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FOREWORD

The 2010 Kenya Service Provision Assessment (2010 KSPA) survey is a follow-up to the
1999 and 2004 KSPA surveys. This assessment was conducted soon after the 2008-09 Kenya
Demographic and Health Survey (KDHS). The information from the 2010 KSPA gives an indication
of our progress towards attaining the Millennium Development Goals (MDGs) and Kenya’s Vision
2030. It also provides an assessment of the impact of activities implemented under the 2005-2010
National Health Sector Strategic Plan (NHSSP I1).

The 2010 KSPA was designed to provide national and sub-national information on the
availability and quality of services from a representative sample of 703 health facilities. These
facilities included hospitals, health centres, dispensaries, maternities, clinics, and VCT centres. The
managing authorities of these facilities included the government, nongovernmental organisations
(NGOs), private, and faith-based organisations (FBOs). The facilities were stratified by type of health
facility, managing authority, and province.

The services of interest to the 2010 KSPA included child health, family planning, maternal
and newborn health care (antenatal and delivery care), sexually transmitted infections, tuberculosis,
and HIV/AIDS.

The survey included interviews with the service providers, observations of a sample of
consultations between the health care providers and clients seeking their services, and interviews with
clients after they were served. Focus group discussions with mothers of children less than two years of
age and in-depth interviews with community health workers were also conducted to provide
qualitative information that would supplement the survey findings.

Although most of the facilities are equipped to provide primary health care and have essential
commodity supplies and drugs available, the survey identified major weaknesses that require
immediate remedy if we are to improve the quality of health service delivery.

In the second National Health Sector Strategic Plan (NHSSP II), the provision of targeted
health services to different age cohorts in the population has been identified as one of the priority
strategies for enhancing access to quality health care. This 2010 KSPA report is, therefore, an
important tool in the nation’s efforts to identify and address issues that inhibit provision of and access
to quality health care.

It is hoped that policy and programme managers will focus on the problems identified through
the three KSPAs and recent DHS surveys to ensure that implementation of activities in the proposed
areas of intervention is done in a coordinated manner. To this end, we urge all stakeholders to play
active roles in trying to close the gaps in the provision of high quality health services to the Kenyan
population.

. LY )
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WyclTtte Ambetsa Oparanya, EGH, MP

Minister of State for Planning, National Development & Vision 2030
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KEY FINDINGS

The 2010 Kenya Service Provision Assess-
ment (2010 KSPA) survey, the third of its kind
to be done in Kenya, collected data from a repre-
sentative sample of 695 health facilities
throughout the country. It was designed to pro-
vide information on the general performance of
facilities that offer maternal, child, and repro-
ductive health services as well as services for
specific infectious diseases, including sexually
transmitted infections (STIs), HIV/AIDS, tuber-
culosis (TB), and malaria.

Information was collected, using facility au-
dit questionnaires, interviews with health service
providers, observations of client-provider con-
sultations, and exit interviews with clients, to
assess the capacity of facilities to provide good
quality services and also to assess the existence
and the strengths and weaknesses of infrastruc-
ture and systems to support these services. The
survey also sought to assess adherence to stan-
dards in the delivery of curative care for sick
children, family planning, antenatal care (ANC),
normal and complicated deliveries. Community
health workers (CHWSs) and mothers of children
were interviewed in a sample of communities
where these health facilities were located.

The 2010 NHFC provides national- and pro-
vincial-level information for hospitals, health
centres, maternity facilities, clinics and dispensa-
ries that offer maternal and child health (MCH)
and HIV and AIDS-related services, and also
from stand-alone voluntary counselling and test-
ing (VCT) facilities.

The National Coordinating Agency for
Population and Development (NCAPD) imple-
mented the survey in collaboration with the Min-
istry of Medical Services (MOMS), the Ministry
of Public Health and Sanitation (MOPHS), and
the Kenya National Bureau of Statistics (KNBS).
ICF Macro provided technical assistance under
the MEASURE DHS project. Financial support
for the 2010 KSPA came from the United States
Agency  for International  Development
(USAID), United Nations Population Fund
(UNFPA), United Nations Children’s Fund
(UNICEF), the British Department for Interna-

tional Development (DfID) and the Danish In-
ternational Development Agency (DANIDA).

Below is a summary of the key findings of
the 2010 KSPA:

FACILITY-LEVEL INFRASTRUCTURE, RESOURCES,
AND SYSTEMS

o A full package of basic services—which
includes outpatient care for sick children,
services for adult STls, temporary methods
of family planning, ANC, immunisation, and
child growth monitoring—is available in six
of every ten facilities. Hospitals, health cen-
tres, maternity facilities and dispensaries are
more likely than clinics and stand-alone
VCT facilities to offer the full package of
services.

e A little under half of facilities have regular
water supply, i.e., year-round water is sup-
plied by a tap in the facility from a protected
or unknown source, or water is supplied
from a protected well or pump, and water
outlet is available within 500 meters of the
facility. One of every four facilities has
regular electricity or generator with fuel.
Overall, only one of every ten facilities have
regular supplies of water and electricity as
well as client comfort amenities such as a
functioning client latrine, a protected waiting
area and a basic level of cleanliness.

e Two-thirds of facilities report holding rou-
tine management meetings at least once
every six months; however, only one-third
of facilities have documentation of a recent
management meeting.

e A quarter of facilities report quality assur-
ance activities and only eleven percent have
documentation of quality assurance activi-
ties.

o Approximately six of every ten facilities
have functioning equipment or the necessary
chemicals for the method used to process
equipment for reuse. More than seven of
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every ten facilities have an adequate system
for disposal of sharps waste.

LD HEALTH SERVICES
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Approximately seven of every ten facilities
offer all three basic child health services—
outpatient curative care for sick children,
childhood immunisations, and growth moni-
toring.

A little over eight out of ten facilities that
offer child immunisation services and also
store vaccines had all basic vaccines (BCG,
DPT/pentavalent, polio, and measles) avail-
able on the day of the visit.

Practically all facilities offer outpatient cura-
tive care for sick children. Among the facili-
ties offering outpatient curative care for sick
children, six of every ten have treatment
guidelines for sick child services. Only one-
third had IMCI chart booklets.

All three first-line oral medicines (ORS, the
first-line antimalarial (Coartem), and at least
one oral antibiotic) are available in two-
thirds of facilities that offer sick child ser-
vices. Six of every ten facilities offering ser-
vices for sick children have all pre-referral
medicines—at least one first-line injectable
antibiotic ~ (chloramphenicol, ampicillin,
cloxacillin, or penicillin), at least one sec-
ond-line injectable antibiotic (ceftriaxone or
gentamicin), and intravenous solution with
perfusion set.

Four of every ten facilities that offer curative
care for sick children meet the criteria for
providing routine staff training. Routine su-
pervision is common; eight of every ten fa-
cilities have routine supervision for child
health services providers. Supervision is
least common in Central province.

Complete evaluation of sick children for
general danger signs (the sick child’s inabil-
ity to eat or drink, vomiting everything, and
febrile convulsions) during sick child visits
are not routinely done. During only 13 per-
cent of all observed sick child consultations
did providers evaluate sick children for all
three of these IMCI general danger signs.

Among observed children who were diag-
nosed with pneumonia, a third had their res-
piratory rates checked and about nine of
every ten were given an antibiotic.

Caretakers of sick children are seldom given
essential information for taking care of the
sick child at home. For example, only a little
over one in every ten caretakers received all
three IMCI recommendations regarding fluid
intake, food intake, and symptoms for which
the sick child must be brought back to see a
health provider.

FAMILY PLANNING SERVICES

Three-quarters of facilities in Kenya offer
temporary modern methods of family plan-
ning; the majority of these facilities (nine of
every ten) offer FP services five or more
days per week. The most commonly offered
temporary modern methods of family plan-
ning in Kenyan health facilities are the com-
bined oral contraceptive pills (95 percent of
facilities offering any family planning ser-
vices), the 2- or 3-month progestin-only in-
jectables (95 percent), and the male condom
(92 percent). Majority of facilities had the
most commonly provided methods available
on the day of the survey; there are some
gaps, however.

Over nine of every ten FP facilities assure
both visual and auditory privacy during fam-
ily planning counselling sessions. Visual
aids for client education are available in
eight of ten FP facilities; however, less than
four of every ten of these facilities had fam-
ily planning service guidelines available in
the service delivery area on the day of the
survey visit. Items for infection control
(soap and running water or else hand disin-
fectant, clean latex gloves, disinfecting solu-
tion, and sharps box) are available in the
family planning service area in a little over
half of these facilities.

In eight of every ten family planning facili-
ties, family planning providers routinely di-
agnose and treat STIs. Medicines for treating
syphilis, trichomoniasis, chlamydia, and
gonorrhoea are not readily available in these
facilities.



Only a small proportion of family planning
facilities provide routine training for family
planning service providers; however indi-
vidual supervision of these providers is quite
widespread.

Few family planning clients have major is-
sues with their visits to health facilities.
Long waiting time to see a provider is the
problem that clients most often mention.

MATERNAL HEALTH SERVICES

Excluding stand-alone VCT facilities, ANC
services are available in three-quarters of all
facilities; they are least likely to be available
in clinics. Close to six of every ten facilities
offer ANC, postnatal care (PNC), and teta-
nus toxoid (TT) vaccine. Nine of every ten
ANC facilities provide TT services every
day that ANC services are offered.

Overall, only a little over a third of ANC
facilities have visual aids, ANC guidelines,
and individual client cards —items consid-
ered important for provision of quality ANC
counselling. Individual client cards are more
likely to be available than either ANC guide-
lines or visual aids.

Only one-quarter of ANC facilities have all
five essential supplies for basic ANC ser-
vices (blood pressure apparatus, foetoscope,
iron and folic acid tablets, and TT vaccine)
for basic ANC. All infection control items
(soap and running water or else hand disin-
fectant, latex gloves, disinfecting solution,
and sharps box) are available in six of every
ten ANC facilities.

Only one of every five ANC facilities has all
medicines for managing common complica-
tions of pregnancy (a broad spectrum antibi-
otic, an antihelminthic, a first-line antimalar-
ial, an antihypertensive, and at least one
medicine for treating each of the following
reproductive tract infections: trichomoniasis,
gonorrhoea, chlamydia, syphilis and can-
didiasis.

In little under nine of every ten ANC facili-
ties, ANC service providers routinely diag-
nose and treat STI. On the day of the survey
visit, close to half of ANC facilities had at
least one medicines to treat each of the four

common STIs—syphilis, gonorrhoea, chla-
mydia, and trichomoniasis.

Eight of every ten ANC facilities have up-
to-date ANC registers. Only about two of
every ten of ANC facilities have documenta-
tion indicating that they monitor ANC cov-
erage.

First-visit ANC clients are more likely to be
counselled or educated on nutrition, preg-
nancy risk signs and symptoms, exclusive
breastfeeding, and postpartum family plan-
ning during ANC consultations than are fol-
low-up clients. Clients who are at least eight
months pregnant are more likely to be coun-
selled on delivery plans than others clients.

Normal delivery services are available in
three of ten facilities, including 95 percent of
hospitals. Caesarean sections are available
almost exclusively in hospitals. Half of fa-
cilities have transportation support for ma-
ternity emergencies; private facilities are
less likely to have transportation support
than facilities managed by other authorities.

About six of every ten facilities that offer
normal delivery services have all infection
control items (soap and running water or
else hand disinfectant, sharps box, disinfect-
ing solution, and clean latex gloves) at the
service site.

All basic equipment and supplies for con-
ducting normal deliveries (scissors or a
blade, cord clamps or ties, a suction appara-
tus, antibiotic eye ointment for the newborn,
and a disinfectant for cleaning the perineum)
are available in the delivery area in six of
every ten facilities offering delivery ser-
vices. The availability of each of these items
individually ranges from 75 percent of facili-
ties having antibiotic eye ointment to 97
percent having scissors or a blade at the ser-
vice site.

Newborn respiratory support (infant-sized
Ambu bag or equivalent) is available in
seven of every ten facilities that offer deliv-
ery services, including 92 percent of hospi-
tals. An external heat source is available in a
little under four of every ten of these facili-
ties, including 67 percent of hospitals. Prac-
tices that are considered supportive of new-
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born health, such as weighing the newborn,
providing vitamin A to the mother, and
rooming-in, are common.

Up-to-date delivery registers are available in
nine of every ten delivery facilities; interest-
ingly, maternity facilities are less likely to
have up-to-date registers. Overall, four of
every ten delivery facilities conduct reviews
of maternal and/or newborn deaths or near-
misses, including 64 percent of hospitals.

STI AND TUBERCULOSIS SERVICES

to nine of every ten had all first-line TB
medicines available on the day of the visit.

On average, better than eight of every ten
facilities that offer TB diagnostic, treatment,
and/or follow-up services routinely refer all
newly diagnosed TB cases for HIV testing
and counselling.

HIV/AIDS SERVICES

STI services are available in over nine of
every ten facilities. In almost all facilities of-
fering STI services, these services are of-
fered as part of general outpatient curative
services. In about eight of every ten facilities
that offer STI services, the services are also
available in FP services sites, and in two-
thirds of facilities they are also available in
ANC sites. Specialised STI clinics are not
common.

The syndromic approach is the most widely
used method to diagnose and treat STIs in
Kenyan health facilities. On the day of the
survey visit, nearly half of STI facilities had
at least one medicine for treating each of the
four common STIs.

Nearly all STI facilities provide STI coun-
selling under conditions that ensure both
visual and auditory privacy. STI guidelines
are available at the service delivery site in a
little over half STI facilities. STl-related
visual aids and educational materials also are
widely available at STI service sites in these
facilities. Eight of every ten STI facilities
have male condoms available somewhere in
the facility on the day of the survey; a little
over half had condoms at the STI service
site. Female condoms are less widely avail-
able.

TB diagnosis, treatment and/or follow-up
services are available in four of every ten fa-
cilities, including 93 percent of hospitals and
85 percent of health centres.

Nearly nine of every ten facilities that offer
TB treatment and/or follow-up services say
that they follow the DOTS strategy. Of fa-
cilities following the DOTS strategy, close
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Three-quarters of all health facilities in
Kenya have an HIV testing system. Among
these, nearly six of every ten have HIV test-
ing capacity on-site or in an affiliated lab. A
little under half of facilities with an HIV
testing system have an informed consent
policy for HIV testing, and nearly all have a
register with HIV test results.

Care and support services for HIV/AIDS
clients are available in about two-thirds of
facilities, excluding stand-alone VCT facili-
ties. On average, a little over half of all fa-
cilities offer primary preventive treatment
for opportunistic infections, such as cotri-
moxazole preventive treatment.

On average, 17 percent of all facilities (ex-
cluding stand-alone VCT facilities) prescribe
ART and/or provide ART follow-up ser-
vices, including eight of every ten hospitals
and a little over half of health centres. Items
to support ART services, such as national
ART guidelines and other guidelines for the
clinical management of ART, are widely
available in facilities that provide ART ser-
vices.

Services to prevent mother-to-child trans-
mission (PMTCT) of HIV are available in
close to six of every ten facilities, including
nearly nine of every ten hospitals and health
centres. Only one-third of facilities reporting
that they offer PMTCT actually offer all four
components of the minimum PMTCT pack-
age, however. Nearly eight of every ten
ANC facilities report offering PMTCT ser-
vices.

COMMUNITY HEALTH WORKERS

Community health workers would like to
strengthen their connection to the local
health facility. More than 80 percent of those



interviewed referred sick individuals to fa-
cilities. However, only one-third of CHWs
reported that they received regular supervi-
sion from the ministries of health.

Nearly all CHWS reported that they need
assistance with transportation to better visit
households and to facilitate travel of the sick
to health facilities.

The large majority of CHWSs requested rec-
ognition from the government for the work
they perform. They would like badges, cer-
tificates, or uniforms to identify their role in
assisting people to receive care.

While CHWs stated that they are volunteers,
most of them want a small monthly salary to
compensate them for the time spent in com-
munity work.

GROUP INTERVIEWS WITH MOTHERS

Women in most of the groups spoke posi-
tively in general about the medical services
available for sick children in government fa-
cilities. They seemed quite satisfied with the
treatment of sick children as well as with the
preventive services available.

The one problem mothers face in getting
treatment for sick children is lack of drugs at
facilities. Mothers in two-thirds of the
groups talked about the lack of drugs avail-
able as a problem. They want to be able to
purchase drugs at the facility rather than be
given a prescription to be filled elsewhere.

Women go to a health facility to give birth
so they have access to skilled care in case of
complications. Women give birth at home
because they have done so before without
difficulty, they feel comfortable at home,
and they have heard stories of required HIV
tests and abuse by nurses in maternities.

Very few women in these groups mentioned
postpartum and postnatal services, and it
seemed that women are not aware of the im-
portance of these services.
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SURVEY METHODOLOGY 1

Francis Kundu, Vane Lumumba, Paul Ametepi
1.1 OVERVIEW

The 2010 Kenya Service Provision Assessment (KSPA) is a facility-based survey designed to
provide information on the preparedness of health facilities that offer maternal, child, family planning,
and reproductive health services as well as services for specific infectious diseases, in particular
sexually transmitted infections (STIs), HIV/AIDS, tuberculosis (TB), and malaria. The 2010 KSPA is
the third survey of its kind to be conducted in Kenya; the first one was conducted in 1999, and the
second was conducted in 2004. Whenever feasible and useful, this report will compare 2010 findings
with findings from the two previous surveys.

Information to provide a comprehensive picture of the strengths and weaknesses of the
service delivery environment for each assessed service was collected from a representative sample of
facilities managed by the government, non-governmental organisations (NGOs), private for-profit
organisations, and faith-based organisations (FBOs) in all eight provinces of the country.

The 2010 KSPA provides national and provincial-level representative information for
hospitals, health centres, maternity and nursing homes, clinics, and stand-alone voluntary counselling
and testing (VCT) facilities offering child health, maternal and newborn care, family planning, STI,
and HIV/AIDS-related services. Findings from this survey can supplement household-based health
information from the Kenya Demographic and Health Survey conducted in 2008-09, which provides
information on health and the utilisation of services by the overall population.

1.2 INSTITUTIONAL FRAMEWORK AND OBJECTIVES OF THE KSPA

The National Coordinating Agency for Population and Development (NCAPD) implemented
the 2010 KSPA in collaboration with the Ministry of Public Health and Sanitation (MOPHS), the
Ministry of Medical Services (MOMS), and the Kenya National Bureau of Statistics (KNBS). The
survey received technical support from ICF Macro. Financial support for the survey came from the
United States Agency for International Development (USAID), the United Nations Population Fund
(UNFPA), the United Nations Children’s Fund (UNICEF), the British Department for International
Development (DfID), and the Danish International Development Agency (DANIDA).

The objectives of the 2010 KSPA were to:

o Assess the preparedness of health facilities in Kenya to provide quality maternal and
newborn care, child health, family planning, and reproductive health services, as well as
services for certain infectious diseases (HIV/AIDS, STls, malaria, and TB)

e Provide comprehensive information on the performance of different types of health
facilities that provide essential health care services

e Identify gaps in the support services and resources

e Compare findings by region, facility type, and managing authority

e Describe the extent to which clients understand how to follow up on the service received
o Describe the processes used in providing child, maternal, family planning, and

reproductive health services and the extent to which accepted standards for quality service
provision are followed
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o Describe clients’ perceptions of services provided

e Provide information on the capacity of health facilities to provide HIV/AIDS preventive,
diagnostic, and care and support services and

o Document current record-keeping practices.
Data collection instruments were developed to respond to the following basic questions:

1. To what extent are facilities prepared to provide essential services? What resources and
support systems are available?

For each high-priority service, the 2010 KSPA used Facility Inventory Questionnaires and
Provider Interviews to collect information on whether a facility has the capacity to provide the service
at acceptable standards.

Capacity is measured by the presence of essential equipment and supplies in a location
reasonably accessible when providing a service. Quality of services, which is one aspect of capacity,
is measured by the following characteristics of facilities: training and supervision of staff, availability
of service delivery protocols and client education materials, availability and use of health information
records, the service delivery environment, and facility systems for maintaining equipment and
supplies.

The survey assessed support systems for general management, quality assurance, logistics for
medicines, infection control, and systems for monitoring activities (such as tracking service coverage
rates and referrals). Interviewers asked whether a facility had these support systems in place and noted
whether those systems were functioning.

A facility’s basic infrastructure can affect the standard of health services provided and
influence clients” willingness to use the facility. The 2010 KSPA collected data on whether facilities
had electricity, water, and client amenities and on whether the facility kept records of services
provided and on which days of the week. The 2010 KSPA also assessed staffing levels.

2. To what extent does the service delivery process meet generally accepted standards of care?

The 2010 KSPA interviewers observed interactions between clients and providers to assess
whether the process followed in service delivery meets standards for acceptable content and quality.
Observers sat in on consultations for sick children, STI services, family planning services, and
antenatal care (ANC) services. Normal deliveries and the management of delivery complications were
also observed. The interviewers recorded what information was shared between the client and the
provider and what processes the provider followed when assessing the client, conducting procedures,
and providing treatment. They also checked for the availability of written protocols or guidelines for
each of the services assessed.

3. What issues affect clients’ and service providers’ satisfaction with the service delivery
environment?

Each observed client was subsequently asked to participate in an exit interview to ascertain
the client’s perception of information shared and services received. This information provides further
insight into the quality of the client-provider interaction. Also, providers were interviewed about their
training and satisfaction with the work environment.
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1.3 2010 KSPA CONTENT AND METHODS FOR DATA COLLECTION
1.3.1 Content of the 2010 KSPA

The 2010 KSPA focused on basic health services, particularly those important for women and
children. The following essential health care services, all interrelated to some extent, were assessed:
child health, family planning, maternal health, and specific infectious diseases (STls, HIV/AIDS, TB,
and malaria).

For each of these services, the survey assessed whether components considered essential for
quality health care services were present and functioning. The components assessed are those
commonly promoted in various programmes supported by the government and development partners.
The 2010 KSPA also assessed whether more sophisticated components were present, such as higher-
level diagnostic and treatment modalities or support systems for health services that are usually
introduced after basic-level services have been put in place.

The child health component of the survey was designed to assess the availability of preventive
services (immunisation and growth monitoring) and outpatient care for sick children, with a focus on
the process followed in providing services to sick children. Service provision was compared with the
standards set in the guidelines for the World Health Organization’s Integrated Management of
Childhood Illness (IMCI).

The family planning component focussed on the process followed in counselling and
providing contraceptive methods to family planning clients.

The maternal health component assessed counselling and screening during ANC visits, the
delivery service environment, and care during the postpartum period.

The infectious disease component assessed the availability of services for diagnosing and
treating ST1Is as well as the HIV/AIDS, TB, and malaria diagnostic and treatment programmes.

1.3.2 Methods for Data Collection

Four main types of data collection tools were used for the health facility component of the
survey: the Facility Audit Questionnaires, the Observation Protocol, Exit Interviews, and Health
Worker/Provider Interview Questionnaires.

In addition to the above-mentioned standard SPA tools, the following instruments were also
used:

e Observation of Routine (Normal) Delivery Care: Partograph, Active Management of the
Third Stage of Labour, and Immediate Newborn Care

Checklist for Management of Postpartum Haemorrhage

Checklist for Manual Removal of Placenta

Checklist for Internal Manual Compression of the Uterus

Checklist for Compression of the Abdominal Aorta

Checklist for Newborn Resuscitation

Checklist for Severe Pre-eclampsia and Eclampsia

These protocols were used to observe normal deliveries and how delivery-related complications are
managed.

e Guide for in-depth interviews with community health workers, including community
health extension workers (CHEWSs)
e Guide for focus group discussions with mothers of young children ages 0-2 years.

These two guides supported the community component of the 2010 KSPA.
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Using the Facility Audit Questionnaires, interviewers collected information on the availability
of resources, support systems, and facility infrastructure elements necessary to provide a level of
service that generally meets accepted national and international standards. The support services
assessed were those that are commonly acknowledged as essential management tools for maintaining
health services. The Facility Audit Questionnaires include child health, maternal and newborn care,
family planning, HIV/AIDS, laboratory, and pharmacy modules. The HIV/AIDS modules assessed
how clients with HIV/AIDS were handled, from counselling and testing through treatment, referral,
and follow-up. Interviewers also collected information on health facility policies and practices related
to collecting and reporting HIV/AIDS-related records and statistics on services provided to clients
through the health facility.

The Observation Protocol was tailored to the service being provided. For sick child, ANC,
family planning, delivery, and STI consultation services, the observer assessed the extent to which
service providers adhered to standards of care, based on generally accepted practices for good-quality
service delivery. The observations, which were recorded in a checklist, covered the process used in
conducting specific procedures and examinations and also the content of information exchanged
between the provider and the client (including history, symptoms, and advice).

After clients were observed receiving a service (except for clients observed receiving delivery
services), they were asked to participate in an Exit Interview as they left the facility. The Exit
Interview included questions on the client’s understanding of the consultation or examination as well
as his or her recall of instructions received about treatment or preventive behaviour. The interviewer
also elicited the client’s perception of the service delivery environment.

In the Health Worker/Provider Interview, service providers were interviewed regarding their
qualifications (pre-service training, experience, and continued in-service training), the supervision
they had received, and their perceptions of the service delivery environment.

1.4 SAMPLING

Data were collected from a representative sample of facilities in the country, a sample of
health service providers at each sampled facility, and a sample of sick children, family planning,
ANC, STI, and delivery clients.

1.4.1 Sample of Facilities

The sample of facilities included in the 2010 KSPA survey was randomly selected from a
Master Facility List (MFL) of 6,192 functioning health facilities in Kenya at the time of the survey.
The MFL, obtained from the division of Health Information Systems, Department of Standards and
Regulatory Services, included hospitals, health centres, maternity and nursing homes, clinics, and
stand-alone VCT facilities under public, faith-based, private and NGO managing authorities. A
sample size of 703 facilities was selected for the survey. The sample was carefully designed to allow
for key indicators to be presented at national and provincial levels, by type of facility, and by the
different managing authorities. Hospitals, maternity facilities and stand-alone VCT facilities were
oversampled.! All three national referral hospitals and all eight provincial hospitals in Kenya were
included in the sample. The final KSPA sample covered approximately 11 percent of all facilities in
the country.

Reclassification of health facilities
The creation of the MFL from the various lists of health facilities that existed in the country

resulted in the re-classification of some facility types. For example, some health centres, mainly those
managed by faith-based organisations, were re-classified to dispensary status. More health centres

! Hospitals, maternity facilities and stand-alone VVCT facilities exist in fewer numbers than other types of facility
types. In order to have enough numbers of these facility types in the sample, these three facility types were
oversampled. Data are weighted during the analysis to compensate for over- or under-sampling, in order to
normalise the findings and present data from these facilities as they exist in the country.
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were upgraded to hospital status to serve the newly created districts in the country. Voluntary
counselling and testing (VCT) facilities providing additional health services were reclassified as
clinics and dispensaries. Over one thousand clinics that were previously not registered or indentified
with the health ministries were added.

As a result of this re-classification and the addition of health facilities, the sampling frame for
the 2010 KSPA (master list of facilities) is quite different from the sampling frame used for the 2004
KSPA. Therefore, findings from the 2010 KSPA, particularly at the level of facility type, do not lend
themselves to direct comparison with findings from the 2004 KSPA. Any such comparison should be
done with caution.

Table 1.1 presents a breakdown of the sampled facilities and outcomes following visits to
those facilities. As shown, data were successfully collected from 99 percent of the 703 sampled
facilities. Interviewers were not able to survey eight of the sampled facilities for various reasons,
including inaccessibility due to poor roads. Survey protocol required that facilities that could not be
surveyed be replaced with the nearest facility of the same type, in the same district, and under the
same managing authority. However, there were no facilities in these districts that met the replacement

criteria. Consequently, data were successfully collected from 695 facilities.

Table 1.1 Result of facility contact, by background characteristics
Percent distribution of facilities according to result, by background characteristics, Kenya SPA 2010
Percent distribution of result of contact
Duplicates an
Background Respondent existin Total Number of
characteristic Complete  notavailable  Refused facility Closed Unreachable  percent facilities
Type of Facility
Hospital 100 0 0 0 0 0 100 253
Health centre 100 0 0 0 0 0 100 101
Maternity 100 0 0 0 0 0 100 52
Clinic 99 0 0 1 0 0 100 104
Dispensary 97 1 0 0 1 2 100 152
Stand-alone VCT 98 0 0 0 2 0 100 41
Managing Authority
Government 99 0 0 0 0 1 100 351
NGO 100 0 0 0 0 0 100 38
Private (for profit) 99 0 0 0 0 0 100 219
Faith-based organisation 98 0 1 0 1 0 100 95
Province
Nairobi 99 0 1 0 0 0 100 90
Central 99 0 0 0 1 0 100 92
Coast 100 0 0 0 0 0 100 90
Eastern 99 1 0 0 0 0 100 91
North Eastern 95 0 0 0 0 5 100 59
Nyanza 99 0 0 0 1 0 100 91
Rift Valley 99 0 0 1 0 0 100 101
Western 100 0 0 0 0 0 100 89
Total 99 0 0 0 0 0 100 703
" For instances where one facility appears in the sample as two different facilities under two different names
2 Due to rounding, some of the total percentages may not add up to exactly 100 percent.

Data analysis

Data were weighted during analysis to account for differentials caused by oversampling and

undersampling and thus to represent the actual distribution of facilities in the country. Table 1.2
provides information on the weighted percent distribution of facilities included in the sample as well
as the weighted and unweighted number of facilities by type of facility, managing authority, and
region. Table 1.3 provides information on the weighted percent distribution of facilities providing
specific services of interest as well as the weighted and unweighted number of facilities. All other
tables in this report use the weighted numbers of facilities only. Tables 1.2 and 1.3 should be used
to determine the actual number of facilities assessed by the KSPA. Table A-1.1 provides additional
details on the distribution of the sample by type of facility and geographical location.
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Table 1.2 Distribution of facilities by background characteristics Table 1.3 Percentage of facilities providing specific services

Percent distribution of facilities and number of facilities, by Percentage and number of facilities providing specific services, Kenya
background characteristics, Kenya SPA 2010 SPA 2010
Percent Percent of Number of facilities
Background distribution ___Number of facilities facilities offering services
characteristic of facilities  Weighted Unweighted offering
Service provided services ~ Weighted Unweighted

Type of facility

Hospital 7 51 252 Childhood immunisation (EPI)’ 68 471 529

Health centre 11 80 101 Curative care for sick children 96 666 641

Maternity 2 17 52 Family planning (TFP)’ 88 613 575

Clinic 29 203 103 Antenatal care 73 509 561

Dispensary 49 340 147 Delivery 30 207 403

Stand-alone VCT 1 5 40 Sexually transmitted infections’ 93 647 632

. . Tuberculosis* 42 290 423

Managing authority Reported HIV testing system® 74 513 601

Government 50 345 347 HIV/AIDS care and support

NGO i 3 24 38 services® 64 443 533

Private (for profit) 34 237 217 Antiretroviral therapy (ART)

Faith-based organisation 13 89 93 services’ 16 115 285
Province Minimum package of PMTCT® 19 131 239

Nairobi 6 45 89 Total R 695 695

Central 18 125 91

Coast 12 81 90

' Routine series of DPT/Pentavalent, polio, and measles immunisations

IEIaSte}:nE 1 ; 1;2 22 available in the facility.

Nort astern 1 33 %0 * TFP refers to temporary methods of family planning. Facility provides,

R')f/tal\q/z?l 25 175 100 prescribes, or counsels clients on any of the following: contraceptive pills

V\I/ alley ‘ 44 89 (combined or progestin-only), injectables (combined or progestin-only),
estern implants, intrauterine contraceptive devices (IUCDs), male condoms or

Total 100 695 695 counselling on periodic abstinence (rhythm) method.

* A client with signs and symptoms that may be a sexually transmitted
infection may receive services for the diagnosis and/or treatment from
this facility.

* This may be any or all of the following: diagnosis, treatment, and
follow-up.

® Facility reports conducting the HIV test in the facility or in an affiliated
external laboratory, or having an agreement with a testing site that is
expected to return results to the facility.

® Providers assigned to this facility provide treatment for any
opportunistic infections or symptoms related to HIV/AIDS (such as
treatment for topical fungal infections, cryptococcal meningitis, or
Kaposi sarcoma), or provide (or prescribe) palliative care for patients
(such as symptom or pain management or nursing care for the terminally
ill), or provide nutritional rehabilitation services, including the
prescription or provision of fortified protein supplements, or provide
care for paediatric HIV/AIDS patients.

7 Facility reports that providers in the facility prescribe antiretroviral
treatment and/or provide clinical follow-up for ART clients. Outreach
ART facilities are not included in this definition since providers come
from another facility to provide the service.

® Minimum package of services for prevention of mother-to-child
transmission (PMTCT) of HIV includes the availability of the following in
the facility: an observed HIV testing system, ARV prophylaxis for mother
and infant, counselling on infant feeding and maternal nutrition for HIV-
positive mothers, and counselling on or provision of family planning.

1.4.2 Sample of Health Service Providers

A health service provider is defined as one who provides consultation services, counselling,
health education, or laboratory services to clients. For example, health workers were not eligible for
observation or interview if they only take measurements or complete registers and never provide any
type of professional client services. The sample of health service providers was selected from
providers who were present in the facility on the day of the survey and who provided services that
were assessed by the 2010 KSPA. The aim was to interview an average of eight providers in each
facility to cover providers of the range of services being assessed. In facilities with fewer than eight
health care providers, all of the providers present on the day of the visit were interviewed. In facilities
with more than eight providers, efforts were made to interview eight providers, including all providers
whose work was observed. If interviewers observed fewer than eight providers, then they also
interviewed a random selection of the remaining health care providers to obtain eight provider
interviews. Data were weighted during analysis to account for the differentials caused by
oversampling or undersampling of providers with a particular qualification in a facility type or
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province. In a few cases the staff present on the day of the survey may not have been representative of
the staff that usually provides the services being assessed.?

Table 1.4 provides general information on the weighted proportion of the providers
interviewed as a percentage of the total number of providers assigned to facilities and present at the
time of the survey, by background characteristics and provider qualification. It also gives the
weighted and unweighted number of interviewed providers used for the analysis. Tables A-1.2.1
through A-1.2.4 provide additional information on the weighted and unweighted number of
interviewed providers.

Table 1.4 Distribution of interviewed providers
Percent distribution and number of interviewed providers, by
background characteristics, Kenya SPA 2010
Percent Number of interviewed
distribution of providers
Background interviewed
characteristic providers Weighted ~ Unweighted
Type of facility
Hospital 32 979 1,882
Health centre 17 523 386
Maternity 3 100 183
Clinic 18 537 212
Dispensary 29 888 290
Stand-alone VCT 1 25 98
Managing authority
Government 53 1,626 1,734
NGO 3 106 137
Private (for profit) 23 698 645
Faith-based organisation 20 621 535
Province
Nairobi 13 389 400
Central 13 409 393
Coast 12 365 363
Eastern 16 499 466
North Eastern 2 63 176
Nyanza 14 413 391
Rift Valley 22 682 400
Western 8 231 462
Qualification of provider
Specialists' 1 30 45
Medical officer 1 45 84
Clinical officer 13 400 558
BSN? 1 19 33
Registered nurse 19 587 820
Registered midwife 1 35 34
Enrolled nurse 21 646 615
Enrolled midwife 5 145 122
Nurse aide 6 173 33
Lab staff® 17 533 468
Other health-related
specialists* 12 369 206
Other 2 69 33
Total 100 3,051 3,051
' Obstetrician/gynaecologists, ~ surgeons,  physician  specialists,
paediatricians, and pathologists.
2 Bachelor of Science in nursing.
? Laboratory staff includes lab scientist, lab technologist, and lab
technician/assistant.
4 Other health-related staff includes nutritionist, health education
officer, social worker, lay HIV counsellor, and Public Health Officer or
Technician.

% For example, the survey may have taken place at the same time as a special training event for a group of
specialists or on a day when evaluations took a certain type of provider away from services.
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1.4.3 Sample for Observations and Exit Interviews

Clients were systematically selected for Table 1.5 Distribution of observed consultations
observation based on the number of clients Percent distribution and number of observed consultations
expected for each service on the day of the survey. ;or an'teknatali'ﬁiare/ family pﬁlanning, oytpgtientfcurative carg

H Hp or Ssicl children, sexuay transmitte n BCtIOnS, an
Where many clients were present and eligible for | jejeries, by type of facility, Kenya SPA 2010
observation, the rule was to observe a maximum of Porcont
five clients for each provider of the service, with a distribution of ~ Number of observed
i f 15 observations for each service in observed consultations
maxm_lum 0 T i Type of facility ~consultations ~ Weighted =~ Unweighted
any given facility. In order to achieve the target ANTENATAL CARE
number of observations, the total number of =
. o X ; ospital 36 510 872
expected clients was divided by five to derive the Health centre 27 380 258
“N™ interval for selecting the next client to be | Matemity : o >
observed. For example, if a total of 15 clients were Dispensary 31 431 184
expected for a provider, 15/5 yielded the interval Total 100 1,409 1,409
of three between clients seen by the provider in FAMILY PLANNING
order to observe the maximum of five clients for Hospital 35 351 633
that provider. Thus, every third client was | Healthcentre 25 251 181
. . Maternity 1 11 27
observed. In practice, at some facilities, Clinic 9 95 46
interviewers observed fewer clients than were Dispensary 30 301 123
eligible for observation. This occurred primarily Total 100 1,010 1,010
where mu|t|p|e services were being offered to OUTPATIENT CURATIVE CARE FOR SICK CHILDREN
clients at the same time in different locations in the Hospital 25 497 1,016
. Health centre 19 392 353
facility. Maternity 1 15 63
Clinic 8 163 123

Any family planning or ANC client who | Dispensary 47 949 461
was also assessed by the provider for STI |_Tow 100 2,016 2,016
symptoms was observed both for elements related SEXUALLY TRANSMITTED INFECTIONS
to STI services and elements related to either Hospital 27 44 120

X . . Health centre 11 18 13
family planning or ANC, whichever was relevant. Maternity 2 4 6
Interviewers attempted to conduct an exit interview | Clinic 13 22 9

. . Dispensary 47 76 16
with all observed clients or caretakers of observed Total 100 164 164
sick children before they left the facility. OELIVERIES

When several eligible ANC or family | Hopial & > 7
planning clients were waiting, interviewers tried to Mlaternity 4 28 23

H H Clinic 0 0 0
select tVYO new clients for every follow-up client. | 5oc 9 10 5
The day_s case_load and the logistics of organising Total 100 626 626
observations did not always allow them to meet |- —
his obiecti Stand-alone VCT facilities do not show up in this table
this objective. because they do not provide any of the services observed as
part of the survey and therefore are not eligible for inclusion.

For child health consultations, only
children younger than five years of age who presented with an illness (rather than an injury or a skin
or eye infection exclusively) were selected for observation.

Table 1.5 gives the weighted percent distribution of observed consultations as well as the
weighted and unweighted numbers of observed clients, by service and facility type. Details on the
characteristics of these clients are presented in the relevant chapters of this report.

The observations were weighted using facility weights to adjust for overrepresentation of
facilities—and, thus, of observations—in the sample. In a few cases the clients present on the day of
the survey might not be representative of the clients who normally receive the service being assessed.’

® For example, if the survey coincided with a special event, such as a health fair, or a specific campaign.
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Tables A-1.4 through A-1.7 describe other aspects of service delivery, including the size of
the facilities’ catchment population (Table A-1.4) and the median number of staff assigned to
facilities and present on the day of the survey, by provider and facility type (Tables A-1.5.1 and A-
1.5.2). Tables A-1.6.1 and A-1.6.2 report the percentage of interviewed staff who provide counselling
related to HIV/AIDS testing and have received training on that topic, and Table A-1.7 shows the
median number of years of basic education and technical training (or qualification) reported by the
interviewed providers.

1.5 SURVEY IMPLEMENTATION
1.5.1 Data Collection Instruments

The 2010 KSPA survey instruments were based on generic questionnaires developed by the
MEASURE DHS project and were adapted for Kenya health services after consulting with technical
specialists from MOPHS, MOMS, NGOs, and other key stakeholders knowledgeable about the health
services and service programme priorities covered by the KSPA.

The survey instruments were pre-tested from 27" October to 13" November 2009. A total of
16 research assistants participated in the pre-test training. The research assistants consisted of eight
health workers drawn from public, private, and faith-based health facilities and eight social scientists.
All the research assistants were competitively recruited and underwent an intensive training session in
Nakuru on the application of the questionnaires prior to pre-test. During the pre-test period data
collection practice was conducted in nine facilities in Nakuru district. The nine facilities involved
were not included in the main sample. The questionnaires were then finalised for main fieldwork and
data collection.

1.5.2 Training and Supervision of Data Collectors

Data collectors were primarily recruited from among health workers (nurses and clinical
officers) and from among social scientists experienced in survey implementation and interviewing.
The main training for the 2010 KSPA took place in Nakuru in two phases. The first phase of the
training took place from 30" November to 12" December 2009, while the second phase took place
from 13" to 20" January 2010. NCAPD recruited a total of 78 research assistants for the survey.
These were joined by another 10 research assistants who were recruited through Jhpiego specifically
to collect data on deliveries. The 10 research assistants from Jhpiego and 10 others from the 78
recruited by NCAPD underwent special training in Nakuru between 5™ and 10™ January 2010 on the
observation of deliveries. A consultant from ICF Macro and a team from NCAPD, MOPHS, MOMS,
and KNBS conducted the training.

During the main training 16 teams were constituted from 88 research assistants. Each team
consisted of a team leader, two to four interviewers (health workers), and at least one social scientist.
A vehicle and a driver were allocated to each team. The 20 health workers who had received special
training on observation of deliveries were paired, and each pair was assigned to one or two teams.

There were three levels of supervision: central level, provincial level, and team level. At the
central level officers from NCAPD, MOPHS, MOMS, and KNBS regularly visited the teams to
review their work and monitor data quality. In addition to this, there were officers who were assigned
the roles of provincial coordinators and team coordinators. The team coordinators were each attached
to one team and had the responsibility of making the necessary appointments for the teams with the
health facilities to be visited and for making appointments for the community component.

1.5.3 Data Collection
Data collection commenced on 21% January 2010 and ended on 18" May 2010. The team

leader had the responsibility of checking all administered questionnaires before leaving each facility.
Each team was given a list of facilities to visit, giving the facilities’ names, types, and locations. The
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team coordinator made arrangements with the management of the facilities to be visited next at least
one day before the visits so that managers could prepare to receive the interviewers.

On average, data collection took one day per facility. Every effort was made for teams to visit
facilities on days when services being assessed would be offered. Whenever any of the services of
interest was not being offered on the day of the visit, the teams returned on a day when the service
would be offered to observe and interview the clients who came on that day. If, however, the service
was offered on the day of the visit but no clients came, the teams did not revisit the facility.

Each interviewer ensured that the respondent for each component of the facility inventory was
the most knowledgeable person for the particular service or system component being assessed.
Informed consent was obtained from the facility in-charge, from all respondents for the facility
inventory questionnaires, and from observed and interviewed providers and clients. Where required
by the questionnaires, the research assistant indicated whether a specific item being assessed was
observed, reported to be available but not observed, not available, or it was uncertain whether the item
was available. Equipment, supplies, and resources for specific services were recorded as available
only if they were in the relevant service delivery area or in an immediately adjacent room.

Through periodic field visits and spot checks, NCAPD, MOPHS, MOMS, and KNBS officers
ensured quality control. Field-check tables generated by the data entry programme were also used to
check the quality of the collected data, and, where necessary, NCAPD staff communicated with team
leaders and sorted out any emerging problems.

1.5.4 Data Management and Report Writing
Data management and analysis were carried out as follows:

e Management of questionnaires in the field. After completing data collection in each
facility, the interviewers reviewed the questionnaires before handing them over to the
team leader, who reviewed them a second time. The questionnaires were then passed on
to the team coordinators, who sent them to NCAPD headquarters by courier services.

e Data sorting and editing at headquarters. Once the questionnaires from each facility
arrived at headquarters, they were sorted to ensure that they were in the correct order and
none was missing. The office editor then edited to eliminate any mistakes that would
prevent the computer from accepting information during data entry. In cases where there
was a problem with the questionnaires from a facility, the data collection team was
consulted so that the problem could be rectified. In some extreme cases the facility
guestionnaire could be returned to the team to check on the data.

e Data entry. Ten data operators entered the data under the supervision of one data entry
supervisor and one NCAPD staff member. A data entry programme developed by ICF
Macro using CSPro software was used for data entry. All questionnaires were entered
twice (100 percent verification) to ensure that the data had been accurately keyed in. Data
entry took place from January through May 2010. All “other’ responses were reviewed by
NCAPD, MOMS, and MOPHS staff and recoded into categories relevant for data
analysis.

e Data processing. The design of the tabulation plan and the preparation of the
programmes for producing statistical tables were carried out from April through June
2010. Data analysis, including clarification of unclear information, was carried out from
July through October 2010. During data analysis the analysis plan was revised on the
basis of feedback from the KSPA management team.
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o Development of the final report. The final report was written with input from staff of
NCAPD, KNBS, MOMS, MOPHS, National AIDS/STD Control Programme (NASCOP)
and National AIDS Control Council (NACC). ICF Macro provided technical oversight.

1.5.5 Data Analysis
The following conventions were observed during the analysis of the KSPA data:

e Availability of items. Unless specifically indicated, the 2010 KSPA considered only
observed items to be available. Items that were reported as being available but were not
observed or seen by the interviewers were not considered available.

e Observations. Many facilities provide routine services for clients, such as taking blood
pressure, separately from the actual consultations, and there is often an interval between
these events and the time when the primary provider assesses the client. It is not always
logistically possible to follow a client through the entire system, so whenever these
services were observed being provided outside the consultation room on the day of the
survey, the observed client was assumed to have received these services. Where this
system is used, multiple providers contribute to the services received by each client. The
provider who ultimately diagnosed and prescribed was defined as the primary provider.

Observers used a checklist to assess whether a practice occurred or a piece of information
was shared between the provider and the client. They did not attempt to verify whether
the practice was correct or if the information shared was correct or complete.

e Provider information. Frequently, providers indicated that they ‘personally provided’ a
service that the facility did not offer. It may be that providers were referring to services
that they provide outside the facility. For the 2010 KSPA only providers that offer the
service in the particular facility where he or she was found during the survey were
included in the analysis for that service.

o Development of summary indicators. Aggregating the data into summary indicators
makes it possible to analyse many pieces of information and to see how they relate to the
overall capacity to provide services. It also enables analysts to monitor changes in a
facility’s capacity to provide services and in its adherence to standards, because there may
be improvements in some items but not in others. There are not yet generally accepted
summary indicators of the health information collected in the KSPA. The summary
indicators presented in this report represent an initial phase in the process of defining
useful health information aggregates. They will be refined as users provide feedback on
which summary indicators are most useful to policy-makers and programme
implementers.
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OVERVIEW OF THE HEALTH SYSTEM IN KENYA 2

Samuel Were, Paul Kizito, Catherine Ndei
2.1 HEALTH STATUS IN KENYA

A review of the health situation in Kenya shows that the health status of the people has
improved only marginally in the past decades and, according to some indicators, has worsened
(MOMS, MOPHS, 2010). Life expectancy in Kenya declined from 54.7 years in 1999 to 53 years in
2006. Other health impact indicators suggest stagnation and worsening of the health situation in the
long term but with some signs of improvement at the end of the policy period (2010) for specific age
cohorts (Figure 2.1). Currently, life expectancy at birth averages 57 years, with females living slightly
longer (57 years) than males (56 years) (PRB, 2010).

Figure 2.1 Trends in Health Impact Indicators
during the Period of the Policy Review
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Geographical and gender differences in age-specific health indicators persist. Further, many
different conditions contribute to early death and widespread illness (Luoma et al., 2010). HIV/AIDS
is by far the biggest problem, responsible for up to 29 percent of all deaths and 24 percent of all
disabilities in the country. Other causes of death include conditions during and just after birth (9
percent of deaths), respiratory (chest) infections including tuberculosis (14 percent of deaths),
diarrhoeal diseases (6 percent), malaria (5.8 percent), stroke (3.3 percent), heart attack (2.8 percent),
road traffic accidents (1.9 percent), and violence (1.6 percent).

As these numbers indicate, Kenya, like other developing countries, is seeing the emergence of
a “double burden of disease” because of changing lifestyles and the aging of the population. While
communicable diseases remain common, there is also a growing incidence of non-communicable
diseases—such as heart disease, diabetes, cancer, and mental illness—and medical conditions
resulting from trauma and accidents.

Overview of the Health System in Kenya | 13



Many interventions have been introduced, particularly since 2004, to address the high burden
of communicable diseases. Investments have been made in HIV care, malaria, tuberculosis control,
and maternal and child health. In addition, investments in changing behavioural risk factors, such as
tobacco and alcohol use, are receiving high priority. These investments are complemented by
investments in other health-related sectors, such as nutrition, access to safe water, education, and
roads, among others, to contribute to the overall improvement in health.

Despite the high disease burden, recently there have been various notable improvements in
some health indicators as well as accelerated economic growth just prior to the 2007 presidential
elections. The infant mortality rate declined from 77 deaths per 1,000 live births in the period 1998-
2003 to 52 per 1,000 in the period 2004-2008, while under-five mortality fell from 115 per 1,000 to
74 per 1,000 between these same periods (KNBS and Macro International, 2009). Children’s nutrition
also has improved. According to the latest KDHS (2008-09), the prevalence of exclusive
breastfeeding among children under six months of age increased from 13 to 32 percent between 2003
and 2009. The prevalence of underweight children, however, remained the same, at 20 percent.
Vitamin A supplementation decreased slightly, from 33 percent to 30 percent.

The maternal mortality ratio (MMR) is still high. In fact, it increased from 414 to 488
maternal deaths per 100,000 live births between the last two KDHS surveys (2003 and 2008-09)
(KNBS and Macro International, 2009). High fertility, the high incidence of infectious diseases,
poverty, and poor access to health services for pregnant women all contribute to high levels of
maternal mortality.

2.2 ENABLING POLICIES AND STRATEGIES TO IMPROVE HEALTH STATUS

In the 1970s Kenya adopted the Primary Health Care (PHC) Strategy as the main approach to
service delivery. The strategy emphasises disease prevention (immunisation), management of
common diseases (malaria, pneumonia, diarrhoea, HIV/AIDS), health education and promotion, and
rehabilitation of people with disabilities. The government has consistently focused its development
strategies on combating ignorance, disease, and poverty. Investing in health is recognised as central to
improving the quality of life, but the government faces socio-economic challenges in strengthening
the country’s health services. In response, the government has adopted the following seven enabling
policies and strategies, which include commitments at both the national and international levels.

2.2.1 Kenya Vision 2030

The main objective of Kenya Vision 2030 is to transform Kenya into ‘a newly industrializing,
middle income country providing a high quality of life to all its citizens in a clean and secure
environment’ by the year 2030 (GoK, 2007). The ministries of health are expected to contribute to
achieving this goal by working towards providing an efficient and high-quality health care system,
meeting the best standards.

2.2.2  Poverty Reduction Strategy

In 1999 the government of Kenya put in place the National Poverty Eradication Plan (NPEP),
which was aimed at reducing poverty in Kenya over the 1999 to 2010 period. One of the main areas
identified to contribute to poverty reduction was health care. This focus on health supported the
promotion and protection of good health as a basic human right that is essential to human welfare. A
healthy workforce is a prerequisite to sustained economic and social development, whereas a high
burden of disease significantly constrains economic development. The focus of the plan was to ensure
the actualisation of the strategies and targets set out in the National Health Policy Framework (1994-
2010) and the first National Health Sector Strategic Plan.

The NPEP was first implemented through the Interim Poverty Reduction Strategy Paper

(2000-2003) and later through the Economic Recovery Strategy for Wealth and Employment Creation
(ERSWEC). The Kenya Household and Budget Survey was implemented during the period 2005-06.
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This survey found that efforts to reduce poverty had yielded good results: The poverty level had
declined from 57 percent in the late 1990s to 46 percent in 2005-06.

2.2.3 Millennium Development Goals

As part of the international agreement on the Millennium Development Goals (MDGSs), the
government of Kenya is committed to reducing child mortality by two-thirds and maternal mortality
by three-fourths between 1990 and 2015. It is also committed to combating HIV/AIDS, malaria, and
other diseases. Despite the improvements achieved by the country towards meeting the MDG targets,
much more remains to be done before 2015.

2.2.4 National Health Policy

In 1994 the Ministry of Health produced Kenya’s Health Policy Framework (KHPF), the
government’s blueprint for future development in the health sector. This policy document is based on
a comprehensive situation analysis of the various factors affecting the health sector and addresses
broadly the agenda for policy reform. The aim of the policy framework was to ensure that the health
status of the Kenyan population improved. It set out the policy agenda for the health sector up to the
year 2010. This included strengthening the central public policy of the ministries of health, adoption
of an explicit strategy to reduce the burden of disease, and definition of a cost-effective essential care
package. To operationalise this Health Policy Framework paper, the first and second National Health
Sector Strategic Plans (NHSSP | (1999-2004) and NHSSP Il (2005-2010)) were developed and
implemented. Furthermore, before each financial year an Annual Operation Plan (AOP) is prepared.

2.2.5 National Health Sector Strategic Plan

The primary purposes of the National Health Sector Strategic Plan Il (NHSSP-I11) for 2005-
2010 were to reduce the inequalities in health care and reverse the downward trend in health-related
impact and outcome indicators. A thorough review of the experiences with Kenya’s Health Policy
Framework 1994-2010 and the efforts to implement NHSSP | yielded the basic design principles that
guided the development of this second strategic plan. Under this plan, service delivery places human
capital development and the human rights approach squarely at the core of its interventions.

Moreover, NHSSP 11 shifts the emphasis from decreasing the burden of disease to promoting
healthy life styles of individuals and community health. It does this by introducing the Kenya
Essential Package for Health (KEPH). Under the KEPH, nearly all health programmes centre on six
phases of human development, and in this way complement each other, so that synergy and mutual
reinforcement among the programmes can be achieved.

The six life phases are:

pregnancy and newborn

early childhood (two weeks to five years)
late childhood (6 to 12 years)

youth and adolescence (13 to 24 years)
adulthood (25 to 59 years)

elderly (60+ years)

ogakrwnE

The KEPH envisions the provision of comprehensive, integrated curative and preventive
health services, available at the first point of contact and accessible to all. The existing vertical
programmes will come together to provide services to the various age groups. Increasingly, they will
cooperate and eventually merge into a common set of interventions, each set directed at the various
age cohorts at the level of care that they provide. Once all programmes jointly focus on a phase in
human development, their combined outputs are expected to be better than each one could have
achieved individually. The Annual Operation Plans (AOPs) detail how the KEPH will be
implemented.
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All services included in the KEPH (primary health, etc.) function through a single delivery
point. However, several programmes run vertically to the primary health programming (TB, malaria,
and HIV/AIDS other than prevention of mother-to-child transmission (PMTCT); these are planned for
and implemented outside of the primary health structures.

Six levels of service delivery

The KEPH approach also defines six service delivery levels, as illustrated in Figure 2.2. The
government-run health care system comprises the following levels of facilities: tertiary hospitals
(level 6); secondary hospitals (level 5); primary hospitals (level 4); health centres, maternities, nursing
homes (level 3); dispensaries, clinics (level 2); and community, i.e., villages/households/individuals
(level 1). The levels have different responsibilities:

e Level 1, the community level, is the foundation of the service delivery priorities, because
it allows the community to define its own priorities so as to develop ownership and
commitment to health services. Communities are empowered with information and skills.
Only in this way can real change towards healthy life styles be achieved.

e Levels 2 and 3, which are, respectively, the dispensaries and clinics and the health
centres, maternities, and maternity/nursing homes, handle primarily promotive and
preventive care but also some curative services.

e Levels 4 through 6 are the primary, secondary, and tertiary hospitals, which focus mainly
on the curative and rehabilitative aspects of the service delivery package.

The referral system among these levels depends on where the skills that are required to
address a client’s problems are available.

Figure 2.2 Levels of Care Defined in the Kenya
Essential Package for Health
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2.2.6 Public Service Reform Strategy

All public service reform initiatives and programmes are to ensure that the objectives of the
Economic Recovery Strategy for Wealth and Employment Creation (2003-07) are achieved and in the
process the country progressively achieves the MDGs.
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The Public Service Reform Strategy (PSRS) aims to ensure that Kenya has an efficient and
effective public service that functions ethically, is focused on the citizen, and is results-oriented. In
support of these aims, a human resource management (HRM) strategy has been put in place to
introduce value-driven, competency-based HRM practices, as well as to resolve wage-bill issues.
Performance appraisal has just been introduced throughout the health workforce in support of HRM
reforms.

2.2.7 Health Sector Reform

The underlying vision for health development and reforms in Kenya, as detailed in the Kenya
Health Policy Framework (1994-2010), outlines reforms aimed at four key areas: sustainable,
accessible, and affordable quality health care; resource mobilisation; participation and collaboration
with other actors; and the regulatory role of the government. Under the policy the ministries of health
would play mainly a regulatory and steering role, with authority delegated to the provinces and the
districts. The National Health Sector Strategic Plan 1999-2004, and later NHSSP-II (2005-2010),
strongly re-enforced the intent of these reforms.

The significant change of government in January 2003 ushered in a new era of policy-making
in Kenya. In July 2004 a new policy for user fees at primary health care facilities was declared. The
policy declaration stated that all services rendered (including diagnosis, laboratory tests, and
pharmaceuticals) would cost only KSh 10 at the dispensary level (the lowest level of health care in
Kenya) and KSh 20 at the health centre (the second level of health facilities).

The latest and most controversial reform to be introduced was the plan for a radical
transformation of the National Hospital Insurance Fund (NHIF) into a mandatory National Social
Health Insurance Fund (NSHIF). Contained in a task force report—the National Social Health
Insurance Strategy (NSHIS) (February 2003), a Sessional Paper (August 2003), and a bill of law for
Parliamentary debate (May 2004), the policy proposes replacing the current cost-sharing scheme with
a prepaid insurance scheme. The insurance reform has, however, not been implemented due to policy
handicaps.

2.3 THE HEALTH CARE SYSTEM
2.3.1 Introduction

As noted, Kenya’s current health care systems are anchored on the Health Sector Policy
Framework of 1994 and the subsequent National Health Sector Strategic Plans 1999-2004 and 2005-
2010. These documents form the foundation of the health sector reform programmes and have guided
their ongoing implementation. The introduction of the sector-wide approach (SWAp) to health
planning and funding has gone a long way toward bringing together all the players in the sector in the
spirit of public-private partnership. Also, as part of the reforms the introduction of the KEPH system
has enhanced collaboration among the existing essential service packages and promoted a shift of
focus from reducing the burden of disease to the promotion of healthy lifestyles of individuals and
communities. In this respect the establishment of the six life-cycle cohorts and the classification of
heath facilities into six levels of service delivery are important aspects of the KEPH system.

2.3.2 Kenya Health Services

Services at the provincial and district levels: As a result of health sector reforms that have
decentralised health care, services are increasingly integrated at the national, provincial, and district
levels. Under decentralisation the district handles supervisory responsibilities. Unfortunately,
supervision has not been very effective, as one technical person may have to supervise several
technical areas of service delivery at lower levels.

Structure of service delivery: The Provincial Health Management Team (PHMT) provides
supervision and management support to the districts and sub-districts within the province.
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At the district level district hospitals and mission hospitals provide curative services. The
District Health Management Team (DHMT) and Public Health Unit of the district hospital manage
public health services. The DHMT and District Health Management Board (DHMB) provide
management and supervision support to rural health facilities (sub-district hospitals, health centres,
and dispensaries).

At the sub-district level, health centres provide both preventive and curative services, as do
dispensaries and community outreach services within the catchment areas. With the introduction of
the community package, basic preventive and curative services for minor ailments are addressed at the
community and household level.

Non-governmental organisations, faith-based organisations, and the private sector: Several
health-oriented non-governmental organisations (NGOs) operate throughout the country. The
population covered by these NGO health services cannot be easily determined, however. The
ministries of health and external donors support the health services offered by NGOs and the private
sector in several ways. Depending on their comparative advantage, NGOs, faith-based organisations
(FBOs), and community-based organisations (CBOs) offer specific health services. The ministries of
health provide support to mission health facilities by training their staff as well as seconding staff
members to these facilities and providing drugs and vaccines.

Currently, the private sector (both for-profit and not-for-profit) contributes over 40 percent of
health services in the country, providing mainly curative health services but very few preventive
services.

Modalities exist for ministry of health supervision and monitoring of NGO, FBO, and other
private-sector facilities. The NGOs and private facilities work with communities in collaboration with
the DHMT. The community programmes report to the DHMBS, which in turn report to headquarters
through the Provincial Health Management Boards. Their activities are guided by MOH standards and
protocols.

Health facilities

The quality of health service delivery is influenced by the quality of the service delivery
environment—specifically, the availability of adequate and serviceable facilities. The numbers of
health facilities have grown significantly, from 6,190 in 2008 to 6,696 in 2009—an increase of
8.2 percent. Most of these health facilities continue to be financed through the Constituency
Development Fund (CDF). These are annual budgetary allocations by central government to each
parliamentary jurisdiction. The priorities for implementation of projects and programmes are
identified by the constituents under the leadership of the member of parliament.

Table 2.1 gives a breakdown of health care facilities by management type. For more
information on facilities, see sections 2.4.2 Hospitals and 2.4.3 District Health System.

Table 2.1 Service delivery system: Health facilities
Private
Faith-based
Not for  organisa- Total
Type of service Public For profit profit tion private Total
Tertiary hospitals (level 6) 4 0 0 0 0 4
Secondary hospitals (level 5) 10 0 0 0 0 10
Primary hospitals (level 4) 225 12 5 23 40 265
Other hospitals (level 4) 22 41 59 52 152 174
Health centres (level 3) 473 21 88 139 248 721
Nursing homes (level 3) 3 89 54 9 152 155
Dispensaries (level 2) 2,393 74 380 509 963 3,356
Clinics (level 2) 20 1,126 693 102 1,921 1,941
Laboratory—stand-alone 0 52 2 0 54 4
Dental clinics 0 10 1 0 11 11
Source: Ministry of Medical Services and Ministry of Public Health and Sanitation, 2010

18 | Overview of the Health System in Kenya



2.3.3 Government Stewardship

Following the formation of the coalition government in 2008, the Ministry of Health was split
into two separate ministries, the Ministry of Medical Services (MOMS) and the Ministry of Public
Health and Sanitation (MOPHS). The government of Kenya, through the two ministries of health,
provides leadership for the entire process of health policy development. Their main functions include
coordination of development plans, development of policy, development of investment plans, and
monitoring implementation of the plans.

Various mechanisms facilitate the participation of faith-based organisations (FBOs) and civil
society organisations in setting the health policy agenda in Kenya, including the Kenya Health Sector-
Wide Approach to Planning (SWAp) and the Joint Programme of Work and Funding (JPWF).

Through the planning process the health ministries have tried to eliminate bias and inequality
in service delivery. The current NHSSP Il has as its goals the reduction of inequalities in health care
services and reversing the downward trend in health-related outcome indicators. These goals are
further articulated as the highest priority strategy in the Annual Operation Plan (AOP) 2009/10.

2.4 ORGANISATION OF THE HEALTH CARE SYSTEM
2.4.1 The Health Ministries

The two ministries have developed separate ministerial strategic plans, with pre-designed
planning formats, in addition to the existing National Health Sector Strategic Plan.

Under the country’s new decentralisation strategy, districts are responsible for delivering
health services and implementing health programmes. They are considered to be the central element
of the public health system (Wamai, 2009). At the provincial level management responsibilities are
split between the Provincial Health Management Team (PHMT), a part of the MOPHS, and the
Provincial Medical Services Management Team (PMSMT), a part of the MOMS. Under the split
ministry structure, the MOMS is responsible for service delivery levels 4-6 (primary, secondary, and
tertiary hospitals), and the MOPHS is responsible for primary health care facilities (levels 1-3).

Ministry of Public Health and Sanitation (MOPHYS)

The mandate of the MOPHS is to support the attainment of the health goals of the people of
Kenya by implementing priority interventions in public health, guided by the strategic framework
provided by the Medium-Term Plan 2008-2012 and the wider health sector. This ministry is central in
providing leadership to ensure implementation of the public health policy objectives and targets set in
the Strategy for National Transformation (SNT) 2008-2012 and the MDGs. The various roles and
functions of the MOPHS are stipulated in Presidential Circular No. 1/2008. The specific roles of the
MOPHS are as follows:

Public health and sanitation policy
Preventive and promotive health services
Community health services
Health education
Reproductive health
Food quality and hygiene
Health inspection and other public health services
Quarantine administration
Oversight of all sanitation services
Preventive health programme including vector control
National public health laboratories
Government Chemist
. Dispensaries and health centres (i.e., levels 2 and 3)
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Kenya Medical Research Institute (KEMRI)

Radiation Protection Board

Member of the Kenya Medical Supplies Agency (KEMSA) Board
Member of the Kenya Medical Training College (KMTC) Board

27T 0 5

As noted, the core function of the MOPHS is to provide primary care services at the first three
levels of the health care system—the community, dispensary, and health centre—as outlined in Table
2.2.

Table 2.2 Primary care services of the Ministry of Public Health and Sanitation at the different
levels of the health care system

Level 1 Levels 2 and 3
e Reproductive health ¢ Maternal health care
— Community midwifery — Antenatal care

— Family planning

Delivery care
Postnatal care
Family planning

o Child health
— Community nutrition
e Child health care

e Basic health care — Immunisation
— Treatment of common ailments — Growth monitoring
— Referral
— Home-based care e Basic health care/treatment of minor
ailments
e TB/HIV/malaria
— Follow-up/defaulters e HIV/AIDS/TB, including voluntary counselling
— Case management and testing, ART, and PMTCT
e School health programme e Malaria
e Behaviour change communication e Environmental health

— Waste management
e Environmental health
— Water e Health promotion (behaviour change
— Sanitation and hygiene communication/health education)
— Food safety
e Outreach
e Community surveillance
e Surveillance

MOPHS structure at the national level

As noted, the mandate assigned to MOPHS consists of public health and sanitation policy,
preventive and promotive health services, and community health services. The particular focus is on
service delivery at KEPH levels 1-3. Among the specific functions are health education, reproductive
health, food quality and hygiene, quarantine administration, vector control, health inspection, and
other public health services. All these functions are listed in Table 2.2 and reflected in the organogram
in Figure 2.3.

The Permanent Secretary has responsibility for oversight of the overall operations of the
ministry. In executing these functions, he receives support from the Director of Public Health and
Sanitation, the Director of Administration, the Principal Accounts Controller, the Chief Finance
Officer, and the Director of Human Resources. The Audit Department and the Ministerial Monitoring
Unit provide additional support, through their respective mandates, to the Permanent Secretary.
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Figure 2.3 MOPHS Structure at the National Level
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The office of the Director of Public Health and Sanitation (DPHS) is responsible for the
technical operations of the ministry. Eight departments provide support to and are directly under the
supervision of the DPHS.

Ministry of Medical Services (MOMS)

The functions of the Ministry of Medical Services (MOMS) relate to managing the
implications of ill health and paying special attention to the social context of disease and health. They
complement public health interventions by ensuring that essential medical care is made available
where needed, when needed, and in appropriate amounts. The aim is to improve lives by responding
to the legitimate medical needs of the population of Kenya. The central leadership role of the MOMS
is to ensure that medical services are provided that contribute to the attainment of the medium-term
development goals as outlined in NHSSP 11 and the First Medium-Term Plan (MTP) 2008-2012. The
functions of the MOMS are derived from its core mandate, as defined in Presidential Circular No.
1/2008. The ministry’s core functions are as follows:

Medical services policy
Curative services
HIV/AIDS and other sexually transmitted infections (STI) treatment and management
Maternal services
Rural medical services
Clinics and hospitals
Registration of doctors and paramedics
Nurses and midwives
National Hospital Insurance Fund
Clinical laboratory services
Kenya Medical Training College (KMTC)
Kenya Medical Supplies Agency (KEMSA)

. Regulatory bodies for pharmacy and medicine
Member of KEMRI board
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Activities of the Ministry of Medical Services respond directly to two constituencies. The first
is the government of Kenya, by which it is mandated to provide medical services in a manner that
supports attainment of the government’s first MTP and, therefore, Vision 2030. Other government
functions in the health sector are assigned to other ministries.

The second main constituency is the health sector as a whole. Here, MOMS provides
stewardship and coordinates delivery of medical services in a manner that supports attainment of the
overall NHSSP 11 objectives. Figure 2.4 shows the structure of the ministry at the national level.
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Figure 2.4 Current Organisational Structure of the Ministry of Medical Services
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Key: MMU = Ministerial Monitoring Unit; KNH = Kenyatta National Hospital; MTRH = Moi Teaching and Referral Hospital; NHIF = National Hospital Insurance Fund;
KMTC = Kenya Medical Training College; KEMSA = Kenya Medical Supply Agency; ICT = Information and communication technology; PRO = Public Relations
Office; HRD = Human resources development

The health ministries’ linkages within government and the health sector

In the reorganisation of government, the MOPHS and the MOMS are grouped together with
the ministries of Medical Services, Education, and Labour in the Human Resource Development
sector. It is through the human resource cluster that the health ministries plan, budget, and obtain their
resources.

In addition, the health ministries interact with other ministries outside the human resource
sector, especially central ministries and departments (Finance, Vision 2030, Public Services, and
Audit), as well as Parliament, on policy development, strategic planning, resource mobilisation and
management, and monitoring and evaluation. Figure 2.5 shows the position of the health ministries in
the national planning structure. Figure 2.6 depicts the linkages between the MOPHS, the MOMS, and
other government ministries, departments, and agencies. Both health ministries provide stewardship to
the health sector’s development and implementing partners.
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Figure 2.5 Linkages between Government-Specific and Health Sector
Planning Processes, Kenya Ministry of Medical Services
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National-level institutions

Six parastatal organisations operate under MOMS and MOPHS. All are semi-autonomous
institutions (state corporations), each governed by a board of management. The broad mandate of the
six parastatals is to facilitate, augment, and enable good quality service delivery by both the MOMS
and the MOPHS. This mandate is achieved through training, research, offering technical logistical
support, and setting standards to be followed in service delivery. The six parastatals are the Kenya
Medical Supply Agency (KEMSA), the Kenya Medical Research Institute (KEMRI), the National
Hospital Insurance Fund (NHIF), the Kenyatta National Hospital (KNH), the Moi Teaching and
Referral Hospital (MTRH), and the Kenya Medical Training College (KMTC).

2.4.2 Hospitals

Hospitals represent the top end of a continuum of care, providing referral services for both
clinical and public health conditions to the district health services. They play an important
complementary role to primary care and constitute an important and integral part of the national
health system.

Hospital structure

In Kenya hospital services are provided by public, private not-for-profit, private for-profit,
and faith-based institutions. The degree of specialisation varies among hospitals. Public hospitals are
divided into three groups, according to the level of services available and their responsibilities:
primary hospitals (e.g., district hospitals), secondary hospitals (e.g., provincial hospitals), and tertiary
hospitals (referral hospitals).

Primary hospitals

These hospitals provide preventive, promotive, outpatient curative, maternity, inpatient,
emergency surgery, blood transfusion, laboratory, and other general services. They also provide in-
service training, consultative services, and research in support of community-based health care
programmes.

Secondary hospitals

These hospitals act as referral hospitals to their primary or district hospitals and provide
specialised care. The provincial-level hospitals act as an intermediary between the national central
level and the districts. They oversee the implementation of health policy at the district level, maintain
quality standards, and coordinate and control all district health activities. Referral hospitals at the
provincial level include the Aga Khan hospitals in Kisumu and Mombasa.

Tertiary hospitals, or national referral hospitals

These are at the apex of the health care system, providing sophisticated diagnostic,
therapeutic, and rehabilitative services. The two national referral and teaching hospitals are Kenyatta
National Hospital in Nairobi and Moi Teaching and Referral Hospital in Eldoret. Their private-sector
equivalents are the Nairobi Hospital and the Aga Khan Hospital in Nairobi.

Hospital governance and management

As noted, at the provincial level management responsibilities are split between the Provincial
Health Management Team (PHMT), part of the MOPHS, and the Provincial Medical Services
Management Team (PMSMT), part of the MOMS. The MOMS is responsible for service delivery
levels 4-6, and the MOPHS is responsible for levels 1-3. The PHMT is headed by the Provincial
Director of Public Health and Sanitation. In line with the scope of the MOPHS mandate, all primary
health services fall within the core functions of the PHMT and its subsidiary District Health
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Management Teams (DHMTSs). By comparison, the PMSMT is housed at the provincial general
hospital of the province and is headed by the Provincial Director of Medical Services. The PMSMT
focuses on curative services, provided under the MOMS (generally levels 4-6). MOMS personnel
include medical services officers, health records officers, nursing officers, pharmacists, and health
administration officers at both provincial and district levels.

2.4.3 District Health System

Kenya’s health management system consists of eight administrative provinces, divided into
districts. As noted, under the country’s new decentralisation strategy, districts are responsible for
delivering health services and implementing health programmes; they are considered to be the central
element of the public health system. The district level concentrates on the delivery of health care
services. These facilities generate their own expenditure plans and budget requirements, based on
guidelines from headquarters transmitted through the provinces.

District health teams

Management of health care at the district level is headed by a District Medical Officer of
Health (DMOH). The DMOH receives support from a District Health Management Board (DHMB),
comprising officials appointed by the Ministries of Health and from local areas, and from a
professional unit, the District Health Management Team (DHMT). The DHMT prepares technical
advisories and the District Health Plan in consultation with local health actors and the DHMB.

Health sub-district

District and sub-district, or primary, hospitals offer referrals and guidance to the health
centres. At the same time, they concentrate on the core functions required of their level, which include
curative and rehabilitative activities.

Health centres

Health centres focus their attention on preventive and curative services, mostly adapted to
local needs. They also offer ambulatory services to the communities.

Health centres have on staff registered clinical officers, registered community health nurses,
laboratory technicians, and pharmaceutical technologists.

Dispensaries

Dispensaries are meant to be the first line of contact with the community. This function is
shared by the health centres. The dispensaries provide a broad spectrum of preventive health services,
which is critical to achieving the health sector reform focus on individual life-style and the
community. They also offer basic curative services. Dispensaries are staffed with enrolled community
nurses and community health extension workers.

Village Health Committees

The community level, comprising villages, households, and individuals, is the foundation of
service delivery priorities in the new arrangements of the KEPH system of health care delivery.
Village Health Committees are expected to be forums through which individuals and households can
participate and contribute to their own health and that of the community. The main focus areas of
community health services include health promotion, disease prevention, care-seeking and
compliance with treatment and advice, governance and management of health services, and claiming
of rights.
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2.5 Human Resource Staffing

Successful implementation of the NHSSP 11 depends on appropriately trained health workers
providing services from all health facilities.

Table 2.3 presents the numbers of registered medical personnel and those in training for the
years 2008 and 2009. The total number of registered medical personnel increased by 4.7 percent
between 2008 and 2009, from 76,883 in 2008 to 80,464 in 2009. With the exception of enrolled
nurses and public health technicians, there was an increase in numbers of personnel in all categories
of registered medical personnel. The number per 100,000 population increased slightly for registered
nurses and clinical officers, to 40 and 15, respectively. The ratio decreased, however, for enrolled
nurses and public health technicians, while it remained constant for other personnel. Personnel in
training decreased by 17 percent, from 8,925 in 2008/09 to 7,397 in 2009/10.

Table 2.3 Number of registered medical personnel and personnel in training, 2008 and 2009
Registered medical personnel In training
2008 2009* 2008/09 2009/10*
Number per Number per
100,000 100,000

Type of personnel Number  population =~ Number  population =~ Number Number
Doctors 6,623 17 6,897 17 3,172 2,437
Dentists 974 3 1,004 3 152 199
Pharmacists 2,860 7 2,921 7 339 349
Pharmaceutical technologists 1,815 5 1,950 5 509 207
BSc. Nursing 657 2 778 2 731 818
Registered nurses 14,073 37 15,948 40 1,847 1,989
Enrolled nurses 31,917 83 31,917 81 - -
Clinical officers 5,035 13 5,888 15 1,509 1,076
Public health officers 6,960 18 7,192 18 666 322
Public health technicians 5,969 16 5,969 15 - -
Total 76,883 203 80,464 204 8,925 7,397
Source: Ministry of Public Health and Sanitation
* Provisional.

2.6 HEALTH FINANCING
2.6.1 Introduction

Sources of financing the health sector include the government (representing the public sector
budget allocation), households, private sector, donors, local foundations and others. According to the
2005/06 National Health Accounts, the total health expenditure in Kenya was equivalent to about 4.8
percent of gross domestic product (GDP) at current market prices, which translates into per capita
health spending of KSh 1,987 (US$27) per year. Each source contributes about one-third of the
expenditures. Households remain the largest contributors of health funds, at 35.9 percent, followed by
donors (31 percent) and the government (29.3 percent).

Government expenditure on health was estimated at 6 percent of total government
expenditures in 2008/09. The per capita government expenditure of US$27 falls below the targets set
by the Abuja Declaration and by WHO (KNBS, 2010). According to the 2008/09 public expenditure
review, the Ministries of Health continue to spend a large portion of their allocation on recurrent costs
(including salaries) and on outpatient/inpatient care services (mostly in large secondary and tertiary
hospitals). The two tertiary hospitals, Kenyatta and Moi, consume 16 percent of the ministries’
recurrent budgets.

The health ministries’ expenditures over the last five years have grown (in nominal value)

from KSh 19 billion to KSh 32 billion representing an overall growth of 68 percent and an average
annual growth of 18.4 percent, and exceeding the average inflation of 11.1 percent over the same
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period. However, 2007/8 represented a temporary decrease, with the allocations to the health
ministries declining by 27 percent and then increasing by 24 percent the following year.

2.6.2 Goal

The goal of health financing in NHSSP Il is to raise sufficient financial resources to fund the
plan while ensuring equity and efficiency in resource mobilisation, allocation, and utilisation during
the plan period.

2.6.3 Financing Mechanisms for NHSSP-II

There are four main financial mechanisms for financing health services. These include health
insurance, taxation, donor funds, and consumers’ out-of-pocket spending.

2.6.4 Government Budget and Donor Budget Support

Since independence, government health care financing has come largely from tax revenue.
Other strategies have been introduced over the years, however, following shortages of funds. These
include cost-sharing, mandatory contribution to a health insurance scheme for salaried workers, and
community financing.

The government budget allocation to the health sector—the MOMS and the MOPHS—for FY
2010/11 totalled KSh 41.5 bn, which amounts to KSh 1,064 (US$13.10) per capita. While the total
government budget increased by 9.9 percent from 2009/10 to 2010/11, the proportion allocated to the
health sector decreased from 7.0 percent in 2009/10 to 6.5 percent in 2010/11. The 2010/11 figure
amounts to 1.5 percent of the GDP.

2.6.5 Donor Project Funding

Coordination of donors occurs at two levels: through bilateral negotiations and through
individual donor participation in the Joint Inter-Agency Coordinating Committee (JICC) and the
Health Sector Coordinating Committee (HSCC) and in the health sector review process. Also, donors
must disclose their contributions to the health sector, whether on or off budget, during the Medium-
Term Expenditure Framework (MTEF) (shadow budgeting) process and preparation of the Annual
Operational Plan (AOP) to facilitate the government’s identification of underfunded interventions.

In 2007 stakeholders in the health sector, including donors, signed the SWAp Code of
Conduct; the overall objective of cooperation under this Code of Conduct is to ensure that ownership,
alignment and partnership is taking place in line with the 2005 Paris Declaration on Aid
Effectiveness. The Declaration defines the principles and commitments by which donors and
developing countries intend to ensure that aid is as effective as possible in contributing to the
Millennium Development Goals and other internationally agreed development objectives.

The development partner coordination structure, called Development Partners in Health
Kenya (DPHK), with 15 members, reflects a significant milestone on the path towards alignment and
efficient use of country systems by development partners, in line with the Paris declaration. The group
communicates with the ministries directly on behalf of the development partners. It is envisioned that
this approach will help to minimise the transaction costs for government in dealing with the donors
and their agencies. The arrangement has improved information sharing among development partners
and the ministries. During the time of the Sector Annual Review, 2009/10, documents were being
made available to all donor partners and the ministries via a donor partner website, which maps donor
priorities, activities, and funding in-country. In 2010, for the first time, donor commitments were
reviewed as a group against expenditures.
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2.6.6 Global Funding Initiatives

Social Health Insurance

The National Hospital Insurance | Table 2.4 Numbers of registered members of the National Hospital
Fund (NHIF) is mandated to facilitate | InsuranceFund, 2005/06-2008/09

access to quality and affordable health care Financial year

services. NHIF collects contributions from | Sector 2005/06 2006/07 2007/08 _ 2008/09*

individuals and pays hospital benefits to its | Formal 1,540,000 1,620,000 1,775,390 1,923,831

members and their declared dependants, | '™°rmel 110,000 201,098 301,106 376420
Total 1,650,000 1,821,098 2,076,496 2,300,251

Total receipts for NHIF for the financial
years 2004/05 to 2008/09 trended | Source: National Hospital Insurance Fund

consistently upward. For example, receipts | " Provisional

increased by 11.7 percent between 2007/08

to 2008/09, from KSh 4,811.3 million to KSh 5,374.0 million. Similarly, benefits accrued to members
rose by 36.9 percent between 2008/08 and 2008/09, rising to KSh 2,813.0 million. However,
contributions net of benefits declined by 7.1 percent, from Ksh 2,757.2 million in 2007/08 to Ksh
2,561.2 million in 2008/09.

The number of registered NHIF members grew by 10.8 percent, from 2,076,496 in 2007/08 to
2,300,251 in 2008/09, as shown in Table 2.4. In 2008/09 registered membership in the formal sector
rose by 8.4 percent over the previous fiscal year, to 1,923,831. Membership in the informal sector rose
by 25.0 percent, to 376,420. Enrolment from the informal sector, which has more than tripled since
the financial year 2005/06, accounted for 16.4 percent of the total registered membership in 2008/09.

2.6.7 Community-Based Health Insurance Plans

Community-based health insurance is not yet well developed in Kenya. Since its introduction
in 1999, about 32 schemes have been set up, with about 170,000 beneficiaries covered, according to
2006 data from the Kenya Community-Based Health Financing Association.

2.6.8 Exemptions from User Fees in Private Wings of Public Hospitals

Mostly due to high poverty levels, not all individuals could afford to pay the user fees
introduced at the health facilities in 1989. Therefore, the government, introduced waivers and
exemptions to cushion the very poor and vulnerable against the effects of user fees, which otherwise
would discourage them from obtaining health services.

Health care providers are expected to absorb the cost of waivers and exemptions. Exemptions
from user fees were made for specific health services including: treatment of children less than five
years old, maternity services in dispensaries and health centres, TB treatment in public health
facilities, and vaccinations.

2.7  GENERAL RECOMMENDATIONS FOR FUTURE HEALTH SECTOR PLANNING (2005-2012)

The overall thrust of planning for the future of the health sector should be to firmly address
the deteriorating health status of the population. The goal should be to reduce health inequalities and
to reverse the downward trend in impact and outcome indicators. These health inequalities exist
between urban and rural populations and among districts and provinces. They are related to gender,
education, and disability. The goal to reduce health inequalities can be achieved effectively only by
involving the population itself in priority setting and consequently in the allocation of resources. This
requires a fundamental change in the existing governance structures in order to enable communities to
take ownership of the planning process.

Future planning needs to recognise that ‘reversing the trends’ cannot be achieved by the
government health sector alone. Active involvement and partnership with other stakeholders in the
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provision of health care is needed. A functioning health system should be established relying upon
collaboration and partnership among all stakeholders whose policies and services have an impact on
health outcomes.

The system should embrace sector-wide approach arrangements and increase flexibility for
rapid disbursement of budgetary resources. A human resource plan will need to be developed to
improve the primary health care skills of staff in the lower-level health facilities. Also, the new plan
should strengthen monitoring, evaluation, and reporting systems. Additional resources should be
dedicated to commodity security, especially for vaccines, reproductive health commodities, and
essential drugs.

Gradually introducing the National Social Health Insurance Fund to provide universal health
insurance coverage will help to reduce the current inequalities in access to health care.
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FACILITY-LEVEL INFRASTRUCTURE, RESOURCES, 3
MANAGEMENT, AND SUPPORT

Peter Nyakwara, Diana Kamar, Vane Lumumba, John Anampiu
3.1 BACKGROUND AND BASIC INFRASTRUCTURE

This chapter reports on resources, management, and support systems at the facility level.
Although health care services can be offered under a variety of conditions, some common elements of
the health system ensure their quality, acceptability, and utilisation. The first part of this chapter looks
at the extent to which health care facilities in Kenya have the following resources:

e A basic package of services and staff qualified to deliver them
o Facility infrastructure to support service delivery and utilisation
e Twenty-four-hour emergency care.

The second part of the chapter considers whether the facilities have management systems in
place to:

e Address management issues
o Develop staff capability through training and supervision

e Encourage community participation and mechanisms to decrease financial barriers to
care.

Finally, the chapter considers whether Kenyan health care facilities provide the basic support
systems so critical to the quality of services, including:

e Logistics systems to support the ongoing maintenance of equipment and infrastructure

o Medication delivery systems to ensure medicines, vaccines, and contraceptives are
available when needed

o Infection control systems to ensure safe practices in the prevention of infection and
illness.

3.1.1 Availability of Services and Staff

The availability of a basic package of health services, the frequency with which these services
are offered, the presence of qualified staff for their delivery, and the overall ease of access to the
health care system all contribute to client utilisation of services in a health facility. The Kenyan health
care service delivery system comprises a network of facilities that provide both preventive and
curative health services. Most hospitals and health centres are expected to offer a full range of basic
services, including outpatient services for all age groups; maternal and child health care services
(antenatal, delivery, and postnatal care); family planning; treatment of sexually transmitted infections
(STIs); immunisation; and child growth monitoring. However, some specialised facilities (such as
stand-alone VCT facilities) may not offer all services. If a facility does not offer all services, it should
not be assumed that the facility is substandard. Clients may have to visit several facilities, however, to
meet all of their family’s basic health care needs. Table 3.1 and Figure 3.1 provide details on the
availability of basic services and qualified staff. Additional information that describes the specific
services available, by type of facility and province, is provided in Tables A-3.1.1 and A-3.1.2.
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Table 3.1 Availability of basic services and qualified staff to meet client needs

Percentage of all facilities that provide basic services at or above minimum frequencies and that provide 24-hour delivery
services, with qualified staff, by background characteristics, Kenya SPA 2010

Percentage of facilities with:

All basic services

at or above

All basic services minimum
at or above frequencies, plus
minimum facility-based 24-

All basic services  frequencies plus  hour delivery
provided at or  facility-based 24-  services, and at

Background above minimum  hour delivery least one Number of
characteristic All basic services'  frequencies’ services qualified staff® facilities
Type of facility
Hospital 85 82 80 80 51
Health centre 81 77 55 55 80
Maternity 69 59 58 58 17
Clinic 21 20 2 2 203
Dispensary 73 68 10 10 340
Stand-alone VCT 0 0 0 0 5
Managing authority
Government 82 77 24 24 345
NCO 72 68 7 7 24
Private (for profit) 28 24 11 11 237
Faith-based organisation 54 54 28 28 89
Province
Nairobi 46 41 21 21 45
Central 39 39 10 10 125
Coast 53 53 16 16 81
Eastern 57 56 16 16 118
North Eastern 61 61 39 39 24
Nyanza 85 77 36 36 83
Rift Valley 63 55 17 17 175
Western 85 78 28 28 A
Total 59 55 19 19 695

! Basic services include outpatient curative services for sick children and for adult sexually transmitted infections, and
temporary or elective methods of family planning, antenatal care, child immunisation, and growth monitoring.

2 The services and their defined minimum frequencies are as follows: curative care for children offered at least five days
per week, STI services offered at least one day per week, and preventive or elective services (any temporary methods of
family planning, antenatal care, immunisation, and growth monitoring) offered at least one day per week.

* In Kenya, qualified staff are specialists (surgeons, obstetricians/gynaecologists, paediatricians, physician specialists, and
pathologists), medical officers, clinical officers, degree nurses (BSNs), registered nurses (RNs), registered midwives, enrolled
nurses, and enrolled midwives.
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Figure 3.1 Availability of Services and Staff
to Meet Basic Client Needs (N=695%)
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Basic services

Basic services are offered as a package by six of every ten health facilities (59 percent,
including stand-alone VCT facilities) in Kenya. The services specified in Table 3.1 include outpatient
curative services for sick children, services for adults with sexually transmitted infections, temporary
methods of family planning, antenatal care (ANC), immunisation, and child growth monitoring. On
average, the percentage of facilities that offer basic services (59 percent) is similar to the percentage
of 57 percent at facilities that offered the same package of services in 2004. Offering the full package
of services are the majority of maternity facilities (69 percent), dispensaries (73 percent), health
centres (81 percent), and hospitals (85 percent).

Government facilities (82 percent) and NGO-managed facilities (72 percent) are more likely
than faith-based and private facilities to offer the full package of basic services.

At the provincial level, facilities in North Eastern, Rift Valley, Nyanza, and Western
provinces (ranging between 61 and 85 percent) are more likely to offer all basic services than facilities
in other regions, particularly those in Central and Nairobi provinces (39 percent and 46 percent,
respectively). Stand-alone VCT facilities are the least likely to offer any of these basic services.

The proportion of clinics that offers curative care for sick children (94 percent), STI services
(85 percent) and family planning services (81 percent) are comparable to the proportions at hospitals,
health centres, maternity facilities, and dispensaries that offer these services. However, clinics are
much less likely to offer ANC (41 percent), child immunisation (29 percent), or child growth
monitoring (43 percent) services (Tables A-3.1.1 and A-3.1.2).

Basic services at minimum frequencies

The 2010 KSPA defines services at minimum frequencies as follows: outpatient curative care
services for children offered at least five days per week; STI services offered at least one day per
week; and preventive or elective services (any temporary methods of family planning, ANC, child
immunisations, and child growth monitoring) at least one day per week. Overall, 55 percent of all
facilities provide the full range of basic services at or above minimum frequencies (see Table 3.1)
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compared with 44 percent in 2004. The availability and distribution of basic services at or above
minimum frequencies follows a pattern similar to that of the availability of services in general.

Basic services at minimum frequencies plus 24-hour delivery services

Only one of every five facilities (19 percent) offers the full range of services at minimum
frequencies and also offers 24-hour facility-based delivery services (Table 3.1); the same proportion
of facilities (19 percent) offers all of these services, and in addition, the facility has at least one
qualified provider.

3.1.2 Facility Infrastructure Supportive of Quality Service and Client Utilisation

Relatively good health services can be provided even in minimal service delivery settings.
However, both clients and providers are most likely to be satisfied with a facility if basic amenities
and infrastructure components, such as a constant supply of clean water, a comfortable waiting area,
and a clean latrine for clients, are available. These components also help staff to provide better
services. Table 3.2 provides summary information on these infrastructure components by facility type,
managing authority, and province. Tables A-3.2 and A-3.3 provides more details on their availability.

Table 3.2 Service and facility infrastructure
Percentage of facilities with client comfort amenities, a regular water supply onsite, and regular electricity supply, by
background characteristics, Kenya SPA 2010
Percentage of facilities with:
All basic client
amenities,
regular water
supply, and
All client Regular regular electricity

Background comfort Regular water  electricity supply supply or Number of
characteristic amenities' supply? or generator’ generator facilities
Type of facility

Hospital 89 58 68 38 51

Health centre 86 45 34 19 80

Maternity 81 57 55 31 17

Clinic 86 59 19 13 203

Dispensary 80 35 19 6 340

Stand-alone VCT 77 51 28 17 5
Managing authority

Government 80 32 21 6 345

NGO 67 21 17 12 24

Private (for profit) 89 63 24 17 237

Faith-based organisation 83 59 44 24 89
Province

Nairobi 71 60 48 26 45

Central 90 75 14 11 125

Coast 81 40 14 4 81

Eastern 79 45 24 15 118

North Eastern 76 51 21 14 24

Nyanza 85 22 33 8 83

Rift Valley 84 41 32 17 175

Western 86 23 16 3 44

Total 83 46 25 13 695
' The facility has a functioning client latrine, a waiting area that is protected from sun and rain, and a basic level of
cleanliness; i.e., the floors are swept, and there is no obvious dirt or waste; counters, tables, and chairs are clean,
without obvious dust or waste, and there is no broken equipment, papers, or boxes lying around to make the facility
cluttered and dirty.
2 Year-round water is supplied by a tap in the facility from a protected or unknown source, or water is supplied from a
?rotected well or pump, and water outlet is available within 500 meters of the facility.

Electricity is routinely available during service hours, or a backup generator with fuel is available on the day of the
visit.
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Eighty-three percent of health facilities have the full range of client comfort amenities', a
slight decline from 89 percent in 2004. There is little variation in availability of client comfort
amenities; however, stand-alone VCT facilities (77 percent), NGO facilities (67 percent), and
facilities in Nairobi (71 percent) are among the least likely to have all client comfort amenities.

A regular water supply?, is available in a little under half (46 percent) of all facilities, an
improvement from 26 percent of facilities in 2004. Maternity facilities (57 percent), hospitals (58
percent), and clinics (59 percent) are more likely than other facility types to have a regular water
supply. Health centres (45 percent) and dispensaries (35 percent) are less likely to have a regular
water supply.

Only one-quarter of all facilities have regular, uninterrupted electricity (i.e., the facility is
connected to a central power grid, or has solar power or both, and power is routinely available during
regular service hours), or has a functioning generator with fuel (Table 3.2). Hospitals (68 percent) and
maternity facilities (55 percent) are the types of facilities most likely to have regular electricity or a
functioning generator with fuel. Health facilities in Nairobi province are much more likely to have
regular electricity or a generator with fuel (48 percent) than facilities in other provinces (between 14
and 33 percent). Among managing authorities, the faith-based facilities reported the highest
proportion with regular electricity or a generator with fuel (44 percent), followed by private for-profit
facilities (24 percent).

Additional information in Table A-3.2 shows that, on average, seven of every ten facilities
have electricity, i.e., they are connected to a central power grid, or have solar power or both.
Dispensaries (53 percent) are much less likely than other facility types (between 87 percent of clinics
and 96 percent of hospitals) to have electricity.

Client comfort amenities, a regular water supply, and regular electricity or a generator with
fuel are present in only 13 percent of facilities. Hospitals, faith-based facilities, and those facilities in
Nairobi province generally are more likely than other types to have all of these components.

3.1.3 Infrastructure and Resources to Support Quality 24-Hour Emergency Services

Not all types of health facilities are expected to provide 24-hour care; however, it is useful to
assess their capacity to provide emergency services 24 hours a day. For the 2010 KSPA, a facility is
said to have basic 24-hour emergency services if it offers emergency on-site treatment and has the
capacity to monitor a seriously ill client overnight until it is possible to refer the client to an inpatient
setting or another facility. This means that the facility must have at least two qualified providers, a
duty schedule indicating that providers are on-site or on call 24 hours a day, available overnight beds,
a client latrine, 24-hour emergency communication, and an on-site water source. Table 3.3 provides
information on facilities that meet the preceding requirements and those that also have a regular
supply of water and electricity. Figure 3.2 presents information on the availability of individual items.

Overall, only 13 percent of all facilities have the basic components to support 24-hour
emergency services. This compares with a similar finding of 16 percent of facilities in 2004 (Table
3.3).

! Client comfort amenities include a functioning client latrine, a waiting area that is protected from sun and rain,
and a basic level of cleanliness.

% Year-round water supplied by a tap in the facility from a protected or unknown source, or water from a
protected well or pump and outlet is available within 500 meters of the facility.
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Table 3.3 Service and facility infrastructure to support quality 24-hour emergency
services
Percentage of all facilities with basic components to support 24-hour emergency
services and regular supplies of water and electricity, by background
characteristics, Kenya SPA 2010
Percentage of facilities with:
Basic
components to
Basic support 24-hour
components to emergency
support 24-hour  services plus

Background emergency regular water Number of
characteristic services' and electricity’ facilities
Type of facility

Hospital 79 41 51

Health centre 35 9 80

Maternity 47 28 17

Clinic 1 0 203

Dispensary 4 3 340

Stand-alone VCT 0 0 5
Managing authority

Government 13 4 345

NGO 4 1 24

Private (for profit) 11 7 237

Faith-based organisation 22 15 89
Province

Nairobi 17 7 45

Central 10 6 125

Coast 12 3 81

Eastern 13 7 118

North Eastern 8 1 24

Nyanza 18 4 83

Rift Valley 13 10 175

Western 17 3 44

Total 13 6 695
' At least two qualified providers assigned to facility, observed duty schedule
indicating staff are on site or on call 24 hours a day, overnight beds, 24-hour
emergency communication, and on-site water source at least some times during
the year.
2 All basic components plus a year-round onsite water source and either electricity
routinely available during service hours or a backup generator with fuel

Figure 3.2 Availability of I[tems to Support Quality
24-hour Emergency Services (N=695)
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At the provincial level, facilities in Nyanza (18 percent), Nairobi (17 percent), and Western
(17 percent) provinces are slightly more likely to meet all the criteria than facilities in other provinces.

The basic components described above for 24-hour emergency services, plus a regular supply
of water and electricity, are now available at only 6 percent of facilities, which compares with 9
percent of facilities in 2004. As expected, hospitals (41 percent) and maternity facilities (28 percent)
are more likely than the other facility types to have these items (Table 3.3). Additional information is
available in Table A-3.2.

Key Findings

Basic services: A full package of basic services (outpatient care for sick children, services for adult
STlIs, temporary methods of family planning, ANC, child immunisation, and child growth monitoring)
is available in 6 of every 10 facilities, unchanged from 2004. Hospitals, health centres, maternity facili-
ties, and dispensaries are more likely than clinics and stand-alone VVCT facilities to offer all basic ser-
vices.

A full package of all basic services available at the defined minimum frequency or above, together with
24-hour delivery services, is available at only 19 percent of all facilities, unchanged from 2004.

Infrastructure and emergency services: Eight of every ten facilities have the basic client comfort
amenities, and a little under half have a regular water supply. Only a quarter of facilities have regular
uninterrupted electricity or generator with fuel, even though approximately seven of every ten are
connected to a central power grid, or have solar power or have both.

Overall, all basic client comfort amenities, a regular water supply, and a regular electricity supply or
generator with fuel are available at only a little over one of every ten facilities.

3.2 MANAGEMENT SYSTEMS TO SUPPORT AND MAINTAIN QUALITY SERVICES AND
APPROPRIATE CLIENT UTILISATION

Basic management and administrative systems are required to ensure that health services can
consistently provide an acceptable level of quality.

3.2.1 Management Meetings, Quality Assurance, and Referral Systems

Information on the availability of functioning systems for each of the assessed components is
shown in Table 3.4. Further information on the components is shown in Figures 3.3 and 3.4, and in
Tables A-3.4 and A-3.5.

Management meetings

To function well, a health facility must have an established system in place for identifying and
addressing management and administrative issues. This system may involve meetings to discuss
scheduling and day-to-day issues or meetings to discuss broader management issues, such as
financing, utilisation, or plans for health-related campaigns. The meetings must be regularly
scheduled, however, and specific staff must have defined areas of responsibility. The 2010 KSPA
looked for evidence of functioning management committee meetings held at least every six months
and asked for official documentation of proceedings. The system is considered to be functioning if
there is a record of committee meetings, with documented decisions and follow up on issues
discussed.

Overall, 66 percent of health facilities reported having routine management committee
meetings at least every six months; this compares with 69 percent of facilities in 2004; however, only
32 percent of facilities had actual documentation of a recent meeting (Table 3.4 and Figure 3.3),
similar to 34 percent in 2004.
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Table 3.4 Management, quality assurance, and referral systems
Percentage of facilities with documentation of management committee meetings, quality assurance (QA) activities, and referral systems, by
background characteristics, Kenya SPA 2010
Percentage of facilities with:
Management
committee
meetings at
least every
6 months and
observed Facility reports  Clients referred
documentation of QA activities; outside facility Clients referred  Clients never
Background of arecent  documentation  and referral  but no referral referred outside Don’t know/ Number of
characteristic meeting observed form observed' form observed? facility missing facilities
Type of facility
Hospital 75 39 63 33 3 0 51
Health centre 52 14 65 33 1 0 80
Maternity 41 20 55 39 6 0 17
Clinic 10 5 35 57 8 0 203
Dispensary 33 8 50 44 5 0 340
Stand-alone VCT 61 59 85 12 3 0 5
Managing authority
Government 40 11 58 36 6 0 345
NGO 34 12 61 34 5 0 24
Private (for profit) 15 9 36 57 7 0 237
Faith-based organisation 44 13 44 55 1 0 89
Province
Nairobi 47 24 73 22 5 0 45
Central 27 3 40 56 4 0 125
Coast 16 10 42 52 5 2 81
Eastern 26 5 48 50 2 0 118
North Eastern 23 4 28 48 25 0 24
Nyanza 46 16 71 29 0 0 83
Rift Valley 36 11 38 52 10 0 175
Western 41 24 78 21 1 0 44
Total 32 11 49 45 5 0 695
! The facility reports that they refer clients outside the facility and have a pre-printed referral form, or the facility reports that they routinely send
the referred client with their medical record or file to the referral facility.
% The facility reports that they refer clients outside the facility but do not have a referral form to show, or they report that they write a referral note
on a prescription form, a sheet of letterhead, or a blank sheet of paper, or only use verbal methods to refer clients.

Figure 3.3 Routine Management Committee Meetings at
Least Every Six Months (N=695)
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Percentage of all facilities

Figure 3.4 Quality Assurance Activities (N=695)
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Facilities in Nairobi (47 percent) and Nyanza (46 percent) provinces are more likely than
facilities in other provinces to have regular management committee meetings and to have
documentation of recent meetings (Table 3.4).

Additional information on routine management committee meetings is available in Table

A-3.4.

Quiality assurance

Quality assurance (QA), an important component of service delivery, refers to a system for
monitoring the quality of care, identifying problems, and instituting changes to resolve those

problems.
measured;

Quality assurance systems require an established standard against which quality is
there must also be systematic methods to assess results and develop interventions. The

following are examples of QA activities and approaches:

A supervisory checklist for health systems, which looks for the presence of equipment and
supplies, the completeness of Health Management Information System (HMIS) accounts,
and other process indicators.

A supervisory checklist for health service provision, which verifies specific content in
client assessments, treatments, or consultations. This list is often used to document the
provision of care.

A facility-wide review of mortality, which is a structured system to review the records of
each client who dies. There will normally be a committee established for this purpose.

Audits of medical records or registers, which check medical records for the presence of
specific items or information and may assess if protocols were followed.

Table 3.4, Table A-3.5, and Figure 3.4 provide information on facilities reporting QA
activities. Overall, only a quarter (27 percent) of health facilities report any QA activities (Table A-
3.5). Hospitals (65 percent) and stand-alone VCT facilities (76 percent) are most likely to report QA
activities. As shown in Table 3.4 and Figure 3.4, hospitals (39 percent) and stand-alone VCT facilities
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(59 percent) are also more likely to report QA activities and have documentation of QA activities
available compared with 20 percent of maternity facilities and 14 percent of health centres. Overall,
only 11 percent of all facilities report QA activities and have documentation available.

Referral systems

When clients are referred to another facility without any formal documentation, they risk
being refused services or having services delayed while the referral facility reassesses them as new
clients. Thus, having a systematic means to refer clients to a higher-level (or different) facility is an
important aspect of quality of care. Also, if clients are confident that they will be assisted in gaining
access to higher-level (or other) facilities when needed, they may be less likely to bypass lower-level
facilities for their health care needs. The 2010 KSPA collected information on whether facilities have
any official printed forms that, at a minimum, document the reason for referral and list any treatment
already provided to the client.

Overall, half (49 percent) of all facilities report that they refer clients outside the facility and
also have referral forms or referral documents available (Table 3.4). Stand-alone VCTs (85 percent),
health centres (65 percent), and hospitals (63 percent) were more likely than maternity facilities (55
percent), dispensaries (50 percent), and clinics (35 percent) to report that they refer clients and also
have referral forms. NGO facilities (61 percent) and government facilities (58 percent) are the most
likely to have referral forms. At the provincial level, facilities in Western province (78 percent) and
Nairobi province (73 percent) seem most likely to refer and have client referral forms, while facilities
in Rift Valley province (38 percent) and North Eastern province (28 percent) are least likely.

3.2.2  Supportive Management for Providers

The 2010 KSPA collected information on whether facilities have supervisory and staff
development activities, which are important for supporting quality health care. Summary information
on supportive management practices at the facility level is provided in Table 3.5, with further details
provided in Tables A-3.6 and A-3.7.

External supervision

Supervision by external managers has many benefits. It can help ensure that system-wide
standards and protocols are followed at the facility level and promote an organisational culture that
expects such standards and protocols to be implemented. It provides an opportunity to expose staff to
a wider scope of ideas and relevant experiences, including on-the-job training for some providers. It
can also motivate service providers, especially if the supervisor is supportive. In the 2010 KSPA, a
facility that reports at least one supervisory visit by external supervisors during the six months that
precede the survey is defined as having routine external supervision.

Overall, 84 percent of facilities have routine external supervision (Table 3.5), compared with
87 percent in 2004. Clinics (62 percent) and maternity facilities (68 percent), are less likely than other
facility types to have routine external supervision. Private facilities are also less likely than facilities
managed by other authorities to have external supervision (63 percent, compared with between 88
percent and 95 percent of facilities managed by other authorities. Facilities in Nyanza (96 percent) and
Western (92 percent) provinces have strong routine external supervision in contrast with facilities in
Nairobi and North Eastern provinces (76 and 70 percent, respectively).
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Table 3.5 Supportive management practices at the facility level

Percentage of facilities that had an external supervisory visit during the six months preceding the survey, and percentage of facilities where at least half of
the interviewed health service providers report receiving routine training related to their work and personal supervision, by background characteristics,
Kenya SPA 2010

Percentage of
facilities with

external Number of
supervisory visit - . . Percentage of | facilities where
during the six Percentage of facilities having routine: facilities with at least one
months Training and supportive eligible health

Background preceding the Number of Personal personal management | service provider
characteristic survey facilities Training' supervision® supervision practices’  'was interviewed*
Type of facility

Hospital 92 51 93 87 83 80 50

Health centre 95 80 92 94 85 84 79

Maternity 68 17 81 68 57 46 17

Clinic 62 203 67 58 42 33 195

Dispensary 94 340 83 89 77 76 327

Stand-alone VCT 82 5 78 96 76 63 5
Managing authority

Government 95 345 86 91 80 79 332

NGO 88 24 89 90 84 78 24

Private (for profit) 63 237 66 60 43 34 229

Faith-based organisation 95 89 91 88 83 82 89
Province

Nairobi 76 45 87 79 71 62 45

Central 80 125 74 68 54 49 120

Coast 78 81 86 76 68 58 79

Eastern 85 118 78 81 69 67 118

North Eastern 70 24 75 80 67 49 17

Nyanza 96 83 81 93 79 76 82

Rift Valley 84 175 80 81 69 69 170

Western 92 44 88 87 78 75 43

Total 84 695 80 80 68 64 673

! A facility has routine staff training if at least half of interviewed providers reported they had received pre- or in-service training related to their work during
the 12 months preceding the survey. This refers to structured sessions and does not include individual instruction received during routine supervision.

2 A facility has routine staff supervision if at least half of interviewed providers reported they had been personally supervised at least once during the six
months preceding the survey.

* A facility has supportive management practices if it has had an external supervisory visit during the six months preceding the survey and if staff have
received routine training and personal supervision.

* Interviewed providers who did not personally provide one of the services assessed by the survey (e.g., administrators who might have been interviewed)
are excluded.

Training

To maintain levels of knowledge and technical competence, health service providers must
continually be exposed to new information. The 2010 KSPA assessed whether, during the 12 months
preceding the survey, providers had received any formal or structured pre-service or in-service
training related to the services they offer. Although it is recognised that providers may receive new
information and individual instruction related to their work during routine supervisory visits, the 2010
KSPA assessed only structured, ‘classroom-type’ training. If at least half of the health service
providers interviewed at a facility report receiving in-service or pre-service training relevant to their
jobs within the 12 months that precede the survey, that facility is defined by the KSPA as having
routine staff development activities.

Overall, about 8 of every 10 facilities satisfy these criteria for routine staff training (Table
3.5), compared with 76 percent of facilities in 2004. Hospitals (93 percent) and health centres (92
percent) are much more likely than the other facility types to have routine staff training. Private
facilities are less likely than facilities managed by other authorities to meet the criteria for routine staff
supervision (66 percent, compared with between 86 percent and 91 percent of facilities managed by
other authorities). There is not much variation by province.

Supervision of health service providers

In addition to general facility-level supervision, the work of individual staff must be assessed
so that each person’s strengths and weaknesses can be identified and appropriate support can be
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provided. If at least half of the interviewed health service providers in a facility reported being
personally supervised at least once during the six months preceding the survey, the KSPA defines the
facility as providing routine staff supervision.

Eight of every ten facilities meet the criteria for routine staff supervision (Table 3.5), similar
to the 84 percent of facilities meeting the criteria in 2004. Stand-alone VCTs (96 percent) and health
centres (94 percent) are most likely to have routine staff supervision. Private facilities are less likely
than other facilities to have routine staff supervision. At the provincial level, the weakest level of
supervision is among facilities in Central province, where only 68 percent of facilities meet the
criteria for personal supervision.

3.2.3 Management Practices Supporting Community Involvement

Encouraging community input into a facility’s functions makes the facility more accountable
to the community it serves; it also helps the facility to better understand the community’s needs. This
increases the probability of better health-seeking behaviour, which in turn may improve the health of
the population. Government policy recommends an interface with the community, especially at the
dispensary level.

Community representation

Overall, half (51 percent) of facilities have routine community participation in some
management meetings (Table 3.6), compared with 44 percent of facilities in 2004. Community
participation in management meetings is most common in dispensaries (69 percent) and health centres
(72 percent). At the provincial level, facilities in Nyanza (70 percent) and Eastern (63 percent)
provinces are most likely to have routine community participation in management meetings.

One in every four facilities reports holding meetings at least once every six months and has
documentation of a recent meeting available.

Client feedback

The 2010 KSPA also assessed whether facilities have a system to elicit and review client
opinion. Of all facilities, only 10 percent have such a system (Table 3.6), which is similar to the 9
percent reported in 2004. Stand-alone VCTs (41 percent) and hospitals (38 percent) are more likely
than other types of facilities to have systems to elicit client feedback.

Among the different management authorities, faith-based facilities (26 percent) are relatively
more likely than government or NGO facilities (both 9 percent) to elicit and review client opinion.
Client feedback systems, although uncommon across all provinces, are almost nonexistent in Rift
Valley and Central provinces (both 3 percent).

3.2.4 Funding Mechanisms that Decrease Financial Barriers to Utilisation of Health
Services

User fees may have a positive effect on the use of health facilities by increasing the funds
available to the facility; they may also have a negative effect by deterring poor clients from using
services. User fees with exemption schemes for vulnerable people often help to augment inadequate
facility budgets. However, providing exemptions or discounts for poor clients can result in budget
shortages if there is no system for reimbursing the facility for these exempted or discounted costs.
Some other approaches also encourage appropriate use by poor clients and reimburse facilities for
client services. These approaches include insurance plans, credit plans (delayed payment for services
received today), and charity or equity funds that reimburse the costs of certain clients (thus increasing
access to care by reducing out-of-pocket payments at the time of service utilisation). In any case,
health facilities should clearly display their fees for service, if they charge for any services. This
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improves accountability, reduces the likelihood of corruption, and helps clients calculate the costs
they will incur in seeking services.

Almost all of the services provided in general public-sector facilities are free by government
policy. Health insurance may be provided through an employer, or it may be purchased
independently. People belonging to health insurance plans may have specific facilities where they
receive services. Insurance plans cover services that their members receive from government health
facilities through public-private partnerships.

Table 3.6 _Management practices supporting community feedback
Percentage of facilities that have routine community participation in management meetings, which are held at least every
six months and documented, which have a system of acquiring client opinion and feedback, which elicit client opinion
and implement review, and which have a means to elicit community input or any mechanism for obtaining community
input, by background characteristics, Kenya SPA 2010
Percentage of facilities:
Where Where meetings
community are held at least
participation in  every six months ~ Where client Where a
some and opinion is elicited mechanism exists
management  documentation of and a system for  for obtaining

Background meetings is a recent meeting review is community input Number of
characteristic routine is observed implemented' on services facilities
Type of facility

Hospital 53 30 38 72 51

Health centre 72 51 18 73 80

Maternity 14 9 20 31 17

Clinic 17 4 3 18 203

Dispensary 69 33 7 70 340

Stand-alone VCT 48 19 41 63 5
Managing authority

Government 76 39 9 78 345

NGO 62 27 9 65 24

Private (for profit) 18 7 5 22 237

Faith-based organisation 41 25 26 50 89
Province

Nairobi 35 19 30 52 415

Central 37 22 3 39 125

Coast 43 17 6 44 81

Eastern 63 39 12 66 118

North Eastern 55 30 8 55 24

Nyanza 70 43 18 73 83

Rift Valley 51 16 3 51 175

Western 62 33 22 69 440

Total 51 26 10 55 695
' Some mechanism for eliciting client opinion is reported, and there is documentation indicating that client opinions are
reviewed.
% Either community representation at management meetings or a system for eliciting and reviewing client opinion is in
place.

User fees and additional sources of funding

Table 3.7 summarises information on facilities that charge routine user fees for adult curative
care and on facilities that rely on external funding sources. Details on funding options and on
components for which facilities charge fees appear in Tables A-3.8 and A-3.9.

Over 90 percent of facilities routinely charge some form of user fees for adult curative
services (Table 3.7). Ninety-four percent of private facilities charge for adult curative services; the
same is true of faith-based organisations and government facilities (98 percent).

Among facilities charging for adult curative services, only 20 percent post all their fees for

clients. About 61 percent of the facilities charge for medicines, 30 percent charge for client
consultations (Table A-3.9), and 54 percent charge for laboratory tests.
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Table 3.7 Funding mechanism utilised in facilities
Percentage of facilities with routine user fees for adult curative care and any external source of revenue or
funding, and percentage of facilities charging user fees that post all fees, by background characteristics, Kenya
SPA 2010
Percentage of facilities with:
Any external
source of
Any routine revenue or
user fee for  funding during Percentage of = Number of
Background adult curative 2008/2009 Number of facilities that facilities having
characteristic care financial year facilities post all fees | any user fees
Type of facility
Hospital 97 74 51 58 49
Health centre 100 49 80 31 80
Maternity 96 54 17 9 16
Clinic 93 17 203 4 188
Dispensary 97 44 340 22 331
Stand-alone VCT 15 78 5 34 1
Managing authority
Government 98 53 345 31 339
NGO 78 32 24 19 19
Private (for profit) 94 21 237 5 224
Faith-based organisation 94 39 89 18 84
Province
Nairobi 76 36 45 15 34
Central 100 38 125 10 125
Coast 90 36 81 28 73
Eastern 100 38 118 24 118
North Eastern 99 19 24 14 24
Nyanza 99 41 83 26 82
Rift Valley 95 45 175 21 166
Western 98 48 44 24 43
Total 96 40 695 20 665
" This includes any revenue or funding from sources such as the Ministries of Health and other public ministries,
insurance schemes, reimbursement by employers, government contribution to private-for-profit organisations,
donor agencies, community programmes, and private/philanthropic agencies.

Overall, 40 percent of facilities report that they had an external source of revenue or funding
during the 2008/09 financial year (Table 3.7), which is very similar to findings in 2004 (42 percent).
This includes funding from the ministries of health and other public ministries, reimbursement by
employers, insurance schemes, government contributions to private for-profit organisations, donor
agencies, community programmes, and private/philanthropic agencies. Facilities in North Eastern
province (19 percent) are the least likely to report external sources of revenue or funding.

3.2.5 Maintenance and Repair of Equipment

To provide quality services, a facility must have the means to ensure that facility equipment
and infrastructure are in good working order. Some machinery requires routine preventive
maintenance, while other equipment may require minor repairs or replacement. Buildings and
infrastructure also require routine maintenance and periodic repair. In the 2010 KSPA, infrastructure
refers to buildings and roads within the facility complex. Summary information on systems for
maintenance and equipment repair or replacement is provided in Table 3.8. Detailed information on
which systems are used and which people are responsible for maintaining a facility’s equipment is
provided in Tables A-3.10 and A-3.11.

Major equipment

Among facilities that have major equipment (such as a generator, steriliser, electric autoclave,
and x-ray machines), nearly half (48 percent) report having preventive maintenance programmes for
their equipment (Table 3.8). Sixty-nine percent of hospitals with major equipment report having
preventive maintenance programmes for major equipment. Of the remaining categories of facilities
that have major equipment, maternity facilities are more likely to have preventive maintenance
programmes (59 percent) than clinics (48 percent) or health centres or dispensaries (both 35 percent).
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Private facilities with major equipment are more likely than government or faith-based facilities to
have preventive maintenance programmes (57 percent compared with 41 and 43 percent).

Table 3.8 Facility systems for maintenance and repair of equipment and infrastructure
Among facilities with major equipment, percentage that have a preventive maintenance programme for that equipment,
and percentage of all facilities that have a system for repairing or replacing small equipment and a system for maintenance
and repair of building or infrastructure, by background characteristics, Kenya SPA 2010
Percentage of
facilities with o )
preventive Percentage of facilities with:
maintenance System for
programme for Number of System for repair maintenance and

Background major facilities with  or replacement of repair of building Number of
characteristic equipment'  'major equipment® small equipment®  or infrastructure facilities
Type of facility

Hospital 69 41 96 66 51

Health centre 35 34 96 31 80

Maternity 59 13 98 41 17

Clinic 48 42 94 19 203

Dispensary 35 50 86 24 340

Stand-alone VCT - - 75 41 5
Managing authority

Government 41 56 86 28 345

NGO 33 6 98 47 24

Private (for profit) 57 68 94 24 237

Faith-based organisation 43 52 92 24 89
Province

Nairobi 46 27 90 45 45

Central 22 26 100 10 125

Coast 52 27 93 21 81

Eastern 71 19 86 47 118

North Eastern 47 2 82 17 24

Nyanza 40 24 98 31 83

Rift Valley 56 45 83 26 175

Western 43 11 89 17 44

Total 48 181 90 27 695
" Equipment such as a generator, steriliser, electric autoclave, X-ray machines, ultrasound equipment, or CT scans.
% Includes only facilities with a functioning generator, electric autoclave or steriliser, X-ray machine, ultrasound equipment,
or CT scans, and facilities where caesarean sections are performed. The total number of facilities includes 1 stand-alone
VCT facility with major equipment.
* Equipment such as stethoscopes, blood pressure cuffs, and sphygmomanometers

Among facilities with major equipment, 17 percent have on-site staff responsible for the
routine maintenance of this major equipment, while 23 percent use external technicians (Table
A-3.10). About 7 percent of these facilities use both internal and external staff for their maintenance
work.

Small equipment

Ninety percent of all facilities have a system for repair or replacement of small equipment
such as stethoscopes, sphygmomanometers, and blood pressure cuffs (Table 3.8). Such systems are
widespread among facilities of all types. The systems for repair or replacement are most common in
NGO facilities (98 percent) and least common in government facilities (86 percent). At the provincial
level, facilities in North Eastern (82 percent) and Rift Valley (83 percent) provinces are less likely to
have such a system.

Facilities use different methods to maintain or replace small equipment, including on-site

repair, sending equipment outside for repair or replacement, and purchasing or paying for new
equipment from funds on hand (Table A-3.10). Only 14 percent of facilities report on-site repair.
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Infrastructure

Twenty-seven percent of all facilities have a system for maintenance and repair of their
buildings or infrastructure (Table 3.8). Most hospitals (66 percent) have a system of maintenance and
repair, while only 19 percent of clinics have such a system. About half of NGO facilities (47 percent)
have a repair and maintenance system, compared with 24 percent of private and faith-based. There is
wide variation in availability of repair and maintenance systems by province. Nairobi (45 percent) and
Eastern (47 percent) provinces recorded the highest proportion of facilities with a system for
maintenance and repair of buildings or infrastructure, while Central province reported the lowest (10
percent).

Key Findings

Management meetings: Approximately two-thirds of facilities have routine management meetings;
however, only one-third have documentation of a recent meeting. These findings are similar to findings
in 2004.

Quality assurance: A little over one-quarter of health facilities report QA activities, and one of every
ten document their QA activities. Hospitals and stand-alone VCT facilities are most likely to report QA
activities and have documentation of QA activities available.

Referral systems: Half of facilities report that they refer clients outside the facility and had referral
forms or referral documents available.

External supervision: More than 80 percent of facilities receive routine external supervision. Clinics
and maternity facilities are less likely than other facility types to receive routine external supervision.
Private facilities are also less likely than facilities managed by other authorities to receive routine exter-
nal supervision.

Routine staff training: Eight of every ten facilities meet the criteria for providing routine staff training,
compared with three-quarters in 2004. Hospitals and health centres are much more likely than the other
facility types to provide routine staff training.

Community representation: Half of facilities have routine community participation in some manage-
ment meetings, compared with a little over four of every ten in 2004. Community participation in man-
agement meetings is most common in dispensaries and health centres.

Client opinion: Systems to elicit and review client opinion on facility activities are rare. Only one of
every ten facilities has a formal system to elicit and review client feedback.

User fees: Nine in ten facilities charge a fee for adult curative services, but only 20 percent post these
fees where clients can see them.

Equipment maintenance and repair: Almost half of facilities with major equipment have a preventive
maintenance program.

3.3 LOGISTICS SYSTEMS FOR VACCINES, CONTRACEPTIVES, AND MEDICINES

To ensure that necessary pharmaceutical commodities are available for daily use, facilities
must have storage conditions that protect commodities from damage, monitoring systems that
minimise waste resulting from commodity expiration, and systems to monitor stock and ensure timely
ordering and resupply. Summary information on storage conditions and stock monitoring for vaccines
is presented in Table 3.9. Information on contraceptive methods, medicines, and antiretroviral drugs
(ARVS) is presented in Table 3.10. Information on inventory systems for stored medicines,
contraceptives, and ARVs is shown in Figure 3.5. Details on each element assessed for vaccine
storage conditions are presented in Figure 3.6, and details for vaccine stock monitoring systems are
shown in Figure 3.7. Similar information on storage conditions and stock monitoring systems for
contraceptive methods is shown in Figure 3.8. Further details on storage conditions are provided in
Tables A-3.12 and A-3.13. Details on commodity ordering systems and storage are given in Tables A-
3.14 through A-3.18.
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Table 3.9 Storage conditions and stock monitoring systems for vaccines
Among facilities that routinely store vaccines, percentage with adequate systems for
monitoring storage temperature and vaccine stock, by background characteristics,
Kenya SPA 2010
Percentage of facilities with adequate | Number of
system for monitoring facilities with

Background Storage stored vaccines
characteristics temperature’ Vaccine stock? observed
Type of facility

Hospital 83 51 48

Health centre 83 40 78

Maternity 72 34 12

Clinic 72 43 65

Dispensary 79 34 239
Managing authority

Government 81 40 273

NGO 60 39 16

Private (for profit) 73 35 83

Faith-based organisation 83 35 70
Province

Nairobi 82 48 31

Central 88 19 57

Coast 80 58 50

Eastern 80 33 78

North Eastern 97 25 14

Nyanza 79 64 64

Rift Valley 70 28 120

Western 82 37 28

Total 79 38 442
! Functioning thermometer in refrigerator, up-to-date temperature chart, and
refrigerator temperature 2°C to 8°C at time of survey
2 All vaccines normally carried are present, no expired items are present, items are
stored by expiration date, a stock card/ledger is present for all normally stocked
vaccines, and no stock out in the past 6 months.
Note: Stand-alone VCT facilities are excluded from analyses involving child health
services, such as child immunisation and curative care for sick children.

All commodities were assessed to ensure the presence of a valid expiration date on at least
one unit. For selected vaccines, contraceptive methods, and medicines, the entire stock was assessed
for the validity of the expiration date, for storage by expiration date, and for concordance with the
inventory. If any of the checked items was found to be out of compliance, the stock monitoring
system for that commodity was marked as not functioning.

It is common for facilities not to update their inventory daily but instead to maintain a daily
register (e.g., stock cards) of distributed items. They then periodically tally the distributed items and
update the inventory only periodically, often monthly. Information on the inventory system used for
medicines is presented in Figure 3.5.

Medicines: Fifty-two percent of facilities that stock medicines update their medicine
inventory daily. Twenty-three percent use daily distribution registers and update inventory
periodically as opposed to daily. Inventory records were not available at a quarter of facilities.

Vaccines: Forty-seven percent of facilities that stock vaccines update their vaccine inventory
daily. Thirty-five percent use daily distribution registers and update inventory records periodically.
Thirteen percent did not have inventory records.

ARVs: Only a quarter of facilities that stock ARVs update their ARV inventory daily; another
quarter do not update their ARV inventory daily but instead maintain distribution records for periodic
inventory update. More than 40 percent of facilities do not have any inventory system.
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Figure 3.5 Inventory System Used for Stored Vaccines (N=442),
Medicines (N=661), and ARVs (N=276)
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3.3.1 Storage and Stock Monitoring Systems for Vaccines

Vaccines must be stored at an appropriate temperature to maintain their potency. The World
Health Organization (WHO) and the United Nations Children’s Fund (UNICEF) recommend
monitoring refrigerator or cold box temperatures at least twice daily and recording the temperature on
a graph as proof of monitoring (WHO, 1998). To assess facilities’ vaccine storage conditions, the
following were checked: (1) the presence of a functioning thermometer in the vaccine refrigerator,
(2) a temperature of +2°C to +8°C at the time of the survey (the UNICEF recommendation for
vaccine storage at the health centre level), and (3) a temperature graph, updated twice a day, for the
prior 30 days.

Storage conditions

Among facilities that routinely store vaccines and where vaccines were observed, 79 percent
had all the necessary components® for adequate temperature monitoring (Table 3.9) compared with 73
percent in 2004. Dispensaries (79 percent), hospitals, and health centres (both 83 percent), are more
likely than clinics and maternity facilities to have an adequate system for monitoring vaccine storage
temperature. Government and faith-based organisations (81 percent and 83 percent, respectively) and
facilities in North Eastern and Central provinces (97 percent and 88 percent, respectively) are more
likely than other facilities to meet all three criteria for monitoring storage temperatures.

Of the individual components, 92 percent of facilities had a functioning thermometer
(compared with 97 percent in 2004), 85 percent had an up-to-date temperature chart (compared with
93 percent in 2004), and 89 percent had temperatures in the vaccine refrigerator between 2° and 8°C
at the time of the assessment (Figure 3.6 and Table A-3.12).

More than nine of every ten facilities (93 percent compared with 99 percent in 2004) position
their vaccine refrigerator so that it is protected from direct sunlight (Table A-3.12).

® A functioning thermometer in a vaccine refrigerator, an up-to-date temperature chart, and a refrigerator
temperature between 2°C and 8°C at time of assessment
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Figure 3.6 Elements for Monitoring Vaccine Storage Conditions
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Stock monitoring systems

A facility is considered to have an adequate vaccine stock monitoring system if (1) all
vaccines that are normally carried are present; (2) there are no expired items; (3) items are stored by
expiration date; (4) a stock card or ledger is present for all normally stocked vaccines; and (5) there
were no stock outages during the 6 months preceding the survey. Overall, 38 percent of facilities that
store vaccines and that had vaccines observed on the day of the assessment have an adequate vaccine
stock monitoring system (Table 3.9). Facilities in Nyanza province are most likely to have an
adequate vaccine stock monitoring system (64 percent), while facilities in Central province
(19 percent) and North Eastern province (25 percent) are the weakest in vaccine stock monitoring
systems.

Additional information on the individual components of the stock monitoring system is
available in Figure 3.7 and Table A-3.12.
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Figure 3.7 Elements for Monitoring Vaccine Stock and
Condition (N=334)
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3.3.2 Storage and Stock Monitoring Systems for Contraceptive Methods, General
Medicines, and Antiretroviral drugs

Storage conditions

To prevent chemical deterioration and contamination, facilities must store contraceptives and
medicines in dry conditions; above the ground in an area protected from water, sun, pests, and
rodents; and in a well-ventilated location.

Seventy-eight percent of facilities with stored contraceptives observed on the day of the
survey had all the items necessary for properly storing contraceptives (Table 3.10)". For storage of
medicines, these conditions were available at 75 percent of facilities with stored medicines. The
storage conditions for antiretroviral drugs (ARVs) were also assessed in health facilities where stored
ARVs were observed. Among these facilities, the storage conditions were good in 92 percent of cases.

Information on the individual components of storage conditions is presented in Table A-3.13.
Stock monitoring systems

Stock monitoring systems were assessed for contraceptive methods, medicines, and ARVs. A
facility is considered to have an adequate stock monitoring system if (1) all items that are normally
carried are present; (2) no expired items are present; (3) items are stored by expiration date; (4) a
stock card or ledger is present for all normally stocked items; and (5) there were no stock outs during
the 6 months preceding the survey.

* A well-ventilated storage location for contraceptives was not a component of the assessment in 2004.

50 | racility-level Infrastructure, Resources, and Systems



Table 3.10 Storage conditions and stock monitoring systems for contraceptives, medicines, and ARVs
Among facilities that store methods of contraception, medicines, and ARVs, percentage with good storage conditions and adequate stock monitoring
systems in place, by background characteristics, Kenya SPA 2010
Contraceptive methods Medicines ARVs
Percentage Percentage = Number of Percentage Percentage Percentage Percentage
with all with all facilities with all with all with all with all
assessed assessed  with stored  assessed assessed | Number of  assessed assessed | Number of
items for items for contra- items for items for facilities items for items for facilities
system for  system for ceptive system for  system for = with stored system for  system for | with stored
Background storing monitoring = methods storing monitoring = medicines storin monitoring ARVs
characteristic methods' stock? observed®  medicines’ stock? observed® ARVs stock? observed®
Type of facility
Hospital 87 64 43 73 71 50 84 92 43
Health Centre 78 69 66 76 64 80 96 97 62
Maternity 89 76 14 93 64 16 94 95 7
Clinic 87 53 148 83 71 180 84 94 19
Dispensary 73 71 302 71 57 334 93 85 142
Managing authority
Government 74 70 333 68 57 339 92 88 199
NGO 88 59 20 58 33 22 64 95 16
Private (for profit) 85 61 184 89 72 213 97 93 24
Faith-based organisation 76 59 37 78 71 88 98 93 35
Province
Nairobi 88 72 29 92 67 39 99 99 18
Central 84 50 102 95 85 125 100 91 32
Coast 91 61 61 66 59 64 88 83 29
Eastern 75 70 93 74 72 115 98 100 42
North Eastern 69 44 16 58 46 23 87 92 6
Nyanza 72 69 76 47 36 80 76 84 61
Rift Valley 73 73 156 74 58 172 96 88 55
Western 84 73 41 88 55 43 96 88 30
Total 78 66 574 75 63 661 92 90 274
" Items are stored in a dry location, off the ground, protected from water, sun, pests, and rodents, and well ventilated.
2 All contraceptive commaodities that are normally carried are present, there are no expired commodities present, items are stored by expiration date, a
stock card/ledger is present for all normally stocked contraceptive commodities, and there have been no stock shortages of normally carried
contraceptive commodities in the past six months.
* All medicines that are normally carried are present, there is at least one of each carried medicine with a valid expiration date, medicines are stored
by expiration date, there are up-to-date inventory records for normally carried medicines, and there have been no stock shortages of normally carried
medicines in the past six months.
* All ARVs that are normally carried are present, there is at least one of each carried ARV with a valid expiration date, ARVs are stored by expiration
date, there are up-to-date inventory records for normally carried ARVs, and there are no stock shortages of normally carried medicines in the past six
months.
®The total number of facilities includes one stand-alone VCT facility.

About two-thirds (66 percent) of facilities with stored contraceptive methods observed had all
items for adequate stock monitoring systems, as did facilities with stored medicines observed (63
percent) (Table 3.10). Compared with 2004, facilities had to satisfy additional conditions in 2010 in
order to qualify as having an adequate stock monitoring system; nonetheless, the findings in 2010 are
better than in 2004 for adequacy of stock monitoring systems. Ninety percent of facilities with stored
ARVs observed had all items for adequate stock monitoring (Table 3.10).

Facilities in Eastern (70 percent), Nairobi (72 percent), Western, and Rift Valley (both 73
percent) provinces are the most likely to have adequate stock monitoring for contraceptives, while
facilities in Central province (85 percent) are most likely to have an adequate stock monitoring system
for medicines. There is not much provincial variation for ARVs; however, facilities in Eastern
province (100 percent) are most likely to have stock monitoring systems in place compared with
facilities in Nyanza, for example (84 percent) (Table 3.10).
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Key Findings

Vaccine storage: About eight of every ten facilities that store vaccines and where vaccines were ob-
served had all the necessary components to adequately monitor the cold chain; that is, they had a func-
tioning thermometer in the vaccine refrigerator, an up-to-date temperature chart, and a refrigerator
temperature between 2° and 8°C on the day of the survey. This is just slightly better than in 2004.

Nine of every ten facilities that store vaccines had their vaccine refrigerators positioned so they are pro-
tected from direct sunlight, compared with almost all facilities in 2004.

Vaccine stock monitoring: Systems for stock monitoring of vaccines were adequate in 38 percent of
all facilities.

Storage of contraceptives, general medicines, and ARVSs: Just under 80 percent of facilities with
stored contraceptives observed had conditions for properly storing the commaodities. Three-quarters of
facilities with stored medicines and over 90 percent with stored ARVS met the criteria for proper stor-
age of these medicines and ARVs.

Stock monitoring for contraceptives, general medicines, and ARVs: Stock monitoring of contracep-
tives was adequate in two-thirds of facilities with stored contraceptives observed, adequate in a little
over six of every ten with stored medicines observed, and adequate in nine of every ten facilities with
stored ARVs observed.

3.4 SYSTEMS FOR INFECTION CONTROL

Universal precautions refer to infection control measures that can prevent cross-infection
from blood and other body fluids. All health workers who may come into contact with body fluids
should exercise these universal precautions, working under the assumption that anyone may have an
infectious condition (CDC, 1987; JHPIEGO, 2003).

The 2010 KSPA assessed conditions for infection control in all service delivery areas covered
by the survey. The survey examined conditions to see whether providers could reasonably be expected
to wash their hands between seeing different clients. It also checked for the presence of a box for
secure disposal of sharp items such as disposable needles, which may be contaminated with HIV or
other blood borne infections.

Summary information on facilities’ capacity to process equipment for reuse is presented in
Tables 3.11, and aggregate information on infection control measures available in service delivery
areas is presented in Table 3.12. Figure 3.8 presents details on the various methods used by facilities
to process equipment for reuse. Further information on processing methods, storage conditions for
processed items, and infection control measures can be found in Tables A-3.19 through A-3.21.

3.4.1 Capacity for Adherence to Standards for Quality Sterilisation or High-Level
Disinfection Processes

For most equipment that is used for client examination, either sterilisation or high-level
disinfection (HLD) procedures are sufficient to prevent the spread of infection. However, to
effectively kill the spores that cause illnesses such as tetanus, either dry-heat sterilisation or an
autoclave system (or the less frequently used chemical sterilisation®) is required. This type of system
is necessary for processing surgical equipment that will be reused, such as blade handles and scissors
used to cut the umbilical cord. Depending on the size of the facility, different types of equipment may
be processed using different methods or at more than one site in the facility. The information
presented in this chapter refers to the primary site in the facility where equipment is processed.

® With formaldehyde or glutaraldehyde (Cydex).
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Figure 3.8 Facilities with Indicated Elements for Processing
Equipment Using Indicated Method (N=695)

EEquipment only*
CEquipment and
knowledge of processing time
W Equipment, knowledge of
processing time, and
automatic timer

2

Percentage of all facilities

Autoclave Dry heat Boiling or Chemical
sterilisation ~ steaming high-level
disinfection

Note: A facility may have more than one method.
1 sum of all percentages shown in bar. For example, for autoclave, percentage of
facilities with equipment only is 35 percent.
2 Sum of the two percentages from the bottom of the bar. For example, for autoclave,
percentage of facilities with ‘equipment and knowledge of processing time’ is 29

percent. KSPA 2010

Six of every ten facilities have functioning equipment (including the necessary chemicals for
HLD) for the processing method used (see Table 3.11). Most hospitals (92 percent), maternity
facilities (88 percent), and health centres (84 percent) have functioning equipment. Faith-based (80
percent) and private (62 percent) facilities are more likely to have functioning equipment than
government facilities (55 percent) or NGOs (24 percent). At the provincial level, the availability of
functioning equipment ranges from 17 percent of facilities in North Eastern province to 87 percent in
Central province (Table 3.11).

A slightly smaller proportion of facilities (51 percent) has a functioning equipment as well as
the correct knowledge of the processing time and temperature for the method (see Table 3.11). When
presence of an automatic timer is added to the assessment (where applicable), the proportion declines
to 24 percent of facilities (Table 3.11). Written guidelines for sterilisation or HLD processing in any
service area were found in only 16 percent of all facilities.

As shown in Figure 3.8, the most commonly used methods for processing equipment are
autoclaving and boiling/steaming. For autoclaving, 35 percent of all facilities have functioning
equipment, 29 percent have the equipment plus knowledge of processing time, and 23 percent have
the equipment, knowledge of processing time, and an automatic timer. For boiling or steaming, 27
percent of facilities have the necessary equipment (Figure 3.8).
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Table 3.11 Capacity for processing of equipment: all methods

Percentage of facilities with the equipment, knowledge, timer, and guidelines to support quality sterilisation for
high-level disinfection (HLD) of equipment, by background characteristics, Kenya SPA 2010

Percentage of facilities with:

Equipment,
knowledge of Written
Equipment and  process time,  guidelines for

Background knowledge of  and automatic  sterilisation or | Number of
characteristic Equipment process time' timer? HLD present? facilities
Type of facility

Hospital 92 85 69 52 51

Health centre 84 71 45 38 80

Maternity 88 81 55 37 17

Clinic 58 51 17 8 203

Dispensary 49 40 16 9 340

Stand-alone VCT 7 2 2 7 5
Managing authority

Covernment 55 46 26 18 345

NGO 24 22 16 11 24

Private (for profit) 62 55 21 12 237

Faith-based organisation 80 65 30 16 89
Province

Nairobi 58 49 34 19 45

Central 87 75 28 13 125

Coast 68 57 29 14 81

Eastern 47 38 18 10 118

North Eastern 17 15 15 9 24

Nyanza 51 41 26 29 83

Rift Valley 51 46 19 15 175

Western 72 65 35 23 44

Total 59 51 24 16 695

! Processing area has functioning equipment and power source for method and reports the correct processing
time (or the equipment automatically sets the time) and processing temperature (if applicable) for at least one
method. Definitions for capacity for each method assessed were functioning equipment and the following
processing conditions:
— Dry heat sterilisation: Temperature at 160°C to 169°C and processed for at least 120 minutes, or tempera-
ture at least 170°C and processed for at least 60 minutes
— Autoclave: Wrapped items processed at least 30 minutes, unwrapped items processed at least 20 minutes
— Boiling or steaming: ltems processed at least 20 minutes
— Chemical high-level disinfection: Items processed in chlorine-based or glutaraldehyde solution and soaked
for at least 20 minutes
% This refers to a passive timer that can be set to indicate when a specified time has passed. This may be a part
of the sterilisation process or the HLD equipment.
3 Hand-written guidelines pasted on walls are acceptable.

3.4.2 Appropriate Storage Conditions for Processed Items

Facilities must be able to store processed items under sterile conditions. To maintain sterility
or HLD status, items must be (1) stored in a dry location; (2) either wrapped in sterile, dry cloth or
placed in a sterile or HLD-processed container that can clasp shut; and (3) marked with the processing
date, because the sterile/HLD status cannot be ensured after one week unless the item is also sealed in
plastic. Other common storage procedures, such as keeping unwrapped items in an autoclave or on a
tray covered with a clean cloth, may be accepted in some settings but do not ensure sterile/HLD
status.

Eighty-eight percent of the facilities had processed (sterilised or HLD disinfected) items
present on the day of the survey (Table A-3.20). The same facility may have processed items stored
under both sterile/HLD and non-sterile/HLD conditions.

Among facilities with processed items present on the day of the survey, 67 percent had
processed items stored under sterile/HLD conditions (i.e., wrapped and sealed with time-steam-
temperature strip or placed in a sterile/HLD container that clasps shut, and stored in a dry, clean area).
Hospitals (88 percent) and stand-alone VCT facilities (100 percent) are most likely to have processed
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items stored under these conditions. At the provincial level, facilities in Eastern province (79 percent)
are the most likely to store processed items under sterile/HLD conditions.

Twenty percent of these facilities had processing dates observed on stored items, and only 19
percent of facilities had processed items under sterile/HLD conditions and also had processing dates
on the sterilised items.

3.4.3 Infection Control in Service Delivery Area

Infections acquired in health facilities often complicate the delivery of health care worldwide.
Strict compliance with infection control guidelines and constant vigilance are necessary to prevent
such infections. The items considered relevant and necessary to prevent these infections include soap,
running water, hand disinfectant, sharps boxes for appropriate disposal of sharps waste, disinfectant
solution, and gloves. The presence of running water in a service delivery area does not necessarily
imply that providers will wash their hands, or how and when they should. However, having running
water and soap available in the area where services are provided, or in an immediately adjacent area,
may increase the likelihood that they will do so.

As shown in Table 3.12, thirty-six percent of facilities have all infection control items (soap
and running water, or else hand disinfectant, sharps box, disinfectant, and latex gloves) available in all
assessed service delivery sites (66 percent of stand-alone VCTs, 51 percent of clinics, and 35 percent
of dispensaries). Figure 3.9 and Table A-3.21 detail the availability of specific infection control items
in all service delivery sites. Individually, soap (58 percent) and running water (68 percent) are
available. Together, soap and running water are among the items least likely to be available, as is
hand disinfectant (13 percent). Sharps boxes (90 percent) and clean or sterile latex gloves (83 percent)
are widely available.

Table 3.12 Infection control and hazardous waste control
Percentage of facilities that have all items for infection control in all assessed service delivery areas, adequate disposal system for
infectious and sharps waste, and infection control guidelines, by background characteristics, Kenya SPA 2010
Percentage with Percentage with  Percentage with
all items for ~ Percentage with all items for guidelines for
infection control  adequate final ~ Percentage with infection control disinfection and
in all assessed  disposal system?  adequate final ~ in any assessed  sterilisation in
Background service delivery  for infectious  disposal system® service delivery  any assessed Number of
characteristic areas’' waste for sharps waste areas’ sterilisation area facilities
Type of facility
Hospital 12 60 66 93 52 51
Health centre 21 61 68 79 39 80
Maternity 25 71 78 78 39 17
Clinic 51 72 77 66 8 203
Dispensary 35 60 72 70 9 340
Stand-alone VCT 66 63 83 82 7 5
Managing authority
Government 30 56 68 72 19 345
NGO 20 62 75 49 11 24
Private (for profit) 50 73 79 70 12 237
Faith-based organisation 28 69 77 84 16 89
Province
Nairobi 39 66 69 78 19 45
Central 54 65 77 82 13 125
Coast 47 77 78 77 14 81
Eastern 20 59 63 51 10 118
North Eastern 24 38 41 78 9 24
Nyanza 22 59 71 81 29 83
Rift Valley 36 64 79 70 15 175
Western 42 70 81 69 23 44
Total 36 64 73 72 16 695
" Soap and running water or else hand disinfectant, sharps box, disinfectant, and latex gloves in all assessed service areas.
? Infectious waste is collected and disposed of externally, or incinerated, or burned in a protected area or pit, or dumped in a protected
area or covered pit; there was no unprotected infectious waste observed in any service site or waste disposal area on the day of the
survey.
? Sharps waste is collected and disposed of externally, or incinerated, or burned in a protected area or pit, or dumped in a protected area
or covered pit; there was no unprotected sharps waste observed in any service site or waste disposal area on any day of the survey.
4 Soap and running water or else hand disinfectant, sharps box, disinfectant, and latex gloves in any assessed service areas.
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Figure 3.9 Availability of Infection Control Items in All
Assessed and Relevant Service Delivery Areas in a Facility
(N=695)
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For each of these items, except hand disinfectant, private facilities are more likely to have
them compared with facilities managed by other authorities. With the exception of hand disinfectant,
facilities in Central and Nairobi provinces are more likely than facilities in other provinces to have
most of these items.

When infection control items are assessed for their availability at any of the assessed service
delivery sites within a facility, and not at all the sites in the facility, the proportion of facilities that
meet the criteria increases quite dramatically (Table 3.12). Though this is good, it is not expected that
a provider will move from his or her station to another service site to wash hands between seeing
clients. Ideally, each service site should have all items necessary for proper infection prevention.

The survey further looked for the availability of infection prevention guidelines. As evident
from Table 3.12, the majority of facilities in the country do not have infection prevention guidelines.
Indeed, only 16 percent of facilities have infection control guideline at any assessed service site.

3.4.4 Adequate Disposal of Hazardous Waste

Hazardous waste includes infectious waste (such as bandages and cotton balls that may be
contaminated by blood or other bodily fluids) and sharps waste (such as needles and syringes, blades
and ampoules). Appropriate final disposal of hazardous waste is another important aspect of infection
control. The most effective means for hazardous waste disposal is incineration and subsequent burial
of the residue. Burying items in deep pits is also an effective means of disposal. When assessing
whether facilities have adequate waste disposal systems, the most important issue is verifying that
there is a disposal process that eliminates the possibility of contamination through contact. If the
waste is visible and not protected from animals or people, either before or after being removed,
burned, or buried, there is an increased chance that people might inadvertently come in contact with it,
risking infection. Details on waste disposal systems are provided in Table 3.12, Tables A-3.23.1 and
A-3.23.2, and Figure 3.10.
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Figure 3.10 Waste Disposal Methods for Sharps Waste (N=695)
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After determining which system each facility used, data collectors went either to the location
where waste is stored prior to disposal or to the disposal site itself to assess whether there was
potentially hazardous waste that was not protected.

Infectious waste

The disposal system for infectious waste is considered adequate if the waste is collected and
disposed of externally, incinerated or burned in a protected area or pit, or dumped in a protected area
or covered pit, and if there is no unprotected infectious waste observed in any service site or waste
disposal area on the day of the survey. By these criteria, 64 percent of facilities have an adequate
disposal system for infectious waste (Table 3.12). The percentage of facilities with an adequate
system for disposal of infectious waste ranged from 60 percent for hospitals and dispensaries to 72
percent for clinics. Facilities in North Eastern province (38 percent) are the least likely to have an
adequate infectious waste disposal system. Private facilities are more likely to have an adequate
infectious waste disposal system than government facilities (73 and 56 percent, respectively).

Table A-3.23.1 shows details on disposal of infectious waste in health facilities.
Sharps waste

The disposal system for sharps waste is considered adequate if sharps waste is collected and
disposed of externally, incinerated or burned in a protected area or pit, or dumped in a protected area
or covered pit, and there is no unprotected sharps waste observed in any service site or waste disposal
area on the day of the survey. About 73 percent of facilities have an adequate sharps waste disposal
system.
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Key Findings

Processing of equipment: Approximately six of every ten facilities have functioning equipment or the
necessary chemicals for the method used to process equipment for reuse, as in 2004. Only one-quarter
of facilities have the equipment, knowledge of the process time, and an automatic timer.

Storage of processed equipment: Two-thirds of facilities with processed equipment observed had
equipment stored under sterile/HLD conditions.

Infection control: Thirty-six percent of facilities have all infection control items available in all as-
sessed service delivery sites.

Adequate disposal of sharps waste: More than seven of every ten facilities have an adequate system
for disposal of sharps waste.
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CHILD HEALTH SERVICES 4

Annah Wamae, Collins Opiyo, Andolo Miheso, Lucy Kimondo
4.1 BACKGROUND
4.1.1 KSPA Approach to Collecting Child Health Information

Both the World Health Organization (WHO) and United Nations Children’s Fund (UNICEF)
have estimated that about 10 million children under five years of age die each year, largely from
preventable causes. Many sick children who are brought to health care providers do not receive
adequate assessment and treatment (WHO, 1999). It is not uncommon for providers to treat the
symptoms that are most evident, without conducting a full assessment of a child’s health status or
acting to prevent further diseases. For this reason, WHO and other agencies developed the Integrated
Management of Childhood Iliness (IMCI) strategy (WHO, 1997). This strategy advocates using every
visit to a health care provider as an opportunity, not only to conduct a full assessment of the child’s
current health and possible underlying problems, but also to provide interventions, such as
immunisation that can prevent illness or minimise its progression.

The IMCI strategy aims to reduce morbidity and mortality among children under age five
years through the following three activities:

1. Improving health workers’ skills through training and supportive supervision

2. Improving health systems, including equipment, supplies, organisation of work, and
referral systems

3. Improving child care at the community and household levels in line with key family
practices

Training and supportive supervision, through a holistic approach, help health workers assess
and appropriately treat major childhood illnesses (including diarrhoea, malaria, pneumonia, measles,
and other severe infections). At the time of the 2010 KSPA, the IMCI strategy was being
implemented in 56 of 75 old districts at the health facility and community/household levels. WHO
recommends that at least 60 percent of providers be trained in IMCI case management to ensure a
critical mass for proper management of sick children. By employing the IMCI framework, the 2010
KSPA endeavours to provide useful information that can be used to judge progress in implementing
the IMCI strategy across Kenyan health facilities. Therefore, this assessment uses IMCI protocols
whenever possible in examining the delivery of child health services at the health facility level.

This chapter uses information obtained from the 2010 KSPA to address the following four
central questions:

e What is the availability of outpatient curative services relevant to child health?

e To what extent do facilities offering immunisation services for children have the capacity
to support good quality vaccination services?

e To what extent do facilities providing outpatient care for sick children have the capacity
to support quality services in adherence to IMCI guidelines?
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e To what extent do health service providers who treat sick children on an outpatient basis
adhere to standards for good quality service provision?

4.1.2 Health Situation of Children in Kenya
Vaccine coverage

Immunisation against vaccine-preventable diseases is vital to reducing child morbidity and
mortality. The Expanded Programme on Immunisation (EPI) under the Ministry of Public Health and
Sanitation (MOPHS) is aimed at ensuring that all children are fully immunised by their first birthday.
Children should receive one dose of tuberculosis vaccine (BCG); three doses of the vaccine against
diphtheria, pertussis, tetanus, hepatitis B, and Haemophilus influenza type b [(DPT-HepB + Hibl) or
pentavalent]; four doses of oral polio vaccine (OPV); and one dose of measles vaccine. According to
the 2008-2009 Kenya Demographic and Health Survey (2008-09 KDHS) (KNBS and Macro
International, 2010), 77 percent of children ages 12-23 months were fully immunised, in line with the
EPI target of 77 percent in the National Health Sector Strategic Plan Il (NHSSP-11) for 2005-2010.

Figure 4.1 shows immunisation coverage rates since 1993.

Figure 4.1 Children 12-23 Months who Received All
Immunisations, Kenya 1993-2008-09
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Nutritional status

Malnutrition is an underlying factor in a large proportion of the illnesses that cause death
among children under five years of age. The 2008-09 KDHS found that 35 percent of children under
five years in Kenya are stunted (short for their age), and 14 percent are severely stunted. The
prevalence of stunting is higher among rural children than among urban children (37 versus 26
percent).

Childhood mortality and morbidity

The 2008-09 KDHS provides household-based child mortality data as well as information on
what illnesses children experienced, and whether they received health care, during the two weeks
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preceding the household survey visit (KNBS and ICF Macro, 2010). Key findings include the
following:

e The infant mortality rate was estimated at 52 deaths per 1,000 live births for the 5-year
period (2004-2008) preceding the survey, a reduction from the 67 deaths per 1,000 live
births for the period five to nine years preceding the survey (1999-2003).

e The under-five mortality rate was estimated at 74 deaths per 1,000 live births, meaning
that 1 in every 14 Kenyan babies does not survive to the fifth birthday.

o Eight percent of children under age five years showed symptoms of acute respiratory
infection (ARI) at some time in the two weeks preceding the survey. Among those with
symptoms of ARI, a little over half sought advice or treatment from a health facility or
provider. About one of every four children under age five years had fever during the two
weeks preceding the survey. Of those children, 23 percent took antimalarial medicine, and
36 percent took antibiotics.

e Seventeen percent of children under age five years had diarrhoea in the two weeks
preceding the survey. The age group most affected by diarrhoea was age 6-23 months.
Caregivers sought advice or treatment from a health facility or provider for 49 percent of
all children who had diarrhoea during the two weeks preceding the survey.

e The recommended treatment for diarrhoeal diseases—other than dysentery, for which
antibiotics are recommended—is fluid replacement. Thirty-nine percent of children with
diarrhoea were given oral rehydration salts (ORS); 51 percent received home-made fluids.
Altogether, 78 percent of children with diarrhoea received some form of oral rehydration
therapy (ORT) or increased fluids. Fourteen percent of children with diarrhoea during the
two weeks preceding the survey were given antibiotics.

o Fifty-one percent of children under age five years slept under a mosquito net (treated or
untreated) the night before the survey; 47 percent slept under an insecticide-treated net
(ITN) the night before the survey.

4.2 AVAILABILITY OF CHILD HEALTH SERVICES
4.2.1 Outpatient Curative Care, Child Immunisation, and Child Growth Monitoring

The 2010 KSPA assessed the availability of three basic child health services: out-patient
curative care for sick children, routine childhood immunisation services under EPI, and routine
growth monitoring services. Table 4.1 provides information on the availability of these services.
Tables A-4.1.1, A-4.1.2, A-4.1.3, and A-4.2 provide further details on the frequency of child health
services and on community outreach services.*

Health services in Kenyan facilities are relatively integrated. Sixty-eight percent of facilities
(excluding stand-alone voluntary counselling and testing (VCT) facilities) provide all three basic child
health services as a package (Table 4.1). In 2004, almost 8 of every 10 facilities provided all three
services. Compared with 2004, there have been declines in the proportions of facilities providing
childhood immunisation services (68 percent in 2010 versus 83 percent in 2004) and growth
monitoring services (74 percent in 2010 versus 81 percent in 2004). The proportion of facilities
providing out-patient curative care for sick children remained the same, at 97 percent in both 2010
and 2004.

! Community outreach refers to any services provided outside of the facility. For immunisations this might
include activities related to campaigns, such as the polio eradication campaign.
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Table 4.1 Availability of child health services
Percentage of facilities offering specific child health services at the facility, by background characteristics, Kenya SPA 2010
Percentage of facilities that provide:
Curative Routine Treated
outpatient care All three basic ~ vitamin A mosquito nets
Background for sick Growth Childhood child health  supplementa-  to children Number of
characteristic children monitoring  immunisation’ services tion under 1 year facilities
Type of facility
Hospital 100 95 93 92 94 64 51
Health centre 100 95 95 93 96 73 80
Maternity 95 82 78 78 77 33 17
Clinic 94 43 29 29 35 11 203
Dispensary 97 84 81 80 87 65 340
Managing authority
Government 97 89 88 86 94 70 344
NGO 96 80 80 80 80 71 22
Private (for profit) 95 48 34 34 40 12 236
Faith-based organisation 99 84 79 79 79 63 88
Province
Nairobi 93 73 73 68 73 11 41
Central 96 58 45 45 45 19 125
Coast 89 58 57 55 57 44 81
Eastern 100 80 66 66 83 64 118
North Eastern 96 66 63 63 66 1 24
Nyanza 100 95 94 93 95 88 82
Rift Valley 97 77 75 74 81 53 174
Western 99 90 87 87 90 78 42
Total 97 74 68 68 73 49 690
' Childhood immunisation refers to the routine provision of DPT/pentavalent, polio, and measles vaccinations to children.

Clinics are the type of facility least likely (at 29 percent) to provide all three basic services.
Private facilities, at 34 percent, lag behind other managing authorities (government 86 percent, NGOs
80 percent, and faith-based organisations 79 percent). The same was true in 2004, when private
facilities (at 49 percent) were less likely than those of other managing authorities to provide all three
services.

At the provincial level facilities in Central (45 percent) and Coast (55 percent) provinces are
least likely to offer all three services as a package, mainly because growth monitoring and childhood
immunisation are less likely to be offered there than in other provinces.

Out-patient curative care for sick children is the most commonly provided (in 97 percent of
facilities) of the three basic services. These services are almost universally available across all facility
types, managing authorities, and provinces, except in Coast province, where less than 90 percent of
facilities offer curative care for sick children. In 2004, much as in 2010, curative care for sick children
was almost universally available across all facility types, managing authorities, and provinces, except
in Nairobi, where less than 90 percent of facilities offered curative care for sick children.

Although on average only 68 percent of all facilities offer child immunisation services, the
great majority of hospitals (93 percent), health centres (95 percent), maternity facilities (78 percent),
and dispensaries (81 percent) offer the service, compared with only 29 percent of clinics. Government
facilities (88 percent) are the most likely to offer childhood immunisation services (Table 4.1).

Facilities in Central province (45 percent) are least likely to provide childhood immunisation
services. Interestingly, according to findings of the 2008-09 KDHS, Central province has the highest
proportion of children age 12-23 months who are fully vaccinated (KNBS and ICF Macro, 2010). By
contrast, facilities in Nyanza (94 percent) and Western (87 percent) provinces are most likely to
provide these services. Facilities in Nyanza province also have the highest level of provision of
growth monitoring services (95 percent).
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4.2.2 Vitamin A Supplementation and Insecticide-Treated Mosquito Nets

The 2010 KSPA also assessed provision of vitamin A supplementation and insecticide-treated
mosquito nets (ITNs) to children under one year of age (Table 4.1). Overall, 73 percent of health
facilities provide vitamin A supplementation to children under one year, while 49 percent provide
treated mosquito nets. Health centres (96 percent) and hospitals (94 percent) are more likely to
provide vitamin A supplementation than other types of facilities. Health centres (73 percent) also are
most likely to provide treated mosquito nets. Government facilities (94 percent) are most likely to
provide vitamin A supplementation, and NGO and government facilities are most likely to provide
ITNs (71 and 70 percent, respectively). Among the provinces, facilities in Nyanza are most likely to
provide both vitamin A supplementation (95 percent) and treated mosquito nets (88 percent) to
children under one year. Facilities in North Eastern province are least likely to provide mosquito nets
(only 1 percent), while facilities in Central province are least likely to provide vitamin A
supplementation (45 percent).

Key Findings

Service availability: Seven in every ten facilities offer all three basic child health services (outpatient
curative care for sick children, growth monitoring, and childhood immunisation). Outpatient curative
care for sick children is the most commonly offered of these three child health services (97 percent of
facilities), and childhood immunisation is the least offered service (68 percent). There has been a
decrease in the availability of preventive child health services (child immunisation and growth
monitoring) since 2004.

Facilities in Nyanza province have the highest level of provision of immunisation services (94 percent)
and also are more likely to provide growth monitoring services (95 percent) than facilities in other
provinces. Nyanza province also tops the rankings in providing vitamin A supplementation and treated
bed nets for children under one year of age.

Private for-profit facilities are least likely to offer growth monitoring (48 percent) and immunisation
services (34 percent). This contrasts with government health facilities, nearly 90 percent of which offer
both services.

4.3 CAPACITY TO PROVIDE QUALITY IMMUNISATION SERVICES

This section addresses the following elements, which are important for quality immunisation
services:

e Capacity to maintain the quality of vaccines

e Auvailability of vaccines and vitamin A

e Availability of equipment and supplies for vaccination sessions

e Availability of administrative components for monitoring immunisation activities
4.3.1 Capacity to Maintain the Quality of Vaccines

A lack of vaccine refrigerators, electricity, or other fuel (such as liquefied petroleum gas) to
run electric generators for refrigerators are common reasons that facilities cannot or do not store
vaccines. If a facility cannot maintain the cold chain and safely store vaccines, it must collect vaccines
from a central location or a nearby facility with a refrigerator on the day(s) of service and then use
mobile vaccine carriers and ice packs to maintain their temperature. The logistical challenges of
maintaining the cold chain frequently result in limited availability of vaccination services. Information
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on vaccine storage conditions with details on elements assessed are provided in Chapter 3, Tables 3.9
and A-3.12.

Temperature monitoring is extremely important to ensure the potency and effectiveness of
vaccines (WHO, 2000a; WHO, 2004a). Overall, 79 percent of all facilities with stored vaccines
observed on the day of the survey had an adequate system® for monitoring vaccine storage
temperature (compared with 73 percent in 2004), while only 38 percent had an adequate system to
monitor vaccine stocks® (Chapter 3, Table 3.9). NGO facilities (60 percent) and facilities in Rift
Valley province (70 percent) are the least likely to have an adequate system to monitor storage
temperature. Adequate systems to monitor vaccine stocks are uncommon, particularly in facilities in
Central (19 percent), North Eastern (25 percent), and Rift Valley provinces (28 percent). Facilities in
Nyanza province (64 percent) are most likely to have an adequate system to monitor vaccine stocks.

4.3.2 Availability of Vaccines and Vitamin A

The availability of child vaccines was assessed at facilities that provide immunisation services
and also store vaccines. Figure 4.2 and Table 4.2 summarise these findings. Table A-4.3 provides
additional information on vaccine availability by facility type, managing authority, and province.

Vaccines

According to survey findings, vaccines for the seven major childhood diseases are commonly
available. Among eligible facilities 84 percent have all basic EPI vaccines (similar to 85 percent in
2004). NGO facilities and those in Rift Valley province are among the least likely to have all EPI
vaccines.

Vitamin A

Vitamin A is essential for the functioning of the immune system, for healthy growth and
development, and for protection from respiratory infections and night blindness. Because WHO
recommends routinely distributing high-dose vitamin A capsules to children, many countries have
added vitamin A supplementation to their EPI programmes. In Kenya the policy is to provide high-
dose vitamin A once every six months from age 6 months through age 59 months. Findings of the
2010 KSPA show that 94 percent of facilities offering child immunisation services and storing
vaccines have vitamin A available in the service delivery areas along with EPI vaccines, an increase
from 74 percent in 2004 (Figure 4.2, Table A-4.3).

4.3.3 Availability of Equipment and Supplies for Vaccination Sessions

Table 4.2 and Figure 4.3 provide information on the availability of all the components
assessed for quality immunisation services. Table A-4.4 details the availability of these items by
facility type, managing authority, and province.

Overall, on the day of the survey only 37 percent of facilities that offer child immunisation
services had available all equipment, items for infection control, and administrative components for
providing quality child immunisation services (Table 4.2). NGO facilities stand out as the least likely
to have all these items (4 percent), as do maternity facilities (24 percent).

2 A functioning thermometer in vaccine refrigerator, an up-to-date temperature chart, and refrigerator
temperature between 2° and 8°C all observed at time of visit.

® All vaccines that are normally carried are present, there are no expired items present, items are stored by
expiration date, stock card/ledger is present for all normally stocked vaccines, and no stock-out in past
6 months.
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Figure 4.2 Availability of Vaccines among Facilities Offering
Child Immunisation Services and Storing Vaccines (N=426)
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Table 4.2 Health system components required for childhood immunisation services
Among facilities offering child immunisation services, percentage that have all equipment, items for preventing infection, and records indicating good
administrative practices; and, among facilities offering child immunisation services and storing vaccines, percentage that have all basic child vaccines and all
components for providing quality child immunisation services, by background characteristics, Kenya SPA 2010
Percentage of facilities offering
child immunisation services and
Percentage of facilities offering child immunisation that have: storing vaccine that have:
All components
All equipment, for providing Number of
items for Number of quality child facilities
infection facilities immunisation | offering child
All items for control, and offering child services immunisation
Background infection Administrative administrative | immunisation  All basic child (including services and
characteristic All equipment’ control’ components’  components services' vaccines’ vaccines) storing vaccines
Type of facility
Hospital 83 48 77 35 47 90 33 47
Health centre 90 50 72 39 76 79 36 75
Maternity 77 57 40 24 13 94 24 12
Clinic 99 62 59 31 59 88 26 56
Dispensary 90 58 72 39 276 82 34 237
Managing authority
Government 92 53 76 41 303 83 35 269
NGO 88 7 70 4 17 68 1 15
Private (for profit) 88 69 49 31 81 87 30 74
Faith-based organisation 84 68 66 40 70 87 33 69
Province
Nairobi 89 56 45 27 30 91 28 29
Central 97 77 67 50 56 91 45 56
Coast 96 73 85 58 46 93 52 45
Eastern 86 36 80 23 77 83 21 73
North Eastern 90 35 70 21 15 89 23 14
Nyanza 91 47 82 36 77 88 33 61
Rift Valley 90 62 63 40 131 73 29 120
Western 75 50 57 30 38 80 33 27
Total 90 56 70 37 471 84 33 426
! Blank immunisation cards, syringes and needles, and vaccine carriers with ice packs (or facility reports purchasing ice).
* Soap and running water or else hand disinfectant, latex gloves, sharps container, and decontaminant.
? Tally sheet or register where vaccines provided are recorded and documentation of either DPT/pentavalent dropout rate or measles coverage.
* Includes all facilities offering immunisations at the facility.
° BCG, DPT/pentavalent, polio, and measles vaccines.
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Figure 4.3 Availability of EqQuipment and Supplies for
Immunisation Services (N=471)

[%)]

(]

2

>

S

(]

7]

& 99

= 94 96 98 98 97

@

2

c

£ 69 70
E

(o))

c

=

(3]

=

(]

(%]

3 27

=

‘C

©

w“—

y—

(]

% Blank childSyringes Vaccine Soap Running Soap & Hand Soap & Sharps Register Tally  Monitor
9 immuni- and  carriers water running disin-water or else box sheet com-
c sation needles with water fectant hand dis- munity
8 record ice packs infectant coverage*
—

o Equipment Infection control Administrative

* Measles coverage or DPT/pentavalent dropout rate is documented and
documentation was observed. KSPA 2010

Equipment

Nine of every ten facilities that offer child immunisation services had all equipment®
necessary to provide quality services, compared with eight of every ten facilities in 2004. Maternity
facilities were least likely in 2010 to have all equipment.

As for specific equipment, almost all (96 percent) eligible facilities had adequate supplies of
syringes and needles (similar to 99 percent in 2004). Blank immunisation cards and vaccine carriers
with ice packs were available at 94 and 99 percent of facilities, respectively (compared with 83 and 98
percent in 2004). Blank immunisation cards were least likely to be found in maternity facilities (Table
A-4.4).

Infection control

Infection control is crucial to quality care during immunisations. Among facilities offering
child immunisation services, 56 percent had all infection control items® (Table 4.2). Clinics are more
likely to have these infection control items (62 percent) than are other facility types. Among the
various managing authorities, NGO facilities are by far the least likely to have these items.

Looking at individual infection control items, three-quarters of facilities had soap and running
water or else hand disinfectant. This suggests that service providers in one-quarter of facilities either
use other sources of water to wash their hands (such as water in a basin, which is usually used
multiple times) or simply do not wash their hands while providing immunisation services.
Individually, an average of 77 percent had soap, 80 percent had running water, and only one-fourth
had hand disinfectant.

* Blank immunisation cards, syringes and needles, and vaccine carriers with ice packs.
® Soap and running water or else hand disinfectant, latex gloves, sharps container, and decontaminant.
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Administrative components

Measures often used for monitoring immunisation coverage include the pentavalent (DPT-
HepB + Hib) dropout rate—the difference between the number of children who receive the first dose
of pentavalent vaccine (DPT-HepB + Hibl) and the number who complete all three doses (DPT-HepB
+ Hib3)—and vaccine coverage rates. Measures of immunisation coverage require an estimate of the
target population, which is provided by the Kenya National Bureau of Statistics through projections of
household census results. KSPA 2010 specifically assessed whether pentavalent dropout rates or
measles coverage information was readily available in Kenyan health facilities.

Findings from the survey show that, on the day of the visit, 70 percent of facilities had the
necessary administrative components® available (Table 4.2), compared with 77 percent in 2004.
Maternity facilities (40 percent) and private facilities (49 percent) were among the least likely to have
these items. Individually, tally sheets or registers could be found in almost all eligible facilities, while
70 percent of facilities had documentation of either the DPT or pentavalent dropout rate (Figure 4.3,
Table A-4.4).

Key Findings

Vaccines: All basic EPI vaccines for the seven major childhood diseases are available in eight of every
ten eligible facilities. Each individual vaccine is missing in only 3 to 9 percent of facilities.

Equipment: Equipment and supplies for immunisation are available in 90 percent of facilities offering
immunisation services.

Infection control: All items for infection control—soap and running water or else hand disinfectant, as
well as latex gloves, sharps container, and decontaminant—are available in slightly over half of the
facilities.

Administrative components: Tally sheets and registers are widely available. Documentation of measles
coverage or DPT/pentavalent dropout rates is available in seven of every ten facilities.

4.4  CAPACITY TO PROVIDE QUALITY OUT-PATIENT CARE FOR SICK CHILDREN

To improve the diagnosis of illnesses and to minimise missed opportunities to provide
preventive interventions, IMCI standards recommend that any consultation for a sick child also

include—
e Assessing immunisation status and providing vaccines that are due
e Assessing nutritional status and counselling caretakers on identified problems
o Assessing overall health status

e Ensuring that the child receives the first dose of any prescribed medicine, including
antibiotics, at the facility and leaves the facility with the necessary medications

e Ensuring that caretakers know how to administer medications and treatments, know about
appropriate foods, and know how much food the child needs both during this illness and
when not sick

e Ensuring that caretakers know when to return, either because signs indicate that the child
must be seen immediately or because of scheduled follow-up

® Tally sheet or register where vaccines provided are recorded and documentation of either DPT/pentavalent
dropout rate or measles coverage rate.
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The 2010 KSPA assessed the availability of equipment, supplies, and health system
components necessary to adhere to IMCI guidelines and to support quality out-patient care for sick
children (WHO, 1997; WHO, 1999). Assessed elements are as follows:

e Infrastructure and resources to support good-quality assessment and counselling

e Equipment and supplies for adhering to IMCI guidelines for assessment of the sick child
e Essential medicines for treating sick children in accordance with IMCI guidelines

e IMCI job aids, including the chart booklet, recording form, and mother/caretaker cards

4.4.1 Infrastructure and Resources to Support Good-Quality Assessment and Counselling
for the Sick Child

To support good-quality assessment and counselling, the following should ideally be readily
available in areas where sick children receive services: items for infection control, including soap and
running water or else hand disinfectant, sharps containers, and disinfectant; items to support quality
services, such as individual child health cards; treatment guidelines and protocols; and visual aids.
Figure 4.4 provides information on the availability of some of these items, with further details in
Tables A-4.5 and A-4.6.

Figure 4.4 Availability of Iltems to Support Quality Care for Sick
Children (N=666)
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KSPA 2010

Treatment guidelines or protocols, which should be available for quick reference, were
observed in 63 percent of facilities offering sick child services (compared with 22 percent in 2004)
(Figure 4.4). Health centres and hospitals (85 and 78 percent, respectively) are more likely than other
facility types to have treatment guidelines (Table A-4.5). Individual child health cards, which are
important for continuity of care, were available in 73 percent of facilities (compared with 52 percent
in 2004); visual aids were observed in half of facilities (compared with 29 percent in 2004).

Kenya is promoting IMCI nationwide. Therefore, related items (such as chart booklets,

counselling cards for providers, and caretaker cards) are expected to be available in all facilities.
However, only one-third of facilities offering curative care for sick children had IMCI chart booklets
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(an improvement from 11 percent in 2004), and one-fifth (22 percent) had IMCI mother cards (an
improvement from 5 percent in 2004) (Table A-4.6). IMCI chart booklets are most likely to be
available in health centres (53 percent) and hospitals (49 percent) and, among managing authorities, in
facilities managed by government (52 percent) and nongovernmental organisations (60 percent).
Facilities in Nyanza and Western provinces are more likely to have the IMCI chart booklet than
facilities in other provinces.

4.4.2 Equipment and Supplies for Assessing and Providing Preventive Care for the Sick
Child

The 2010 KSPA also assessed the availability of equipment and supplies necessary for
evaluating the status of sick children and for providing preventive interventions, as established by
IMCI guidelines. Figure 4.5 summarises information on these items. Table A-4.5 provides details by
background characteristics, while Table A-4.7 provides information on the availability of sick child
and EPI services on the same day in the same facility.

Figure 4.5 Availability of Equipment and Supplies for
Assessing Health Status and Management of the Sick Child
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Among facilities offering sick child services, 28 percent had the capacity to offer
immunisations, in the form of immunisation supplies (vaccines, syringes and needles, cold boxes,
child immunisation cards, and items for infection control) in the service area on the day of the survey
(Figure 4.5, Table A-4.5). Hospitals (38 percent) and health centres (40 percent) were more likely
than other facility types to have all of these immunisation supplies.

Four in every ten facilities (39 percent) that provide curative care for sick children report that
they provide immunisation services every day that sick child services are offered. On the day of the
survey a slightly higher proportion (49 percent) was actually providing both services (Table A-4.7).
Government facilities (56 percent) are the most likely to report offering EPI services on the same days
that services for sick children are offered and where also most likely (at 66 percent) to be offering
both services on the day of the survey.

Approximately seven of every ten facilities offering sick child services had an infant
weighing scale (100 gram gradations) or a child weighing scale (250 gram gradations). Almost six of
every ten had both types of scales (Table A-4.5).
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Items for providing oral rehydration therapy (ORT) on-site (a cup and spoon, a jar for mixing,
and ORS packets) are lacking in many facilities. Only 28 percent of facilities had all three necessary
items at the service delivery site. However, ORS packets themselves are available in 84 percent of
facilities and specifically at the sick child service areas in 73 percent of facilities (Table A-4.5). ORT
Corners’ are available in 26 percent of facilities overall and are more likely to be available in hospitals
than in other facility types.

Although a sick child can be assessed with little equipment, certain minimal equipment is
considered necessary for good care. The 2010 KSPA assessed whether facilities had a thermometer
and some type of minute timer for counting respiration rates. Thermometers are available in 90
percent of facilities, and timers (including both personal wristwatches and facility-provided timers)
are available in 63 percent of the facilities. Thermometers are about equally available in all facility
types, but timers are notably less available in dispensaries (Table A-4.5).

4.4.3 Essential Medicines for Treating Sick Children

The IMCI guidelines have defined first-line, pre-referral, and other important medications for
treating the sick child. The 2010 KSPA assessed the availability of all these essential medicines. Table
4.3 provides summary information on the availability of medicines for sick children. Table A-4.8
provides details on available medicines by type of facility.

Table 4.3 Medicines and supplies to support quality care for sick children
Percentage of facilities offering sick child services that have first-line, pre-referral, and other
medicines and supplies, by background characteristics, Kenya SPA 2010
Number of
L . facilities
Percentage of facilities with offering
all essential medicines urEihe
Background All other outpatient care
characteristic First-line' Pre-referral? medicines®  [for sick children
Type of facility
Hospital 86 83 36 50
Health centre 76 74 29 80
Maternity 63 90 42 16
Clinic 46 50 25 190
Dispensary 73 62 18 330
Managing authority
Government 73 61 12 335
NGO 58 49 36 21
Private (for profit) 47 53 24 223
Faith-based organisation 92 91 62 87
Province
Nairobi 82 70 55 38
Central 54 49 20 120
Coast 72 71 38 72
Eastern 75 69 17 118
North Eastern 80 81 8 23
Nyanza 64 54 32 82
Rift Valley 64 61 16 169
Western 62 68 15 43
Total 66 62 23 666
' ORS, Coartem, and at least one oral antibiotic (amoxicillin, amoxicillin-clavulanate,
cotrimoxazole, or chloramphenicol).
2 (1) Injectable chloramphenicol or at least one first-line injectable antibiotic (ampicillin or
cloxacillin or penicillin), and (2) at least one second-line injectable antibiotic (ceftriaxone or
gentamycin), and (3) intravenous solution (normal saline (0.9% NS), or dextrose and normal
saline (5% D/NS), or lactated Ringer’s solution, or plasma expanders, or 5% D/W), with
perfusion set and sterile syringes.
* Aspirin or paracetamol, vitamin A, iron tablets, mebendazole or albendazole, and an
antibiotic eye ointment.

" An ORT Corner is an area within a health facility with equipment for giving ORS solution to children with
diarrhoea.

70 | Child Health Services



First-line medicines

First-line medicines include ORS, at least one oral antibiotic for respiratory infections, and
first-line antimalarial medicine. All three first-line medicines are available in 66 percent of facilities
(compared with 83 percent in 2004), with hospitals (86 percent) and faith-based organisations (92
percent) more likely to have them all than other facility types and managing authorities, respectively
(Figure 4.6, Tables 4.3 and A-4.8). Cotrimoxazole (79 percent) is the most available first-line oral
antibiotic in Kenyan facilities. The first-line antimalarial in Kenya is Coartem®, which is a
combination of artemether and lumefantrine. Coartem is available in 81 percent of facilities, while
artesunate is available in 15 percent, and amodiaquine is available in 23 percent. ORS is available in
84 percent of health facilities, with clinics being least likely to have ORS.

Figure 4.6 Availability of First-line Medicines for Treating
Sick Children (N=666)
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Pre-referral medicines

Pre-referral medicines include emergency injectable medications and intravenous solution
with a perfusion set; these make possible urgent treatment and rehydration before admitting a sick
child or referring a sick child to another facility, if necessary. It should be noted that IMCI guidelines
authorise health facilities to provide rapid rehydration for severely dehydrated children using suitable
intravenous solutions.

The 2010 KSPA considers health facilities to have all pre-referral medicines if they have at
least one first-line injectable antibiotic (ampicillin or penicillin); at least one second-line injectable
antibiotic (ceftriaxone or gentamicin) or injectable chloramphenicol; and intravenous solution (normal
saline, lactated Ringer’s solution, or dextrose and saline (0.9 percent); and a perfusion set and sterile
syringes. In 2010, 62 percent of facilities offering out-patient curative care for sick children had all of
these pre-referral medicines (Figure 4.7, Tables 4.3 and A-4.8), compared with only 23 percent of
facilities in 2004. Maternity facilities (90 percent) and hospitals (83 percent) are more likely than
other types of facilities to have all pre-referral medicines. Facilities managed by faith-based
organisations (91 percent) and facilities in North Eastern province (81 percent) are more likely than
other facilities to have all pre-referral medicines. Injectable penicillin (83 percent) is the most
common pre-referral medicine available, while eight of every ten eligible facilities have intravenous
solution with perfusion sets (Table A-4.8).
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Figure 4.7 Availability of Pre-referral Injectable Medicines
(N=666)
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Other essential medicines and vitamin A

Some other medicines are less crucial for treating serious illness but nonetheless are important
for managing common symptoms and illnesses. These include fever-reducing medicines (e.g.,
paracetamol), vitamin A, iron tablets or supplements, and de-worming medicines (mebendazole or
albendazole). Overall, only 23 percent of health facilities have all of these other essential medicines
(Table 4.3), even though aspirin or paracetamol, vitamin A, or de-worming medicines are available in
92, 74, and 88 percent of health facilities, respectively (Figure 4.8). Iron is the medicine most
commonly missing.

Figure 4.8 Availability of Other Essential Medicines (N=666)
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4.4.4 Infection Control Items

The 2010 KSPA also assessed the availability of infection control items at service delivery
sites. Overall, 56 percent of facilities offering services for sick children have all infection control
items (Table A-4.5). Soap and running water or else hand disinfectant was available at the service site
in three-quarters of facilities. Practically all facilities (96 percent) had a sharps container. Individually,
hand disinfectant is the least available infection control item, available only in one-quarter of
facilities.

Key Findings

Treatment guidelines: Treatment guideline or protocols are available in six of every ten health
facilities that offer sick child services. IMCI chart booklets are available in only one-third of facilities;
this is an improvement over findings in 2004, however.

Medicines: All first-line oral medicines for childhood illnesses are available in two-thirds of facilities
(a decline from 83 percent in 2004), while pre-referral medicines are found in six of every ten facilities,
an improvement from 23 percent in 2004.

Infection control: Just over half of facilities had all infection control items available at the service site
on the day of the survey.

4.5  MANAGEMENT PRACTICES SUPPORTIVE OF QUALITY SICK CHILD HEALTH SERVICES

Management practices that support quality curative care for sick children include
documentation and record-keeping, practices related to user fees, and staff supervision and
development.

Summary information on the availability of these items appears in Table 4.4. Table A-4.9
provides statistics on use of sick child services, and Tables A-4.10.1, A-4.10.2, and A-4.11 provide
more details on fees and other payment systems. Table A- 4.12 summarises information on training of
child health service providers, while Tables A-4.13.1 through A-4.14 provide details on training and
supervision from the perspective of the child health service provider.

4.5.1 Facility Documentation and Records

An up-to-date register is defined as a register that has an entry made within the past seven
days that indicates, at the minimum, the child’s age and diagnosis or the symptoms for which the child
was brought to the facility. Eighty-five percent of facilities providing out-patient curative care for sick
children have an up-to-date register (Table 4.4), as did 87 percent in 2004. Dispensaries (94 percent)
and health centres (92 percent) are most likely to have up-to-date registers, while clinics are least
likely to have up-to-date registers (66 percent). Government, faith-based organisation, and NGO
facilities are more likely to have up-to-date registers than private facilities. Facilities in Nyanza and
Western provinces are more likely to have up-to-date registers than facilities in other provinces.

4.5.2 Practices Related to User Fees

User fees may have a positive effect on the utilisation of health services in facilities by
increasing the funds available to the facility, if there is a system for such funds to be channelled back
to the facility. At the same time, they may have a negative effect on utilisation by deterring poor
clients from using services. In any case, posting user fees in facilities that charge fees is an element of
the quality of care, since it increases accountability and makes clients aware of costs associated with
services.
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Table 4.4 Management practices supportive of quality child health services

Percentage of facilities offering curative outpatient care for sick children that have an up-to-date client register and that charge user
fees for sick child (SC) services, and percentage where health service providers report receiving routine training related to their work
and personal supervision, by background characteristics, Kenya SPA 2010

Percentage of facilities offering NUumber of Percentage of facilities where Number of
curative outpatient care for sick ' facilities offering child health service providers e cilliitas wiilh
children with: cuEde report receiving routine: intierviewas dxid
Background Up-to-date User fees for | outpatient care | Training related Personal health service
characteristic patient register’  SC services = for sick children  to child health?  supervision® providers
Type of facility
Hospital 87 64 50 42 86 50
Health centre 92 70 80 43 93 79
Maternity 79 91 16 38 68 16
Clinic 66 94 190 34 56 177
Dispensary 94 71 330 41 88 319
Managing authority
Government 94 61 335 43 91 323
NGO 89 58 21 26 89 21
Private (for profit) 68 96 223 33 58 209
Faith-based organisation 94 95 87 43 80 87
Province
Nairobi 76 63 38 45 76 38
Central 83 85 120 39 62 115
Coast 75 65 72 38 80 70
Eastern 87 64 118 25 85 110
North Eastern 72 48 23 40 78 16
Nyanza 94 81 82 50 92 82
Rift Valley 86 90 169 41 78 168
Western 94 81 43 48 88 40
Total 85 77 666 39 79 640

! Register has entry within past seven days that indicates child’s age and diagnosis or symptom.

2 A facility has routine staff training if at least half of interviewed providers reported they had received pre- or in-service training
related to their work during the 12 months preceding the survey. This refers to structured training sessions and does not include
individual instructions received during routine supervision.

3 A facility has routine staff supervision if at least half of interviewed providers reported they had been personally supervised at least
once during the six months preceding the survey.

In Kenya the policy is to offer free health services in government facilities for all children
under five years, in order to make these services accessible to all families. Survey findings show that
three-quarters of all facilities (compared with 42 percent in 2004) offering services for sick children
charge some form of user fees for services. This includes 61 percent of government facilities offering
sick child services (Table 4.4). In contrast, only 15 percent of government facilities charged user fees
in 2004. Over 90 percent of private and faith-based organisation facilities charge user fees compared
with 58 percent of nongovernmental organisation facilities. Maternity facilities and clinics (91 and 94
percent, respectively) and facilities in Rift Valley province (90 percent) are among those most likely
to charge fees for sick child services.

Among facilities that charge user fees, 23 percent charge for client charts or records,
30 percent charge for consultation, 45 percent for medicines, 43 percent for laboratory tests, and
27 percent for registration (Table A-4.10.1). Seventeen percent post all fees, 16 percent post some
fees, and 67 percent do not post any fees. Faith-based organisation facilities that charge user fees are
least likely to display fees.

Discounts or fee exemptions are quite common. Seventy-seven percent of sick child facilities
that charge fees report offering discounts or exemptions to clients. Such discounts or exemptions are
most likely to be offered in government or faith-based organisation facilities (both 83 percent).
Facilities in Rift Valley and Nyanza provinces are more likely to offer discounts or exemptions than
facilities in other provinces (Table A-4.10.1). Nearly six of every ten facilities that charge user fees
say they waive fees altogether (expecting no payment) for clients who are unable to pay for services.
Less than 10 percent say they refuse services if the client is unable to pay (Table A-4.10.2).
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4.5.3 Training and Supervision
Training

The 2010 KSPA deems a facility to have routine staff training or staff development if at least
half of interviewed providers report receiving pre- or in-service training related to their work during
the 12 months preceding the survey. The training must be structured and based in the classroom;
individualised or one-on-one instruction received during supervision is not included.

Using this definition, only four in every ten facilities that offer services for sick children
qualify as providing routine staff training (Table 4.4). Still, this is an increase from 23 percent in
2004. Generally, there is not great variation by facility type, managing authority, or province;
however, clinics (34 percent), NGO facilities (26 percent), and facilities in Eastern province (25
percent) are among the least likely to provide routine staff training (Table 4.4).

Of the interviewed child health service providers, 36 percent reported receiving structured
training related to their work during the 12 months preceding the survey (Table A-4.12), compared
with only 15 percent in 2004. Providers in hospitals (42 percent) and in facilities in Nyanza province
(44 percent), Nairobi, and Western provinces (each 42 percent) are more likely than others to have
received training during the 12 months preceding the survey. Malaria treatment in children,
breastfeeding, and complementary feeding dominated training topics (18, 17, and 16 percent,
respectively, of interviewed providers); the topic least trained on in the preceding 12 months was
paediatric AIDS (3 percent) (Figure 4.9, Tables A-4.13.1 and A-4.13.2).

Figure 4.9 Training Received by Interviewed Child Health
Service Providers, by Topic and Timing
of Most Recent Training (N=1,989)

EPI or cold chain

ARI treatment

Diarrhea treatment

Nutrition/micronutrients
IMCI*
Malaria treatment for children

Breastfeeding

Complementary feeding

Nutritional assessment
Pediatric AIDS
Pediatric ART

Percentage of interviewed child health service providers

EReceived training during COReceived training 13 to 35
12 months preceding survey  months preceding survey

* Integrated Management of Childhood lliness KSPA 2010
Supervision

If at least half of the service providers interviewed at a facility reported having been
personally supervised at some time during the six months preceding the survey, the facility is
considered to have routine staff supervision. Overall, 79 percent of facilities meet this criterion,
compared with 84 percent in 2004. Health centres (93 percent), dispensaries (88 percent), and
hospitals (86 percent) are the most likely to have routine staff supervision (Table 4.4). Among the
provinces facilities in Central province are the least likely to have routine staff supervision.
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Of the interviewed child health service providers, 75 percent said they had been personally
supervised during the six months preceding the survey (Table A-4.12). Among those who had been
supervised during the preceding six months, the reported median number of times supervised was
three (Table A-4.14).

Key Findings

Client registers: Close to nine of every ten facilities had an up-to-date client register, a finding similar to
that in 2004.

User fees: The overall proportion of facilities providing sick child services that charge user fees has
increased from four of every ten facilities in 2004 to almost eight of every ten in 2010. The increase is
most obvious among government facilities.

Training and supervision: Four of every ten facilities meet the criteria for providing routine staff
training, an improvement from only two in every ten facilities in 2004. Routine supervision is common.
Eight of every ten facilities have routine supervision for child health services providers. Supervision is
least common in Central province.

4.6 ADHERENCE TO GUIDELINES FOR SICK CHILD SERVICE PROVISION

To assess whether providers adhere to standards for providing good-quality services, the
survey observed sick child consultations using observation checklists based on IMCI guidelines. The
observers noted what information the provider shared and whether recommended procedures were
carried out. They did not assess whether the information shared was correct or whether findings were
appropriately interpreted.

Table 4.5 summarises providers’ assessments, examinations, and subsequent treatments, by
diagnosis or major symptoms. Tables A-4.15 and A-4.16 show what practices were observed during
sick child consultations. Tables A-4.17 through A-4.23 provide details on observed practices and on
information reported by caretakers during interviews. KSPA personnel interviewed all caretakers of
the sick children whose consultations were observed.

4.6.1 Full Assessment of lllnesses

When there are not enough qualified curative care providers, less qualified persons can be
trained to provide EPI and growth monitoring services as well as initial consultations for sick
children. This assumes, however, that seriously ill children, with illnesses beyond the scope of staff’s
training, will be identified and referred to a better qualified provider. Hence, it is important to know
how many facilities depend on referral systems for the management of severe illnesses. As noted in
Chapter 3, 97 percent of all facilities in Kenya have at least one qualified health provider assigned to
the facility (Figure 3.1, Table A-3.1.1).

The IMCI strategy was introduced in Kenya in 2000, with the main focus on facility-based
IMCI. The focus was expanded in 2002 to household and community IMCI. According to a recent
IMCI health facility survey implemented by the division of child health, MOPH, the IMCI strategy is
being implemented in 56 of 75 old districts. IMCI protocols for assessing a sick child provide valid
guidelines for quality of care, regardless of whether a provider has been trained in IMCI case
management or not. When interpreting the findings, it is important to recognise that, even when
following the IMCI guidelines, providers should use their judgment, based on the child’s signs and
symptoms.
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Table 4.5 Assessments, examinations, and treatment for children, classified by diagnosis or major symptom

Percentage of observed children diagnosed by the provider with the indicated illness or symptom for whom the indicated IMCI assessment, physical examination,
and/or treatment was provided, Kenya SPA 2010

Respiratory illness Febrile illness Intestinal illness
(Any (Any
diarrhoea diarrhoea
Cough or or or
other dysentery) dysentery)
Pneumonia/ Bronchial — upper with without All
broncho-  spasm/  respiratory dehydra-  dehydra- ~ Any ear Any throat observed
Item pneumonia  asthma illness Fever Measles  Malaria tion tion infection  diagnosis  children
IMCI assessment
Three main symptoms’ 44 24 36 49 9 40 53 56 23 48 36
Three general danger signs’ 13 3 11 18 0 16 14 12 7 0 13
Current eating or drinking
habits 50 42 49 73 16 52 73 61 46 51 51
Advise continued feeding and
increase food or fluids 19 17 20 29 16 28 46 39 14 12 23
Physical exam
Temperature 98 93 91 92 100 92 95 85 79 97 91
Respiratory rate 34 37 25 37 17 26 30 19 40 25 25
Dehydration 23 14 15 23 0 22 61 35 25 7 20
Anaemia 74 78 56 64 64 66 71 57 47 60 61
Ear (looked in and felt behind) 10 14 12 13 0 13 14 12 81 25 13
Oedema 6 9 8 13 0 8 11 6 7 7 9
Body muscle 31 27 23 19 16 28 26 28 15 22 26
Referred for any lab test 23 23 24 21 16 33 39 23 23 22 25
Treatment
Refer/ admit 18 15 8 14 6 11 35 8 3 6 12
Any antibiotic 93 77 84 73 100 67 60 73 94 90 72
Injectable antibiotic 42 18 10 10 3 13 11 12 25 9 13
Oral antibiotic 78 74 83 71 100 63 54 69 88 90 68
Any antimalarial® 48 38 48 62 0 91 50 48 29 12 51
First-line antimalarial* 37 24 36 52 0 70 38 38 10 9 39
Oral antimalarial 46 38 47 60 0 85 39 47 18 12 48
Injectable antimalarial 6 3 5 8 0 14 14 3 15 0 8
Oral bronchodilator 20 53 6 7 0 5 5 7 0 7 7
Oral medication for
symptomatic treatment® 89 65 88 91 84 91 65 78 91 78 84
Oral rehydration (ORS) 8 12 7 14 0 15 74 57 1 0 12
Intravenous fluid 0 0 0 2 0 0 13 0 0 0 0
Zinc 2 2 3 3 0 5 34 24 2 0 5
Described signs or symptoms
for immediately seeking help 45 24 34 41 16 41 24 42 38 30 36
Discussed follow-up visit 63 64 61 65 52 63 55 62 58 57 61
Number of children® 293 31 997 258 5 1,101 64 237 43 23 2,016

' The three IMCI main symptoms are: cough/difficult breathing, diarrhoea, and fever.

* The three IMCI general danger signs are: inability to eat/drink, vomiting everything, and febrile convulsions.

? Any antimalarial refers to either first-line, or artesunate, amodiaquine, or Fansidar, or other antimalarial not recommended by MOH, such as chloroquine.
* First-line antimalarial is Coartem.

° This may be an antipyretic, cough medicine, or other general treatment for symptoms.

® Child may be classified with more than one diagnosis; therefore, the numbers in the individual columns may add up to more than 2,016 children.

IMCI general danger signs

According to IMCI guidelines, providers should check for the following general danger signs
whenever assessing a sick child: whether the child is unable to drink or drink, whether the child
vomits everything, whether the child has had convulsions at home during this illness or a convulsion
is observed in the facility, and whether the child is lethargic or unconscious.® If there is any doubt
about the child’s ability to drink, the provider should attempt to give the child something orally.
Overall, only 13 percent of all observed sick children were assessed for all three general danger signs
(Figure 4.10, Tables 4.5 and A-4.15) (compared with 6 percent in 2004). In general, 49 percent were
assessed for whether they could eat or drink anything (including breastfeeding) (36 percent in 2004),
56 percent for whether they vomited everything (36 percent in 2004), and only 19 percent for
convulsions (12 percent in 2004) (Figure 4.11, Table A-4.15). Sick children seen in maternities
(26 percent) were slightly more likely to be assessed for all three danger signs than children seen in
other types of facilities (ranging from 11 to 19 percent) (Table A-4.15).

8 Assessment for lethargy is not a part of the observation checklist because there is often not an observable
component for this assessment.
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Figure 4.10 Danger Signs Assessed During Observed
Sick Child Consultations (N=2,016)

Inability to eat or 49
drink anything

Vomiting everything 56

Convulsions 19
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danger signs

Percentage of observed sick children

KSPA 2010

Figure 4.11 Main Symptoms Assessed During Observed
Sick Child Consultations (N=2,016)

Cough or difficult 82
breathing

Diarrhoea 47

Fever 89

All three main
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KSPA 2010

IMCI main signs and symptoms

Regardless of the reason for the consultation, IMCI guidelines call for each child to be
evaluated for three main symptoms: cough or difficulty breathing, diarrhoea, and fever. This
information may be shared when the child’s caretaker discusses the reason for the visit or, if it is not
spontaneously mentioned, the provider may probe for these symptoms.
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Providers assessed all three main symptoms in 36 percent of the consultations (Figure 4.11,
Tables 4.5 and A-4.15), compared with 18 percent in 2004. Fever (89 percent versus 80 percent in
2004) and respiratory symptoms (82 percent versus 73 percent in 2004) were the symptoms most
commonly assessed during sick child consultations. Diarrhoea was the least assessed (47 percent
versus 35 percent of consultations in 2004).

Just over one in every ten consultations (12 percent) included an assessment of ear pain
and/or discharge, another common childhood condition (Table A-4.15).

Physical examination

After obtaining information on the various signs and symptoms of illness, the provider should
conduct a physical examination. This should include a hands-on evaluation of the child to (1) verify
the presence or absence of fever, by touch or by measuring the child’s temperature; (2) assess the state
of dehydration by pinching the skin; (3) visually check if the child has anaemia by looking at the
palms, conjunctiva, or mouth; and (4) count the rate of respirations if a respiratory problem is
suspected.

Providers carried out all four of these evaluations during only 8 percent of consultations
(Figure 4.12, Table A-4.15). The majority of children were assessed for fever (91 percent) and
anaemia (61 percent), In contrast, dehydration and respiratory rates were checked in 20 and 25 percent
of children, respectively. While differences among facility types are small, children seen in
maternities (20 percent) were most likely to receive all four evaluations. Temperature was more likely
to be checked in maternities (100 percent) than in other facility types (Table A-4.15). Checking for
anaemia occurred most often in clinics (73 percent) and least often in health centres (58 percent) and
dispensaries (57 percent).

Looking inside the ear and feeling behind the ear were done in 18 percent and 20 percent,
respectively, of observed consultations. Pedal oedema was rarely assessed (9 percent of
consultations). Musculature and general nutritional and physical status was assessed in less than one-
third of consultations (26 percent) (Figure 4.12). Half of the children were auscultated. Additional
information on physical examinations is available in Table A-4.15.

Figure 4.12 Elements of Physical Examination Conducted
During Observed Sick Child Consultations (N=2,016)
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Feeding practices

There is a direct relationship between nutritional status and health. It is not uncommon for a
child to be caught in a cycle of malnutrition and illness, where malnutrition makes a child more
susceptible to illness, and the illness contributes to further malnutrition. Aggravating this cycle is the
tendency for sick children to eat and drink less. Also, it is not uncommon for caretakers to limit a sick
child’s consumption of food and liquids.

During observed sick child consultations, providers asked about normal feeding practices
(that is, when the child is not sick) in about two of every five consultations (39 percent), regardless of
the age of the child (Table A-4.18).

Essential advice to caretakers

According to the IMCI strategy, a sick child’s caretaker should always receive the following
essential advice before leaving the health facility: (1) give the sick child extra fluids during the illness,
(2) continue to feed the sick child, and (3) watch for signs and symptoms that indicate the child should
be brought back immediately to a health care provider.

Any one piece of advice was offered in less than 40 percent of consultations (between 26 and
39 percent) (Figure 4.13). Caretakers received all three pieces of advice during only 14 percent of sick
child consultations, although this is an increase from 5 percent in 2004. Findings varied little among
facility types (Table A-4.15).

Figure 4.13 Essential Advice Provided to Caretakers of
Observed Sick Children (N=2,016)
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KSPA 2010
4.6.2 Diagnosis-Specific Assessments

At the end of each sick child consultation, providers were asked about the child’s diagnosis or
the major symptoms for which the child was seen, and the treatment prescribed, if any. IMCI
guidelines indicate specific symptoms or diagnoses for which antibiotics should be prescribed or for
which children should be admitted to the facility or referred to a higher level of care.
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Although a simple observation does not provide enough information to determine the
appropriateness of diagnosis and treatment, certain interventions can reasonably be expected for a
given diagnosis. It is important to note that the 2010 KSPA does not evaluate the appropriateness of
specific actions of providers.

Overall, 12 percent of observed sick children were either admitted or referred to another
facility (Table 4.5).

Respiratory illness

Children with severe respiratory illnesses should be thoroughly examined by a provider and,
if indicated, hospitalised. In most of these cases, recourse to antibiotics is warranted. Among children
ultimately diagnosed with pneumonia, respiratory rate was checked in 34 percent of cases (compared
with 46 percent in 2004) and temperature was checked in 98 percent of cases (compared with
85 percent in 2004) (Table 4.5). Overall, 18 percent of children diagnosed with pneumonia were
either referred elsewhere or hospitalised. Ninety-three percent were put on some form of antibiotic
(42 percent received an injectable antibiotic, and 78 percent, an oral antibiotic).

Of the children diagnosed with bronchial spasm/asthma, 93 percent had their temperature
checked, and 77 percent were put on antibiotics (Table 4.5). Providers were even more likely
(84 percent) to prescribe antibiotics for children diagnosed with cough or other respiratory illness and
no other serious symptoms, such as fever or difficult or short breathing, even though such cases are
most often viral in nature. With growing antibiotic resistance worldwide, rational use of antibiotics
should be encouraged to ensure that these drugs are not overused.

Fever

For children with severe febrile illness (especially in high malaria risk areas), IMCI guidelines
recommend the use of an antimalarial and antipyretic, followed by referral to appropriate facilities for
further treatment. Most but not all children (92 percent) diagnosed with fever had their temperature
taken (Table 4.5). Fourteen percent of children diagnosed with fever were either referred or admitted,
and 73 percent received some form of antibiotics (10 percent received injectable antibiotics, and 71
percent received oral antibiotics). Six of every ten received an antimalarial, with 52 percent getting
the first-line antimalarial in accord with the Kenya malaria treatment policy. Ninety-one percent
received medication for symptomatic treatment (an antipyretic, cough medicine, or other general
treatments for symptoms).

Malaria

The majority of sick children observed on the day of the survey were diagnosed with malaria
(1,101 of 2,016 observed children) (Table 4.5). Of those diagnosed with malaria, four in every ten
were assessed for all three IMCI main symptoms, and 16 percent were assessed for all three IMCI
general danger signs. Temperature was assessed for 92 percent, and anaemia was assessed in 66
percent. Overall, 91 percent received some form of antimalarial medicine, although only 70 percent
got the first-line treatment of Coartem. About one in every ten received an injectable antimalarial,
while 85 percent were put on oral antimalarial. Sixty-seven percent received an antibiotic, while 91
percent received oral medication for symptomatic treatment.

Diarrhoea

KSPA observers in 2010 recorded the physical assessment and treatment of children
diagnosed with intestinal illnesses. There were two categories of diagnoses: (1) any diarrhoea or
dysentery with dehydration, and (2) any diarrhoea or dysentery without dehydration (Table 4.5).
Providers assessed dehydration in six of every ten cases (61 percent) in the first category and in
35 percent of cases in the second category. Thirty-five percent of children in the first category
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(diarrhoea or dysentery with dehydration) and only 8 percent of children in the second category
(diarrhoea or dysentery without dehydration) were admitted or referred to another facility.

ORS was prescribed for 74 percent of children in the first category (diarrhoea or dysentery
with dehydration), while 13 percent received intravenous fluids. Among children in the second
category (diarrhoea or dysentery without dehydration), 57 percent were given ORS, and none was put
on intravenous fluids. Children in the first category (diarrhoea or dysentery with dehydration) are
more likely to be given zinc (34 percent) than children in the second category (24 percent).

4.6.3 Other Observed Practices

IMCI guidelines recommend that the first dose of any prescribed medicine, particularly
antibiotics, should be administered at the facility so that treatment can begin immediately. This
practice also provides opportunities to reiterate the dosage to the caretaker and to ensure that the child
is able to take the medicine.

Among observed sick children who were prescribed or provided oral medicines, 34 percent
were observed to receive the first dose at the facility (Table A-4.17). This practice was generally
uncommon across all facility types. Sixty-five percent of caretakers were seen to receive explanation
of how the prescribed treatment should be administered at home. Caretakers in maternity facilities and
dispensaries are more likely than those in other facility types to receive information on how to
administer the medicine. Only 20 percent of caretakers were asked by providers to repeat instructions
to verify that they understood.

During exit interviews with caretakers of sick children who received oral medicine and/or
prescription for home treatment, 95 percent reported being told how to give the medicine at home, and
96 percent said that they felt that they knew how to provide the medicine (Table A-4.17). This
percentage is higher than was observed during consultations. It is possible that caretakers received
instructions at the pharmacy when collecting the medicine or that they were remembering information
from a prior visit for a similar episode.

4.6.4 Reducing Missed Opportunities for Promoting Child Health Care

The IMCI approach recommends evaluating children’s growth to provide an objective
assessment of their current nutritional status and to detect any chronic latent nutritional problems.
Growth monitoring includes comparing the child’s current weight with a standard (based on either
height or age) and eliciting information on feeding patterns to determine whether the diet is adequate
for the child’s age and whether current feeding patterns pose any additional risk to the child’s health
status. The provider should take advantage of the consultation with the sick child and the caretaker to
provide advice if there appears to be any nutritional problem and to offer encouragement for
continuing good practices if the evaluation shows that the growth of the child is proceeding well.
IMCI guidelines for feeding practices call for exclusive breastfeeding until six months of age,
followed by the introduction of locally available foods based on a balanced nutritional plan, with
continued breastfeeding until two years of age.

Sixty-eight percent of sick children were weighed; however, providers plotted the weight
against a standard in only 46 percent of cases (Figure 4.14, Table A-4.18).
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Figure 4.14 Observed Preventive Assessments of Sick Children
(<24 months N=1,181; >24 months N=765, all children N=1,945)
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KSPA 2010
Survey observers also monitored whether providers checked the immunisation status of sick

children. Immunisation status was assessed for 63 percent of all observed sick children—66 percent of
children under 24 months and 58 percent of children 24 months and older (Table A-4.18).

Key Findings

IMCI assessments: The rate of assessment of sick children for IMCI general danger signs (inability to
eat or drink, vomiting everything, and febrile convulsions) during sick child visits is poor, albeit
slightly better than in 2004. Overall, only 13 percent of observed sick child consultations involved
assessment for all three general danger signs.

Treatment: The use of antibiotics is common, even when it may not be warranted. For example, two-
thirds of children diagnosed with malaria were treated with antibiotics in addition to antimalarials.
Children rarely receive the first dose of prescribed or provided oral medications at the facility.

Sixty-five percent of caretakers were observed being told how to administer medicine at home. Only 20
percent were asked to repeat the instructions to the provider.

Information to caregivers: Providers seldom provide caretakers with essential information regarding
their children’s illness. Only 14 percent of caretakers received all three pieces of advice recommended
by IMCI guidelines regarding fluids and food intake and bringing the child back immediately for
specified symptoms.

4.6.5 Counselling on Child Health Issues and Supporting Continuity of Care

Visual aids

According to survey findings, 50 percent of facilities that provide sick child services have
visual aids (Figure 4.4). However, the actual use of visual aids during consultations with sick children
is almost nonexistent, at 6 percent of observed sick child consultations (compared with 2 percent in
2004) (Table 4.6).
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Table 4.6 Provider practices related to health education and continuity of care

Percentage of observations of sick children in which the provider used visual aids for health
education of caretakers, the provider referred to the child health card, and the provider wrote
on the child health card, by background characteristics, Kenya SPA 2010

Use of individual health card

Percentage of ~ Percentage of ~ Percentage of
observations observations observations
where visual ~ where provider where provider
aids were used referred to card wrote on card | Number of
Background for health during during or after = observed sick
characteristic education consultation consultation children

Type of facility

Hospital 4 90 95 497
Health centre 4 86 91 392
Maternity 10 93 96 15
Clinic 3 86 93 163
Dispensary 8 92 95 949
Managing authority
Government 7 92 96 1,477
NGO 1 92 99 68
Private (for profit) 3 82 88 221
Faith-based organisation 5 85 89 249
Province
Nairobi 4 91 93 174
Central 6 93 96 163
Coast 3 96 98 230
Eastern 13 86 93 309
North Eastern 0 90 92 80
Nyanza 4 92 95 403
Rift Valley 9 86 92 432
Western 1 87 93 225
Total 6 90 94 2,016

Supporting continuity of care

Often, health services are organised so that a client’s temperature and weight are measured,
other routine services are provided, and information is recorded on the client’s health card before the
provider responsible for the consultation sees the client. The provider who then sees the client has
information available to use during the consultation; this provider further documents findings from the
consultation. Making such appropriate use of client cards by documenting events during consultations
increases the accountability of the health care provider as well as the likelihood that the provider will
have all relevant information both during the current visit and on subsequent visits, thus contributing
to continuity of care.

Providers referred to a sick child’s health card during 90 percent of observed consultations,
apparently seeking information from previous assessments or visits (Table 4.6). Providers of sick
child services wrote on the card during or after a consultation in 94 percent of observed consultations
(Table 4.6).

4.7 CARETAKER OPINION FROM EXIT INTERVIEWS

Before leaving the facility, caretakers of observed sick children were interviewed about their
opinions of the consultation process, the perceived quality of the provider’s service, and the principal
problems encountered on the day of the visit. The interviewer read a list of issues commonly related
to client satisfaction and asked the caretaker to rate whether each issue posed a major problem, a
minor problem, or no problem. Tables A-4.19 through A-4.23 provide information on caretakers’
opinions and personal characteristics.

As expected, some caretakers were disgruntled with some aspects of their experience in the
facility. For example, 25 percent of caretakers (ranging from 3 percent in maternity facilities to
35 percent in hospitals) considered the time they waited to see the provider to be a major problem
(compared with 20 percent in 2004), and 18 percent considered the lack of medicines to be a major
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problem (compared with 17 percent in 2004) (Table A-4.21). Only 8 percent considered the cost of
services to be a major problem.

When asked about their choice of a health facility, 20 percent of the interviewed caretakers
said the facility was not the one closest to their homes (Table A-4.22) (compared with 25 percent in
2004). The most common reasons for not visiting the nearest facility were that the nearest facility was
more expensive (20 percent), had a bad reputation (19 percent), or lacked medicines (17 percent).

Caretakers interviewed in NGO and government facilities (29 and 26 percent, respectively)
cited cost of services at the closest facility, compared with 15 percent of caretakers in private
facilities. Also, caretakers in North Eastern province (65 percent) were more likely than those in other
provinces to cite cost to explain why they did not visit the facility closest to home. References to the
bad reputation of the closest facility were most common in NGO facilities and in Central province.

Key Findings

Visual aids: Providers rarely used visual aids for health education of caretakers during sick child
consultations.

Major problems: One-quarter of caretakers considered the time they waited to see the provider to be a
major problem, while 18 percent considered the lack of medicines to be a major problem.

Nearest facility: Twenty percent of caretakers said the facility visited was not the closest to their
homes. One of the common reasons cited for not visiting the nearest facility was that it was more
expensive.
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FAMILY PLANNING SERVICES 5

Samuel Ogola, Shiphrah Kuria, Karugu Ngatia
5.1  BACKGROUND
5.1.1 KSPA Approach to Collection of Family Planning Service Information

Family planning is profoundly important for maternal and child health and a key element in
upholding reproductive rights.

The use of contraceptive methods to plan families may be desirable for many reasons,
including the following:

e Couples may wish to limit the size of their families or delay desired pregnancies.

e Spacing births benefits maternal and child health. Studies have shown that spacing births
at least two to three years apart contributes significantly to decreasing infant mortality
(Govindasamy et al., 1993; Rutstein, 2000). Although there are fewer studies on the
effects of spacing births on maternal health, it is generally accepted that too frequent
births result in maternal depletion of essential minerals and vitamins.

e Preventing pregnancies in women with chronic or acute illnesses that may make
pregnancy more risky, such as tuberculosis, heart diseases, diabetes mellitus, and some
STls, including HIV/AIDS, can benefit these women’s health.

Key factors contributing to the appropriate, efficient, and continuous use of contraceptives
include the following (Murphy and Steele, 2000):

e Availability of a variety of contraceptive methods to address client preferences and ensure
client-specific suitability of methods

e Counselling and screening of clients for appropriateness of methods

e Client education, using visual aids to increase information retention, regarding options,
side effects, and appropriate use of the method

e Auvailability of infrastructure and resources necessary for providing quality family
planning services, including guidelines and protocols, trained staff, a service delivery
setting that allows client privacy, procedures for preventing infections, and equipment for
client examinations

e Availability of other health services relevant for family planning clients, including
education and services for STIs

e Programmes for groups with special needs to improve their access to and appropriate
utilisation of family planning services

Wherever maternal health, reproductive health, or child health services are provided, facilities

should strive to increase the appropriate use of family planning and contraceptive services, including
client education.
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The family planning component of the 2010 KSPA gathered information on the following:
e Auvailability of family planning services

e Quality and standards related to services offered

e Management and technical components supporting quality services

e Providers’ adherence to guidelines and standards for service provision

This information was gathered using Facility Audit Questionnaires, Observation Protocols,
and Provider Interview Questionnaires. Also, through client exit interviews information was collected
from family planning clients as they left the service facilities. These questionnaires asked clients
about their perceptions and experiences regarding the provision of services, their knowledge of a
variety of issues related to their consultation, and their interactions with service providers.

This chapter provides detailed information on how family planning services are delivered—
information that programmes can use to improve the availability and quality of these services. It uses
information obtained by the 2010 KSPA to address the following central questions about the delivery
of family planning services:

e What is the availability of family planning services?

o To what extent do the facilities offering family planning services have the infrastructure,
resources, and supportive management required to support quality services?

5.1.2 Family Planning Services in Kenya

Over the last 50 years, Kenya has emerged as a leader in progress towards health and
development goals, reducing child mortality, increasing school attendance among youth, lengthening
life expectancy, and strengthening the economy. Kenya was an early leader in family planning in
Africa, with a programme that was comprehensive, reached all communities, and had strong political
leadership, from the 1960s up until the mid 1990s. As a result, the average number of births per
woman dropped from about eight in the late 1970s to around five births per woman in the mid 1990s.
During the 1990s, however, the family planning programme was weakened because the HIV epidemic
emerged, donor funding declined, and political leadership was diverted to other challenges.

As a result, the increase in contraceptive use stalled, and the fertility level has remained the
same for nearly ten years. One reason that fertility remains high, at 4.6 births per women today, is due
to unmet need for family planning (KNBS and ICF Macro, 2010). One of every four married women
in Kenya says that she would like to space her next pregnancy by two years or more, or not have any
more children, but she is not using family planning. This is the unmet need for family planning. High
unmet need for family planning leads to more than one million unplanned pregnancies every year in
Kenya. Consequences of unplanned pregnancies include unsafely performed abortions, high-risk
births, maternal deaths, and high fertility.

Throughout Kenya’s early history, the population size remained very low. The 20" century
population explosion all over the world meant Kenya’s population also has increased, to about 39
million in 2010. At the current growth rate, the population will nearly double, to 71.5 million, by the
year 2030.

Although it is sometimes said that a large population is good for economic growth, that can be
true only if there are a healthy workforce, enough jobs, educated workers, and modern infrastructure.
One way for Kenya to achieve the objectives of The Vision 2030: First Medium Term Plan® for all the

! The Vision 2010: First Medium Term Plan (2008-2012) succeeds the Economic Recovery Strategy for Wealth
and Employment Creation, 2003-2007 as the National Medium Term Plan for Kenya.
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children who will be born is through reproductive health services and helping women to plan and
space their pregnancies.

According to the 2008-09 Kenya Demographic and Health Survey (2008-09 KDHS), the
contraceptive prevalence rate (CPR) (the proportion of currently married women age 15-49 who are
using any contraceptive method—modern or traditional) is 46 percent. CPR among all women age
15-49 is 32 percent, and, among sexually active unmarried women, 50 percent. The level of use of
modern contraceptive methods is 28 percent among all women and 39 percent among currently
married women (KNBS and ICF Macro, 2010).

There has been a substantial increase in contraceptive use since the late 1970s, from 7 percent
of married women in 1978 to the current 46 percent in 2008-09. The contraceptive prevalence rate
remained the same between 1998 and 2003, but it increased slightly between 2003 and 2008-09. The
increase in the overall CPR can be attributed to increased use of modern methods. Between 2003 and
2008-09 use of modern methods increased among currently married women from 32 to 39 percent,
while use of traditional methods decreased slightly over the same period, from 8 to 6 percent among
currently married women (CBS, MOH and ORC Macro, 2004; KNBS and ICF Macro, 2010).

The 2008-09 KDHS further shows that married women in urban areas are more likely to use a
contraceptive method (53 percent) than their rural counterparts (43 percent). Although use of modern
methods is generally higher in urban areas (47 percent) than in rural areas (37 percent), female
sterilisation is slightly more common among rural women than among urban women.

Married women in Central province continue to have the highest contraceptive prevalence
rate (67 percent), followed by Nairobi (55 percent) and Eastern province (52 percent). The lowest
level of family planning use is recorded in the North Eastern province, at 4 percent.

The better educated a woman is, the more likely that she uses contraception. Sixty percent of
married women with secondary education or more use a contraceptive method compared with 40
percent of women with incomplete primary education and only 14 percent of those who never
attended school (KNBS and ICF Macro 2010).

5.2 AVAILABILITY OF FAMILY PLANNING SERVICES
The following definitions are used in this chapter:

o A facility is said to offer a family planning method if the facility reports that it provides
the method, prescribes the method for clients to obtain elsewhere, or counsels clients on
the method without actually making that method available to the client in the facility.

e A facility is said to provide a family planning method if the facility reports that it stocks
the method and makes it available to clients when they visit the facility. In other words,
these clients can obtain the method without leaving the facility.

Family planning methods differ in how they function and in their effectiveness, side effects,
and mode of use. Given these issues, their acceptability and desirability also differs among users. To
meet varying needs and demands for contraception, a variety of methods should be available at a
frequency that meets common needs.

To understand the context of modern contraceptive use in Kenya, the 2010 KSPA assessed
the availability of family planning services in health care facilities in Kenya.? Tables 5.1 and 5.2
summarise information on the availability of family planning services and how frequently they are
offered. Figure 5.1 provides details on the availability of different methods of contraception in
facilities that provide those methods, and Tables A-5.1 through A-5.4 provide further details on
method availability by type of facility and region.

2 Information presented in this chapter covers hospitals, health centres, maternity facilities, clinics, and
dispensaries. Stand-alone VVCT facilities are excluded from the analysis.
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Table 5.1 Availability of family planning services
Percentage of all facilities offering temporary methods of family planning and sterilisation, by background characteristics, Kenya
SPA 2010
Temporary methods of family planning
Percentage
Percentage offering Percentage Percentage Percentage
offeringany  counsellingon  offeringany  offering male  providing male
Background modern natural temporary or female or female Number of
characteristic method of FP' method? method of FP* sterilisation sterilisation facilities
Type of facility
Hospital 85 75 91 67 46 51
Health centre 83 64 86 33 20 80
Maternity 88 63 88 47 31 17
Clinic 80 44 81 18 3 203
Dispensary 89 59 94 22 2 340
Managing authority
Government 96 64 97 33 11 344
NGO 89 36 89 24 7 22
Private (for profit) 84 46 84 21 7 236
Faith-based organisation 44 58 69 12 3 88
Province
Nairobi 68 43 68 29 11 41
Central 89 33 90 9 6 125
Coast 75 72 83 26 7 81
Eastern 79 44 87 12 5 118
North Eastern 67 67 67 65 1 24
Nyanza 93 79 96 42 14 82
Rift Valley 92 64 95 27 8 174
Western 93 60 94 47 18 44
Total 85 56 89 26 8 690
! Facility provides, prescribes, or counsels clients on any of the following: contraceptive pills (combined or progestin-only),
injectables (combined or progestin-only), implants, intrauterine devices (IUCDs), male condoms, or female condoms.
? Natural methods are the standard days method and periodic abstinence.
* Facility provides, prescribes, or counsels clients on any of the following: contraceptive pills (combined or progestin-only),
injectables (combined or progestin-only), implants, IUCDs, male condoms, female condoms, or counselling on the standard days
or periodic abstinence method.
Note: There are 24 facilities that offer natural methods only.

Table 5.2 Frequency of availability of family planning services
Among facilities offering temporary methods of family planning (TFP), percentage offering any
temporary methods on the indicated number of days per week, by background characteristics, Kenya
SPA 2010
Percentage of facilities where TFP! services are offered: Nualber of

Background 1-2 days per 3-4 days per 5 or more days | facilities offering
characteristic week week per week temporary FP
Type of facility

Hospital 7 1 91 46

Health centre 9 0 91 68

Maternity 18 2 80 15

Clinic 13 0 87 164

Dispensary 13 0 87 319
Managing authority

Government 11 0 89 334

NGO 20 0 80 19

Private (for profit) 10 0 89 198

Faith-based organisation 21 0 79 61
Province

Nairobi 10 1 89 28

Central 5 0 95 113

Coast 12 0 88 67

Eastern 16 0 83 102

North Eastern 0 0 100 16

Nyanza 20 0 80 79

Rift Valley 12 0 88 167

Western 8 0 92 41

Total 12 0 88 612
" Includes services for contraceptive pills (combined or progestin-only), injectables (combined or
progestin-only), implants, intrauterine devices (IUCDs), male condoms, female condoms, standard days
method, or periodic abstinence.
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Figure 5.1 Temporary Methods of Family Planning Provided and
Availability of Method on Day of Visit

Combined oral contraceptive
Progestin-only oral pill

Progestin-only (3-month injectable)
Progestin-only (2-month injectable)
Progestin-only (2- or 3-month injectable)
Male condom

Female condom

Intrauterine contraceptive device
Emergency contraceptive pill

All methods provided
available day of survey

Percentage of facilities providing
indicated family planning method

W Method provided and available CIMethod provided, not available

The denominator for each method is different. For example, the denominator
for combined oral contraceptive is 557 facilities. KSPA 2010

5.2.1 Contraceptive Method Mix and Method Availability

A facility that offers a wide variety of family planning methods is best able to meet clients’
needs. However, some variation is expected in the methods offered because of differences in provider
qualifications and training as well as the infrastructure required to provide certain methods safely.
Methods that can be provided safely with minimal training are pills, injectables, and condoms as well
as counselling on standard days method and periodic abstinence. Safely providing implants, IUCDs,
female sterilisation, and male sterilisation requires a higher level of skill and more developed
infrastructure.

Eighty-five percent of Kenyan health facilities offer some type of temporary modern methods
of family planning®, an increase from 75 percent of facilities in 2004 (see Table 5.1). From the
perspective of managing authority, government facilities (85 percent in 2004 versus 96 percent in
2010) and private facilities (59 percent in 2004 versus 84 percent in 2010) increasingly offer family
planning methods. Over the same period, however, the proportion of faith-based facilities offering
modern methods of family planning declined, from 58 percent in 2004 to 44 percent in 2010.

Currently, there is little difference in the availability of family planning services by type of
facility, ranging from 80 percent of clinics to 89 percent of dispensaries. Private (84 percent), NGO
(89 percent), and government (96 percent) facilities are more likely than faith-based facilities
(44 percent) to offer temporary methods of family planning.

Facilities in Nairobi and North Eastern provinces (68 percent and 67 percent, respectively) are
least likely to offer family planning services, in contrast with facilities in Rift VValley, Nyanza, and
Western provinces (at 92 to 93 percent) (Table 5.1).

® Facility provides, prescribes, or counsels clients on any of the following: contraceptive pills (combined or
progestin-only), injectables (combined or progestin-only), implants, intrauterine devices (IUCDs), male
condoms, or female condoms.
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Discussion of family planning availability in this chapter from this point onward will be limited to
temporary methods (pills, condoms, implants, IUDS, injectables, and counselling on standard days
or periodic abstinence) and among facilities offering these temporary methods. Approximately nine
in ten (89 percent) of facilities in Kenya offer at least one of these temporary methods (see Table
5.1).

The most commonly offered temporary modern methods of family planning in Kenyan health
facilities are combined oral contraceptive pills (95 percent of facilities offering any family planning
services, versus 89 percent in 2004), the 2- or 3-month progestin-only injectables (95 percent versus
89 percent in 2004), and the male condom (92 percent versus 86 percent in 2004) (Table A-5.1)
(NCAPD, MOH, CBS, and ORC Macro, 2005). Overall, since 2004 there has been an increase in the
proportion of facilities offering specific modern methods of family planning. For example, compared
with 2004, when 36 percent of facilities offering family planning services offered the IUCD, currently
55 percent offer the IUCD.

Sixty-three percent of family planning facilities offer counselling on the traditional periodic
abstinence method, compared with 38 percent in 2004 (see Table A-5.1).

Technically, emergency contraception is not considered a family planning method but rather a
backup method. Findings from the 2008-09 KDHS indicate that ever-use of emergency contraception
is almost non-existent among all women, currently married women, and women age 15-49 who have
ever used a contraceptive method. However, findings from the 2010 KSPA show that 83 percent of
facilities that offer any family planning services report offering emergency contraception (Table
A-5.1), compared with only 11 percent in 2004.

5.2.2 Frequency of Family Planning Services

In addition to a range of methods, it is important that facilities offer family planning services
regularly enough to meet clients’ needs. About nine of every ten family planning facilities offer
family planning services five or more days per week (Table 5.2), similar to findings from 2004.
Overall, there is no difference from 2004 in the frequency at which family planning facilities offer
services.

5.2.3 Availability of Family Planning Methods on the Day of the Survey

Stock-outs of family planning methods can contribute to discontinuation and unwillingness to
adopt any type of contraception. The survey assessed the availability of contraceptive methods on the
day of the survey among facilities that report providing these methods. As seen in Figure 5.1, the
majority of facilities providing the most popular methods had them in stock on the day of the survey.

There are some gaps, however. Among the facilities that report providing combined oral
contraceptives, 7 percent did not have the method available on the day of the survey. Similarly,
94 percent of facilities that provide the 2- or 3-month progestin-only injectables had the method on
the day of the survey (leaving a gap of 6 percent), while 92 percent of facilities that provide male
condoms had them available on the day of the survey (leaving a gap of 8 percent). Nationwide, only
seven of every ten facilities that report providing family planning methods actually had every method
that they provide available on the day of the visit.

Additional information appears in Tables A-5.1 through A-5.4. For example, Table A-5.4
shows that availability of all provided methods on the day of the survey ranged from 42 percent of
facilities reporting family planning provision in North Eastern province to 87 percent of such facilities
in Nairobi and Western province.
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Key Findings

Availability of family planning services: The proportion of facilities offering temporary modern
methods of family planning increased from 75 percent in 2004 to 85 percent in 2010.

Approximately 9 of every 10 facilities offer at least one temporary method of family planning,
including counselling on standard days or periodic abstinence.

Frequency of service availability: About nine of every ten family planning facilities offer family
planning services five or more days per week, as in 2004.

Method availability on the day of the survey: A majority of facilities had the most commonly provided
methods available on the day of the survey; there are some gaps, however.

5.3  COMPONENTS SUPPORTING QUALITY FAMILY PLANNING SERVICES

Facilities must have adequate infrastructure and resources available to support quality
counselling and, when needed, examination of family planning clients. They should also have the
equipment and supplies needed to provide each family planning method they offer. It is also important
to make services for sexually transmitted infections (STIs), HIV counselling and testing services, and
antiretroviral therapy (ART) services available to those who need them.

5.3.1 Infrastructure and Resources to Support Quality Family Planning

To provide quality counselling to family planning clients, facilities should be able to ensure
some level of privacy and have individual client health cards or records, family planning guidelines,
and relevant visual aids for client education. Since counselling about family planning often takes
place in a location different from where procedures (such as pelvic examinations and IUCD
insertions) are conducted, the conditions for counselling are assessed separately from those for
procedures. Table 5.3 provides aggregate information on items to support quality counselling; Table
A-5.5 provides details on the availability of visual aids and guidelines by facility type.

Only 25 percent of facilities offering temporary family planning have all items* to support
quality counselling (Table 5.3). Overall, this is similar to findings in 2004, when 22 percent of family
planning facilities had all items to support quality family planning counselling.

Currently, as in 2004, family planning service guidelines are not available in the majority of
family planning facilities; some 36 percent of facilities have family planning guidelines, compared
with 31 percent in 2004 (Table A-5.5).

* Items to support quality family planning (FP) counselling include a private room or visual barrier, individual
client health cards, written guidelines for FP and visual aids for FP.
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Table 5.3 Availability of infrastructure and resources to support services for temporary family planning methods
Percentage of facilities offering temporary family planning (TFP) methods that have the infrastructure and
resources to support quality counselling, infection control, pelvic examination, and STI treatment, by
background characteristics, Kenya SPA 2010
Percentage of facilities with: NUumber of
All items to All items for  Conditions for ~ FP providers facilities
Background support quality infection quality pelvic  routinely treat offering
characteristic counselling' control? examination® STls temporary FP
Type of facility
Hospital 40 66 43 46 46
Health centre 34 53 24 63 68
Maternity 27 52 51 70 15
Clinic 19 59 21 82 164
Dispensary 25 52 6 93 319
Managing authority
Government 31 53 10 85 334
NGO 42 36 8 70 19
Private (for profit) 20 59 29 80 198
Faith-based organisation 6 54 10 88 61
Province
Nairobi 39 52 39 56 28
Central 29 65 26 83 113
Coast 42 73 22 86 67
Eastern 23 37 5 89 102
North Eastern 1 24 1 91 16
Nyanza 21 60 14 78 79
Rift Valley 17 54 13 84 167
Western 38 51 14 83 41
Total 25 55 16 83 612
' A private room or a visual barrier, individual client health cards, written guidelines for FP, and visual aids for
FP.
2 Soap and running water or else hand disinfectant, disposable latex gloves, disinfecting solution, and sharps
box.
? Private room offering visual and auditory privacy, examination bed, examination light, and vaginal speculum.

Family planning is often a sensitive issue to discuss. Counselling clients in situations where
they cannot be overheard improves communication and ultimately the likelihood that the method
provided is suitable for the client. Ninety-three percent of family planning facilities have conditions
available to provide family planning counselling in privacy (Figure 5.2, Table A-5.5).

Individual client cards or records are important for monitoring a client over time. Because
facilities often do not store client records, but rather give them to the clients to keep, the 2010 KSPA
assessed the availability of blank cards for new family planning clients. Individual client cards are
available in 64 percent of family planning facilities (Figure 5.2) (similar to 67 percent in 2004). The
2010 KSPA assessed whether facilities have family planning guidelines with information on
eligibility screening and correct procedures for different methods. The guidelines were considered
available for use only if they were in the family planning service delivery area or an immediately
adjacent area. Only 36 percent of facilities (compared with 31 percent in 2004) had family planning
guidelines available (Figure 5.2, Table A -5.5).

Visual aids also are important elements in good family planning counselling. They were

available in the service delivery area in 81 percent of facilities (compared with 87 percent in 2004),
including 90 percent of hospitals (Figure 5.2, Table A-5.5).
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Figure 5.2 Items to Support Quality Counselling for Family
Planning (N=612)

Visual and auditory privacy 93

Individual client cards 64

Written family planning guidelines 36

Visual aids 81

All items for counselling* 25

Percentage of facilities offering family planning services

* Visual and auditory privacy, blank individual client cards, family planning guidelines,
and visual aids KSPA 2010

5.3.2 Infrastructure and Resources for Examinations

Uniquely among temporary family planning methods, the IUCD requires a pelvic examination
before insertion.” In addition, a physical examination may occasionally be helpful to evaluate
problems with a method or simply for routine checkups unrelated to the use of family planning
methods. Such examinations require an adequate level of infection control as well as the infrastructure
and items needed to examine the client.

Table 5.3 provides summary information on items for infection control® and conditions for
quality pelvic examination.” Figure 5.3 gives information on the availability of each specific infection
control item. Details on the availability of specific infection control items and items for pelvic
examination by facility type are provided in Table A-5.5.

® The diaphragm and cap also require pelvic examination before insertion; however, these two methods were not
assessed by the 2010 KSPA.

® Items for infection control include soap and running water or else hand disinfectant, disposable latex gloves,
disinfecting solution, and sharps box.

" Conditions for quality pelvic examination include a private room offering visual and auditory privacy, an
examination bed, examination light, and vaginal speculum.
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Figure 5.3 Items for Infection Control in Examination of Family
Planning Clients (N=612)

Soap | 75

Running water | 79

Soap and running water | 66

Hand disinfectant 26

Soap and running water or
else hand disinfectant

|72

Clean latex gloves | 91

Disinfecting solution | 77

Sharps box | 97

All items for infection control* 55

Percentage of facilities offering
temporary family planning methods

* Soap and running water or else hand disinfectant, latex gloves, disinfecting solution, sharps box KSPA 2010
Items for pelvic examination

The 2010 KSPA assessed four items needed to conduct a quality pelvic examination for
family planning clients: a private room to provide visual and auditory privacy, an examination bed or
couch, an examination light, and a vaginal speculum. Only 16 percent of facilities have all these items
(compared with 8 percent in 2004). The facilities most likely to have all four items are hospitals
(43 percent) and maternity facilities (51 percent) (Table 5.3). The items most commonly missing are
an examination light (available in 31 percent of facilities, an improvement from 22 percent in 2004),
and the vaginal speculum (available in 32 percent of facilities, a slight improvement from 27 percent
in 2004) (Table A-5.5). However, the other components are widely available; 94 percent of facilities
have conditions to assure privacy (an improvement from 85 percent in 2004), and 97 percent have an
examination bed or couch (unchanged from 2004).

Infection control

The 2010 KSPA assessed the presence of items for infection control in areas where family
planning procedures—such as pelvic examinations for IUCD insertions and provision of implants and
injectables—most often take place. Items assessed for infection control were hand-washing supplies
(running water and soap or else hand disinfectant), latex gloves, disinfecting solution, and a sharps
box. All these items are available in the family planning service area in 55 percent of facilities (Table
5.3) (compared with 41 percent in 2004). This includes two-thirds of hospitals and six of every ten
clinics. Facilities in Nyanza (60 percent), Central (65 percent), and Coast (73 percent) provinces are
most likely to have all the items for infection prevention (Table 5.3). While facilities in the North
Eastern province are the least likely to have these infection control items (24 percent), this is an
improvement from 2 percent in 2004. The items most commonly lacking are soap and running water
or else hand disinfectant (available in 72 percent of facilities) and disinfecting solution (available in
77 percent of facilities) (Table A-5.5).

5.3.3 Provision of STI Treatment for Family Planning Clients

Counselling for STI prevention, STI diagnosis, and treatment is an essential component of
quality family planning care. It is particularly important to diagnose and treat STIs and other vaginal
infections before an IUCD is inserted. Figure 5.4 provides information on the availability of items
needed to provide STI services to family planning clients. Table A-5.8 provides details, by type of
facility, on the availability of medicines for treating specific STIs.
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Figure 5.4 Conditions to Support Quality STI Services for
Family Planning Clients (N=612)

FP providers routinely treat STls | 83

National STI guidelines 20

STI guidelines* | 39

Visual aids for STls | 57

Availability of medicines for treating**

Trichomoniasis | 64
Gonorrhoea | 60
Chlamydia | 85
Syphilis |91
All four STls 43

Percentage of facilities offering
temporary family planning methods

* Guideline for syndromic diagnosis and management, based on WHO syndromic guidelines.
** At least one medicine for treating each of the indicated STIs among facilities offering FP
and where FP providers routinely treat STIs (N=508). KSPA 2010

STI services by family planning providers

Family planning providers in 83 percent of family planning facilities routinely diagnose and
treat STIs (compared with 66 percent in 2004) (Table 5.3, Figure 5.4, and Table A-5.8).

Family planning providers in hospitals are less likely to diagnose and treat STIs than family
planning providers in other facility types; perhaps this is because the lower level facilities have
integrated services by virtue of limited numbers of service providers, while at the hospitals there are
specialised STI services that deploy different providers (Table 5.3).

Medicines to treat STIs

Medicines for treating four common STIs (specifically, trichomoniasis, gonorrhoea,
chlamydia, and syphilis) are individually available in 60 percent (medicines for gonorrhoea) to 91
percent (medicines for syphilis) of facilities where family planning providers routinely diagnose and
treat STIs (Figure 5.4). Additional information on the availability of individual medicines and by
facility type is available in Table A-5.8.

STI service guidelines

The national guidelines on STI diagnosis and treatment are available in the family planning
service area in only 20 percent of facilities, and STI guidelines based on the WHO syndromic
approach are available in the family planning service area in 39 percent of family planning facilities
(Figure 5.4). This is a decline from 2004, when STI guidelines were available at the family planning
service site in six of every ten family planning facilities. Additional information on the availability of
STI service guidelines can be found in Tables A-5.6 and A-5.7.

Visual aids

The 2010 KSPA collected information on the availability of different types of visual aids for
client education, including STI- and HIV-related visual aids. STI- and HIV-related visual aids for
client education are available in 57 percent of family planning facilities (Figure 5.4, Table A-5.5).
Information was also collected on the availability of informational materials on STIs and HIV/AIDS
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for clients to take home. Only 8 percent of family planning facilities have informational materials on
STIs in general, while 18 percent have HIV/AIDS-specific informational materials available for
clients to take home (Table A-5.6).

Additional information on visual aids and informational materials in facilities where family
planning providers routinely treat STIs is available in Table A-5.7.

Key Findings

Items to support quality family planning counselling: All items to support quality family planning
counselling are available in one of every four family planning facilities, a finding similar to that in
2004. Family planning service guidelines at the family planning service site is the item most frequently
missing, as it was in 2004.

Infection control: All assessed items of infection control are available in family planning service areas
in 55 percent of facilities, an improvement over 2004, when these items were available at the service
site in about 40 percent of family planning facilities. Soap and running water, or else hand disinfectant,
are the items most commonly missing.

Facilities in North Eastern province are the least likely to have all items for infection control, as in
2004; however, there is significant improvement over the 2004 findings.

STI services by family planning service providers: Family planning providers in eight of every ten
family planning facilities routinely diagnose and treat STIs, an improvement over 2004, when family
planning providers in six of every ten family planning facilities routinely diagnosed and treated STIs.

STI service guidelines: STI service guidelines are available at the family planning service site in less
than half of family planning facilities, a decline from 2004, when these guidelines were available in six
of every ten family planning facilities.

Medicines for treating STIs: Medicines for treating four common STIs (trichomoniasis, gonorrhoea,
chlamydia, and syphilis) are individually available in 60 percent (medicines for gonorrhoea) to 91
percent (medicines for syphilis) of facilities where family planning providers routinely diagnose and
treat STIs.

5.3.4 Availability of Equipment and Supplies for Specific Methods

A variety of equipment and supplies is desirable in order for facilities to effectively provide
different contraceptive methods safely and to monitor clients. Figure 5.5 shows information on the
availability of items for providing IUCDs. Tables A-5.9 through A-5.12 provide additional details on
the availability of equipment and supplies for specific methods—including IUCDs, injectables, and
implants—and for pelvic examinations.
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Figure 5.5 Equipment for IUCD Insertion and Removal (N=220)

Clean or sterile latex gloves | 98

Antiseptic solution | 94

Sponge-holding forceps | 86

Speculum | 89

Tenacula | 80

Uterine sound | 79

All basic items* | 67

IUCD available | 90

All basic items plus IUCD 58

Percentage of facilities providing [IUCD

* Clean or sterile latex gloves, antiseptic solution, sponge-holding forceps,
speculum, tenacula, and uterine sound. KSPA 2010

Intrauterine contraceptive devices

As indicated in Figure 5.5 and Tables A-5.9 and A-5.10, among facilities that provide IUCDs
(i.e., excluding facilities that only prescribe the method or refer clients elsewhere), nine of every ten
(compared with eight of every ten in 2004) had IUCDs available on the day of the survey. While the
availability of latex gloves remains unchanged since 2004 (almost universally available in both 2004
and 2010), there is modest improvement in the availability of other equipment to support provision of
IUCD services. For example, the availability of sponge-holding forceps increased to 86 percent from
73 percent in 2004, and the availability of a speculum increased to 89 percent from 75 percent in
2004. Overall, availability of all basic items® increased to 67 percent in 2010 from 56 percent in 2004,

On the day of the survey, only 27 percent of the facilities (compared with 11 percent in 2004)
had IUCDs, all associated equipment, and also satisfied all KSPA criteria® for quality insertion and
removal of IUCDs (Table A-5.9).

Implant method

Among facilities that provide the implant method, 45 percent had all items™ for implant
insertion, while only 21 percent had the implant method and all associated equipment and also
satisfied conditions for infection control (Table A-5.9).

Oestrogen-containing methods

Women receiving oestrogen-containing family planning methods benefit from blood pressure
monitoring. Among facilities offering methods that contain oestrogen, nine of every ten had an
apparatus to measure blood pressure at the family planning service delivery site (Table A-5.9). Health

8 All basic items are disposable latex gloves, antiseptic solution, sponge-holding forceps, speculum, tenacula,
and uterine sound.

° These criteria include all infection control items, visual privacy, an examination bed/table, an examination
light, and the method.

19°sterile gloves, antiseptic solution, sponge-holding forceps, local anaesthetic (such as xylocaine or lignocaine),
sterile syringe and needle, scalpel with blade, and any implant method with inserter.
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centres and dispensaries were slightly less likely to have blood pressure equipment at the family
planning service delivery site than are other facility types.

Injectable contraceptives

Among facilities providing injectable contraceptives, almost all (98 percent) had sterile
needles and syringes (Table A-5.9).

Key Findings

Items to support provision of services: Nine of every ten facilities providing IlUCDs had the method
available in the facility on the day of the survey, a slight improvement from eight of every ten in 2004.
Sixty-seven percent of IUCD facilities had all the basic items needed for IUCD insertion.

A little less than half of facilities providing implants had all items for implant insertion on the day of
the survey.

Blood pressure equipment is available in about nine of every ten facilities offering family planning
methods containing oestrogen, while sterile needles and syringes are available in almost all the
facilities that offer injectable contraceptive methods.

5.4  MANAGEMENT PRACTICES THAT SUPPORT QUALITY FAMILY PLANNING SERVICES

Management practices for supporting quality family planning services include proper
documentation and record-keeping, practices related to user fees, and staff supervision and
development.

Summary information on management practices is provided in Table 5.4. Utilisation statistics
for family planning services are provided in Table A-5.13. Information on user fees for family
planning services is provided in Tables A-5.14 through A-5.16. Details on staff training and
supervisory activities are provided in Tables A-5.17 through A-5.19.

5.4.1 Facility Documentation and Records

The 2010 KSPA assessed the availability of up-to-date family planning client registers, which
are the most common source of data for health information systems. A register was defined as up-to-
date if there was an entry within the past seven days, with information indicating the method or
service provided and the client’s status (first visit or follow-up visit).

Some 79 percent of facilities offering family planning services had an up-to-date register
(compared with 76 percent in 2004) (Table 5.4). As in 2004 government and NGO facilities were
most likely to have up-to-date client registers (88 percent of government facilities in 2004 versus
91 percent in 2010, and 98 percent of NGO facilities in 2004 versus 100 percent in 2010).
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Table 5.4 Management practices to support services for temporary family planning methods
Percentage of facilities offering temporary family planning (TFP) methods that have an up-to-date client register and that charge
user fees for FP services, and percentage of such facilities where interviewed FP service providers report routine training and
supervision, by background characteristics, Kenya SPA 2010
Percentage of facilities that offer Percentage of facilities where NUumber of
temporary FP methods with: Number of staff report receiving routine: | filities with
Observed up- facilities interviewed FP
Background to-date client ~ User fees for offering Personal service
characteristic register’ FP services temporary FP Training? supervision® providers
Type of facility
Hospital 86 70 46 26 88 45
Health centre 90 79 68 25 94 68
Maternity 75 95 15 50 75 15
Clinic 59 93 164 26 62 160
Dispensary 86 66 319 16 88 297
Managing authority
Government 91 68 334 17 92 314
NGO 100 65 19 14 88 19
Private (for profit) 63 94 198 32 65 192
Faith-based organisation 57 58 61 18 76 59
Province
Nairobi 86 92 28 46 77 28
Central 74 97 113 17 63 105
Coast 66 68 67 36 83 64
Eastern 77 70 102 14 93 99
North Eastern 15 1 16 8 87 10
Nyanza 90 70 79 25 92 79
Rift Valley 84 76 167 20 79 161
Western 93 71 41 17 86 39
Total 79 76 612 22 81 584
! Register has entry within past seven days that indicates visit status (first or follow-up) and service or method provided.
2 A facility has routine staff training if at least half of interviewed providers reported that they had received pre- or in-service
training related to their work during the 12 months preceding the survey. This refers to structured sessions and does not include
individual instruction received during routine supervision.
3 A facility has routine staff supervision if at least half of interviewed providers reported that they had been personally supervised
at least once during the six months preceding the survey.

5.4.2 Practices Related to User Fees

According to Kenyan government policy, family planning services in government facilities
should be free. There should be no charge for any government-supplied contraceptive method,
whether provided in a government or private facility; however, a few government facilities
occasionally charge registration fees for the client card. Some private, for-profit facilities charge
registration and consultation fees.

The 2010 KSPA found that three-quarters of facilities offering family planning (compared
with half of facilities in 2004) charge some type of user fee for family planning services. This is most
common in maternity facilities (95 percent), in clinics (93 percent) and in private for-profit facilities
(94 percent) (Table 5.4). The proportion of government facilities charging user fees increased from
four of every ten facilities in 2004 to about seven of every ten facilities in 2010, while the proportion
of NGO facilities charging user fees has increased from 31 percent in 2004 to 65 percent in 2010
(Table 5.4). Among the provinces, facilities in Nairobi (92 percent) and Central province (97 percent)
are most likely to charge fees for family planning. Although hospitals and dispensaries are less likely
than other facility types to charge user fees, the proportions of both facility types that charge user fees
also have increased since 2004.

User fees are charged mostly for the actual method (32 percent of facilities offering family
planning) and laboratory tests (37 percent of such facilities) (Table A-5.14). Among family planning
facilities where some form of user fees is charged, only in one of every five posts all fees for clients to
see. It is more common for some fees to be posted in hospitals than in other facility types. No fees are
posted in seven of every ten facilities (Table A-5.14).
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5.4.3 Training and Supervision
Training

Since the types of contraceptive methods offered change over time, continual training for
providers is important. Training aims to improve the quality of counselling, management of
complications or side effects, and providers’ judgment and skills in assessing which contraceptive
methods are most suitable for individual clients.

A facility is considered to offer routine staff development activities if at least half of the
interviewed family planning service providers at that facility have received any structured training
relevant to family planning during the 12 months preceding the survey. This includes both pre-service
and in-service training but excludes individual instruction received during routine supervision.
Overall, only 22 percent of family planning facilities (compared with 34 percent in 2004) meet the
criteria for providing routine staff development activities. Maternity facilities (50 percent) and
facilities in Nairobi province (46 percent) are most likely to meet the criteria for providing routine
staff development (Table 5.4).

Among the interviewed family planning service providers, only about one-quarter reported
receiving any family planning-related training during the 12 months preceding the survey (same as in
2004) (Table A-5.17), reflecting the small proportion of facilities meeting the criteria of providing
routine staff development. There is little difference in the proportions of providers who report
receiving training in various topics in the preceding 12 months, ranging from 14 percent receiving
training in IUCD insertion/removal to 20 percent receiving training in family planning counselling
(Table A-5.18 and Figure 5.6).

Supervision

Supervision of individual staff members helps to promote adherence to standards and to
identify problems that contribute to poor services. If at least half of the interviewed family planning
service providers at a facility reported having been personally supervised during the six months
preceding the survey, the facility is considered to have routine staff supervision. Supervision of family
planning providers is common, with 81 percent of family planning facilities meeting the criteria for
routine staff supervision (a slight decline from 87 percent in 2004) (Table 5.4). Health centres
(94 percent) are more likely to meet the criteria for routine staff supervision than other types of
facilities. Government facilities (92 percent) and facilities in Eastern and Nyanza provinces (93 and
92 percent, respectively) are among the most likely to have routine staff supervision activities.

The median number of times family planning providers were supervised during the six
months preceding the survey was three. Additional information on staff supervision is provided in
Table A-5.19.
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Figure 5.6 Training Received by Interviewed Family Planning
Service Providers, by Topic and Timing of Most Recent
Training (N=1,513)

Counselling on FP 18

Insertion/removal of IUCDs

FP-related clinical issues 17

FP for HIV+ women 14

Percentage of interviewed family planning service providers

HReceived training during CReceived training 13 to 35
12 months preceding survey  months preceding survey

KSPA 2010

Key Findings

Up-to-date client registers: The proportion of family planning facilities with up-to-date client registers
showed very little improvement since 2004. Government facilities and NGO facilities are most likely
to have up-to-date client registers.

User fees: The proportion of family planning facilities that charge user fees has increased from half in
2004 to three-quarters in 2010, with the greatest increases among government and NGO facilities.

Staff development: Only about one in every five family planning facilities provides routine staff
development activities. Compared with 2004, there generally are slight decreases in the proportion of
family planning facilities providing routine staff development activities and staff supervision to family
planning providers.

5.5 ADHERENCE TO STANDARDS FOR QUALITY SERVICE PROVISION

To assess whether family planning providers adhere to service standards, KSPA personnel
observed family planning client-provider interactions using observation check-lists that are based on
commonly accepted guidelines for screening, counselling, and conducting procedures for family
planning clients. The observers collected information on the following questions:

e Did providers talk about topics essential to determining the appropriateness of the
methods discussed, and, where necessary, did they conduct the physical examination
needed to screen clients for method eligibility?

e Did the conditions and procedures followed for provision of specific methods meet KSPA
criteria for quality service provision?

The observers noted what information the provider shared with a client and whether an
examination, where appropriate, was conducted prior to dispensing a method. They did not assess
whether the information given was correct or whether findings were appropriately interpreted.
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Information on clients’ status and the principal reason for visiting the facility are provided in
Tables A-5.20 and A-5.21. Table A-5.22 gives details on the primary method provided, prescribed, or
discussed during this visit.

Exit interviews were conducted with all observed family planning clients, both new and
continuing, as they left the facility. These clients were asked questions regarding the method they
received to ascertain their understanding and knowledge of that method. Clients who left the facility
with only a prescription for a method also were asked questions about that method. When two
methods were prescribed or received, the client was asked questions about both methods.

Figures 5.8 and 5.9 provide information on observed conditions and content of family
planning counselling. Details on consultations for first-visit clients only are provided in Tables A-5.24
and A-5.25. Information from observations of specific methods or examinations is provided in
Tables A-5.26 through A-5.28.

5.5.1 Counselling and Client Assessment

Sixteen percent of observed female family planning clients (compared with 29 percent in
2004) were making their first visit; the remaining 84 percent (compared with 71 percent in 2004) were
continuing clients. Only 1 percent of all observed clients (compared with 5 percent in 2004) had never
been pregnant (Table A-5.20).

Privacy is important to family planning counselling. About nine of every ten family planning
counselling sessions were conducted under conditions that assured visual privacy (similar to
87 percent in 2004), and eight of every ten took place under conditions that assured auditory privacy
(similar to 83 percent in 2004); however, clients were assured of confidentiality in only 47 percent of
counselling sessions (compared with 41 percent in 2004) (Figure 5.7, Table A-5.23). Providers
explicitly asked clients about their concerns with methods during eight of every ten consultations
(compared with 69 percent in 2004), and return visits were almost always discussed with clients
(97 percent compared with 92 percent in 2004). Visual aids were used in 25 percent of family
planning consultations (compared with 14 percent in 2004).

Figure 5.7 Observed Conditions and Content of
Family Planning Counselling (N=1,010)

Visual privacy assured 91

Auditory privacy assured 83

Assured of confidentiality 47

Asked about concerns

with methods 80

Visual aids used 25

Return visit discussed 97

Percentage of observed family planning consultations

KSPA 2010
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Frequently, health services are organised so that measurements of blood pressure and weight
and other routine activities take place before the client sees the provider, and the information is
recorded on individual client cards. Thus, client cards play an important role in making this
information available to providers during consultations and also in avoiding collection of the same
information multiple times. Client cards are also crucial for monitoring family planning clients over
time. Individual client cards are reviewed by family planning providers in 78 percent of consultations
and written on during or after 95 percent of consultations (Table A-5.23).

During a family planning visit, especially during a client’s first visit, providers are expected to
elicit information about the client’s personal and health history to help them make an informed
recommendation on contraceptive methods. This constitutes screening clients for the appropriateness
of specific methods. During observed family planning counselling sessions, 76 percent of first-visit
clients) were asked their age (similar to 73 percent in 2004), and 84 percent were asked about
previous pregnancy (compared with 79 percent in 2004) (Figure 5.8). First-visit clients were less
likely to be asked about their current pregnancy status (65 percent; 33 percent in 2004) or about
desired timing for a subsequent birth (30 percent, similar to 32 percent in 2004).

Clients” medical history was assessed infrequently; 21 percent of clients were asked if they
had symptoms of an STI (compared with 32 percent in 2004), and three of every ten were asked about
chronic illnesses (compared with about five of every ten in 2004).

Only 20 percent of first-visit clients were asked about their partner’s attitude towards family
planning, compared with 32 percent in 2004 (Table A-5.25). Considering the current drive towards
reducing HIV/AIDS rates, condoms were not discussed as frequently as expected. Use of condoms to
prevent STIs was discussed with 25 percent of first-visit clients (compared with 34 percent in 2004),
and as a dual method to prevent both pregnancy and STIs, with 23 percent of first-visit clients
(compared with only 11 percent in 2004). STIs in general were discussed with 32 percent of first-visit
family planning clients (compared with 28 percent in 2004).

Visual aids for client education are not routinely used during family planning consultations.
Visual aids were used during only 25 percent of all family planning consultations (compared with 14
percent in 2004) (Table A-5.23). Visual aids were used somewhat more often with first-visit clients
(40 percent), especially in clinics (61 percent) (Table A-5.25).
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Figure 5.8 Observed Elements of Client History-taking for
First-visit Family Planning Clients (N=161)

Client history
Age 76
History of pregnancy 84
Current pregnancy status 65
Desired timing for subsequent birth 30
Breastfeeding status* 48

Regularity of menstrual cycle 49

Medical history
Smoking 17

Symptoms of STls 21

Any chronic illness 30

Percentage of observed first-visit family planning clients

* Among those ever pregnant (N=160) KSPA 2010

Key Findings

Conditions for client counselling: Family planning counselling sessions are conducted under
conditions that assure visual privacy in about nine of every ten facilities and under conditions that
assure auditory privacy in eight of every ten consultations; both findings were similar to findings in
2004.

Client history: Only three of every ten first-visit clients were asked about desired timing for a next
birth, a finding similar to that in 2004. Visual aids are not used regularly during family planning
consultations; although available in eight of every ten facilities, they were used during family planning

sessions with four of every ten first-visit clients, not very different from 35 percent in 2004.

5.5.2 Method-Specific Assessments and Examinations

Experts recommend that clients receiving a family planning method containing oestrogen,
whether oral or injectable, have their blood pressure monitored. About nine of every ten family
planning clients using oestrogen-containing methods had their blood pressure measured* (compared
with seven of every ten in 2004), and a similar proportion were weighed (compared with a little over
nine of every ten in 2004) during their visit to the facility on the day of the survey (Table A-5.26).
Clients visiting dispensaries were least likely to have blood pressure measured (77 percent of clients
on methods containing oestrogen) (Table A-5.26).

5.5.3 Counselling of Clients
Whether they are new clients or are continuing contraception, family planning clients should

receive certain information during their visits to a health facility. The provider should explain or
review with the client how to use the method, the possible side effects, what to do for problems, and

1 |f the client attended a facility where measuring blood pressure is standard procedure before the consultation,
the client was assumed to have had her blood pressure measured, even if this was not observed for the particular
client.
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when the client should return for a follow-up visit. Among clients who received oral contraceptive
pills or injectables, 73 percent reported that providers explained how to use the method, and 61
percent said that the provider explained or mentioned possible side effects (Table A-5.27).

5.6 CLIENT OPINION FROM EXIT INTERVIEWS

After their consultations were observed, family planning clients were interviewed about issues
commonly related to client satisfaction. These exit interviews also probed clients on their opinions of
the services they had received that day. Details on components of counselling that were observed and
reported by clients are presented in Table A-5.27, while details on client opinions are provided in
Tables A-5.29 and A-5.30. Table A-5.31 provides information on the educational backgrounds and
other characteristics of observed and interviewed clients.

5.6.1 Major Problems

Clients were asked to rate whether specific issues posed a major problem, a minor problem, or
no problem at all for them during the visit. Few issues were considered major problems, and by a
small proportion of clients (Table A-5.29). One-quarter of family planning clients considered waiting
time to see a provider a major problem (compared with 20 percent in 2004), especially at hospitals,
health centres, and dispensaries. The great majority of interviewed family planning clients did not
consider lack of methods and medicines, the hours that a facility is open, or other issues to be major
problems.

5.6.2 Nearest Health Facility

Fifteen percent of interviewed family planning clients (compared with 19 percent in 2004)
said that the facility was not the one closest to their home (Table A-5.30). Although the numbers are
small, 39 percent of family planning clients interviewed in maternity facilities and 27 percent in
facilities managed by faith-based organisations reported that this was not the facility closest to home.
Among clients not visiting the closest facility, 15 percent cited bad reputation as a reason for not
visiting the closest facility, and 24 percent cited higher cost at the facility closest to their home. Just 2
percent said they had been referred to the facility where they were interviewed.

Key Findings

Major problems during visit to facility: Similar to findings in 2004, interviewed family planning
clients considered few issues to be major problems. Waiting time to see a provider was the most cited
problem.

Nearest health facility: Only a small proportion of interviewed family planning clients bypass the
facility closest to their home. High cost of services and bad reputation are the main reasons that clients
give for not visiting the facilities that are closest to them.
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MATERNAL HEALTH AND NEWBORN CARE SERVICES 6

Felix Musili, Frank Kagema, Walter Mukhwana, Crispin Ndeda, Christopher Omolo
6.1 BACKGROUND ON MATERNAL AND NEWBORN HEALTH CARE IN KENYA

This chapter provides an overview of maternal and newborn health services in Kenya. It
highlights the key aspects of maternal and newborn care, including the availability of staff and
services for antenatal care (ANC), safe delivery, postnatal care (PNC), and management of obstetric
complications.

This chapter addresses the following central questions about maternal and newborn health
services:

1. What is the availability of antenatal care services, and to what extent do facilities have the
capacity to support quality ANC services?

2. To what extent do health service providers adhere to service standards for ANC?

3. To what extent is PNC! available where ANC is offered, and to what extent do facilities
have the capacity to support quality PNC services?

4. What is the availability of delivery services, and to what extent do facilities have the
capacity to support quality delivery services?

5. To what extent are facilities prepared to provide quality newborn care?

6. What is the extent of certain beneficial newborn care practices® in facilities providing
delivery services?

To determine which aspects of maternal health to assess, the 2010 Kenya Service Provision
Assessment (2010 KSPA) draws on the findings and recommendations of Safe Motherhood
initiatives.

6.1.1 Maternal Health Status and Health Care Utilisation

Complications of pregnancy and childbirth are among the leading causes of morbidity and
mortality among Kenyan women. Recent estimates suggest that there are 488 maternal deaths per
100,000 live births® (KNBS and ICF Macro 2010).

Hospital records and hospital-based studies conclude that the majority of these deaths are due
to one or more preventable direct obstetric complications. Postpartum haemorrhage (PPH) is the most
common cause of maternal deaths in sub-Saharan Africa. Other direct causes are puerperal
sepsis/infections, hypertensive disorders, obstructed labour/ruptured uterus, and complications of
unsafe abortions. Major indirect causes are severe anaemia, malaria, HIV/AIDS, and tuberculosis.
Also, for every woman who dies, 30 others are maimed by potentially lifelong disabilities such as
obstetric fistula.

! The 2010 KSPA accepted any report of offering routine out-patient postnatal examination and services as
PNC. Details on the content of PNC were not collected. Capacity was assessed by whether the facility could
identify and manage postpartum infections and whether the newborn’s weight could be measured.

% The 2010 KPSA assessed three newborn care practices—‘warm chain’, newborn feeding practices, and cord
care.

® This is the maternal mortality ratio (MMR) during the 10-year period before the 2008-09 KDHS.
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The 2008-09 Kenya Demographic and Health Survey (2008-09 KDHS) found that less than
half (47 percent) of all pregnant women make the recommended four or more ANC visits. Sixty
percent of urban women make four or more ANC visits compared with less than half (44 percent) of
rural women. The data further show that most women do not receive antenatal care early in the
pregnancy; only 15 percent of pregnant women obtain antenatal care in the first trimester of
pregnancy; the median number of months at first visit is 5.7 (KNBS and ICF Macro 2010).

Tetanus toxoid injection is given to mothers to prevent neonatal tetanus, which previously
was a major cause of infant mortality. The 2008-09 KDHS found that 73 percent of mothers ages
15-49 were protected against tetanus during the most recent birth of a live child.*

Malaria is among the common indirect causes of poor maternal health outcomes. Efforts to
reduce malaria among pregnant women are being scaled up. By government of Kenya policy,
insecticide treated mosquito nets are provided at no cost to pregnant women attending ANC clinics in
district where malaria is endemic. For that reason, all government facilities offering ANC in all of
Nyanza, Western and Coast provinces are expected to provide treated bed nets at no cost to pregnant
women and children under one year of age, whereas parts of Rift Valley, Central, Eastern, Nairobi
and North Eastern provinces are not covered under this programme.

According to the 2008-09 KDHS, 42 percent of women ages 15-49 with a live birth in the two
years preceding the survey took an antimalarial drug. Thirty-six percent took one or more doses of
SP/Fansidar, 15 percent took two or more doses of SP/Fansidar, while 34 percent received one or
more doses of SP/Fansidar during an ANC visit. Only 14 percent, received intermittent preventive
treatment (IPTp), defined as treatment with two or more doses of SP/Fansidar, at least one of which
was during an ANC visit.

The same study found that 61 percent of households own at least one mosquito net (treated or
untreated), while 56 percent own at least one insecticide-treated net (ITN).> Fifty-three percent of
pregnant women ages 15-49 years had slept under an ITN the night before the survey (KNBS and ICF
Macro 2010).

Anaemia is a leading indirect cause of maternal deaths. The 2008-09 KDHS found that 69
percent of women with a live birth in the five years preceding the survey took iron tablets or syrup to
prevent anaemia during their last pregnancy.

According to the 2007 Kenya AIDS Indicator Survey (2007 KAIS), HIV prevalence in Kenya
is estimated to be 7.1 percent in adults ages 15-64 years (NASCOP, 2009). Nearly one of every ten
pregnant women in Kenya is infected with HIV, according to the survey. Children less than 15 years
of age account for 16 percent of all HIV infections; most of these infections were acquired through
mother-to-child transmission.

Despite the high antenatal care attendance,® the rate of delivery in a health facility is low.
Only 43 percent of live births in the five years preceding the 2008-09 KDHS took place in a health
facility (KNBS and ICF Macro, 2010). Mothers in Nairobi and Central provinces were most likely to
deliver in a health facility, while mothers in North Eastern and Western provinces were least likely to
do so. Urban women (75 percent, versus 35 percent of rural women) and those with secondary school
education and above were most likely to deliver in a health facility. The older a woman was when she
delivered, the less likely that she delivered in a health facility (KNBS and ICF Macro, 2010).

* Includes mothers with two injections during the pregnancy of her last birth, or two or more injections (the last
within three years of the last live birth), or three or more injections (the last within five years of the last birth), or
four or more injections (the last within 10 years of the last live birth), or five or more injections at any time
before the last birth.

® An insecticide-treated net (ITN) is (1) a factory-treated net that does not require any further treatment (long-
lasting net), (2) a pretreated net obtained within the past 12 months, or (3) a conventional net that has been
soaked with insecticide within the past 12 months.

® According to the 2008-09 KDHS, 92 percent of women who had a live birth in the five years preceding the
survey received antenatal care from a skilled provider, defined as a doctor, a nurse, or a midwife.
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6.1.2 Maternal Health Policy Framework

The policy objective of the health sector is to reduce health inequalities and reverse the
downward trend in health-related outcome and impact indicators (NHSSP 11). Ensuring access to the
Minimum Health Care Package is the central strategy to this end. This same policy statement
describes the minimum package for sexual and reproductive health and rights:

Essential antenatal and obstetric care
Family planning

Adolescent reproductive health
Gender-based violence issues

The national reproductive health policy, Enhancing Reproductive Health Status for All Kenyans,
October 2007, has the following goals:

e Increasing equitable access to reproductive health services
e Improving the quality, efficiency, and effectiveness of service delivery at all levels
e Improving responsiveness to client needs

Also, the Kenya Vision 2030 highlights the following key goals in maternal and newborn health:

e Reduce the infant mortality rate from 52 deaths per 1,000 live births in 2008-09 to
25 deaths per 1,000 live births in 2012

e Reduce the maternal mortality ratio from 488 deaths per 100,000 live births in 2008-09 to
147 deaths per 100,000 live births by 2012
Accelerate full infant immunisation from 73 percent in 2006 to 95 percent by 2012
Accelerate skilled birth attendance from 44 percent of deliveries in 2008-09 to 90 percent
in 2012

Achieving these goals requires more emphasis on both preventive and promotive health care.

The 2010 Kenya National Roadmap for Maternal and Newborn Health further strengthens the
foundation of the six pillars, which consist of (1) skilled attendance and an enabling environment to
provide quality (skilled) care; (2) supportive health systems, which involve effective systems of
referral, data management, procurement, training, supervision, and health management systems; (3)
community action; (4) partnerships; (5) male involvement based on the principle of equity for all; and
(6) respect for reproductive rights.

The National Health Policy objective for the National Health System is aimed at reversing the
downward trends in health indicators. Additionally, the policy seeks to reduce existing inequalities
among the regions and among different populations. These goals can be effectively achieved only by
involving the populations themselves in decisions on priority setting and consequently in the equitable
allocation of resources. Active involvement and partnership with other stakeholders in the provision
of care is important.

The second National Health Sector Strategic Plan (NHSSP I11) adopted the Kenya Essential
Package of Health (KEPH). This focuses on the health needs of individuals throughout the stages of
human life.

The six distinct phases of care (cohorts) are:

Pregnancy, delivery, and newborn care (up to two weeks of age)
Early childhood (three weeks to five years)

Late childhood (6 years to 12 years)

Adolescence (13 to 24 years)

Adulthood (25 to 59 years)

Elderly (60 years and older)

I
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Each of these cohorts has special needs, and thus different interventions are appropriate. At
the same time, services directed to each of these cohorts are complementary, leading to synergy and
mutual reinforcement among the programmes.

The KEPH has also defined six levels of service delivery. Detailed information on these six
levels of care is provided in chapter 2 of this report.

6.1.3 Definition of Maternal Health Concepts Used During Collection of KSPA Information

Maternal health is not only a women’s issue; a mother’s health has a direct bearing on the
health of her newborn as well. The majority of pregnancies are normal, but about 15 percent of all
pregnant women experience life-threatening pregnancy-related complications. Many complications
and subsequent poor outcomes for women and newborns can be prevented or managed by providing
quality care including early detection of problems and appropriate and timely interventions.

With the accumulation of evidence on best practices related to preventing maternal morbidity
and mortality, some conventional (and traditional) maternal health practices and interventions have
been re-examined in recent years. Subsequently, there have been changes in programmes, policies,
and strategies.

Antenatal care (ANC): As noted, all pregnant women are at risk of developing
complications. The aim of ANC is to achieve a good outcome for both the mother and baby and to
prevent any complications that may occur in pregnancy, delivery, or the postpartum period. It is
therefore important to ensure that all pregnant women have access to preventive interventions, early
diagnosis and treatment, and emergency care when needed. It is now emphasised that ANC should
include individual birth plans, education on danger signs, complication readiness, family planning
counselling, prevention of mother-to-child transmission (PMTCT) of HIV, nutrition, and skilled and
timely interventions to avoid adverse maternal and neonatal outcomes. This forms the basis of
Focussed Antenatal Care (FANC), in which a minimum of four quality visits are recommended.

Delivery care: Since any delivery may have complications, the emphasis should be on using
skilled and trained delivery care providers and ensuring that all women have access to life-saving
emergency interventions at the time of labour and delivery. In many countries most deliveries occur at
home, attended by traditional birth attendants (TBAS). Previously, extensive efforts and funds were
directed towards upgrading the skills of TBAs. However, evidence how shows that in almost all cases
the level of skills attained by so-called ‘skilled” TBAs is less than what is considered safe. In essence,
in-service training for TBAs cannot improve their skills to the level of competence needed.

A skilled attendant, as defined by the World Health Organization (WHO) and other
international bodies, is a ‘health professional—such as a midwife, doctor, clinical officer or nurse—
who has been educated and trained to proficiency in the skills needed to manage normal pregnancies,
childbirth and the immediate postnatal period, and in the identification, management and referral of
complications in women and newborns’ (WHO, 2004b).

Postnatal care (PNC): There is an increasing emphasis on ensuring that women receive PNC
beginning within 48 hours after delivery, for early diagnosis and management of postpartum
complications. PNC also provides an opportunity to counsel the new mother on family planning and
HIV/AIDS, to teach her how to care for herself and her newborn during the postnatal period, to
promote exclusive breastfeeding, and to assess the newborn for problems. Targeted PNC includes
check-ups up to one year after childbirth.

Newborn care: More attention has also been given recently to essential newborn care, with
an increased awareness of the need to discourage some common practices detrimental to newborn
health, such as slapping the newborn baby, holding the baby upside down, routine aspiration of a
newborn’s mouth and nose at birth, covering the baby with only a thin towel, separating the baby
from the mother, immediately weighing the baby, early bathing, and giving pre-lacteal feeds. The aim
is to promote evidence-based practices that contribute to improved newborn health, especially: drying
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and wrapping the baby immediately upon delivery, delivery onto the abdomen, hygienic cord care,
early initiation of breastfeeding, and delay in weighing and bathing.

Emergency obstetric care (EmOC): EmOC refers to care provided in health facilities to
manage and treat the direct obstetric emergencies that cause the vast majority of maternal deaths
during pregnancy, labour and delivery, and the postpartum period. Facilities are considered EmOC
facilities if they provide a series of services or interventions known as signal functions over a
designated 3-month period. The six signal functions that define a basic EmOC (BEmOC) facility are
parenteral administration of antibiotics, oxytocic drugs, and anticonvulsants; manual removal of the
placenta; removal of retained products of conception; and assisted vaginal delivery. Comprehensive
EmOC (CEmOC) includes the six signal functions plus performance of caesarean sections and blood
transfusions.

6.2  AVAILABILITY AND CAPACITY TO PROVIDE QUALITY MATERNAL AND NEWBORN CARE
SERVICES

6.2.1 Availability of Antenatal and Postnatal Care Services

ANC is designed to promote healthy behaviours and preparedness during pregnancy,
childbirth, and the postpartum period. It also is important for the early detection and treatment of
complications. Information on the availability of ANC, PNC, and tetanus toxoid (TT) vaccine services
in Kenyan health facilities is provided in Table 6.1. Table A-6.1 provides information on the
availability of various family health services on the same day that ANC services are offered.
Additional information on the availability of ANC and TT services is provided in Table A-6.2.

Currently, some 74 percent of all facilities (excluding stand-alone VCT facilities) offer ANC
(compared with 79 percent in 2004), 59 percent offer PNC (compared with 35 percent in 2004), and
69 percent provide TT vaccine (compared with 84 percent in 2004). Fifty-six percent of facilities offer
all three services (Table 6.1) (compared with 33 percent in 2004).

Table 6.1 Availability of antenatal care, postnatal care, and tetanus toxoid vaccine
Percentage of facilities offering antenatal care (ANC), postnatal care (PNC), and tetanus
toxoid (TT) vaccine, and percentage offering all three services, by background
characteristics, Kenya SPA 2010
Percentage of facilities offering
the indicated services
Background ANC, PNC, Number of
characteristic ANC PNC TT vaccine and TT facilities
Type of facility
Hospital 94 92 94 91 51
Health centre 99 83 99 83 80
Maternity 93 82 83 74 17
Clinic 41 25 37 22 203
Dispensary 84 68 77 64 340
Managing authority
Government 89 75 84 74 344
NGO 85 61 80 61 22
Private (for profit) 46 30 40 26 236
Faith-based organisation 88 72 84 69 88
Province
Nairobi 79 68 78 66 41
Central 56 46 52 42 125
Coast 70 57 68 55 81
Eastern 71 62 66 56 118
North Eastern 69 56 63 56 24
Nyanza 94 86 90 82 82
Rift Valley 74 51 70 50 174
Western 94 68 82 66 44
Total 74 59 69 56 690
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The availability of ANC seems to have declined slightly since 2004; however, the proportion
of hospitals offering ANC increased from 84 percent in 2004 to 94 percent in 2010, and the
proportion of government facilities offering ANC increased from 81 percent in 2004 to 89 percent in
2010.

Provincial comparisons show that 94 percent of facilities in Nyanza and Western provinces
offer ANC services, compared with, at the other extreme, 56 percent of facilities in Central province
and 69 percent in North Eastern province (Table 6.1).

The proportion of facilities offering TT vaccines declined slightly from 84 percent in 2004 to
69 percent in 2010.

Approximately three-quarters of facilities that offer ANC services do so five or more days per
week, while nine of every ten provide TT every day that ANC is offered (Table A-6.2). All health
centres and 98 percent of hospitals that offer ANC provide TT vaccine every day that ANC is offered.
Additional information on the availability of TT services among facilities that offer ANC services is
presented in Table A-6.2.

Key Findings

Service availability: Three-quarters of facilities offer ANC services, a slight decline from 2004. Three-
quarters of facilities that offer ANC services do so five or more days per week.

The proportion of facilities offering PNC increased from one-third of all facilities in 2004 to six of every
ten facilities in 2010.

The proportion of facilities offering TT vaccines declined from eight of every ten facilities in 2004 to
seven of every ten facilities in 2010.

6.2.2 Infrastructure and Resources to Support Quality Assessment and Counselling of ANC
and PNC Clients

To support quality assessment and counselling of ANC clients, the following are necessary:
individual client cards, ANC guidelines or protocols, and visual aids for client education. Table 6.2
and Figure 6.1 present information on the availability of these items. Additional information,
including a breakdown by facility type, is available in Tables A-6.3.1 and A-6.3.2.
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Table 6.2 Resources to support quality counselling and examinations for antenatal and postnatal
care
Among facilities offering antenatal care (ANC), percentage with all items to support quality
counselling for ANC and postnatal care (PNC), infection control, physical examinations, and basic
ANC interventions, by background characteristics, Kenya SPA 2010
Percentage of facilities offering ANC services with:
All items to
support All items for ~ All items for ~ All essential = Number of
Background quality infection physical supplies for facilities
characteristic counselling' control”  examination® basic ANC* | offering ANC
Type of facility
Hospital 52 67 49 42 48
Health centre 38 53 32 31 79
Maternity 32 58 63 48 16
Clinic 37 60 49 39 83
Dispensary 33 55 16 15 285
Managing authority
Government 40 54 16 12 306
NGO 36 33 12 10 18
Private (for profit) 27 64 54 38 108
Faith-based organisation 34 62 46 60 78
Province
Nairobi 37 61 55 54 33
Central 25 70 44 36 71
Coast 50 75 46 44 57
Eastern 47 35 19 19 84
North Eastern 18 25 9 6 17
Nyanza 53 54 17 20 78
Rift Valley 19 61 24 14 130
Western 46 52 21 20 41
Total 36 57 28 25 509
! Visual aids for health education, guidelines for ANC, and individual client card or record.
2 Soap and running water or else hand disinfectant, clean latex gloves, disinfecting solution, and
sharps box.
* Room offering visual and auditory privacy, examination table, and examination light.
* Iron and folic acid tablets, tetanus toxoid vaccine, blood pressure apparatus, and foetoscope
(Pinard).

Figure 6.1 Availability of Items to Support Quality ANC Services
(N=509)
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An individual ANC client card is used to monitor maternal and foetal condition during
pregnancy and to keep track of the care given. It is an important tool for identifying risk factors for
referral, assessing quality of care, ensuring standardisation of antenatal care, and helping in planning
care for the client. Individual client health cards are available in 76 percent of the facilities offering
ANC services (Figure 6.1, Table A-6.3.1), compared with 62 percent in 2004.

Written ANC guidelines or protocols that include details on how to manage common
problems during pregnancy are available in 66 percent of facilities offering ANC services (compared
with 31 percent in 2004). Visual aids for ANC client counselling are available in 54 percent of
facilities that offer ANC services (compared with 30 percent in 2004).

Overall, 36 percent of facilities have all three items to support quality ANC counselling
services—individual client cards, ANC guidelines or protocols, and visual aids for health education—
an improvement from 10 percent in 2004. All three items to support quality ANC services are more
likely to be available in hospitals than in lower-level facilities (Table 6.2). Also, they are most likely
to be found in facilities in Coast (50 percent) and Nyanza (53 percent) provinces. The availability of
items to support quality counselling for ANC has generally improved in all levels of care.

6.2.3 Infrastructure and Resources for Examinations

The 2010 KSPA assessed whether facilities have the necessary supplies, equipment, and
conditions for infection control and for conducting client examinations in the ANC service area.
Aggregate information on these elements is provided in Table 6.2. Information on specific equipment
and supplies is given in Tables A-6.3.1 and A-6.3.2.

Infection control

Fifty-seven percent of the facilities offering antenatal care have all items necessary for
infection control in the ANC service delivery area (compared with 37 percent in 2004). These items
include soap and running water or else hand disinfectant, clean latex gloves, disinfecting solution, and
a sharps box (Table 6.2).” Health facilities in Central (70 percent) and Coast (75 percent) provinces
are most likely to have all of these items for infection control. As evident in Tables A-6.3.1 and
A-6.3.2, with the exception of hand disinfectant, each of these items is relatively widely available.
Soap is available in three-quarters of facilities, running water in eight of every ten facilities, and soap
and running water in two-thirds of facilities. Almost all the facilities offering ANC services have latex
gloves and sharps boxes (92 and 98 percent, respectively).

Client examinations

The basic physical examinations performed during ANC visits include palpating the
abdomen, examining the breasts, and sometimes conducting a pelvic examination. Hence, visual and
auditory privacy, an examination bed/couch, and an examination light are necessary. Practically all
ANC facilities (94 percent) can assure both visual and auditory privacy during client physical
examination (compared with 88 percent in 2004). Ninety-seven percent of ANC facilities have an
examination bed/couch (similar to 99 percent in 2004). Three of every ten ANC facilities have an
examination light (Tables A-6.3.1 and A-6.3.2) (compared with two of every ten facilities in 2004).
Only 28 percent of ANC facilities have all the elements for physical examination (Table 6.2). All
three items together are found most often in maternity facilities (63 percent) (Table A-6.3.1), private
facilities (54 percent) (Table A-6.3.2), and in Nairobi, Central, and Coast provinces (Table 6.2).
Twenty-two percent of the facilities have all elements for physical examination and also specific
components for infection control present (Tables A-6.3.1 and A-6.3.2).

" The items assessed in 2004 were soap and water, clean latex gloves, disinfecting solution, and sharps box.

116 | Maternal Health and Newborn Care Services



6.2.4 Essential Equipment and Supplies for Basic ANC

A functioning blood pressure apparatus and foetoscope are essential equipment that should be
available at all times in ANC service areas. Essential ANC supplies that should always be available
include iron and folic acid tablets, de-worming medicines (mebendazole or albendazole tablets),
sulfadoxine-pyrimethamine (SP/Fansidar), Rapid Plasma Reagin (RPR) kits, Multistix® for urine
protein testing, and TT vaccines. The 2010 KSPA assessed the availability of five of these items:
blood pressure machine, foetoscope (Pinard), iron and folic acid tablets, and TT vaccine.

Overall, only one-quarter of ANC facilities have all five essential items (Tables 6.2, A-6.3.1,
and A-6.3.2), compared with 57 percent in 2004. As in 2004 facilities managed by faith-based
organisations are the most likely to have all the basic ANC equipment and supplies; however, the
percentage declined from 74 percent in 2004 to 60 percent in 2010. Among the provinces, facilities in
Nairobi, Central, and Coast provinces are most likely to have the essential equipment and supplies
(Table 6.2).

Key Findings

Items to support quality counselling: A little over one-third of ANC facilities have all three items to
support quality ANC counselling services: individual client cards, ANC guidelines or protocols, and
visual aids for health education. This is an improvement from 10 percent in 2004.

Infection control: About six of every ten ANC facilities have all infection control items available in
the ANC service delivery area, compared with less than four of every ten in 2004.

Client examination: Over nine of every ten ANC facilities can assure both visual and auditory privacy
during client examinations. However, only three of every ten facilities have an examination light.

Essential supplies for basic ANC: Only one-quarter of ANC facilities have all five essential supplies
for basic ANC services, a decline from over half of facilities in 2004.

6.2.5 Additional Equipment and Supplies for Quality ANC and PNC Services

Other elements that support quality antenatal and postnatal care services include diagnostic
capacity and medicines to treat common infections. Table 6.3 provides summary information on the
medicines and laboratory capacities available in facilities. Tables A-6.4.1 through A-6.9 provide
details on each item assessed, by type of facility and managing authority.

Pre-eclampsia and eclampsia (hypertensive disorders of pregnancy), anaemia, and sexually
transmitted infections (STIs) can directly affect both maternal and newborn health. Basic essential
obstetric care (BEOC) requires that a facility provide early treatment for complications of pregnancy
to prevent them from progressing to more serious conditions. Standards for treatment may vary
depending on ANC guidelines and policies and the qualifications of the service provider.
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Table 6.3 Facility practices and resources for diagnosis and management of common problems and complications of pregnancy
Among facilities offering antenatal care (ANC), percentage where ANC providers can diagnose and treat sexually transmitted infections (STls),
percentage with medicines to manage common complications of pregnancy, and percentage with the capacity to conduct specific diagnostic
tests, by background characteristics, Kenya SPA 2010
Percentage
Percentage with all
where ANC medicines for . ) . o ) )
providers treating Percentage with capacity for conducting the indicated diagnostic test | Number of
Background routinely pregnancy Urine Urine Blood facilities
characteristic treat STIs  complications' ~ Anaemia? protein® glucose* grouping® Syphilis® " offering ANC
Type of facility
Hospital 49 50 84 89 89 23 73 48
Health centre 81 18 59 61 60 3 39 79
Maternity 81 52 67 72 72 11 37 16
Clinic 89 22 31 46 47 5 28 83
Dispensary 91 11 21 25 23 0 9 285
Managing authority
Government 83 6 28 30 30 3 20 306
NGO 92 15 18 21 21 0 23 18
Private (for profit) 90 26 40 53 53 5 27 108
Faith-based organisation 87 61 68 74 66 7 36 78
Province
Nairobi 86 45 55 59 59 13 44 33
Central 88 16 37 58 58 3 30 71
Coast 87 20 35 45 45 9 40 57
Eastern 86 26 29 38 38 1 13 84
North Eastern 97 24 17 28 28 0 9 17
Nyanza 71 16 34 41 42 3 29 78
Rift Valley 87 11 39 30 26 4 14 130
Western 89 12 34 40 40 1 26 41
Total 85 19 36 41 40 4 24 509
" At least one broad-spectrum antibiotic (amoxicillin or Augmentin or cotrimoxazole) AND either albendazole or mebendazole AND methyldopa
(Aldomet) AND the first-line antimalarial AND at least one medicine for treating each of the following reproductive tract infections—
trichomoniasis, gonorrhoea, chlamydia, syphilis, and candidiasis—all present.
% Includes any test: haemoglobinometer or calorimeter or centrifuge with capillary tubes, or filter paper methods.
* Dip sticks for urine protein or else acetic acid for checking urine albumin and flame for heating acetic acid.
* Dip sticks for urine glucose or else Benedict’s solution for urine glucose testing with stove for boiling Benedict’s solution.
° Anti-A, anti-B, anti-AB, and anti-D reagents, plus an incubator, Coomb’s reagent, and glass slides all present.
© Either Venereal Disease Research Laboratory (VDRL) test or polymerase chain reaction (PCR) with functioning rotator or shaker, or rapid plasma
reagin (RPR) test.

Treatment of STIs

Antenatal care service providers in 85 percent of facilities that offer ANC services routinely
treat STIs (Table 6.3). This is more likely to be the case in dispensaries (91 percent) and clinics (89
percent) than in hospitals (49 percent). Facilities in North Eastern province (97 percent) are most
likely to have ANC providers who routinely treat STIs.

Close to half (45 percent) of ANC facilities have at least one medicine to treat each of the
four common STIs (trichomoniasis, chlamydia, gonorrhoea, and syphilis) (Figure 6.2), compared with
26 percent of ANC facilities in 2004. Generally, facilities are more likely to have medicines for
treating syphilis (93 percent) and chlamydia (84 percent) than those for gonorrhoea (62 percent) and
trichomoniasis (64 percent) (see also Tables A-6.4.1 and A-6.4.2). Maternity facilities (80 percent) are
more likely than other facility types to have at least one medicine for each of the four STIs assessed.
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Figure 6.2 Medicines for Managing Common Problems and
Complications of Pregnancy (N=509)

Antibiotic* 78

Either albendazole or mebendazole 90

At least one medicine for:

Trichomoniasis 64
Gonorrhoea 62
Chlamydia 84
Syphilis 93
Treatment for each of 4 main STIs 45

Percentage of facilities offering ANC

* Amoxicillin or Augmentin or cotrimoxazole KSPA 2010

Management of pregnancy complications

A facility is considered to have all medicines for managing common complications of
pregnancy if it has the following: (1) at least one broad-spectrum antibiotic®; (2) an anthelminth®;
(3) methyldopa (Aldomet); (4) the first-line antimalarial; and (5) at least one medicine for treating
each of common reproductive tract infections.” Only a small percentage (19 percent) of ANC
facilities had all medicines for managing the common complications of pregnancy on the day of the
survey (Table 6.3) (still, an improvement from 4 percent in 2004). The current low percentage can be
explained by the small proportion of facilities that had methyldopa (23 percent). Hospitals (50
percent), maternity facilities (52 percent), and faith-based organisation (FBO) facilities (61 percent)
that provide ANC services are most likely to have all medicines for managing common complications
of pregnancy. In contrast, dispensaries (11 percent), government facilities (6 percent), and facilities in
Rift Valley (11 percent) and Western (12 percent) provinces are the least likely to have all these
medicines (Tables 6.3, A-6.4.1, and A-6.4.2).

Most facilities have antibiotics, an anthelminth, and an antimalarial; as noted above, however,
methyldopa is available in only a small proportion of ANC facilities, mainly hospitals (74 percent)
and maternity facilities (65 percent) (Table A-6.4.1).

Intermittent preventive treatment

Almost all ANC facilities (96 percent) routinely provide intermittent preventive treatment
(IPTp) as a component of ANC services (Tables A-6.4.1 and A-6.4.2), compared with 84 percent in
2004. All government-run facilities provide IPTp, as do nine of every ten facilities managed by other
authorities.

& Amoxicillin or Augmentin (amoxicillin + clavulanate) or cotrimoxazole.
° Either albendazole or mebendazole.
19 Trichomoniasis, gonorrhoea, syphilis, chlamydia and candidiasis.
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Testing capacity

The 2010 KSPA also assessed whether facilities have the capacity™ to test ANC and PNC
clients’ blood for anaemia, urine for protein, and urine for glucose; to determine blood group; and to
diagnose and treat syphilis.

A little over one-third (36 percent) of ANC facilities have the capacity to test for anaemia
(same as in 2004); 41 percent have the capacity to test urine for protein (compared with 38 percent in
2004); 40 percent can test for urine glucose (compared with 39 percent in 2004); and 24 percent can
diagnose syphilis (substantially lower than 44 percent in 2004) (Table 6.3). There are wide variations
in the capacity of facilities to conduct these tests, with hospitals, maternity facilities, and private and
FBO facilities more likely to conduct these tests than other facility types or facilities managed by
government and NGOs. Only 4 percent of all facilities have the capacity to do blood grouping.

Figure 6.3 and Tables 6.3 and A-6.5 through A-6.9 show what proportions of facilities report
that they routinely screen ANC clients for these conditions and the proportions that actually have the
testing capacity.

Sixty-one percent of ANC facilities make it a routine practice to screen ANC clients for
anaemia, while 35 percent both intend to screen and also have anaemia testing capacity (Figure 6.3,
Table A-6.5). Hospitals, maternity facilities, and FBO facilities are most likely both to intend to
screen and to have anaemia testing capacity.

Fifty-seven percent of ANC facilities make it a routine practice to test ANC clients for urine
protein, while 38 percent both intend to test and also have testing capacity for urine protein (Figure
6.3, Table A-6.6). Hospitals, maternity facilities, and FBO facilities are the most likely both to intend
to test and to have urine protein testing capacity.

Fifty-three percent of ANC facilities make it a routine practice to screen ANC clients for
urine glucose, while 36 percent both intend to screen and also have urine glucose testing capacity
(Figure 6.3, Table A-6.7). Hospitals and FBO facilities are the most likely both to screen and to have
urine glucose testing capacity.

Sixty-one percent of ANC facilities make it a routine practice to screen ANC clients for
syphilis, but only 23 percent both intend to screen for syphilis and have syphilis testing capacity.
These are most likely to be hospitals and, among management types, NGO facilities. These facilities
are also most likely to be found in Nairobi and Central provinces (Figure 6.3, Table A-6.9).

1 Facility has the capacity to conduct the test in-house or in an affiliated laboratory, or facility has a system to
have the test done elsewhere and receive results back.
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Figure 6.3 Facilities with Standard to Routinely Screen ANC
Clients and Capacity to Conduct Indicated Tests (N=509)
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Key Findings

STI services by ANC providers: There is an increase in the proportion of ANC facilities where ANC
providers routinely treat STIs, from 75 percent in 2004 to 85 percent in 2010. Lower-level facilities
that offer ANC services are more likely to have ANC providers that routinely treat STIs.

Medicines to treat common STIs: A little less than half of ANC facilities have at least one medicine
to treat each of the four common STIs, an improvement from 26 percent in 2004.

Medicines to manage common complications of pregnancy: Overall, only one of every five ANC
facilities had medicines to manage common complications of pregnancy on the day of the survey,
compared with just 4 percent in 2004. While medicines for managing individual conditions were for
the most part widely available, only a small proportion of ANC facilities had the medicine to manage
hypertension in pregnancy.

Capacity for routine ANC tests: The capacity to conduct routine ANC tests is generally uncommon
and is unchanged from 2004. Less than half of ANC facilities have the capacity to conduct each of the
routine ANC tests of anaemia, urine protein, urine glucose, and syphilis, and only 4 percent have the
capacity to do blood grouping. Hospitals, maternity facilities, and FBO facilities are generally more
likely than others to have the capacity to perform these tests.

6.3  MANAGEMENT PRACTICES SUPPORTIVE OF QUALITY ANC AND PNC SERVICES

Management practices that support quality antenatal and postnatal care services include
documentation and record-keeping, posting user fees, and staff development and supervision.

Table 6.4 provides information on management practices supportive of quality ANC and PNC
services. Tables A-6.10 through A-6.12.2 provide details on ANC and PNC service utilisation, user
fees, and out-of-pocket payments for ANC services. Table A-6.13 provides information on supportive
management for ANC service providers. Tables A-6.14.1 through A-6.15 provide detailed
information on training and supervision for ANC service providers.
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6.3.1 Facility Documentation and Records
Up-to-date client registers

Eight of every ten ANC facilities have up-to-date ANC client register (the same as in 2004),
defined as a register with an entry during the preceding seven days that indicates, at minimum,
whether this was the first or a follow-up visit (Table 6.4). Hospitals and health centres are more likely
to have up-to-date ANC client registers than other facility types, while private facilities are less likely
to have up-to-date registers than government or NGO facilities (61 compared with 88 percent). At the
provincial level ANC facilities in Nyanza (93 percent) and Western (88 percent) provinces are the
most likely to have these registers.

Overall, 22 percent of facilities offering ANC services have up-to-date registers of PNC client
visits, an improvement from 5 percent in 2004. Hospitals (42 percent) and health centres (33 percent)
are most likely to have up-to-date PNC registers. The highest percentages of facilities with up-to-date
PNC registers are in Central (36 percent) and Nyanza (37 percent) provinces.

Monitoring ANC coverage

Monitoring ANC coverage rates (i.e., the proportion of eligible women in a catchment area
who receive ANC services) is not common. Only 18 percent of ANC facilities have documentation
indicating that they monitor ANC coverage (Table 6.4), compared with 13 percent in 2004. Facilities
in North Eastern (41 percent) and Nyanza (29 percent) provinces are most likely to document ANC
coverage, in contrast with facilities in Nairobi (1 percent) and Rift Valley (9 percent).

Table 6.4 Management practices supportive of quality maternal health services
Percentage of facilities offering antenatal care (ANC) that have an up-to-date client register, documentation of monitoring ANC coverage, and user
fees for ANC and percentage of facilities where interviewed ANC providers report receiving routine training related to their work and personal
supervision, by background characteristics, Kenya SPA 2010
Percentage of facilities
Observed up-to-date Percentage of facilities where staff report
patient registers' for: offering ANC that have: receiving routine:
Documenta- Number of
tion of facilities with
monitoring Number of Training interviewed
Background ANC User fees for | facilities related to Personal ANC
characteristic ANC PNC coverage ANC offering ANC ANC? supervision’ | providers*
Type of facility
Hospital 94 42 26 90 48 68 86 47
Health centre 93 33 16 89 79 72 93 77
Maternity 79 11 8 95 16 65 73 15
Clinic 61 15 11 89 83 65 68 78
Dispensary 81 19 19 69 285 72 92 266
Managing authority
Government 88 27 23 69 306 74 92 288
NGO 88 19 3 99 18 66 87 18
Private (for profit) 61 12 11 89 108 56 71 101
Faith-based organisation 78 19 9 94 78 76 89 76
Province
Nairobi 69 22 1 88 33 77 83 32
Central 81 36 24 97 71 55 69 63
Coast 76 19 10 77 57 83 86 52
Eastern 78 18 19 80 84 78 95 80
North Eastern 81 0 41 35 17 43 86 10
Nyanza 93 37 29 78 78 66 94 75
Rift Valley 79 17 9 68 130 72 90 130
Western 88 14 21 84 41 70 87 40
Total 81 22 18 78 509 70 87 483
! Register has entry within past seven days that indicates, at minimum, whether this was the first or a follow-up visit for ANC and, for PNC register,
number of days postpartum.
2 A facility has routine staff training if at least half of interviewed providers reported they had received pre- or in-service training related to their
work during the 12 months preceding the survey. This refers to structured sessions and does not include individual instructions received during
routine supervision.
* A facility has routine staff supervision if at least half of interviewed providers reported they had been personally supervised at least once during
the six months preceding the survey.
*Includes only providers of ANC in facilities offering ANC services.
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6.3.2 Practices Related to User Fees

User fees may have a positive effect on service utilisation by increasing the funds available to
the facility if the system channels these funds back to the facility. At the same time, they may also
have a negative effect by deterring poor clients from using these services. In any case, displaying user
fees (or advertising that there are no fees for certain services) contributes to the quality of care by
letting clients know the cost of services in advance.

ANC services are subsidised to some extent in all government facilities in Kenya. Overall,
close to eight of every ten (78 percent) ANC facilities charge some form of user fees (compared with
67 percent in 2004) (Table 6.4). These are mostly NGO (99 percent), FBO (94 percent), and private
(89 percent) facilities. Maternity facilities (95 percent), hospitals (90 percent) as well as health centres
and clinics (both 89 percent) are more likely than dispensaries (69 percent) to charge user fees. Also,
facilities in Central (97 percent), Nairobi (88 percent), and Western (84 percent) provinces are more
likely than facilities in other provinces to charge user fees for ANC services. Information on specific
items for which facilities charge is presented in Table A-6.11. Half of ANC facilities have discounts
or fee exemptions for some clients.

Among ANC facilities that charge user fees, only one of every four posts all fees. Twelve
percent post some fees, while 61 percent do not post any fees at all. Hospitals (49 percent), NGO
facilities (47 percent), and facilities in Coast province (46 percent) are most likely to post all fees
(Table A-6.11).

ANC clients were interviewed as they left the facility after receiving services. They were
asked, among other things, if they paid any out-of-pocket fees for the services that they had received.
Tables A-6.12.1 and A-6.12.2 provide information on the proportion of ANC clients who reported
paying out-of-pocket fees for services received on the day of the survey and, if so, the amount.

6.3.3 Training and Supervision

ANC service providers were interviewed and information gathered on their qualifications and
on any training and supervision that they had received.

Training

Generally, a facility is considered as providing routine staff development activities if at least
half of interviewed ANC providers said they had received structured pre-service or in-service training
relevant to ANC during the 12 months preceding the survey.

Seventy percent of ANC facilities met this criterion, compared with 51 percent in 2004
(Table 6.4). There is little variation by facility type, although health centres and dispensaries (both
72 percent) are somewhat more likely than other facility types to meet this criterion. Government and
FBO facilities are more likely than NGO and private facilities to meet the criterion.

Six of every ten interviewed ANC service providers (compared with four of every ten in
2004) reported having received training related to ANC during the 12 months preceding the survey
(Table A-6.13). Providers in dispensaries and in government facilities are slightly more likely to have
received recent training. The recent training topics most frequently reported by interviewed ANC
service providers are prevention of mother-to-child transmission (PMTCT) of HIV (31 percent of
interviewed ANC providers, similar to 29 percent in 2004) and Intermittent Preventive Treatment
(IPTp) of malaria during pregnancy (34 percent of ANC providers) (Figure 6.4, Tables 6.14.1 and
A-6.14.2).
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Figure 6.4 Training Received by Interviewed ANC Service
Providers, by Topic and Timing of Most Recent Training
(N=1,486)
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Supervision

Supervising individual staff members helps promote adherence to standards and identify and
resolve problems that contribute to poor services. A facility is considered to have routine staff
supervision if at least half of interviewed providers report they had been personally supervised at least
once during the preceding six months. Eighty-seven percent of ANC facilities meet the criterion for
providing routine staff supervision (Table 6.4) (virtually the same as 86 percent in 2004). Health
centres (93 percent), dispensaries (92 percent), government facilities (92 percent), and facilities in
Eastern and Nyanza provinces (95 and 94 percent) are most likely to meet the criterion for providing
routine staff supervision.

Information on the median number of times interviewed providers were supervised and the
supervisors’ specific activities is provided in Table A-6.15.

Key Findings

Up-to-date client registers: Eight of every ten ANC facilities have up-to-date ANC client registers, the
same as in 2004. The availability of up-to-date PNC registers improved, from 5 percent in 2004 to 22
percent in 2010.

User fees: Over three-quarters of ANC facilities charge user fees for ANC services, compared with
two-thirds in 2004. Facilities managed by FBOs and NGOs are most likely to charge user fees. Six of
every ten facilities that charge user fees do not post any fees.

Staff development activities: Seven of every ten ANC facilities meet the criterion of routinely
providing training to staff, an improvement from a little over half of ANC facilities in 2004. PMTCT
and IPTp were the most common training topics, according to interviewed ANC providers.

In 2010 close to nine of every ten ANC facilities meet the criterion for having routine staff
supervision, about the same as in 2004.
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6.4  ADHERENCE TO STANDARDS FOR QUALITY ANC SERVICE PROVISION

To assess whether ANC providers adhere to service standards, KSPA personnel observed
ANC consultations. The observation checklists were based on the elements of focussed ANC
(FANC). The observers noted whether providers shared information on a topic and whether they
conducted an examination. They did not assess whether the information shared was correct, whether
an examination was properly done, or whether findings were correctly interpreted.

6.4.1 Appropriate Assessment and Examination for ANC Clients

Summary information from the observations of ANC consultations is provided in Figure 6.5.
Table A-6.16 provides a breakdown of observed ANC clients, while Tables A-6.17 through A-6.20.2
provide details on assessments, examinations, and interventions for the observed ANC clients.

Client history

During a first ANC visit the provider is expected to elicit a basic medical history to assess the
client for pre-existing risk conditions. In 90 percent and above of observed first-visit consultations,
providers asked ANC clients about their age, date of last menses, and whether they had been pregnant
previously (Figure 6.5, Table A-6.17). These percentages are improvements over 2004, when 80 to 85
percent were asked these questions. Clients were less likely to be asked about any medications they
may be currently taking, both in 2004 and presently (28 percent in 2010 and 30 percent in 2004).
Similarly, providers were less likely to ask first-visit ANC clients with prior pregnancies if they had
had any complications with the previous pregnancies (59 percent, improved from 44 percent in 2004).

Figure 6.5 Content of Client History Assessed for First-visit
ANC Clients (N=556)

Age 90
Date of last menstrual period 91
Any prior pregnancies 95

If prior pregnancy,

any complications (N=381) 59

Medicines currently taking 28

All relevant items 23

Percentage of observed first-visit ANC clients

KSPA 2010

Monitoring progress of pregnancy

All ANC clients should receive periodic assessments to monitor the progress of pregnancy,
such as measurement of blood pressure, and to identify any danger signs or risk factors for both
maternal and foetal conditions, such as vaginal bleeding. To meet defined minimum standards, all
pregnant women should be screened for syphilis at the first ANC visit within the first trimester and
again in late pregnancy. Each ANC visit should include the following components: counselling to
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seek help if vaginal bleeding occurs, measurement of blood pressure, as well as testing for anaemia,
blood glucose, and urine protein. Laboratory testing capability is necessary for facilities to be able to
provide some of these screening and preventive interventions. If a facility itself does not have the
capacity to provide the service, it should have a referral system in place to provide ANC clients with
access to the service.

Figure 6.6 provides information on the proportion of first-visit and all ANC clients who
received some of these assessments during their visits. Tables A-6.17 and A-6.18 provide this and
additional information by facility type.

Figure 6.6 ANC Assessments for First-visit (N=556) and All
Observed ANC Clients (N=1,409)
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Practically all first-visit and follow-up ANC clients (both 96 percent) had their blood pressure
measured during ANC visits (compared with nine of every ten observed ANC clients in 2004). They
were less likely to be tested for anaemia or to have their urine tested. Still, first-visit clients were more
likely than clients on subsequent visits to have anaemia and urine tests (Figure 6.6, Tables A-6.17 and
A-6.18). A slightly larger proportion of first-visit ANC clients had their blood tested for anaemia than
in 2004 (83 percent versus 77 percent in 2004). Similarly, a slightly larger proportion of first-visit
ANC clients had their urine tested than in 2004 (81 percent versus 74 percent in 2004).

Only three of every ten ANC clients were asked if they were having or had experienced any
vaginal bleeding (see Table A-6.18). Less than half of ANC clients who were at least five months
pregnant were asked if they felt foetal movement; however, foetal position was assessed for all ANC
clients who were at least eight months pregnant.
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Key Findings

Content of ANC: Ninety percent or more of first-visit ANC clients were asked their age, the date of
their last menses, and whether they had had any prior pregnancies, compared with 80 to 85 percent in
2004.

Assessment during ANC visit: Nearly all ANC clients had their blood pressure measured during the
visit (slightly better than in 2004). ANC clients were less likely to have their blood tested for anaemia
or to have a urine test. In general, a slightly larger proportion of first-visit ANC clients had their blood
tested for anaemia than in 2004, and a slightly larger proportion had their urine tested than in 2004.

6.4.2 Counselling to Promote a Healthy Outcome
Counselling topics

ANC providers are expected to routinely counsel clients on nutritional needs during
pregnancy as well as on signs and symptoms that may indicate a problem with the pregnancy. It is not
unreasonable to assume that all topics may not be discussed during every visit since most women
make multiple ANC visits. Thus, the contents of counselling for first and follow-up visits are assessed
separately.

Nutrition during pregnancy was discussed during consultations with half (53 percent) of first-
visit clients, with four of every ten (43 percent) follow-up clients, and with four of every ten clients
who were at least eight months pregnant (Figure 6.7) (see also Tables A-6.20.1 through A-6.20.3).
Nutrition was discussed with a proportion of first-visit clients similar to that in 2004 (53 percent,
versus 57 percent in 2004). However, for follow-up clients and for clients who were at least eight
months pregnant, the percentage counselled on nutrition declined (42 and 43 percent in 2010
compared with 50 percent in 2004).

The proportion of first-visit clients with whom providers discussed the progress of the
pregnancy was slightly higher than in 2004 (76 percent in 2010 versus 68 percent in 2004), whereas
the proportion for follow-up clients and for clients at least eight months pregnant was about the same,
at three-quarters of visits. Delivery plans were discussed with 71 percent of clients at least eight
months pregnant, much higher than 42 percent in 2004. In contrast, neither family planning after
childbirth nor exclusive breastfeeding was widely discussed with ANC clients. Each was addressed
with only about 30 percent of first-visit clients and with about 20 percent of follow-up clients and
clients at least eight months pregnant (Figure 6.7). Still, these findings are an improvement over 2004,
when exclusive breastfeeding was discussed with just one of every ten clients overall, and family
planning was discussed with about two of every ten first-visit clients and one of every ten follow-up
clients and clients at least eight months pregnant.

Information by facility type and province on these counselling topics is available in Tables
A-6.20.1 through A-6.20.3.
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Figure 6.7 Counselling Topics Discussed during Observed First
Visits (N=559) and Follow-up Visits (N=853) and with ANC
Clients at Least Eight Months Pregnant (N=623),
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Observed ANC clients were interviewed as they left the facility. They were asked, among
other things, about health topics that were discussed during the current or previous visits. Sixty-two
percent of interviewed clients said the provider discussed delivery plans with them (compared with
51 percent of ANC clients in 2004). Three of every ten (29 percent) said a provider discussed family
planning postpartum, while 38 percent said providers discussed exclusive breastfeeding with them
(Figure 6.8, Tables A-6.21 and A-6.22).

Figure 6.8 Topics Reported by Interviewed Clients as Having
Been Discussed Either during This or a Previous ANC Visit

(N=1,409)
£ 62
5
©
(@]
Q 51
<
3
s 38
g 35
(3 29
E
S 19
S 15
8 12
g

Any Vaginal Fever Swollen Fatigue Headache Reduced Exclusive Delivery  Using

warning bleeding face or or or blurred  foetal breast- plans family
signs hands  breath- vision movement feeding planning
lessness after delivery

Counselling on specific warning sign

mentioned by client
KSPA 2010

128 | Maternal Health and Newborn Care Services



Interviewed clients were also asked to mention specific warning signs that were discussed
during the current or previous ANC visits. Half (51 percent) said they had discussed warning signs
and symptoms in general (compared with 36 percent in 2004); however, only small proportions of
clients were able to name any of these warning signs. Vaginal bleeding is the most commonly
mentioned warning/danger sign, mentioned by 35 percent of interviewed clients (compared with
31 percent in 2004), followed by reduced foetal movements (19 percent), headache or blurred vision
(15 percent), and swollen face or hands (12 percent) (Figure 6.8, Tables A-6.21 and A-6.22). The least
mentioned warning signs were fever (9 percent), fatigue or breathlessness (7 percent), and
convulsions (1 percent).

Key Findings

ANC counselling topics: First-visit ANC clients in general are more likely to receive counselling on
various health topics than follow-up clients.

There is an improvement over 2004 in the proportion of clients at least eight months pregnant who are
counselled on delivery plans. However, the proportions of ANC clients counselled on either family
planning or exclusive breastfeeding remain low, although substantially improved over 2004.

There is also an improvement over 2004 in the proportion of interviewed clients who said they were
counselled by providers on various warning signs. However, the proportion of clients who could
mention specific warning signs remains low.

6.4.3 Supporting Continuity of Care

Continuity of care, including monitoring changes between visits, is important to quality ANC.
One of the more reliable ways to achieve continuity of care is to maintain a record of relevant history
and findings as well as interventions or treatments provided. Details on providers’ use of individual
client cards during ANC visits are provided in Table A-6.24.

During 97 percent of first visits and 98 percent of follow-up consultations, the provider was
seen to look at or refer to the individual client card during the consultation. Providers wrote on the
cards of virtually all clients, both first-visit and follow-up.

Outcome of ANC visit
Information on the outcome of observed ANC visits is presented in Table A-6.25.

The great majority of clients (eight of every ten) were sent home after their meeting with the
provider. Nineteen percent were referred to another provider within the facility, while one percent
were referred to another facility. Intra-facility referral seems more common in hospitals (24 percent of
ANC clients seen in hospitals) and maternity facilities (26 percent) compared with, at the opposite
extreme, 8 percent of ANC clients seen in clinics.

6.5  CLIENT OPINION OF SERVICE PROVISION

When observed ANC clients were interviewed as they left the facility, they were asked
questions about their opinions of the services they received that day and about any problems they may
have encountered.
6.5.1 Major Problem During Visit

The most common client concern was the waiting time to see a provider. About one-quarter

(26 percent) of interviewed clients considered this to be a major problem for them (Table A-6.26).
There is not much difference by facility type; however, clients in hospitals and health centres are more
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likely to consider waiting time a major problem. Few clients mentioned other concerns, such as the
attitude of the provider toward them or the cost of services, as major problems.

6.5.2 Facility Nearest Home

Twenty-three percent of interviewed ANC clients reported that the facility they were
currently visiting was not the one closest to their home. When asked why they did not visit the closest
facility, two of every ten cited the bad reputation of the nearest facility as the main reason (Table A-
6.27). Fifteen percent cited the higher cost of services at the facility nearest their home.

6.6  AVAILABILITY OF DELIVERY SERVICES AND CAPACITY TO PROVIDE QUALITY DELIVERY CARE

The 2010 KSPA assessed the availability of emergency obstetric care and the presence of
standards, equipment, and supplies and of health system components to support quality delivery
services. The following aspects were assessed:

e Availability of delivery services and home delivery care practices
e Infrastructure and resources to support quality delivery services
e Practices related to signal functions
o Documentation of delivery procedures and outcomes
6.6.1 Availability of Delivery Services

Table 6.5 provides information on the availability of maternal health services as well as
details on the availability of emergency transport and services supporting safe home delivery. Table
A-6.29 provides information on median travel time using the most common transport system. Overall,
there is a slight decline from 2004 in the availability of maternity services.

Normal deliveries

Three of every ten facilities offer services for normal deliveries (Table 6.5), compared with
almost four of every ten facilities in 2004. Services for normal deliveries are almost universally
available in hospitals (95 percent, the same as in 2004), and widely available in maternity facilities
(85 percent, versus 87 percent in 2004) and health centres (83 percent). However, only 4 percent of
clinics offer normal delivery services, contributing to the apparent overall decline in the availability of
these services. There is not much variation among government, FBO, and NGO facilities; however,
private facilities are much less likely to offer these services. There is notable variation among the
provinces. For example, Nyanza (52 percent), Western (47 percent), and North Eastern (44 percent)
provinces have a higher percentage of facilities offering delivery services than other provinces.
Facilities in Central (13 percent) and Rift Valley (27 percent) provinces are least likely to offer
normal delivery services.
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Table 6.5 Availability of maternal health services
Percentage of facilities that offer specific maternity services, transportation for maternity emergencies, and services supporting safe home delivery with
traditional birth attendants (TBAs), community health workers (CHWs), or community midwives, by background characteristics, Kenya SPA 2010
Facility-based maternity services Services supporting safe home delivery
Transpor- Active
ANC, tation commu-
normal support Active Active nity
ANC and  delivery, for TBAs CHWs  midwives
Antenatal  Normal normal and maternity Any home  working  working  working
Background care delivery Caesarean delivery caesarean emergen- delivery with with with ~ 'Number of
characteristic (ANC) services  section  services  section cies' services’ facility facility facility facilities
Type of facility
Hospital 94 95 52 93 50 88 4 12 54 14 51
Health centre 99 83 1 83 1 77 9 17 64 9 80
Maternity 93 85 30 84 30 78 8 10 27 14 17
Clinic 41 4 0 4 0 31 2 2 12 0 203
Dispensary 84 21 0 21 0 47 3 24 57 4 340
Managing authority
Government 89 36 3 36 3 55 4 27 68 7 344
NGO 85 38 4 37 3 64 30 20 66 2 22
Private (for profit) 46 16 5 15 5 36 1 2 13 1 236
Faith-based organisation 88 43 9 43 9 60 1 5 25 2 88
Province
Nairobi 79 32 13 32 13 57 2 0 37 3 41
Central 56 13 4 13 4 30 0 2 20 5 125
Coast 70 27 4 27 4 53 4 8 39 5 81
Eastern 71 30 3 30 3 45 4 12 41 2 118
North Eastern 69 44 4 42 3 46 18 41 62 0 24
Nyanza 94 52 5 51 5 70 2 22 67 2 82
Rift Valley 74 27 4 26 3 50 3 25 47 3 174
Western 94 47 6 47 6 60 8 27 66 24 44
Total 74 30 5 30 5 49 3 15 44 4 690
! The facility has an ambulance, or there is a system in place whereby the facility provides some support for emergency transportation to a referral site.
? This may be either a routine service or services only for emergency cases.

Caesarean section

Services for caesarean sections are not expected to be widely available in all types of
facilities. Overall, only 5 percent of facilities provide caesarean sections (compared with 7 percent in
2004). Half of hospitals provide the service, compared with 76 percent in 2004. Services for caesarean
sections are uncommon among all managing authorities. As in 2004 only 3 percent of government
facilities provide caesarean sections. This is because the majority of government facilities are lower
level facilities that are not expected under normal circumstances to provide this service.

Transport for maternity emergencies

Availability of transportation during maternity emergencies is crucial to the welfare of both
mother and newborn. One way to improve outcomes during such emergencies is to provide rapid
transport to a facility where the appropriate services are available. Without a facility-supported
emergency transportation system, the expectant mother and her family are forced to find their own
means of transport during an emergency. Even when an ANC facility does not offer delivery services,
it is desirable to have emergency transport available. For many home deliveries, the facility where a
woman receives ANC may be the nearest health care facility where help can be sought in an
emergency.

Overall, half (49 percent) of all facilities have transportation support for maternity
emergencies™ (Table 6.5). Hospitals (88 percent), maternity facilities (78 percent), and health centres
(77 percent) are much more likely than other facility types to have such a system. Facilities managed
by NGOs, FBOs, and the government also seem more likely to have transport for maternity
emergencies than private facilities. Among the provinces facilities in Nyanza province are most to
have such support.

12 The facility has an ambulance, or there is a system in place whereby the facility provides some support for
emergency transport to a referral site.
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Among facilities having an emergency transportation system, three of every ten have an
ambulance or a vehicle that is based in that facility; about two-thirds (64 percent) use a vehicle that is
based at another facility; while one-quarter hire vehicles. Nearly half of facilities participate in
schemes to offset the costs of transport (Table A-6.29). (Some facilities use more than one of these
approaches.) Facilities in North Eastern province (15 percent) are much less likely than other facilities
to have an ambulance but are likely to have access to a vehicle based at another facility (94 percent).

6.6.2 Domiciliary Care Practices

In countries where a large proportion of deliveries take place at home (frequently with the
assistance of traditional birth attendants (TBAS), a support system from a health facility may increase
a woman’s chances of having a safe delivery. Research has found that every pregnancy is at risk;
therefore, every pregnant woman should receive skilled care during delivery. The concept of
domiciliary care operates on the understanding that skilled care can be provided at the community
level. A common approach is for facility staff to attend home deliveries, either routinely or only in
cases of emergency. Retired midwives in the community can also provide skilled care to women
during home deliveries.

Only 3 percent of facilities in Kenya have services supporting safe home delivery (Table 6.5),
similar to 5 percent in 2004. NGO facilities (30 percent) and facilities in North Eastern province
(18 percent) stand out as most commonly providing home delivery services.

Fifteen percent of facilities report that they have active TBAs working with the facility, while
44 percent have active community health workers (CHWSs) working with the facility. Health centres
(64 percent) and government and NGO facilities (68 and 66 percent, respectively) are most likely to
be working with CHWSs. In Nyanza (67 percent), Western (66 percent), and North Eastern
(62 percent) provinces, facilities are the most likely to have active CHWSs working with them. As for
TBAs, 41 percent of facilities in North Eastern province work with them, whereas there are no
facilities in Nairobi that report working with active TBAs (Table 6.5). Only 4 percent of facilities
have active community midwives working with the facility.

Key Findings

Services for normal deliveries: Thirty percent of facilities provide services for normal deliveries, a
decline from 38 percent in 2004. The decline is due to the decline in the proportion of clinics
providing the services. Facilities in Nyanza are more likely than those in other provinces to
provide services for normal deliveries.

Caesarean sections: Only 5 percent of facilities provide caesarean section services, similar to
7 percent in 2004. Half of hospitals (a decline from 76 percent in 2004) provide the service.

Transportation support: Half of facilities have transportation support for maternity emergencies,
with hospitals, health centres, and maternity facilities being most likely to have transportation
support. Facilities in Nyanza province are more likely than those in other provinces to have
transportation support.

6.6.3 Infrastructure and Resources to Support Quality Delivery Services

In addition to basic infrastructure that assures privacy and supports infection control, several
types of equipment and medicines are needed to support safe deliveries. Tables 6.6 and 6.7 provide
summary information on infrastructure, equipment, and supplies for delivery services, including
medicines for normal and complicated deliveries and other elements to support quality deliveries
(guidelines, partographs, and 24-hour delivery provider). Tables A-6.30 through A-6.36 provide
details on elements assessed for delivery services, including processing of equipment for re-use, as
well as information on equipment for emergency obstetric care. Information on supportive
management and supervision is provided in Tables A-6.42 through A-6.44.
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Table 6.6 Availability of elements for quality delivery services
Among facilities offering delivery services, percentage that have infection control items, sterilisation or high-
level disinfection (HLD) capacity, infrastructure and furnishings, and other elements to support quality delivery
services, by background characteristics, Kenya SPA 2010
Percentage of facilities offering delivery services with: Number of
Capacity for All delivery facilities
All items for sterilisation/ room All other offering
Background infection HLD infrastructure ~ elements to delivery
characteristic control’ processing”  and furnishings® support quality* services
Type of facility
Hospital 69 66 55 48 48
Health centre 68 46 48 20 66
Maternity 54 50 68 18 14
Clinic 28 43 43 0 8
Dispensary 47 24 6 5 70
Managing authority
Government 64 38 28 21 124
NGO 17 20 19 5 8
Private (for profit) 53 59 66 18 37
Faith-based organisation 53 52 41 22 38
Province
Nairobi 69 62 76 25 13
Central 73 62 44 27 16
Coast 37 38 39 22 22
Eastern 40 29 26 25 35
North Eastern 75 27 23 8 11
Nyanza 53 35 32 17 43
Rift Valley 72 55 40 16 47
Western 66 47 29 26 21
Total 58 43 36 20 207
' Soap and running water or else hand disinfectant, clean latex gloves, disinfecting solution for decontaminating
reusable items, and sharps box.
2 In location where delivery services equipment is processed, equipment and knowledge of minimum
Erocessing time for sterilising or HLD processing, and an automatic timing device were available.
Bed, examination light, and privacy (both visual and auditory).
* Guidelines, partographs, and 24-hour delivery provider on site or on call, with duty schedule observed.

Infection control

Infection is one of the most common causes of maternal and neonatal morbidity and
mortality. Therefore, infection control practices are essential for quality delivery care. Among
facilities offering delivery services, about six of every ten (58 percent, compared with 40 percent in
2004) have all items for infection control available in the delivery service area. These items include
soap and running water or else hand disinfectant, clean latex gloves, disinfecting solution for
decontaminating reusable items, and a sharps box (Tables 6.6 and A-6.30)."* Hospitals (69 percent)
and health centres (68 percent) are more likely than other facility types to have all infection control
items.

Table A-6.30 provides information on the availability of individual items for infection
control. The items most often missing are hand disinfectants (available in 32 percent of facilities) and
soap (available in 65 percent of facilities).

Among managing authorities, government facilities (64 percent) are most likely to have all
items for infection control, while NGO facilities are least likely (17 percent). Over half of all of the
facilities in all the provinces except Coast and Eastern provinces (at 37 and 40 percent, respectively)
have all items for infection control (Table 6.6).

3 The items assessed for infection control in 2004 were soap, water, sharps box, disinfecting solution, and clean
latex gloves.
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Sterilisation of delivery equipment

The 2010 KSPA assessed the systems in place for the final processing of delivery equipment.
Findings are presented in Tables 6.6 and A-6.31 through A-6.33.2.

Among facilities offering delivery services, 92 percent report that they process delivery
equipment in the facility (16 percent in the delivery services area, 76 percent in the main facility area).
Only 4 percent report that they process their equipment outside the facility. Four percent report that
they do not process delivery equipment at all (Table A-6.31). Among the facilities that offer delivery
services and process equipment in the facility, 46 percent use either dry heat or autoclave, and
2 percent use boiling or chemical high-level disinfection. Half (53 percent) report sterilisation but
were missing either equipment or correct knowledge of processing time (Table A-6.32).

One-third (34 percent) of delivery facilities that process equipment in the facility had written
guidelines for sterilisation or HLD procedures at the processing site (compared with 23 percent in
2004) (Table A-6.32). The availability of guidelines for sterilisation or HLD processing varies by
facility type and among provinces. For example, guidelines are more likely to be available in hospitals
(50 percent) than in clinics (14 percent) or dispensaries (12 percent).

Overall, by 2010 KSPA definitions, four of every ten facilities (43 percent) that offer delivery
services have the capacity for sterilisation or HLD processing™* (Table 6.6) (compared with 34 percent
in 2004). The general lack of automatic timers at processing sites contributes to the low proportion of
facilities at the lower levels of care that have the capacity to sterilise/HLD process equipment.

Infrastructure for delivery

Items to support quality delivery services were also assessed. Findings are presented in Table
6.6 and Figure 6.9.

A bed, examination light, and privacy (both visual and auditory) are considered basic delivery
room infrastructure and equipment. Overall, only 36 percent of facilities that offer delivery services
had all these basic items (compared with 29 percent in 2004). The best equipped facilities were
maternities (68 percent) and hospitals (55 percent). Well-equipped facilities are most common in
Nairobi province (76 percent) and in private facilities (66 percent) (Table 6.6). Looking at the items
individually, 87 percent of facilities have both visual and auditory privacy (compared with 96 percent
in 2004), and 79 percent have a bed (any type of bed or couch where a client can lie down and deliver
a baby) (compared with 98 percent in 2004). However, only 47 percent have an examination light,
compared with 31 percent in 2004 (Figure 6.9, Table A-6.30).

Elements to support quality delivery services

The partograph® is promoted internationally as a way to improve the quality of intrapartum
care and to aid early identification of complications that may be associated with labour. Sixty-three
percent of delivery facilities had blank partographs available at the service site (Figure 6.9), an
improvement from 39 percent in 2004. Partographs are found most commonly in hospitals
(84 percent), health centres (72 percent), and maternity facilities (66 percent) (Table A-6.30).

Service guidelines (or protocols) for emergency delivery services are not common at service
delivery sites. Only one-quarter of facilities had guidelines for emergency obstetric care at the service
site.

In location where delivery services equipment is processed, equipment, knowledge of minimum processing
time for sterilizing or HLD processing and an automatic timing device were available.

> The partograph is a tool that can be used by delivery service providers to monitor and assess the progress of
labour and to identify when intervention is necessary.
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Doctors (including general practitioners, obstetricians/gynaecologists, and clinical officers),
registered nurses and midwives, and enrolled nurses and midwives are the principal facility-based
delivery service providers in Kenya. Six of every ten facilities report that there is a delivery service
provider on site 24 hours a day (compared with eight of every ten facilities in 2004); 15 percent did
not have a duty schedule to support that claim (Figure 6.9, Table A-6.34).

Registered nurses/midwives and enrolled nurses/midwives are the providers most commonly
on duty at night to provide delivery services in most delivery facilities (Table A-6.34).

Figure 6.9 Items to Support Quality Delivery Services (N=207)

[Duty schedule not observed
Il Duty schedule observed

Percentage of facilities offering delivery services

Visual and  Delivery Examination Blank EmOC Provider Provider
auditory bed light parto- guideline* for delivery for delivery
privacy graphs onsite on call

24 hours 24 hours

Infrastructure for delivery Items to support quality delivery services

* EmOC = emergency obstetric care KSPA 2010

Key Findings

Infection control: Six of every ten facilities have all the items for infection control, an improvement
from four of every ten facilities in 2004.

Processing of equipment: The majority of delivery service facilities report that they process equipment
in the facility; however, according to the 2010 KSPA definition, less than half have the capacity for
sterilisation or HLD processing, mainly because of the lack of automatic timers at processing sites.

The availability of guidelines for processing of equipment has improved from two of every ten
facilities in 2004 to one-third of facilities.

Partographs and service guidelines: Blank partographs were available in nearly two-thirds of the
facilities. Service guidelines are generally not widely available. Only one-quarter of delivery service
facilities had emergency obstetric care guidelines available at delivery service sites.

Availability of delivery service providers: Six of every ten facilities report that there is a delivery
service provider on site 24 hours a day, a decline from eight of every ten facilities in 2004; 15 percent
did not have a duty schedule to support that claim.

Essential supplies for delivery services

Tables 6.7 and A-6.35 and Figures 6.10 and 6.11 provide information on the availability of
medicines and supplies for quality services for normal and complicated deliveries.
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Certain items are considered basic requirements for supporting a normal delivery; these
include scissors or a blade, cord clamps or ties, a suction apparatus (bulb or machine), antibiotic eye
ointment for the newborn, and a disinfectant for cleaning the perineum. The availability of individual
items ranges from 70 percent having an antibiotic eye ointment to 97 percent having scissors or a
blade at the service site (Figure 6.10 and Table A-6.35). All these items are available in the delivery
area in only 57 percent of facilities overall (an increase from 36 percent in 2004), ranging from
40 percent of dispensaries to 80 percent of maternity facilities (Table 6.7). Women delivering at a
facility are expected to bring some of these supplies with them.

Additional supplies and medicines for managing complications

To manage delivery complications, facilities need more than basic supplies. For common
complications, they require additional medicines and supplies such as syringes and needles,
intravenous solution with perfusion sets, injectable oxytocic, suture materials, a needle holder, and
oral antibiotic.

In addition to these medicines and supplies for managing common complications, selected
medicines and supplies for managing serious complications (such as anticonvulsants) should also be
available. The standards call for emergency obstetric care (EmOC) facilities to have an emergency
tray of drugs available, including anticonvulsants, antihypertensives, and oxytocics, among others.

Table 6.7 Availability of medicines and supplies for normal and complicated delivery services
Percentage of facilities offering delivery services that have all essential supplies for delivery and
additional medicines and supplies for complications, by background characteristics, Kenya SPA
2010
Additional medicines and Number of
supplies for: facilities
All essential offering
Background supplies for Common Serious delivery
characteristic delivery! complications®  complications® services
Type of facility
Hospital 72 72 79 48
Health centre 61 48 62 66
Maternity 80 66 72 14
Clinic 43 50 57 8
Dispensary 40 35 52 70
Managing authority
Government 50 40 62 124
NGO 5 51 64 8
Private (for profit) 74 68 72 37
Faith-based organisation 73 68 59 38
Province
Nairobi 79 81 61 13
Central 88 77 57 16
Coast 60 59 75 22
Eastern 44 61 79 35
North Eastern 21 52 83 11
Nyanza 54 25 55 43
Rift Valley 64 49 46 47
Western 45 38 74 21
Total 57 51 63 207
! Scissors or blade, cord clamp, suction apparatus, antibiotic eye ointment for newborn, skin
disinfectant.
2 Needle and syringes, intravenous solution with infusion set, injectable oxytocic, and suture
material and needle holder all located in delivery room area; oral antibiotic (cotrimoxazole or
amoxicillin) located in pharmacy or delivery room area.
* Injectable anticonvulsant (diazepam or magnesium sulphate) in delivery room/area and an
antibiotic (penicillin or ampicillin or gentamicin) in delivery room area or pharmacy.
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Figure 6.10 Essential Supplies for Delivery (N=207)
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* ‘Available in pharmacy of facility’ in this figure is the sum of both bars. For example,
for antibiotic eye ointment, the ‘Available in pharmacy of facility’ is 90 percent, while
‘Available in delivery area’ is 70 percent. KSPA 2010

Common complications

Fifty-one percent of facilities offering delivery services (compared with 26 percent in 2004)
had all the medicines and supplies for managing common complications available on the day of the
survey.™ Hospitals (72 percent), maternity facilities (66 percent), and facilities in Nairobi (81 percent)
and Central (77 percent) provinces were more likely to have all these medicines and supplies available
than other facility types and facilities in other provinces, respectively (Table 6.7). Among managing
authorities, private and FBO facilities (both 68 percent) were most likely to have all of these
additional medicines and supplies.

As for individual items, almost all facilities had syringes and needles (96 percent of facilities),
while oral antibiotics were available in 92 percent of facilities (Figure 6.11).

Overall, there has been an improvement since 2004 in the availability of medicines and
supplies to manage common complications of pregnancy.

16 Needle and syringes, intravenous solution with infusion set, injectable oxytocic, and suture material and
needle holder all located in delivery room area and oral antibiotic (cotrimoxazole or amoxicillin) located in
pharmacy or delivery room area
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Figure 6.11 Additional Medicines and Supplies for Managing
Complications of Delivery (N=207)
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Serious complications

Additional medicines and supplies for managing serious complications'’ are available in
63 percent of facilities that offer delivery services (Table 6.7) (compared with 13 percent in 2004).
They are most common in hospitals (79 percent) and maternity facilities (72 percent), private facilities
(72 percent), and facilities in North Eastern (83 percent) and Eastern (79 percent) provinces.

Injectable oxytocin is available in the delivery area in 71 percent of facilities that offer
delivery services (Figure 6.11). Injectable anticonvulsants (diazepam or magnesium sulphate) for the
management of pre-eclampsia and eclampsia are available in the delivery service area in 80 percent of
these facilities. Injectable gentamicin is available in 79 percent of facilities (in 46 percent of facilities,
in the delivery room, and in 33 percent, elsewhere in the facility). Injectable hydralazine was available
in the delivery area of only 23 percent of facilities (compared with 32 percent in 2004), most
commonly in hospitals and maternity facilities.

Overall, there has been a general improvement over 2004 in the availability of medicines and
supplies for managing serious complications except for the decline in the availability of hydralazine.

6.7 NEWBORN CARE
6.7.1 Status of Newborn Health in Kenya

Child health indicators in Kenya have shown some improvement over the last five years.
Compared with 2003 findings, the findings of the 2008-09 KDHS show a significant reduction in
overall infant mortality, from 77 deaths per 1,000 live births in 2003 to 52 deaths per 1,000 live births
in 2008-2009. Similarly, the under-five mortality rate declined from 115 deaths per 1,000 live births
in 2003 to 74 deaths per 1,000 live births in 2009-09. These improvements can be attributed in part to
various government programmes and interventions, including: (1) the substantial increases in child
immunisation coverage nationwide, (2) improvement in key malaria indicators such as ownership and

7 Injectable anticonvulsant (diazepam or magnesium sulphate) in delivery room area and antibiotic (penicillin
or ampicillin or gentamicin) in delivery room area or pharmacy.
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use of insecticide-treated mosquito nets, (3) preventive treatment of malaria during pregnancy, and (4)
presumptive treatment of childhood fever with antimalarial medicines.

These interventions, however, do not have much impact on newborn mortality. Findings from
the 2008-09 KDHS show that newborn mortality has changed little during the same period—33 per
1,000 live births in 2003 and 31 per 1,000 live births in 2008-09) (KNBS and ICF Macro, 2010).
Neonatal mortality now accounts for approximately 60 percent of under-five mortality in Kenya
(KNBS and ICF Macro, 2010).

Up to 50 percent of neonatal deaths occur within the first 24 hours of life, and 75 percent,
during the first week of life (Zuppan, Ashman 2005). The common causes of neonatal deaths are
infections, birth asphyxia, birth injuries, complications of prematurity and low birth weight, and birth
defects. Complications of labour and maternal death are important determinants of foetal and neonatal
survival and health (Kusiako et al., 2000). Newborn health is directly linked to maternal health. Thus,
improving birth outcomes depends on improving maternal health care during pregnancy, delivery, and
the postpartum period. Improvements in maternal health care will help reduce newborn deaths.

Most newborn deaths occur at home and may involve newborn care practices of the families,
which are based on tradition and are not necessarily beneficial, perhaps sometimes even harmful. In
part to change this situation, the MOPH&S has made implementing community health services a top
priority, with the plan that these community services can offer care quickly to newborns in trouble and
also to advance healthful newborn care practices in the home. This is articulated well in the MOPHS
Joint Programme of Work and Funding, 2006/07-2009/10 and in the MOPHS strategic plan of 2008-
2010.

Kenya has developed a Child Survival and Development Strategy (CSDS) as well as the
National Road Map for Maternal and Newborn Health. These two policy documents are the blueprints
for improvement of maternal, newborn, and child health and nutrition, particularly through the
country’s health facilities. The MOPHS, in collaboration with stakeholders, has further developed an
operationalisation manual for child survival and development. Under these policies the top priority
evidence-based, cost-effective, and high-impact interventions for the newborn in Kenya include:
skilled birth attendance, newborn resuscitation, antibiotic for infections, temperature control (the
warm chain), hygienic cord care, early initiation of breastfeeding, exclusive breastfeeding, ARV
prophylaxis, and hand washing (MOPHS, 2010 unpublished).

6.7.2 Newborn Care Services and Practices

The 2010 KSPA assessed routine newborn care practices and the availability of equipment
and supplies for supporting newborn care in Kenyan health facilities. In addition, the survey noted the
availability of equipment and supplies for emergency newborn care.'® Details are provided in Figure
6.12, Tables A-6.36, A-6.38, A-6.39.1 and A-6.39.2.

8 An infant-sized Ambu bag, external heat sources to maintain body heat in infants, especially premature
newborns (including incubators and heat lamps), laryngoscopes, and endotracheal tubes, oxygen source, and
nasogastric tube.
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Figure 6.12 Emergency Support and Routine Practices for
Newborn Care (N=207)
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Equipment and supplies

Overall, 72 percent of facilities offering delivery services have newborn respiratory support in
the form of a newborn-sized Ambu bag or equivalent (compared with 56 percent in 2004) (Figure
6.12). Hospitals (92 percent) are more likely to have newborn respiratory support than other facility
types. Similarly, facilities in Rift Valley province are more likely than facilities in other provinces to
have newborn respiratory support (Table A-6.36).

Thirty percent of facilities that offer delivery services (compared with 23 percent in 2004)
have an external heat source for newborns (most often an incubator, although a heat light was
considered sufficient) (Figure 6.12). These are most available in hospitals (67 percent) and maternity
facilities (57 percent). Private facilities (54 percent) and facilities in Central (78 percent) and Nairobi
(56 percent) provinces are most likely to have external heat sources (Table A-6.36).

An oxygen source is available in 37 percent of facilities. Hospitals (75 percent), private
facilities (55 percent), and facilities in Nairobi (76 percent) and Central (71 percent) provinces are
among the most likely to have oxygen sources (Figure 6.12, Table A-6.36).

Nasogastric tubes are available in 54 percent of the facilities (Figure 6.12, Table A-6.36). As with
other equipment, they are most likely to be found in hospitals (76 percent), in privately run facilities
(72 percent), and in facilities in Nairobi (69 percent) and Central (73 percent) provinces. Only 14
percent of facilities offering delivery services have a laryngoscope and endotracheal tube (Figure
6.12).

Reported newborn care practices

Facilities were asked if newborns and mothers delivering in their facilities underwent several
routine practices. The findings are presented here.

In the past the use of catheter suction to stimulate respiration in newborns that are in some
distress was a common practice in many health facilities. However, evidence has shown that this
should not be a routine practice because it may cause injury to the newborn and also may risk mother-
to-child transmission of HIV. Among facilities offering delivery services, only 13 percent (compared
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with 42 percent in 2004) report routinely using catheter suction (Figure 6.12, Table A-6.38). This
practice is most common in maternity facilities (34 percent).

Hypothermia contributes to the morbidity and mortality of newborns. It can be prevented by
avoiding a full immersion bath during the first few hours after birth and instead drying the newborn
and either immediately giving the infant to the mother for skin-to-skin contact or wrapping the
newborn in a warm blanket. Newborn full immersion bathing is reported in only 7 percent of facilities
that offer delivery services (compared with 20 percent in 2004). The practice is most common in
maternity facilities (18 percent) and hospitals (10 percent). In contrast, 98 percent report drying and
wrapping the newborn to keep it warm.

Since low birth weight is a risk indicator for infant death, weighing the newborn provides
information essential to postnatal care. Although almost all facilities (98 percent) indicate that they
routinely weigh newborns (compared with 91 percent in 2004), somewhat less—90 percent—have an
available infant weighing scale in the delivery service area,, although this is an improvement over 78
percent in 2004 (Figure 6.12, Table A-6.38).

Vitamin A supplementation in poorly nourished children has been shown to decrease the risk
of infection and death. Newborns can receive a healthful amount of vitamin A through breast milk.
However, pregnant women are also at risk of developing vitamin A deficiency and therefore need
vitamin A supplementation after delivery. Seventy-four percent of delivery facilities (compared with
53 percent in 2004) routinely provide vitamin A supplementation to new mothers (Figure 6.12). Sixty-
nine percent of delivery facilities have vitamin A available in the delivery area, and 96 percent have
vitamin A available either in the delivery area or in the pharmacy (Table A-6.38).

Sixty-nine percent of delivery facilities routinely provide newborns with oral polio vaccine
(OPV), similar to 68 percent in 2004 (Figure 6.12). Fifty-eight percent of facilities routinely provide
BCG.

Internationally, exclusively breastfeeding the infant in the first six months of life is promoted,
while providing pre-lacteal liquids is discouraged. Providing pre-lacteal liquids to infants is practiced
in only 7 percent of Kenyan facilities (compared with 13 percent in 2004). This practice is most
common in maternity facilities (16 percent) (Figure 6.12, Table A-6.38).

‘Rooming-in’ means that the infant stays in the same room with the mother, either at all times
or part of the time while the mother is in the facility and until she is discharged. This helps to promote
exclusive breastfeeding and mother-child bonding. It is practised in 92 percent of Kenyan health
facilities that offer delivery services (96 percent in 2004) (Figure 6.12, Table A-6.38). This practice is
least likely in clinics (64 percent).

Kangaroo care, a technique wherein the newborn infant is held skin-to-skin with an adult to
ensure physiological warmth and psychological bonding, is done in 55 percent of facilities (Figure
6.12). It is most common in hospitals, health centres, and maternity facilities and least likely to be
done in clinics (21 percent) (Table A-6.38). Two other newborn care practices are found in over
90 percent of Kenyan health facilities: initiation of breastfeeding in the first hour (95 percent) and
routine complete examination of the newborn before discharge (91 percent).

Overall, useful routine newborn care practices have become more common since 2004.
Observed newborn care practices

Waiting one to three minutes after birth to clamp the umbilical cord has been shown to result
in an increase in neonatal haematocrit and haemoglobin levels, which in turn results in a significantly
lower proportion of infants with anaemia (Cernadas J, Carroli G, Pellegrini L, et al, 2006). Cord
clamping was delayed in only half of observed births (Table 6.8).
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Slightly more than half of all observed live newborns (56 percent) were placed skin-to-skin
with the mother (kangaroo care), and 60 percent were dried and wrapped. For the great majority of
newborns (93 percent), the cord was clamped or tied and cut in a manner protecting the newborn from
scissors or blade. Mothers of 76 percent of newborns were assisted to initiate breastfeeding. A little
less than half of all observed newborns benefited from the three elements of essential newborn care—
being dried and wrapped, having the cord tied or clamped and cut, and the mother helped to initiate
breastfeeding. This was most likely to be the case in health centres (58 percent) and privately run
facilities (57 percent), as well as in facilities in Nairobi (69 percent), Central (68 percent), and Rift
Valley (65 percent) provinces.

Table 6.8 Elements of essential newborn care
Among observed deliveries, percentage where providers carried out or performed the following elements of essential newborn care
immediately following the birth of the child, by background characteristics, Kenya SPA 2010
Elements of essential newborn care
Tied cord or
clamped
and cut Performed 3
Number of while Helped  indicated (*)
births with protecting  motherto  elements of
Delayed cord Placed newborn initiate essential | Number of
Background cord clamping = newborn  Dried and from scissors  breast- newborn breathing
characteristic clamping | response  skin-to-skin wrapped*  orblade*  feeding* care newborns
Type of facility
Hospital 52 463 60 59 93 76 46 455
Health centre 51 62 43 69 97 76 58 60
Maternity 45 26 23 56 87 71 29 26
Dispensary 0 7 0 0 100 100 0 7
Managing authority
Government 50 431 60 57 95 77 46 419
NGO 37 21 19 50 88 81 46 20
Private (for profit) 80 35 65 86 94 72 57 35
Faith-based organisation 48 71 41 62 88 70 41 75
Province
Nairobi 91 53 68 97 98 73 69 52
Central 29 62 52 75 85 86 68 66
Coast 29 39 37 42 92 55 28 40
Eastern 57 90 44 48 93 64 24 92
North Eastern 32 37 14 56 100 56 32 34
Nyanza 38 123 51 43 96 92 43 122
Rift Valley 88 96 89 83 91 83 65 92
Western 23 58 65 34 94 63 26 51
Total 51 558 56 60 93 76 46 548

Key Findings

Emergency support for newborn: The availability of an Ambu bag has improved from less than six of
every ten delivery facilities in 2004 to seven of every ten. The availability of an external heat source
also has improved since 2004. Nasogastric tubes are available in half of delivery facilities. Other
equipment for emergency care of newborn, such as oxygen source and laryngoscope, are not so widely
available.

Reported newborn care practices: Overall, the useful routine newborn care practices have become
more common since 2004, while the useless and not-recommended practices have declined.

Observed newborn care practices: A little less than half of all observed newborns received the three
elements of essential newborn care.

142 | Maternal Health and Newborn Care Services



6.8  MANAGEMENT PRACTICES SUPPORTIVE OF QUALITY DELIVERY SERVICES

Table 6.9 provides information on management practices related to delivery services. Table
A-6.34 provides information on the availability of delivery service providers. Tables A-6.41 and
A-6.42 provide information on fees charged for delivery services and on supportive management for
providers of delivery services. Tables A-6.43.1 through A-6.44 provide information on supervision
and staff development from the provider’s perspective.

Table 6.9 Facility-based supportive management practices

Among facilities offering delivery services, percentage with up-to-date client register, documentation of delivery coverage, mortality review, and user fees
and percentage where interviewed providers of delivery services report receiving routine training and supervision, by background characteristics, Kenya
SPA 2010

Percentage of facilities with

Percentage of facilities offering delivery services with: routine:
Facility Number of
reviews facilities with
Documenta- maternal Number of interviewed
Observed tion of and/or facilities providers of
up-to-date monitoring newborn offering normal
Background delivery delivery  deaths or near  User fee for delivery Personal delivery
characteristic register' coverage misses delivery services Staff training’  supervision® services
Type of facility
Hospital 95 33 64 94 48 50 88 47
Health centre 89 36 44 90 66 44 93 66
Maternity 85 21 35 95 14 42 63 14
Clinic 100 7 36 64 8 57 100 8
Dispensary 86 52 18 61 70 43 95 69
Managing authority
Government 93 48 42 74 124 48 92 123
NGO 87 60 11 19 8 62 95 8
Private (for profit) 86 15 42 97 37 48 83 37
Faith-based organisation 82 26 31 99 38 31 94 38
Province
Nairobi 93 10 49 100 13 44 82 13
Central 85 24 66 100 16 43 91 16
Coast 90 34 48 68 22 45 95 22
Eastern 90 44 17 67 35 42 92 35
North Eastern 100 22 59 12 11 53 83 9
Nyanza 86 52 35 84 43 63 97 43
Rift Valley 89 23 34 99 47 28 87 46
Western 94 79 44 75 21 56 89 21
Total 90 38 39 80 207 45 91 205

! Register has an entry in the past 30 days that, at minimum, indicates delivery outcome.

* A facility has routine staff training if at least half of interviewed providers reported they had received pre- or in-service training related to their work
during the 12 months preceding the survey. This refers to structured sessions and does not include individual instruction received during routine
supervision.

* A facility has routine staff supervision if at least half of interviewed providers reported they had been personally supervised at least once during the six
months preceding the survey.

6.8.1 Facility Documentation and Records

A delivery register is considered up-to-date if there is an entry for the 30 days preceding the
survey (based on the assumption that there should be at least one delivery per month in facilities that
provide the service) and if the entry describes the birth outcome. Nine of every ten facilities that offer
delivery services (compared with three-quarters in 2004) have an up-to-date delivery register (Table
6.9). Clinics (100 percent) and hospitals (95 percent) are most likely to have up-to-date registers.

The 2010 KSPA assessed whether facilities have any documentation indicating that in their
catchment area they monitor deliveries under skilled care (or, for some programme strategies,
deliveries that are attended by skilled providers affiliated with the facility). Thirty-eight percent of
facilities that offer delivery services (compared with 14 percent in 2004) have documentation showing
that they monitor delivery coverage in their catchment areas (Table 6.9). Although all levels of health
facilities have poor documentation, over half of the dispensaries (52 percent), six of every ten NGO
facilities, and eight of every ten facilities in Western province do have documentation of monitoring
delivery coverage.
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6.8.2 Systems for Quality Assurance, Including Maternal Death Reviews

One measure to assure the quality of delivery services is to systematically review all maternal
and/or newborn deaths or near-misses to identify avoidable factors involved. This helps to develop
interventions that avoid future deaths. While the 2010 KSPA did not assess the quality of these
reviews, it did enquire whether facilities implemented the process. Overall, four of every ten facilities
that offer delivery services conduct reviews of maternal and/or newborn deaths or near-misses
(compared with 27 percent in 2004) (Table 6.9). The practice is most common in hospitals
(64 percent) and health centres (44 percent) and also in facilities in Central (66 percent) and North
Eastern (59 percent) provinces. They are least likely to be conducted by facilities in Eastern province
(17 percent).

6.8.3 Practices Related to User Fees

Eighty percent of facilities offering delivery services charge some form of user fees for
delivery-related services, compared with 74 percent in 2004 (Table 6.9). User fees are common at
FBO (99 percent), private (97 percent), and government facilities (74 percent). In contrast, they are
uncommon in NGO facilities (19 percent). All facilities, or virtually all, in Nairobi, Central, and Rift
Valley provinces charge user fees.

Seventy-four percent of delivery facilities charge a fee for the actual delivery, while
14 percent have a fixed fee covering both ANC and normal delivery services. This and additional
information on items for which fees are charged is presented in Table A-6.41.

Among the facilities that routinely charge for delivery-related services, 34 percent publicly
post all the fees charged, while half do not post any fees at all (Table A-6.41). Government-run
facilities (51 percent) and facilities in Rift Valley (48 percent) are the most likely to post fees.

6.8.4 Training and Supervision
Training

A facility is defined as providing routine staff training if at least half of the delivery service
providers interviewed have received structured pre- or in-service training relevant to delivery services
during the 12 months preceding the survey. This excludes individual instruction that occurs during
routine supervision.

Forty-five percent of facilities meet the criterion of providing routine staff training (Table
6.9), compared with 32 percent in 2004. Clinics (57 percent) and hospitals (50 percent) are more
likely than other facility types to provide routine staff training. NGO facilities (62 percent) and
facilities in Nyanza (63 percent), Western (56 percent), and North Eastern (53 percent) provinces are
the most likely to provide routine staff training.

Information is presented in Table A-6.42 on the proportion of interviewed providers who had
received pre- or in-service training related to delivery services during the 12 months preceding the
survey. Figure 6.13, Tables A-6.43.1, A-6.43.2, and A-6.43.3 show the specific training that these
providers reported.

Forty percent of interviewed delivery service providers had received training related to
delivery services during the 12 months preceding the survey (Table A-6.42). Providers in clinics
(66 percent), NGO facilities (50 percent), and in Coast province (51 percent) and Nairobi and Nyanza
provinces (both 49 percent) were most likely to have routine training. The topics most often covered
were those related to delivery and newborn care, to essential obstetric care/life-saving skills, and to
HIV/AIDS (Figure 6.13).
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Figure 6.13 Training Received by Interviewed Delivery Service
Providers, by Topic and Timing of Most Recent Training (N=881)
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Staff supervision

A facility is defined as having routine staff supervision if at least half of the interviewed
delivery service providers reported being personally supervised at least once during the six months
preceding the survey. Nine of every ten delivery facilities meet this criterion. Maternity facilities
(63 percent) are least likely to meet the criterion for staff supervision (Table 6.9).

Seventy-eight percent of interviewed delivery service providers had been supervised at least
once during the six months preceding the survey (Table A-6.42).

Key Findings

Up-to-date client registers: The great majority of delivery facilities (nine of every ten) had an up-to-
date delivery register (compared with three-quarters in 2004).

Review of maternal and/or newborn deaths or near misses: Overall, four of every ten facilities that
offer delivery services (compared with 27 percent in 2004) conduct reviews of maternal and/or
newborn deaths or near-misses.

6.9 PROVIDER KNOWLEDGE

Providers of delivery and newborn care services were interviewed to assess their knowledge
of key normal delivery practices, essential newborn care, and obstetric complications. They were
asked questions pertaining to labour and delivery practices, signs of postpartum haemorrhage (PPH),
obstructed labour and the appropriate interventions, information to provide clients after an abortion,
diagnosis and management of severe pre-eclampsia/eclampsia, and elements of immediate and
essential newborn care. The findings are provided below.
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Appropriate labour and delivery practices

Providers of delivery services were asked to mention specific observations and actions that
they performed during the last delivery they conducted. They were expected to mention 11 items in
four categories—(1) monitoring of foetal heart rate; (2) assessment of degree of moulding, cervical
dilation, descent of the head, and degree of uterine contractions; (3) monitoring of the mother’s blood
pressure, pulse, and temperature; and (4) checking maternal uterine output, amniotic fluid, and
meconium.

Nearly all providers (96 percent) said that they monitored the foetal heart rate during the last
delivery they conducted, and nearly nine of every ten said they monitored maternal blood pressure
(data not shown). Eight of every ten said that they assessed cervical dilatation; an equal proportion
said they assessed maternal pulse. Only one of every five said they assessed the degree of moulding,
while one of every ten said that they monitored the pregnant woman’s urine output. Overall, only
3 percent of interviewed providers of delivery services correctly mentioned all ten items for
appropriate monitoring of labour and delivery.

When asked where they recorded the information when monitoring the last labour and
delivery they had attended, three-quarters said that they recorded the information on a partograph. A
few factors could influence the use of partographs, including first and foremost, its availability. As
reported earlier in this chapter (Table A-6.30), blank partographs were found in 63 percent of facilities
that offer delivery services.

Postpartum haemorrhage (PPH)

Providers of delivery services also were asked to mention signs that they look for in a woman
who presents with vaginal bleeding (or who develops bleeding after delivery) to assess the level of
risk to the woman. They were expected to mention the following: (1) an uncontracted (atonic) uterus;
(2) rapid pulse; (3) faint or weak pulse; (4) the amount of external bleeding; (5) the presence of
retained placenta or products of conception; (6) genital tract injuries; (7) pallor; and (8) assessment of
the woman’s urinary bladder for fullness.

Half (53 percent) of interviewed providers mentioned that they look for an uncontracted
(atonic) uterus. Three-quarters said they assess the amount of external bleeding; a little under half
(47 percent) mentioned rapid pulse; and about half (52 percent) mentioned faint or weak pulse. Half
(51 percent) said they look for pallor, and 48 percent mentioned injuries to the genital tract. Providers
are less likely to mention checking for retained products (42 percent of providers) or checking the
bladder for fullness (27 percent). Overall, only 7 percent of interviewed providers mentioned all eight
items to assess the level of risk to a woman who presents with bleeding or develops heavy bleeding
after delivery.

Obstructed labour

These providers also were asked to mention the key signs of obstructed labour. They were
expected to mention the following: (1) maternal distress; (2) little or no descent of the presenting part
of the foetus; (3) little or no change in cervical dilation; (4) development of Bandl’s ring; (5) presence
of severe moulding; (6) development of caput succedaneum; (7) first stage of labour lasting more than
12 hours; (8) second stage lasting more than 2 hours; (9) foetal death; (10) hot and dry vagina in the
pregnant woman; and (11) inadequate pelvis.

Eight of every ten interviewed provider mentioned little or no descent of the presenting part,
while 45 percent mentioned little or no change in cervical dilation. Half (51 percent) mentioned the
development of Bandl’s ring, and only two of every ten mentioned severe moulding. One-third
mentioned a protracted first stage of labour (of more than 12 hours), while 18 percent mentioned a
protracted second stage of labour (of more than 2 hours). Overall, only 5 percent of interviewed
providers of delivery services mentioned all ten signs of obstructed labour.
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Immediate and essential newborn care

Providers of newborn care also were asked questions pertaining to the newborn care that they
had last provided. They were expected to mention the following as components of the care they
provided: (1) wiped the newborn’s face upon delivery of the head; (2) provided cord care by making
sure it was cut under sterile conditions and applying nothing to the stump; (3) ensured that the baby
was breathing; (4) provided thermal protection; (5) assessed and/or examined the newborn within one
hour of birth; (6) weighed the newborn; (7) provided eye prophylaxis; (8) helped the women initial
breastfeeding within one hour of the baby being born; and (9) administered a vitamin K injection to
the newborn.

Thermal protection and wiping of the face once the head is delivered are the most widely
known elements of immediate newborn care, reported by 81 and 79 percent of providers, respectively.
All providers interviewed in clinics said that they wiped the face and also provided thermal
protection. About six of every ten providers said that they provided cord care, while 65 percent said
they initiated breastfeeding within one hour of the baby being born. Half (48 percent) said that they
provided eye prophylaxis, while only 23 percent said that they gave the newborn a vitamin K
injection.

6.10 EMERGENCY OBSTETRIC CARE
6.10.1 The Signal Functions for EnOC

Outcome indicators of maternal health, such as the maternal mortality ratio, require large
numbers of observations in the denominator, and they are amenable to change only in the long term,
over a minimum of four to five years. In recognition of these limitations, process indicators have been
developed that better facilitate data collection and interpretation. These indicators, called the UN
Process Indicators, which have been accepted by UN organisations, measure certain types of obstetric
services that have a direct bearing on maternal outcomes, including mortality and morbidity.
Availability of these critical services, or signal functions, is proven to significantly reduce maternal
deaths and improve birth outcomes. They consist of:

Administration of parenteral antibiotics

Administration of parenteral oxytocic drugs

Administration of parenteral anticonvulsants/sedatives for pre-eclampsia and eclampsia
Manual removal of the placenta

Removal of retained products of conception

Assisted vaginal delivery

Blood transfusions

Surgery (caesarean section)

NG~ E

Facilities are considered basic emergency obstetric care (BEmOC) facilities if they provide
the first six functions over a designated 3-month period and comprehensive emergency obstetric care
(CEmOC) facilities if they provide all eight functions over a designated 3-month period.

The 2010 KSPA examined the availability of EmOC services among health facilities that
provide delivery services. Because level 1 and level 2 facilities (dispensaries and clinics) are not
expected to provide comprehensive emergency obstetric services, they are excluded from the
subsequent analysis. Table 6.10.1 presents information on the proportions of facilities (hospitals,
health centres, and maternity facilities) that had applied or carried out the signal functions at least
once during the three months preceding the survey. Additional information on signal functions is
presented in Tables A-6.39.1 and A-6.39.2.
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Table 6.10.1 Signal functions for emergency obstetric care

Among hospitals, maternities, and health centres offering delivery services, percentage that report performing the signal functions for emergency obstetric care
(EmOC) at least once during the three months preceding the survey, by background characteristics, Kenya SPA 2010

Percentage of hospitals,

o Number of
maternities, and health centres hospitals
that applied or carried out Percentage of hospitals, maternities, and health centres mateﬁ'nitiés
parenteral: that applied or carried out: and health
Anti- Assisted centres
convul-  Manual  Removal  vaginal Compre- | offering
Background sants/  removal of of retained delivery Blood  Caesarean  Basic hensive delivery
characteristic Antibiotics  Oxytocics ~sedatives  placenta  products ~ (AVD)  transfusion  section EmOC' EmOC? services
Type of facility
Hospital 84 93 51 60 70 13 42 47 9 7 48
Health centre 51 81 14 38 33 0 4 1 0 0 66
Maternity 67 85 24 33 62 2 23 31 0 0 14
Managing authority
Government 57 84 21 46 47 3 14 13 2 2 79
NGO 46 26 26 20 46 6 46 46 6 6 2
Private (for profit) 79 91 39 47 63 10 23 38 6 4 27
Faith-based organisation 79 92 42 47 46 5 38 32 4 3 21
Province
Nairobi 97 100 40 55 50 14 33 50 9 7 11
Central 70 82 38 52 44 8 29 39 5 4 12
Coast 64 86 48 55 63 8 30 32 3 3 9
Eastern 42 80 14 33 40 3 15 18 1 0 19
North Eastern 73 80 55 44 44 6 47 22 6 6 4
Nyanza 80 88 35 59 60 5 19 13 3 2 25
Rift Valley 62 86 23 41 50 4 14 14 3 3 36
Western 46 82 14 33 47 0 17 18 0 0 13
Total 65 86 29 46 50 5 20 22 3 3 129

" Facility applied the first six procedures (left to right) in the three months preceding the survey.
? Facility applied all basic EmOC procedures plus blood transfusion and caesarean section in the three months preceding the survey.

The following describes the availability of the signal functions in hospitals, health centres,
and maternity facilities that offer delivery services. Any mention of ‘facilities’ refers only to hospitals,
health centres, and maternity facilities.

Basic emergency obstetric care

Sixty-five percent of delivery facilities had administered parenteral antibiotics during the
three months before the survey, compared with 36 percent in 2004 (Table 6.10.1). Hospitals
(84 percent), private and faith-based facilities (each 79 percent), and facilities in Nairobi (97 percent)
and Nyanza (80 percent) provinces were more likely than others to have administered parenteral
antibiotics during that period.

Eighty-six percent had administered parenteral oxytocics during that period, compared with
30 percent in 2004. Only three of every ten facilities had provided parenteral anticonvulsants,
compared with 23 percent in 2004.

During the three months before the survey, a little less than half (46 percent) of these delivery
facilities had carried out manual removal of the placenta (compared with one-third in 2004), while
half (50 percent) had removed retained products (compared with 20 percent in 2004).

Assisted vaginal delivery is rarely done. In Kenya assisted vaginal deliveries are performed
primarily by medical officers and obstetrician/gynaecologists and, to a small extent, clinical officers.
The procedure should involve as little trauma as possible, achieved by using a plastic cap vacuum
extractor at low pressure. Only 5 percent of the facilities—most commonly hospitals (13 percent)—
had performed an assisted vaginal delivery at least once during the three months preceding the survey
(compared with 7 percent in 2004).

Overall, only 3 percent of delivery facilities had performed all six basic signal functions
during the three months preceding the survey.
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Caesarean section and blood transfusion services

Overall, only 22 percent of facilities that offer delivery services had performed a caesarean
section at least once during the three months preceding the survey (compared with 19 percent in
2004). This service was limited almost exclusively to hospitals that offer delivery services
(47 percent, versus 76 percent in 2004) and maternity facilities (31 percent, versus 22 percent in 2004)
(Table 6.10.1).

One of every five facilities that offer delivery services had carried out blood transfusion at
least once in the three months preceding the survey (compared with 16 percent in 2004) (Table
6.10.1).

Overall, during the three months preceding the survey, only a very small proportion of
facilities (3 percent) had applied or carried out all eight signal functions that constitute comprehensive
emergency obstetric care.

Table 6.10.2 shows information on hospitals, health centres and maternity facilities that report
capacity to perform the signal functions.

Table 6.10.2 Reported capability for signal functions for emergency obstetric care
Among hospitals, maternities and health centres offering delivery services, percentage that report ability to perform the signal functions for emergency obstetric
care (EmOC), by background characteristics, Kenya SPA 2010
Percentage of hospitals,
maternities and health centres T\L(I)Tti)tzrls()f
that report ability to carry out Percentage of hospitals, maternities, and health centres mate?’nitiés
parenteral: that report ability to carry out: and health
Anti- Assisted centres
convul-  Manual  Removal  vaginal Compre- | offering
Background Anti- sants/  removal of of retained delivery Blood  Caesarean  Basic hensive  delivery
characteristic biotics ~ Oxytocics sedatives  placenta  products ~ (AVD)  transfusion section EmOC’ EmOC? services
Type of facility
Hospital 88 96 69 77 91 25 60 55 18 17 48
Health Centre 65 83 36 51 55 2 6 1 2 0 66
Maternity 82 97 44 51 72 12 50 36 8 5 14
Managing authority
Government 69 86 44 58 70 7 16 14 6 4 79
NGO 46 46 46 46 46 26 46 46 26 26 2
Private (for profit) 89 97 54 65 80 22 60 47 16 14 27
Faith-based organisation 87 95 64 66 59 13 47 36 5 5 21
Province
Nairobi 98 100 51 65 59 17 56 50 14 14 11
Central 70 85 56 57 65 9 42 42 7 7 12
Coast 74 96 59 64 88 17 45 36 8 5 9
Eastern 43 80 15 35 82 8 24 21 3 3 19
North Eastern 89 92 86 80 58 14 53 25 14 9 4
Nyanza 94 89 60 75 68 20 33 17 16 10 25
Rift Valley 71 89 46 58 67 8 20 19 8 7 36
Western 82 93 63 74 73 2 21 20 2 2 13
Total 76 89 49 61 70 11 31 25 9 7 129
' Capacity to apply or carry out the first six procedures (left to right).
? Capacity to apply or carry out all basic EnOC procedures plus blood transfusion and caesarean section.

Key Findings

Signal functions: With the exception of assisted vaginal deliveries, there is an overall improvement
since 2004 in the proportion of delivery facilities that can apply or carry out the signal functions.
However, only a small proportion had carried out all of the first six signal functions or all eight signal
functions at least once during the three months preceding the survey.
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SERVICES FOR COMMUNICABLE DISEASES:
SEXUALLY TRANSMITTED INFECTIONS, REPRODUCTIVE 7
TRACT INFECTIONS, TUBERCULOSIS, AND MALARIA

Elizabeth Juma, Christine Awuor, George Kichamu, Patricia Lasoi
7.1 BACKGROUND

7.1.1  KSPA Approach to Collection of Information on Sexually Transmitted Infections,
Tuberculosis, and Malaria

Sexually transmitted infections (STIs)

Sexually transmitted infections (STIs), including HIV/AIDS, and reproductive tract infections
(RTIs) have caused major health problems the world over. STls and RTIs affect high proportions of
the population and lead to infertility, morbidity, and even mortality in some cases. STIs are known to
increase the risk of HIV infection. Pregnant women with STIs are more likely to have low birth
weight babies, premature babies, and stillborn births (Cotch et al., 1997). There has been a recorded
increase in STI infections in the recent past in Kenya.

The effects of STIs and RTIs on reproductive health are sometimes severe and life-
threatening, and more so in women than in men. Complications include pelvic inflammatory disease
(PID), infertility (in men and women), ectopic pregnancy, and other adverse pregnancy outcomes
such as miscarriage, stillbirth, preterm birth, and congenital infection.

A 2004 UNAIDS/WHO report on HIV and AIDS estimated that about 40 million people are
infected with HIV globally, with two-thirds of these living in sub-Saharan Africa. With the advent of
HIV and AIDS, tuberculosis (TB), especially multi-drug-resistant TB (MDR-TB) is re-emerging as a
communicable disease of public health significance. This is due to the fact that TB is one of the most
common opportunistic infections among AIDS patients. It is estimated that about 6.5 million new TB
infections occur every year, while 2 million die each year as a consequence of TB infection.

Sexual contact is the most common route of HIV transmission. Hence, preventive measures
for STIs are equally relevant to the control of HIV and AIDS. Also, treating common STIs may
reduce transmission of HIV in a population.

This chapter therefore uses data from the 2010 KSPA to address the following key questions:

e To what extent are STI services available?

e To what extent do facilities offering ST services have the capacity to support quality STI
and HIV/AIDS services?

e To what extent is there evidence that health service providers adhere to standards for
provision of quality STI and HIV/AIDS services?

e Do facilities have management practices supportive of quality STI and HIV/AIDS
services?

e Do facilities have resources for diagnosing and managing TB?

o Are clients satisfied with the STI and HIVV/AIDS services provided?
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7.1.2  Health Situation Regarding STIs and RTIs in Kenya

Sexually transmitted infections and reproductive tract infections remain among the leading
causes of disease burden in Kenya today. STIs/RTIS have also been shown to increase vulnerability to
HIV infection. Despite their public health importance, STIs and RTIs have been overshadowed in the
last 10 to 15 years by the focus on HIV/AIDS.

Evidence from the 2007 Kenya AIDS Indicator Survey (KAIS 2007) revealed that the
prevalence of HSV-2 (which causes genital herpes) in the general population (ages 15-64 years) was
35.1 percent and that 80.7 percent of HIV-infected adults were also infected with HSV-2. The 2007
KAIS also found that, whereas the prevalence of syphilis among the general population was about 2
percent, it was higher among adults ages 50-64 years (4.4 percent among males and 2.5 percent
among females). Among participants who were sero-positive for syphilis, 16.9 percent had HIV; 71.5
percent had HSV-2, and 15.9 percent had both HIV and HSV-2. The KAIS also identified significant
levels of unmet need for both reproductive health programmes and HIV/AIDS/STI/RTI activities.

It is in view of this evidence that the National AIDS and STI Control Programme (NASCOP)
and various partners have embarked on a programme to revitalise the STI/RTI programme at all
service provision levels in Kenya.

7.1.3 Health Situation Regarding Tuberculosis in Kenya

Tuberculosis (TB) in Kenya is a major national health problem, among the top ten causes of
morbidity and mortality. It is the fourth leading cause of death amongst Kenyans of all ages and ranks
sixth amongst causes of morbidity as measured by Disability Adjusted Life Years (DALYs).! TB
affects all age groups, but it takes its greatest toll on those 15-45 years of age.

Kenya ranks 13" on the list of 22 high-burden tuberculosis (TB) countries in the world and
has the fifth highest burden in Africa. According to the World Health Organization (WHQO’s) Global
TB Report 2009, Kenya had more than 132,000 new TB cases per year, for an annual incidence rate
of 142 new sputum smear-positive (SS+) cases per 100,000 population.

The national tuberculosis case notification rates (CNR) have increased steadily, from 54 per
100,000 population in 1991 to an alarmingly 338 per 100,000 population for all forms of TB in 2007.
In 2009, case notification stood at 284 per 100,000. Smear-positive pulmonary TB cases ranged from
approximately 38/100,000 to 98/100,000 between 1990 and 2008. This reflects an increasing burden
of TB in the country.

To address the growing burden of TB in Kenya, the country established the Division of
Leprosy, Tuberculosis and Lung Disease (DLTLD) in the Ministry of Public Health and Sanitation to
coordinate TB control activities. Decentralisation of TB control services from national and sub-
national levels down to the community level is intended to increase access to services. Some of the
key strategies to support the management of TB in Kenya include strengthening the collaboration
between TB and HIV control programmes, in order to promote the integrated delivery of TB and HIV
services, and the promotion of private—public partnerships, in order to increase the number of private
providers integrated into the TB service provider network, coupled with sustained public education
campaigns, health care worker training, promotion of early care-seeking and adherence to treatment at
the community level and better TB case management by health care providers.

The DLTLD began to implement the WHO-recommended DOTS (the internationally
recommended strategy for TB control) in 1993 and reported 100 percent DOTS coverage by 1997. In
2005 the DOTS case detection rate reached WHO’s target of 70 percent and in 2007 rose to
72 percent. Data from the national programme show the DOTS treatment success rate met WHO’s

1 DALY is the sum of years of potential life lost due to premature mortality and the years of productive life lost
due to disability.
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target of 85 percent in 2007. WHO estimates that there were 2,016 incident cases of multidrug-
resistant (MDR) TB in Kenya in 2007 and only 4.1 percent of these cases were diagnosed and
notified. The proportion of TB cases detected who are cured under directly observed treatment has
risen from 78 percent in 2000 to 85.6 percent in 2007. By 2009 the treatment success rate for sputum-
positive TB cases had risen to 86.4 percent, demonstrating a significant improvement. According to
the 2009 DLTLD annual report, the number of reported TB cases has increased tenfold, from 11,625
in 1990 to 110,065 cases in 2009. The average annual increase over the past 10 years is 7 percent for
all forms of TB. However, over the last 5 years, the annual increase of notified TB cases slowed down
to an average of 1 percent.

The increase in the number of TB patients, particularly since the early 1990s, poses a major
threat to the health and the economy of the country. This increasing number of TB cases is thought to
be largely associated with the growing HIV epidemic; about half of all Kenyan TB patients are co-
infected with HIV—44 percent in 2009. Other factors include poverty and social deprivation that have
led to a proliferation of urban slums, congestion, and limited access to general health care services.

The annual decrease in the TB case notification rate is about 8 percent. By the end of 2009,
cases of all forms of TB notified in the public sector numbered 110,065. WHO (2007) estimates that
only 80 percent of TB cases are being detected in Kenya, meaning that the remaining 20 percent that
go undetected continue to transmit tuberculosis. The TB epidemic has posed new challenges in the
face of the HIV and the socio-economic environment. In addition to the role of TB in the HIV
epidemic, another major challenge is drug-Resistant TB (DR-TB). This includes multi-drug resistant
TB (MDR-TB), poly-drug resistant TB (PDR-TB), and extremely drug resistant TB (XDR-TB). WHO
estimates that there were approximately 2,000 cases of multidrug-resistant TB in Kenya in 2007,
although only 4.1 percent of these cases were diagnosed and notified (MOPHS, 2009). The highest
proportion of those diagnosed with DR-TB is males ages 25-34. Some 27 percent of those with DR-
TB were co-infected with HIV.2

The policies in place to improve the TB situation include the continued pursuit of quality
DOTS expansion; enhancement of efforts to address TB/HIV, MDR-TB, and other special challenge;
and health care system strengthening. The Ministry of Public Health and Sanitation oversees the
coordination, monitoring, and evaluation of TB control efforts, and all TB drugs are sourced only
from government facilities.

7.1.4 Health Situation Regarding Malaria in Kenya

In Kenya clinically diagnosed malaria is responsible for 30 percent of outpatient
consultations, 15 percent of hospital admissions, and approximately 3.5 percent of inpatient deaths in
endemic areas. About 15 million malaria cases were reported in 2006 (HMIS 2008).

Kenya is broadly divided into four malaria eco-epidemiological zones: endemic, highland
epidemic-prone, seasonal low transmission including arid and semi-arid, and low-risk zones. The
Kenya Malaria Indicator Survey of 2007 found a national parasite prevalence of 7.6 percent by rapid
diagnostic test (RDT) and 3.5 percent by microscopy in children less than five years of age. The same
study also found that children under five years of age residing in rural areas are twice as likely as their
urban counterparts to be infected with malaria. There are variations in the malaria parasite prevalence
across the country among under-fives: 17 percent in endemic areas, 1.4 percent in areas of seasonal
transmission (arid and semi-arid lowlands), 1 percent in epidemic-prone areas, and 0.4 percent in
malaria-free low-risk transmission areas. In 2009 a model-based map of the intensity of P. falciparum
transmission in Kenya, as indicated by the proportion of infected children ages 2-10 years in the
community, was produced. Based on this map, 78 percent of the population of Kenya live in areas
where the parasite prevalence is less than 5 percent (Noor et al., 2009).

2 Source: NLTP administrative data 2007
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Malaria in children

Malaria is one of the leading causes of child morbidity and mortality. Infection with malaria
also has long-term consequences for child development, including chronic anaemia and neurological
complications leading to poor academic performance.

Malaria in pregnant women

Pregnant women are a vulnerable group in whom malaria has devastating effects. Malaria
during pregnancy causes febrile illness, anaemia, an increase in the risk of maternal illness and death,
miscarriage, stillbirth, low birth weight, and neonatal death.

Malaria in people living with HIV/AIDS

Malaria infection and fever rates are increased in people living with HIV/AIDS, especially
those with low CD4 counts or high viral loads, and malaria in people living with HIV/AIDS is
associated with more severe disease and death. In pregnancy women with HIVV/AIDS experience more
episodes of malarial fever and more malaria-related adverse birth outcomes than women who are not
HIV-positive (Ter Kuile et al., 2004). During malaria attacks in persons infected with HIV, there is a
transient increase in HIV transcription, which may accelerate progression to AIDS and increase
transmission of HIV.

Malaria and poverty

Malaria is a major factor contributing to poverty in Africa. It is estimated that the total yearly
economic burden of malaria in Africa is about US$12 billion (World Bank, 2008). Malaria’s public
health impact is compounded by costs, both direct (prevention and treatment) and indirect (labour
time lost caring for the sick). In Kenya an estimated 170 million working days are lost annually as a
result of malaria (Maneno et al., 1998) The household cost of a single episode of malaria in Africa
ranges from US$4.50 in Mali to US$6.87 in Ghana. There is no reason to believe that the cost of a
malaria episode in Kenya is less than that in Ghana; thus, malaria alone takes up more than 50 percent
of Kenyan households’ expenditure on health, which was estimated to average US$12 in 2007.
Worldwide, malaria is estimated to reduce growth of the gross domestic product of a country by 1.3
percentage points per annum (Gallup and Sachs, 2001).

This chapter presents KSPA 2010 data on STIs, RTIs, TB, and malaria services offered
throughout the country to support evidence-based programming and policy direction.

7.2 AVAILABILITY OF STI SERVICES

The 2010 KSPA assessed STI service availability and delivery conditions. In general, clients
seeking health care specifically for symptoms of STIs are examined in a general outpatient department
(OPD). Less commonly, there are specific STI clinics or service areas. Women clients seeking
services for ANC or family planning may also require STI services. Hence, including STI screening
and treatment as a component of these services may increase early detention and treatment.

Table 7.1 provides information on the availability of STI services, while Table A-7.1 provides
information on the availability of STI services in facilities reporting no primary STI services.
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Table 7.1 Availability of services for sexually transmitted infections
Percentage of facilities offering services for sexually transmitted infections (STls) and, among these, percentage where STl services are provided in
the indicated service area and percentage where STl services are offered five or more days per week, by background characteristics, Kenya SPA
2010
Among facilities offering STI services, Percentage
percentage offering STl services in:' of facilities
Percentage Pri ice locati where
of facilities rimary sefvice ‘ocation OPD or services for
offering Compre- CCC,and STIsare Number of
STI hensive FPand  available = facilities
services as General care ANC ANC at least 5 offering
Background a primary 'Number of outpatient  Special centre Family service service  days per STI
characteristic service | facilities (OPD) clinic? (CCC)  planning’ area’ areas week services
Type of facility
Hospital 98 51 94 4 1 43 47 32 97 49
Health centre 100 80 99 1 0 54 80 50 92 80
Maternity 94 17 100 0 0 63 77 61 94 16
Clinic 85 203 94 6 0 75 42 38 93 172
Dispensary 97 340 98 2 0 89 77 71 96 329
Managing authority
Government 97 344 98 2 0 83 74 66 97 332
NGO 90 22 99 0 1 69 86 69 99 20
Private (for profit) 87 236 95 5 0 74 46 42 92 206
Faith-based organisation 100 88 96 2 1 61 77 52 92 88
Province
Nairobi 90 41 100 0 0 42 75 36 97 37
Central 92 125 85 14 0 81 54 44 99 115
Coast 90 81 98 0 2 75 68 62 92 73
Eastern 98 118 100 0 0 78 63 57 96 115
North Eastern 94 24 99 0 0 64 72 64 89 23
Nyanza 96 82 99 1 0 76 70 63 98 79
Rift Valley 92 174 99 0 0 83 66 57 91 160
Western 99 44 99 1 0 79 85 76 92 43
Total 94 690 97 3 0 77 66 56 95 646
" If services are integrated, they may be available at multiple sites in the same facility. In small facilities one service site and one provider may
E)rovide services for general outpatients, ANC, and family planning clients.
These could be specialised STI clinics in the facility. In some cases the special clinic is the gynaecologic clinic for females and the urology clinics
for males.
* In these cases providers of family planning and ANC services are reported to routinely diagnose and treat STI.

Table 7.1 shows that STI services, which include counselling only, testing, diagnosis, or
treatment, were available in 94 percent of health facilities, essentially unchanged from 92 percent in
2004. Among facilities offering STI services, 97 percent of them offer the services as part of general
outpatient curative services, while 3 percent have special clinics. Ninety-five percent of facilities offer
STI services at least five days per week, with the services integrated into ANC services in two-thirds
of the facilities. Among facilities that offer STI services, 56 percent report that the services are
available to clients in the three relevant areas of general outpatient, family planning, and antenatal
care (ANC) services.

Private, for-profit facilities (87 percent) and facilities in Nairobi and Coast provinces (both 90
percent) are somewhat less likely to offer STI services than other facilities.

Key Findings

Service availability: STI services are offered in 94 percent of facilities and are integrated into FP,
ANC, and general outpatient services in slightly over half of facilities.

Private, for-profit facilities and facilities in Nairobi and Coast provinces are somewhat less likely than
other facilities to offer STI services.

7.3 CAPACITY TO PROVIDE QUALITY STI SERVICES

The 2010 KSPA assessed systems, infrastructure, equipment, and supplies for supporting
quality STI services. Although STI services are provided in multiple sites in large facilities,
information on whether facilities have the capacity to provide quality STI services comes only from
the general OPD, which is the main STI service area.
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Table 7.2 provides information on whether facilities have the infrastructure and resources to
support STI counselling and examination services, while Figures 7.1, 7.2, and 7.3 provide information
on items to support quality STI services, diagnosis, and utilisation and on the availability of tests for
STls.

Table 7.2 Availability of infrastructure and resources to support quality counselling and examinations for sexually transmitted infections

Among facilities offering services for sexually transmitted infections (STls), percentage with all components to support counselling, diagnosis, and treatment for STls, by
background characteristics, Kenya SPA 2010

All condi-
Allitems  tions to Number
to support  provide Method for diagnosing STls Testing capacity for:' Medicines of facilities
quality quality to treat 4 | offering
Background counsel-  physical Gonor- Wet Chla- HIV/ major STI
characteristic ling’ exam’  Etiologic Syndromic* Clinical ~ Syphilis®  rhoea®  mount’  mydia® AIDS’ STIs™ services
Type of facility
Hospital 38 26 89 74 53 72 66 96 6 88 71 49
Health centre 36 29 82 85 61 39 20 75 3 73 45 80
Maternity 33 42 93 53 41 38 49 79 2 71 85 16
Clinic 6 29 79 58 42 22 20 51 4 41 69 172
Dispensary 30 15 34 62 68 13 10 32 0 30 33 329
Managing authority
Government 34 11 39 66 71 18 12 37 1 36 27 332
NGO 28 21 46 86 74 23 18 36 5 36 26 20
Private (for profit) 11 36 77 59 42 24 23 51 4 42 70 206
Faith-based organisation 22 32 84 64 42 42 35 87 2 73 83 88
Province
Nairobi 30 38 74 77 65 41 29 58 1 44 78 37
Central 16 27 73 56 31 28 31 50 5 42 57 115
Coast 8 28 63 85 42 33 22 59 0 65 56 73
Eastern 24 12 43 46 64 13 22 52 2 38 41 115
North Eastern 18 0 32 52 73 8 5 34 0 16 68 23
Nyanza 51 24 63 90 67 29 12 51 4 49 39 79
Rift Valley 22 22 53 61 72 18 12 38 1 40 43 160
Western 43 18 55 62 62 25 14 53 1 40 36 43
Total 25 22 58 64 58 24 19 49 2 43 48 646

" Capacity to conduct a test does not mean the facility routinely utilises the test.

* Visual and auditory privacy, any guidelines and any visual aids or educational materials, individual client charts, and condoms in STl service delivery area.
? All infection control items (soap, water, latex gloves, disinfecting solution, and sharps box), visual privacy, examination bed, and examination light.

* This refers specifically to following the WHO syndromic approach algorithms.

® Either venereal disease research laboratory (VDRL) test or reactive protein reagin (RPR) test kit.

® Gram stain reagents and functioning microscope or culture capacity.

7 Functioning microscope and slides.

® Geimsa stain for chlamydia.

° ELISA, Western Blot, or Rapid Antibody Test in facility.

"% At least one medicine to treat each of four STls: syphilis, gonorrhoea, trichomoniasis, and chlamydia.

7.3.1 Infrastructure and Resources to Support Quality STI Assessment and Counselling

To achieve quality counselling on STIs, complete privacy is required to enhance open
communication and trust between the service provider and the client. This is an important ingredient
in adhering to protocols and set standards.

Ninety-seven percent of facilities provide counselling for STIs in an environment that allows
for both visual and auditory privacy (Figure 7.1 and Table A-7.2), up from 87 percent in 2004. Fifty-
five percent have STI guidelines in service delivery areas, down from 76 percent in 2004. Slightly
over half (53 percent) have guidelines for the syndromic approach to STIs. The syndromic approach is
a systematic method for assessing signs observed. This approach was widely implemented in Kenya
in the early 1990s. The implementation involved training care providers, printing and distributing IEC
and advocacy materials, purchasing and distributing STI drugs and test kits, and distributing condoms.

Two of every three facilities have visual aids for client education related to STIs, while nearly
as many have educational materials on HIV and AIDS. By comparison, in 2004 half had visual aids.
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Figure 7.1 Items to Support STI Services (N=646)

Privacy (visual

and auditory) 97

STI guidelines 55

Visual aids 67

Male condoms at

. : : 54
service delivery site

Female condoms at

; : . 15
service delivery site

Male condoms

anywhere in facility 81

Female condoms

anywhere in facility 35

Percentage of facilities offering STI services

KSPA 2010

The availability of condoms at service delivery site enables the provider to readily
demonstrate how to use them correctly and also ensures that the client can leave with them. However,
only half of the facilities have male condoms at counselling sites, a decrease from 60 percent in 2004.
Only 15 percent have female condoms. Overall, only one-quarter of facilities have all items that
support quality counselling (Table A-7.2). These items include all the items described above: visual
and auditory privacy, availability of STI guidelines, visual aids or other material for client education,
and condoms in the STI service delivery area.

7.3.2 System Components to Support Utilisation of Services

As a result of the stigma frequently associated with having an STI, as well as the lack of
symptoms in many infected people, special efforts are needed to promote early diagnosis and to
encourage clients to seek modern medical help for STI symptoms. The 2010 KSPA assessed the
existence of programme strategies and service delivery components that contribute to the availability
and improved utilisation of STI services.

To interrupt STI transmission effectively, partners of clients with STIs must be tested, and, if
they are infected, they must also be treated. The client is usually asked to notify the partner and ask
him or her to be examined; this process is referred to as passive follow-up. Under certain
circumstances the local health authorities may take the initiative to contact the partner, inform him or
her about the possibility of STI infection, and recommend the appropriate course of action; this is
known as active follow-up. Passive follow-up is the most widely used system of client notification,
with 74 percent of facilities reporting that they use passive follow-up, compared with 10 percent of
facilities using active follow-up. (In 2004, 67 percent relied on passive notification and 18 percent on
active notification.) Sixteen percent of facilities have no follow-up system in place (Table A-7.2).
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Key Findings

Items to support quality counselling: Only one-quarter of facilities have all the items to support
quality STI counselling.

Service guidelines: STI guidelines are available at STI service sites in slightly over half of STI
facilities.

Condoms: Four of every five facilities providing STI services have male condoms available anywhere
in the facility, but only slightly over half have condoms in the STI service area.

7.3.3 Infrastructure and Resources for Examinations and Treatment

Facilities can offer better diagnosis and treatment for STIs when they have adequate
infrastructure for physical examination, laboratory diagnostic support, and medicines for treating
STls. Table A-7.2 and Figure 7.2 look at availability of systems, infrastructure, and resources to
support quality services for STIs.

Figure 7.2 Items to Support Quality Examinations
for STIs (N=646)

Infection control
Soap
Running water
Soap and running water
Hand disinfectant
Soap and running water or else hand disinfectant
Clean latex gloves
Disinfecting solution
Sharps box
All items for control of infection*
Examination
Privacy (visual and auditory)
Examination bed/couch

Examination light

All conditions to provide
- - 31
quality physical exam

Percentage of facilities offering STI services

* Soap and running water or else hand disinfectant, latex gloves,
disinfecting solution, sharps box KSPA 2010

Infection control

All items for infection control are available in about half of facilities (54 percent), an
improvement over 32 percent in 2004. Latex gloves and sharps boxes were the supplies most often
available. Hand disinfectant is the least available item (24 percent) (Figure 7.2). Clinics are more
likely to have all the items (58 percent) than hospitals (45 percent), at the other extreme. Waste
receptacles are available in 18 percent of facilities, while only 12 percent of facilities have both waste
receptacles and all items for infection control, as shown in Table A-7.2.

Physical examination

To be able to conduct quality physical examination, providers have to ensure there exist the
necessary conditions and equipment, including privacy and the availability of an examination bed and
light, as reported in Table A-7.2. Three of every ten facilities have all items to provide physical
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examination, with maternities leading at 72 percent, followed by hospitals at 46 percent. Examination
lights are available in only one-third of facilities, but examination beds can be found in nearly all the
facilities.

Overall, only 22 percent of facilities have all the needed items for infection control and
quality physical examinations.

Key Findings

Infection control: All items for infection control are available in half of the facilities.

Physical examination: Three of every ten facilities have all items to provide physical examinations,
with maternities being most likely to 