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The overall objective of this study was to determine the contribution of

Capacity Building, capacity building program among community-based organizations on
Community Based implementation level of sexual reproductive health and rights activities in
western Kenya. The analysis for this study focused on the description of
trainings received where the proportions were expressed in percentages based
on the participation of the CBOs in the trainings. The same proportions were
Health and Rights used in determining the implementation levels of the SRHR activities by the
Activities, CBOs within their respective communities. Capacity building program
generally entailed careful planning that targeted the right people (youth
involved) and build the right skills at the right time over three years’ period
Programs, of time. Based on the findings, the trends of the capacity building were

Sexual Gender Based determined based on the rating scale of low 0-49 percent, above average 50-
69 percent, high 70-79%, and highest 80-100% where most training fell in
the high-level category with an average of 75%. The study also revealed that
there was an association between most capacity building Programs and
SRHR activities implementation, except for Community Health Volunteers
(CHV) roles and Service delivery which were not associated at all with
Community Action Days as an activity. In conclusion, the series of capacity
building given to the CBOs from 2013-2015 proved to be a long-term strategy
of improving health status more so among young people. A significant

Organizations,

Sexual Reproductive

Sustainability of Youth

Violence.
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improvement in their level of understanding and implementation of SRHR
activities to the youth by community was also demonstrated. One key
recommendation for the sustainability of the youth programs was that youth
SRHR programs should be enhanced and owned by the youth themselves.
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INTRODUCTION

Community based organizations (CBOs) are non-
profit initiatives that are representative of a
community who often run-in voluntary basis and
mostly self-funded and mainly engaged in meeting
human health, educational, environmental, and
other community needs. (Anasti et al, 2014)
Capacity building as a long-term strategy of
improving health status, requires careful planning to
target the right people and build the right skills at
the right time and over time. Evidence suggests that
capacity-building program among Community
Based Organizations tend to be more effective when
they are carried out as an ongoing strategic
commitment and more so when combined with a
range of different other interventions that
organizations can choose to support depending on
need, context, and desired outcomes (Mitchell &
Pattison, 2012)

In a study done in Victoria Australia, findings
revealed that Organizations with cultures of
capacity building provision are directly associated
with total involvement in conducting healthcare

roles and therefore, was a clear means of developing
the organizational status and that of surrounding
environment (Mitchell & Pattison, 2012). Another
research from northern America showed that
Capacity Building Interventions especially on
sexual reproductive health and rights (SRHR) need
to be sensitive and tailored to the local organizations
for young people and adults can actually delay
marriage, childbearing, and extend their student
status if at all they have information about marriage,
childbearing, and poverty on time. Knowledge of
these different social factors are key determinants of
what role young people will have in the society and
the ways young people will participate in health
programs and policies (Villa-Tores & Svanemyr,
2015).

In addition, a study by Mayberry and others also
agreed that Community Based Organizations have
positioned themselves as an essential component of
national, regional, and local efforts to combat the
HIV/AIDS epidemic and serve as catalysts for
prevention and health promotion of activities
through their own community-based interventions.
The same study states that despite them having the
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potential to promote and sustain health, prevent
disease, and address health disparities, some still
lack the capacity to do so due to low knowledge
level and therefore capacity building should be well
rolled to CBOs (Mayberry et al., 2013)

In sub-Saharan Africa, organizations such as mass
media have excellent potential to promote good
sexual and reproductive health outcomes among
community through activities such as road shows,
but around the world, media often fail to prioritize
sexual and reproductive health and rights issues.
(Oronje et al., 2011) Normally they advertise other
media related elements sieving out reproductive
health issues. Findings from the study therefore,
proved that media coverage of reproductive health
issues is poor due to the weak capacity and
knowledge for reporting these issues by media
practitioners. Enhancement of capacity building of
media personnel is key for positive sexual
reproductive health and rights outcome (Oronje et
al., 2011). Also, in another study done in Nigeria,
findings revealed that 73% of organizations made of
professional healthcare providers cannot be able to
follow-up and provide information to clients in the
communities and more so on sexual and
reproductive health because of insufficient trainings
given to them (Hawe et al., 1997). Client from hard-
to-reach areas for instance cannot be reached with
information once they are out of the organizations
and if within the facilities the health providers are
not empowered enough to provide full satisfying
information. This extends to the community
members and parents; they are not able to give
satisfying information to the individuals living
within the community (Omachonu & Einspruch,
2010)

Results from nationally-representative surveys of
12-19-year-old groups in Burkina Faso, Ghana,
Malawi, and Uganda in 2004 showed that SRHR
services such as contraceptives, STI services, and
HIV testing and counselling are still under-utilized.
Results highlight the need to capacity build, create
awareness, and inform young people about such
services, increase availability of government health
facilities, and improve youth's access to them,
especially by reducing social barriers through
various suitable youth friendly activities and
strategies so as to increase utilization level
(Biddlecom et al., 2007).

In the neighbouring Uganda, limited capacity
building among CBOs and health provision
organizations is a factor that undermines health
systems abilities to adequately address sexual and
reproductive health needs and rights of young
people in general and more so those living with
HIV/AIDS. Many health workers are not trained to
work with young people especially those who have
lived with HIV since infancy. They are, therefore
not in position to provide appropriate, effective, and
non -judgmental information to Young People
Living with HIV to help them balance rights and
responsibilities. As a result, as far as sexual
behaviours are concerned, young people who have
lived with HIV since infancy rarely use protection
at first sex or consistently in subsequent sexual
encounters. It is evident from the literature that
sexual behaviours of these young people are as risky
as those of their counterparts who were born HIV
negative (Baryamutuma & Baingana, 2011).

In Kenya, poor sexual reproductive health is
manifested in the high number of deaths and
illnesses resulting from HIV/AIDS and other STls,
early childbirths, and unsafe abortion. HIV/AIDS
for instance kills 140,000 Kenyans every year
(UNAIDS, 2016). Out of every 100,000 Kenyan
women giving birth, 488 die from complications
associated with childbirth (KNBS, 2008-09) and
20,000 Kenyan women are hospitalized every year
with abortion-related complications (MOH, 2006).
All these indicators of poor sexual reproductive
health in Kenya are as a result of lack of access to
reproductive health information and services from
the early stage of adolescence onwards (Oronje et
al., 2011).

In Kenya still, SRHR issues continue to go high. For
instance, in 2012 an estimated 464,000 induced
abortions occurred. This translates into an abortion
rate of 48 per 1,000 women aged 15-49, and an
abortion ratio of 30 per 100 live births. About
120,000 women received care for complications of
induced abortion in health facilities. About half
(49 %) of all pregnancies in Kenya were unintended
and 41 % of unintended pregnancies ended in an
abortion. The study findings recommended for an
urgent need for improving facilities and
communities’ capacity to fully provide safe abortion
care of the law. Also, efforts should be made to
address underlying factors to reduce risk of SRH
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problems (Mohammed et al., 2015). To continue,
HIV prevalence has been reported to the highest
especially in parts of western Kenya; Homabay
County leading with prevalence rate of 25.7%
followed by Siaya County at 23.7% then finally
Kisumu County which is at 19.3%. Compared with
the younger age group (15-19 years), young adults
aged 30-34 years are six times more likely to be
HIV-positive, and the estimated HIV-positive
population among women was around two times
larger than among men. Other problems such as
STls and teenage pregnancies have been reported by
health facilities to be high leading to school
dropouts and gender-based violence among families
(Hoshi et al., 2016).

Sexual and reproductive health and Rights (SRHR)
on the other hand, is a crucial component of lifelong
health and well-being and contributes to the health
of future generations. Results that facet of SRHR of
young people and adults are slowly improving but
some areas still need further efforts (KDHS, 2014).
Interventions have been developed to aid reduce
SRHR problems; for instance, primarily in western
Kenya, programs that aim at providing capacity
building have been seen and majorly they have been
programs around Ministry of health (MOH). The
MOH guidelines today requires that every client is
given a health talk and counselling after every
testing and treatment sessions (MOH, 2006). Health
talks given include SRHR issues, after which, it is
counted that the clients come out with knowledge
on how to go about some of the SRHR problems if
not all. However, more efforts are still needed to
ensure that SRHR problems are reduced within the
communities.

Itis in this regard that GLUK recognized that CBOs
have positive energy to reach and influence the key
target audiences including policymakers, program
implementers, key stakeholders and the public or
community regarding health issues. However; they
found out that the CBOs had low knowledge level
on strategies to pass SRHR information. GLUK
therefore resorted to train the CBOs on a unique
capacity building program. The engagement by
GLUK with the CBOs on capacity building program
over three years (2013-2015) led to notable
successes which provided a rich case study to learn
from and hence this study which aimed at describing
the contribution of capacity building program on

implementation level of Sexual Reproductive
Health and Rights activities among CBO members
in western Kenya. The study also described
interventions and methodology used to achieve the
objectives. In the process the study showed what
worked well, the challenges faced, and overall
lessons learnt in order to provide a learning platform
for institutions seeking to adopt similar strategies.

Capacity building program of CBOs for the purpose
of this study means those trainings designed with a
range of different elements and practicals in the area
of roles of CHV and CHC, leadership and
governance, service delivery, advocacy, health, and
economic empowerment for the first program
period in 2013. The second phase of the program on
capacity building of the CBOs focused on, a total of
six training since 2014. They included
comprehensive Sexual Education (CSE) package,
World Starts with Me (WSWM) computer-based
training which aimed at equipping CBOs with
knowledge and skills of handling adolescent SRHR
issues such as life skills, health talk provision,
constitution development, awareness creation and
sensitization, and resource mobilization. The third
phase of the program which was the final phase, the
elements of the training that were covered included
Program planning, development and activity
implementation, monitoring and evaluation (follow-
up process), data collection for evidence-based
reporting, manual data analysis method, feedback
process (how to disseminate information),
assessment and report writing, and household data
validation. The expected implementation by the
CBOs within the three phases of the program
focused on activities such as regular informative
meetings organized by young people, community
dialogue days, community action days, outreaches,
awareness creation and sensitization activities,
advocacy events, games and skits, community
clean-ups, convention and clean-ups, linkages and
resource mobilizations, commodity distribution,
and SRHR meetings.

METHODOLOGY
Study Design
The larger study was an operational research (OR)

or implementation research (IR). The intent of OR
was to learn about management, administrative,
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cultural, social, behavioural, economic, and other
factors that either exist as bottlenecks to effective
implementation of activities or could be tested to
drive insights into new, more effective approaches
to programming.

This study was a descriptive study design that
utilized analytic methods in analysing data for its
objectives. It was an intervention program carried
out by Great Lakes University of Kisumu- Access
Service and Knowledge program (GLUK —-ASK), in
three phases on capacity building through trainings
and practical, covering different topics in each
phase and implementation of SRHR activities. This
study addressed the analysis of the results based on
the endline survey carried out in 2015.

Study Area

The study was conducted in 5 counties in the
western region of Kenya where poor youth SRHR
outcomes were noted. They include Kisumu,
Kakamega, Siaya, Bungoma and Homabay. In this
area the CBOs had been operating actively for a
period of three years i.e., 2013, 2014 and 2015. The
CBOs were registered and structured from
Community Health Units and youth groups. The
CBOs were working in partnership with GLUK and
MOH over the 3 years.

Study Population

The larger study targeted 75 community-based
organizations which comprised of young people
(15-24 years) and adults (community volunteers or
representatives)

The population for this study, therefore
encompassed data from the 75 CBOs after they had
been trained for three years and had engaged in
Sexual Reproductive and Health and Rights
activities implementation for all the three years as
well. However, only data from 60 CBOs finally
qualified for use in the analysis of this study
findings.

Sample and Sample Size Determination

The selection used purposive sampling technique
where the larger study collected data from 75 CBOs,
however, only 60 were used to draw findings of this
study.

Purposiveness was based on CBOs in GLUK- MOH
partnership participating in capacity building
program and finally the implementation of
activities. It was also based on completeness of data

Data Collection/Source of Data

Data for analysis was collected by GLUK-ASK
from 5 counties namely Kisumu, Kakamega, Siaya,
Bungoma and Homabay where it was implementing
its project from 2013-2015. In 2013, before
initiation of the project a baseline survey was
undertaken. By the end of the project an endline
survey was undertaken in 2015.

It was in this basis that this study accessed data and
extracted utilizable data to draw findings of this
study’s main objective which was to assess the
contribution of capacity building among the CBOs
and their implementation of SRHR activities among
the youth and adults in their respective communities
in western Kenya region.

Data Analysis

The unit of analysis on capacity building was based
on Community Based Organizations (CBO) and the
implementation level of activities. Descriptive
statistics was used to answer the first two objectives.
Frequencies were run to determine the level of
capacity building uptake and implementation of
SRHR activities. Analytic methods were used to
explore the analysis of the third objective where
cross tabulations were used to determine the
association between the main variable’s capacity
building and implementation level of SRHR
activities. Data was analysed using (SPSS) version
16 where quantitative analysis was provided. The
chi-square test at a significance of 5 % was used to
test the association between capacity building and
implementation levels of the activities and the odds
ratio used to ascertain the strength of association
among the variables of interest.

RESULTS
Demographic Variables of the CBO members

This data was meant to describe demographic
variables of the sampled CBO members and to
assess for any influence on the research findings.
The demographic data consisted of age, sex,
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education level, occupation, and leadership role in
the CBO and in the society as demonstrated in tables
below.

Table 1: Age and sex of participants

Age group Male Female Total
10-24 60 59 119
25-35 25 29 54
35+ 52 87 139
Total 137 175 312

In Table 1, the age and sex information were given
by individuals and not CBO. Therefore, the total 60
CBOs had 312 CBOs members. As a result, 119
members were youth 10-24 and 54 were also older
youth of 25-35. 139 members were adults of ages 35

Table 2: Leadership status of the CBOs

years and above. A total of 137 members were
males and 175 majority being the females

The minimum respondent age was 12 while the
maximum was 70 years old.

Leadership status

Overall n (%)

Yes 44 (73.3)
No 16 (26.7)
In Table 2, out of 60 CBOs 44 (73.3%) had Health Volunteer and Community Health

leadership roles within and outside the organization
while 16 (26.7%), had no roles outside the
organization but only had roles within the CBO.
Roles mentioned included but not limited to,
chairperson, secretary, organizing secretary, dean,
church deacon, village elder, and trainer of trainees
among others.

The Level of Capacity Building Program on
Training to CBOs

Capacity Building on Training to the CBOs

This study revolved around nineteen main training
topics with 3-6 subtopics in each main topic. They
include; Community Health Strategy (Community

Table 3: Trainings received in 2013

Committee training), Service delivery training,
World Starts With Me (WSWM) package,
Comprehensive Sexual Education (CSE) package,
life skills (Health talk), Leadership, governance and
sustainability training, Constitution development,
Advocacy, Awareness creation and sensitization,
Program planning, development and
implementation, Monitoring and evaluation
training, Data collection for evidence based
reporting, Data analysis training (manual),
Feedback training, and finally Assessment training.
The training was offered in bits i.e., in 2013, 2014
and others in 2015 depending on the complexity of
the topics. Each training took three to five days to
complete.

Capacity Building / Trainings given to CBOs 2013
Yes No Total

Community health Strategy CHYV roles 44 (73%) 16 (27%) 60

CHC roles 48 (80%) 12 (20%) 60
Leadership, governance, and sustainability 43 (72%) 17 (28%) 60
Service delivery 47(78%) 13 (22%) 60
Advocacy 45 (75%) 15 (25%) 60
Health and Economic empowerment training 56 (93%) 4 (71%) 60

219 | This work is licensed under a Creative Commons Attribution 4.0 International License


http://creativecommons.org/licenses/by/4.0/

East African Journal of Health and Science, VVolume 5, Issue 1, 2022
Article DOI: https://doi.org/10.37284/eajhs.5.1.734

In the first year (2013), a total of six trainings topics
were offered to the CBOs. The study findings
indicated that out of the total 60 CBOs 44 (73%) had
received community health strategy training (CHV
roles), which was the backbone of the whole
program, 48 (80%) received community health
strategy training offered (CHC roles). 43 (72%)
CBOs reported that they had received Leadership,
governance, and sustainability training while
47(78%) had benefited from service delivery

Table 4: Trainings received by CBOs in 2014

training. 45 (75%) acknowledged that they had
received advocacy training while the majority of the
CBOs 56 (93%), reported that they had benefitted
from health and economic empowerment training
that was offered as demonstrated in table 3 above.

The weighted average of the capacity building level
for all the six elements in the first phase of the
program (2013) was 78.6%.

Capacity Building / Trainings given to CBOs 2014
Yes No Total

Comprehensive Sexual Education (CSE) package 44 (73%) 16 (27%) 60
World Starts with Me (WSWM) computer-based package 41 (68%) 19 (32%) 60
Life skills (Health talk) 55 (92%) 5 (8%) 60
Constitution development 49 (82%) 11 (18%) 60

e CBO membership and legality
Awareness creation and sensitization training 51 (85%) 8 (13%) 60

e Mobilization skills
Resource mobilization 45 (75%) 15 (25%) 60

In 2014, a total of six trainings were provided to the
CBOs as well. The study findings showed that out
of the total 60 CBOs 44 (73%) received
Comprehensive Sexual Education (CSE) package
while 41 (68%) received World Starts with Me
(WSWM) computer-based training which aims at
equipping CBOs with knowledge and skills of
handling adolescent SRHR issues. 55 (92%) who
were the majority received trainings on Life skills
and Health talk provision and 49 (82%) received

Table 5: Trainings received by CBOs in 2015

training on constitution development. The findings
also showed that 51 (85%) had been trained on
awareness creation and sensitization while 45 (75%)
received training on resource mobilization as
indicated in table 4 above.

The weighted average of the capacity building level
for all the six elements in the second phase of the
program (2014) was 79.1%.

Capacity Building / Trainings given to CBOs

Program planning, development and implementation

Monitoring and evaluation training
Data collection for evidence-based reporting
Data analysis training (manual)
Feedback (information dissemination) training
Assessment and report writing training
Data validation

e Household revisits

e Data cleaning

2015

Yes No Total
44 (73%) 16 (27%) 60
47 (78%) 13 (22%) 60
47 (78%) 13 (22%) 60
46 (77%) 14 (23%) 60
47 (78%) 13 (22%) 60
40 (67%) 20 (33%) 60
46 (77%) 14 (23%) 60

In Table 5, the total number of CBOs trained in 2015
were 60. In that year each CBO was trained on seven

topics. Among the CBOs 44 (73%) were trained on
Program planning, development, and activity
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implementation, 47 (78%) were trained on
monitoring and evaluation (follow-up process),
47(78%) again accepted that they had received a
training on data collection for evidence-based
reporting. 46 (77%) were trained on manual data
analysis method while 47 (78%) had been trained on
feedback process (how to disseminate information).
40 (67%) had been trained on assessment and report
writing while 46 (77%) reported that they received
training on household data validation and cleaning.

The weighted average of the capacity building level
for all the seven elements in the third phase of the
program (2015) was 75.5%.

Levels of Capacity Building Received by CBOs

In this study capacity building program was
categorized in four levels either low (0-49%), above
average (50-69%), high (70-79%) or very high (80-
100%) depending on their implementation rate in
percentages. The graph below demonstrates the
categories\

Figure 1: Capacity building program received by CBOs

7
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= 2013 =m2014
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The total CBOs that participated in the study were
60. Among them none reported that they had not
received any capacity building at all. However,
among the members there are others who missed
some topics/ trainings units because of different
reasons. In the graph above only CBOs that received
capacity building were analysed. The findings
indicated that none of the topics fell under the
category 0-49% (low). It also revealed that only one
topic in 2014 and one 2015 were above average
category of 60-69%; most topics in the category of
70-79% (high), very high levels were observed in
2015. Finally, those topics with very high category
(80-100%) were observed in 2013 with one topic
and three topics in 2014.

Level of Implementation of SRHR activities by
CBO Members

Table 6 above shows findings of all the activities the
CBOs were implementing to help educate young
people and the whole community about sexual
reproductive health and rights. All the CBOs drew a
work plan which was to enable them carry out the
activity’s utmost 312 times annually. Since the
activities aimed the young people, they were mostly
conducted on the peak months i.e., April, August,
and December. The least activity to be implemented
was at 50% while the highest implementation level
scored 91%.
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Table 6: Description of Activities implemented by CBOs

Activities held by CBOs N=312 | 2013 2014 2015

SRHR meetings 312 238 (76%) | 224 (72%) | 251(80%)
Advocacy activities 312 231 (73%) | 212 (68%) | 232 (74%)
Awareness and sensitization events 312 242 (7T7%) | 262 (84%) | 253 (81%)
Community/ youth-led outreaches 312 186(59%) | 238(76%) | 218 (70%)
Community dialogue days 312 215(69%) | 269 (86%) | 285 (91%)
Community action days 312 198 (63%) | 215(69%) | 280 (89%)
Games and skits events 312 200 (64%) | 181(58%) | 196 (63%)
Clean up activities 312 158 (50%) | 168 (54%) | 189(60%)
Convention and Tree planting events 312 224 (72%) | 158 (50%) | 195(62%)
Linkages for SRHR resource mobilization 312 208 (66%) | 186 (59%) | 236(76%)
Commaodity distribution (condoms) 312 169 (54%) | 222 (71%) | 252 (81%)

The weighted average of the implementation level
for all the eleven activities in the first phase of the
program (2013) was 66.1%, the second phase of the
program (2014) was 68% while the last phase of the
program (2015) was 75.4%.

The overall weighted average of the implementation
level for all the eleven activities during the three
phases of the program (2013-2015) was 69.8%.

Figure 2: Trends according to CBOs SRH activity implementation
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The trends of the activity implementation were
unpredictable over the years since each activity had
distinct rate of its implementation over the three
years. Averagely, the implementations of the
activities were on the rise from 2013-2015. In 2013,
for activities out of 12 picked off steadily and all the
CBOs implemented them within their communities,
the said activities dropped slightly in 2014 and then
become stable in 2015. Five of the activities
implemented in by CBOs which include awareness
and sensitization events, community dialogue days,
community action days, clean-up activities and
commodity distribution activities, grew steadily in
an increasing manner throughout the years.

Three of the activities namely SRHR meetings,
advocacy activities, and games and skits events
showed modest change where in all the years they
were implemented in almost the same level with a
range of about 70% to 72 percent. 1 activity (youth
convention come tree planting) rose high in the first
year of implementation i.e., 2013 but dropped
hugely in 2014 then picked again slightly in 2015
with implementation levels of 72%, 50%, and 62%
respectively. Another activity (linkage to SRHR
resource mobilization) also started off steadily in
2013 (66%), dropped slightly in 2014 (59%) and
then picked up well in 2015 (76%). These changes
indicated that youth activities need a specific time
to be carried out an activity such as conventions and
resource mobilization should always be done with a
lot of technical support.

Association Between Capacity Building and the
Implementation Level of SRHR Activities

A Chi-square test of association was conducted to
test for relationship between Capacity Building
Programs and the various implementation levels of
SRHR Activities. Of the 771 CHVs trainings
706(91.69%) were  implemented  through
Awareness creation; 670(87.01%) were
implemented  through ~ Advocacy  events;
563(73.02%)  were implemented  through
outreaches; 666(86.30%) were implemented
through Community dialogue while 617(80.03%)
were implemented though community action days.
However, there was no statistically significant
association between CHV roles and Community
Action Day; Service delivery and Community
Action days’ results (p=0.922; 0.543 respectively).

Similarly, of the
559(95.23%)
Awareness

implemented

588 WSWM Packages,
%) were implemented through
creation; 522(88.93%) were
through ~ Advocacy  events;
453(77.04%) were implemented  through
outreaches; 535(90.99%) were implemented
through Community dialogue while 493(83.84%)
were implemented though community action days.
There was a significant association between all the
Capacity Building Programs and Awareness
creation, advocacy events, outreaches, and
community dialogue days. The results are presented
in Table 7.
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Table 7: Association between Capacity building programs and SRHR activities implementation

CB Program Implementation of SRHR activities

Overall Awareness creation Advocacy Outreaches Community Community
Events dialogue Action Days

N (%) N (%) Sig. N (%) Sig. N (%) Sig. N (%) Sig. N (%) Sig.

CHV Roles 771 706 <0.001 670 <0.001 563 <0.001 666 <0.001 617 0.922
(82.11) (91.69) (87.01) (73.02) (86.30) (80.03)

Service Delivery 684 624 <0.001 597 <0.001 503 <0.001 584 <0.001 553 0.543
(72.84)  (91.36) (87.28) (73.54) (85.38) (80.85)

Health Talk 779 716 <0.001 652 <0.001 552 <0.001 665 <0.001 647 0.001
(83.94)  (92.03) (83.80) (70.86) (85.37) (83.06)

Leadership &governance 701 669 <0.001 591 <0.001 549 <0.001 625 <0.001 611 <0.001

training (74.73)  (95.57) (84.43) (78.32) (89.16) (87.16)

CHC Roles 718 674 <0.001 634 <0.001 483 <0.001 610 <0.001 600 <0.001
(76.55)  (94.00) (88.42) (67.27) (84.96) (83.57)

WSWM Package 588 559 <0.001 522 <0.001 453 <0.001 535 <0.001 493 <0.001
(62.62)  (95.23) (88.93) (77.04) (90.99) (83.84)

Constitution 745 701 <0.001 699 <0.001 505 <0.001 631 <0.001 624 <0.001

Development (79.34) (94.22) (93.95) (67.79) (84.70) (83.76)

CSE Package 709 669 <0.001 619 <0.001 482 <0.001 604 <0.001 591 <0.001
(75.91) (94.49) (87.47) (67.98) (85.19) (83.36)

Data Analysis 688 643 <0.001 584 <0.001 463 <0.001 595 <0.001 581 <0.001
(73.27)  (93.46) (85.01) (67.30) (86.48) (84.45)

Data Collection 677 631 <0.001 572 <0.001 457 <0.001 581 <0.001 567 <0.001
(72.10)  (93.21) (84.62) (67.50) (85.82) (83.75)

Tested at 95% ClI
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DISCUSSION
Capacity Building Received

The study findings demonstrated that there were
high quality trainings given to CBOs over the three
years. During the first year, six comprehensive
training topics were tackled with room left in-
between intervals for practice and activity
implementation. These topics were primarily meant
to offer the CBOs the full capacity in terms of
knowledge and preparation procedures of designing
and implementing SRHR activities ahead of them.
In 2014, the second year, six training topics were
comprehensively and intensively taught and this
time the training selection was designed this way
(intensively) to assist the CBOs to directly
implement SRHR activity. Important to note, some
of the capacity building programs were already set
in that at the end they would have done an activity
already. For instance, WSWM training was to be
done once and once the CBO had gone through it,
they would practice it directly to the youth once and
for all. Finally, the trainings offered in 2015 were
complex yet made so understandable because most
of them were things they do on daily basis. The 2015
trainings were meant to capacitate them to be able
to sustain themselves, the program, and the
relationship between them and the community, the
sub-county, and the county at large. That was also a
package where data collection and manual analysis
was trained and skilfully emphasized so that the
CBOs would collect their own data analyse and
reported to the chalkboards and also share with
other community members through chief’s barazas.

This finding is consistent with the evidence in the
findings of work done by Chandra-mouli who also
conducted a study on SRHR of young people where
the most used intervention was capacity building.
The training entailed use of a combination of health
worker training e.g., comprehensive sexual
education and  adolescent-friendly  facility
improvements. The intervention was delivered in
low or high dosage where dosage in this study
meant how intensively and/or how long an
intervention or a package of interventions was
delivered. In practical terms this meant that a
program that reached young people with
complementary messages using a variety of delivery
mechanisms (e.g., teaching sessions in school,

billboards, and radio or television chat shows), has
a higher “dosage” than another program that uses
fewer and less-intensive approaches. Trainings with
high dosage had an exclusive meaning of creating a
sustainability strategy for the communities
(Chandra- mouli et al., 2015)

Level of Activity Implementation by CBOs

The results on the level of activity implementation
by CBOs in this study were unpredictable
throughout the years though well implemented
within the years. During the first phase (2013) the
weighted average was 66.1%, in 2014 it was 68%
while in 2015 it was 75.3%. Activities were being
implemented immediately after the training while
others needed good preparation by the community
members to be carried out. Important to note was
that activities in this study were a variety, unique
and friendlier to the youth who were the target
population and as the years moved by the CBOs had
enough experience for enabling them conduct as
may activities as possible hence the increasing
trends as noted above. Activities to boost the
community rights were as well incorporated making
it suitable for parents and community at large.

Consistent with the finding on level of activity
implementation by CBOs, it was documented that
variety of SRHR activities will be received better by
youth than just a single one which promotes
monotony among the youth (Brazier et al., 2014).
Findings of the study indicated that activities to
promote SRHR used were of great varieties, direct,
and well-articulated to young people.

Relationship between Capacity Building
Program Received and Activity Implementation

The study findings revealed that capacity building
program received by CBOs in 2014 had greater
impact on the level of activity implementation. For
instance, general Community Health Strategy (CHV
roles) and WSWM packages training had significant
impact on awareness creation and sensitization
events, advocacy activities, outreaches, community
dialogue day, and community action days. This was
attributed to the type of training given to them.
Theses trainings were designed to help boost skills
on the activities implementation directly. To
continue, some of the activities upon completion
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were already giving room for CBO members to
conduct the activity meant for it.

In consistent to these findings, also, empirical
results from four studies done in South Africa, on
interventions targeting sexual and reproductive
health and rights outcomes of young people showed
that interventions seeking to improve the
comprehensive SRHR of Young people especially
those living with HIV/AIDS in South Africa, had
positive impacts (Bernays et al., 2015). This is due
to similarities regarding the methodology used
during the training — it was a combination of both
the youth and the adults members of the community.
The second study; having conducted a review of
literature on different interventions, in their
discussion, identified themes emerging across all
interventions and most capacity building
intervention impact positively to the activity
implantation level (Pretorius et al., 2015). In the
other two studies, findings support a significant
relationship between capacity building and activity
implementation. The studies concluded that
interventions worked best in contributing to positive
SRHR interventions outcomes (Oronje et al., 2011;
Villa-Tores & Svanemyr, 2015).

CONCLUSION

Sexual reproductive health problems can be reduced
through proper capacity building with well
incorporated activities. However, it will take time,
resources, and a combined effort on the part of
communities and many other stakeholders.
Organized trainings on health and health economic
empowerment with subtopics such as Community
Health Strategy, Income Generating Activities
(IGA) development, youth friendly services, health
education at household level, life skills topics such
as World Starts with Me (WSWM), youth adult
health talk and school health talk, and peer to peer
communication amongst Community  based
organizations would help promote sexual behaviour
change among the youth.

Activities that could improve adult —teen and teen-
teen communication on sexual reproductive health
such as community dialogue days, awareness
creation and sensitization, community action days,
youth — led outreaches, advocacy, and community
meetings if implemented would see a decrease in

sexual reproductive
community members.

health problems among

Recommendations

Based on the above conclusion, this study
intervention is worth cascading to others counties
and sub counties in and out of western Kenya region
to help reduce SRHR problems among young
people of ages 10- 24 years. Especially in counties
where community health strategy was rolled
initially, this will mark a very important program.
Capacity building programs such as Community
Health Strategy, WSWM, awareness creation and
advocacy have proved to impact a positive change
in increasing the number of SRHR activities
implementation. Therefore, they are highly
recommended to help in reducing SRHR problems
such as teenage pregnancies, school dropout, STI
infection, engagement of unprotected sex etc among
communities in western Kenya.

Life-skills is taught in schools but not given enough
emphasis and time due to other competing lessons.
Time to teach it is not so much therefore, on top of
the guidance and counselling teaching and time,
registered Community based organization members
and community Health workers should be allowed
to freely walk into rural schools and liaise with the
guidance and counselling teachers to teach the in-
school adolescents about the SRHR problems e.g.
HIV/AIDS and other STIs, teenage pregnancies,
early marriages, unsafe abortion, gender and
domestic violence, school dropout including how to
tackle the problems. Furthermore, in case any
SRHR activity is being conducted around the
schools e.g., in the school premises, the pupils or
students should be allowed to participate so that
they can learn and benefit from the services
provided. This in return will lead to them practicing
and gradual behaviour change.

Lastly, this study adopted a descriptive study design
utilizing analytic methods to analyse its main
objective, most of the studies in the literature
reviewed adopted pure review of literature therefore
other studies should be done using a purely
analytical study method to ascertain whether
exposure to capacity building by communities has
an association with SRHR activity implementation
for behaviour change among young people.
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