
36-45 349 91 26.1
46-55 8 2.3
Which level of the health system Level 1 182 52.1
do you belong to? Level 2 349 114 32.7
Level 3 53 15.2
What is your occupation in the In-Charges 36 10.3
health facility or community health MCM 36 10.3
unit? Nurses 349 17 4.9
CHVs 182 52.1
Maternity Patients 78 22.3
For how long have you been an in- Less than 1 year 40 14.8
charge, nurse, management 1-5 years 178 65.7
committee member, ora CHW in  6-10 years 271 46 17.0
this health facility/community More than 10 years 7 2.6
unit?
As a maternity patient, how long  Less than 3 months 33 42.3
have you been seeking MNH 3-6 months 78 26 33.3
services in this facility? More than 6 months 19 24.4

Findings reveal that majority respondents were female which is consistent with the human
resource for health (HRH) records at the department of health in Mombasa County which
indicates that majority of the healthcare personnel and the CHVs (which constituted the
majority of the study’s respondents) are female (Mombasa County, 2020). This is also
supported by the fact that all the maternity patients were female. The result also show that more
than 80% of those polled were between the ages of 26 and 45 years which is consistent with the
working age of majority of the health workers and CHVs (Mombasa County, 2020), and the
maternal age of most maternity patients in Mombasa County (Mombasa County, 2018). The
results further demonstrate that more than half of those polled were CHVs drawn from level 1

health units (community health level) in Mombasa County. This is consistent with the HRH
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records from Mombasa County which shows that among the HRH considered in this study,

CHVs constitute more than half of the HRH population (Mombasa County, 2020).

The results also show that majority of the in-charges, MCM and CHVs had worked in their
respective stations for more than 1 year but less than five years. Majority of the maternity
patients had sought services in the respective health facilities for more than 3 months. This
shows that these categories of respondents, who make up the management, service providers
and beneficiaries in MNH programs, had reliable experience with the utilization, or not, of
PM&E in MNH programs in Mombasa County. This makes the information derived from them

more reliable in answering the research questions.

4.2.2 Training on Participatory Monitoring and Evaluation

The researcher also obtained information on participants’ training on M&E and the form of
training. Results indicated that 274 (79%) of the respondents had acquired M&E training, out
of which 195 (71%) acquired a pre-service training, 75 (27%) through workshops/seminars,
and 4 (2%) though on-job training. Table 4.4 presents the demographic results.

Table 4.4: Training on PM&E

Are you trained on Monitoring and No 349 75 21.5
Evaluation (M&E)? Yes 274 78.5
If you are trained on M&E, where  Pre-Service Training 195 71.2
did you acquire the training? On-Job Training 274 4 15

Workshops/Seminars 75 27.4

The results further indicate that the respondents, who are important stakeholders in MNH
programs, were trained on PM&E, with majority obtaining their training during their formal
education. This implies that these stakeholders have the knowledge and skills to be able to be
involved as active participants in MNH programs. However, it is also worth to note that
continuous education through on-job training and workshops/seminars on PM&E is essential

in ensuring that PM&E is effectively utilized in the MNH interventions. Kananura et al. (2017)
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identified the need to improve PM&E skills in order to expand the spaces for decision-making
for both key planners and implementers.

4.2.3 Utilization of Participatory Monitoring and Evaluation in Maternal and Newborn
Health Programs

The utilization of PM&E approaches in MNH programs was measured using a set of 4 likert
scale items rated on a 5-point scale of evaluation (1 to 1.8 means strongly disagree, 1.81 to 2.6
means disagree, 2.61 to 3.4 means neutral, 3.41 to 4.2 means agree, while 4.21 to 5 means
strongly agree). Respondents neither agreed nor disagreed that primary stakeholders are
considered as active participants in the initiation, design and implementation of MNH programs
( X =3.30, 6 =0.831, CV = 25%), and that the capacity of primary stakeholders in PM&E (to
collect data, analyze, reflect and take action) is enhanced through training and continuous
mentorship ( X = 2.94, ¢ = .835, CV = 28%). However, the respondents agreed that joint
information reviews and learning among stakeholders is fostered at various levels of PM&E
( X =4.45,6=0.579, CV = 13%), and that stakeholders are encouraged to be accountable and
responsible in taking corrective action(s) based of PM&E information ( X = 4.36, ¢ = 0.740,
CV = 17%). Aggregated results indicate that PM&E approaches were utilized in MNH
programs in Mombasa County ( X = 4.06, ¢ = 0.636, CV = 16%). The aggregated CV<30
shows that the mean aggregates represented the respondents’ collective opinions. Findings are

shown in Table 4.5.
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Table 4.5: Utilization of PM&E in MNH Programs in Mombasa County

Utilization of PM&E Approaches N Min Max Mean Std. CV
Dev. (%)
Primary stakeholders are considered as active participants in the 349 1 5 330 .831 252

initiation, design and design, and implementation of MNH programs

The capacity of primary stakeholders in PM&E (to collect data, 349 1 4 294 835 284
analyze, reflect and take action) is enhanced through training and

continuous mentorship.

Joint information reviews and learning among stakeholders is 349 2 5 445 579 13.0
fostered at various levels of PM&E

Stakeholders are encouraged to be accountable and responsible in 349 2 5 436 .740 17.0
taking corrective action(s) based of PM&E information.

Utilization of PM&E approaches 349 1 5 406 .636 16.0

Findings from the Klls also indicated that PM&E was utilized in MNH programs in Mombasa

County. This is shown by the responses from the respondents as indicated below;

“I have to emphasize that we have a lot of expertise with M&E techniques in MNH
programs. Various stakeholders are involved from the point of data collection to
the use of data for decision-making...Staff are sufficiently trained since we have

M&E process guides on surveillance rules that are updated on a regular basis...’

KIl'3

Another KII respondent indicated that;

“We have effectively adopted M&E in various MNH programs in assessing the
progress against expected results, to spot bottlenecks in implementation and to

highlight the positive or negative effects of the various interventions. ” KII 5

The results show that PM&E approaches were utilized to some extent in MNH programs
in Mombasa County. Sifunjo (2019), Kananura et al. (2017) and Kajaga (2016) concurred

with the study’s findings revealing that PM&E approaches were utilized in the respective
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programs in Kajiado County, eastern Uganda, and Gulu District. However, the findings
differ from those of Karanja (2016) which showed that stakeholders were not engaged in

all the phases of the CDF project in Dagoretti South Sub-County.

As much as the findings indicate that stakeholders are engaged in information reviews
and decision making, the department of health in Mombasa County needs to recognize
and build the capacity of MNH staff and the beneficiary communities to become active
participants in monitoring and evaluation of the different stages of MNH programs. This
would broaden the concept of accountability to include not just whether the department
and various health institutions are meeting the terms of their financing, but also whether
they are meeting the needs and aspirations of the communities they serve. As Karanja
(2016) posits, the primary goal of PM&E is to provide data to beneficiaries and program
managers in order for them to review if project objectives were met and how the
appropriate authorities used resources to improve project management and make key
choices. Therefore, the utilization of PM&E approaches in MNH programs will ensure
that the various interventions generate value for money and address the underlying needs

of the beneficiaries.

4.2.4 Quality of Decision Making in Maternal Newborn Health Programs

The quality of decision making in MNH programs at both the organizational level and

individual level was assessed using modified QoDoS, based on four indicators. Two of the

indicators, decision-making approach and decision-making culture, measured the quality of

decision making at the organizational level, while decision-making competence and decision-

making style measured the quality of decision making at the individual level. The four

indicators were measured using sets of 5-point likert scales (1 to 1.8 — Not at all; 1.81 to 2.6 —

Sometimes; 2.61 to 3.4 — Frequently; 3.41 to 4.2 — Often; 4.21 to 5 — Always).
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Decision making approach and decision-making culture in MNH programs were measured
using a set of 12 and 8 likert type items respectively. The sets of likert items were aggregated
to measure the frequency with which decision-making practices at the health facilities
constituted effective decision-making approach and decision-making culture respectively.
Results in Table 4.6 show that decision making practices at the health facilities often constituted
effective approach to decision making ( X = 3.89, ¢ = 0.321, CV = 8%). The findings also
indicate that decision making practices at the health facilities sometimes constituted effective
culture to decision making ( X = 2.05, ¢ = 0.485, CV = 24%). Additionally, the scores for
decision making approach and decision-making culture were aggregated to measure the
frequency with which decision-making practices at the organization level constituted quality
decision making. Results indicate that decision making practices at the organization level

frequently constituted quality decision making ( X = 2.05, o = 0.485, CV = 24%).

Decision making competence and decision-making style in MNH programs were measured
using a set of 14 and 10 likert type items respectively. The sets of likert items were aggregated
to measure the frequency with which decision-making practices of individuals at the health
facilities constituted competent decision making and effective style of decision making
respectively. Results in Table 4.6 show that decision making practices of individuals at the
health facilities often constituted competent decision making ( X =3.75, 6 =0.454, CV = 12%).
The findings also indicate that decision making practices of individuals at the health facilities
sometimes constituted effective style to decision making ( X = 1.99, ¢ = 0.273, CV = 14%).
The scores for decision making competence and decision-making style were further aggregated
to measure the frequency with which decision-making practices at the individual level
constituted quality decision making. Results indicate that decision making practices at the
individual level frequently constituted quality decision making ( X = 2.94, ¢ = 0.287, CV =
10%).
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The scores for decision making level at organizational level and individual level were then
aggregated to measure the frequency with which decision-making practices at the health
facilities constituted quality decision making. Results in Table 4.5 indicate that decision making
practices at the health facilities frequently constituted quality decision making ( X = 2.95, ¢ =
0.223, CV = 8%). The individual scores did not vary significantly from the average scores

(C.V<30%) indicating the mean scores were representative of the respondent’s opinion.

Table 4.6: Quality of Decision Making in MNH Programs in Mombasa County

Indicators N Min Max Mean  Std.Dev. C.V (%)

Organization Level

Decision Making Approach 349 3 5 3.89 321 8.3
Decision Making at Culture 349 1 3 2.05 485 23.7
Decision Making at the Organizational Level 349 2 4 3.00 .240 8.0

Individual Level

Decision Making Competence 349 2 4 3.75 454 121
Decision Making Style 349 1 3 1.99 273 13.7
Decision Making at the Individual Level 349 2 4 2.94 .287 9.8
Quality of Decision Making in MNH Programs 349 2 4 2.95 223 7.6

The results on the assessment of the four indicators of decision making in MNH programs
showed that the decision-making practices at both the individual and organizational level in
health facilities in Mombasa County were generally favorable practices. However, there were
a few practices that needed improvement, for instance, providing training to stakeholders in the
science of decision making. Training on decision making is essential in providing and
enhancing the management and leadership skills needed at every stage of MNH programs. It
will encourage good decision making, which is essential for attaining goals and providing the
necessary results. Kananura et al. (2017) identified the need to improve PM&E skills in order

to expand the spaces for decision-making for both key planners and implementers.
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4.2.5 Utilization of Participatory Monitoring and Evaluation Approaches at the

Maternal and Newborn Health Programs’ Initiation Phase

Utilization of PM&E approaches at the initiation phase in MNH programs was measured using
a set of 3 likert type items rated on a 5-point likert scale (1 to 1.8 — Not at all; 1.81 to 2.6 —
Sometimes; 2.61 to 3.4 — Frequently; 3.41 to 4.2 — Often; 4.21 to 5 — Always). The respondents
indicated that at the MNH programs’ initiation phase, participatory analysis of objectives was
often conducted ( X = 3.50, ¢ = 0.628, CV = 18%). However, the respondents’ opinion was
divided (CV>30%) on the frequency with which participatory baseline assessment ( X = 2.96,
o =0.901, CV = 30%) and participatory needs assessment ( X = 2.24, o = 0.931, CV = 42%)
were conducted. The scores for the 3 approaches were further aggregated to measure the
frequency with which PM&E approaches were utilized at the MNH programs’ initiation phase.
Results indicated that PM&E approaches were frequently utilized at the MNH programs’

initiation phase ( X =2.91, o = 0.648, CV = 22%). Results are shown in Table 4.7.

Table 4.7: Utilization of PM&E Approaches at the Initiation Phase in MNH Programs in
Mombasa County

PM&E at the Initiation Phase N Min Max Mean Std.Dev. C.V (%)
Participatory needs assessment 349 1 4 2.24 931 41.6
Participatory baseline assessment 349 1 5 2.96 901 304
Participatory analysis of objectives 349 1 5 3.50 .628 17.9
Utilization of PM&E Approaches at the Initiation Phase 349 1 5 291 0.648 22.3

Findings from the Klls also showed that PM&E approaches were utilized at the initiation
phase of MNH programs in Mombasa County. Below is a response from one of the
respondents;

“...Under the youth friendly sexual and reproductive health initiative in the county,

focus group discussions with the youth are conducted within youth friendly clinics,
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e.g. Mwembe Tayari and Junda, to understand the sexual and reproductive health
needs of the youth population in the county, in order to come up with services that
respond to their needs. The overall aim of the focus group discussions is to
understand the sexual and reproductive health needs of the youth from their own
perspective rather than from the providers’ view point. This approach has helped
in increasing the number of youth seeking sexual and reproductive health services

in the youth friendly clinics...” KIl 6

The findings show that the utilization of PM&E approaches at the initiation phase of MNH
programs in Mombasa County was moderate. This finding is inconsistent with the findings of
Sifunjo (2019) which established that stakeholders in MNH programs in Kajiado county,
Kajiado North constituency were highly involved in needs assessment, project identification,
objective analysis among other participatory approaches at the initiation phase. Mainstreaming
participation in conducting needs assessment, baseline assessment, and analysis of objectives
at the initiation phase of MNH programs will help ensure the long-term viability of maternal
health programmes and that outcomes respond to beneficiaries’ needs and expectations.
According to Sifunjo (2019), participatory approaches at the initiation phase results in the long-
term viability of maternal health programmes and improved success of maternal health

programs.

4.2.6 Utilization of Participatory Monitoring and Evaluation Approaches at the Design

and Planning Phase in Maternal and Newborn Health Programs

Utilization of PM&E approaches at the design and planning phase in MNH programs was
measured using a set of 3 likert type items rated on a 5-point likert scale (1 to 1.8 — Not at all;
1.81 to 2.6 — Sometimes; 2.61 to 3.4 — Frequently; 3.41 to 4.2 — Often; 4.21 to 5 — Always).

The respondents indicated that participatory feasibility analysis ( X = 3.50, ¢ = 0.628, CV =
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18%) and participatory SWOT analysis ( X = 3.88, o = 0.458, CV = 12%) were often
conducted, while participatory risk assessment was frequently conducted ( X = 3.06, ¢ =0.798,
CV = 26%). The scores for the 3 approaches were further aggregated to measure the frequency
with which PM&E approaches were utilized at the MNH programs’ design and planning phase.
Results indicate that PM&E approaches were often utilized at the MNH programs’ planning
and design phase ( X = 3.59, ¢ = 0.598, CV = 17%). The individual scores yielded CVV<30%
showing that the mean aggregates represented respondents’ collective opinions. Results are

shown in Table 4.8.

Table 4.8: Utilization of PM&E Approaches at the Design & Planning Phase in MNH
Programs in Mombasa County

PM&E at the Design & Planning Phase N Min Max Mean Std.Dev. C.V (%)
Participatory feasibility analysis 349 1 5 3.68 .664 18.0
Participatory SWOT analysis 349 2 5 3.88 458 11.8
Participatory risk assessment 349 2 5 3.06 .798 26.1
Utilization of PM&E Approaches at the Design & 349 1 5 3.59 0.598 16.7

Planning Phase

Findings from the Klls also revealed that PM&E approaches were utilized at the design and

planning phase of MNH programs in Mombasa County. The following are responses from some

respondents;
“Yes, we use SWOT analysis in a collaborative and participatory manner in the
development of plans to define the framework of the MNH programs’ main threats
associated with weaknesses and significant opportunities linked to our
strengths...Participants are asked to collaborate with ideas, hints, and creative
proposals to find the best common strategies for valuing and implementing the
MNH programs. ” KlI 4

Another respondent noted;
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“We organize for Workshops where we discuss various plans before they are
implemented...some of the activities that is done during the planning workshops
include feasibility analysis, risk assessment, budget analysis etc....Staff from
different departments are involved...a number of stakeholders, especially members

of the health facility management committees, are involved in the workshops.” Kll

2

The results show that PM&E approaches at the design and planning phase of MNH programs
in Mombasa County were favorably utilized. Kananura et al. (2017) agreed with the study’s
findings establishing that during the design phase of the MNH program in eastern Uganda,
focus group discussions and stakeholder meetings with local members of the communities were
conducted. According to Kananura et al. (2017) PM&E techniques were beneficial at the design
stage for detecting major local challenges and potential home-grown solutions, as well as
shaping the activities that were later executed. Kajaga (2016) also concurred with the findings
establishing that stakeholders in USAID-SAFE program in Gulu District were involved in the
design and planning phase through beneficiaries' participation in planning, defining indicators,
priorities, and targets, establishing objectives, identifying problems, and offering solutions to
obstacles. However, the findings differ with the findings of Karanja (2016) which revealed that
stakeholders were not engaged during the panning phase of CDF projects in Dagoretti South

Sub-County.

4.2.7 Utilization of Participatory Monitoring and Evaluation Approaches at the

Implementation Phase in Maternal and Newborn Health Programs

Utilization of PM&E approaches at the implementation phase in MNH programs was measured
using a set of 3 likert type items rated on a 5-point likert scale (1 to 1.8 — Not at all; 1.81 t0 2.6

— Sometimes; 2.61 to 3.4 — Frequently; 3.41 to 4.2 — Often; 4.21 to 5 — Always). The
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respondents indicated that Supportive supervision ( X = 3.95, ¢ = 0.356, CV = 9%),
Participatory performance reviews ( X = 3.81, o = 0.581, CV = 15%) and Participatory desk
reviews ( X =3.96, 6 =0.373, CV = 9%) were often conducted. The scores for the 3 approaches
were further aggregated to measure the frequency with which PM&E approaches were utilized
at the MNH programs’ implementation phase. Results indicate that PM&E approaches were
often utilized at the MNH programs’ implementation ( X = 3.59, ¢ = 0.598, CV = 17%). The
individual scores yielded CVV<30% showing that the mean aggregates represented respondents’

collective opinions. Results are shown in Table 4.9.

Table 4.9: Utilization of PM&E Approaches at the Implementation Phase in MNH
Programs in Mombasa County

PM&E at the Implementation Phase N Min Max Mean Std.Dev. C.V (%)
Supportive supervision 349 2 5 3.95 .356 9.0
Participatory performance reviews 349 2 5 3.81 .581 15.2
Participatory desk reviews 349 2 5 3.96 373 94
Urt]ilization of PM&E Approaches at the Implementation 349 1 5 3.80 0.503 13.2
Phase

Results from the Klls also revealed that PM&E approaches were utilized at the implementation

phase of MNH programs in Mombasa County. Below are responses from some respondents;
“We make quarterly supporting monitoring visits to the health
institutions....Supportive supervision visits include a variety of tasks, including
observation of all departments, evaluation of registers and reports, training, and
follow-up on concerns noted during the last visit; nevertheless, the majority of the
visit is devoted to data verification.” KIl 1

Another KlI respondent noted that;
“Supportive supervision begins with planning... when we plan, we are increasing

the capacity of the supervisory teams. So, to do this, we collaborate and arrange
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for supporting supervision logistically, in terms of people, checklists, and so on.”

KIlI 6

The results show that PM&E approaches at the implementation phase of MNH programs were
highly utilized. Kananura et al. (2017) concurred with this finding establishing that support
supervision and mentorship visits, quarterly review meetings and midterm surveys were
conducted involving various key stakeholders including the community members, health
workers, and sub-county and district health teams. Kananura et al. (2017) found that a mix of
participatory M&E methodologies and stakeholder input was extremely effective in tracking
progress and spotting emergent implementation problems, which aided in enabling planning
and decision-making throughout the execution phase. Kajaga (2016) also supported the findings
showing that during the implementation phase of USAID-SAFE program in Gulu District,
PM&E approaches were utilized to a great extent. According to Kajaga (2016), the involvement
of stakeholders through the utilization of the PM&E approaches promotes the execution of
effective interventions, and dealing with evolving issues during implementation. However, the
findings differ with the findings of Karanja (2016) which revealed that stakeholders were not

engaged during the implementation phase of CDF projects in Dagoretti South Sub-County.

4.3 Correlation Analysis

In order to assess the relationships between variables, the 5-point Likert scale data sets from
the questionnaire were combined into single composite variables by computing the mean scores
of the Likert-type items for each Likert scale data set. The composite scores would be more
manageable and reliable measures of the underlying study constructs compared to the single
Likert-type items. The composite variables (CV) created by reducing the data include, PM&E
approaches at the initiation phase; PM&E approaches at the design and planning phase; PM&E

approaches at the implementation phase; and quality of decision making.
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Additionally, in order to improve the validity of the model, the 5 category response data sets,

were merged into 2 category response data sets, rarely and often, using the following formula;

Max = Highest Score (HS) =5

Min = Lowest Score (LS) =1

Range=HS-LS =4

No. of Categories = Two =2

Interval = Range + No. of Categories=4+2=2

Rarely (Category 1) = Min through (Min + Interval) = 1.00 — 3.00

Often (Category_2) = (Max - Interval) through Max = 3.01 - 5.00

The composite scores obtained by combining the Likert-type items were then recoded based on
the two category response data sets. Thus, all mean scores falling between 1.00 through 3.00
were recoded to 1 (rarely), while all mean scores falling between 3.01 through 5.00 were

recoded to 2 (often).

The researcher conducted a Phi Coefficient test, at a significance level of 0.05, to determine the
strength of association between variables. The results indicated that PM&E approaches at the
initiation phase (¢ = 0.164, p < 0.05), PM&E approaches at the design and planning phase (¢ =
0.203, p > 0.05), and PM&E approaches at the implementation phase (¢ = 0.199, p < 0.05) had
a weak positive relationship with improvement in data management. This signifies that
increased utilization of PM&E approaches at the initiation, design and planning, and
implementation phases of MNH programs in Mombasa County would be accompanied by
improvement in quality of decision making in MNH programs in Mombasa County. Results are

shown in Table 4.10.
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Table 4.10: Phi Correlation Coefficient

Quality of Decision Making Phi Coefficient
Rarely Often Value N  Sig.

PM&E Approaches at the Rarely 117 136 164 349 .002
Initiation Phase

Often 27 69
PM&E Approaches at the Rarely 26 11 203 349 .000
Design & Planning Phase

Often 118 194
PM&E Approaches at the Rarely 15 3 199 349 .000
Implementation Phase

Often 129 202

4.4 Influence of Utilization of Participatory Monitoring and Evaluation Approaches on
Decision-Making

The degree of influence of PM&E approaches at the initiation, design & planning, and
implementation phases on decision making in MNH programs in Mombasa County was
measured using binary logistic regression analysis at 0.05 significance level. Utilization of
PM&E approaches at the initiation, design & planning, and implementation phases was
categorized into two, that is rarely which signified that the extent of use was minimal, and often
which signified that the extent of use was great. Similarly, quality decision making was
categorized into two, that is rarely which signified that the extent of quality decision making
practices was minimal, and often which signified that the extent of quality decision making
practices was great. The last response category was set as the reference group. Results are

presented in the following sub-sections.

4.4.1 Goodness-of-fit Test

The Hosmer-Lemeshow test was employed at a significance level of 0.05 to see if the predicted
probability differed from the actual probabilities in a way that the binomial distribution did not

predict. The Hosmer-Lemeshow statistic indicates a poor fit if the significance value is less than
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0.05. Table 4.11 shows that the model effectively matches the data. As a result, there is no

distinction between the observed and anticipated models.

Table 4.11: Hosmer and Lemeshow Test

Step Chi-square df Sig.

1 881 2 .644

Table 4.12 further demonstrates that no difference exists between the observed and anticipated

models. Both values are close to one another, indicating that the model adequately fits the data.

Table 4.12: Contingency Table for Hosmer-Lemeshow Test

Quality of Decision Making = No Quality of Decision Making = Total
Improvement Improvement
Observed Expected Observed Expected
Stepl 1 35 34.955 13 13.045 48
2 1 535 0 .465 1
3 82 82.045 123 122.955 205
4 26 26.465 69 68.535 95

4.4.2 Classification of Cases

The study also assessed whether the binomial logistic regression model, correctly predicted
cases from the independent variables. This was done by assessing the effectiveness of the
predicted classification against the actual classification. The results indicate that the model

correctly classified 65.3% of cases. Results are shown in Table 4.13.
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Table 4.13: Classification Table

Observed Predicted
Quality of Decision Making Percentage
Correct

Rarely Often

Step 1 Quality of Decision Rarely 36 108 25.0

Making
Often 13 192 93.7
Overall Percentage 65.3

a. The cut value is .500

4.4.3 Model Summary

In order to understand how much variation in the outcome variable was explained by the model,
the study used Nagelkerke R2. The results indicated that the model explained 20.9% of the
variance in quality of decision making in MNH programs in Mombasa County. Results are
shown in Table 4.14.

Table 4.14: Model Summary

Step -2 Log likelihood Cox & Snell R Square Nagelkerke R Square

1 413.731° 181 .209

a. Estimation terminated at iteration number 4 because parameter estimates changed by less than .001.

The logistic regression results in Table 4.15 show that the odds of a health facility making
quality decisions in MNH programs are 1.728 times higher when PM&E approaches are utilized
at the initiation phase than when PM&E approaches are rarely utilized, with a 95% CI of 1.024
to 2.917. This implies that utilization of PM&E approaches at the initiation phase of MNH
programs was a significant predictor of quality decision making. Therefore, health facilities that
utilize PM&E approaches at the initiation phase of MNH programs have a high likelihood of
making quality decisions. This is supported by the findings of Sifunjo (2019) who examined

the impact of participatory monitoring and evaluation on maternal health programs in Kajiado
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county, Kajiado North constituency. The study found that participatory project identification
resulted in the long-term viability of maternal health programmes. The study also found that
stakeholder engagement in vision, mission, and target setting improved the success of maternal
health programs. The study also discovered that identifying and involving stakeholders has a

beneficial impact on the performance of maternal health programs.

The results also show that the odds of a health facility making quality decisions in MNH
programs are 2.977 times higher when PM&E approaches are utilized at the design and
planning phase than when PM&E approaches are rarely utilized, with a 95% CI of 1.380 to
6.424. This suggests that utilization of PM&E approaches at the design and planning phase of
MNH programs was a significant predictor of quality decision making. Hence, health facilities
that utilize PM&E approaches at the design and planning phase of MNH programs have a high
probability of making quality decisions. Kananura et al. (2017) who investigated how
participatory M&E techniques aided in the identification of critical design and implementation
difficulties, as well as how they affected decision-making among stakeholders in eastern
Uganda, supported the study’s findings. The author established that the PM&E techniques were
beneficial at the design stage for detecting major local challenges and potential home-grown

solutions, as well as shaping the activities that were later executed.

Additionally, the results show that the odds of a health facility making quality decisions in
MNH programs are 5.665 times higher when PM&E approaches are utilized at the
implementation phase than when PM&E approaches are rarely utilized, with a 95% CI of 1.569
to 20.459. This implies that utilization of PM&E approaches at the implementation phase of
MNH programs was a significant predictor of quality decision making. Thus, health facilities
that utilize PM&E approaches at the design and planning phase of MNH programs have a high

chance of making quality decisions. The findings support the findings of Kananura et al. (2017)

66



who established that at the implementation phase, the PM&E approaches provided factual data

that formed the basis for decision-making and assisted in the identification of evolving issues.

Table 4.15: Binary Logistic Regression

Independent Variables B S.E. Wald df Sig. Exp(B) 95% C.I. for
EXP(B)

Lower Upper

PM&E at the Initiation Phase 547 267 4193 1 .041 1728 1.024 2917
PM&E at the Design & Planning Phase 1.091 392 7.730 1 .005 2977 1380 6.424
PM&E at the Implementation Phase 1.734 .655 7.007 1 .008 5.665 1569 20.459
Constant -2.421 716 11422 1 .001 .089

a. Variable(s) entered on step 1: PM&E at the Initiation Phase, PM&E at the Design & Planning Phase, PM&E
at the Implementation Phase.
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CHAPTER FIVE

SUMMARY OF FINDINGS, CONCLUSIONS AND RECOMMENDATIONS

5.1 Introduction
This chapter summarizes the study's findings, conclusions, recommendations, and areas for

future research.

5.2 Summary of Findings

The general objective was to assess the utilization of PM&E approaches and its influence on
decision making in MNH programs in Mombasa County. The study employed descriptive
cross-sectional research and collected data from 349 survey respondents and 7 key informant
interviewees drawn from a target population comprising of 1500 CHWSs, 120 nurses, 570
maternity patients, 36 health facility in-charges and 288 health facility management committee
members in 36 levels 2 and 3 public health facilities and community health units in the six sub-
counties (Mombasa County, 2020). Data were analysed using both descriptive and inferential
statistics. Association between the variables in the study was assessed using the phi correlation
coefficient and binary logistic regression at a significance level of 0.05. Descriptive analysis
findings showed that quality decision making was frequently made in MNH programs in
Mombasa County. Furthermore, the results of the regression analysis revealed that PM&E
approaches at the MNH programs’ initiation, design and planning, and implementation phases
were a significant determinant of quality of decision making in MNH programs in Mombasa

County.

The first specific objective was to assess the influence of utilization of PM&E approaches at
the program initiation phase on the quality of decision making in MNH programs in Mombasa
County. The findings of the descriptive analysis revealed that participatory needs assessment

and participatory baseline assessment were frequently conducted, while participatory analysis
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of objectives was often conducted in MNH programs. Correlation analysis revealed that the
utilization of PM&E approaches at the initiation phase of MNH programs was positively
associated with quality decision making. Additionally, the results of the regression analysis
revealed that quality decision making was more likely to occur when PM&E approaches were
utilized at the initiation phase of MNH programs than when the PM&E approaches were not

utilized.

The second specific objective was to assess the influence of utilization of PM&E approaches at
the program design and planning phase on the quality of decision making in MNH programs in
Mombasa County. The findings of the descriptive analysis revealed that participatory feasibility
analysis and participatory SWOT analysis were often conducted, while participatory risk
assessment was frequently conducted in MNH programs. Correlation analysis revealed that the
utilization of PM&E approaches at the design and planning phase of MNH programs was
positively associated with quality decision making. In addition, the results of the regression
analysis revealed that the likelihood of quality decision making occurring was higher when
PM&E approaches were utilized at the design and planning phase of MNH programs than when

the PM&E approaches were not utilized.

The third specific objective was to evaluate the influence of utilization of PM&E approaches at
the program implementation phase on the quality of decision making in MNH programs in
Mombasa County. The findings of the descriptive analysis revealed that supportive supervision,
participatory performance reviews, and participatory desk reviews were often conducted in
MNH programs. Correlation analysis revealed that the utilization of PM&E approaches at the
implementation phase of MNH programs was positively associated with quality decision
making. Furthermore, the results of the regression analysis revealed that the odds of quality
decision making occurring were higher when PM&E approaches were utilized at the
implementation phase of MNH programs than when the PM&E approaches were not utilized.
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5.3 Conclusions

The study concludes that utilization of PM&E approaches at the initiation phase had a
significant effect on quality of decision making in MNH programs in Mombasa County. Quality
decision making was more likely to occur in MNH programs when PM&E approaches were
utilized at the initiation phase of MNH programs than when the PM&E approaches were not

utilized.

The study also concludes that utilization of PM&E approaches at the design and planning phase
had a significant effect on quality of decision making in MNH programs in Mombasa County.
Quality decision making was more likely to occur in MNH programs when PM&E approaches
were utilized at the design and planning phase of MNH programs than when the PM&E

approaches were not utilized.

The study further concludes that utilization of PM&E approaches at the implementation phase
had a significant effect on quality of decision making in MNH programs in Mombasa County.
Quality decision making was more likely to occur in MNH programs when PM&E approaches
were utilized at the implementation phase of MNH programs than when the PM&E approaches

were not utilized.

5.4 Recommendations

5.4.1 Practice Recommendations

On the basis of the research findings, the department of health in Mombasa County should adopt
PM&E approaches in MNH programs’ initiation, design and planning, and implementation
phases in order to benefit from rational, timely, and relevant information for decision-making,

and thus improve on delivery of MNH services.
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The researcher also recommends that the department of health in Mombasa County should
invest heavily on knowledge acquisition for its managers and staff on how to effectively adopt

and implement different PM&E approaches in MNH programs.

5.4.2 Policy Recommendations

The researcher also recommends that the department of health in Mombasa County should
develop sound policies to support decision-makers, budget planners, health service providers,
and community stakeholders (such as community health workers) to adopt PM&E in MNH
programs in order to facilitate effective management of health systems, resource allocation

based on need, and effective service delivery.

5.5 Suggestions for Further Research
Future studies should use a longitudinal research design to generate findings that support more

valid conclusions about the cause-and-effect relationship between the variables in the study.

According to the findings, utilization of PM&E approaches at the initiation, design and
planning, and implementation phases did not fully explain the variation in quality of decision
making in MNH programs in Mombasa County. As a result, additional research should be
conducted to focus on other factors influencing Quality of decision making in MNH programs

in the county.

A comparable study should be conducted in other counties in order to relate findings and
generate more knowledge on PM&E approaches associated with improved quality decision
making in the health sector and thus assist policy makers, managers, staff, and other
stakeholders in adopting effective strategies to facilitate effective management of health
systems, resource allocation based on need, and taking responsibility for keeping health-care

promises.
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APPENDICES

Appendix 1: Participant’s Consent Form

Dear Participant,

My name is Pauline Adhiambo Oginga. | am a graduate student at Mount Kenya University.
I'm working on a project titled THE INFLUENCE OF PARTICIPATORY MONITORING
AND EVALUATION ON DECISION-MAKING IN MATERNAL AND NEWBORN
HEALTH (MNH) PROGRAMS IN MOMBASA COUNTY. The outcomes of this study will
produce new information in this area and will be used to enhance PM&E processes and decision
making in the department of health in Mombasa County and other Kenyan counties. As a
consequence, counties, communities, and people will benefit from higher PM&E and decision-

making quality.

Procedure to be followed
You will participate in this study by answering the questions on the questionnaire/interview

guide given.

Your participation is entirely voluntary. If you opt not to participate in the study, you will not
be penalized or prosecuted, and your decision will not be used against you or have an impact

on your employment.

You may ask questions about the study at any time. You are free to opt not to answer any
questions or to withdraw from the research at any moment.

Discomfort and Risks

If you are uncomfortable answering some questions, you have the option of rejecting to do so.
You are also free to terminate the interview at any moment. The interview might go on for up

to 60 minutes.
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Benefits

You will be aiding us in enhancing the PM&E procedures in the health sector in Mombasa
County and Kenya in general by participating in this research. As a consequence, healthcare
clients in Mombasa County will benefit from higher levels of healthcare quality. This research
is crucial for the advancement of health-care systems since it will provide new information in

this area, allowing decision-makers to make evidence-based decisions.

Rewards

Anyone who agrees to participate in the study will not be compensated financially.

Confidentiality
The interview will be held in a private area of the hospital or office. The
questionnaires/interview guides will not expose your identify, and the questionnaires/interview

guides will be retained in the researcher's secure custody.

Dissemination

The outcomes of the study will be submitted to MKU for the award of a master's degree in
public health and published in a reputable health magazine. The findings will also be provided
to the Mombasa County Department of Health in order to elicit appropriate measures for

improving PM&E and decision making in the county's MNH initiatives.

Contact Information
If you have any questions regarding the study or your participation in it, please call the
researcher at 0727-624196 or the Chairman of Mount Kenya University's Institutional Ethical

Review Committee (IERC) at P.O. Box 342-01000 or 0720 790 796.
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Participant’s Statement

The aforementioned information about my involvement in the study is self-evident to me. | was
given the chance to ask questions, and my issues were adequately handled. My participation in
this study is completely voluntary. | understand that my records will be kept confidential and
that |1 am free to leave the study at any time. | realize that whether or not I discontinue the
research, | will not be treated unfairly at work, and my decision will have no impact on how |

am treated.

Investigator’s Statement

I, the undersigned, have explained to the volunteer the study methodology, as well as the risks

and advantages involved, in a way that s/he understands.
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Appendix 2: Research Questionnaire

Questionnaire Identification Number.........cccceviiiiiiinnnnnnns

Instructions: Please tick [ V ] the correct answer in the box provided and write the appropriate

answer in some of the questions in the space provided. Your honesty will be highly appreciated.
Section 1: Demographic Information
1. Which level of the health system do you belong to?
Level 3[ ] Level2[ ] Levell[ ]
2. Kindly indicate your occupation in the health facility or community health unit.
Facility In-Charge [ ] Health Facility Management Committee Member [ ]
Nurse [ ] Community Health Worker [ ] Maternity Patient [ ]

3. How old are you?

4. What is your gender?
Male [ ] Female [ ]

5. How long have you been an in-charge, nurse, management committee member, or a CHW

in this health facility/community unit?
Less than 6 months [ ] 6 months-5years [ ]
5-10years [ ] 10 years and above [ ]

6. As a maternity patient, how long have you been seeking MNH services in this facility?
Less than 6 months [ ] More than 6 months [ ]

7. Are you knowledgeable about Monitoring and Evaluation (M&E)?

81



Yes[ ] No[ ]

8. If you are trained on M&E, where did you acquire the training?

Pre-service training [ ] On-job training [ ]

Others specify

Seminars/Workshops [ ]

Section 2: Utilization of PM&E in Maternal and Newborn Health Programs

9. This section seeks to examine the utilization of PM&E approach in maternal and newborn

health (MNH) programs in Mombasa County. Please indicate the frequency with which the

following principles are adhered to in the design and implementation of MNH programs in

Mombasa County using the scale below;

1 - Strongly Disagree 2 — Disagree 3 — Neutral

4 — Agree 5 - Strongly Agree

Activities

Primary stakeholders are considered as active
participants in the initiation, design and design,
and implementation of MNH programs

The capacity of primary stakeholders in PM&E
(to collect data, analyze, reflect and take action)
is enhanced through training and continuous
mentorship.

Joint information reviews and learning among
stakeholders is fostered at various levels of
PM&E

Stakeholders are encouraged to be accountable
and responsible in taking corrective action(s)
based of PM&E information.

Section 3: PM&E Approaches at the Initiation Phase of MNH Programs
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10. This section seeks to examine the level of utilization of selected PM&E approaches at the
initiation phase of MNH programs in Mombasa County. Using a 5-point rating scale, please
indicate the level of frequency with which the following PM&E approaches are conducted
in the initiation of MNH programs. The rating scale is as shown below, whereby 1 is the

lowest score while 5 is the highest score;

1—-Notatall 2-Sometimes 3-Frequently 4 -—Often 5-— Always

Activities 1 2 3 4 5

Participatory needs assessment

Participatory baseline assessment

Participatory analysis of objectives

Section 4: PM&E Approaches at the Design and Planning Phase of MNH Programs

11. This section seeks to examine the level of utilization of selected PM&E approaches at the
design and planning phase of MNH programs in Mombasa County. Using a 5-point rating
scale, please indicate the level of frequency with which the following PM&E approaches
are conducted in the design and planning of MNH programs. The rating scale is as shown

below, whereby 1 is the lowest score while 5 is the highest score;

1—-Notatall 2-Sometimes 3-Frequently 4 —Often 5-— Always

Activities 1 2 3 4 5

Participatory feasibility analysis

Participatory SWOT analysis

Participatory risk assessment

Section 5: PM&E Approaches at the Implementation Phase of MNH Programs
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12. This section seeks to examine the level of utilization of selected PM&E approaches at the
implementation phase of MNH programs in Mombasa County. Using a 5-point rating scale,
please indicate the level of frequency with which the following PM&E approaches are
conducted in the implementation of MNH programs. The rating scale is as shown below,

whereby 1 is the lowest score while 5 is the highest score;

1—-Notatall 2-Sometimes 3-Frequently 4 -—Often 5-— Always

Activities 1 2 3 4 5

Supportive supervision

Participatory performance reviews

Participatory desk reviews

Section 6: Quality of Decision Making in MNH Programs

13. This section seeks to examine the quality of decision making in MNH programs in
Mombasa County. The study has adopted a modified Quality of Decision Making
Orientation Scheme (QoDoS) which is a standardized tool for measuring the quality of
decision making. Using a 5-point rating scale, please indicate the level of frequency with
which the following Quality Decision Making Practices (QDMPs) are practiced in MNH
programs. The rating scale is as shown below, whereby 1 is the lowest score while 5 is the

highest score;

1—-Notatall 2-Sometimes 3-Frequently 4 —Often 5-— Always

Part 1:QDMPs at the Organizational Level

A. Decision Making Approach

The health facility assesses the consequences of
its choices.

The decision-making process at the health
institution is open to the public.
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The health facility makes consistent decisions.

The health facility makes decisions in a
systematic manner.

The expectations of external stakeholders impact
the health facility's decision-making.

In making decisions, the health facility considers
the likelihood of success.

In its decision-making, the health facility
quantifies the likelihood of success.

In making decisions, the health facility is open to
considering better alternatives.

The health facility supports creative decision
making.

In making decisions, the health facility analyzes
uncertainty.

The health facility offers training in the science
of decision making.

As new information becomes available, the
health facility reconsiders its decisions.

B. Decision Making Culture

Slow decision making has resulted in a poor
effect for the health facility.

Because of the health facility's culture, it is
unable to make decisions.

Organizational politics impact decision-making
at the health facility.

The decision-making at the health facility
repeats previous errors.

Individuals' vested interests impact the health
facility's decision-making.

The health facility undervalues difficulties,
which has a negative influence on its own
decisions.

The health facility is still working on
renovations that should be terminated sooner
rather than later.

Competitors impact the health facility's decision-
making.
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Part 2: QDMPs at the Individual Level

C. Decision Making Competence

My decisions are informed by my knowledge.

My decision making is consistent

In my decision-making process, | take into
account uncertainties and unknowns.

In making decisions, | conduct a SWOT
analysis.

As part of my decision-making process, | give
contingencies or feasible possibilities.

My decision-making process is open and
transparent.

| try to comprehend the context of the decision
that is being asked of me.

| try to comprehend the significance of the
judgments | make.

In making decisions, | take a systematic method.

In my decision-making, | qualify the likelihood
of success.

In my decision-making, | quantify the likelihood
of success.

| am educated in the science of decision making.

In making decisions, I rely on intuition.

When it comes to making difficult decisions, my
professional expertise comes in handy.

D. Decision Making Style

Emotions have a role in my decision-making.

I've had "paralysis by analysis™ as a result of my
delayed decision-making.

A decision that was not made had a detrimental
impact on me.

| continue to make the same blunders in my
decision-making as in the past.

Recent or dramatic occurrences have a
significant influence on my decision-making.

My procrastination has had a bad impact.
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By giving weights to my decisions, | might
enhance them.

| overestimate difficulties, which has a negative
influence on my decision-making.

I'm still working on projects that should be
terminated sooner rather than later.

| believe that | could make better quality
decisions.
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Appendix 3: Interview Guide

Interview ldentification Number

Date of Interview: Interviewer:
Sub-County: Note-taker:
Start time: Stop time:

Guiding Questions

1. Can you please tell us about your experience on M&E process in this facility?

Probe:

= |s the process participatory?

= Are various stakeholders involved in M&E? (Name the stakeholders involved).

= What was your role in the previously conducted M&E?

= What was the role of other stakeholders? (Probe as per the stakeholders mentioned
above).

= How were the stakeholders involved in the M&E process?

= What activities were they involved in? (Planning, data collection, data analysis,
dissemination of results).

» What other activities were conducted?

= Were the needs, interests, views and expectations of different stakeholders considered
during the M&E process?

= Inyour opinion does the facility conduct Participatory M&E?

2. What measures has the facility put in place to ensure stakeholders involvement in M&E?

Probe:

= What are the existing measures in place?

= What was the purpose of putting them in place?

=  Who backed the measures?

= Have any evaluations been conducted to determine their effectiveness?
= How efficient are they?

3. What forums/structures exist for stakeholders to be involved in M&E of interventions and

service delivery at the facility?
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Probe:

At the community
Facility — service providers and management level
County/sub-county level — at the department of health

4. Let us now talk about your past experience on the utilization of PM&E approaches during

MNH programs initiation phase.

Probe:

Looking at previous and ongoing MNH programs, what is your opinion about the
utilization of PM&E at the initiation phase of the programs?

What were some of the PM&E approaches used at the initiation phase?

In your opinion was PM&E utilized optimally at the MNH program initiation phase?
What are the various ways in which the process may be enhanced if PM&E was not
used optimally? (Who should be involved, what actions should be undertaken, and
why?)

5. Let us now talk about your past experience on the utilization of PM&E approaches during

MNH programs design and planning phase.

Probe:

Looking at previous and ongoing MNH programs, what is your opinion about the
utilization of PM&E at the design and planning phase of the programs?

What were some of the PM&E approaches used at the design and planning phase?
In your opinion was PM&E utilized optimally at the MNH program design and
planning phase?

What are the various ways in which the process may be enhanced if PM&E was not
used optimally? (Who should be involved, what actions should be undertaken, and
why?)

6. Let us now talk about your past experience on the utilization of PM&E approaches during

MNH programs implementation phase.

Probe:

Looking at previous and ongoing MNH programs, what is your opinion about the
adoption of PM&E during MNH program implementation phase?
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What were some of the PM&E approaches used at the MNH programs implementation
phase?

In your opinion was/is PM&E adopted optimally at the MNH programs
implementation phase?

What are the various ways in which the process may be enhanced if PM&E was not
used optimally? (Who should be involved, what actions should be undertaken, and
why?)

7. What can you say are the key impacts of PM&E adoption on quality of decision making at

Probe:

10.

Probe:

the facility level and at the county level?

What parts of PM&E can help improve MNH service delivery?

What do you believe is the most important change that has occurred at the county/sub-
county since PM&E was implemented?

Is it true that stakeholders are expressing themselves more than ever before?

What variables contributed to the observed results?

What advantages has the community reaped as a consequence of PM&E?

What are the advantages to the facility?

What are the key lessons you have learnt in the course of implementing PM&E?

What are the challenges in adopting PM&E in MNH programs? (Probe for each set of

challenges how they managed it).

How can the department of health in Mombasa County enhance institutionalization of

PM&E?

What structures should be improved or built?
What types of activity may be sustained?
What resources are needed?

11. What elements of PM&E are useful for scale up?
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Probe:

Identify the components. (Ask why they say so for each of the topics outlined.)
What aspects should be changed?

What recommendations do you have for changes?

What would you have done differently, in your opinion? Why?

What suggestions do you have for future PM&E implementation?
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Appendix 4: Map of Mombasa County
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Appendix 5: Distribution of Health Facilities in Mombasa County

Facilities Distibution
® Level 2
) Level 3
* Level 4
Level 5
[ Indian Ocean
[] Subcounties
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Appendix 6: Ethical Approval

University

Date: 17 June 2022

Mount Kenya

REF. MKU/ERC/2236

TO: PAULINE ADHIAMBO OGINGA
REG: MPH/2018/39091

Dear Sir/Madam,

This Is to inform you that Mount Kenya University has reviewed and approved your
above research proposal. Your application approval number is 1309, The
approval period is 17/06/2022 - 16/06/2023.

This approval is subject to compliance with the following requirements:

i. Only approved documents including informed consents, study instruments,
MTA will be used
il. All changes including amendments, deviations and violations are submitted
for review and approval by Mount Kenya University
fi. Death and life-threatening problems and serious adverse events or
unexpected adverse events whether related or unrelated to the study must
be reporied 1o Mount Kenya University within 72 hours of notification
iv. Any changes, anficipated or otherwise that may increase the risks or affect
the safety or welfare of study participants and others or affect the integrity of
the research must be reported to Mount Kenya University within 72 hours
v. Clearance for export of biclogical specimens must be obtained from
relevant institutions
vi. Submission of a request for renewal! of approval at least 40 days prior 1o
expiry of the approvcl period. Attach @ comprehensive progress report to
support the renewal
vii. Submission of an executive summary report within 90 days upon completion
of the study fo Mount Kenya University

Frior to commencing your study, you will be expected to obtain a research
license from National Commission for Science, Technology and Innovation

{NACOSTI) hitps.//research-ponalnacostigo ke and also obtain other clearances
oy The Chairman
Yours sincerely, Mount Kenya University

F'ics Review Commiice

CHQ.// P. . Box 342 - 0100, Thika

Dr. Peter G. Kirira o
Chairman, Mount KerTya University IERC

Main Campus, General Kago Road‘. P.O. Box 342.01000 Thika
Tel: 020-2878 000, Coli: +254 706 153 000

Emad nbaffenbi as ba ek o smbog s ba
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Appendix 7: NACOSTI Research Permit

NATIONAL COMMISSIN FOR
SCIENCE TECHNOLINGY & INNOVATION

Rl Ma: 3274 Diate of Iszoe: 21 August/ 2022

RESEARCH LICENSE

This is te Certify that Ms.. PAULINE ADHIAMBO (qGINGA of Mount Kenya University, has been licensed te conduct research
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