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INTRODUCTION 
 
As part of the mid-term review, between June 21 and July 30, 2010, Peter Sage performed a client 
satisfaction survey of both AMURT’s OVC and HBC programs with the assistance of AMURT M&E 
Manager, and AMURT Kenya’s two NPI advisors Kennedy Ongeko and Hesborne Ocholla.. The survey 
was driven by a desire to determine the quality of AMURT’s programming, and was designed with 
technical assistance from Naome Wandera, Senior M&E Specialist at NuPITA in Kampala a week prior 
to the activity. 
 
OBJECTIVES 
 

• Assess how far services have reached beneficiaries 
• Assess whether those services are of an acceptable quality 
• Assess the perceived benefit of those services. 
• Assess the quality of staff and volunteers.  

 
METHODOLOGY 
 
In order to assess program impact we undertook the following methods: 
 
1. Questionnaire.  
NuPITA provided guidance and a sample client satisfaction questionnaire. AMURT then 
designed the questionnaire (See Appendix 2).We wanted to frame questions that were open 
ended and unbiased. We then used the questionnaire in 120 randomly-selected households, 90 
out of around 2000 households from the OVC program and 30 out of 1000 households from the 
HBC program. A team of 1 - 3 AMURT staff conducted home visits to randomly selected 
beneficiaries with the assistance of the OVC care counselor.  The  team memorized the 
questionnaires to make the interview seem like a conversation  with the beneficiaries (if we 
produced a physical questionnaire, the process may have been too formal and may have affected 
the outcome) and took mental note of beneficiary responses. Immediately after the interview the 
team converged outside the home and filled in one questionnaire.  
 
2. Review of Daily Activity Sheets 
The survey team also reviewed the Daily Activity Sheets, one of the M&E data collection tools 
used for the OVC program that care counselors use to record the services provided to OVC and 
the needs encountered on a given household visit. This enabled the team to make a comparison 
between the data gathered from the questionnaire and the data gathered from the Daily Activity 
Sheets to assess whether home visits reported by the caregivers matched the number of homes 
reported by the care counselors.   
 
3. Group discussions with volunteers (OVC care counselors and HBC providers) 
The survey team held group discussions with the program volunteers to receive their perspective 
on the program and to compare the perspectives of the beneficiaries and the perspective of the 
service providers. The team  met with a total of nine groups of OVC care counselors, with an 
average of ten participants per group; and a total of  three groups comprised of HBC providers, 
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with an average of fifteen people per group. A previously developed questionnaire guide was 
used to focus the discussion and primarily focused on how the volunteers had personally 
benefited from their work in the community. Many volunteers expressed that their work on the 
project has improved their status in the community, with adults showing them more respect, with 
children calling them “teacher,” and with people coming to them (often privately) seeking 
advice. 
 
4. Key informant interviews 
The objectives of these interviews, held with AMURT field staff, were to share the findings of 
the household visits, obtain staff feedback on the findings, discuss the challenges and successes 
of the program, and to learn about their overall perspective on the program. Three provincial 
administrative assistants, six provincial in-charges, twelve field staff and six partner staff 
participated in the key informant interviews. The staff positively received the exercise and the 
emerging findings.  Generally the staff was happy to discuss their programs, and was particularly 
interested in learning ways to improve their efficiency and output (in meeting targets). 
 
5. Participant observation  
The team made observations on the state of shelter for OVC Households. An observation 
checklist was used to guide the process on what to look out for, namely the floor condition, 
roofing material and the wall. Further observation was made on the general physical health of the 
child and the home environment.  
 
SURVEY RESULTS – OVC PROGRAM 
 
Quantifiable Data 
 
From our survey of 86 households (were unable to trace 4 households, hence we have kept the 
number at 86 and not 90 households) in the nine program centers we found that direct services 
had reached a large percentage of the OVC. In 83 out of 86 households (96% coverage) all the 
OVC in our program received uniforms, and in 85 out of 86 households (99% coverage) the 
OVC were going to the monthly Saturday fun day. Both services have created a positive impact 
upon the beneficiaries, with the uniforms and scholastic materials causing improved school 
attendance and the fun days resulting in improved child wellbeing.  
 
Table 1 shows the percentage of homes that received home visits in June, 2010 based on the 
Daily Activity Sheets and compares it to number of home visits as reported by the caregivers 
during the household survey we conducted. For the household survey, only visits lasting more 
than 15 minutes have been reported.  
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Table 1: Home Visits – Comparing Daily Activity Sheets Data to Household Survey 
 

Home 
Visits as 
Reported 
through… 

Central Coast Nyanza 
 

Kikuyu Thika Nyeri Likoni Ukunda Malindi Mahaya Oyugis Mbita 
 

Daily 
Activity 
Sheets 

 

46% 78% 82% 12% 15% 83% 69% 32% 43% 

Household 
Survey 

70% 50% 73% 50% 25% 75% 66% 92% 75% 

 
The same information from Table 1 is displayed below as a line graph.  
 
Figure 1: Home Visits – Comparing Daily Activity Sheets Data to Household Survey 

 
 
Comments: 
 

1. There is a gap between the self-reported data from the Daily Activity Sheet (reported by 
the OVC care counselors) and the data received from the beneficiaries during the 
household survey. In Kikuyu, Likoni, Ukunda, Oyugis, and Mbita the OCC data show 
under-reporting of the numbers of home visits. This finding might indicate either poor 
data recording on the part of the OCC in these centers or a methodological problem in the 
selection of households for our sample. Poor data reporting: The OVC care counselors 
visit the required number of homes, but they neglect to report their visits accurately. 
Household sampling issue: This explanation suggests the opposite. The OCC accurately 
report their home visits, which is lower than required by the program. However, the 
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sample of 86 households we visited happened to receive a visit from the OCC in the 
month of June. In Thika, Nyeri, and Malindi the caregivers recall fewer visits than the 
OCC report. This suggests over-reporting on the part of the OCC, or inaccurate reporting. 

 
2. The high figure for Thika (based on the Daily Activity Sheet data) is misleading, as at 

least 50% of these visits are short visits of about 5 minutes, and do not constitute a 
“meaningful” engagement with the OVC of his/her caregiver. (This is caused by several 
OCC dropping out of the program in Thika resulting in the remaining OCC being 
burdened and unable to give quality time to their OVC). We also came to know from 
staff that many of the visits reported in Nyeri are similarly short. One issue that needs to 
be addressed is that AMURT has not reaffirmed with the OVC care counselors its 
minimum standards for a home visit. 

 
3. According to the data gleaned from the OCC Daily Activity Sheets (see Table 2), there is 

a huge gap between the highest performing center (Malindi) and the lowest performing 
center (Likoni). Reasons for the difference could be as follows: 

 
• Attitude: When asked why she was so successful, the OVC field officer in 

Malindi said that she tells the OVC care givers that she is their “servant.” As a 
result, they may be highly motivated to work for her, as she is also looking after 
their welfare. 

• System: The OVC field officer in Malindi has developed a smooth system of 
working, leading to clarity and efficiency of performance amongst the volunteers. 
The M&E tools are filled in well, there is a system of tracking OVC with more 
serious needs, and the volunteers make weekly work plans to make sure all the 
OVC in their care receive visits at least once a month. 

• Performance Reviews. The field officer in Likoni has not received close guidance 
from Nairobi HQ despite the poor performance. Moreover, the Likoni field officer 
is not a local person, which may make supervision of her care counselors more 
challenging (Likoni is a challenging place to work where outsiders are 
mistrusted). 

 
Table 2: Ranking of the Nine OVC Program Areas According to Data Reported on the OCC Daily 
Activity Sheets 
 

Rank Center % of homes receiving home visits in June 2010 as 
reported on the Daily Activity Sheet 

1 Malindi 83% 
2 Nyeri 82% 
3 Thika 78% 
4 Mahaya 69% 
5 Kikuyu 46% 
6 Mbita 43% 
7 Oyugis 32% 
8 Ukunda 15% 
9 Likoni 12% 
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OVC Client Satisfaction Feedback 

• As part of the household survey, we asked the OVC care givers to describe any changes 
they have seen in their children as a result of the OVC care counselor visits. We repeated 
the request in all of the 86 houses we visited and were able to solicit 82 responses from 
66 care givers. Some of the respondents provided more than one comment. 

• Most of the comments (56%) referred to the educational benefits of the program, i.e., to 
the provision of uniforms that allow the OVC to attend school. Other comments referred 
to the Saturday Fun Days (9%). Each of the nine centers offers a fun-day one Saturday a 
month during which the OVC can play, are counseled, and receive a medical 
examination. Other comments had to do with the OVC’s health (13%), and their general 
mood (22%.)  

• The table below displays the types and frequency of the caregivers’ comments. It also 
provides a few statements that illustrate these comments.   

 
Table 3: Care Givers Comments on the Benefits of Our Program and Its Impact on their OVC 
 

Benefit 
Category 

# of 
Comments 

 

% of 
Comments 

Comments 
 

School 
 

46 56 “They are going to school more regularly.” “They are 
more regular in school due to exercise books.” I [the 
mother] am  happy because my child is also happy. She is 
regular in school.”  “The kids have uniforms. They look 
smart and go to school.” “The kids are performing better 
at school.” 
 

General Mood 18 22 “The kids are very happy.” “My child is happy – getting 
along well.” “They play more, so stress is reduced.” “My 
kid is healthy and happy and goes to school regularly.” 
 

Health 11 13 “They don’t complain of stomach pains due to the 
deworming medicine given at the fun day.”  “The kid now 
goes to school regularly and is given free medical 
treatment.”  “One child has an eye problem and goes to 
AMURT for treatment.” 
 

Sat. Fun-day 7 9 “They come back happy from the fun day.” “They are 
happy (but tired) when they come back from the fun day.” 
“The children like the fun-day where eat, are given juice, 
and play. They are  happy.” 
 

Totals: 82 100% 
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The chart below presents the same data in a different way.  
 

 

 

Action Points/Recommendations on Improving Performance of OVC program 

• Clearly define the minimum standards for a home visit (when should it be done, how 
often, how long should it last, what should be done during the visit) to the OVC care 
counselors. 

• Increased follow up to enhance support and supervision of OCC during home visits. 
• Monitor and document cases of OCC dropouts and reasons thereof 
• Monitor the challenges encountered by OCC during home visits.   
• Improve supportive supervision - Provincial OVC in-charges should increase 

supervisory visit to field offices, in order to timely address emerging issues affecting 
program implementation. The center in-charges should work closely with volunteers. 
Nairobi HQ should provide guidance to field offices through increased supervision, 
according to supervision guidelines.  

• The M&E Unit should support monitoring of OCC activities by timely documentation 
and reporting of activities. The OCC should be refreshed on how to correctly fill in the 
data collection tools, and aggregation of monthly summaries, and records filing.  

 
 
SURVEY RESULTS – HBC PROGRAM 
 
The survey of the HBC program used a similar methodology to the OVC program, although we 
were unable to check the Household Visit forms as the HBC In-charge had recently resigned 

56

22

13

9

Care Givers Perceptions of Program Benefits to OVC 

appreciate educational benefits

observe mood improvement

observe improved health

appreciate fun day
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from the program and had not handed over all her files to the Provincial Administrative Officer. 
We also only had time to visit 30 of the 1000 PLWA households. 
From our interviews with the PLWA it soon became apparent that the quality and impact of the 
home visits in the HBC program is greater than in the OVC program. One reason could be that 
the HBC providers are themselves PLWA and therefore have a greater affinity with and 
understanding of their clients. PLWAs had many positive things to say about the impact of the 
program on their lives, citing improved health (many formerly bed-ridden clients are now 
walking again), a more positive outlook with hope for the future, and a reduction of stigma 
(several PLWA said that through the program they had gained the courage to disclose their 
status). Also, the referral system is working better in the HBC program, especially in Mbita, 
where clients are successfully referred to the Doctors Without Borders hospital in Homa Bay. 
Hence, some dramatic cures of opportunistic infections were reported by the PLWA. 
 

Table 4:  Results of Random Visits to 30 PLWA Households, Nyanza Province 
 
Issue 
 

Mahaya Mbita Oyugis Totals 
 %  %  %  % 

# of Households with 
Knowledge of  AMURT 
 

5/5 100 6/6 100 4/19 21% 15/30 50% 

# of Households with 
Knowledge of IMANI 
 

    19/19 100%   

# of PLWA who received home 
visits at least 1 time per month 
 

5/5 100% 6/6 100 14/19 74% 25/30 83% 

# of PLWA who received no 
visits at home 

0 0 0 0 5/19 26% 5/30 17% 

# of PLWA who received at 
least one medical referral 
 

2/5 40% 4/6 66 12/19 63% 18/30 60% 

# of PLWA who received  HBC 
kits at least once. 
 

5/5 100 6/6 100 19/19 100 30/30 100 

# PLWA who expressed 
positive change as a result of 
AMURT’s intervention 
 

5/5 100 6/6 100 17/19 89% 28/30 93% 

 
Comments: 
 
The reason for the relatively low number of household visits in Oyugis is caused by the fact that 
some of the HBC providers meet the PLWA in the support groups and not in the home. 
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PLWA Client Satisfaction Feedback 

The questions we posed to the 30 PLWA we surveyed was similar to the care givers’ questions. 
We asked PLWA to describe any changes they have seen in themselves as a result of the HBC 
provider’s visits. 29 respondents generated 37 responses. As with the care givers, some of the 
respondents provided more than one comment or mentioned more than one benefit. Most of the 
37 responses (65%) referred to the respondents’ health. Some of the beneficiaries mentioned 
additional benefits. Their comments about the benefits of the program are displayed below.   
 
Table 5: PLWA Comments on the Benefits of Our Program and Its Impact on their lives 
 

Benefit 
Category 

# of 
Comments 

 

% Comments 
 

Health 24 65 “My health has improved. I am able to bathe myself and move 
around without support. I am taking my (ARV) medicine 
regularly.” “I was given a referral to Homa Bay hospital, and 
received good treatment there. I got free service. I now go 
weekly there. The growth on my leg has reduced from fist size 
to thumb size.  I received counseling and food. I now have a 
positive attitude.”  
 

Psycho-social 
support 

8 22 “I received counseling on adherence to the medicine. Now I 
am regular in taking my medicine because of the psycho-social 
support. I was also given food. I have really improved and can 
now walk. I have been given advice on positive living.” “I have 
decided to abstain from sex to protect my body. I am aware of 
positive living, and adhere strictly to my medicine.” 
 

Support Group 3 8 “I have received a lot of help from the support group, 
including advice on forming the merry-go-round (savings 
scheme).” “My provider helps me live in a positive way. She 
suggested I got tested. Once I was tested, she guided me. I can 
contact her whenever I get sick. The support group gives me 
spiritual strength. My health is now stable.” 

Overcoming 
Stigma  

2 5 “I have fought against the stigma, have declared my status, 
and now feel free. I have been given advice in farming from the 
support group.” “I feel more positive about life. I have 
overcome the stigma. I take my medicine regularly.” 

Totals: 37 100% 
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Lessons learned and Conclusions  

1. AMURT has done an excellent job in delivering direct services to almost 3000 OVC and 
1000 PLWA (home-based care kits), and has made a strong impact on communities 
where other NGOs have underperformed. In several areas in Coast and Central provinces 
we were told that NGOs had even measured children, promising uniforms, but failed to 
diver, causing disappointment and mistrust. 

2. The HBC providers have for the most part, provided excellent support to the PLWA in 
their care, primarily, we believe, because they are themselves PLWA. It would therefore 
seem to be better to recruit volunteers from amongst the beneficiary population to ensure 
a strong sentiment for the program, a willingness to support their peers, and future 
sustainability. Recruiting volunteers from amongst the beneficiary population seems to be 
a good strategy. It should ensure a strong sentiment for the program, a willingness to 
support their peers, and a commitment to future sustainability. 

3. We did not enforce our standards regarding home visits throughout the entire AMURT 
organization, leaving the OCC uncertain as to what they are supposed to do during each 
home visit. Even though a 15-minute long visit was discussed in the OCC training, the 
OCC required more follow up to ensure that their intervention in the home was of a high 
standard as defined by AMURT HQ. Hence, there is a need for better communication 
amongst the various levels of the program. 

4. We have not given enough support supervision to poorly performing staff to provide the 
necessary guidance to improve their output with a minimal loss of time. 

65

22

8
5

PLWA' s Perceptions of Program Benefits

improved health

positive outlook

group support

stigma reduction
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5. The OCC were not given enough support in filling out the Daily Activity Sheets. In our 
discussion with them we encountered some confusion about the tool, with some OCC 
uncertain about how to fill in the psychosocial support, medical and nutrition columns on 
the form. This has also affected the quality of the data. 

6. AMURT needs to better define and enforce its quality assurance standards that govern 
counselor to client ration, household visits, hours of volunteer time given to each 
volunteer, nature of supervision of volunteers, etc. With such quality standards in place, it 
will be easier to measure the effectiveness and impact of our intervention. 

Process 

1. We did not standardize the home visit process for both the survey and the Daily Activity 
Sheets. It was during the course of the survey that we discovered that some visits reported 
on the Daily Activity Sheets were only 5 minutes long and not the required 15 minutes. 
Some of these short visits were included in the overall survey results. At the beginning of 
the survey we should have reviewed and clarified all operational definitions. 

2. A survey can be done within a limited time frame and with a limited budget and still be 
very effective. This survey was undertaken on a budget of $4,000 and yielded useful 
lessons to assist management in the improvement of the program. 

3. We need to examine the data more deeply, reviewing it from different perspectives. So, 
for example, we should have assessed the quality of the school uniforms, asking whether 
they were suffering from wear and tear. And we could have asked how many uniforms 
had to be returned because they were the wrong color. 

4. Sufficient time for planning the design of the survey to allow for wider peer review of the 
tools 

5. The results have been shared among the peer NPI partners in the QA and QI workshop in 
Kampala. Very useful feedback was received. 
 

Action points/way forward for HBC and OVC programs  

1. Clearly define standards for home visits and increase regular follow ups to ensure that 
caregivers provide quality support. In addition, clearly define and orient staff and 
volunteers on quality assurance standards governing counselor to client ratio, household 
visits, hours of volunteer time given to each volunteer, nature of supervision of 
volunteers, etc. With such quality standards in place, it will be easier to measure the 
effectiveness and impact of our intervention. 

2. Enhance supportive supervision to field level staff in order to improve performance and 
address issues affecting under performance.  

3. Improve monitoring and reporting by supporting caregivers through refresher sessions on 
how to fill out the Daily Activity Sheets. For example, there was lack of clarity on how to 
fill in the psychosocial support, medical and nutrition columns on the form in the OVC 
tool, thus negatively affecting data quality. 

4. Include the client satisfaction survey process as periodic (either as a semi-annual, or 
quarterly M&E exercise) to improve performance management 
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5. Review AMURT’s volunteer recruitment approach, perhaps changing the strategy by 
recruiting OVC caregivers as OVC care counselors. 

APPENDIX ONE: OVC PROGRAM SURVEY RESULTS BY PROVINCE 

Table 6: Central Province:  Results of Random Visits to OVC Households 
 
Issue 
 

Nyeri Thika Kikuyu Totals 

 %  %  %  % 
# of households with 
knowledge of AMURT 

  8/10 80% 7/10 70% 21/35 60% 

# of households that 
received short visits 
(less than 15 minutes) 

1/15 7% 4/10 40% 3/10 30% 8/35 23% 

# of households that 
received meaningful 
visits (more than 15 
minutes) 

11/15 73% 5/10 50% 7/10 70% 23/35 66% 

# households that 
received no visits 

3/15 20% 1/10 10% 0 0 4/35 11% 

# households/OVC that 
could not be found 

0 0 0 0 0 0  0 

# households visited 
where OVC attend 
Saturday fun day 

15/15 100% 10/10 100 10/10 100 35/35 100% 

# households visited 
that received uniform 

15/15 100% 8/10 80% 10/10 100 33/35 94% 

 
Table 7: Number of Home Visits as Reported on the OCC Daily Activity Sheet for June, 2010 
 
Issue 
 

Nyeri (sdni) Thika Kikuyu Totals 

 %  %  %  % 
Number of OVC 
visited 

247/300 82% 232/298 78% 163/356 46% 526/954 55% 

Number of OCC 
reporting 

7  3  10  20  

Total number of 
home visits in month 

247  
(38%) 

 232 
(36%) 

 163 
(25%) 

 642 
(100%) 

 

Average number of 
home visits per OCC 

35  77  16    

 
Comments:  

1.  There is a big gap between the number of OVC visited in Nyeri (82%) and those visited 
in Kikuyu (46%). Based on self-reporting and at least on paper, our partner in Nyeri, 
SDNI, appears to be doing a good job visiting the program’s OVC. The questions we 
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need to ask ourselves in Nyeri are: (1) is a ratio of 35 household visits per 1 OCC feasible 
and conducive for meaningful (at least 15 minutes) visits? If not, and if a ratio of 35/1 is 
too high, (2) how long is a typical visit conducted by SDNI in Nyeri ? The answers to 
these questions should guide decisions related to the recruitment of OCC.   

2. In Thika, 3 OCC are responsible for almost 300 OVC.  This shortage of OCC might 
explain, though not justify, the brief visits -- about 5 minutes each -- they spend with their 
OVC (see comments to Table 1.)    

3. The ratio of 16 home visits per 1 OCC in Kikuyu is low. The relevant questions here are: (1) why 
does the center with the highest number of OCC (10) in the province generate the lowest number 
of home visits? (2) Is the low performance due to people--low volunteer motivation--or system--
lack of follow-up and supervision issues?  (3) What can we do to improve the performance of the 
center?    

Table 8: Coast Province:  Results of Random Visits to OVC Households 
 
Issue 
 

Ukunda Likoni Malindi Totals 

 %  %  %  % 
# of households with knowledge 
of AMURT 

5/6 83% 1/7 14% 7/7 100% 13/20 65% 

# of households that received 
short visits (less than 15 
minutes) 

2/8 25% 0/8 0% 0/8 0 2/24 9% 

# of households that received 
“meaningful” visits (more than 
15 minutes) 

2/8 25% 4/8 50% 6/8 75% 12/24 50% 

# households that received no 
visits 

2/8 25% 3/8 38% 1/8 12% 6/24 25% 

# households/OVC that could 
not be found 

2/8 25% 1/8 12% 1/8 12% 4/24 16% 

# households visited where 
OVC attend Saturday fun day 

6/6 100% 7/7 100% 7/7 100% 20/20 100% 

# households visited that 
received uniform 

6/6 100% 7/7 100% 7/7 100% 20/20 100% 

 
Comments: 

1. In Likoni and Ukunda, some uniforms were the wrong color and had to be returned, but 
they have been recorded in the survey as “received.” 

2. While all the OVC in Coast’s three centers have received uniforms and regularly attend 
the Saturday fun program, there is a significant performance gap between Ukunda and 
Likoni on one hand, and Malindi on the other. 50% of the households in Ukunda received 
no or short home visits in June; 38% of the households in Likoni received no visits during 
that period; while 75% of the households in Malindi received meaningful visits. As is the 
case of Kikuyu, we need to find out whether the issues are people or systems related. If 
the problems are people, we may need to provide more training, more or different 
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incentives, and new ways to motivate our volunteers. If the issues are system related, we 
need to critically scrutinize our processes and policies and ensure they bring about high 
performance.  

3. In low-performing Likoni, only 14% of the beneficiaries have knowledge of AMURT 

Table 9: Number of Home Visits Reported on the OCC Daily Activity Sheet for June, 2010 
 
Issue 
 

Ukunda Likoni Malindi Totals 

 %  %  %  % 
Number of OVC visited 47/300 15% 49/400 12% 156/200 78% 252/900 28% 
Number of OCC 
reporting 

     
8/10 

 
80% 

  

Total number of home 
visits in month 

     
498 

   

Average number of 
home visits per OCC 

    62    

 
Comments: 

• Again, Ukunda’s and Likoni’s low performance is indicated in the low rates of the 
number of OVC visited--15% and 12%, correspondingly. And again, we need to conduct 
a performance evaluation in these two centers.  

• Considering the high ratio of home visits per OCC in Malindi, 62 visits per 1 OCC, the 
high performance of this center, where 75% of these visits are at least 15 minutes each, is 
remarkable. Lessons learnt from Malindi’s high performance should be shared with and 
adapted by other, less successful, centers.     

 
Table 10: Nyanza Province: Results of Random Visits to OVC Households 
 
Issue 
 

Mahaya Mbita Oyugis Totals 

 %  %  %  % 
# of households with 
knowledge of AMURT 

8/9 88% 9/9 100% 5/13 38% 22/31 71% 
# of households that received 
short visits (less than 15 
minutes) 

0 0 0 0 0 0 0 0 

# of households that received 
“meaningful” visits (more 
than 15 minutes) 

6/9 66% 7/9 78% 12/13 92% 25/31 81% 

# households that received 
no visits 

3/9 34% 2/9 22% 1/13  8%  6/31  19% 
# households visited where 
OVC attend Saturday fun 
day 

8/9 89% 9/9 100% 13/13 100% 30/31 97% 

# households visited that 
received uniform 

8/9 89% 9/9 100% 13/13 100% 30/31 97% 
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Table 11 Number of Home Visits Reported on the OCC Daily Activity Sheet for June, 2010 
 
Issue 
 

Mahaya Mbita Oyugis Totals 

 %  %  %  % 
Number of OVC 
visited 

400/573 69% 97/227 43 96/300 32 593/1100 54% 

Number of OCC 
reporting 

20  8  3     31  

Total number of home 
visits in month 

  97  96    

Average number of 
home visits per OCC 

  12  32    

 
Comments: 
 
The 3 OCC in Oyugis are the team leaders who receive reports from the other OCC working 
under them, hence the figure of 32 for the average number of home visits per OCC is not 
accurate. We requested IMANI, our partner in Oyugis, to ask each OCC to record their 
household visits separately. 
 
Table 12: Summary: Results of Household Survey in Central, Coast, and Nyanza Provinces  

Issue Central Coast Nyanza 

Frequency % Frequency % Frequency % 
# of households with 
knowledge of AMURT 

21/35 60% 13/20 65% 22/31 71% 

# of households that 
received short visits 
(less than 15 minutes) 

8/35 23% 2/24 9% 0 0 

# of households that 
received meaningful” 
visits (more than 15 
minutes) 

23/35 66% 12/24 50% 25/31 81% 

# households that 
received no visits 

4/35 11% 6/24 25% 6/31 19% 

# households/OVC that 
could not be found 

0 0 4/24 16% 0 0 

# households visited 
where OVC attend 
Saturday fun day 

35/35 100% 20/20 100% 30/31 97% 

# households visited 
that received uniform 

33/35 94% 20/20 100% 30/31 97% 
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Comments: 

Based on the household visits data, Nyanza seems to be performing at a higher level than the two 
other provinces: on the average, 71% of the program beneficiaries have knowledge of AMURT, 
81% of the households receive meaningful home visits, and 97% of the OVC received school 
uniform and regularly attend the Saturday fun day. In Coast, with its two low performing centers 
in Ukunda and Likoni, 34% of the households receive no or short visits and only 50% of the 
households benefit from meaningful visits.   

According to the Daily Activity Sheets, the three highest performing centers in terms of 
household visits per month are Malindi (in Coast), with a rate of 83% of home visits; Nyeri (in 
Central) with rates of 82% (Thika, in Central, also has a high, 78% rate of home visits, but at 
least half of them were short and meaningless,) and Mahaya (in Nynaza) with home visits rate of 
69%. If lessons learnt from Malindi are appropriate to the eight remaining centers of our 
program, they should be applied across the board. Alternatively, if each province is unique and 
requires slightly different processes, success stories and effective procedures should be shared 
within each province, where Malindi should lead Coast, Nyeri should lead Central, and Mahaya 
should lead Nyanza province.    
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APPENDIX TWO: AMURT OVC Care Giver Questionnaire 
 
Name of caregiver:  
Location/District:    
Number of OVC in the program:   
Name of OCC:    
===================================================================== 
 What do you know about AMURT?  
 Has anyone from AMURT visited you?   
 Tell me about those visits:  
 How often does the OVC care counselor visit you?  
 How long does the OVC care counselor stay on average? What does the 

OVC CC do when s/he visits?”  
 Did the OVC care counselor give you his/her cell phone number if you have 

an emergency? Have you ever called? If yes, what was the issue? Why did 
you call? How helpful was the OVC CC? 

 Has the AMURT OVC care counselor referred your children to any health 
services? 

 What services have you received from the OVC care counselor? 
 Describe any changes you have seen in your children as a result of the OVC 

care counselor’s visits? 
 What other unmet needs do you have? 
 Other observations, such as state of house, cleanliness of house, quality of 

furnishing, amount of food in the house, etc. 
 

 
 
 
 


