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Foreword

The 2004 Kenya Service Assessment (KSPA) is a follow-up to the 1999 KSPA, conducted in conjunction
with the 2003 Kenya Demographic and Health Survey (KDHS). The information from the KSPA gives an
indication of our progress towards attaining the Millennium Development Goals (MDGS).

The KSPA was designed to provide national and sub-national information on the availability and quality
of services from a representative sample of 440 health facilities. These facilities included hospitals, health
centres, dispensaries, maternities, clinics and VCT centres. The managing authorities of these facilities
included the government, NGOs, and private and faith-based organisations (FBOs). The facilities were
stratified by province and by district.

The services of interest to the KSPA included child health, family planning, maternal health (antenatal
and delivery care), STIs, TB, and HIV/AIDS. There was a deliberate over-sampling of the facilities offer-
ing VCT, ART and PMTCT services.

The survey included interviews with the service providers, observations of a sample of consultations be-
tween the health providers and clients seeking these services, and interviews with clients after they were
served. The preliminary findings were first reviewed with the health service providers, programme man-
agers, and policymakers in preparation for national dissemination of the study report.

Although most of the facilities were equipped to provide primary health care and had essential commod-
ity 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 National Health Sector Strategic Plan (NHSSP), reproductive health has been identified as one of
the priority packages that the Ministry of Health will address. This KSPA report is therefore an important
tool in the nation’s efforts to address reproductive health concerns. Areas of intervention that may make a
difference have been proposed and are included as recommendations.

It is hoped that policy and programme managers will focus on the problems identified through the two
KSPA and recent DHS surveys to ensure that implementation of activities in the proposed areas of inter-
vention is done in a coordinated manner. To this end, we are urging all stakeholders to play an active role
in trying to close the gaps in the provision of high quality reproductive and child health services to the
Kenyan population.

Prof. Peter Anyang’ Nyong’o
Minister for Planning and National Development
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Key Findings

The 2004 Kenya Service Provision Assessment Survey (KSPA 2004) was conducted in a representative
sample of 440 health facilities throughout Kenya. The survey covered all levels of facilities from dispen-
saries to hospitals and included government, private for-profit, non-governmental (NGO) and faith based
organisation (FBO) managed facilities. The KSPA used interviews with health service providers and cli-
ents, as well as observations of provider-client consultations, to obtain information on the capacity of fa-
cilities to provide quality services and the existence of functioning systems to support quality services.
The areas addressed were the overall facility infrastructure and resources, child health, family planning,
maternal health services and services for specific infectious diseases (STIs, TB and HIV/AIDS). There
was a special module on HIV/AIDS.

The objectives of the survey was to assess the strengths and weaknesses of the infrastructure and systems
supporting these services, as well as to assess the adherence to standards in the delivery of curative care
for sick children, family planning (family planning), antenatal care (ANC), and consultations for STIs.

The KSPA 2004 was undertaken jointly by the National Coordinating Agency for Population and Devel-
opment (NCAPD), the Ministry of Health (MOH) and the Central Bureau of Statistics (CBS), with tech-
nical assistance from ORC Macro under the MEASURE DHS project. The United States Agency for In-
ternational Development (USAID), the British Department for International Development (DfID) and the
United Nations Children’s Fund (UNICEF) provided financial support for the survey.

Facility-Level Infrastructure, Resources and Systems

e Over half of all facilities offer the full package of services. The service most widely available are
curative care for sick children, growth monitoring, child immunisation and adult STI services.
Antenatal care and family planning services are slightly less available. Facility-based delivery
services are available in just a third of all facilities, available in over 90 percent of hospitals. Al-
most all facilities had at least one qualified provider available. 24-hour emergency services are
available in 57 and 59 percent of hospitals and maternities, respectively.

o Regular electricity or back-up generator is available in about half of facilities, mostly in hospitals
and VCT facilities. Regular year-round water is available in only a quarter of facilities, however,
client comfort amenities (client latrine, protected waiting area, basic level of cleanliness) are
available in about 9 in 10 facilities.

¢ Routine Management committee meetings are held at least once every 6 months in about two-
thirds of facilities, however, documentation of such meetings are missing in most facilities. Rou-
tine Management board meetings are held in less than half of facilities. Quality Assurance (QA)
activities are not routinely carried out in most facilities and documentation of QA activities are
missing as well in most facilities that report QA activities.

o Almost 9 in 10 facilities have routine external supervision at least once every 6 months, mostly
government and NGO-managed facilities and about three-fourths of facilities provide routine in-
service training to their staff.

e Only a small percentage of facilities had all items for infection control in service delivery areas
with soap and disinfecting solutions the items usually missing, thus contributing to overall weak-
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ness. Waste disposal is also inadequate in most facilities, particularly in health centres, dispensa-
ries and in government facilities.

Approximately three-fourths of facilities storing vaccines have adequate systems for monitoring
vaccine storage temperature however 22 percent of facilities did not have refrigerator temperature
in recommended range of 0°-8°C on the day of the survey. Among facilities storing contraceptive
methods, 92 percent had adequate storage conditions, where items are stored in dry location, off
the ground and protected from water, sun pests and rodents.

Guidelines/protocols and visual aids are missing in most service areas and are not observed being
used by providers in most facilities. The exception is the availability of visual aids in family
planning service delivery areas. Guidelines for disinfection and sterilisation are missing in most
service areas where items are sterilised or disinfected

Community participation in management meetings and client feedback is rare, with less than half
of government facilities having community participation in some management meetings.

Child Health Services

More than three-fourths of facilities offer the child health services of curative care, immunisation,
and growth monitoring, with curative care being the most frequently offered child health service.
Child immunisation is lowest in facilities in Nairobi province and private for-profit facilities are
the least likely to offer immunisation services.

Among facilities offering immunisation services and storing vaccines, 85 percent had all basic
EPI vaccines available, and almost all those facilities that only offer immunisation services (but
do not store vaccines) had adequate supplies of syringes and needles, and cold box with ice packs.
Three-fourths had all assessed items for infection control (soap, water and sharps box) in the im-
munisation area with soap most often missing.

Treatment guidelines of any kind (including IMCI treatment guidelines) are available in only 22
percent of facilities offering curative care for sick children. IMCI counselling cards for providers
and IMCI mother cards are each available in only 5 percent of facilities. Similarly, visual aids for
client education are lacking, available in less than 30 percent of facilities. Only 9 percent of inter-
viewed child health providers had received any in-service training related to IMCI in the past 12
months.

All first-line medicines are available in 83 percent of facilities however pre-referral medicines are
less available, found in only a quarter of facilities offering outpatient care for sick children. Fan-
sidar (SP) is more available as a first-line antimalarial medicine compared to amodiaquine.

Family Planning Services

KEY FINDINGS

Three-fourths of facilities offer some modern method of family planning. The combined oral pill,
progestin-only injection and the male condom are the most widely offered methods in Kenya,
available in almost 9 in 10 facilities. The majority of facilities offering these methods had them
available on the day of the survey. Nine in 10 facilities offering family planning methods offer
them 5 or more days per week.



Infrastructure and resources considered important for family planning counselling (privacy, indi-
vidual client cards, written family planning guidelines and family planning-related visual aids)
are all available in just 1 in 5 facilities, with family planning guidelines most lacking. Visual aids,
though widely available in family planning service sites, are rarely used by providers during fam-
ily planning counselling sessions, observed being used during only 14 percent of family planning
consultations.

All items for infection control (hand-washing supplies, latex gloves, disinfecting solution and
sharps box) are available in family planning service areas of 4 in 10 facilities. The items most
lacking are disinfecting solution and soap. Less than 10 percent of facilities offering family plan-
ning have all items for client pelvic examination.

In-service training received by family planning service providers is uncommon, with less than a
third having received any such training in the past 3 years.

Maternal Health Services

Antenatal care (ANC) services are offered in four out of five facilities in Kenya, however, ANC,
postnatal care (PNC) and tetanus toxoid vaccine services are available in only a third of all facili-
ties.

Three-fourths of facilities offering ANC services have service providers who can diagnose and
treat STIs, however just a quarter of these facilities have at least one medicine to treat each of the
four major STIs (trichomoniasis, chlamydia, syphilis and gonorrhoea). Medicine for treating gon-
orrhoea is most often lacking.

Only 36 percent of interviewed ANC clients reported being counselled on warning/danger signs
during pregnancy and 51 percent were counselled on delivery plans.

Two in five facilities offer normal delivery services, and 39 percent of facilities offering delivery
services have blank partographs. Only 13 percent have medicines for managing serious delivery
complications, and 56 percent have newborn respiratory support (infant sized Ambu bag).

Only six percent of interviewed providers of normal delivery services were able to mention all
four signs/symptoms of postpartum haemorrhage (PPH) and 12 percent were able to mention all
four expected interventions.

STI, TB and HIV/AIDS Services

STI services are available in approximately 9 in 10 facilities and are well integrated into ANC
and family planning services. The primary location of STI services is the general outpatient de-
partment (OPD), with specialized STI service sites being rare. STI services are available five or
more days a week in almost all facilities offering the services. However, only about one-fourth of
facilities have at least one medicine available for treating each of the four major STls, and medi-
cines for treating gonorrhoea and candidiasis are the most lacking.

About one- third of facilities offering STI services have all items to support quality STI counsel-
ling. STI guidelines are usually available; however, visual aids and condoms are commonly miss-
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ing. They are available in the STI service sites of only 52 and 60 percent of facilities, respec-
tively.

The majority of facilities use the syndromic approach to diagnose and treat STIs. Discussions of
any kind about condoms or HIVV/AIDS were held during 70 percent of all STI client consultations
and approximately 60 percent were counselled on risks of HIV/AIDS. Though condoms were of-
fered to 21 percent of all STI clients, only 17 percent were counselled on its proper use.

About one-third of facilities have all items for infection control at STI service sites, with disin-
fecting solution and soap the items most often missing

Less than half of facilities offer any TB services, with 27 percent using the Directly Observed
Treatment Short-Course (DOTS) strategy. Approximately two-thirds of those offering TB ser-
vices have all first-line medicines, but only one-fourth have both first- and second-line medicines.

While a third of all facilities have an HIV testing system only about one-fourth provide any
PMTCT services. Antiretroviral therapy (ART) and post-exposure prophylaxis (PEP) are among
the least offered HIV/AIDS services.
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Chapter 1 Survey Methodology

Dr. Paul Kizito, Vane Lumumba, Francis Kundu, Michael Mbayah
1.1 Overview

The Kenya Service Provision Assessment of 2004 (KSPA 2004) survey is a follow-up of the Service Pro-
vision Assessment conducted in Kenya in 1999. The KSPA provides the Government with information
necessary to monitor trends in facility performance. This information can be used to assess strengths and
weaknesses of current strategies to improve maternal, child, and reproductive health, as well as services
for sexually transmitted infections (STIs) and HIV/AIDS.

The survey was designed to extract information about the general performance of facilities that offer ma-
ternal, child, and reproductive health services, as well as services for specific infectious diseases (STIs,
HIV/AIDS, and tuberculosis). The KSPA 2004 survey instruments are based on the KSPA 1999 instru-
ments, but were designed to collect more comprehensive information. In addition, the KSPA 2004 added
a complete module on HIV/AIDS. In effect, the KSPA 2004 is a combination of the maternal and child
health (MCH) SPA, which has been conducted in several countries, and the more specialised HIV/AIDS
SPA. Information to provide a picture of the strengths and weaknesses of the service delivery environ-
ment for each assessed service was collected from a representative sample of facilities managed by the
public sector, the private sector, faith-based organisations (FBOs) and non-governmental organisations
(NGOs) from all eight provinces of the country.

The KSPA 2004 provides national- and provincial-level representative information for all types of facili-
ties. Findings can supplement household-based health information from the Kenya Demographic and
Health Survey (KDHS) conducted in 2003, which provides information on health, fertility, nuptiality and
utilisation of services by the overall population.

1.2 Institutional Framework and Objectives of the KSPA

The KSPA 2004 was conducted by the National Coordinating Agency for Population and Development
(NCAPD), an agency within the ministry of Planning and National Development; the Ministry of Health
(MOH); and the Central Bureau of Statistics (CBS). ORC Macro provided technical assistance under the
MEASURE DHS Project. The survey was funded by the United States Agency for International Devel-
opment (USAID), the Department for International Development (DfID), and the United Nations Chil-
dren’s Fund (UNICEF).

The objectives of the 2004 KSPA were to

e Describe the preparedness of health facilities in Kenya to provide quality child, maternal,
reproductive health, STI, tuberculosis, and HIVV/AIDS services;

o Identify gaps in support services, resources, and processes used in providing client services that
may affect facilities’ capacity to provide quality services;

e Describe the tasks used in providing child, maternal and reproductive health services and the
extent to which accepted standards for quality service provision are followed;

e Describe clients’ perceptions of services and assess whether they understand instructions and
follow-up advice received so that the best health outcome is achieved,

o Collect baseline information on health facilities” capacity to provide basic- and advanced-level
HIV/AIDS care and support services, and their capacity to maintain record-keeping systems for
monitoring HIV/AIDS preventive, diagnostic, care and support services;
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e Compare findings among provinces, different types of facilities, and facilities managed by
different authorities, and describe trends in findings between the KSPA 1999 and the KSPA 2004.

The data collection instruments were developed to respond to the following basic questions:

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

For each of the high-priority services, the Facility Inventory Questionnaire and provider interviews were
used to collect information on whether a facility has the capacity to provide the service at an acceptable
standard of quality.

Capacity is measured by the presence of essential equipment and supplies in a location reasonable for
providing a service. The facility characteristics assessed for quality of services include training and su-
pervision of staff, availability of service delivery protocols and of materials for client education, availabil-
ity and utilisation 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,
equipment maintenance, 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, but
also recorded data on whether or not those systems were functioning.

A facility’s basic infrastructure can affect the standard of health services provided and influence how
likely clients are to use the facility. The KSPA 2004 collected data on whether or not facilities had elec-
tricity, water, and client amenities; recorded what services the facility offered on which days of the week;
and assessed staffing levels.

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

KSPA interviewers observed consultations between clients and providers to assess whether the process
followed in service delivery meets standards for acceptable content and quality. Observers sat in on con-
sultations for sick children, STI services, family planning services, and antenatal care. They recorded
what information was shared between the client and provider and what process the provider followed
when assessing the client, conducting procedures, and providing treatment. Facilities were asked to pro-
vide a sample of records on monitoring labour, to determine the extent to which established standards for
delivery care were followed.

Each observed client was asked to participate in an exit interview, to ascertain the client’s perception of
information shared and services received. This information provides further insight on the quality of the
client-provider interaction.

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

Interviewers collected information on issues related to clients’ and providers’ satisfaction through the cli-
ent exit interviews and provider interviews.

Although the KSPA 2004 is a follow-up to the KSPA 1999, several factors limit direct comparison of the
1999 and 2004 findings:
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1. The selection of health facilities for KSPA 1999 was tied to some extent to the 1998 KDHS
clusters. This means that all health facilities in the country did not have an equal chance of being
sampled. The 2004 KSPA used a random sample of health facilities, which insured that all
facilities in the country had an equal chance of being sampled, in proportion to representation by
facility and province.

2. The KSPA 2004 used more detailed questionnaires that collected slightly different information to
conform to international standards.

3. North Eastern province was not included in the KSPA 1999 but was covered in 2004.

4. Stand-alone VCT facilities were included in 2004 but not in 1999.

1.3 KSPA 2004 Content and Methods for Data Collection
1.3.1 Content of the KSPA 2004

The KSPA 2004 focussed on basic-level health services, particularly those important for women and chil-
dren. Four high-priority health services, all interrelated to some extent, were assessed: child health, family
planning, maternal health, and specific infectious diseases (STls, HIV/AIDS, and tuberculosis).

For each of these four areas, the survey assessed whether components considered essential for quality
health services were present and functioning. The components assessed are those commonly promoted in
programmes supported by the Government and development partners. The KSPA 2004 also assessed
whether more sophisticated components were present, such as higher-level diagnostic and treatment mo-
dalities, and support systems for the health services that are most often introduced after basic-level ser-
vices 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 to the standard set in the
Guidelines for Integrated Management of Childhood IlInesses (IMCI).

The family planning component focuses on the process followed in counseling and providing contracep-
tive methods to the family planning client.

The maternal health component assessed counselling and screening during antenatal care (ANC) visits,
the environment available during labour and delivery, and postnatal care.

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

1.3.2 Methods for Data Collection
Five main types of data collection tools were used:

1. In the Facility Inventory Questionnaire, interviewers collected information on the availability of re-
sources, support systems, and infrastructure elements necessary to provide a level of service that generally
meets accepted standards. The support services assessed were those that are commonly acknowledged as
essential management tools for maintaining health services.

2. In the Health Provider Interview, interviewers asked providers about their qualifications (training, ex-
perience, and continued in-service training), the supervision they had received, and their perceptions of
the service delivery environment.
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3. The Observation Protocol was tailored to the service being provided. For sick child, antenatal care,
family planning, and STI consultations, the observer assessed the extent to which service providers ad-
hered to standards of care, based on generally accepted practices for good-quality service delivery. The
observations included both the process used in conducting specific procedures and examinations and the
content of information exchanged between the provider and the client (history, symptoms, and advice).

4. After clients were observed receiving a service, 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 consulta-
tion or examination, as well as his or her recollection of the instructions received about treatment or pre-
ventive behavior. The interviewer also elicited the client’s perception of the service delivery environment.

5. The HIV/AIDS Services module assessed how inpatient and outpatient HIV/AIDS clients were han-
dled, from the counselling and testing stage through the treatment, referral, and follow-up stages. Inter-
viewers also asked for records and statistics on HIVV/AIDS clients.

Together with the above-mentioned tools, which have been used in other SPA surveys, several Kenya-
specific instruments were also used:

1. The Maternal Health Statistics summary sheet summarized information on complications, procedures,
and outcomes for maternity clients.

2. The District Health Management Team (DHMT) questionnaire sought information about DHMTS’
management of facilities, staff training, operations, budgeting, and record keeping.

3. The Normal delivery record review was used to collect information on the quality of care provided dur-
ing normal labour and delivery.

4. The Maternal Health Worker Knowledge questionnaire assessed the health worker’s knowledge of
various symptoms that pregnant women experience and what actions need to be taken in response to those
symptoms.

1.4 Sampling

Data were collected from a representative sample of facilities, a sample of health service providers at each
facility, and a sample of sick children (SC), family planning (FAMILY PLANNING), antenatal (ANC),
and STI clients.

1.4.1 Sample of Facilities

The sample used for the KSPA 2004 was obtained from a list of 4,742 health facilities in Kenya provided
by the Ministry of Health. The list included hospitals, health centres, maternities, clinics, dispensaries and
stand-alone VCT facilities, with different managing authorities, including government, non-governmental
organisations (NGOs), private for-profit, and faith-based organisations (FBOs). The two national referral
hospitals and all eight provincial general hospitals were purposely included in the sample. The rest of the
facilities were sampled in such a way as to provide national and provincial representation. A sample size
of 453 facilities was selected for the survey, based on logistic considerations, as well as the minimum
sample size required for the desired analysis (margin of error of 10 percent). Since information on
HIV/AIDS services constituted a separate interest, and given that these services were expected to be of-
fered in only a fraction of facilities, facilities offering PMTCT and VCT services were oversampled to
provide sufficient numbers for analysis. Thus, the KSPA final sample covered approximately 11 percent
of all facilities, and for PMTCT and VCT services, sampling covered 34 and 42 percent, respectively of
all available services.
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Data were weighted during analysis to
account for the differentials caused by
oversampling and to represent the actual
distribution of facilities in the country.
Tables 1.1 and 1.2 provide information
on the weighted percent distribution of
facilities included in the sample, as well
as the weighted and unweighted number
of facilities. All other tables in the report
bear the weighted numbers of facilities
only; Tables 1.1 and 1.2 should be used
to determine the actual number of facili-
ties assessed by the SPA. Appendix Table
A-1.1.1 gives additional details on the
distribution of the sample by type of fa-
cility and province.

Interviewers were not able to survey sev-
eral of the sampled facilities. Some de-
clined to be assessed, some were closed
for renovations, and some had ceased
operation. These facilities were replaced
with the nearest facility of the same type,
under the same managing authority, and
in the same district. In all, 440 facilities
were assessed.

Table 1.1 Distribution of facilities by type of facility, managing
authority and province
Percent distribution of facilities (weighted) and number of
facilities (weighted and unweighted) by type of facility, managing
authority and province, Kenya SPA 2004
Percent
distribution -

Background of facilities Number of facilities
characteristics (weighted)  Weighted  Unweighted
Type of facility

Hospital 6 28 172

Health centre 28 125 51

Maternity 5 20 46

Clinic 2 8 67

Dispensary 56 249 69

Stand-alone VCT 2 10 35
Managing authority

Government 56 246 175

NGO 5 21 35

Private (for-profit) 14 63 143

Faith-based

organisation 25 110 87
Province

Nairobi 9 41 61

Central 11 50 62

Coast 11 49 57

Eastern 19 83 60

North Eastern 2 8 29

Nyanza 12 54 57

Rift Valley 29 126 62

Western 7 29 52
Total 100 440 440
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Table 1.2 Percentage of facilities providing specific services

Percentage of facilities providing specific services (weighted) and number of facilities
(weighted and unweighted) providing services, by service provided, Kenya SPA 2004

Percentage of

v - Number of facilities
facilities providing

providing services

services
Service provided (weighted) Weighted Unweighted
Child immunisation 81 356 328
Consultation for sick children 95 418 393
Family planning 73 323 323
Antenatal/postnatal care 79 348 324
Delivery 37 164 256
Services for sexually transmitted infections® 92 403 391
Total - 440 440

! This may include only laboratory examinations, only preventive measures, or client care.

1.4.2 Sample of Health Service Providers

A health service provider is defined as one who actually provides client services of some type, such as
counseling, health education, consultation services, or laboratory and imaging services. For example,
health workers were not eligible for observation or interview if they only 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 KSPA. The ideal was to interview an average of eight providers in a facility. In facilities
with fewer than eight health providers, all of the providers present on the day of the visit were inter-
viewed. In facilities with more than eight providers, an average of eight providers were interviewed, in-
cluding all providers whose work was observed. If interviewers observed fewer than eight providers, they
also interviewed a random selection of the remaining health providers, to obtain an average of eight pro-
vider interviews.

Data were weighted during analysis to account for the differentials caused by oversampling or undersam-
pling of providers with a particular qualification in a facility type and province. It should be pointed out
that in a few cases, the staff present on the day of the survey may not be representative of the staff who

. . . 1
normally provide the services being assessed.

Table 1.3 provides general information on the weighted proportion of the providers interviewed as a per-
centage 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 utilized for the analysis. Appendix Table A-1.2 provides additional information
on the weighted and unweighted number of interviewed providers, by type of provider and type of facil-

ity.

' For example, the survey may have taken place at the same time as a special training event for a group of
specialists, or evaluations that took a certain type of provider away from their services that day.
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Table 1.3 Distribution of interviewed providers

Percent distribution of interviewed providers (weighted) and number of
interviewed providers (weighted and unweighted), by type of facility, managing
authority, province and qualification of provider, Kenya SPA 2004

Percent distribution

of interviewed Number of
providers interviewed providers
Background characteristics (weighted) Weighted Unweighted
Type of facility
Hospital 47 978 1,338
Health centre 24 503 208
Maternity 7 137 164
Clinic 1 18 166
Dispensary 20 418 122
Stand-alone VCT 1 27 83
Managing authority
Government 59 1,230 1,067
NGO 3 54 133
Private (for-profit) 16 334 475
Faith-based organisation 22 463 406
Province
Nairobi 17 351 390
Central 11 220 258
Coast 12 246 292
Eastern 18 369 263
North Eastern 1 17 108
Nyanza 12 248 239
Rift Valley 24 496 283
Western 6 134 248
Qualification of provider
Consultant o' 9 28
Medical doctor 1 31 67
Clinical officer 7 145 290
Registered nurse 7 145 294
Registered midwife 8 162 228
Enrolled nurse 16 326 373
Enrolled midwife 26 534 395
Nurse aide 13 281 40
Lab technician/technologist 7 151 240
Trained counsellor (full time) 4 92 94
Other/missing 2 10 206 32
Total 100 2,081 2,081

! Percentage smaller than 1.
2 Other providers include social workers and nutritionists.
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1.4.3 Sample for Observations and Exit Interviews

The sample for observations was opportunistic, meaning clients were selected for observation as they ar-
rived, since it was not possible to know how many eligible clients would attend the facility on the day of
the survey. Where numerous clients were present and eligible for observation, the rule was to observe a
maximum of five clients for each provider of the service, with a maximum of 15 observations in any
given facility for each service. In practice, however, at some facilities, interviewers observed fewer clients
than were eligible for observation. This occurred primarily where multiple services were being offered to
clients at the same time in different locations in a facility. Any family planning or ANC client who was
also assessed for STI symptoms was observed both for elements related to STI services and elements re-
lated to either FAMILY PLANNING or ANC, whichever one was relevant. Interviewers attempted to
give an exit interview to all observed clients (or sick child caretakers) before they left the facility.

For child health consultations, only children who were suffering from an illness (rather than an injury or a
skin or eye infection) were selected for observation. When several eligible ANC or FAMILY PLAN-
NING clients were waiting, interviewers tried to select two new clients for every one follow-up case. The
day’s caseload and logistics of organizing observations did not always allow them to meet this objective.

Table 1.4 gives the weighted percent distribution of observed consultations, as well as the weighted and
unweighted numbers of observed clients, by service. The total (weighted) number of clients observed dur-
ing the survey for each of the services was as follows: 1,379 sick children, 539 FAMILY PLANNING
clients, 967 ANC clients, and 116 STI clients. Details on these clients’ characteristics are presented in the
relevant chapters of this report.

The observations were weighted using facility weights to adjust for overrepresentation of facilities, and
subsequently observations, in the sample. It should be pointed out that in a few cases, the clients present
on the day of the survey might not be representative of the clients who normally receive the services be-

. 2
ing assessed.

Appendix Tables A-1.4 through A-1.6 describe the facilities included in the KSPA 2004. This includes
the size of the facilities’ catchment population (Appendix Table A-1.4), the median number of staff as-
signed to facilities by provider and facility type (Appendix Table A-1.5), and the median number of years
of basic and technical training that interviewed providers had received, by type of provider (Appendix
Table A-1.6).

? For example, if the survey coincided with a special event, such as a health fair, or a special campaign.
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Table 1.4 Distribution of observed consultations
Percent distribution of observed consultations (weighted) and number of observed
consultations for curative care for sick children, family planning, antenatal care, and
sexually transmitted infections (weighted and unweighted), by type of facility, Kenya SPA
2004
Percent distribution of ]
Background observed consultations _Number of observed consultations
characteristics (weighted) Weighted Unweighted
OUTPATIENT CARE FOR SICK CHILDREN
Type of facility
Hospital 7 102 625
Health centre 39 539 216
Maternity 2 26 52
Clinic 1 14 115
Dispensary 51 696 199
Stand-alone VCT 0 1 4
Total 100 1,379 1,211
FAMILY PLANNING
Type of facility
Hospital 12 64 413
Health centre 48 259 99
Maternity 2 13 29
Clinic 1 3 28
Dispensary 37 199 52
Stand-alone VCT 0 1 7
Total 100 539 628
ANTENATAL CARE
Type of facility
Hospital 11 105 636
Health centre 40 386 157
Maternity 3 32 61
Clinic 1 5 42
Dispensary 45 437 104
Stand-alone VCT 0 2 10
Total 100 967 1,010
SEXUALLY TRANSMITTED INFECTIONS
Type of facility
Hospital 15 18 128
Health centre 44 52 24
Maternity 2 2 3
Clinic 1 2 11
Dispensary 37 43 12
Stand-alone VCT 0 0 0
Total 100 116 178
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1.5  Survey Implementation
1.5.1 Data Collection Instruments

The KSPA 2004 survey instruments were based on generic questionnaires developed by the MEASURE
DHS project and were adapted after consulting with technical specialists from the Government of Kenya,
USAID, and NGOs knowledgeable about the health services and service programme priorities covered by
the KSPA. All questionnaires were drafted in English. The client exit interview questionnaires were also
translated into 12 local languages.

The survey instruments were pre-tested in 12 facilities over a two-week period in July 2004. A total of 23
interviewers, comprised of 11 nurses and 12 social scientists, underwent a one-week intensive training
session in Nakuru, then conducted data collection in facilities in Nairobi, Machakos, Nakuru, and Ka-
jiado. The observations and experiences gathered from the pre-test were used to improve the instruments
for the main survey.

Some operational definitions developed for the KSPA 1999 were revised for the KSPA 2004. A training
manual was also developed to support standardized data collection. Any differences between definitions
used in 1999 and 2004 are discussed in the relevant chapters of this report.

1.5.2 Training and Supervision of Data Collectors

Data collectors were primarily recruited from among clinical officers, nurses, and social scientists experi-
enced in survey implementation and interviewing. Data collectors were trained for three weeks (22 Au-
gust through 11 September 2004) for the main survey. Training included classroom lectures, practical
experience in completing survey instruments in different types of health facilities, and role-plays for the
observation and exit interviews. NCAPD field officers and team leaders, who were reporting to the
NCAPD headquarters, as well as two technical advisors, supervised the teams during data collection. Four
nurse (and clinical officer) interviewers were selected as regional field supervisors to assist in supervising
the teams.

1.5.3 Data Collection

Data collection began on 18 September 2004 and ended on 10 January 2005. A total of 17 teams of three
or four interviewers (each with at least 2 nurses and one social scientist) were responsible for data collec-
tion. One interviewer in each team was selected to be the team leader, with the responsibility of final
questionnaire checking before leaving the field. Each team was given a list of facilities to visit, with the
facilities” name and location. Information on the intended visits was relayed to the sampled facilities be-
fore the visit, so that they could prepare to receive the interviewers. To this end, NCAPD field officers
acted as liaisons between the data collection teams and the facilities to be visited. They also organized
transport for the teams and ensured that enough questionnaires were available.

Data collection took one day in small facilities, while in larger facilities it took several days. In addition,
if one of the services of interest was not being offered on the day of the survey, the teams returned on a
day when the service was being offered, to observe and interview the clients that came that day. However,
if the service was offered but no clients came, the teams did not revisit the facility.

The team leader ensured that the respondent for each component of the facility inventory was the most
knowledgeable person for the particular health service or system component being assessed. Where rele-
vant, the data collector indicated whether a specific item being assessed was observed, reported available
but not observed, or not available, or whether it was uncertain if the item was available. Equipment, sup-
plies, and resources for specific services were only recorded as available if they were in the relevant ser-
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vice delivery area or in an immediately adjacent room. Informed consent was obtained from the facility
in-charge, all respondents for the facility inventory questionnaire, and observed and interviewed providers
and clients.

Quality control was ensured throughout the data collection period by holding monthly meetings to review
progress and address any emerging issues. The technical advisors undertook field spot checks on a regular
basis. There was regular telephone communication between the technical advisors and the data collectors.
In addition, several teleconferences were held between NCAPD and ORC Macro to update on the pro-
gress and sort out any emerging problems.

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

Field sorting and editing. After completing data collection in each facility, the teams held sessions to sort
and edit the questionnaires before handing them over to the field supervisors or NCAPD field officers for
transmission to the NCAPD headquarters.

Data sorting and editing at headquarters. Once the questionnaires for each facility were received at
headquarters, they were first sorted to ensure that they were in the correct order and none was missing.
They were then edited to eliminate any mistakes that would prevent the computer from accepting infor-
mation 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.

Data entry. Nine data operators entered the data under the supervision of two NCAPD staff. CSPro soft-
ware developed by ORC Macro and the U.S. Census Bureau was used for data entry. All questionnaires
were entered twice to ensure that the data had been accurately keyed in. The data entry took place from
September 2004 through January 2005.

Data processing. The design of the tabulation plan and the preparation of the programmes for producing
statistical tables were carried out from January through February 2005. Data analysis, including clarifica-
tion of unclear information, was carried out from March through May 2005. During data analysis, the
analysis plan was revised on the basis of feedback from the NCAPD and the KSPA technical advisors to
ensure that the analysis was appropriate for the Kenyan health system.

Development of the final report. The final report was written with input from ORC Macro, NCAPD, the
Ministry of Health, the Central Bureau of Statistics, and the University of Nairobi, between June and Au-
gust 2005.

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

Assessing the availability of items. Unless specifically indicated, the KSPA considered only observed
items as available.

Observations. When looking at the data on observed consultations, it should be noted that many facilities
provide routine services for clients separately from the actual consultation (such as taking blood pressures
and temperatures). There is often a period between these events and the point at which the primary pro-
vider assesses the client. Although KSPA interviewers were instructed to follow a client through the en-
tire system, this was not always possible. Thus, when observers saw that services were being provided
outside the consultation room on the day of the survey, the observed client was assumed to have received
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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 assessed whether a practice occurred or a piece of information was shared. They did not at-
tempt to verify whether the practice was correct or if the information shared was correct or complete.

Provider information. Frequently, providers indicated that they “personally provided” a service that the
facility did not offer. It may be that providers indicated services they provide outside the facility. For the
KSPA, only providers from facilities that offer the service in question were included in the analysis for
that service.

Development of aggregate variables. Aggregating the data into subsets makes it possible to analyze 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,
since there may be improvements in some items but not in others. There are not yet generally accepted
aggregates of the health information collected in the KSPA. The aggregate variables presented in this re-
port, however, represent an initial phase in the process of defining useful health information aggregates.
They will be refined as users provide feedback on which aggregate variables are useful to policymakers
and programme implementers.
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Chapter 2 Overview of the Health System in Kenya

Dr. Richard Muga, Dr. Paul Kizito, Mr. Michael Mbayah, Dr. Terry Gakuruh

This chapter provides an overview of the health system in Kenya as a context in which to view the find-
ings of the 2004 Kenya Service Provision Assessment (KSPA 2004) survey. It presents information on
the background of the Kenya Health Policy Framework and the general organisation of the healthcare sys-
tem.

Health is defined here in its broad sense, being not only the absence of disease but also general mental,
physical, and social well-being. In this definition, the environment in which people live—including access
to nutritious food, safe water, sanitation, education and social cohesion—also determines health.

2.1  Historical Background of Kenya Health Framework

In 1994, the Government of Kenya (GOK) approved the Kenya Health Policy Framework (KHPF) as a
blueprint for developing and managing health services. It spells out the long-term strategic imperatives
and the agenda for Kenya’s health sector. To operationalise the document, the Ministry of Health (MOH)
developed the Kenya Health Policy Framework Implementation Action Plan and established the Health
Sector Reform Secretariat (HSRS) in 1996 under a Ministerial Reform Committee (MRC) in 1997 to
spearhead and oversee the implementation process. A rationalisation programme within the MOH was
also initiated. The above policy initiatives aimed at responding to the following constraints: decline in
health sector expenditure, inefficient utilisation of resources, centralized decisionmaking, inequitable
management information systems, outdated health laws, inadequate management skills at the district
level, worsening poverty levels, increasing burden of disease, and rapid population growth.

The 1999 National Census estimated Kenya’s population to be 28.7 million, of whom 56 percent was less
than 20 years of age. In 2004, the population was estimated at 32.8 million. Life expectancy is on the de-
cline, at 48 years for women and 47 for men, and expected to fall further due to the rising incidence and
prevalence of HIV/AIDS. There is also a steady decline in the fertility rate, from 8.1 in 1978 to 5.4 in
1992, and to 4.9 in 2003 (but up from 4.7 in 1998). According to the 2003 Kenya Demographic and
Health Survey (KDHS 2003), more married women are using modern contraceptive methods. The preva-
lence rate has risen from 18 percent in 1989 to 27 percent in 1993, 32 percent in 1998, and 33 percent in
2003.

Overall morbidity and mortality remain high, particularly among women and children. An infant mortal-
ity rate (IMR) of 62 in 1993 increased by 12 percentage points to 74 in 1998 and was not significantly
different (at 77) in 2003. The under-five mortality rate also rose from 110 deaths per 1,000 live births in
the period 1993-1998 to 115 in the 1998-2003 period. Maternal mortality in 2003 was estimated to be 414
maternal deaths per 100,000 live births, which is a decline from the 590 deaths estimated for 1998, but
also with large sampling errors, which makes comparing the rates over time uncertain.

Malaria is the leading cause of outpatient morbidity in Kenya, accounting for one-third of all new cases
reported. After malaria, the most common illnesses seen in outpatient clinics are diseases of the respira-
tory system, skin diseases, diarrhoea, and intestinal parasites. Other frequent health problems include ac-
cidental injuries, urinary tract infections, eye infections, rheumatism, and other infections. Combined,
these ten leading conditions account for nearly four-fifths of the total outpatient cases reported. This pat-
tern has persisted for the past decade. Recurrent outbreaks of highland malaria and widespread emergence
of drug resistance strains have aggravated the problem of malaria.
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In 2003, full immunisation coverage declined to under 60 percent (from 65 percent in 1998 and 78 per-
cent in 1993), with the percentage of children receiving no vaccinations at all increasing from 3 percent in
1998 to 6 percent in 2003. The major causes of this decrease in coverage are the declining availability,
access to, and quality of public health services; the increasing level of poverty is a main underlying factor.
In addition, because fewer people are dying from immunisable diseases, the focus on immunisation ser-
vices has reduced, and funding has decreased.

The challenge facing the government is to reverse this decline. The National Development Plan of 2002-
2008 states that the health care system in its current form (at the time of the National Plan’s preparation)
does not operate efficiently. Some of the areas targeted in the plan include drugs, personnel, and facility
utilisation. Drugs, which account for 14 percent of the health budget, were deemed to be the most promis-
ing area for improvement, particularly in drugs’ selection and quantification. Staffing norms for key cad-
res would be developed for deployment purposes. The plan also calls for formulating a health manpower
policy, to develop and retain human resources in the sector.

2.1.1 The First Health Sector Strategic Plan (1999-2004)

The development of the first National Health Sector Strategic Plan (NHSSP-I) for the period 1999-2004
was a follow-up to the Ministry of Health’s efforts to translate the policy objectives into an implement-
able programme (MOH, 1999a). In addition to taking into account past constraints, the document in-
volved key stakeholders in the planning process from the start through consultative workshops within the
Ministry itself and with other stakeholders, such as development partners, public sector, districts, and
provinces, the private sectors, NGOs, religious groups, professional organisations, communities, and us-
ers of health services, as well as teaching and research institutions. The end product thus incorporated the
views and priorities of all these groups.

2.1.2 Findings of the External Evaluation of NHSSP-I

The NHSSP-1 was evaluated in September 2004 by an external team of independent consultants. The
evaluation found that

*“...despite having well focused national health policies and reform agenda whose overriding
strategies were focused on improving health care delivery services and systems through efficient
and effective health management systems and reform, the overall implementation of NHSSP-I
(1999-2004) did not manage to make a breakthrough in terms of transforming the critical health
sector interventions and operations towards meeting the most significant targets and indicators
of health and socio economic development as expected by the plan®. This may be attributed to a
set of factors, most of which are inter-related, such as

e Absence of a legislative framework to support decentralisation;
Lack of well articulated, prioritized and costed strategic plan;

e Inadequate consultations amongst MOH staff themselves and other key stakeholders involved
in the provision of health care services;

e Lack of institutional coordination and ownership of the strategic plan leading to inadequate
monitoring of activities;

e Weak management systems;

e Low personnel morale at all levels; and

¢ Inadequate funding and low level of resource accountability.

As a result, the efforts made under NHSSP-I did not contribute toward improving Kenyans’ health status.
Rather, health indicators showed a downward trend. Infant and child mortality rates increased. The use of
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health services in public facilities declined; in 1990 there were 0.6 new consultations per person, while in
1996, there were only 0.4 new consultations per person. The doctor-to-population ratio declined from the
1980s to the 1990s. The public sector’s contributions to healthcare stagnated, going from US$12 per per-
son in 1990 to US$6 per person in 2002. In more general development terms, poverty levels also in-
creased, going from 47 percent in 1999 to 56 percent in 2002.

2.2 Organisation of the Health Care System

This section presents a brief overview of the organisation of the health care system in Kenya.

2.2.1 Organisation of the Ministry of Health

The Department of Preventive and Promotive Services (Figure 2.1) is responsible for the Reproductive
and Child Health Programme, the Malaria Control Programme, the National AIDS/STI Control Pro-
gramme, the Occupational Health Programme, the Parasite Diseases Control Programme, and others, with

Maternal, Child Health, and Family Planning services included under the Reproductive and Child Health
Unit.

Figure 2.1 Ministry of Health organisational diagram

PERMANENTSECRETARY

Planning and Policy
Dept

DIRECTOR OF MEDICAL SERVICES

Preventive and Promotive Curative and Standards and Provincial Health
Dept Rehabilitattive Regulatory Services Services
Dept Dept

2.2.2 The Health Care System

The health sector comprises the public system, with major players including the MOH and parastatal or-
ganisations, and the private sector, which includes private for-profit, NGO, and FBO facilities. Health
services are provided through a network of over 4,700 health facilities countrywide, with the public sector
system accounting for about 51 percent of these facilities.

The public health system consists of the following levels of health facilities: national referral hospitals,
provincial general hospitals, district hospitals, health centres, and dispensaries.

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

Provincial hospitals act as referral hospitals to their district hospitals. They also provide very specialized
care. The provincial level acts as an intermediary between the national central level and the districts. They
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oversee the implementation of health policy at the district level, maintain quality standards, and coordi-
nate and control all district health activities. Similar private hospitals at the provincial level include Aga
Khan Hospitals in Kisumu and Mombasa.

District hospitals concentrate on the delivery of health care services and generate their own expenditure
plans and budget requirements based on guidelines from headquarters through the provinces.

The network of health centres provides many of the ambulatory health services. Health centres generally
offer preventive and curative services, mostly adapted to local needs.

Dispensaries are meant to be the system’s first line of contact with patients, but in some areas, health cen-
tres or even hospitals are effectively the first points of contact. Dispensaries provide wider coverage for
preventive health measures, which is a primary goal of the health policy.

The government health service is supplemented by privately owned and operated hospitals and clinics and
faith-based organisations’ hospitals and clinics, which together provide between 30 and 40 percent of the
hospital beds in Kenya.

2.2.3 Kenya Health Service

Services at the provincial and district level. As a result of health sector reforms that have decentralized
health services, services are integrated as one goes down the hierarchy of health structure from the na-
tional level to the provincial and district levels. Under decentralisation, the district handles supervisory
responsibilities. Unfortunately, supervision has not been very effective, as one technical person may su-
pervise 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.

At the district level, curative services are provided by district hospitals and mission hospitals. Public
health services are managed by the District Health Management Team (DHMT) and Public Health Unit of
the district hospitals. 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, both preventive and curative services are provided by the health centres as well
as dispensaries and outreach services to the communities within the catchment areas. Basic preventive
and curative services for minor ailments are being addressed at the community and household level with
the introduction of the community package.

Non-governmental organisations, faith-based organisations and the private sector. Although several
health-oriented NGOs operate throughout the country, the population covered by these NGO health ser-
vices cannot be easily determined. The MOH and external donors support the health services offered by
NGOs and the private sector in several ways. Depending on their comparative advantage, NGOs, FBOs,
and community-based organisations (CBOs) undertake specific health services. The MOH provides sup-
port to mission health facilities by training their staff as well as seconding staff to these facilities and of-
fering drugs and vaccines.

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

Modalities exist for MOH 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 commu-
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nity programmes report to the DHMBs, which reports to the headquarters through the Provincial Health
Management Boards. Their activities are guided by MOH standards and protocols.

2.3 Health Facilities

Tables 2.1 and 2.2 show the distribution of health facilities and hospital beds and cots by province. As
seen in Table 2.1, the overall number of health facilities increased between 2001 and 2002. Although
there was a decline in the number of hospital beds/cots per 100,000 population between 2003 and 2004,
there has been a drastic increase from the numbers for 2001 and 2002.

Table 2.1 Health facilities and hospital beds and cots, 2001-2002

Number of health facilities in Kenya, and number of hospital beds
and cots available, Kenya SPA 2004

Facility type 2001 2002
Hospitals/maternities 500 514
Health centres 611 634
Dispensaries 3,310 3,351
Total 4,421 4,499
Number of beds and cots 58,080 60,657
Number of beds and cots per

100,000 population 18.9 19.2

Source: Health Management Information System, Ministry of Health, 2005

Table 2.2 Health facilities and hospital beds and cots by province, 2003-2004
Number of health facilities in Kenya, and number of hospital beds and cots available, by province, Kenya SPA 2004
Number of institutions Hospital beds & cots
2003 2004 2003 2004
Number per Number per
Health Dispen- Health Dispen- Number of 100,000  Number of 100,000

Province Hospitals centres saries  Total Hospitals centres saries Total beds/cots population beds/cots population
Nairobi 58 54 381 493 71 61 395 527 5,528 21.6 5,528 20.1
Central 65 89 372 526 69 95 392 556 8,542 229 8,543 21.2
Nyanza 64 42 334 440 72 37 344 453 8,871 314 8,871 30.3
N/Eastern 65 80 692 837 64 79 695 838 8,261 154 8,261 16.1
R/Valley 8 12 68 88 13 14 74 101 1.954 14.2 1,954 13.6
Eastern 98 117 333 548 102 118 336 556 12,871 23.2 12,871 26.3
Western 100 161 1006 1267 98 196 1080 1,374 12,832 16.5 12,951 15.4
Coast 68 94 196 358 73 91 198 362 6,992 19.4 6,992 18.0
Total 526 649 3,382 4,557 562 691 3,514 4,767 65,851 19.5 65,971 18.1
Source: Health Management Information System, Ministry of Health, 2005

2.3.1 Dispensaries

The dispensaries are at the lowest level of the public health system and are the first point of contact with
patients. They are staffed by enrolled nurses, public health technicians, and dressers (medical assistants).
The enrolled nurses provide antenatal care and treatment for simple medical problems during pregnancy
such as anaemia, and occasionally conduct normal deliveries. Enrolled nurses also provide basic outpa-
tient curative care.
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2.3.2 Health Centres

Health centres are staffed by midwives or nurses, clinical officers, and occasionally by doctors. They pro-
vide a wider range of services, such as basic curative and preventive services for adults and children, as
well as reproductive health services. They also provide minor surgical services such as incision and drain-
age. They augment their service coverage with outreach services, and refer severe and complicated condi-
tions to the appropriate level, such as the district hospital.

2.3.3 District Hospitals

District hospitals are the facilities for clinical care at the district level. They are the first referral hospital
and form an integral part of the district health system.

A district hospital should provide the following:

Curative and preventive care and promotion of health of the people in the district;

e Quality clinical care by a more skilled and competent staff than those of the health centres and
dispensaries;

e Treatment techniques such as surgery not available at health centres;

o Laboratory and other diagnostic techniques appropriate to the medical, surgical, and outpatient
activities of the district hospital,

e Inpatient care until the patient can go home or back to the health centre;

e Training and technical supervision to health centres, as well as resource centre for health centres
at each district hospital;

e Twenty-four hour services;

The following clinical services:

+ Obstetrics and gynaecology;

¢ Child health;

+ Medicine;

+ Surgery, including anaesthesia;

Accident and emergency services;

Non-clinical support services;

Referral services;

Contribution to the district-wide information generation, collection planning, implementation and

evaluation of health service programmes.

2.3.4 Provincial Hospitals

Provincial hospitals form a secondary level of health care for their location. They provide services to a
geographically well-defined area. Provincial hospitals are an integral part of the provincial health system.
They provide specialized care, involving skills and competence not available at district hospitals, which
makes them the next level of referral after district hospitals. Their personnel include medical profession-
als, such as general surgeons, general medical physicians, paediatricians, general and specialized nurses,
midwives, and public health staff.

Provincial hospitals should provide clinical services in the following disciplines:

Medicine;

General surgery and anaesthesia;
Paediatrics;

Obstetrics and gynaecology;
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Dental services;

Psychiatry;

Accident and emergency services;

Ear, nose and throat;

Ophthalmology;

Dermatology;

ICU (intensive care unit) and HDU (high dependency unit) services.

They should also provide the following services:

Laboratory and diagnostic techniques for referrals from the lower levels of the health care system;
Teaching and training for health care personnel such as nurses and medical officer interns;
Supervision and monitoring of district hospital activities;

Technical support to district hospitals such as specific outreach services.

2.3.5 Teaching and Referral Hospitals

Moi Referral and Teaching Hospital and Kenyatta Hospital are the referral and teaching hospitals in
Kenya. They are centres of excellence and provide complex health care requiring more complex technol-
ogy and highly skilled personnel. They have a high concentration of resources and are relatively expen-
sive to run. They also support the training of health workers at both pre-service and in-service levels.

Teaching and referral hospitals have the following functions:

Health care. Referral hospitals provide complex curative tertiary care. They also provide preventive care
and participate in public health programmes for the local community and the total primary health care
system. Referrals from the districts and provinces are ultimately received and managed at the referral
hospitals. The referral hospitals have a specific role in providing information on various health problems
and diseases. They provide extra-mural treatment alternatives to hospitalisation, such as day surgery,
home care, home hospitalisation and outreach services.

Quality of care. Teaching hospitals should provide leadership in setting high clinical standards and treat-
ment protocols. The best quality of care in the country should be found at teaching and referral hospitals.

Access to care. Patients may only have access to tertiary care through a well-developed referral system.

Research. With their concentration of resources and personnel, teaching and referral hospitals contribute
in providing solutions to local and national health problems through research, as well as contributing to
policy formulation.

Teaching and training. Teaching is one of the primary functions of these hospitals. They provide both
basic and post-graduate training for health professionals.

2.3.6 Private Maternity and Nursing Homes

Private maternity homes fall under the governance of the Kenya Registered Midwives Association
(KRMA). Some maternity and nursing homes are run by other health care professionals, such as doctors
and clinical officers. Working in close collaboration with the Reproductive Health and Child Health Divi-
sions of the Ministry of Health, they offer reproductive and family planning services. In addition, some
child welfare activities are carried out on their premises by health staff of public health facilities.
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2.3.7 Private Clinics

These provide mostly curative services and are operated by FBOs, NGOs, nurses/midwives, clinical offi-
cers and doctors.

2.3.8 Voluntary Counselling and Testing (VCT) facilities

VCT facilities provide HIV/AIDS counselling and testing services. They may be managed by the gov-
ernment, NGOs, FBOs, or private for-profit enterprises.

2.4  The Second Health Sector Strategic Plan (NHSSP-11): 2005-2010

In a renewed effort to improve health service delivery, the Ministry of Health and stakeholders have re-
viewed the NHSSP-I service delivery system in order to devise a new strategy for making it more effec-
tive and accessible to as many people as possible (MOH, 2004a). The recommended changes are con-
tained in the Second Health Sector Strategic Plan. This plan proposes to improve service delivery by
using the following levels of care delivery (see Figure 2.2).

Level 1, the community level, is the foundation of the service delivery priorities. Once the community is
allowed to define its own priorities and once services are provided that supports such priorities, real own-
ership and commitment can be expected. Important gains can be reached to reverse the downward trend in
health status at the interface between the health services and the community. Village Health Committees
(VHC) will be organised in each community through which households and individuals can participate
and contribute to their own health and that of their village.

Levels 2 and 3 (dispensaries, health centres, and maternity/nursing homes) will handle Kenya Essential
Package for Health (KEPH) activities related predominantly to promotive and preventive care, but also
various curative services.

Levels 4-6 (primary, secondary and tertiary hospitals) will undertake mainly curative and rehabilitative
activities of their service delivery package. They will address to a limited extent preventive/promotive
care.

In this way, the existing vertical programmes will come together to provide services to the age groups at
these various levels. The plan adopts a broader approach—a move from the emphasis on disease burden
to the promotion of individual health based on the various stages of the human cycle: pregnancy and the
newborn (up to two weeks of age); early childhood (two weeks to five years); late childhood (6-12 years);
youth and adolescence (13-24 years); adulthood (25-59); and the elderly (60+ years).
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Figure 2.2 Levels of health care delivery in the Kenya Essential Package for Health (KEPH)
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2.5  Health Manpower

Table 2.3 presents the number of health providers, both registered and in training, in comparison to the
population.

Table 2.3 Number of medical personnel registered and in training, 2003-2004
Number of registered medical personnel and medical personnel in training, by year and type of personnel,
Kenya SPA 2004

Registered medical personnel Medical personnel in

2003 2004 training
Number per Number per
100,000 100,000

Personnel Number population Number population ~ 2003/2004 2004/2005
Doctors 4,813 15 5,016 16 1,818 2,177
Dentists 772 3 841 3 141 147
Pharmacists 1,881 6 2,570 8 295 266
Pharmacists and pharmacy
technologists 1,405 4 1,620 5 132 142
Bsc. Nursing - - 280 1 302 349
Registered nurses 9,869 33 10,210 32 1,281 1,342
Enrolled nurses 30,212 100 30,562 96 3,940 4,015
Clinical officers 4,804 16 4,953 16 406 425
Public health officers 1,216 4 1,314 4 282 296
Public health technicians 5,627 19 5,861 18 289 307
Total 60,509 192 63,227 198 9,086 9,455
Source: Health Management Information System, Ministry of Health, 2005

The total number of registered medical personnel increased slightly (by 4.3 percent) from 60,599 in 2003
to 63,277 in 2004. The number of medical personnel per 100,000 population improved from 192.1 in
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2003 to 197.6 in 2004, and the number of medical personnel undergoing training increased by 4.1 percent,
from 9,086 in 2003 to 9,455 in 2004.

2.6 Public Health Programmes

The MOH is focusing on a number of health priorities in Kenya, and specific health programmes have
been developed to address these priorities.

2.6.1 Reproductive and Child Health

The Ministry of Health has sanctioned the existence and free unfettered operation of the Reproductive
Health and Child Health Divisions. The Divisions have provided an annual report based on data from
provincial, district, sub-district and rural health facilities.

The components of the reproductive health programmes are as follows (MOH, 1996):

o Safe motherhood, including antenatal, safe delivery, and postnatal care, especially breastfeeding,
infant health and women’s health;

e Family planning;

e Prevention and treatment of unsafe abortions and post-abortion care;

e Prevention and treatment of reproductive tract infections, including sexually transmitted diseases
and HIV/AIDS;

Prevention and treatment of infertility;

e Management of cancer, including prevention and management of cervical cancers;
Discouragement of harmful traditional practices that affect the reproductive health of men and
women, such as female genital mutilation;

¢ Information and counselling on human sexuality, responsible sexual behaviour, responsible par-
enthood, preconception care, and sexual health;

e Gender and reproductive rights.

The reproductive health care system, which was designed for adults, is currently being modified to meet
the needs of adolescents as well.

The Child Health Division constitutes all child health activities aimed at promoting and maintaining the
optimal growth and development of children age 0-18 years. Its specific responsibilities are:

e To ensure survival, growth and development of children age 0-5 years;

e To promote health in all children, pre-school and school-age, including adolescents (up to 18
years), both in and out of school,;

e To promote good nutrition to children, expectant and nursing mothers, the sick, and the general
population, including elimination of micronutrient deficiencies;
e Promotion of child’s rights and child protection.

The following strategies are applied to ensure quality child health:
Early childhood:

o Integrated Management of Childhood IlInesses (IMCI) 0-5 years
e Comprehensive school health programme 6-18 years

22 OVERVIEW OF THE HEALTH SYSTEM IN KENYA



Neonatal health care:

e Nutrition programme;

Promotion of exclusive breastfeeding for six months and timely intervention of complementary
feeding;

Immunisation;

Growth promotion and nutrition rehabilitation;

Curative care for minor ailments and injuries;

Promotion of family/household practices that have greatest impact on child health;

Child rights promotion.

School health services:

Screening and examination of school children and food vendors;
Immunisation and micronutrient supplementation;

Health education on current public health issues;

Management of minor ailments and injuries;

Introduction of life skills and moral values including reproductive health;
Maintenance of a hygienic school environment;

School deworming;

Referrals.

Adolescent health:

o Referrals identification and management of common health problems affecting adolescents;

e Provision of services focused on adolescents, including counselling, information, education and
communication (IEC), and reproductive health issues in general;

o Referrals.

2.7 Health Insurance

Table 2.4 shows a breakdown of National Hospital Insurance Fund resources by receipts, benefits and
contributions net of benefits for the 1999/2000-2003/2004 financial years. Total receipts rose by 4.6 per-
cent (from Ksh. 2,523.9 million in 2002/2003 to Ksh. 2639.5 million in 2003/2004). Benefits accrued to
members, however, dropped by 13.3 percent (from Ksh. 822 million in 2002/2003 to Ksh. 713 million in
2003/2004). Contributions net of benefits continued to rise throughout the five-year period (from Ksh.
1,286 million in 1999/2000 to Ksh. 1,926.2 million in 2003/2004).

Table 2.4 National Hospital Insurance Fund resources, 1999/2000-2003/2004

Kenya National Hospital Insurance Fund resources, including receipts,
benefits, and contributions net of benefits, Kenya SPA 2004

Receipts Benefits Contributions net of
Financial year (millions) (millions) benefits (millions)
1999/2000 1,694.3 497.9 1,196.4
2000/2001 2,147.7 710.0 1,437.7
2001/2002 2,143.9 591.4 1,552.5
2002/2003 2,523.9 822.0 1,701.9
2003/2004 2,639.5 713.3 1,926.2

Source: MOH, National Hospital Insurance Fund, 2005
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2.8 Financing the Health Sector

Adequate resources are critical to sustainable provision of health services. The Kenya policy framework
of 1994 identified several methods of health services financing, including taxation, user fees, donor funds,
and health insurance. These methods have evolved into important mechanisms for funding health services
in the country. They should reflect the cost of service provision as well as the ability of the population to
pay. In the non-governmental sector, health services are financed primarily through the revenue collected
from fees and insurance premiums charged to service users. These are based on costs of service provision
and on ability to pay.

2.8.1 Current Financing Trends, Policies, and Expenditures

Over the past decade, real financing allocations to the public sector have declined or remained constant.
Reviews of public expenditures and budgets in Kenya show that total health spending constitutes about 8
percent of the total government expenditure and that recurrent expenditures have been consistently higher
than the development expenditures, both in absolute terms, and as a percentage of the GDP. Per capita
total health spending stands at about Ksh. 500 (US$6.2), far below the WHO’s recommended level of
US$34 per capita.

The per capita expenditure falls short of the Government of Kenya’s commitment to spend 15 percent of
its total budget on health, as agreed in the Abuja Declaration. The under-financing of the health sector has
thus reduced its ability to ensure an adequate level of service provision to the population.

The GOK funds the health sector through budgetary allocations to the MOH and related government de-
partments. However, tax revenues are unreliable sources of health finance, because of macroeconomic
conditions such as poor growth, national debt, and inflation, which often affect health allocations. A
manifestation of the health budget shortfalls is the widespread lack of adequate drugs and pharmaceuti-
cals, staff shortages, and poor maintenance of equipment, transport, and facilities.

Over the past two decades, the GOK has pursued a policy of cost sharing to bridge the gap between actual
budgets and the level of resources needed to fund public health sector activities. The revenue from the
cost-sharing programme has continued to grow in absolute terms and as a percentage of the recurrent
government budget. In 2002-03, cost sharing contributed over 8 percent of the recurrent expenditure and
about 21 percent of the non-wage recurrent budget of the MOH.

However, because of the worsening poverty situation in the country, the MOH has changed its cost shar-
ing policy and replaced it with a “10/20” policy, in which dispensaries and health centres are not to
charge user fees for curative care other than 10 or 20 Ksh for client cards.

In addition, the MOH is planning to introduce in the coming years a National Social Health Insurance
Fund (NSHIF). This is a social health insurance scheme to which everyone would contribute without ex-
emption. For administrative purposes, contributions should be per head and not per family, although cur-
rent entitlements in the National Hospital Insurance Fund also include family members of the insured. For
those too poor to pay, the government would pay for them. In its tenth year of phased implementation, the
scheme would be targeted to give comprehensive health care to 80 percent of the population. The sources
of funding would include payroll harmonisation, general taxation, informed sector contributions, dona-
tions and grants. The scheme is outlined in Sessional Paper No. 2 of 2004 (Ministry of Health, 2004c).

The health budget allocation has continued to be skewed in favour of tertiary and secondary care facili-
ties, which absorb 70 percent of health expenditures. Yet primary care units, being the first line of contact
with the population, provide the bulk of health services and are cost effective in dealing with the disease
conditions prevalent in communities.
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Health personnel expenditures are high, compared to expenditures on drugs, pharmaceuticals, and other
medical inputs such as medical equipment and supplies. Personnel spending accounts for about 50 percent
of the budget, leaving 30 percent for drugs and medical supplies, 11 percent for operations and mainte-
nance (O&M) at the facility level and 10 percent for other recurrent expenses. Expenditures for curative
care constitute more than 48 percent of the total MOH budget.

The GOK works closely with development partners to raise money for the health sector. Donor contribu-
tions to the health sector have been on the increase, rising from 8 percent of the health budget in 1994-95
to 16 percent in the fiscal 2001-2002. In some years, donor contributions accounted for over 90 percent of
the development budget of the MOH.

In summary, the Ministry of Health Public Expenditure Review (Ministry of Health, 2004b) reported that
the flow of funding to health facilities, especially at the primary care level, is poor. Leakages amount to
22 percent of the user fee revenue collected. The review advised allocating more resources to community-
based facilities, where health resources have been shown to be most effective in dealing with prevailing
disease conditions and in promoting and improving people’s health.

2.8.2 Ministry of Health Total Expenditures

Budgetary allocations to the MOH between 2000 and 2005 have increased steadily (Ksh. 12 billion in
2000-01 to Ksh. 23 billion in 2004-05). Table 2.5 shows MOH expenditures for both the Recurrent Ac-
count and the Development Account. Recurrent expenditures have increased both in absolute terms and as
a proportion of total GOK spending and GDP, while development expenditures are somewhat variable,
reflecting fluctuations in donor spending (Ministry of Health, 2005b).

Table 2.5 Ministry of Health expenditures

Kenya Ministry of Health expenditures, for the Recurrent and Development Accounts, in Ksh and
US$ (millions), by year, Kenya SPA 2004

2000-2001 2001-2002 2002-2003 2003-2004 2004-2005

Recurrent Account 11,041 12,715 14,405 15,438 15,952
Development Account 1,032 2,519 945 1,003 7,659
Total 12,072 15,234 15,351 16,441 23,611
Per capita Ksh 395.49 488.44 481.97 506.05 712.67
Per capita US$ 5.05 6.28 6.29 6.52 9.10

MINISTRY OF HEALTH EXPENDITURES AS PERCENTAGE OF TOTAL
GOVERNMENT EXPENDITURES

Recurrent Account 7.67 8.23 8.69 7.76 7.22
Development Account 4.49 17.18 5.12 2.77 8.83
Total 7.23 9.01 8.33 6.99 7.67
MINISTRY OF HEALTH EXPENDITURES AS PERCENTAGE OF GDP
Recurrent Account 1.32 1.38 1.40 1.41 1.29
Development Account 0.12 0.27 0.09 0.09 0.62
Total 1.44 1.65 1.49 1.51 1.91

Source: MOH, 2005b

2.9  General Recommendations for Future Health Sector Planning (2005-2010)
The overall thrust for future planning in the health sector should be to firmly address the downward spiral

of deteriorating health status. The goal should be to reduce health inequalities and to reverse the down-
ward trend in the impact and outcome indicators. These health inequalities exist between urban and rural
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populations and between districts and provinces (66 percent of the population of Western Province is be-
low the poverty line, compared with 46 percent in Central Province). They are related to gender, educa-
tion and disability. The goal to reduce health inequalities can only be achieved effectively by involving
the population itself in decisions on priority setting and consequently in the allocation of the resources.
This requires a fundamental change in the existing governance structures in order to allow such a com-
munity ownership to take place.

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

The system should give a frame for sector-wide approach arrangement and bring flexibility for rapid dis-
bursement of budgetary resources. A human resource plan will need to be developed to better staff the
lower health facilities for effective primary health care. The new plan should strengthen monitory evalua-
tion and reporting system. Additional resources should be dedicated to commaodity security, especially for
vaccines, reproductive health commodities, and essential drugs.

Gradually introducing the National Social Health Insurance Fund (NSHIF) to provide universal health
care will help to reduce the current inequalities in access to care.
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Chapter 3 Facility-Level Infrastructure, Resources, and Systems

Dr. Josephine Kibaru, Christopher Ndayara Omolo, Nzomo Mulatya

This chapter reports on facility-level infrastructure and availability of resources and critical systems to
support provision of quality services in health facilities, and access to the general health care system in
the country. Although it is feasible to offer health services under a variety of conditions, there are certain
infrastructure and health system components that are believed to be necessary for a consistent level of
quality and appropriate utilisation of health services.

The chapter is divided into three parts. The first part provides information on whether facilities have the
infrastructure and resources to support quality services and appropriate service utilisation. These include
the following:

o Availability of a basic package of health services and qualified staff in a facility;
o Facility infrastructure supportive of client utilisation and delivery of quality services; and
o Facility infrastructure supportive of quality, 24-hour emergency services.

The first part of the chapter also reports on facilities” catchment area and staffing pattern.

The second part of the chapter considers management components for supporting quality services and
appropriate utilisation of services. These include the following:

Systems for addressing management issues;

Staff development activities through supervision and in-service training;
Community participation;

Funding mechanisms to decrease financial barriers to utilisation.

Finally, the chapter considers critical systems for supporting quality of services in facilities:

e Logistics systems to support quality maintenance and availability of medicines, vaccines, and
contraceptive methods
e Systems and practices for infection control.

3.1  Basic Infrastructure and Resources to Support Utilisation of Services and Accessi-
bility

3.1.1 Availability of Services and Human Resources and Accessibility of Health Care System

The availability of basic health services, the frequency with which the services are offered, the presence

of qualified staff, and the accessibility of the health care system all contribute to client utilisation of a

health facility. Table 3.1 and Figure 3.1 provide details on basic services and staff availability, while Ta-

bles 3.1.2 and 3.1.3 provide aggregate information on facility catchment area and staffing patterns. Addi-

tional information describing what specific services are available, by type of facility and province, is pro-
vided in Appendix Tables A-3.1 and A-3.2.

Availability of Basic Services and Qualified Staff

The Kenya health care service delivery system is comprised of a network of facilities providing both pre-
ventive and curative health services. Only some hospitals, health centres, and maternities are expected to

FACILITY-LEVEL INFRASTRUCTURE, RESOURCES, AND SYSTEMS 27



28

offer the full range of basic services (outpatient services for sick children and for STlIs, temporary meth-
ods of family planning, antenatal care, immunisation, and child growth monitoring). If a facility does not
offer all services, it should not be assumed that the facility is working below standard. It does mean, how-
ever, that clients may have to visit several different facilities to meet all of their family’s basic health
needs.

Table 3.1 Availability of basic services and qualified staff to meet client needs

Percentage of facilities that provide the indicated package of services, at the indicated frequencies, with the indicated
qualification of staff, by type of facility, managing authority and province, Kenya SPA 2004

Percentage of facilities with:

All basic services at minimum

All basic frequencies, plus facility-
services All basic services at based 24-hour delivery
provided at  minimum frequencies services, and at least Number of

Background All basic minimum plus facility-based 24- one qualified facilities
characteristics services! frequencies2 hour delivery services curative care provider3 (weighted)
Type of facility

Hospital 66 53 50 50 28

Health centre 65 54 34 34 125

Maternity 52 46 42 42 20

Clinic 30 28 6 6 8

Dispensary 55 39 3 3 249

Stand-alone VCT 4 4 4 4 10
Managing authority

Government 69 58 19 19 246

NGO 66 29 27 27 21

Private (for-profit) 24 19 16 16 63

Faith-based organisation 46 28 9 9 110
Province

Nairobi 40 39 21 21 41

Central 60 40 12 12 50

Coast 57 45 12 12 49

Eastern 42 37 17 17 83

North Eastern 46 46 13 13 8

Nyanza 84 75 29 29 54

Rift Valley 56 35 11 11 126

Western 64 50 22 22 29
Total 57 44 16 16 440

Note: Refer to Table 1.1 for the actual number of facilities included in survey and analysis. Weighting results in small numbers for some
categories of facilities.

! The basic services consist of outpatient services for sick children and for adult sexually transmitted infections, temporary methods of
family planning, antenatal care, immunisation, and child growth monitoring.

2 The services and defined minimum frequencies are the following: 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.

% Qualified providers of curative care are enrolled and registered nurses, enrolled and registered midwives, clinical officers and medical
doctors.

In general, 57 percent of facilities offer the full range of services, with hospitals (66 percent) and health
centres (65 percent) more likely than dispensaries (55 percent) and maternities (52 percent) to provide
these services (Table 3.1). Because of their specialized nature, stand-alone VCT facilities are less likely to
provide these services. Approximately 4 in 10 facilities offer these services at the KSPA defined mini-
mum frequencies. Hospitals and health centres are more likely to offer the full range of basic services at
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the defined minimum frequencies (53 and 54 percent, respectively) than are other types of facilities. Simi-
larly, government-managed facilities (58 percent) and facilities in Nyanza province (75 percent) are more
likely to provide services at the defined frequencies. Only 16 percent of facilities offer the full range of
basic services at the minimum frequencies, as well as provide 24-hour delivery services, with hospitals
and maternities more likely (50 and 42 percent, respectively) than other types of facilities (Table 3.1).
This may be a reflection of the current nationwide shortage of specialized health care providers.

The services most widely available are curative care for sick children and STI services. All facilities,
however, have at least one qualified provider available (Figure 3.1).

Figure 3.1 Availability of staff to meet basic client needs
(N=440)
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Services are widely available to meet basic client needs for curative care for sick children and for STI
services; other services are less widely available. Facility-based delivery services are available in 32
percent of all facilities (including clinics and dispensaries, which are not expected to offer these services)
(Figure 3.1). A considerable proportion of health centres also offer facility-based delivery services. Quite
a substantial percentage of dispensaries (23 percent) do not offer growth monitoring and antenatal care

services (Figure 3.1).

Catchment Area
Although overall coverage and physical | Table 3.1.1 Facility catchment areas
access to health care services seem quite
good in Kenya, with almost 80 percent Med@a_n population of assigned catchment areas for facilities
f th lati livi ithin 5 kil providing data on a known catchment population, by type of
0 € popula '0_n_ ving within 11o- facility, managing authority and province, Kenya SPA 2004
metres of a facility (KDHS 1993), the :
KSPA 2004 findings indicate that facili- Median Number of
ties have the challenge of serving very | Background population in facilities
. . characteristics catchment area (weighted)
large populations. The median popula- —
tion in a hospital catchment area is more | 'YPe of facility
. . . . Hospital 100,539 17
than 100,000, while dispensaries, which Health centre 19,898 85
have limited staff, serve a catchment Maternity 7,989 8
population of around 8,000 (Table Clinic 10,973 3
3.1.1). Wide provincial differentials are Dispensary 7,937 174
. cpees - . . Stand-alone VCT 150,400 3
notable, with facilities in Nairobi prov-
ince having a catchment population Managing authority
seven times higher than the average Government 13,001 193
catchment population in Eastern and NGO . 7,906 14
ift I . 1 Private (for-profit) 3,371 30
Rift Valley provmces_._ _Govemment' Faith-based organisation 10,406 53
and FBO-managed facilities also seem
to serve much larger catchment popula- Province
tions than facilities managed by other Nairobi 55,581 4
authorities. It is possible that the catch- Central 8,688 28
: P Coast 13514 31
ment areas of government and non- Eastern 7,555 58
government facilities overlap, since North Eastern 13,577 8
government catchment areas are con- g);tal\}zi 2(7),2(2)2 Sg
. ; ift Valley '
structed to serve the entire populgt-lgn, Westorn 10,977 24
whereas non-governmental facilities
define their own catchment areas, usu- Total 10,578 290

ally without coordinating with the
MOH.

Staffing

Different kinds of health facilities have different staffing patterns. Unsurprisingly, hospitals and higher-
level facilities are better staffed, with more qualified staff than lower-level facilities. The findings pre-
sented in Tables 3.1.2 and 3.1.3 demonstrate that there are shortages of health professionals in Kenyan
facilities. Dispensaries have a median of one enrolled midwife while health centres have a median of one
enrolled nurse and one enrolled midwife. Hospitals have a median of three doctors.

" These differences reflect population densities as well as resources available. It is up to health planners to ensure
that the size and diversity of facilities match the area’s population density and geophysical characteristics.
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Table 3.1.2 Staffing patterns

Median number of health care providers assigned to facilities, by type of provider and type of facility, Kenya SPA 2004

Median number of providers assigned to each facility1

Regis- Regis- Number of
Total Clinical tered tered Enrolled Enrolled Any nursing/ Other Other facilities

Type of facility staff Doctor officer nurse midwife nurse midwife midwife staff technical staff (weighted)
National referral hospital 1,570 37 45 17 161 18 258 451 175 843 0
Provincial hospital 396 17 23 33 28 49 180 293 49 15 1
Other hospital 55 3 3 2 3 4 6 21 9 11 27
Health centre 11 - 1 - - 1 1 5 2 3 125
Maternity 10 1 1 - - - 2 4 2 3 20
Clinic 4 - - - - - 2 2 1 8
Dispensary 4 - - - - 1 2 - 1 249
Stand-alone VCT 7 - - - - - - - 5 1 10

! Numbers were provided by facility administrators

Table 3.1.3 Staffing patterns for KSPA facilities

Median number of lab technicians, pharmacists, and social workers assigned to outpatient
services, by type of provider and type of facility, Kenya SPA 2004

Median number of providers assigned to each facility

Pharmacist/
Lab technologist/ pharmaceutical Social worker/

Type of facility technician technologist counsellor
National referral hospital 87 27 17
Provincial hospital 21 8 14
Other hospital 4 2 2
Health centre 1 - -
Maternity 2 - -
Clinic 1 - -
Stand-alone VCT - - 4

3.1.2 Facility Infrastructure Supportive of Client Utilisation and Quality Services

In theory, quality health services can be provided in the most minimal service delivery setting. However,
clients and staff are more likely to be satisfied with the facility if basic comfort amenities and infrastruc-
ture components are available, such as a functioning latrine, a comfortable waiting area, and a regular wa-
ter supply. These components also help staff provide higher-quality services. Table 3.2 provides summary
information on these infrastructure elements by facility type and province, and Appendix Tables A-3.3
and A-3.4 provide more details on their availability.

As Table 3.2 indicates, about 9 in 10 facilities have the assessed client comfort amenities, with each as-
sessed element missing in very few facilities (1 to 7 percent) (Appendix Table A-3.3). Twenty-six percent
of all facilities have a regular water supply. This varies by the type of facility, from 23 percent in health
centres to 47 percent in stand-alone VCT facilities. Almost half of all facilities have regular electricity or
a functioning generator with fuel. Hospitals, stand-alone VCT facilities, NGO-managed facilities, and
facilities in Nairobi are most likely to have regular electricity or a functioning generator.
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Only one-fourth of facilities have all the client comfort amenities and infrastructure elements that the
KSPA assessed, including a regular water supply and regular electricity. Stand-alone VVCT facilities (40
percent) and NGO-managed facilities (49 percent) were most likely to have all these elements, as were
facilities in Nairobi province (48 percent).

Table 3.2 Service and facility infrastructure
Percentage of facilities with the indicated infrastructure elements, by type of facility, managing authority
and province, Kenya SPA 2004
Percentage of facilities with:
All basic client
All client  Regular Regular amenities, plus Number of
comfort water electricity or  regular electric and facilities
Background characteristics amenities’ supply2 generator3 water supply (weighted)
Type of facility
Hospital 86 37 89 34 28
Health centre 90 23 51 18 125
Maternity 91 36 74 36 20
Clinic 88 39 51 35 8
Dispensary 89 24 37 24 249
Stand-alone VCT 88 47 80 40 10
Managing authority
Government 86 25 43 23 246
NGO 98 49 85 49 21
Private (for-profit) 91 33 65 32 63
Faith-based organisation 94 20 39 19 110
Province
Nairobi 86 53 75 48 41
Central 98 32 57 32 50
Coast 78 4 41 3 49
Eastern 84 27 52 23 83
North Eastern 79 17 56 15 8
Nyanza 90 7 21 7 54
Rift Valley 93 36 50 35 126
Western 99 9 18 9 29
Total 89 26 47 24 440
Note: Refer to Table 1.1 for the actual number of facilities included in survey and analysis. Weighting results in small
numbers for some categories of facilities.
! Functioning client latrine, waiting area protected from sun and rain, and basic level of cleanliness
% Year-round water supplied in facility, or available within 500 meters of facility
® Electricity routinely available during service hours or a backup generator with fuel

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

Twenty-four-hour care can save lives when clients have serious illnesses or maternity complications. Not
all types of health facilities are expected to provide 24-hour emergency services. However, because 24-
hour care is so important, it is useful to assess all facilities’ capacity to provide services 24 hours a day.
For purposes of the KSPA 2004, a facility is said to have basic 24-hour emergency services if it offers
emergency on-site treatment, with the capacity to monitor a seriously ill client overnight until it is possi-
ble to refer the client to an inpatient setting if necessary. This means the facility must have at least two
qualified providers, a duty schedule indicating staff are on site or on call 24 hours a day, available over-
night beds, a patient latrine, 24-hour emergency communication, and an on-site water source at least
sometimes during the year.
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Table 3.3 provides information on facilities that meet these requirements. It also shows which facilities
meet these requirements and have a regular supply of water and electricity. Figure 3.2 presents informa-
tion on the availability of individual items, for the facilities where 24-hour services might commonly be
expected.

Table 3.3 Service and facility infrastructure to support quality 24-hour emergency services
Percentage of facilities with basic components to support 24-hour emergency services and
basic components to support 24-hour emergency services plus regular water and electricity,
by type of facility, managing authority and province, Kenya SPA 2004
Percentage of facilities with:
Basic Basic components to
components to support 24-hour
support 24-hour  emergency services, Number of

Background emergency plus regular water and facilities
characteristics services' electricity2 (weighted)
Type of facility

Hospital 57 34 28

Health centre 20 9 125

Maternity 59 31 20

Clinic 6 1 8

Dispensary 6 5 249

Stand-alone VCT 4 4 10
Managing authority

Government 11 7 246

NGO 55 39 21

Private (for-profit) 29 14 63

Faith-based organisation 12 4 110
Province

Nairobi 16 15 41

Central 11 10 50

Coast 18 3 49

Eastern 13 11 83

North Eastern 8 0 8

Nyanza 21 4 54

Rift Valley 17 10 126

Western 21 9 29
Total 16 9 440
Note: Refer to Table 1.1 for the actual number of facilities included in survey and analysis. Weighting
results in small numbers for some categories of facilities.
! At least two qualified providers assigned to facility, duty schedule was observed indicating staff are on
site or on call 24 hours a day, availability of overnight beds, a patient latrine, 24-hour emergency
communication, and an on-site water source at least sometimes during the year.
2 Availability of all basic components to support quality 24-hour emergency setrvices, as well as a year-
round on-site water source and a electricity routinely available during service hours or backup
generator with fuel

Overall, only 16 percent of facilities have all the basic components to support 24-hour emergency ser-
vices. This includes clinics, dispensaries, and stand-alone VCT facilities, which are not expected to pro-
vide 24-hour emergency services. When clinics, dispensaries and stand-alone VCT facilities are excluded
from the analysis, the proportion of facilities having all the assessed basic components for 24-hour emer-
gency services is 57 percent of hospitals, 59 percent of maternities and 20 percent of health centres (Table
3.3). This brings the national average to only 31 percent (table not shown), despite the fact that according
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to the Ministry of Health categorisation, all these facility types are expected to be able to offer 24-hour
services. Hospitals in particular most often lacked an on-site water source, which kept them from meeting
the criteria for quality 24-hour service. Interestingly, although dispensaries, clinics and stand-alone VCT
facilities are not expected to offer 24-hour services, some of them do indeed have the needed components
(Table 3.3). NGO-managed facilities are the most likely to have all the items needed to support 24-hour
emergency services. There are no clear provincial differences, although facilities in North Eastern prov-
ince were least likely to meet the 24-hour criteria (8 percent).

According to the KSPA definition, a regular source of water (non-seasonal and on site) and a regular sup-
ply of electricity (24-hour electricity with minimum interruption, or a generator with fuel available) are
not considered essential for providing 24-hour emergency services. However, they are certainly prefer-
able. The basic 24-hour components described above, plus regular water and electricity, are available at
only 1 in 10 facilities (Table 3.3). Hospitals and maternities are most likely to have all these infrastructure
components (34 and 31 percent, respectively); similarly, NGO-managed facilities are more likely than
others to have them. Almost no facilities in North Eastern province have all these components.

The KSPA 2004 defined 24-hour duty staff availability as the facility having some form of observed duty
schedule or roster that indicated that staff was officially on duty or on call. Twenty-four-hour staff avail-
ability with a written duty schedule is most commonly found in hospitals and maternities (94 and 78 per-
cent, respectively) (Figure 3.2).

Figure 3.2 Availability of items to support quality
24-hour emergency services (N=440)
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More than 90 percent of hospitals and maternities have at least two qualified providers assigned to them
(Figure 3.2). A review of the availability of overnight beds shows that essentially only hospitals and ma-
ternities are adequately equipped to provide overnight emergency care (Appendix Table A-3.3). It is
common for health centres to have qualified providers who live on the premises, with the assumption that
they are available to provide 24-hour emergency care to clients, and that arrangements are made with dis-
trict officials for another qualified provider to be assigned if the regular providers plan to be away for an
extended period of time. Among health centres, 76 percent report having qualified providers living on
site; 9 percent of these providers have no duty schedule (Table A-3.3). It is not clear whether arrange-
ments are routinely made for emergency staff availability if some of the service providers are out of the
facility for a day or an evening. It is, however, notable that 85 percent of health centres have at least two
qualified providers to provide 24-hour services (Figure 3.2), although only 20 percent of health centres
have the defined basic infrastructure components to support 24-hour emergency services. Approximately
three-fourths of all facilities have 24-hour emergency communication, with almost all hospitals and 88
percent of maternities having access to emergency communication.

Key Findings

Basic Services

A full package of basic services is available in 57 percent of health facilities, and is available at the
KSPA defined minimum frequency in 44 percent of facilities. This package is most commonly found in
hospitals and health centres (53 and 54 percent, respectively)

A full package of maternal, child, STI and reproductive health services, available at the defined mini-
mum frequency, together with 24-hour facility-based delivery services, is available at only 16 percent
of all facilities. This includes 50 percent of hospitals, 42 percent of maternities, and 34 percent of
health centres.

Facility-based 24-hour delivery services are available in almost all hospitals, in 87 percent of materni-
ties, and in 64 percent of health centres in the country.

Infrastructure and Emergency Services

Infrastructure support (all client comfort amenities, water, and electricity) are regularly available in
almost a quarter of all facilities.

Approximately two-thirds of all facilities have an on-site water source; however, only a quarter have
water available year-round.

Almost half of facilities have a regular supply of electricity or backup generator. This figure rises to 89
percent in hospitals and 80 percent in stand-alone VCT facilities.

Hospitals and maternities are the primary sites where 24-hour emergency service infrastructure support
is available (57 and 59 percent, respectively)

At the national level, facilities located in North Eastern province are least likely to have the assessed
components to support 24-hour emergency services.
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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 be consis-
tently provided as planned with an acceptable level of quality.

3.2.1 Management, 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 through 3.6, and Appendix Ta-
bles A-3.5 and A-3.6.

Management

To function well, a health facility must have a systematic and routine method for addressing management
issues. A “facility management system” means an established system for considering management or ad-
ministrative issues. These may be meetings to discuss scheduling or day-to-day issues, or meetings to dis-
cuss broader management aspects such as financing, utilisation, or plans for health-related campaigns.
They must, however, be regularly scheduled meetings with specific staff having defined areas of respon-
sibility. The KSPA 2004 sought information for some evidence of functioning management committee
meetings held at least every six months, and asked for some official documentation of proceedings. A
committee was considered to be functioning if there was a record of meetings with documented decisions
and follow-up on issues that are discussed. Service delivery at the district level is managed through the
District Health Management Teams (DHMTS).

Overall, about 7 in 10 facilities report having routine management committees that meet at least every six
months. This is similar to the KSPA 1999 findings, where 66 percent of facilities reported regular man-
agement committee meetings. Almost 4 in 10 facilities said they meet monthly or more often, one-fourth
reported that they meet every 2-3 months, and 6 percent said they meet every 4-6 months (Figure 3.3,
Appendix Table A-3.5).

Thirty-four percent of facilities meet at least every six months and have documentation of recent meetings
(Table 3.4, Figure 3.3). Hospitals (50 percent) and stand-alone VCT facilities (56 percent) are most likely
to have both regular meetings and documentation, compared to other types of facilities. Similarly, facili-
ties in Eastern province (59 percent) are more likely than those in other provinces, particularly those in
Nairobi and North Eastern provinces (19 and 18 percent, respectively), to have management committee
meetings at least every six months and have documentation of the most recent meetings (Table 3.4).
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Table 3.4 Management, guality assurance, and referral systems
Percentage of facilities with documentation of the indicated management system element, by type of
facility, managing authority and province, Kenya SPA 2004
Percentage of facilities with:
Management committee
meetings at least every
6 months, and Facility reports
documentation QA1 activities and Number of
of a recent meeting documentation Referral form  facilities
Background characteristics was observed was observed observed? (weighted)
Type of facility
Hospital 50 38 44 28
Health centre 46 35 18 125
Maternity 22 26 12 20
Clinic 15 15 27 8
Dispensary 27 26 11 249
Stand-alone VCT 56 29 61 10
Managing authority
Government 41 27 10 246
NGO 28 57 35 21
Private (for-profit) 22 27 39 63
Faith-based organisation 27 32 14 110
Province
Nairobi 19 29 49 41
Central 27 7 16 50
Coast 31 37 13 49
Eastern 59 58 17 83
North Eastern 18 7 1 8
Nyanza 40 16 5 54
Rift Valley 26 25 13 126
Western 30 26 17 29
Total 34 30 16 440
Note: Refer to Table 1.1 for the actual number of facilities included in survey and analysis. Weighting results in small
numbers for some categories of facilities.
! Quality Assurance
2 If the facility was the referral site, it was classified as having a referral form observed. If the facility routinely sends
the client record or file with the client for referral, this is classified as having a referral form observed.
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Figure 3.3 Facilities reporting routine management committee
meetings (N=440)
100

Percentage of all facilities
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Quality Assurance

Quality assurance (QA), which refers to a system for monitoring quality of care, identifying problems,
and instituting changes to resolve the identified problems, is very important in the provision of health
care. Quality assurance requires an established standard against which quality is measured; there must
also be systematic means whereby results are assessed and interventions developed. Activities for quality
assurance might include medical record audits, supervisory checklists with client care issues, a supervisor
observing consultations, or holding meetings to discuss client care problems or trends in client utilisation
data from a health management information system (HMIS).

Table 3.4 and Figures 3.4 and 3.5 provide information on how many facilities reported conducting quality
assurance, and which quality assurance activities they reported. The different activities or approaches as-
sessed are as follows:

e A supervisory checklist for health systems which looks for the presence of equipment and sup-
plies, completeness of HMIS accounts, and other process indicators.

e Asupervisory checklist for health service provision which indicates specific content for patient
assessment, treatment or consultation. This is often used for observing care provision.

e Facility-wide review of mortality, which refers to a structured system for reviewing the care of
each client who dies. There will normally be a committee established for this purpose.

o Medical record/register audit, which refers to checking medical records for the presence of spe-
cific items or information. These may be simply the presence or absence of specific items, or may
be more detailed to assess if protocols were followed.

Less than half (46 percent) of health facilities in the country report quality assurance activities; 30 percent
have documentation of their QA activities. Hospitals and health centres are more likely to report quality
assurance activities (67 and 57 percent, respectively) and also to have documentation of QA activities (38
and 35 percent, respectively) (Figure 3.4). NGO-managed facilities are more likely than others to report
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QA activities and have documentation (Table 3.4). As with management committee meetings, facilities in
Eastern provinces are more likely than facilities in other provinces (58 percent) to report QA activities
and also have documentation.

The most common QA activities are having a supervisory checklist for health system components (61
percent of facilities reporting QA, with 37 percent having documentation) and conducting medical record
audits (55 percent, with 33 percent having documentation) (Figure 3.5).

Figure 3.4 Facilities reporting quality assurance activities (N=201)
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Figure 3.5 Reported quality assurance activities (N=201)

Supervisory checklist

24
for system components

Supervisory checklist
for observation services

Mortality review

Medical record audit 22

B Documentation observed O No documentation observed

Kenya SPA 2004

FACILITY-LEVEL INFRASTRUCTURE, RESOURCES, AND SYSTEMS 39



40

Only 23 percent of facilities reporting QA activities conduct a facility-wide review of mortality. However,
among hospitals, where this is most applicable, 63 percent report conducting mortality reviews, with 37
percent having documentation to substantiate this (data not shown). Among maternities, 22 percent report
conducting a mortality review, but only 11 percent have supporting documentation.

Among facilities with QA activities, the people reported as responsible for QA included those based in-
side as well as outside the facility. Figure 3.6 presents data on who implements and reviews facilities’ QA
activities. When asked about individual staff members, three-fourths of facilities report that QA activities
are conducted by individual staff members based within the facility, and 12 percent report that individual
staff members have no QA responsibility. When asked about management committees, 12 percent of fa-
cilities report that an internal management committee is responsible for QA, while 33 percent have an
external management committee that conducts QA activities.

Figure 3.6 Percentage of facilities with indicated person(s) or
group(s) responsible for implementation and/or review of QA
activities, by whether they are based internal or external to the facility
(N=201)
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Referral Systems

When clients are referred to another facility without any formal documentation, they risk being refused
services, or having services delayed if the referral facility must assess them as totally new clients. Thus,
having a systematic means to refer clients to a higher-level facility is an important aspect of quality of
care. If clients are confident that they will be assisted in gaining access to higher-level facilities when
needed, they may be less likely to bypass lower-level facilities for their health needs. The KSPA 2004
collected information on whether facilities have any official, printed forms which at minimum document
the reason for referral and list any treatment already provided.

Only 16 percent of facilities either have an observed referral form, or are the referral facility (Table 3.4).
Hospitals and stand-alone VCT facilities (44 and 61 percent, respectively), 35 percent of NGO-managed
and 39 percent of private for-profit facilities have formal client referral forms. At the provincial level,
almost half of facilities in Nairobi province have an observed referral form, or are the referral facility.
However, in North Eastern province, referral forms are almost non-existent, available in only 1 percent of
facilities.
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3.2.2  Supportive Management for Providers

The KSPA 2004 collected information on whether facilities have supervisory and staff development ac-
tivities, which are important for supporting quality care. Summary information on supportive manage-
ment practices at the facility level is provided in Table 3.5, with further details provided in Appendix Ta-
bles A-3.7 and A-3.8.

External Supervision

Supervision from external managers provides an opportunity to ensure that system-wide standards and
protocols are followed at the facility level and to promote an “organisational culture” wherein it is ex-
pected that these standards and protocols will be implemented. It also provides an opportunity to expose
staff to a wider scope of ideas and relevant experiences, including on-job-training (OJT) for some provid-
ers. External supervision can also act as a motivator to service providers, especially if the supervisor is
supportive. A facility reporting at least one visit by external supervisors during the past six months is de-
fined for KSPA purposes as having routine external supervision. Overall, 87 percent of facilities have
routine external supervision, with government- and NGO-managed facilities being more likely (91 per-
cent each) than others to have such supervision. At the provincial level, facilities in Nairobi have the
weakest routine external supervision (54 percent), compared with facilities in Western and Nyanza prov-
inces (96 percent each).

In-Service Training

To maintain the levels of knowledge and technical competence they achieved during basic training, health
service providers must continually be exposed to current and new information. The KSPA assessed
whether health service providers had received any formal or structured in-service training on topics re-
lated to the service offered. It is recognized that health service providers may receive new information
and individual instruction related to their work during routine supervisory visits, but the KSPA did not
assess this type of instruction.

If at least half of the interviewed health service providers at a facility had received any in-service training
relevant to their service in the 12 months preceding the survey, the KSPA defines the facility as having
routine staff development activities. Overall, three-fourths (76 percent) of facilities satisfied these criteria.
Stand-alone VVCT facilities and hospitals are more likely than other facility types to conduct routine staff
development (91 p and 85 percent, respectively). NGO facilities have slightly more staff development
activities (84 percent), and facilities in Nairobi and Coast provinces have a slight edge over facilities in
other provinces, each at 83 percent (Table 3.5).

Supervision of Health Service Providers

In addition to general supervision of facility activities, the work of individual staff must be assessed so
that each person’s strengths and weaknesses can be identified and appropriate support can be provided. If
at least half of the interviewed health service providers in a facility had been personally supervised at
least once during the past six months, the KSPA defined the facility as providing routine staff supervi-
sion. Over 80 percent of facilities met the KSPA criteria for routine staff supervision. Maternities and
clinics have the weakest routine staff supervision (60 and 67 percent, respectively). The level of individ-
ual supervision is higher in health centres (89 percent). Supervision in NGO facilities is universal and is
lowest in private facilities at 65 percent. At the provincial level, facilities in Nairobi and Central provinces
are weakest in supervision (72 percent each), compared with Nyanza (95 percent).

The survey results also give details of facilities that conduct regular in-service training in addition to rou-
tine staff supervision. Overall, 67 percent of facilities meet both these supportive management criteria.

FACILITY-LEVEL INFRASTRUCTURE, RESOURCES, AND SYSTEMS 41



42

Table 3.5 Supporting management practices at the facility level

Percentage of facilities that had an external supervisory visit during the past 6 months, and percentage where at least half of the
interviewed health service providers received the indicated management support, by type of facility, managing authority and province,
Kenya SPA 2004

Percentage of facilities where at least half of the
interviewed service providers:

Percentage of Number of
facilities with Were Were both personally  Percentage of facilities with at
external Received in- personally supervised in past 6 facilities with least 1 eligible
supervisory visit  service training  supervised months and received supportive health service
Background during the past during past during past  in-service training past management provider
characteristics 6 months 12 months® 6 months 12 months practices’ (weighted)®
Type of facility
Hospital 78 85 72 65 54 28
Health centre 87 75 89 67 56 125
Maternity 77 66 60 45 39 20
Clinic 68 70 67 54 47 8
Dispensary 89 75 85 68 63 249
Stand-alone VCT 84 91 85 83 77 10
Managing authority
Government 91 80 91 73 67 246
NGO 91 84 99 84 75 21
Private (for-profit) 62 66 65 44 24 63
Faith-based organisation 88 70 76 63 61 110
Province
Nairobi 54 83 72 56 41 41
Central 91 79 72 53 52 50
Coast 86 83 77 70 64 49
Eastern 93 63 86 61 55 83
North Eastern 89 65 80 59 58 8
Nyanza 96 78 95 73 71 54
Rift Valley 85 77 87 74 62 126
Western 96 77 90 74 72 29
Total 87 76 84 67 59 440

Note: Refer to Table 1.1 for the actual number of facilities included in survey and analysis. Weighting results in small numbers for some
categories of facilities.

" This refers to structured in-service sessions and does not include individual instruction received during routine supervision.

% Facility received external supervision within the past 6 months; at least half of all interviewed health service providers both received in-
service training relevant to the services they provided during the past 12 months and were personally supervised during the past 6 months.
® Interviewed providers who did not personally provide one of the services assessed by the KSPA (i.e., administrators who might have
been interviewed) are excluded.

3.2.3 Management Practices Supporting Community Involvement

Encouraging community input into a facility’s functions makes the facility more accountable to the com-
munity it serves and helps it understand the community’s needs. This in turn results in better health-
seeking behaviour, which improves the health of the population.

Community Representation

Overall, 44 percent of facilities have routine community participation in some management meetings (Ta-
ble 3.6). However, such involvement is minimal in maternities (4 percent). Community participation in
management meetings for NGO-managed facilities and in facilities in the North Eastern province is rela-
tively strong (63 and 67 percent, respectively). Only 49 percent of government-managed facilities report
community involvement in management meetings, despite the fact that government policy requires every
facility to have a management committee or board, for community ownership.
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Table 3.6 Management practices supporting community feedback and access to facility
Percentage of facilities that have routine community participation in management meetings, percentage
having a system of acquiring client opinion and feedback, and percentage with either mechanism for
obtaining community input, by type of facility, managing authority and province, Kenya SPA 2004
Percentage of facilities:
Where community Where client opinion That have any
participation in is elicited and a mechanism for Number of
Background management system for review  obtaining community facilities
characteristics meetings is routine implemented1 input for services® (weighted)
Type of facility
Hospital 37 17 45 28
Health centre 42 10 44 125
Maternity 4 4 6 20
Clinic 15 7 17 8
Dispensary 49 8 49 249
Stand-alone VCT 52 28 65 10
Managing authority
Government 49 13 50 246
NGO 63 17 66 21
Private (for-profit) 26 4 27 63
Faith-based organisation 39 2 41 110
Province
Nairobi 28 10 31 41
Central 24 0 25 50
Coast 35 9 43 49
Eastern 48 22 49 83
North Eastern 67 12 67 8
Nyanza 53 7 53 54
Rift Valley 47 7 47 126
Western 65 1 65 29
Total 44 9 45 440
Note: Refer to Table 1.1 for the actual number of facilities included in survey and analysis. Weighting results in small
numbers for some categories of facilities.
! Some mechanism for eliciting client opinion is reported, and there is documentation indicating that client opinions
are reviewed.
2 Either community representation at management meetings or a system for eliciting client opinion is in place.

Client Feedback

The KSPA 2004 also assessed whether facilities have a system for acquiring client opinion and feedback.
The findings show that very few facilities—only 9 percent—have such a system (Table 3.6). Twenty-
eight percent of stand-alone VCT facilities elicit client opinion and have a system to review it; this is the
largest proportion among all types of facilities. Among facilities with different managing authorities, only
2 and 4 percent of faith-based organisation and private for-profit facilities, respectively, elicit client opin-
ion and have a system for reviewing it. Such systems exist in only 1 percent of facilities in Western Prov-
ince and are non-existent in Central Province.

Funding Mechanisms That Decrease Financial Barriers to Utilisation of Health Services

User fees may have either a positive effect on utilisation of health facilities (by increasing the funds avail-
able to the facility) or a negative effect (by deterring poor clients from using services). User fees with ex-
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emption schemes for vulnerable people often help to augment inadequate facility budgets. However, pro-
viding exemptions or discounts for poor clients can result in budget shortages if there is no system for
reimbursing these exempted or discounted costs. Other methods that encourage appropriate utilisation by
poor clients but that also reimburse facilities for client services include insurance plans, credit plans (de-
layed payment for services received today), and charity or equity funds that reimburse the costs of par-
ticular subsets of clients to increase their access to care through decreasing their out-of-pocket payments
at the time of service utilisation. In any case, health facilities should clearly display their fees for services,
which is a quality of care standard that improves accountability, reduces the likelihood of corruption, and
helps the client calculate the costs they will incur in seeking such services.

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. Any services
that insured clients receive through the general public sector are usually not covered by the insurance
plan, which means that except for the National Health Insurance Fund (NHIF), health insurance is not
usually a source of reimbursement for public sector facilities.

Table 3.7 summarizes facilities’ funding options. Details on these funding options and components for
which facilities charge fees appear in Appendix Tables A-3.9 and A-3.10.

Practices Related to User Fees and Additional Sources of Funding

As of June-July 2004, according to government policy, dispensaries and health centres are not to charge
user fees for curative care, apart from clients having to pay for client cards. The KSPA findings, however,
do not show that facilities have adopted this new policy. Approximately 9 in 10 facilities routinely have
some form of user fees for adult curative services (Table 3.7), and as indicated in Appendix Table A-3.10,
about half of all health centres and dispensaries still do charge for client consultations. Overall, half of all
facilities with client user fees charge for a client chart or record, while 53 percent charge for consultation.
Less than half of NGO-managed facilities report routine user fees for adult curative care. Contrary to ex-
pectation, routine user fees for adult curative care are not charged by all private for-profit facilities; only
80 percent routinely charge these fees.

Among facilities charging some form of user fees for adult curative services, 42 percent report that they
have an additional source of funding (Appendix Table A-3.9). Hospitals, NGO-managed facilities and
facilities in the North Eastern province are most likely to have additional sources of funding outside of
routine running budget or direct client fees used in the facility. The source of additional funding is usually
the central government and donors (Appendix Table A-3.9).

3.25 Maintenance and Repair of Equipment

To provide quality services, a facility must have the means to ensure that facility equipment and infra-
structure are maintained in functioning condition. Some machinery should routinely receive preventive
maintenance. Some equipment may require minor repairs or replacement, and buildings and infrastructure
require routine maintenance and periodic repair. For purposes of the KSPA 2004, infrastructure refers to
such things as buildings and roads within the facility complex.

Summary information on systems for maintenance and repair or replacement for large and small equip-
ment is provided in Table 3.8. Detailed information on what systems are used and which people are re-
sponsible for maintaining facilities’ equipment is provided in Appendix Tables A-3.11 and A-3.12.

Some 4 in 10 facilities report preventive maintenance programmes for major equipment such as genera-
tors or sterilisers (Table 3.8); among hospitals, the facilities most likely to have major equipment requir-
ing maintenance, 76 percent have such programmes. These systems are also common in NGO-managed
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Table 3.7 Facility funding mechanism
Percentage of facilities with routine user fees for curative care, and with both a routine user fee and an external
source of reimbursement scheme for clients, by type of facility, managing authority and province, Kenya SPA 2004
Percentage of facilities:
With both user fees and
With any With any external ~ some external source of  Number of
routine user fee for source of reimburse- reimbursement for facilities
Background characteristics adult curative care® ment for clients clients? (weighted)
Type of facility
Hospital 95 69 64 28
Health centre 92 38 34 125
Maternity 96 27 23 20
Clinic 93 19 18 8
Dispensary 84 42 37 249
Stand-alone VCT 36 69 25 10
Managing authority
Government 90 42 38 246
NGO 46 55 43 21
Private (for-profit) 80 29 13 63
Faith-based organisation 89 46 46 110
Province
Nairobi 85 41 36 41
Central 89 40 40 50
Coast 99 4 4 49
Eastern 88 45 34 83
North Eastern 88 66 55 8
Nyanza 93 51 50 54
Rift Valley 74 50 43 126
Western 100 38 38 29
Total 86 42 37 440
Note: Refer to Table 1.1 for the actual number of facilities included in survey and analysis. Weighting results in small numbers for
some categories of facilities.
! Includes charges for client cards/charts or record, and for consultations
% Source of reimbursement is in lieu of out-of-pocket payments by clients and may be from insurance systems, reimbursement from
external charities, or other sources of funds (e.g., NGOs) for poor clients.

facilities (81 percent) and in facilities in the Eastern province (75 percent). Among facilities with preven-
tive maintenance programmes for large equipment, 24 percent have on-site staff responsible for the pro-
gramme, while 67 percent employ external technicians (Appendix Table A-3.11).

With regards to small equipment such as stethoscopes and sphygmomanometers, 87 percent of facilities
have systems for repair or replacement. This is widespread among facilities of all types, managing au-
thorities, and provinces. Facilities use different methods for maintaining or replacing small equipment,
including on-site repair, sending equipment outside for repair or replacement, and purchasing or paying
for new equipment from funds on hand. Thirteen percent of facilities report on-site repair, while 67 per-
cent send equipment outside for repair or replacement.

Less than half of facilities have a system for maintaining and repairing their building or infrastructure
(Table 3.8); hospitals (81 percent) are most likely to have such a system. NGO-managed facilities and
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private for-profit facilities are also relatively likely to have such a system. There is not much differential
at the provincial level, though facilities in Nyanza province are the least likely to have a system for main-
tenance and repair of building or infrastructure.

Table 3.8 Facility systems for maintenance and repair of equipment and infrastructure
Percentage of facilities that have a preventive maintenance programme for major equipment, percentage
that have a system for repairing or replacing small equipment, and percentage that have a system for
maintenance and repair of the building or infrastructure, by type of facility, managing authority and
province, Kenya SPA 2004
Percentage of facilities with:
Preventative System for
maintenance System for repair maintenance and Number of
programme for  or replacement of repair of building facilities
Background characteristics  major equipment1 small equipment2 or infrastructure (weighted)
Type of facility
Hospital 76 96 81 28
Health centre 35 93 41 125
Maternity 51 93 57 20
Clinic 26 87 45 8
Dispensary 41 86 35 249
Stand-alone VCT 29 27 50 10
Managing authority
Government 40 93 38 246
NGO 81 83 76 21
Private (for-profit) 48 90 63 63
Faith-based organisation 34 75 30 110
Province
Nairobi 38 86 47 41
Central 40 93 36 50
Coast 47 80 41 49
Eastern 75 92 57 83
North Eastern 50 98 50 8
Nyanza 18 93 23 54
Rift Valley 27 86 37 126
Western 52 71 50 29
Total 42 87 41 440
Note: Refer to Table 1.1 for the actual number of facilities included in survey and analysis. Weighting results in small
numbers for some categories of facilities.
" Equipment such as a generator or steriliser
2 Equipment such as stethoscopes or sphygmomanometers
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Key Findings

About two-thirds of facilities hold routine management meetings; however, only about one-third have
documentation of a recent meeting.

Nationally, only 46 percent of health facilities report quality assurance (QA) activities, and 30 percent
have documentation of the QA tools used.

Eighty-seven percent of all facilities report receiving external supervision during the past six months. A
notable weakness was in Nairobi province, where only 54 percent of facilities report at least one visit
by external supervisors during the six months before the survey.

Formal in-service training for health providers is provided on a routine basis, with three in four facili-
ties having at least half of all providers receive related in-service training during the past 12 months.

Systems for eliciting community input for facility activities are not widespread. Less than half of facili-
ties have routine community participation in management committee meetings, and only 9 percent have
any formal means for seeking client feedback.

Seventy-six percent of hospitals have preventive maintenance programmes for major equipment, and 87
percent of facilities have systems for repair or replacement of small equipment.

3.3  Logistics Systems for Vaccines, Contraceptives, and Medicines (Pharmaceutical
Commaodities)

To ensure that necessary pharmaceutical commodities are available for daily use, facilities must make
sure that the commodities are stored under conditions that protect them from damage, they must have
monitoring systems to minimize waste resulting from commaodity expiration, and systems must exist to
monitor stock and to ensure timely ordering and re-supply of the needed commodities.

Information on storage conditions and stock monitoring for vaccines is presented in Table 3.9, and infor-
mation for contraceptive methods and medicines is shown in Table 3.10. Details for each element as-
sessed for monitoring the cold chain for vaccine storage are shown in Figure 3.7, and details for the vac-
cine stock monitoring systems are shown in Figures 3.8 and 3.9. Similar information on storage
conditions and stock monitoring systems for contraceptive methods and medicines is provided in Figures
3.10 and 3.11. Further details on storage conditions are provided in Appendix Tables A-3.15 and A-3.16,
and details on commaodity ordering systems are given in Appendix Tables A-3.17 through A-3.21.
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Table 3.9 Storage conditions and stock monitoring systems for vaccines
Among facilities that routinely store vaccines, percentage with adequate storage temperature and
stock monitoring systems in place, by type of facility, managing authority and province, Kenya SPA
2004
Percentage of facilities with:
Adequate system for Number of facilities
monitoring storage Adequate system for with stored vaccines
Background characteristics temperature1 monitoring stock’  observed (weighted)3
Type of facility
Hospital 76 90 25
Health centre 77 70 100
Maternity 70 70 14
Clinic 77 56 3
Dispensary 72 81 178
Managing authority
Government 74 79 189
Private (for-profit) 56 83 29
Faith-based organisation 80 76 95
Province
Nairobi 98 49 26
Central 90 98 37
Coast 89 91 35
Eastern 51 84 54
North Eastern 99 87 7
Nyanza 26 63 45
Rift Valley 84 70 88
Western 90 91 27
Total® 73 77 320
Note: Refer to Table 1.1 for the actual number of facilities included in survey and analysis. Weighting results in
small numbers for some categories of facilities.
! Functioning thermometer in refrigerator, temperature chart up to date, and refrigerator temperature 0° to 8°C
at time of survey
?No expired items present, items stored by expiration date, and up-to-date inventory available
® Totals include data from six NGO facilities (weighted).

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 validity of ex-
piration date, for storage by expiration date, and for concordance with the inventory. If any of the checked
items were found to be out of compliance, the stock monitoring system for that commodity was marked
as not functioning.

Facilities often do not update their inventory daily but rather maintain a daily register of distributed items.
They then tally the distributed items and update the inventory later, often monthly. Information on the
inventory system used for each commodity type is presented in Figure 3.7. If the official inventory record
is not up-to-date, but there is a register where the current inventory can be quickly calculated (and this
tallies with the actual commaodity stock), the facility is defined as having an up-to-date inventory. Be-
tween 32 and 44 percent of facilities use daily distribution registers and only update inventory records
periodically (as opposed to daily) for vaccines, contraceptives and medicines.
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Figure 3.7 Inventory system used for stored commaodities:
vaccines (N=332), contraceptives (N=298), and medicines (N=429)
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3.3.1 Storage and Stock Monitoring Systems for Vaccines

Vaccines must be stored at an appropriate temperature to maintain potency. WHO and UNICEF policy is
to monitor the refrigerator or cold box temperature at least twice daily and to record the temperature on a
graph as proof of monitoring (WHO, 1998). To assess facilities” vaccine storage conditions, KSPA ob-
servers checked for (1) the presence of a functioning thermometer in the refrigerator, (2) a temperature of
0° to 8°C at the time of the survey, and (3) a completed temperature graph (completed twice a day) for the
prior 30 days.

Storage Conditions

Among facilities that routinely store vaccines, 73 percent have all the necessary components for adequate
temperature monitoring (Table 3.9). Private for-profit facilities and facilities in Nyanza province have the
weakest systems, with only 56 and 26 percent respectively having all the needed items for monitoring
storage temperature (Table 3.9). Figure 3.8 gives details for each element that a facility needs for moni-
toring storage temperature. In general, 97 percent of facilities have a functioning thermometer and 93 per-
cent have a temperature chart, and in 78 percent of facilities, a temperature of 0° to 8°C (the UNICEF
recommendation for vaccine storage at the health centre level) was found at the time of the survey. This
implies that 22 percent of health facilities do not adhere to the standard requirements for maintaining a
proper vaccine storage temperature. Almost all facilities do place the vaccine refrigerator so that it is pro-
tected from sunlight (Appendix Table A-3.13).
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Figure 3.8 Elements for monitoring vaccine
storage conditions (N=320)

97
96
Functioning 100
thermometer 90

| 98
| 97
91
96
Temperature 92
chart 82
| 92
] 93
84
81
Temperature 79
0°to 8°C 85
[76
] 78
0 20 40 60 80 100

Percentage of facilities storing vaccines

M Hospital CHealth Centre EMaternity
CIClinic  CDispensary  ITotal

Kenya SPA 2004

Stock Monitoring Systems

Vaccine stock monitoring systems were assessed using the tetanus toxoid (TT); diphtheria, pertussis, and
tetanus (DPT); measles; hepatitis B; hepatitis-DPT (Hep-DPT); and measles, mumps, and rubella (MMR)
vaccines. Very few facilities have expired vaccines present (Figure 3.9). The practice of storing vaccines
by expiration date and maintaining an up-to-date inventory is widespread, with 9 in 10 facilities storing
vaccines by expiration date and 86 percent having an up-to-date inventory.

Hospitals are more consistent than other types of facilities (90 percent) in maintaining vaccine monitoring
systems (Table 3.9). Among the provinces, Nairobi has the weakest stock monitoring system, with 49
percent having an adequate system (Table 3.9).

3.3.2 Storage and Stock Monitoring Systems for Contraceptive Methods and Medicines

To prevent chemical deterioration and contamination, facilities must store medications and contraceptives
away from sunlight, under dry conditions, and in an area protected from rodent or pest infestation.

Storage Conditions

In general, storage conditions for contraceptives are adequate in 92 percent of facilities (Table 3.10 and
Figure 3.10) and for medicines in 86 percent of facilities (Table 3.10 and Figure 3.11). Five percent and
10 percent of the facilities do not ensure that contraceptives and medicines, respectively, are off the floor
and protected from water (Table A-3.14).

Stock Monitoring Systems

The KSPA assessed stock monitoring practices for selected contraceptive methods (combined oral pill,
IUDs, three-month injectables, and condoms) and selected medicines (antibiotics and Ringers lactate
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Figure 3.9 Elements for monitoring vaccine stock (N=320)
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Table 3.10 Storage conditions and stock monitoring systems for contraceptives and medicines

Among facilities storing medicines and clinical methods of contraception, percentage in which good storage conditions were observed and
stock monitoring systems were in place, by type of facility, managing authority and province, Kenya SPA 2004

Contraceptive methods Medicines

Number of
Percentage with Number of facilities facilities with
Percentage with all all assessed with stored Percentage with all Percentage with stored
assessed items for items for system contraceptive assessed items for all assessed items medicines
Background system for storing for monitoring  methods observed system for storing for system for observed
characteristics methods’ stock® (weighted) medicines’ monitoring stock®  (weighted)®
Type of facility
Hospital 89 64 22 91 38 28
Health centre 100 66 103 91 50 125
Maternity 85 39 17 94 31 19
Clinic 92 53 5 89 24 7
Dispensary 88 63 151 83 33 249
Managing authority
Government 90 66 209 79 46 245
NGO 99 16 14 99 14 16
Private (for-profit) 20 54 36 97 19 59
Faith-based organisation 100 68 39 96 33 109
Province
Nairobi 99 35 18 91 72 38
Central 99 54 35 90 39 50
Coast 89 87 35 80 24 48
Eastern 83 75 53 78 53 80
North Eastern 89 45 6 67 37 8
Nyanza 87 48 49 89 17 53
Rift Valley 100 64 81 91 25 122
Western 87 60 22 92 67 29
Total® 92 62 298 86 38 429

Note: Refer to Table 1.1 for the actual number of facilities included in survey and analysis. Weighting results in small numbers for some
categories of facilities.

! ltems are stored in dry location, off the ground, and protected from water, sun, pests and rodents.

2 No expired items present, items stored by expiration date and up-to-date inventory available.

® Totals include data from one stand-alone VCT centre (weighted).

FACILITY-LEVEL INFRASTRUCTURE, RESOURCES, AND SYSTEMS 51



52

intravenous solution). While 62 percent of facilities have all the assessed stock monitoring components
for contraceptive methods, only 38 percent meet the KSPA criteria for monitoring medicine stocks (Table
3.10). In both cases, maternities and clinics are least likely to meet the KSPA stock monitoring criteria
(Table 3.10). Similarly, NGO and private for-profit facilities have weaker stock monitoring systems than
the other managing authorities.

One percent of facilities had expired contraceptive methods on the day of the survey (Figure 3.10), and 22
percent had expired medicines (Figure 3.11). All facility types had some expired medicines, but dispensa-
ries and hospitals (25 and 21 percent, respectively) were more likely to have expired medicines than other
facility types. More than 80 percent of facilities store their vaccines and contraceptive methods by expira-
tion date (Figure 3.9 and 3.10). Up-to-date inventories are maintained for contraceptive methods in 72
percent of facilities and for medicines in 45 percent of facilities (Figures 3.10 and 3.11).

Figure 3.10 Elements for storing and monitoring stock
for contraceptives (N=298)
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Figure 3.11 Elements for storing and monitoring stock for
medicines (N=429)
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Key Findings

Three-fourths of facilities that store vaccines have all the necessary components for adequately moni-
toring storage temperature. This implies that problems in monitoring and maintaining a safe tempera-
ture for storing vaccines still exist in all types of facilities. Monitoring and maintenance of cold chain is
weakest in private for-profit facilities.

Systems for stock monitoring for vaccines and contraceptives are adequate in 77 and 62 percent, re-
spectively, of all facilities.

Systems for stock monitoring of vaccines are weakest in Nairobi province (49 percent) and strongest in
Central province (98 percent). Similarly, the system for stock monitoring of contraceptives is weak in
Nairobi province (35 percent) and strong in Coast province (87 percent).

Management of stock for vaccines and contraceptives is relatively good; more than 70 percent of facili-
ties store these commaodities by expiration date and maintain an up-to-date inventory. However, main-
tenance of an up-to-date inventory for medicines is sub-standard (45 percent of all facilities).

About 2 in 10 facilities have expired medicines in stock.

3.4 Systems for Infection Control

“Universal precautions” is a term applied to infection control measures used to prevent cross-infection
from blood and body fluids. These universal precautions should be exercised by all health workers who
may come into contact with contaminated fluids, under the assumption that anyone may have an infec-
tious condition (CDC, 1987; JHPIEGO, 2003).

Conditions for infection control were assessed in service delivery areas included in the KSPA 2004.
These include conditions under which hand-washing by the health care provider between seeing different
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clients, could be reasonably expected, and presence of a secure box in which sharp items such as dispos-
able needles—which may be contaminated with HIV or hepatitis or other blood-borne infections—can be
securely disposed.

Summary information on facilities’ capacity to process equipment for reuse is presented in Table 3.11,
and aggregate information is presented in Table 3.12 on equipment processing capacity and infection con-
trol measures available in service delivery areas. Details are presented in Figures 3.12 through 3.14 on the
individual elements that the KSPA defined as necessary for processing equipment and maintaining infec-
tion control in the service delivery areas. Further details are available in Appendix Tables A-3.22 through
A-3.25.

Table 3.11 Capacity for guality processing of equipment for sterilisation or high-level disinfection

Percentage of facilities with the indicated elements to support quality sterilisation/high-level-disinfection (HLD) of equipment, by
type of facility, managing authority and province, Kenya SPA 2004

Percentage of facilities with:

Equipmentor  Equipmentand  Equipment, knowledge of Written guidelines  Number of

Background appropriate knowledge of process time, and for sterilisation or facilities
characteristics chemical process time! automatic timer? HLD present (weighted)
Type of facility
Hospital 92 81 61 32 28
Health centre 56 43 22 24 125
Maternity 74 56 26 19 20
Clinic 55 48 14 7 8
Dispensary 59 56 8 4 249
Stand-alone VCT 6 6 4 4 10
Managing authority
Government 51 42 11 10 246
NGO 74 66 48 12 21
Private (for-profit) 68 56 21 23 63
Faith-based organisation 71 70 19 11 110
Province
Nairobi 58 45 31 14 41
Central 76 67 6 9 50
Coast 54 46 24 29 49
Eastern 47 41 8 17 83
North Eastern 31 22 6 25 8
Nyanza 67 62 7 8 54
Rift Valley 55 52 15 1 126
Western 94 74 46 26 29
Total 60 52 16 12 440

Note: Refer to Table 1.1 for the actual number of facilities included in survey and analysis. Weighting results in small numbers for some
categories of facilities.
! 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 processing conditions of the following:

- Dry heat sterilisation: Temperature 160° to 169° C and processed for at least 120 minutes or temperature at least 170° C and processed for

at least 60 minutes

- Autoclave: process wrapped items at least 30 minutes, unwrapped items at least 20 minutes

- Boiling or steaming: process at least 10 minutes

- Chemical disinfection: with chlorine base or glutaraldehyde solution and soaked for at least 20 minutes.
% This refers to a passive timer that can be set to indicate when a set time has passed. This may be a part of the sterilisation or HLD
equipment.
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3.4.1 Capacity for Adherence to Standards for Quality Sterilisation or High-Level Disinfection
Processes

For syringes and most examination equipment, either sterilisation or high-level disinfection (HLD) proce-
dures 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. These systems are necessary for processing gloves or surgical equip-
ment that will be reused, including for example blades and scissors used to cut an umbilical cord.

Table 3.12 Infection control and hazardous waste control
Percentage of facilities that store sterile/HLD items under adequate conditions, that have all items for infection control in service
delivery areas, that have an adequate disposal system for hazardous waste, and that have infection control guidelines, by type
of facility, managing authority and province, Kenya SPA 2004
Number of Percentage
Percentage with facilities with with all items Percentage Percentage with
sterile storage stored for infection  with adequate guidelines for
conditions and processed control in waste disinfection and  Number of
Background processing dates items service delivery disposal sterilisation in any  facilities
characteristics on sterilised items®  (weighted) areas’ system® service area (weighted)
Type of facility
Hospital 62 27 2 63 35 28
Health centre 16 105 5 29 24 125
Maternity 31 19 5 60 19 20
Clinic 16 6 23 49 9 8
Dispensary 15 186 22 36 4 249
Stand-alone VCT 45 1 2 54 4 10
Managing authority
Government 13 186 18 29 10 246
NGO 27 16 2 75 12 21
Private (for-profit) 49 52 12 50 24 63
Faith-based organisation 16 90 10 43 11 110
Province
Nairobi 66 34 2 64 14 41
Central 9 47 30 18 10 50
Coast 7 33 14 52 29 49
Eastern 9 72 15 58 17 83
North Eastern 14 5 1 43 25 8
Nyanza 15 53 23 26 8 54
Rift Valley 28 72 12 25 1 126
Western 16 29 1 28 26 29
Total 20 344 14 38 12 440
Note: Refer to Table 1.1 for the actual number of facilities included in survey and analysis. Weighting results in small nhumbers for some
categories of facilities.
! ltems are wrapped and sealed with time-steam-temperature-sensitive (TST) tape, or items are in sterile or HLD-processed container that
clasps shut, and processing time is written.
% Soap and water in all areas, sharps box in all areas (except consultation for sick child), disinfecting solution and latex gloves in family planning,
antenatal care, delivery, and STI client examination areas
® Final disposal of contaminated waste is to incinerate, bury, or remove off site, and waste is not visible or is kept under protected conditions on
day of survey.

2 Formaldehyde or glutaraldehyde (Cydex)
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Depending on the size of the facility, different types of equipment may be processed using different
methods or in 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. Sixty percent of facilities have functioning
equipment (or chemicals for sterilisation or HLD processing) for the processing method used, and 52 per-
cent have the functional equipment and correct knowledge of the processing time (and temperature, for
dry heat sterilisation) for the method used. When an automatic timer is added to the assessment (where
applicable), the proportion drops dramatically (to 16 percent). The great majority of hospitals (92 percent)
and about three-fourths of health centres have functioning equipment. NGO-managed facilities have a
slight edge over other facilities in this area. The availability of functional equipment varies from 31 per-
cent in North Eastern province to 94 percent of facilities in Western province (Figure 3.12 and Table
3.11). Written guidelines for sterilisation/HLD processing (in any service area) were found in only 12
percent of facilities.

Figure 3.12 Capacity to sterilise or HLD process equipment (any process)
(N=440)
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Among the various methods for processing equipment, boiling/steaming is the most commonly used
method and the one for which KSPA observers most often found functioning equipment and knowledge
of the correct processing time (33 percent of facilities) (Figure 3.13). However, only 9 percent also had an
automatic timer. The next most common processing method is autoclaving; 10 percent of facilities had a
functioning autoclave, an automatic timer, and staff who could report the correct processing time, tem-
perature, and pressure for correct utilisation.
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Figure 3.13 Facilities with indicated elements for processing
equipment using indicated method (N=440)
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3.4.2 Appropriate Storage Conditions for Processed Items

After sterilising equipment, facilities must be able to store it under sterile conditions. The storage condi-
tions that must be observed to maintain sterility or HLD status are: 1) storing items in a dry location; 2)
either wrapping them in sterile dry cloth, or placing them in a sterile or HLD-processed container that can
clasp shut; and 3) writing the processing date on the item, because the sterile/HLD status cannot be en-
sured after one week unless the item is also sealed in plastic. Other common storage procedures that may
be accepted in some settings (such as keeping unwrapped items in an autoclave or keeping them on a tray
covered with a clean cloth) do not ensure sterile/HLD status. Among facilities that store processed items,
only 20 percent do so under sterile conditions and with processing dates on processed items. Hospitals
and facilities in Nairobi (62 and 66 percent, respectively), and private for-profit facilities to some extent
(49 percent), are most likely to store processed items under appropriate conditions (Table 3.12).

3.4.3 Infection Control in Service Delivery Area

Nosocomial infections (infections that are contracted from the health facility) are always possible and
complicate care giving for any health system. Control measures and constant vigilance are necessary to
prevent infections. Only 14 percent of facilities had all relevant infection control items available in all
assessed service delivery areas (Table 3.12). Figure 3.14 presents a summary of which specific infection
control items were available in all the assessed and relevant service delivery areas in a facility. Soap and
clean latex gloves were available in 52 and 67 percent, respectively, of service delivery areas.
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Figure 3.14 Availability of specific infection control items in all
assessed and relevant service delivery areas in a facility
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3.4.4 Adequate Disposal of Hazardous Waste

Hazardous waste includes items that may be contaminated by blood or other biological waste and may be
infectious if touched (such as bandages, used cotton balls, needles, and syringes). The most effective
means for disposal is incineration and subsequent burial of the remains. Burying items in deep pits is also
an effective means of disposal. When assessing whether facilities have adequate systems for disposing of
hazardous waste, the most important issue is verifying that there is, in fact, a process for disposal 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 subsequent infection. Details on waste
disposal systems are provided in Appendix Table A-3.25.

Data collectors were asked to determine which system each facility used, and then to go to the location
where waste is stored prior to disposal, or to the disposal site itself, to assess if there were non-processed
wastes that were not protected. Only 38 percent (Table 3.12) of the assessed facilities have an adequate
waste disposal system. A larger proportion of hospitals, maternities, and stand-alone VCT facilities (63,
60, and 54 percent, respectively) are equipped to handle waste safely. Unfortunately, government-
managed facilities are least likely to have an adequate waste disposal system (29 percent); NGO-managed
facilities were most likely (75 percent) (Table 3.12). At the provincial level, only one-fourth of all facili-
ties in Rift Valley province have adequate waste disposal systems, compared to 64 percent in Nairobi
province.
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Key Findings

Sixty percent of facilities have functional equipment for the processing method they use for infection
control. However, only 16 percent also have an automatic timer and staff who know the correct proc-
essing time.

Boiling/steaming is the most commonly used method for sterilising/disinfecting equipment; facilities
are also most likely to have functioning equipment and staff who know the correct processing tem-
perature and time for boiling/steaming.

Among facilities that store sterile or HLD items, only 20 percent store them according to the defined
standards.

Only 38 percent of facilities had an adequate disposal system; this percentage varies from 29 percent
for health centres to 63 percent for hospitals.

Government-managed facilities are least likely to have an adequate waste disposal system (29 per-
cent); NGO facilities are much more likely to have an adequate system (75 percent).

Only one-fourth of all facilities in Rift VValley province have an adequate waste disposal system, com-
pared with 64 percent in Nairobi province.
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Chapter 4 Child Health Services

Dr. Annah Wamae, Dr. Richard Muga, Fred Otieno, Lydia Karimurio
4.1  Background

4.1.1 KSPA Approach to Collecting Child Health Information

The World Health Organisation (WHQ) estimates that over 10 million children under 5 years of age die
annually from preventable diseases. According to WHO, many sick children who are brought to see a
health provider do not receive adequate assessment and treatment (WHO, 1999b). It is not uncommon for
a provider to treat the symptom that is most evident, without conducting a full assessment of the child’s
health status and acting to prevent further diseases. For this reason, WHO and other agencies developed
the Integrated Management of Childhood IlInesses (IMCI) strategy. This strategy promotes 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 preventive interventions such as immunisa-
tion and growth monitoring (for early detection of faltering growth) to prevent or minimize progression to
illness.

The IMCI strategy aims to reduce morbidity and mortality among children less than five years of age,
through implementation of three components:

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

2. Improving health systems to include equipment, supplies, organisation of work, and referral sys-
tems, among others;

3. Improving childcare at the community and household level in line with key family practices.

The first component helps first-level health workers assess and appropriately treat the five major child-
hood illnesses in a holistic approach. Kenya is in the expansion phase of implementation of the IMCI
strategy, having started in three districts, Embu, Kajiado, and Vihiga. The programme is currently being
rolled out to districts not included in the early implementation phase, as well as to areas not yet covered in
the districts already implementing IMCI. At the time of the survey, only 24 out of 71 districts were im-
plementing IMCI at the health facility level, and even then, only in some areas; an estimated 7 percent of
all health facilities implement the IMCI strategy. Therefore, most Kenyan health workers are not expected
to be using the IMCI approach. However, many of the elements in the IMCI protocol are already part of
Kenya’s standards and policy on the delivery of child health services. WHO recommends that 60 percent
of health workers seeing children under five in health facilities be trained in IMCI case management to
ensure a critical mass for quality management of sick children’s health.

The utilisation of the IMCI framework in this assessment is expected to provide useful baseline IMCI
measures which can be used later to judge progress in implementing the strategy across Kenyan health
facilities. Therefore, the IMCI protocol is used whenever possible in looking at the delivery of child
health services at the health facility level.

This chapter uses information obtained in the KSPA 2004 to address the following four central questions:

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

e To what extent do facilities offering immunisation services for children have the capacity to sup-
port quality vaccination services?

e To what extent do the health facilities providing outpatient care for sick children have the capac-
ity to support quality services in adherence to IMCI guidelines?
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e To what extent is there evidence that health service providers involved in providing outpatient
care for sick children are adhering to standards for quality service provision?

4.1.2 Health Situation of Children in Kenya

Vaccine Coverage

Immunisation against vaccine-preventable diseases is key in reducing child morbidity and mortality lev-
els. The Kenya Expanded Programme of Immunisation (KEPI) under the Ministry of Health 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 b (DPT-HepB-Hib, or pentavalent); three doses of polio vaccine (OPV), and
one dose of measles vaccine. However, only 57 percent of children age 12-23 months have received all
these immunisations, compared with the KEPI target of 80 percent (KDHS 2003). Moreover, immunisa-
tion coverage rates have decreased between 1993 and 2003 (Figure 4.1). Community coverage figures are
expected to improve as the country implements the Reach Every District (RED) strategy.

Recent findings show that fewer detected measles cases test positive for the wild measles virus, while ru-
bella cases are on the increase (service statistics). This may be an indication to consider adding mumps
and rubella to the measles vaccine (i.e. using the measles-mumps-rubella, or MMR, vaccine) to protect
more children. The yellow fever vaccine is indicated in only four districts in the Rift Valley province
(Koibatek, Keiyo, Baringo, and Marakwet).

Figure 4.1 Percentage of children age 12-23 months immunised against
the eight KEPI target illnesses, Kenya DHS 1993, 1998 and 2003
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Nutritional Status and Care Seeking

Malnutrition is an underlying factor in about 70 percent of the illnesses that cause death among children
under five. The KDHS 2003 found that about a third of children under five in Kenya are stunted or too
short for their age. Specifically, 30 percent were stunted, 11 percent were severely stunted, and 20 percent
were underweight. The findings further show that of all children suffering from fever and/or symptoms of
acute respiratory infections, 46 percent were taken to health facility/provider for treatment. However, a
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significant percentage were not taken for treatment, showing the need to improve on care-seeking behav-
iour among Kenyan communities.

Childhood Mortality and Morbidity

The 2003 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 preceding the house-
hold survey visit. Key findings include the following:

e The infant mortality rate was estimated at 77 deaths per 1,000 live births in the five years preced-
ing the survey.

e The under-five mortality rate was estimated at 115 deaths per 1,000 live births.

e Forty-six percent of children with reported acute respiratory infections (ARI) and/or fever during
the two weeks before the survey were reported by their caretaker to have been seen by a health
professional.

e Antibiotics were reported to have been given to 18 percent of children whose caretaker said they
had symptoms of cough and short, rapid breathing during the two weeks before the survey.

o Sixteen percent of children under five were reported by their caretaker to have had diarrhoea in
the two weeks preceding the survey.

o When asked about providing fluids during the child’s diarrhoeal illness, 34 percent of caretakers
reported that they had given the child more fluids.

e The recommended treatment for diarrhoeal diseases (other than dysentery, where antibiotics are
recommended) is fluid replacement. Twenty-nine percent of children with diarrhoea were re-
ported to have received oral rehydration therapy, either with oral rehydration salts or recom-
mended home solutions. Altogether, some form of oral rehydration therapy was used to treat 51
percent of diarrhoea episodes; 22 percent received syrups or tablets of some sort. A significant
proportion of children with diarrhoea were reported to have been treated with medicines bought
directly from the pharmacy or with home remedies.

o Fifteen percent of children under five slept under mosquito nets the night before the survey, while
only five percent slept under insecticide-treated nets.

o Forty-two percent of children under five years of age were reported as having had fever and/or
convulsions in the two weeks preceding the survey. Of those, 27 percent took anti-malarial drugs;
however, only 11 percent received antimalarial medicines within one day of symptoms.

o Eleven percent of children under 15 do not live with either of their parents and are therefore con-
sidered fostered. Nine percent and four percent had lost their fathers and mothers, respectively,
while 2 percent had lost both parents.

4.2 Availability of Child Health Services

Among the essential preventive and curative child health services, the KSPA assessed the availability of
outpatient curative care for sick children, routine childhood immunisation services (under the Expanded
Programme of Immunisation, or EPI), and routine growth monitoring services. Table 4.1 provides infor-
mation on the availability of these services. Appendix Tables A-4.1 and A-4.2 provide further details on

. . . 1
frequency of service and community outreach services.

Health services in Kenyan facilities are relatively integrated; about 8 in 10 facilities offer all three of the
above basic child health services. Childhood immunisation is provided in 83 percent of facilities (com-

' 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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pared with 86 percent in 1999), growth monitoring in 81 percent (compared with 90 percent in 1999), and
outpatient curative care for sick children in 97 percent (compared to 88 percent in 1999). Hospitals and
FBO-managed facilities are more likely than other facility types to provide all the basic services. Facili-
ties in Nairobi and Eastern province are least likely to offer all these services.

Outpatient curative care is the most commonly provided of the three basic services. It is almost univer-
sally available across all types of facilities, managing authorities and provinces, apart from Nairobi prov-
ince, where a slightly smaller proportion of facilities offer this service for sick children.

Table 4.1 Availability of child health services
Percentage of facilities offering the indicated child health services at the facility, by type of facility,
managing authority and province, Kenya SPA 2004
Percentage of facilities that provide:
Outpatient All basic Number of
Background care for sick Growth Childhood  child health  facilities
characteristics children monitoring _immunisation services (weighted)
Type of facility
Hospital 98 93 96 92 28
Health centre 100 88 86 83 125
Maternity 93 81 70 66 20
Clinic 94 49 42 37 8
Dispensary 96 77 82 76 249
Managing authority
Government 97 81 85 79 245
NGO 100 89 89 89 16
Private (for-profit) 94 63 50 49 61
Faith-based organisation 100 92 95 91 109
Province
Nairobi 88 69 69 66 37
Central 95 79 83 78 50
Coast 100 91 79 79 49
Eastern 95 62 73 56 81
North Eastern 99 89 94 88 8
Nyanza 100 94 94 94 54
Rift Valley 100 85 87 84 124
Western 98 94 94 94 29
Total 97 81 83 78 430
Note: Refer to Table 1.1 for the actual number of facilities included in survey and analysis.
Weighting results in small numbers for some categories of facilities.

Maternities and clinics are least likely to offer childhood immunisation services (70 and 42 percent, re-
spectively); private for-profit facilities and facilities in Nairobi province are also relatively unlikely to
provide childhood immunisation. Facilities in Western, Nyanza and North Eastern provinces (94 percent
each) are most likely to provide this service. The low proportion of facilities offering immunisation ser-
vices in Nairobi may be explained by the fact that most facilities in Nairobi are referral facilities; many
are also privately owned and do not offer basic routine services.

Routine growth monitoring is offered at similar or slightly lower levels than child immunisation, espe-
cially at dispensaries and in the Eastern province. Given the documented levels of malnutrition in the
country (KDHS 2003), increasing the availability of growth monitoring services for early identification of
nutrition problems and interventions to address the causes of malnutrition should be considered. More-
over, the absence of immunisation services in some health facilities results in unacceptably high missed
opportunities for immunisation and vitamin A supplementation.
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Key Findings

Eight in ten facilities offer all three basic child health services (outpatient curative care for sick chil-
dren, immunisations, and growth monitoring). Outpatient curative care for sick children is the most
commonly offered child health service (97 percent of facilities), and growth monitoring the least of-
fered service (81 percent). There has been a small decrease in the availability of preventive services for
children since 1999.

Childhood immunisation services are least available in Nairobi health facilities (69 percent) compared
to Western, Nyanza and North Eastern (94 percent). This is a decline from 1999, when 88 percent of
facilities in Nairobi and 100 percent in Western province offered childhood immunisation.

Private for-profit facilities are least likely to offer immunisation services (50 percent), compared with
95 percent of faith-based organisations.

4.3  Capacity to Provide Quality Immunisation Services
The following section addresses elements that are important for quality immunisation services:

capacity to maintain the quality of vaccines;

availability of vaccines and vitamin A;

availability of equipment and supplies for vaccination sessions; and

availability of administrative components for monitoring immunisation activities.
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Figure 4.2 Availability of vaccines among facilities offering
child vaccination services and storing vaccines (N=331)
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4.3.1 Capacity to Maintain the Quality of Vaccines

Lack of electricity or other fuel to maintain the cold chain is a common reason facilities cannot, or do not,
store vaccines. If a facility cannot store vaccines, it must collect them from a central location and main-
tain their temperature using ice packs and mobile vaccine carriers on the days of service. The logistic con-
siderations for maintaining the cold chain when vaccines cannot be stored frequently result in limited
availability of vaccination services. Information on vaccine storage conditions is provided in Chapter 3,
with details on elements assessed provided in Table 3.9.

In general, of all facilities with stored vaccines observed, 73 percent have an adequate system for moni-
toring storage temperature, while 77 percent adequately monitor stocks. Regarding monitoring storage
temperature, private for-profit facilities and facilities in Nyanza province (56 and 26 percent, respec-
tively) are least likely to have an adequate system. Just over half of facilities in Nairobi province do not
have adequate vaccine stock monitoring systems (Table 3.9).

4.3.2 Availability of Vaccines and Vitamin A

Availability of child vaccines was assessed at eligible facilities (those that store vaccines and provide
child immunisation services). These results are summarized in Figures 4.2 and 4.3. Additional detail on
vaccine availability by facility type and province is found in Appendix Table A-4.3.

All basic EPI vaccines for the eight major childhood diseases are available in 85 percent of eligible facili-
ties (Figure 4.2, Table A-4.3). The individual vaccines are consistently available in most eligible health
facilities (at over 90 percent). Most facilities are replacing DPT only (available in 26 percent of facilities)
with the pentavalent vaccine (DPT-HepB-Hib), which is available in 91 percent of facilities.
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Forty percent of facilities had all components for providing quality child immunisation, including vac-
cines, in stock on the day of the survey (Table 4.2). Among the different categories of eligible health fa-
cilities, there is notable variation in the percentage that have all vaccines; maternities are highest, at 91
percent, and clinics are lowest, at 77 percent. Each type of vaccine is missing in 6 to 9 percent of facilities
(Figure 4.2). Data on availability of the vaccines for the six basic immunisations plus hepatitis B and Hib
are similarly available (91 percent of eligible facilities) in Appendix Table A-4.3.

Yellow fever vaccine is indicated in only four districts in Rift Valley province (Baringo, Koibatek, Keiyo
and Marakwet) and is therefore not expected to be available in most facilities. Only half of eligible facili-
ties in these four districts actually have the yellow fever vaccine available (data not shown). Availability
of hepatitis B vaccine is high (92 percent), as it is a component of the widely available pentavalent vac-
cine (Figure 4.3).

It is a recommended WHO policy to routinely distribute high-dose vitamin A capsules to children. Vita-
min A is essential for the functioning of the immune system and for healthy growth and development.
Vitamin A also provides protection from respiratory infections (as well as night blindness); these condi-
tions are more common when children are deficient in vitamin A. Vitamin A supplementation has been
added to the EPI programme in many countries. In Kenya, the policy is to provide high-dose vitamin A
starting at 6 months of age and then every 6 months up to the age of 5 years. Seventy-four percent of fa-

cilities offering sick child services have vitamin A available in the facility (Figure 4.3).

Figure 4.3 Availability of additional child vaccines among
facilities offering child vaccination services and
storing vaccines (N=331)
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4.3.3 Availability of EqQuipment and Supplies for Vaccination Sessions

Information on the availability of all the components assessed for quality immunisation services is pro-
vided in Table 4.2 and Figure 4.4. Details on item availability by facility type are available Appendix Ta-
ble A-4.4.

? Vitamin A was assessed in the pharmacy but not in the child health service delivery area.
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Equipment

All equipment for vaccination sessions—blank immunisation cards, syringes and needles, and cold box
with ice pack—is available at 81 percent of facilities that offer child immunisation services and store vac-
cines. Fewer government facilities and facilities in Nyanza have all these basic items (71 percent and 60
percent, respectively) (Table 4.2). Blank immunisation cards were missing in a few facilities but were
available in 83 percent of eligible health facilities, while syringes, needles, and cold boxes with ice packs
were more readily available (99 and 98 percent, respectively). The availability of cold boxes and ice
packs in almost all the facilities offering child immunisation services supports the maintenance of cold
chain during transportation and vaccination sessions (Table A-4.4).

Infection Control

Infection control is critical to providing quality care, including immunisation services. Among eligible
facilities, 75 percent had all three infection control items (soap, water, and sharps box) (Table 4.2). Hospi-
tals have a slight edge over other facility types in this area. Similarly, facilities in Nairobi and Central
provinces were most likely to have all infection control items (92 percent each) and facilities in North
Eastern province were the least likely (37 percent). Water and sharps boxes are the most commonly avail-
able of the three infection control items, available at 91 percent and 95 percent of facilities, respectively
(Appendix Table A-4.4).
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Table 4.2 Health system components required for childhood immunisation services
Percentage of facilities offering facility-based child immunisation services that have all equipment, items for infection control, records indicating good
administrative practices, and all basic child vaccines, by type of facility, managing authority and province, Kenya SPA 2004
Percentage of facilities
offering child immunisation
Percentage of facilities offering services and storing vaccine Number of
child immunisation with: with: o
facilities
All equipment  Number of offering child
items for facilities All components for  immunisation
All items infection offering child providing quality ~ services and
for control, and immunisation  All basic child immunisation storing
Background All infection Administrative administrative services child services (including vaccines
characteristics equipment' control” components® components (weighted)’  vaccines® vaccines) present (weighted)
Type of facility
Hospital 86 79 81 60 27 83 52 25
Health centre 76 72 88 54 107 79 41 107
Maternity 94 69 70 53 14 91 48 14
Clinic 76 72 42 29 3 77 29 3
Dispensary 82 76 72 44 204 89 37 182
Managing authority
Government 71 70 75 41 208 80 34 200
NGO 88 77 95 60 14 100 11 6
Private (for-profit) 92 83 54 43 30 91 39 29
Faith-based organisation 96 80 85 64 104 93 54 95
Province
Nairobi 93 92 91 76 25 92 76 25
Central 93 92 52 50 41 68 34 41
Coast 80 71 89 61 39 81 50 35
Eastern 63 70 76 53 59 e 45 59
North Eastern 87 37 87 28 8 92 28 7
Nyanza 60 78 94 44 50 99 48 45
Rift Valley 94 66 66 33 107 91 16 91
Western 79 84 100 68 27 85 62 27
Total 81 75 77 48 356 85 40 331
Note: Refer to Table 1.1 for the actual number of facilities included in survey and analysis. Weighting results in small numbers for some categories of
facilities.
! Blank immunisation cards, syringes and needles, and cold box with ice packs (or facility reports purchasing ice).
2 Soap, water (any source), and sharps container.
® Tally sheet or register where vaccines provided are recorded and documentation of either DPT dropout rate or measles coverage.
* All facilities offered immunisations at the facility. Some facilities also offer immunisations through village outreach activities.
® Basic child vaccines are BCG, any DPT, polio, and measles.

4.3.4  Availability of Administrative Components for Monitoring Immunisation Activities

The KSPA 2004 looked for evidence that facilities were keeping records that could provide information
for monitoring immunisation activities.

Measures often used for monitoring immunisation coverage include the DPT dropout rate (the difference
between the number of children who receive the first dose of DPT and the number who complete all three
doses) and vaccine coverage rates. Measures of immunisation coverage require an estimate of a target
population. The KSPA 2004 specifically assessed whether DPT dropout rates or measles coverage infor-
mation was available. Almost all facilities have registers (or tally sheets) for documenting immunisations
provided, whereas a smaller proportion have documentation of monitoring community coverage (either
measles coverage or DPT dropout rates) (Appendix Table A-4.4, Figure 4.5). NGO-managed facilities
and facilities in Nairobi, Nyanza, and Western provinces have better immunisation monitoring informa-
tion than other facilities.
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Figure 4.4 Availability of equipment and supplies for
immunisation services (N=356)
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Key Findings

Eighty-three percent of facilities offering child immunisation services and storing vaccines have all
basic (EPI) child vaccines in stock, plus hepatitis B vaccine.

Each type of vaccine is missing from 6-9 percent of facilities.
Use of disposable syringes and needles for immunisation is universal in Kenya.

All items for infection control are available in the immunisation service delivery area in three-fourths
of facilities. Soap for hand-washing is the item least often found (78 percent), and five percent of facili-
ties do not have a sharps box in the immunisation area.

Two in five facilities have all the components needed to support quality immunisation services, accord-
ing to the KSPA definition.

Availability of all KSPA-assessed immunisation items varies among categories of health facilities. All
three components for high quality immunisation, equipment, items for infection control, and evidence
of record-keeping were found in 60 percent of hospitals, but in only 29 percent of clinics; they were
present in 64 percent of FBO facilities, but in only 40 percent of government facilities.

4.4  Capacity to Provide Quality Outpatient Care for Sick Children

To improve the diagnosis of illnesses and to minimize missed opportunities to provide preventive inter-
ventions, IMCI standards recommend that the following be part of any consultation for a sick child:

Assessing immunisation status and providing vaccines that are due;

Assessing nutritional status and counselling caretakers on identified problems;

Assessing overall health status;

Ensuring that the child receives the first dose of any prescribed drugs, including antibiotics, at the
facility, and leaves the facility with the necessary medications;
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e Ensuring that the caretaker knows how to administer the necessary medications or treatments,
knows about appropriate foods, and knows how much the child needs both during this sickness
and when not sick;

e Ensuring that the caretaker knows signs of when to return the child immediately and for the
scheduled follow-up.

The KSPA 2004 assessed the availability of equipment, supplies, and health system components neces-
sary to adhere to IMCI guidelines and to support quality outpatient care for sick children (WHO, 1999b;
WHO, 2002). Assessed elements are as follows:

Infrastructure and resources to support quality assessment and counselling;

Equipment and supplies for adhering to IMCI guidelines for assessment of the sick child;
Essential medicines for treating sick children, in adherence to IMCI guidelines;

IMCI job aids (chart booklet, recording form, and mother’s/caretaker’s cards).

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

To support quality assessment and counselling, the following should be readily available in areas where
sick children receive services: soap and water for infection control, individual child health cards, treat-
ment protocols, and visual aids. Figure 4.5 provides information on the availability of these items, with
further details in Appendix Tables A-4.5 and A-4.6.

All of the above items are available in only 8 percent of eligible facilities (Figure 4.5, Appendix Table A-
4.5). Treatment guidelines (necessary for quick reference) are available in only 22 percent of the facilities,
and hospitals are more likely to have them (33 percent) than other facility types. Individual child health
cards or records, important for continuity of care, are available in just over half of facilities; visual aids
are available in approximately three in ten facilities.

Figure 4.5 Availability of items to support quality of care for
sick children (N=417)
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Because the government is promoting IMCI, one might expect items related to IMCI (such as IMCI charts
and booklets, IMCI counselling cards for providers, and IMCI caretaker cards) to be widely available in
facilities. Surprisingly, only 11 percent of facilities offering curative care for sick children have IMCI
charts or booklets, and only 5 percent have IMCI counselling cards for providers and for caretakers (Ap-
pendix Table A-4.6).

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

The KSPA also assessed the availability of the equipment and supplies necessary for evaluating the status
of sick children and for providing preventive interventions for adherence to IMCI guidelines. Figure 4.6
summarizes information on these items. Appendix Table A-4.5 provides details by facility type, and Ap-
pendix Table A-4.7 provides information on the availability of sick child and EPI services on the same
day in the same facility.

Figure 4.6 Availability of equipment and supplies for assessing
health status of the sick child (N=417)
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Among facilities offering sick child services, 55 percent had all items for quality immunisation services
(basic vaccines, syringes, cold boxes, items for infection control in the EPI service area, and child immu-
nisation cards) (Figure 4.6, Appendix Table A-4.5). This means about half of facilities have the service
delivery pattern or the capacity to adhere to the IMCI guidelines of using every contact with the facility to
provide needed immunisations. Thirty-four percent of facilities report providing immunisation services
every day sick child services are offered; however, 58 percent were actually providing both services on
the day of the survey (Appendix Table A-4.7). Differentials by management authority show that govern-
ment facilities are more likely to offer the two services together (43 percent) than facilities managed by
other authorities.

While 72 percent of eligible facilities have a scale appropriate for weighing an infant (100 gram grada-
tion), and 58 percent have a scale appropriate for weighing older children (maximum 250 gram grada-
tion), only 46 percent have both infant and child weighing scales (Figure 4.6, Appendix Table A-4.5).

Items for providing oral rehydration therapy on site are similarly lacking, with only 32 percent of facili-

ties having all three necessary items (a cup and spoon, a jar for mixing, and packets of oral rehydration
salts [ORS]). However, ORS packets are available in 88 percent of facilities.
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Although a sick child can be assessed with little equipment, certain minimum standards are considered to
be necessary for quality care. The KSPA 2004 assessed whether facilities had a thermometer and some
type of minute timer for counting respirations. Thermometers are available in 8 in 10 facilities, and facil-
ity-provided timers are available in about half of the facilities.

4.4.3 Essential Medicines for Treating Sick Children

The KSPA 2004 also assessed the availability of the essential medicines defined in the IMCI guidelines.
Summary information on the availability of medicines for sick children is provided in Figures 4.7 through
4.9 and in Table 4.3. Appendix Table A-4.8 provides details on available medicines by type of facility.

IMCI guidelines have defined first-line, pre-referral, and other important medications for treating the sick
child. First-line medicines include packets of oral rehydration salts for diarrhoeal diseases, oral antibiotics
such as amoxicillin or cotrimoxazole for respiratory infections, and antimalarial medicines such as SP
(fansidar) and amodiaquine.

First-line Medicines

All the first-line medicines (ORS, at least one antimalarial, and at least one antibiotic) are available in 83
percent of facilities, with hospitals, health centres, and dispensaries more likely than others to have all
first-line medicines (Appendix Table A-4.8, Figure 4.7). Cotrimoxazole is more widely available as a
first-line antibiotic in Kenyan facilities than amoxicillin. Similarly, Fansidar (sulfadoxine-pyrimethamine)
is more readily available as a first-line antimalarial than amodiaquine.

Figure 4.7 Availability of first-line medicines for treating
sick children (N=417)
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Table 4.3 Selected essential components to support quality care for sick children
Percentage of facilities that have all indicated items, by type of facility, managing authority and
province, Kenya SPA 2004
Number of
facilities
Percentage of facilities with essential medicines  offering SC
All first-line All pre-referral All other services
Background characteristics medicines’ medicines? medicines®  (weighted)
Type of facility

Hospital 89 56 36 28

Health centre 87 29 42 125

Maternity 57 59 28 19

Clinic 54 27 24 7

Dispensary 83 13 29 238
Managing authority

Government 93 13 29 236

NGO 98 54 25 16

Private (for-profit) 69 45 19 57

Faith-based organisation 66 28 50 108
Province

Nairobi 97 17 42 32

Central 92 4 23 47

Coast 90 32 49 48

Eastern 76 21 40 76

North Eastern 90 12 58 8

Nyanza 63 26 41 53

Rift Valley 87 21 19 124

Western 75 52 32 28
Total 83 23 33 417
Note: Refer to Table 1.1 for the actual number of facilities included in survey and analysis.
Weighting results in small numbers for some categories of facilities.

! ORS, at least one oral antibiotic (amoxicillin or cotrimoxazole) and at least one antimalarial
gFansidar or amodiaquine).

At least one first-line injectable antibiotic (ampicillin or penicillin) and one second-line injectable
antibiotic (ceftriaxone or gentamycin), or injectable chloramphenicol, an intravenous solution
(normal saline, Ringers lactate, or dextrose and saline 0.9 percent) with perfusion set and injection

uinine.
3qupirin, vitamin A, iron tablets, mebendazole, and an antibiotic eye ointment.

Pre-referral Medicines

Pre-referral medicines are emergency injectable medications and intravenous solution (with perfusion set)
for providing urgent treatment and rehydration before admitting the sick child or referring to another fa-
cility, if necessary. It should be noted that according to Ministry of Health policies, hospitals, health cen-
tres, and dispensaries are authorized to provide rapid rehydration for severely dehydrated children using
intravenous solutions if they have facilities and skills.

In Kenya, a facility is defined as having all pre-referral medicines if it satisfies the following criteria: at
least one first-line injectable antibiotic (ampicillin or penicillin) and at least one second-line injectable
antibiotic (ceftriaxone or gentamycin), or injectable chloramphenicol, injectable quinine, and an intrave-
nous solution (normal saline, Ringers lactate, or dextrose and saline 0.9 percent) with perfusion set. Ac-
cording to the KSPA 2004 findings, less than 3 in 10 facilities offering outpatient care for sick children
have all these pre-referral medicines (Figure 4.8, Table 4.3). They are available mostly in hospitals and
maternities (56 and 59 percent, respectively). NGO and private for-profit facilities are also more likely
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than other facilities to have all pre-referral medicines (54 and 45 percent, respectively), and facilities in
Western province are slightly more likely to have them than those in other provinces. Government facili-
ties are the least likely to have all pre-referral medicines for sick children. Chloramphenicol is available
in just a quarter of facilities, and quinine is available in less than half of facilities. Penicillin is almost uni-
versally available (Figure 4.8). Only half of all eligible facilities have intravenous solutions with perfu-
sion sets.

Figure 4.8 Availability of pre-referral and other emergency treatment
medicines (injectables) (N=417)
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Other Essential Medicines and Vitamin A

In addition to first-line and pre-referral medicines, the KSPA assessed the availability of a few other es-
sential medicines, less critical for treating serious illness, but important for treating common symptoms
and illnesses of sick children. These include an antipyretic (paracetamol or aspirin), vitamin A, iron tab-
lets or supplements, de-worming medicines (anthelmintic), and antibiotic eye ointment. All these other
essential medicines are available in 33 percent of health facilities (Table 4.3, Figure 4.9). Aspirin or
paracetamol is almost universally available, whereas vitamin A was found in two-thirds of facilities.
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Figure 4.9 Availability of other essential medicines (N=417)
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Key Findings

IMCI treatment guidelines for sick children are available in 22 percent of facilities offering sick child
services, while treatment protocols are found in only 1 in 5 facilities

One-third of facilities offer child immunisation services every day that sick child services are offered.

Soap for hand washing is absent in one in five facilities, and visual aids for instructing caretakers are
missing from seven in ten facilities.

All first-line treatment medicines are available in 8 out of 10 facilities, but pre-referral medicines are
only available in one-third of facilities—mostly NGO-managed facilities, private for-profit facilities,
and facilities in Nairobi province.

45  Management Practices Supportive of Quality Sick Child Services

Management practices for supporting quality curative care for sick children include documentation and
records, practices related to user fees, and staff supervision and development.

Summary information on the availability of these items is presented in Table 4.4. Appendix Table A-4.9
provides sick child client utilisation statistics, and Appendix Tables A-4.10 through A-4.12 provide more
details on fees and other payment systems. Figure 4.10 summarizes information on in-service training
received by child health service providers, and Appendix Tables A-4.13 through A-4.15 provide details
on in-service training and supervision from the perspective of the child health service provider.

45.1 Facility Documentation and Records

An up-to-date register is defined as a register that has an entry within the past seven days and that indi-
cates the child’s age and diagnosis or symptom. About nine in ten facilities providing outpatient curative
care for sick children have an up-to-date register (Table 4.4). Clinics were somewhat less likely to have
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up-to-date registers, but otherwise, there is not much variation by facility type. NGO-managed facilities
are more likely to have up-to-date registers than facilities under other managing authorities. At the pro-
vincial level, facilities in Central province are less likely to have an up-to-date register (76 percent, com-
pared with 98 percent in Western province).

45.2 Practices Related to User Fees

In Kenya, the Ministry of Health policy on user fees is to offer free services for all children under five
years of age, in order to make these services accessible. User fees may have either a positive effect on
utilisation of health facilities (by increasing the funds available to the facility) or a negative effect (by de-
terring poor clients from using services). In any case, posting of user fees is an element of quality of care,
since it increases accountability and makes clients aware of costs associated with services. In spite of the
recent policy on free health services for children under five, 4 in 10 facilities charge some form of user
fee for sick child services (Table 4.4), including 15 percent of government-managed facilities. Of those
that charge any user fees, 14 percent charge for client charts or records, 21 percent charge for actual con-
sultations by resident providers, and 14 percent charge user fees for consultations by consultants (Appen-
dix Table A-4.10). Maternities and clinics, private for-profit and FBO facilities, and facilities in Nairobi
are most likely to charge for client consultations. Government facilities are less likely to charge for client
consultations than facilities under other managing authorities.
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Table 4.4 Management practices supportive of quality child health services
Percentage of facilities with the indicated records, percentage with any user fees for consultation services for the sick child (SC), and
percentage where interviewed providers of child health services received the indicated supportive management practice, by type of
facility, managing authority and province, Kenya SPA 2004
o _ _ Percen_tage yvhere at _Ieast half of Number of
Among faC|I|t|e_s Wlth_ outpatient the |nterv_|ewed c!’uld health facilities with
care for sick children: service providers: ) :
Number of interviewed
facilities Received in- child health
Percentage with  Percentage with  offering SC  service training Were personally service
Background up-to-date patient any user fees for services during the past supervised during providers
characteristics register' SC services (weighted) 12 months? past 6 months (weighted)®
Type of facility
Hospital 81 58 28 9 70 28
Health centre 84 39 125 12 85 122
Maternity 84 78 19 30 69 19
Clinic 75 92 7 25 68 7
Dispensary 89 37 238 30 87 238
Managing authority
Government 90 15 236 15 90 236
NGO 98 48 16 4 99 16
Private (for-profit) 83 72 57 31 69 57
Faith-based organisation 79 84 108 39 76 105
Province
Nairobi 81 68 32 17 72 32
Central 76 38 47 13 77 47
Coast 92 40 48 17 71 48
Eastern 87 54 76 12 87 76
North Eastern 90 17 8 44 80 8
Nyanza 97 58 53 35 94 50
Rift Valley 83 25 124 34 87 124
Western 98 39 28 14 93 28
Total 87 42 417 23 84 414
Note: Refer to Table 1.1 for the actual number of facilities included in survey and analysis. Weighting results in small numbers for
some categories of facilities.
! Register has entry within past seven days that indicates child's age and diagnosis or symptom.
% This refers to structured in-service sessions, and does not include individual instruction received during routine supervision.
% Includes only providers of child health services in facilities offering child health services.

4.5.3 Staff Development and Supervision

Staff Development

In facilities offering any child health services, whether preventive or curative, child health service provid-
ers were interviewed on training received (excluding on-the-job training). If at least half of the inter-
viewed providers at a facility had received any structured in-service training on child health issues in the
past 12 months, the facility is considered to be providing routine staff development activities.

Among facilities with interviewed child health service providers, only 23 percent are considered to be
providing routine staff development activities, under the KSPA definition. Hospitals and health centres (9
percent and 12 percent, respectively) and NGO-managed and government facilities (4 percent and 15 per-
cent, respectively) provide fewer routine staff development activities than other types of facilities (Table
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4.4). At the provincial level, facilities in the North Eastern province stand out, with 44 percent providing
routine staff development activities.

Overall, only 15 percent of interviewed child health providers had received structured in-service training
in the 12 months preceding the survey (Appendix Table A-4.12). Interestingly, providers in dispensaries
(31 percent) and those in the North Eastern province (37 percent) are more likely than others to have re-
ceived some in-service training. Training was mostly on the treatment of malaria (10 percent of provid-
ers), with only 4 percent receiving training related to IMCI in the 12 months preceding the survey, though
an additional 9 percent had received this training more than a year before the survey (Figure 4.10, Appen-
dix Table A-4.13).

Figure 4.10 In-service training received by interviewed
child health service providers, by topic and timing
of most recent education (N=1,410)
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Supervision

If at least half of the interviewed child health service providers at a facility had been personally super-
vised in the past six months, the facility is considered to be providing routine staff supervision. Overall,
84 percent of facilities meet the KSPA criteria for providing routine staff supervision (Table 4.4). A
smaller proportion of hospitals, maternities, and clinics meet the criteria (70, 69 and 68 percent, respec-
tively) whereas, contrary to the findings for routine staff development activities, routine staff supervision
is strongest and almost universal in government and NGO-managed facilities (90 and 99 percent, respec-
tively), and weaker in private for-profit facilities (69 percent).

On individual supervision, 65 percent of interviewed child health service providers report having been
personally supervised in the six months preceding the survey (Appendix Table A-4.12), with staff report-
ing that they were supervised an average of four times during that period (Appendix Table A-4.14). Al-
though the number of times staff was supervised varies minimally by province, it was highest for provid-
ers in Nairobi province (12 times) and lowest in Nyanza and Rift Valley (3 times)
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Key Findings

Up-to-date registers for service statistics are found in 87 percent of facilities; almost all facilities in West-
ern province had registers for service statistics.

Structured in-service training related to child health topics is not routinely provided. Only 23 percent of
facilities had provided such training in the past 12 months to at least half of their interviewed providers.

Four in ten facilities charge some form of user fees for sick child services. Two in 10 charge for actual
consultations by resident providers, and just over 1 in 10 facilities charge for consultations by consultants.
Few government facilities charge user fees for consultations.

Only 4 percent of providers have received in-service training related to IMCI during the 12 months pre-
ceding the survey.

Routine supervision for child health service providers was reported in 84 percent of facilities, with most
providers supervised 4 times during the past 6 months. It was less common in private for-profit facilities
(69 percent) and facilities in Coast province (71 percent).

4.6 Adherence to Guidelines for Sick Child Service Provision

To assess whether providers adhere to standards for providing quality service, trained KSPA personnel
observed sick child consultations. The observation checklists they used are 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. Figures 4.11 through 4.15 show what practices were observed during sick child
consultations. Table 4.5 summarizes the providers’ assessments, examinations, and subsequent treat-
ments, by provider classification of diagnosis or major symptoms. Appendix Tables A-4.16 through A-
4.20 provide details on observed practices and information reported by interviewed caretakers of observed
sick children.

4.6.1 Full Assessment of IlInesses

When there are not enough qualified curative care providers, less qualified persons can be trained to pro-
vide EPI and growth monitoring services, as well as initial consultation services for sick children. For
curative care, however, this assumes that seriously ill children, with illnesses beyond the training scope of
staff, will be appropriately identified and referred to a better qualified provider. When reviewing factors
that influence quality of care, it is important to know how many facilities depend on referral for the man-
agement of severe illnesses. Almost all facilities in Kenya have at least one qualified health provider, as
shown in Figure 3.1 (Chapter 3).

The IMCI programme in Kenya is being expanded and now covers approximately 7 percent of primary
health care facilities (Wamae, 2005). The IMCI components for assessing a sick child provide valid
guidelines for quality of care, regardless of whether a provider has been trained in the IMCI strategy or
not. When interpreting the findings, it is important to recognize that, even when following the IMCI
guidelines, providers should use their judgment, based on the child’s signs and symptoms.

General Danger Signs

According to the IMCI guidelines, a provider should check for the following general danger signs:
whether the child is able to drink or breastfeed, whether the child vomits everything, whether the child
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has had convulsions at home 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. In general, 36 percent of the children were assessed for whether they could
drink or breastfeed (compared with 51 percent in 1999), and 36 percent for whether they vomited every-
thing (compared with 44 percent in 1999) (Appendix Table A-4.15). An additional 12 percent were as-
sessed for convulsions (compared with 24 percent in 1999). Overall, 6 percent of children were assessed
for all three danger signs, as compared to 20 percent in 1999. Comparing findings within facility types, it
is clear that apart from maternities, where a larger proportion of facilities than in 1999 assessed whether a
child vomits everything, every other assessment in all facility types showed a downward trend. These
findings suggest a decline in the quality of sick child assessment in the last five years.

Figure 4.11 General danger signs assessed during observed
sick child consultations (N=1,378)
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Major Signs and Symptoms

Regardless of the reason for the consultation, IMCI guidelines call for each child to be evaluated for the
major symptoms of cough or respiratory difficulty, diarrhoea, and fever. Information may be shared either
when the caretaker of the sick child discusses the reason for the visit, or, if not spontaneously mentioned,
when the provider specifically probes for symptoms.

Providers checked for all three major symptoms in about 20 percent of consultations (Figure 4.12). Fever
was the symptom most commonly assessed; providers checked for fever in 80 percent of consultations,
compared to 76 percent in 1999. They checked for respiratory symptoms in 73 percent of consultations,
and diarrhoea in 35 percent. Only 9 percent of consultations included an assessment of ear problems, a
common childhood illness.

* Assessment for lethargy is not a part of the observation checklist as there is often not an observable component for
this assessment.
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Figure 4.12 Major symptoms assessed during observed
sick child consultations (N=1,378)
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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 verify the presence of
fever (by touch or by taking the temperature), to measure the state of dehydration (pinching the abdomi-
nal skin), to check visually if the child has anaemia, and to count the rate of respirations if a respiratory
problem is suspected.

There has been only minimal improvement in sick child examination practices since 1999, with all the
key physical examinations (counting respiratory rate and assessing for fever, dehydration, and anaemia)
being conducted during only 17 percent of observed consultations (Figure 4.13, Appendix Table A-4.15).
Providers in maternities are more likely to conduct all the recommended examinations than providers in
other types of facilities. The most commonly observed examination practice was the assessment of fever
(81 percent )(Figure 4.13), observed mostly in consultations in clinics and maternities (91 and 94 percent,
respectively). Providers checked for anaemia much more often in 2004 (45 percent of consultations) than
they did in 1999 (18 percent) (Appendix Table A-4.15). Anaemia assessment was mostly observed in
hospitals (63 percent) and maternities (81 percent). This apparently remarkable improvement may be par-
tially explained by the fact that the 1999 KSPA only considered providers as having checked for anaemia
if they examined the palms and nail beds. In 2004, checking the conjunctiva also counted as an anaemia
assessment.

Providers checked for dehydration in 17 percent of consultations and counted the child’s respiratory rate
in 24 percent. They looked inside the ear and felt behind it in 14 percent and 12 percent of consultations,
respectively, and they assessed for pedal oedema in 5 percent of consultations (compared with 13 percent
in 1999). Providers checked the sick child’s muscular and general nutritional and physical status in 45
percent of consultations. More information on complete physical examinations, including all basic and
additional examinations, is available in Appendix Table A-4.15. There were no consistent differences
among facility types in the elements of the assessment and physical examination of the child.
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Figure 4.13 Elements of physical examination conducted during
observed sick child consultations (N=1,378)
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Assessment of Feeding during IlIness

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 and the not uncommon practice of caretakers to limit the sick child’s consumption of
food and liquids.

During observed sick child consultations, providers asked about normal feeding practices during illness
34 percent of the time, regardless of age of the child (Table A-4.17). This was more common in hospitals
and maternities than in other facility types.

Essential Advice

The IMCI strategy identifies essential advice that the child’s caretaker should receive before leaving the
health facility. This includes encouraging the caretaker to 1) give the child extra fluids during the illness,
2) continue to feed the child, and 3) watch for signs and symptoms for which the child should immedi-
ately be brought back to a health care provider.

Providers advised caretakers to increase the quantity of liquids in 17 percent of the observed consulta-
tions, and in 19 percent of consultations, they advised caretakers to give the child at least the same
amount of food or breast milk as usual (Figure 4.14). They provided information on signs and symptoms
for which the sick child should be immediately returned to the facility during 16 percent of the consulta-
tions. Only 5 percent of sick child consultations included all three pieces of advice.
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Figure 4.14 Essential advice provided to caretakers of
observed sick children (N=1,378)
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4.6.2 Diagnosis-Specific Assessments

After the sick child consultation, the observer asked the provider about the child’s diagnosis, major symp-
toms, and prescribed treatment. This information provides a context for assessing whether the examina-
tion and treatment were appropriate according to IMCI guidelines. IMCI guidelines indicate specific
symptoms or diagnoses for which antibiotics should be prescribed and when children should be admitted
to the facility or referred for a higher level of care.

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. The
KSPA 2004 does not evaluate the appropriateness of specific actions of providers.

Respiratory Ilness

Children with severe respiratory illnesses should be thoroughly examined by a provider and hospitalized
if indicated. In most of these cases, recourse to antibiotics is warranted. Among children diagnosed with
pneumonia or other severe respiratory illnesses, the provider checked temperature in 85 percent of cases
and counted respiratory rate in 46 percent (Table 4.5). Overall, providers referred or hospitalized 15 per-
cent of these children, and put 93 percent of them on some form of antibiotic (41 percent received an in-
jectable and 73 percent an oral antibiotic).

Among children diagnosed with bronchitis, providers checked temperature in 75 percent of cases, and as
many as 98 percent were put on antibiotics—more than among children diagnosed with pneumonia.
When children were diagnosed with cough or other respiratory problems, without another serious symp-
tom such as fever or difficult/short breathing, providers were very likely to prescribe antibiotics (87 per-
cent), even those such cases are most often viral in nature. This may mean that providers in Kenya pre-
scribe antibiotics even when it is not medically indicated. With growing antibiotic resistance worldwide,
rational use of antibiotics should be encouraged to ensure that these drugs are not overused.
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Table 4.5 Assessments, examinations, and treatment for children classified by diagnosis or major symptom
Among observed children diagnosed by the provider with the indicated illness or symptom, percentage for whom the indicated assessment,
examination, and/or treatment was provided, Kenya SPA 2004
Among children with indicated diagnosis, percentage for whom indicated assessment,
examination, and/or treatment was observed
Respiratory illness Febrile iliness Intestinal illness Other
Fever
Pneumonia Cough or other without Severe or persis- Other diar-
or other respiratory severe tent diarrhoea or  rhoea with-  All other
severe  Bronchitis problem with-  Se-  diagno- dysentery or any  out other definitive All ob-
respiratory (mildto  out otherse- vere sisor dehydration severe diag- diagno- served
Item infection” moderate) vere diagnosis fever cough Malaria w/diarrhoea nosis sis children
IMCI assessment
Three major symptoms 18 4 20 33 20 21 39 28 11 18
Three general danger
signs 5 13 5 7 5 7 1 7 7 6
Current eating/drinking 29 47 34 42 24 41 30 50 26 37
Advise continue feeding/
increase food or drink 31 20 23 32 36 26 48 33 19 26
Physical exam
Temperature 85 75 76 100 79 85 89 73 81 81
Respiratory rate 46 24 22 24 24 24 20 26 20 24
Dehydration 33 4 13 27 19 19 46 22 11 17
Anaemia 46 43 a4 38 49 52 58 39 34 45
Ear 11 3 9 10 13 9 13 7 11 9
Oedema 3 3 6 10 7 7 4 6 8 5
Body muscle 65 55 42 59 41 43 45 38 41 45
Treatment
Refer/admit 15 1 7 11 5 7 20 9 12 9
Any antibiotic 93 98 87 66 86 62 80 88 71 73
Injectable antibiotic 41 32 18 23 16 16 11 6 30 19
Oral antibiotic 73 92 82 57 80 56 70 86 68 67
Antimalarial 39 48 44 58 58 94 50 58 5 54
Oral bronchodilator 20 43 6 0 2 4 4 4 3 7
Oral medication for
symptomatic treatment® 69 81 79 83 88 82 51 64 67 73
Oral rehydration (ORS) 17 1 8 7 11 15 76 44 0 14
Intravenous fluid 0 0 0 1 0 0 2 0 0 0
Described signs or
symptoms for immediately
seeking help 25 21 13 21 14 15 23 13 24 16
Discussed follow-up visit 32 15 34 46 33 42 35 39 a7 36
Number of children
(weighted)® 156 57 606 59 189 743 99 190 77 1,378
Note: Refer to Table 1.1 for the actual number of facilities included in survey and analysis. Weighting results in small numbers for some categories of
facilities.
! Pneumonia, bronchopneumonia, or severe bronchitis
2 This may be antipyretic, cough medicine, or other general treatment for symptoms.
% Child may be classified with more than one diagnosis.

Fever

For children with severe febrile illness, IMCI guidelines recommend the use of antimalarials and antipy-
retics (especially in high malaria risk areas), followed by referral to appropriate facilities for further
treatment. All children diagnosed with severe fever had their temperature taken, compared with about 85
percent of children who were diagnosed with malaria-related fever or who had a fever with no accompa-
nying serious symptoms (Table 4.5). About 1 in 10 children diagnosed with severe fever were either re-
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ferred or admitted, and 66 percent received some form of antibiotics (23 percent received injectable anti-
biotics and 57 percent oral antibiotics). Approximately 4 in 5 of the children received oral medication for
symptomatic treatment (an antipyretic, cough medicine, or other general treatments for symptoms).

Malaria

Examination and treatment for children diagnosed with malaria appears to have improved since 1999.
Temperature was assessed for 85 percent of malaria cases, and anaemia was assessed in 52 percent. Over-
all, 94 percent of children diagnosed with malaria received some form of antimalarial (Table 4.5). About
2 in 10 received injectable gquinine, Fansidar, or artemether; about 8 in 10 were put on an oral antimalar-
ial; and only 1 percent received injected chloroquine (table not shown). About one-third received an anti-
biotic, while 8 in 10 received oral medication for symptomatic treatment.

Diarrhoea

Observers recorded the physical assessment and treatment of children diagnosed with intestinal illnesses.
There were two categories of diagnoses: 1) severe or persistent diarrhoea or dysentery, or any dehydration
with diarrhoea, and 2) other diarrhoea without another severe diagnosis (Table 4.5). Providers assessed
dehydration in 46 percent of children in the first category, whereas only 22 percent of children in the sec-
ond category were checked for dehydration. In the 1999 KSPA, all diarrhoea was combined into one
category, and 45 percent of the observed children were assessed for dehydration. Twenty percent of chil-
dren with the first, more severe, type of diarrhoea were either admitted or referred to a higher-level facil-
ity, compared with 9 percent of children in the second category.

Antibiotics are rarely indicated for non-dysentery-related diarrhoea, since using antibiotics inappropri-
ately can prolong the episode. As many as 80 percent of children with severe diarrhoea (just over half of
whom had dysentery or amoebiasis) were prescribed antibiotics; among children in the second category,
88 percent received antibiotics. These findings further indicate that antibiotics may be over-prescribed in
Kenya. ORS was prescribed for 76 percent of children with severe diarrhoea, and 2 percent received in-
travenous fluids, while 44 percent of children with less severe diarrhoea were put on ORS.

Overall Adherence to Standards

From this brief review it appears that the type of physical examination conducted and treatment provided,
including referrals, tend to vary reasonably according to the assessed severity and type of illness. Assess-
ments of symptoms, danger signs, and advice regarding eating and drinking during illness, however, do
not vary accordingly by severity of illness (Table 4.5).

4.6.3 Other Observed Practices

IMCI guidelines recommend that the first dose of any prescribed medicine, particularly antibiotics, should
be provided at the facility so that treatment can begin immediately. This practice also provides an oppor-
tunity to reinforce the dosage to the caretaker and to ensure that the child is able to take the medicine.
Among children who received prescriptions, 14 percent were observed receiving the first dose of the pre-
scribed medicine at the facility. This practice was least common in hospitals (9 percent) than in other fa-
cility types (Appendix Table A-4.16).

Providers educated caretakers about medicines in 54 percent of cases, although caretakers were not often
asked to repeat the instructions back to providers to verify that they understood (11 percent). During exit
interviews, however, a much larger proportion of interviewed caretakers reported being told how to give
the medicine (96 percent) and said they felt that they knew how to provide the medicine (98 percent) (Ap-
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pendix Table A-4.16). It is also possible they received instructions at the pharmacy when collecting medi-
cines.

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), eliciting
information on feeding patterns to determine whether the diet is adequate for the child’s age, and deter-
mining whether the current feeding patterns pose any additional risk to the child’s current 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 feed-
ing practices call for exclusive breastfeeding until six months of age, followed by the introduction of lo-
cally available foods based on a balanced nutritional plan, with continued breastfeeding until two years of
age.

About half of sick children were weighed. However, providers only plotted the weight against a standard
in 45 percent of cases (Figure 4.15). They assessed normal feeding practices in 34 percent of all consulta-
tions, 36 percent of consultations for children under 24 months, and 31 percent of consultations for older
children.

Figure 4.15 Observed preventive assessments (N=1,360)
(<24 months N=844)
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Assessment of immunisation status for sick children was low; providers checked immunisation status for
66 percent of children under 24 months of age and 51 percent of older children.
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Key Findings

Assessment for general danger signs in sick children is poor. Providers assessed whether children could
drink or breastfeed in 36 percent of cases, and asked whether they were vomiting everything in 36 per-
cent of cases. Twelve percent were assessed for convulsions. Only 6 percent were assessed for all three
danger signs.

Ninety-three percent of children diagnosed with severe respiratory illness received an antibiotic; 41
percent received injectable antibiotics. However, 87 percent of children with non-severe respiratory
conditions also received antibiotics, contrary to current recommendations.

Providers seldom provided caretakers with essential information. Only 5 percent of caretakers received
all of the three IMCI-recommended counsels (increased fluids, increased food intake, and list of symp-
toms for which the child must be brought back immediately).

Children rarely received the first dose of oral medication at the facility (14 percent).

Fifty-four percent of caretakers were observed being told how to administer medicines at home, though
only 11 percent were asked to repeat the instructions to the provider to check their understanding.
Ninety-six percent, however, reported that they had received the information, with most reporting they
understood how to give medicines to the child.

Opportunities to promote preventive health interventions each time a child is brought to a facility for a
consultation are being missed. Assessments of immunisation, weight, and feeding practices for children
under 24 months occurred in 66 percent, 53 percent and 36 percent of cases, respectively. This is par-
ticularly important given the decrease in overall immunisation coverage and existing levels of chronic
malnutrition documented in the KDHS 2003.

4.6.5 Counselling on Child Health Issues and Supporting Continuity of Care

The use of visual aids during consultations was almost nonexistent, at 2 percent (Table 4.6). This is not
surprising, considering the fact that only 29 percent of facilities have any visual aids available for use for
child health services (Figure 4.5).

Supporting Continuity of Care

Frequently, health services are organised in such a way that a client’s temperature and weight are meas-
ured, other routine services are provided, and the information is recorded on a client card or record, before
the provider responsible for the consultation sees the client. Although it was noted that one in three facili-
ties collect some of this relevant information outside the consultation room (data not shown), the provider
referred to the sick child’s health card during 73 percent of the observed consultations (Table 4.6). Thus,
27 percent of the providers might not have used information from measurements taken by others in their
assessment of the child. Providers in Western province facilities were most likely to refer to a client card
during consultation. Most providers did write notes on the sick child’s health card at the end of the con-
sultation (Table 4.6).
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Table 4.6 Provider practices related to continuity of health education and care

Percent of observations where visual aids were used when providing health education to the
caretaker of observed sick children, percentage of observations where the provider referred to the
child’s health card, and percentage of observations where the provider wrote on the child’s health
card, by type of facility, managing authority and province, Kenya SPA 2004

Use of individual health card
Percentage of  Percentage of Percentage of
observations observations observations
where visual where provider where provider  Number of
aids were used referred to card wrote on card observed

Background for health during after consultation sick children
characteristics education consultation (weighted)
Type of facility
Hospital 3 75 96 102
Health centre 2 69 95 539
Maternity 5 70 93 26
Clinic 0 62 96 14
Dispensary 2 75 98 696
Managing authority
Government 3 79 97 978
NGO 0 27 74 49
Private (for-profit) 2 85 98 111
Faith-based organisation 0 49 98 240
Province
Nairobi 1 72 100 188
Central 6 66 91 149
Coast 0 80 100 167
Eastern 0 60 95 273
North Eastern 0 81 97 15
Nyanza 2 68 99 174
Rift Valley 3 79 96 327
Western 5 95 100 85
Total 2 73 97 1,378

Note: Refer to Table 1.1 for the actual number of facilities included in survey and analysis. Weighting
results in small numbers for some categories of facilities.

Key Findings

Providers almost never used visual aids during consultations (2 percent), although visual aids for care-
taker education are available in 29 percent of facilities.

Use of individual child health cards to provide continuity of care was relatively high, with 73 percent
of providers referring to the card during the consultation and 97 percent writing a note on the card after
the consultation. This increases accountability of health care, as well as the likelihood that the provider
will have all relevant information for continuity of care, both during the current visit and on subsequent
Visits.

4.7  Caretaker Opinion from Exit Interviews

Before leaving the facility, KSPA interviewers asked observed caretakers of sick children for their opin-
ions on the consultation process, the quality of the providers’ services, and the principal problems en-
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countered on the day of the visit. The interviewer read the caretakers a list of specific issues commonly
related to client satisfaction and asked them to rate each issue as a big problem, a small problem, or no
problem.

Caretakers’ responses to these interviews indicate that most were told how to administer prescribed medi-
cines at home (96 percent) and felt comfortable giving the medicine (98 percent). As expected, some were
dissatisfied enough with aspects of their experience in the facility that they considered them to be big
problems, though usually in small percentages. For example, 20 percent considered the time they waited
to see the provider to be a big problem, and 17 percent considered lack of availability of medicines to be a
big problem (Appendix Table A-4.19). Only 7 percent of the caretakers felt they did not receive sufficient
explanation about their child’s illness.

When asked about their choice of health facility, 25 percent of interviewed caretakers indicated that the
facility they visited was not closest to their home. The most common reasons cited for not visiting the
nearest facility to their home were that the nearest facility was more expensive (27 percent), had a bad
reputation (12 percent), or lacked medicines (12 percent). Appendix Tables A-4.19-A-4.21 provide addi-
tional information on caretakers’ opinions and personal characteristics.

Key Findings

The major complaints from caretakers were the waiting time to see a provider (20 percent) and lack of
medicines (17 percent).

Only a small proportion considered it to be a big problem that they had not received enough informa-
tion about their child’s illness (7 percent) and that the facility’s operating hours were inconvenient (8
percent).

Twenty-five percent of the children were not taken to the facility nearest to their home, with cost (27
percent), a bad reputation (12 percent), and lack of medicines (12 percent) the most commonly cited
reasons.
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Chapter 5 Family Planning Services

Samuel Ogola, Karugu Ngatia and Dr. Marsden Solomon

5.1 Background

The Kenya Service Provision Assessment 2004 (KSPA 2004) collected information on the availability of
family planning (FP) services, on clients’ perceptions of their experience in the facility, and on services
received. This chapter provides detailed information gathered from family planning clients as they left
the service facility, on their knowledge of a variety of topics related to their encounter with the provider,
and on the family planning method they were prescribed or are currently using. It also looks at the com-
ponents supporting quality family planning services, management practices supportive of quality services,
and providers’ adherence to standards for quality service provision. This information is also useful in as-
sessing how family planning services are delivered and can be used to improve programmes to meet the
needs revealed by the 2003 Kenya Demographic and Health Survey (KDHS 2003).

5.1.1 KSPA Approach to Collection of Family Planning Service Information

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

e Couples may wish to limit family size or delay a desired pregnancy.

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

e Preventing pregnancies that may worsen chronic or acute illnesses, including HIV/AIDS, benefits
women’s health.

Key factors contributing to the appropriate, efficient, and continuous use of contraceptive methods (Mur-
phy and Steele, 2000) include the following:

e The availability of a variety of contraception methods to address client preferences and client-
specific suitability of method (from the point of view of society and health);

e Counselling and screening of clients for appropriateness of methods;

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

e Availability of infrastructure and resources necessary for providing quality family planning ser-
vices: equipment for client examinations, guidelines and protocols, trained staff, a service deliv-
ery setting that allows client privacy, and procedures for preventing infections; and

o Availability of other health services relevant for family planning clients. These include education
and services for sexually transmitted infections (STIs) and programmes geared toward groups
with special needs to improve access and appropriate utilisation of family planning services.

Wherever maternal health, reproductive health, or child health services are provided, they should strive to
increase the appropriate use of family planning and contraceptive services, including counselling.

This chapter uses information obtained in the KSPA 2004 to address the following central questions about
the delivery of family planning services:
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e What is the availability of family planning services?
To what extent do the facilities offering family planning services have the infrastructure, re-
sources, and supportive management required to support quality services?

5.1.2 Family Planning Services in Kenya

The Kenya family planning programme was launched in 1967. The programme has made substantial pro-
gress in expanding the use of modern contraception in Kenya in the more than 30 years since family plan-
ning was integrated into the maternal and child health services of the Ministry of Health, whose facilities
offer most family planning services in Kenya. Family planning services are integrated into the MCH/FP
clinics at dispensaries, health centres, and district and provincial hospitals. There are also family planning
clinics in referral hospitals and mobile units.

Use of modern contraceptive methods by currently married women age 15-49 increased from 27 percent
in 1993 to 33 percent in 1998 (KDHS 1993 and 1998). The injection is the most widely used method, fol-
lowed by the combined oral contraceptive pill (15 percent and 10 percent, respectively). Pill users obtain
their methods from either public sources (48 percent) or private medical sources (46 percent); very few
get them from other private outlets such as shops and friends or relatives. More than 60 percent of all in-
jection users get their injections at public sector facilities.

The family planning programme in Kenya has been relatively effective over time. The proportion of
women using public sources has declined steadily from 68 percent in 1993 to 53 percent in 2003, while
the proportion getting methods from private medical sources has similarly increased, from 25 percent to
41 percent in the same period (KDHS 1993 and 2003). As more sources are now available for users to
obtain their services and methods, maintaining quality of care is increasingly important. Discontinuation
is still an important problem in Kenya; nearly 40 percent of users discontinue their family planning
method within 12 months. Pill users are most likely to stop using their method, with 46 percent discon-
tinuing in the first year (KDHS 2003). Another issue related to quality of care is informed choice. Less
than half of all users were informed about the side effects of their current method and of other methods
they could use (KDHS 2003).

5.2  Availability of Family Planning Services

Methods of family planning differ in how they function, their effectiveness, their side effects, the ease
with which they can be administered, and, in view of these issues, their acceptability and desirability to
users. To meet the varying needs and demands for contraception, a variety of methods should be available
at a frequency that meets common needs (Curtis and Bright, 1997).

According to the KDHS 2003, the modern methods most commonly used in Kenya are contraceptive in-
jections, contraceptive pills, and female sterilisation. Other, less commonly used methods include im-
plants, condoms, male sterilisation, intrauterine devices (IUDs), periodic abstinence (natural family plan-
ning), the diaphragm, spermicides, and emergency contraception (KDHS, 2003). In an effort to
understand the context in which modern methods of contraception are used in the country, the KSPA
asked facilities about the availability of family planning services.

Table 5.1 summarizes information on the availability of family planning services in Kenyan health facili-
ties, and Table 5.2 shows how frequently these services are offered. Figure 5.1 provides details on the
availability of different methods of contraception, and Appendix Tables A-5.1 through A-5.3 provide fur-
ther details on method availability by type of facility and region.
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Table 5.1 Availability of family planning services
Percentage of all eligible facilities offering the indicated methods of family planning, by type of facility,
managing authority and province, Kenya SPA 2004
Temporary methods of family Number of eligible
planning (FP) facilities
Percentage Percentage Percentage  offering temporary
offering any offering offering male or permanent

Background modern method of  counselling on or female methods of family
characteristics family planning® rhythm method sterilisation  planning (weighted)
Type of facility

Hospital 83 48 46 28

Health centre 85 50 3 125

Maternity 87 40 17 20

Clinic 66 37 3 8

Dispensary 68 31 0 249
Managing authority

Government 85 42 5 245

NGO 88 85 5 16

Private (for-profit) 59 33 11 61

Faith-based organisation 58 27 2 109
Province

Nairobi 49 33 6 37

Central 83 53 4 50

Coast 73 45 10 49

Eastern 77 39 3 81

North Eastern 68 37 0 8

Nyanza 91 31 4 54

Rift Valley 72 33 4 124

Western 78 47 8 29
Total 75 38 5 430
Note: Refer to Table 1.1 for the actual number of facilities included in survey and analysis. Weighting results in small
numbers for some categories of facilities.
Y Any of the following: contraceptive pills (combined or progestin-only), injections (combined or progestin-only),
implants, intrauterine devices (IUDs), male condoms, spermicides, diaphragm, or emergency contraceptive.

Contraceptive Method Mix and Method Availability

A facility that offers all methods of family planning is best able to meet the needs of clients. However,
some variation is expected in which methods facilities offer, because of differences in provider qualifica-
tions and training, as well as the infrastructure required to provide the methods safely. Methods that can
be provided safely with minimal training are pills, injections, and condoms, as well as counselling on pe-
riodic abstinence. Providing implants and IUDs safely, however, requires a higher level of skill and a
more developed infrastructure.

Over the last five years, the proportion of eligible facilities offering any modern method of family plan-
ning has declined from 88 percent to 75 percent. The proportion of facilities offering counselling on the
rhythm method, however, remained stable at 38 percent. Hospitals, maternities and health centres, and
government and NGO facilities, are more likely to offer at least one temporary modern method of family
planning. Facilities in Nyanza and Central provinces are also more likely to offer family planning meth-
ods than facilities in other provinces (Table 5.1).
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The most commonly offered family planning methods in Kenyan facilities are the combined oral contra-
ceptive, progestin-only injections, and the male condom, offered by almost 9 in 10 facilities (Figure 5.1).
Most facilities that offer these methods had them available on the day of the survey. Surgical sterilisation
as a family planning method is not commonly offered; only 5 percent of facilities (including 46 percent of
hospitals) reported that they offer either male or female sterilisation. About 7 in 10 facilities offer at least
four temporary family planning methods (Appendix Table A-5.1); dispensaries are less likely to offer a
wide range of methods, with 59 percent offering at least four methods.

Figure 5.1 Temporary methods of contraception offered and
availability of method on the day of the survey (N=322)
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The proportion of facilities offering the implant method has increased slightly, from 8 percent in 1999 to
13 percent in 2004, although, as in 1999, supply remains a problem; only half of the facilities offering
implants actually had them available on the day of the survey (Figure 5.1).

Emergency contraception is not technically considered a family planning method, but rather is considered
a backup for unprotected sexual intercourse. Just 11 percent of facilities offer emergency contraceptive
pills, and almost half of these did not have an emergency contraceptive method available on the day of the
survey. Progestin-only pills, which can be used for emergency contraception, are also offered in 46 per-
cent of facilities (a decrease from 77 percent in 1999), but there are supply problems with this method as
well. The combined injectable method continues to be offered rarely (2 percent of facilities) and primarily
by hospitals (10 percent). However, the progestin-only injection is available in 90 percent of facilities
(Table A-5.1).

Frequency of Services

In addition to providing a range of methods, it is important that facilities offer family planning services
regularly enough to meet client needs. As in 1999, almost all facilities that provide family planning ser-
vices offer them five or more days per week (Table 5.2). Faith-based facilities and those in the Eastern
Province offer family planning services less frequently than other facilities.
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Table 5.2 Frequency of availability of family planning services
Percentage of facilities where any temporary methods of family planning (FP) are
offered the indicated number of days per week, by type of facility, managing authority
and province, Kenya SPA 2004
Number of
facilities
Percentage of facilities where family offering
planning services are offered:* family
planning
Background 1-2 days 3-4days 5 ormoredays services
characteristics per week per week per week (weighted)
Type of facility
Hospital 5 3 92 24
Health centre 5 0 95 107
Maternity 1 2 96 18
Clinic 0 3 97 5
Dispensary 5 0 88 169
Managing authority
Government 3 0 97 209
NGO 12 0 88 14
Private (for-profit) 1 3 96 36
Faith-based organisation 12 0 70 63
Province
Nairobi 9 3 88 18
Central 12 0 88 42
Coast 1 0 99 35
Eastern 14 1 79 62
North Eastern 0 0 100 6
Nyanza 1 0 99 49
Rift Valley 0 0 91 89
Western 0 0 100 22
Total® 5 0 91 322
Note: Refer to Table 1.1 for the actual number of facilities included in survey and analysis.
Weighting results in small numbers for some categories of facilities.
* Any of the following methods: oral contraceptives (combined or progestin-only), injections (com-
bined or progestin-only), implants, intrauterine devices (IUDs), condoms, spermicides, diaphragm,
emergency contraceptive or rhythm.
2 percentages may not add up to 100 percent since some facilities offer family planning services
less frequently than once a week

Key Findings

Ninety-one percent of facilities offer temporary modern methods of contraception at least five days per
week. They are most likely to offer progestin-only injections, pills, and the male condom.

The proportion of health facilities offering any temporary modern methods of family planning declined
to 75 percent in 2004 from 88 percent in 1999.

About 7 in 10 facilities offer at least four commonly used family planning methods (such as combined
oral contraceptives, progestin-only injection, male condom, and progestin-only oral contraceptives).
Dispensaries are less likely to have such a wide range of methods; only 59 percent offer at least four
methods.
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5.3  Components Supporting Quality Family Planning Services

In order to provide family planning services, facilities must have adequate infrastructure and resources
available to support quality counselling and examination of family planning clients; they should also have
the equipment and supplies needed to provide each family planning method they offer. In addition, be-
cause family planning clients are sexually active, it is important to have STI services available to them.

5.3.1 Infrastructure and Resources to Support Quality Assessment and Counselling of Family
Planning Clients

To provide quality counselling to family planning clients, facilities should be able to provide some level
of privacy, individual client health cards or records, written family planning guidelines or protocols, and
family planning-related visual aids. Since counselling about family planning often takes place in a loca-
tion different from where procedures (such as pelvic examinations and 1UD insertions) are conducted, the
conditions for counselling are assessed separately from those for procedures. Table 5.3 provides aggre-
gate information on items to support quality counselling; information on the availability of each specific
item needed for counselling is provided in Figure 5.2. Appendix Table A-5.4 gives details on the items
assessed for each of the components for counselling, and Appendix Table A-5.5 provides details on avail-
able visual aids and guidelines, by type of facility.

Only 22 percent of facilities have all four of the above items (Table 5.3, Figure 5.2); this is principally
because many facilities do not have written family planning guidelines. These items are almost unavail-
able in all facilities in Central and North Eastern provinces (Table 5.3).

Family planning is often a sensitive issue for discussion. Providing counselling under conditions where
clients can be reasonably assured that the conversation cannot be overheard improves communication and
ultimately the likelihood that the method provided is suitable for the client. Privacy for counselling is al-
most universally available, with 88 percent of facilities (Figure 5.2, Table A-5.4) counselling family plan-
ning clients under conditions where both visual and auditory privacy are possible. Clinics are least likely
to assure this kind of privacy (74 percent).

Individual cards or records for family planning clients are important for monitoring a client over time and
for ensuring continuity of care. Because facilities often do not store client records, but rather give them to
the clients to keep, the KSPA assessed the availability of blank cards for new family planning clients.
Blank individual client cards were found at 67 percent of facilities (Figure 5.2). Maternities were least
likely to have blank client cards (53 percent) (Table A-5.4).

The KSPA assessed whether facilities had written family planning guidelines or protocols, with informa-
tion on eligibility screening and correct procedures for different methods. The guidelines were only con-
sidered available for use if they were in the family planning service delivery area or an immediately adja-
cent area. Only 3 in 10 facilities had family planning guidelines or protocols available (Figure 5.2).

Visual aids, which are important elements for good family planning counselling, are available in the ser-
vice delivery area in 87 percent of facilities (Figure 5.2).
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Figure 5.2 Items to support quality counselling for family planning

(N=322)
Any privacy 88
Individual client cards 67
Written family planning guidelines 31
Visual aids 87
All items for counselling 22
0 20 40 60 80 100

Percentage of facilities offering family planning services

Kenya SPA 2004

5.3.2 Infrastructure and Resources for Examinations

Frequently a physical examination, sometimes including a pelvic examination, is necessary to determine
whether a method is suitable, to insert a method, or to evaluate problems with a method. This requires an
adequate level of infection control, as well as infrastructure and items needed for examining the client.

Table 5.3 provides aggregate information on items for infection control and pelvic examinations; Figure
5.3 gives information on the availability of each specific item needed for infection control and pelvic ex-
aminations. Details on the specific items assessed are provided, by type of facility, in Appendix Table A-
5.4, and details on processing equipment are available in Appendix Tables A-5.6 through A-5.9.

Infection Control

The KSPA 2004 assessed the presence of items for infection control in areas where family planning ex-
aminations (such as pelvic examinations) and provision of methods (the implant, IUD, and injection)
most often take place. Items assessed for infection control were hand-washing supplies, clean or sterile
latex gloves, disinfecting solution, and a sharps box; all these items are available in the family planning
service area in about 4 in 10 facilities. More facilities in Eastern province have all these items available
(69 percent); as do about half of hospitals and dispensaries. However, only 5 percent of NGO-managed
facilities have all the items needed for infection control (Table 5.3).

Facilities most often lack disinfecting solution and soap; these items are missing in 48 percent and 28 per-
cent of facilities, respectively (Figure 5.3).
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Table 5.3 Availability of infrastructure and resources to support quality services for temporary methods of family planning

Percentage of facilities with the indicated elements to support quality counselling, examination, and where providers offer STI
treatment to family planning clients, by type of facility, managing authority and province, Kenya SPA 2004

Percentage of facilities with: N”"‘.F’@ of
facilities
STl treatment  offering family
All items to Capacity for Conditions for provided by planning
Background support quality All items for  sterilisation/HLD quality pelvic ~ family planning services
characteristics counselling1 infection control? processing3 examination’ providers (weighted)
Type of facility
Hospital 30 48 47 30 29 24
Health centre 21 31 26 10 62 107
Maternity 16 32 26 20 55 18
Clinic 28 42 11 23 88 5
Dispensary 23 48 5 2 74 169
Managing authority
Government 22 47 13 8 65 209
NGO 18 5 71 3 61 14
Private (for-profit) 19 32 25 25 68 36
Faith-based organisation 26 35 10 1 69 63
Province
Nairobi 41 40 45 27 44 18
Central 3 50 15 8 59 42
Coast 57 50 23 11 58 35
Eastern 15 69 1 1 63 62
North Eastern 2 2 3 2 61 6
Nyanza 18 39 6 11 71 49
Rift Valley 23 20 24 6 70 89
Western 20 33 18 9 91 22
Total 22 41 16 8 66 322

Note: Refer to Table 1.1 for the actual number of facilities included in survey and analysis. Weighting results in small numbers for some categories of
facilities.

! visual privacy, individual client cards, written guidelines related to family planning, and visual aids related to family planning

2 Soap, water, clean latex gloves, disinfecting solution, and sharps box

% In location where family planning equipment is processed, equipment and knowledge of minimum processing time for sterilising or HLD processing
and an automatic timing device were available.

* Private room (visual and auditory privacy), examination bed, examination light, and vaginal speculum

FAMILY PLANNING SERVICES




Figure 5.3 Conditions for quality examination of
family planning clients (N=322)
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Equipment for family planning services often requires sterilisation or high-level disinfection (HLD) so
that it can be reused. According to Kenya standards, this means facilities must have functioning equip-
ment, knowledge of the minimum processing time for sterilising (or HLD processing), and an automatic
timer, available in the location where family planning equipment is processed. Overall, only 16 percent of
the facilities meet these criteria (Table 5.3). These are mainly hospitals, NGO-managed facilities, and, to
some extent, facilities in Nairobi province (Table 5.3). Seventy-eight percent of facilities send equipment
to the main processing area in the facility for processing, and 17 percent process items in the family plan-
ning service delivery area (Table A-5.6). As noted in Figure 3.13, the most common weakness in process-
ing capacity in facilities’ central processing location is the lack of an automatic timer for boiling, which is
the most commonly used HLD method.

Examination

The KSPA 2004 assessed items needed for conducting quality pelvic examination for family planning
clients. The items assessed are a private room (for both visual and auditory privacy), an examination bed
and spotlight, and the availability of a vaginal speculum. Fewer than 1 in 10 facilities in Kenya have all
these items (Table 5.3). Hospitals, private for-profit facilities, and facilities in Nairobi province were most
likely to have these items. The weak areas are lack of a vaginal speculum (73 percent) and lack of a spot-
light (78 percent) (Figure 5.3).

5.3.3 Provision of STI Treatment for Family Planning Clients

Family planning clients, because they are sexually active, may be at increased risk of contracting STIs.
Consequently, counselling for STI prevention, as well as diagnosis and treatment, are essential compo-
nents of quality family planning care. It is particularly important to diagnose and treat STIs and other
vaginal infections for women who use the IUD. Figure 5.4 provides information on items needed to pro-
vide STI services to family planning clients. Table A-5.9 provides details, by type of facility, on the STI
service items, including medicines for treating specific STIs.
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In two-thirds of facilities where family planning services are provided, providers diagnose and treat STIs
(Table 5.3, Figure 5.4). Hospitals and facilities in Nairobi province are the least likely to have family
planning providers diagnosing and treating STIs. This may be due to the fact that STI services in these
facilities are considered more specialized and are organised separately, with different providers than for
family planning.

Written guidelines for diagnosing and treating STIs are available in the family planning service area in 61
percent of facilities (Figure 5.4), with the World Health Organisation (WHQ) syndromic approach guide-
lines found in 60 percent of facilities (Appendix Table A-5.5). Among the different facility types, dispen-
saries are the most likely to have these guidelines (70 percent).

Only 20 percent of facilities have STI-related visual aids for client education, (Table A-5.5), with hospi-
tals most likely to have them available (33 percent).

Medicines for treating trichomoniasis, chlamydia, and syphilis are almost universally available in facili-
ties offering family planning services (Figure 5.4), while medicines for gonorrhoea and candidiasis (a
more common infection) are available in only 23 percent and 15 percent of facilities, respectively (Figure
5.4).

Figure 5.4 Conditions to support quality STI services for
family planning clients (N=322)
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Key Findings

Privacy for family planning counselling services and visual aids are commonly available (about 9 in 10
facilities). Guidelines and protocols for family planning, however, are not available in almost two-
thirds of facilities.

All assessed items for infection control are available in the family planning service area in 41 percent
of facilities, with disinfecting solution the most commonly missing item (missing in 48 percent of fa-
cilities)

Only 16 percent of facilities have the capacity for quality sterilisation or HLD processing of family
planning equipment.

All the furnishings and equipment needed for quality pelvic examinations are available in only 8 per-
cent of facilities.

Medicines for treating trichomoniasis, chlamydia, and syphilis are universally available in facilities
offering family planning services (about 9 in 10), while medicines for candidiasis and gonorrhoea are
less available (15 and 23 percent, respectively).

5.3.4 Availability of Equipment and Supplies for Specific Methods

To provide different contraceptive methods safely, and to monitor the client, facilities need a variety of
equipment. Figure 5.5 shows what items facilities have available for providing 1UDs. Appendix Tables A-
5.10 through 5.12 provide additional detail on the availability of equipment and supplies for specific
methods, including the IUD and implant methods.

Among facilities offering 1UDs, 82 percent have the IUDs themselves, 56 percent have all the basic
equipment necessary for insertion and removal, and only 50 percent have both the IUD itself and all the
basic items (Figure 5.5). Only 11 percent of the facilities have 1UDs and all basic items, and also satisfy
all KSPA-defined conditions” for quality insertion and removal of IUDs (Table A-5.10). Latex gloves,
one of the basic items, are universally available in all facilities offering IUDs (Figure 5.5, Table A-5.10).

Women receiving oestrogen-containing family planning methods benefit from blood pressure and weight
monitoring. Among facilities providing methods containing oestrogen, 80 percent have a blood pressure
apparatus and 92 percent have an adult weighing scale (Table A-5.10). Almost all maternities and clinics
have a blood pressure apparatus, but many health centres do not. Among facilities providing injectable
contraceptives, 96 percent have sterile needles and syringes (Appendix Table A-5.10). It should be noted
that in Kenya, each progestin injection vial is supplied with a syringe; so it is possible that the 4 percent
of facilities without sterile needles and syringes were facilities that did not have progestin injections
available the day of the survey (Figure 5.1).

* Conditions here refer to all infection control items, visual privacy, an examination bed, an examination light and
the method
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Figure 5.5 Equipment for IUD insertion and removal (N=117)
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Key Findings

Blood pressure equipment is available in 80 percent of facilities offering family planning methods con-
taining oestrogen, and 92 percent of such facilities have a weighing scale.

Sterile needle and syringes were available in almost all the facilities offering injectable contraceptive
methods.

Fifty percent of the facilities that report offering IlUDs have the method and all the basic items needed
for IUD insertion. However, only 11 percent have the method, all the basic items, and all the conditions
necessary for quality IUD insertion and removal.

Latex gloves are universally available in facilities offering 1UDs.

54  Management Practices That Support Quality Family Planning Services

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

Summary information on management practices is provided in Table 5.4. Figure 5.6 shows topics for in-
service training and when providers received training. Utilisation statistics for family planning services
are provided in Appendix Table A-5.13. Information on user fees charged for family planning services is
provided in Appendix Tables A-5.14 through A-5.16. Details on in-service training and supervisory ac-
tivities from the provider’s perspective are provided in Appendix Tables A-5.17 to A-5.19.

5.4.1 Facility Documentation and Records

The KSPA assessed whether facilities had up-to-date family planning client registers; such registers are
most often the 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, and the latest entry reported the method or service provided and
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the client’s status (first visit or follow-up visit). Seventy-six percent of family planning facilities had an
up-to-date register (Table 5.4); these were most commonly government and NGO-managed facilities (88
percent and 98 percent, respectively). Registers were less commonly found in private for-profit facilities
(38 percent). Facilities in North Eastern province were also unlikely to keep up-to-date client registers,
which were available in only half of facilities.

Table 5.4 Management practices to support quality services for temporary methods of family planning
Percentage of facilities with up-to-date family planning (FP) registers, percentage where there are some user fees for family
planning services, percentage with the indicated supportive management practices, by type of facility, managing authority
and province, Kenya SPA 2004
Percentage of facilities where
at least half of the interviewed
Facilities that offer family Number of family planning service Number of
planning services facilities providers: facilities with
Percentage offering interviewed
Percentage  with user fees family Received in- Were personally family planning
with observed for family planning  service training  supervised service
Background up-to-date planning services during past during past providers
characteristics client register'  services (weighted) 12 months? 6 months (weighted)®
Type of facility
Hospital 72 60 24 29 70 23
Health centre 85 44 107 32 84 107
Maternity 57 94 18 36 78 16
Clinic 56 93 5 37 64 5
Dispensary 73 49 169 35 93 157
Managing authority
Government 88 42 209 29 88 201
NGO 98 31 14 18 99 14
Private (for-profit) 38 95 36 42 76 34
Faith-based organisation 52 62 63 49 85 59
Province
Nairobi 84 72 18 54 89 18
Central 81 57 42 38 80 41
Coast 71 54 35 43 69 35
Eastern 64 58 62 23 97 58
North Eastern 49 11 6 24 68 5
Nyanza 82 57 49 31 95 48
Rift Valley 78 44 89 33 83 80
Western 85 28 22 30 98 22
Total 76 51 322 34 87 308
Note: Refer to Table 1.1 for the actual number of facilities included in survey and analysis. Weighting results in small numbers for some
categories of facilities.
! Register has entry within past seven days and indicates visit status (first or follow-up) and service provided.
2 This refers to structured in-service sessions and does not include individual instruction received during routine supervision.
% Includes only providers of family planning services in facilities offering family planning services.

5.4.2

Practices Related to User Fees

According to government policy, family planning services in government facilities should be free. How-
ever, government facilities can and do charge a registration fee for the client card, while private facilities
usually charge a consultation fee. There should be no charge for any government-supplied contraceptive
method administered, whether in government or private facilities. The KSPA found that about half of fa-
cilities offering family planning charge some type of user fee for family planning services. This is com-

FAMILY PLANNING SERVICES

103



104

mon in maternities and clinics (94 percent and 93 percent, respectively), and, not surprisingly, in private
for-profit facilities (95 percent). It is also common in facilities in Nairobi province (72 percent) (Table
5.4). When offering family planning counselling sessions, approximately 2 in 10 facilities charge fees,
with hospitals, maternities and clinics most likely to do so (36 percent, 40 percent, and 46 percent, respec-
tively). Twelve percent of government facilities charge for family planning counselling, and, rather sur-
prisingly, less than half of private for-profit facilities do (Table A-5.14). A rather small proportion of
government and NGO-managed facilities (8 and 6 percent, respectively) charge for the actual methods;
however, this varies by facility type, with maternities, clinics, and private for-profit and FBO facilities
more likely to charge clients for family planning methods.

Figure 5.6 In-service training received by interviewed family planning service
providers, by topic and timing of most recent training (N=853)
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5.4.3 Staff Development and Supervision

Staff Development

The types of contraceptive methods that are available change over time, as does knowledge of the benefits
and side effects of different methods. In-service training for providers 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 clients’ needs.

A facility is defined as having routine staff development activities if at least half of the interviewed family
planning service providers at a facility have received any structured in-service training (excluding on-the-
job training that may be received during discussions with supervisors) relevant to family planning during
the past 12 months. Overall, 34 percent of facilities meet these criteria for providing routine staff devel-
opment activities. Staff in primary-level facilities and maternities, in facilities in Nairobi province, and in
FBO-managed facilities are more likely to receive this training (Table 5.4). The most common in-service
training topics covered are counselling on family planning and on any contraceptive technology, updates
on symptomes/side effects, and the syndromic approach to diagnosis and treatment (Figure 5.6). More de-
tails can be found in Table A-5.17.
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Supervision

Supervision of individual staff members helps to promote adherence to standards and to identify problems
that contribute to poor quality services. If at least half of the interviewed family planning service provid-
ers in a facility have been personally supervised in the past six months, the facility is defined as providing
routine staff supervision. Similar to the findings for other services, supervision of family planning provid-
ers is common, with 87 percent of facilities meeting the criteria for providing routine staff supervision
(Table 5.4). Family planning providers who were supervised in the six months prior to the survey re-
ported that their supervisors universally checked records, observed their work, discussed problems, pro-
vided feedback, and gave verbal praises. The supervisors rarely delivered supplies or gave written praises
during the visits.

Key Findings

Up-to-date registers are available in three-fourths of facilities, commonly in government and NGO-
managed facilities, and rarely in private for-profit facilities.

Only a third of facilities provide routine staff training for family planning providers, but approximately
9 in 10 facilities provide routine staff supervision.

5.5  Adherence to Standards for Quality Service Provision

To assess whether providers adhere to standards for quality service, KSPA personnel observed family
planning client-provider consultations. The observation checklists used are based on commonly accepted
guidelines for screening, counselling, and conducting procedures for family planning clients; they col-
lected information on whether the consultation process answered the following questions:

o Did providers discuss essential topics relevant to determining the appropriateness of the various
methods discussed, and did providers conduct the physical examinations needed to screen clients
for method appropriateness?

o Did the conditions and procedures followed for provision of specific methods meet the criteria
defined for quality?

The observers noted what information the provider shared and whether an examination was conducted.
They did not assess whether the information was correct, or whether findings were appropriately inter-
preted.

A total of 537 female clients were observed at 322 facilities. This was the first visit for 29 percent of the
women; 71 percent were follow-up clients. Five percent of clients had never been pregnant (Appendix
Table A-5.20). Exit interviews were conducted with all observed family planning clients. When two
methods were prescribed or received, the client was assessed for knowledge about both. Clients who left
the facility with no method, but had prescriptions for a method, were also assessed for their knowledge
about the prescribed method.

Further details on clients’ status and their principal reason for visiting the clinic are provided in Appendix
Table A-5.21. Appendix Table A-5.22 gives details on the primary method provided, prescribed or dis-
cussed during this visit.
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5.5.1 Assessment of Relevant History, Examination, and Counselling

Figure 5.7 provides information on components related to counselling, Figure 5.8 provides information on
what client history elements the provider assessed for first-visit family planning clients, and Figure 5.9
gives information on consultations where clients received hormonal methods or procedures. Details on
consultations for first-visit clients are provided in Appendix Tables A-5.24 through A-5.26. Information
from observations related to specific methods or examinations is provided in Appendix Tables A-5.27 and
A-5.28.

Figure 5.7 Observed conditions and content for
family planning counselling (N=537)
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5.5.2 Counselling and Client Assessment

Privacy is very important for quality family planning counselling. Eighty-seven percent of observed fam-
ily planning counselling sessions were conducted under conditions where there was visual privacy; 83
percent of clients had auditory privacy (Figure 5.7). In only 41 percent of counselling sessions were cli-
ents explicitly assured that the information they shared was confidential. Providers explicitly asked clients
about concerns with their methods in about 7 in 10 sessions. Return visits were discussed during 92 per-
cent of sessions. Providers rarely used visual aids during family planning consultations (14 percent).

Individual client cards are necessary to monitor a family planning client over time and to document rele-
vant history so that it does not need to be collected multiple times. Frequently, health services are organ-
ised in such a way that measurements of blood pressure, weight, and other components of a consultation
take place before the provider responsible for the consultation sees the client, and the information is re-
corded on a client card. This means an individual client card or chart is also important for ensuring that
information collected before the consultation is available to the provider. During the observed family
planning consultations, the provider reviewed the client card for 81 percent of clients and wrote on the
card after the consultation for 95 percent of clients (Appendix Table A-5.23). These practices are less fre-
quent in maternities than in other facility types.

During a client’s first visit, providers are expected to elicit relevant personal and health history that will
provide the information they need to make an informed recommendation on contraceptive methods; they
should also screen clients for the appropriateness of specific methods. Providers asked the client’s age and
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prior pregnancy history during 70 percent of first visits (Figure 5.8). They were least likely to check on
current pregnancy status (either by asking the client or through laboratory testing) and desired timing for
the next pregnancy (33 percent and 32 percent, respectively). Knowing a client’s breastfeeding status is
essential when determining the suitability of different methods of contraception, but providers only asked
41 percent of clients whether they were breastfeeding (Figure 5.8). Relatively few providers assessed cli-
ents” medical history to determine their risk status for different family planning methods. About 4 in 10 of
the observed first-visit clients were asked whether they smoke, and about 3 in 10 were asked whether they
had symptoms of STIs. A little over half were assessed for chronic illnesses. Traditionally, smoking has
not been common for women in Kenya, so assessment may not have been stressed in provider training,
but smoking is a particularly important risk factor for certain methods.

Providers asked only 35 percent of first-visit clients about their husband’s attitude toward family planning
or about other factors related to the husband that might affect the client’s STI risk or method choice (Ap-
pendix Table A-5.25). Providers discussed condom use to prevent STIs with 34 percent of first-visit cli-
ents, and they discussed condoms as a dual family planning method during 11 percent of first visits. Con-
sidering the current drive toward reducing HIVV/AIDS rates, these percentages are rather low.

Use of visual aids during first visits is rare; it was most common in hospitals (56 percent) (Appendix Ta-
ble A-5.25).

Figure 5.8 Observed elements of client history for
first-visit family planning clients (N=154)
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Key Findings

Visual and auditory privacy during family planning counselling existed in 87 percent and 83 percent of
counselling sessions, respectively; however, providers verbally assured clients of the confidentiality of
their consultations less than half the time.

Providers do not thoroughly assess relevant client history that might influence whether a family plan-
ning method is appropriate. Less than half of first-visit clients were assessed for current pregnancy or
breastfeeding status, chronic illnesses, and risk factors such as STI symptoms or smoking.

Visual aids, though available in 87 percent of facilities, are rarely used during family planning counsel-
ling sessions.

5.5.3 Method-Specific Assessments and Examinations

For clients receiving methods with oestrogen, whether oral or injectable, monitoring for hypertension
should be a component of care, as should weight monitoring; gaining weight may be an indicator of fluid
retention and a factor in hypertension. Among these clients, 71 percent had their blood pressure meas-

ured” and 87 percent had their weight measured (Appendix Table A-5.26).
5.5.4 Counselling of Clients

Whether they are new contraceptive users or continuing users, clients should receive certain information
during consultations. The provider should explain or review with the client how to use the method, the
possible side effects, what to do for problems, and when the client should return for a follow-up visit.

Details on components of counselling that were observed and reported by clients are presented in Appen-
dix Tables A-5.27 and A-5.28.

KSPA data can be used to compare what was observed during a consultation to the client’s exit interview
about the same consultation (Figure 5.9). Client reports were most likely to agree with the observed data
on whether the provider mentioned possible side effects of the method and discussed a follow-up visit.
Data on other areas was more inconsistent. For example, whereas 84 percent of providers were observed
discussing with clients how to use their method, a smaller percentage (72 percent) of clients reported that
this happened during the consultation. On the contrary, as opposed to 29 percent of cases when the pro-
vider was observed discussing what to do in case of problems, 55 percent of clients actually reported this
to have taken place. Clients may have received this information during prior visits or at the pharmacy
when receiving their methods.

2 If the client was observed in a facility where blood pressure is measured systematically prior to the consultation,
the client was assumed to have her blood pressure measured, even if this was not observed for the particular client.
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Figure 5.9 Information provided to hormonal method users,
by client report and by observation (N=516)
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Key Findings

Among all clients receiving methods with oestrogen, where monitoring for hypertension should be a
component of care, 71 percent had their blood pressure measured.

There were some inconsistencies between client reports and observation of the information provided to
hormonal method users; however, at most half of clients either reported or were observed being coun-
selled about possible side effects or what to do for problems.

5.6  Client Opinion from Exit Interviews

After the observed consultation, the client was asked to participate in an exit interview during which the
interviewer asked for her opinions on issues commonly related to client satisfaction. Specifically, clients
were asked if they had a problem with their method upon their arrival at the facility and whether the pro-
vider discussed the problem with them. The client was first asked to identify issues without prompting.
Then the client was asked to comment on whether specific issues were a big problem, a small problem, or
not a problem at all for them.

Few issues were considered big problems, and usually only by a small proportion of interviewed clients.
Long waiting time to see the provider was a big problem for 23 percent of clients. Fewer clients (6 per-
cent) considered lack of medicines or supplies to be a big problem, while only 4 percent considered the
operating hours of the facility to be a problem (Appendix Table A-5.29).

Further details on client opinion are provided in Appendix Tables A-5.29 and A-5.30. Appendix Table A-
5.31 provides information on the educational backgrounds of observed and interviewed clients.
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When asked if this was the nearest facility to their home, about 2 in 10 of the interviewed clients said that
it was not. These were more likely to be clients at maternities (69 percent) and those who were attending
private for-profit facilities (53 percent). Similarly, clients in facilities in Nairobi province (49 percent) are
more likely to visit facilities not nearest to them. The main reasons clients gave for not attending the near-
est facilities to where they live were that those facilities were more expensive (23 percent) and lacked
medicine (15 percent) (Appendix Table A-5.30).
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Chapter 6 Maternal Health Services

Pamela Godia, Helton Jilo, George Kichamu, Luwei Pearson,

Kennedy Ongwae, Paul Kizito, Richard Muga, Alfredo Fort

6.1  Background on Maternal Health Care in Kenya

This chapter provides an overview of the Kenyan maternal and newborn health services environment.
Maternal health data are primarily derived from four modules of the KSPA: the facility inventory, the
health worker interview, the antenatal care observation, and the antenatal care client exit interview. Addi-
tional information was also derived from the maternal health provider knowledge questionnaire, the nor-
mal delivery record review questionnaire, and the maternity statistics form. The chapter highlights the key
aspects of maternal and newborn care, including the availability of staff and services for antenatal care,
safe delivery, post-partum care, and obstetric complications.

Maternal Health Status and Health Care Utilisation

Complications related to pregnancy and childbirth are among the leading causes of morbidity and mortal-
ity among Kenyan women. Recent estimates suggest that there are 414 maternal deaths per 100,000 live
births, representing a 1 in 25 lifetime risk of dying from a maternal-related cause (KDHS 2003). Hospital-
based studies suggest that the majority of these deaths are due to obstetric complications, including haem-
orrhage, sepsis, eclampsia, obstructed labour, and unsafe abortion. Unsafe abortion practices alone are
thought to cause at least a third of all maternal deaths.

Kenyan women’s use of maternal health services is higher than in other African countries. The KDHS
2003 found that 88 percent of women make at least one antenatal care visit, 31 percent make two or three
visits, and more than 52 percent make four or more visits. However, the majority of these women seek
antenatal care relatively late in pregnancy; the median gestation at first visit is 5.9 months.

The 2003 KDHS also showed that 52 percent of mothers received two or more doses of tetanus toxoid
vaccine during pregnancy, while 34 percent received one dose. The remaining 14 percent of mothers did
not receive any tetanus immunisation.

Delivery within a health facility or with a skilled attendant is much less common than antenatal care.
Only 42 percent of women have a skilled attendant present at delivery, while 28 percent of women deliver
with a traditional birth attendant (TBA); slightly over one-fifth deliver with a relative, and nearly one-
tenth of women deliver entirely alone. The majority of the deliveries with a skilled attendant occur in
health facilities. Overall, 26 percent of all deliveries occur in public health facilities, and three out of five
births occur at home.

These aggregate figures conceal wide provincial disparities, however. Delivery at home, for example, is
more than twice as common in rural as in urban areas, and the proportion of births with a skilled attendant
ranges from only 29 percent in Western province to 79 percent in Nairobi (KDHS 2003).

Maternal Health Policy Framework

Maternal health services in Kenya began as part of an integrated MCH programme in 1972, but it was not
until the inauguration of the Safe Motherhood Initiative in Nairobi in 1987 that specific programmes to
reduce maternal mortality and improve maternal health were established. Early efforts focused on train-
ing TBAs to screen high-risk pregnancies for complications; efforts are now directed towards providing
women with access to skilled care during pregnancy and delivery.
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The National Reproductive Health Strategy for 1997 (Ministry of Health, 1996) has two principal mater-
nal health objectives: to reduce maternal mortality to 170 per 100,000 live births by the year 2010, and to
increase professionally attended deliveries to 90 percent in the same time period. The objective is to help
health facilities in various areas manage pregnancy-related complications, unsafe abortion, and newborn
care, and to establish a functional referral system.

Organisation of Maternal Health Services

Maternal health services are provided by facilities at every level of the Kenyan healthcare system. Dis-
pensaries, the lowest-level facilities in the public health sector, are staffed by enrolled nurses and public
health technicians. They provide antenatal care, treat simple medical problems in pregnancy such as
anaemia, and occasionally conduct normal deliveries. Health centres provide the next level of services.
They are staffed by midwives/nurses and clinical officers, and provide a wider range of services, includ-
ing deliveries. Health centres should be able to provide basic first aid for obstetric complications but are
not equipped for surgery or for managing delivery complications such as obstructed labour. District hos-
pitals (and some sub-district hospitals) are the lowest level of health facility equipped to carry out caesar-
ean sections.

Clinics and maternities also provide a wide range of maternal health services. Although there are some
public-sector clinics and maternities, most are private establishments, and the types of services they pro-
vide vary widely. Some clinics provide only antenatal care, while others, particularly the larger estab-
lishments or polyclinics, also provide delivery care and surgery. Most maternities provide normal deliv-
ery care, and some are equipped to carry out caesarean sections.

Doctors, clinical officers, and registered and enrolled midwives and nurses make up the professional la-
bour force of skilled attendants. Although clinical officers have less obstetric training than doctors, some
of them provide obstetric care on a regular basis. Registered nurses and midwives (KRN/M, KRCN) have
three years of pre-service training and form the senior level of the nursing cadre. In general, they fill a
teaching, administrative, or supervisory role. Enrolled nurses and midwives (KEN/M, KECN) have two
years of pre-service training and comprise the majority of the labour force in all facilities.

Although providing women with access to a skilled attendant at birth is a key element in the National Re-
productive Health Strategy, there are major problems with the availability and distribution of health sector
manpower. There are recognized shortages of doctors, clinical officers and nurses across the country,
particularly in rural areas and at facilities below the hospital level. More than half of all health personnel
and four-fifths of doctors are based at urban facilities (Ministry of Health, 1996). The National Health
Sector Strategic Plan (NHSSP) of 2005-2010 has specific action strategies that will be undertaken to ad-
dress these persistent staff shortages. Efforts are currently being made to address the shortfall.

6.1.1 KSPA Approach to Collecting Maternal Health Information

Maternal health is not just a women’s issue; the mother’s health has a direct bearing on the health of her
newborn. About 15 percent of all pregnant women experience life-threatening complications as a result of
their pregnancy. Many complications and subsequent poor outcomes for women and infants can be pre-
vented or minimized by early detection of problems and appropriate interventions.

With an international focus on decreasing maternal morbidity and mortality, some of the traditional ma-
ternal health interventions have been re-examined in recent years, with subsequent changes in programme
emphasis.

Antenatal care (ANC): All pregnant women are at risk of developing complications, many of which are
unpredictable. It is therefore important to ensure that all pregnant women have access to preventive inter-
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ventions, early diagnosis and treatment, and emergency care when needed. It is now emphasized that
ANC should focus on birth preparedness, early detection of complications, and skilled and timely inter-
ventions to avoid adverse maternal and neonatal outcomes.

Delivery care: Every delivery may have complications; therefore emphasis should be towards the use of
skilled and trained delivery care providers and ensuring that all women have access to life-saving emer-
gency interventions at the time of labour and delivery. In many countries, deliveries occur at home at-
tended by traditional birth attendants (TBAS). Previously, there were extensive efforts and funds ex-
pended toward upgrading the skills of TBAs, but safe motherhood programme initiatives have shown that
in almost all cases, the level of skill among “skilled traditional birth attendants’ is lower than is considered
‘safe” for safe motherhood. In-service training for TBAs cannot improve their skills to the level of compe-
tency needed.

A skilled attendant, as defined by the World Health Organisation (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 immedi-
ate postnatal period, and in the identification, management and referral of complications in women and
newborns’.

Postnatal care (PNC): There is an increasing emphasis on ensuring that women receive PNC within 48
hours of delivery for early diagnosis of postpartum complications. PNC also provides an opportunity to
counsel the new mother on family planning and on caring for herself and her newborn, as well as to assess
the newborn for any problems.

Newborn care: More attention has also been given recently to newborn care, with an increased aware-
ness of the need to discourage some common practices that are detrimental to newborn health and to pro-
mote those practices that contribute to improved newborn health.

Internationally accepted guidelines define the maternal health services necessary for safe delivery and
improved maternal and newborn outcomes as follows:

Basic essential obstetric care (BEOC) includes preventive services as well as medical interventions and
procedures that can be provided to pregnant women by well-trained primary care physicians and non-
physician providers. This includes ANC with early detection and treatment of common problems of preg-
nancy, as well as first aid for complications of pregnancy and labour.

Comprehensive essential obstetric care (CEOC) includes basic essential obstetric care services, to-
gether with blood transfusions and caesarean sections.

Emergency obstetric care involves a set of interventions called ‘signal functions’ that should be avail-
able in a facility that provides emergency care for women with pregnancy-related complications. These
signal functions must be performed at a facility in order for that facility to be recognized as an emergency
obstetric care (EmOC) facility. A facility can either be classified as a basic EmOC or a comprehensive
EmOC facility.

The basic EmOC signal functions are administration of parenteral antibiotics, oxytocic drugs and anti-
convulsants; manual removal of placenta; manual vacuum aspiration of retained products of conception;
and assisted vaginal delivery.

Comprehensive emergency obstetric care (comprehensive EmOC) includes the six basic signal func-
tions, plus performing caesarean section and blood transfusion. Comprehensive EmOC has been adopted
by the Ministry of Health and forms part of the strategy of programmes to improve maternal health.
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Maternal and newborn health services represent a wide range of interventions, depending on whether the
mother and newborn are healthy or experiencing problems. The KSPA 2004 draws on the findings and
recommendations of Safe Motherhood initiatives such as the Maternal and Neonatal Health Project, pro-
moted by WHO and other international organisations to determine which aspects of maternal health to
assess.

This chapter uses information obtained in the KSPA 2004 to address the following central questions about
maternal health services:

e What is the availability of ANC?

e To what extent do facilities have the capacity to support quality ANC services?

e To what extent is there evidence that health service providers adhere to standards for provision of
quality ANC services?

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

e What is the availability of delivery services, and to what extent do facilities have the capacity to
support quality delivery services?
What are the common newborn care practices in facilities providing delivery services?

e What is the maternal health provider knowledge on signs and basic interventions of common ma-
ternal complications?

6.1.2 Maternal Health and the Utilisation of Services in Kenya

The Ministry of Health (MOH) and the National Coordinating Agency for Population and Development
(NCAPD) have identified maternal health as a priority health issue and have developed a strategy based
on CEOC to reduce maternal morbidity and mortality. Through the Health Sector Strategic Plan, the
MOH has developed interventions to reduce maternal morbidity and mortality from these causes. Essen-
tial obstetric care protocols have been developed, and there is a focus on competency-based training for
physicians and nurses on the new essential obstetric care protocols and standards of care. The MOH has
also been expanding midwifery training for nurses. The objective is to increase the skills of primary care
physicians and nurses trained in midwifery so that they can become “skilled birth attendants” by acquir-
ing proficiency in the skills necessary to manage normal deliveries and to diagnose and manage or refer
complicated cases.

Some improvement in maternal health is being achieved. According to the 2003 KDHS, the national ma-
ternal mortality rate has declined from 590 maternal deaths per 100,000 live births in 1998 to 414 mater-
nal deaths per 100,000 live births in 2003. However, Millennium Development Goal (MDG) No. 5 is to
reduce maternal mortality rate to 175 maternal deaths per 100,000 live births or less. Much still needs to
be done to achieve the MDG target.

6.2  Availability of Antenatal and Postnatal Care and Capacity to Provide Quality
Services

ANC is designed to promote healthy behaviours and preparedness during pregnancy, childbirth, and after
delivery, and also to provide early detection and treatment for complications.

* For the KSPA, any report of offering routine outpatient postnatal examination and services was accepted 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 weight could be measured.
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6.2.1 Availability of Antenatal and Postnatal Care Services

Information on the availability of ANC, PNC, and tetanus toxoid (TT) vaccine is provided in Table 6.1.
Appendix Table A-6.1 provides information on whether facilities offer various family health services on
the same day they offer ANC, and Appendix Table A-6.2 gives more details on the availability of ANC
and TT vaccines.

Table 6.1 Availability of antenatal and postnatal care as well as other family health services
Percentage of facilities offering antenatal care (ANC), postnatal care (PNC), tetanus toxoid vaccine
(TT), and percentage offering all three services, by type of facility, managing authority and province,
Kenya SPA 2004
Percentage of facilities offering the indicated services Number of
ANC, PNC facilities
Background characteristics ANC PNC TT vaccine and TT (weighted)
Type of facility
Hospital 84 53 96 50 28
Health centre 86 51 94 47 125
Maternity 76 44 82 41 20
Clinic 53 21 52 18 8
Dispensary 77 24 79 24 249
Managing authority
Government 81 40 86 38 245
NGO 88 74 89 74 16
Private (for-profit) 59 23 66 22 61
Faith-based organisation 87 24 88 24 109
Province
Nairobi 68 31 70 31 37
Central 79 46 84 46 50
Coast 78 19 84 18 49
Eastern 81 45 83 44 81
North Eastern 82 41 89 41 8
Nyanza 96 30 96 29 54
Rift Valley 75 28 81 26 124
Western 82 53 94 48 29
Total 79 35 84 33 430
Note: Refer to Table 1.1 for the actual number of facilities included in survey and analysis. Weighting results
in small numbers for some categories of facilities.

Seventy-nine percent of facilities offer ANC services; one-third offer PNC, and eighty-four percent pro-
vide TT vaccine. One-third of facilities provide all three services (Table 6.1). There has been a decline in
availability of ANC since 1999, when 86 percent of facilities offered the service. Approximately three-
fourths of facilities offer ANC services five or more days per week, and 26 percent offer these services
one or two days per week (Table A-6.2). Similarly, TT services are usually offered five or more days a
week, and almost all facilities offer TT every day ANC is offered.

The provincial differentials show that nearly all the facilities in Nyanza province provide ANC services,
followed by North Eastern and Western provinces (82 percent). Nairobi province has the lowest propor-
tion of facilities providing ANC services. Seventy-four percent of NGO facilities provide all the three
services, compared with 22 percent of private for-profit facilities (Table 6.1); private facilities most often
lack ANC.
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Key Findings

ANC is offered in four out of five facilities and in nearly all facilities in Nyanza province.

All the three services (ANC, PNC, tetanus toxoid vaccine) are available in only one-third of the facilities.

6.2.2 Infrastructure and Resources to Support Quality Assessment and Counselling of
ANC Clients

To support quality assessment and counselling of ANC clients, facilities should have individual client
cards, guidelines or protocols for ANC, and visual aids for client education. Table 6.2 and Figure 6.1 pre-
sent information on the availability of these items. More details are available, including a breakdown by
facility type, in Appendix Table A-6.3.

An individual ANC card is used for monitoring maternal and foetal condition during pregnancy and for
keeping track of the type of care/treatment given. It is important for identifying risk factors for referral,
assessing quality of care, ensuring standardisation of antenatal care, and helping in planning purposes
(Population Council, 2002a). Individual client cards are available in 62 percent of facilities (Figure 6.1).

Written ANC guidelines or protocols which include details pertaining to the management of common
problems during pregnancy are available in 31 percent of facilities; visual aids for ANC client counselling
are available in just 30 percent.

Figure 6.1 Availability of items to support
basic ANC services (N=347)
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Overall, only 1 in 10 facilities have all three items for supporting quality ANC (individual client cards,
ANC guidelines, and visual aids), with facilities in Rift VValley, North Eastern and Central provinces least
likely to have all the items (Table 6.2).
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Table 6.2 Availability of antenatal care and resources to support quality counselling and examinations for
ANC/PNC
Percentage of facilities with all elements to support quality ANC/PNC counselling, examinations and
interventions for basic ANC/PNC, by type of facility, managing authority and province, Kenya SPA 2004
Percentage of facilities offering ANC services with:
All essential Number of
Allitemsto  Allitems for  All items for equipment facilities
support quality  infection physical and supphes offering ANC

Background characteristics counselling control examination® for basic ANC* (weighted)
Type of facility

Hospital 16 42 46 70 25

Health centre 19 30 14 50 111

Maternity 13 40 50 56 16

Clinic 7 36 41 43 4

Dispensary 4 41 18 59 191
Managing authority

Government 10 40 5 52 202

NGO 3 5 60 18 14

Private (for-profit) 7 42 54 53 36

Faith-based organisation 13 33 32 74 95
Province

Nairobi 8 39 38 63 25

Central 1 47 27 47 39

Coast 19 36 14 65 38

Eastern 20 65 15 49 66

North Eastern 1 8 1 92 7

Nyanza 16 36 25 55 51

Rift Valley 0 21 20 55 96

Western 17 17 10 75 25
Total 10 37 20 57 347
Note: Refer to Table 1.1 for the actual number of facilities included in survey and analysis. Weighting results in small
numbers for some categories of facilities.

Vlsual aids for health education, guidelines for ANC, and individual client card or record.

Soap and water, clean latex gloves, disinfecting solution, and sharps box.

% Visual and audltory privacy (private room), examination table and examination light.

Iron and folic acid tablets, tetanus toxoid vaccine, blood pressure apparatus, and foetoscope (Pinard).

6.2.3 Infrastructure and Resources for Examinations

The KSPA 2004 assessed whether facilities had 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, and summary information on specific
equipment and supplies is given in Figure 6.1. Appendix Table A-6.3 provides details on each of the
items assessed.

Infection Control

All items necessary for infection control (soap and water for hand washing, clean latex gloves, disinfect-
ing solution, and a sharps box) are available in the ANC service delivery area in 37 percent of facilities
offering ANC (Table 6.2). Facilities in North Eastern, Western, and Rift Valley provinces are less likely
to have all items for infection control than those in other provinces. Water and sharps boxes are available
in the ANC service areas in about 9 in 10 facilities (90 and 93 percent, respectively) (Table A-6.3).
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Client Examinations

The common physical examinations for ANC include palpating the abdomen, breast examination and,

when indicated, a pelvic examination.” The basic components for examining ANC clients are visual and
auditory privacy, a bed or examination table, and an examination light. Eighty-eight percent of facilities
that offer ANC are able to ensure clients both visual and auditory privacy, and all facilities (99 percent)
have either a bed or an examination table. However, only about 2 in 10 facilities have an examination
light (Appendix Table A-6.3). All three items are available in 20 percent of facilities, mostly in NGO-
managed facilities (60 percent) and in facilities in Nairobi province (38 percent) (Table 6.2). Facilities in
North Eastern and Western provinces are the least likely to have all three items. Government-managed
facilities are less likely than other facilities to have all three items for quality client examination (5 per-
cent). The item most often missing in all facilities is an examination light.

6.2.4 Essential Equipment and Supplies for Basic ANC

A functioning blood pressure apparatus and a foetoscope are essential equipment that should be available
in the ANC service delivery area; essential ANC supplies that should be available in the facility are iron
tablets, folic acid tablets, and TT vaccine. All the essential equipment and supplies are available in only 6
in 10 facilities (Table 6.2); however, each individual item is available in over 80 percent of facilities (Fig-
ure 6.1). Provinces where facilities are most likely to have all the essential supplies and items are Western
(75 percent), North Eastern (92 percent) and Coast (65 percent). Facilities in Central (47 percent) and
Eastern (49 percent) province are the least likely to have them (Table 6.2).

Key Findings

Elements to support quality ANC are commonly lacking; only 1 out of 10 facilities has all the items
needed for counselling, 37 percent have all items for infection control, and 57 percent have all the
items essential for providing basic ANC.

ANC guidelines and visual aids are available in 31 percent and 30 percent of facilities respectively; 4
in 10 facilities did not have client ANC cards available

Four out of five facilities have a functioning blood pressure apparatus in the ANC service delivery
area, and 4 percent and 13 percent of facilities lack folic acid and iron tablets, respectively.

6.2.5 Additional Equipment and Supplies for Quality ANC and PNC Services

Other elements that support quality ANC and PNC include diagnostic capacity and medicines to treat
common infections. Figures 6.2 and 6.3 provide summary information on the medicines and laboratory
tests available in facilities, with aggregate information available in Table 6.3. Appendix Tables A-6.4
through A-6.9 provide details on each item assessed, by type of facility.

? Pelvic examination is not a routine component of ANC in Kenya.
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Table 6.3 Facility practices and resources for diagnosis and management of common problems and complications of
pregnancy

Percentage of facilities where ANC/PNC service providers can diagnose and treat STIs for ANC/PNC clients, percentage
with all medicines to manage common complications of pregnancy, percentage with the indicated diagnostic testing
capacity, by type of facility, managing authority and province, Kenya SPA 2004

; : Number of
Percentage where Percen'_[a_ge with all conduF:tsirnC; ?igigiﬁdvivtl:g][:; Fc)i?;gl;trilggtric test facilit_ies
STI treatment medicines for offering
is provided by  treating pregnancy Urine Urine ANC
Background characteristics  ANC providers complications’  Anaemia® protein® glucose” Syphilis® (weighted)
Type of facility
Hospital 46 8 86 86 83 88 25
Health centre 68 8 45 36 36 45 111
Maternity 80 9 80 76 72 78 16
Clinic 90 8 51 62 62 66 4
Dispensary 82 0 20 29 31 35 191
Managing authority
Government 68 4 25 20 20 25 202
NGO 86 0 20 21 21 44 14
Private (for-profit) 85 8 88 88 86 88 36
Faith-based organisation 84 2 41 58 62 68 95
Province
Nairobi 58 3 79 73 73 79 25
Central 79 0 24 38 38 52 39
Coast 65 2 50 26 25 33 38
Eastern 77 6 32 38 37 38 66
North Eastern 76 0 26 16 16 20 7
Nyanza 72 2 20 12 19 31 51
Rift Valley 78 5 34 46 46 50 96
Western 93 5 46 45 45 41 25
Total 75 4 36 38 39 44 347

Note: Refer to Table 1.1 for the actual number of facilities included in survey and analysis. Weighting results in small numbers for some
categories of facilities.

! At least one broad-spectrum antibiotic (amoxicillin or cotrimoxazole); at least one medicine for treating trichomoniasis, gonorrhoea,
chlamydia infection, and syphilis; mebendazole or albendazole (for deworming); aldomet for hypertension; nystatin suppository; and
antimalarials all present.

2 Includes any test (haemoglobinometer or calorimeter or centrifuge with capillary tubes, or filter paper methods).

3 Clinistix (Campus 3 or Campus 9 sticks) or flame, acetic acid, and test tube for testing urine albumin.

* Clinistix (Campus 3 or Campus 9 sticks).

® Venereal disease research lab (VDRL) test with functioning microscope or rapid plasma reagin (RPR)

Pre-eclampsia (a hypertensive disorder of pregnancy), anaemia, sexually transmitted infections (STIs),
and vaginal infections 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
progression to more serious conditions. The standard for treatment may vary depending on ANC guide-
lines and policies and the qualifications of the service provider.

In three-fourths of facilities offering ANC, STI treatment is offered to ANC clients (Table 6.3). Rather
surprisingly, hospitals and government-managed facilities (46 and 68 percent, respectively) are the least
likely to have ANC providers treat STIs, and similarly, ANC service providers in facilities in Nairobi are
least likely to treat STIs. Only 26 percent of facilities have at least one medicine to treat each of the four
major STIs (trichomoniasis, chlamydia, syphilis, and gonorrhoea), with medicine for gonorrhoea most
often lacking (Figure 6.2 and Appendix Table A-6.4). Only one out of four facilities has at least one
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medication for gonorrhoea. Nearly all facilities have at least one medication to treat chlamydia (93 per-
cent) and syphilis (92 percent). However, only 16 percent of facilities have medicine for candidiasis, a
common vaginal or sexually transmitted infection.

About 1 in 5 ANC facilities have methyldopa (Aldomet) for managing hypertension during pregnancy®
(Appendix Table A-6.4). A mere four percent of facilities have all medicines expected to be available for
managing basic infections and health problems during pregnancy: at least one broad-spectrum antibiotic
(amoxicillin or cotrimoxazole); at least one medicine for treating trichomoniasis, gonorrhoea, chlamydia
infection, and syphilis; mebendazole or albendazole (for deworming); methyldopa (Aldomet) for hyper-
tension; nystatin suppositories and antimalarials (Table 6.3).

Figure 6.2 Medicines for managing common problems
and complications of pregnancy (N=347)
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Antihypertensive (aldomet)* 22
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* Only specialist can prescribe Aldomet for ANC clients in Kenya Kenya SPA 2004

The KSPA 2004 also assessed whether facilities have the capacity to test ANC/PNC clients for anaemia,
urine protein, and urine glucose, and to diagnose and treat syphilis.

Among facilities providing ANC/PNC services, only thirty-six percent have the capacity to test for anae-
mia, 38 percent for urine protein and 39 percent for urine glucose (Tables 6.3, A-6.5-A-6.8). Hospitals
and maternities (as expected), private for-profit facilities, and facilities in Nairobi are more likely than
others to have the capacity to conduct these tests. Figure 6.3 shows how many facilities routinely screen-
ing ANC clients for these conditions, and which ones actually have the capacity to conduct the necessary
tests. About 4 in 10 facilities routinely screen ANC clients for syphilis and have the capacity to conduct a
syphilis testing; these are mostly hospitals, private for-profit facilities, and facilities in Nairobi (Table A-
6.8). All facilities offering ANC had antimalarials available, and of those, 84 percent routinely provide
preventive antimalarials as a component of ANC services (Table A-6.4).

*In Kenya, methyldopa (Aldomet), for managing hypertension, is to be used for ANC clients only by specialists,
and facilities without specialists are expected to refer these cases.
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Figure 6.3 Availability of ANC tests in facilities where tests
are reported to be routine components of ANC (N=347)
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Key Findings

The lack of all medicines for managing common pregnancy-related conditions is notable in all types of
facilities. However, commonly recommended antibiotics are available in 95 percent of facilities.

Three out of four facilities diagnose and prescribe treatment for STIs in the ANC service area; how-
ever, only 26 percent of these facilities have medicines to treat each of the four main STlIs (syphilis,
gonorrhoea, chlamydia, and trichomoniasis). The recommended treatment for gonorrhoea is most of-
ten lacking.

Thirty-eight percent of facilities have the capacity to routinely check urine protein, and 2 out of 5 fa-
cilities have the capacity to measure urine glucose.

6.3 Management Practices Supportive of Quality ANC and PNC Services

Management practices for supporting quality ANC and PNC services include documentation and records,
posting user fees, and staff supervision and development.

Table 6.4 provides information on management practices, and Figure 6.4 provides summary information
on in-service training on ANC. Appendix Tables A-6.9 through A-6.11 provide details on utilisation, user
fees, and out-of-pocket payments for ANC services, and Appendix Table A-6.12 provides information on
supportive management for providers of ANC. Appendix Tables A-6.13 and A-6.14 provide detailed in-
formation on in-service training and supervision.

6.3.1 Facility Documentation and Records

Among facilities offering ANC, 82 percent have up-to-date registers that include an entry in the past
seven days and indicate whether the client was visiting for the first time (Table 6.4). Only 5 percent of
facilities offering ANC have an up-to-date register for PNC clients. This low percentage can be explained
by the fact that PNC as a component of maternal and child care has received very little attention in Kenya,
especially the maternal component, which affects both maternal and child morbidity and mortality (Popu-
lation Council et al., 1999). Women do not always receive early postpartum care in Kenyan facilities;
health care providers appear reluctant to provide this care, especially in busy units. Most men are not even
aware that women need postpartum care and believe it is only for the baby (Warren and Liambila, 2004).
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Table 6.4 Management practices supportive of quality maternal health services
Percentage of facilities with the indicated records, percentage that have any user fees for ANC, and percentage with the indicated
management practices, by type of facility, managing authority and province, Kenya SPA 2004
Percentage of facilities where
Percentage of facilities offering ANC that at least half of the interviewed
have: ANC service providers: Number of
Observed up-to- Number of Were facilities with
date patient User faciliies Received in- personally interviewed
register1 Documentation fees offering service training  supervised ANC
Background of monitoring  for ANC during past  during the past providers3
characteristics ANC PNC  ANC coverage ANC (weighted) 12 months? 6 months (weighted)
Type of facility
Hospital 83 10 18 80 25 61 71 24
Health centre 93 9 14 67 111 47 82 111
Maternity 74 8 16 100 16 62 81 16
Clinic 52 5 5 100 4 53 65 4
Dispensary 78 3 12 61 191 52 91 184
Managing authority
Government 89 8 9 53 202 52 87 194
NGO 98 3 58 43 14 19 100 14
Private (for-profit) 49 1 18 76 36 63 82 36
Faith-based organisation 78 2 13 95 95 51 83 95
Province
Nairobi 76 11 2 87 25 34 71 25
Central 71 13 8 77 39 43 74 39
Coast 83 9 19 67 38 50 72 38
Eastern 86 6 20 69 66 72 98 66
North Eastern 83 1 32 20 7 33 80 7
Nyanza 85 3 3 84 51 49 95 51
Rift Valley 82 0 17 52 96 45 84 88
Western 20 5 1 57 25 63 95 25
Total 82 5 13 67 347 51 86 339
Note: Refer to Table 1.1 for the actual number of facilities included in survey and analysis. Weighting results in small numbers for some categories of
facilities.
! Register has entry within past seven days and indicates, at minimum, whether this was the first or a follow-up visit for ANC and number of days
postpartum for PNC register.
“ This refers to structured in-service sessions and does not include individual instruction received during routine supervision.
% Includes only providers of ANC in facilities offering ANC services.

Of the facilities offering ANC services, 13 percent have documentation indicating that they monitor their
ANC coverage rate (the proportion of eligible women in their catchment area who receive ANC services).
While about 6 in 10 NGO-managed facilities monitor ANC coverage, only 1 in 10 government-managed
facilities do so, and barely any facilities in Nairobi, Nyanza, and Western provinces have documentation
showing that they monitor coverage rates (2, 3 and 1 percent, respectively).

6.3.2 Practices Related to User Fees

User fees may have either a positive effect on utilisation of health facilities (by increasing the funds avail-
able to the facility) or a negative effect (by deterring poor clients from using services). Posting user fees is
a good standard for quality of care, since clients are able to know exactly the cost of services. Approxi-
mately two-thirds of facilities charge some form of user fees for ANC. All maternities and clinics charge
user fees, and facilities in Nairobi and Nyanza provinces are more likely than facilities in other provinces
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to charge fees for ANC services (87 and 84 percent, respectively). Only 20 percent of facilities in North
Eastern province charge some user fees, despite the fact that fewer facilities in this province offer ANC
services (Table 6.4). Approximately 2 in 10 facilities charge user fees specifically for client consultations
by resident providers; these are mostly private for-profit facilities, FBO-managed facilities, and facilities
in Nairobi province (Table A-6.11). A very small proportion of facilities (mostly private for-profit and
FBO-managed) charge for client consultations by consultants, and about one-fourth charge user fees for
laboratory tests and iron tablets. About 4 in 10 facilities have fixed fees for all ANC services.

6.3.3 Staff Development and Supervision

The KSPA defines a facility as providing routine staff development activities if at least half of the inter-
viewed ANC providers said they had received structured in-service training relevant to ANC during the
past 12 months (excluding on-the-job training that may be received during discussions with supervisors).
Half (51 percent) of all facilities meet these criteria for providing routine staff development activities
(Table 6.4). The facilities most likely to have routine staff development activities are hospitals and mater-
nities (61 and 62 percent, respectively). NGO-managed facilities and facilities in Nairobi and North East-
ern provinces are least likely to provide routine staff development.

The most frequently reported in-service training topics are STIs and prevention of mother-to-child HIV
transmission (PMTCT) (29 and 14 percent, respectively) (Figure 6.4).

Figure 6.4 In-service training received by interviewed ANC service providers,
by topic and timing of most recent training (N=1,041)
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Supervising individual staff members helps promote adherence to standards and also helps identify prob-
lems that contribute to poor quality services. As found with other services, supervision of ANC providers
is common; 86 percent of facilities met the KSPA criteria for routine staff supervision (at least half of the

interviewed ANC providers had been personally supervised during the past six months) (Table 6.4).4 Rou-

* The assessment is not able to determine how complete or supportive the supervision is, and whether it is only for
administrative matters or includes any coaching/learning component.
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tine supervision for ANC providers is less frequent in hospitals and clinics (71 percent and 65 percent,
respectively) and in facilities in Nairobi, Coast and Central provinces (71, 72 and 74 percent, respec-
tively).

Key Findings

While 82 percent of facilities have up-to-date ANC registers, only 5 percent have PNC registers; 13
percent have documentation indicating they monitor ANC coverage rates.

Half of the facilities assessed have routine staff development activities, and about nine out of ten fa-
cilities have routine staff supervision, including nearly all facilities in Eastern province.

6.4  Adherence to Standards for Quality ANC Service Provision

To assess whether providers adhere to standards for providing quality service, KSPA personnel observed
ANC client-provider consultations. The observation checklists used are based on elements of focused
ANC. The observers noted whether providers shared information on a topic and whether an examination
was conducted. They did not assess whether the information was correct or whether findings were appro-
priately interpreted.

6.4.1 Appropriate Assessment and Examination for ANC clients

Summary information on components of ANC is provided in Figures 6.5, 6.6 and 6.7. Appendix Tables
A-6.17 to A-6.21 provide details on assessments and examinations conducted for ANC clients.

Client History

At a first ANC visit, the provider should elicit a basic medical history to assess pre-existing risk factors.
The information most often elicited by providers was age, date of last menstrual period, and information
about any prior pregnancies. These questions were asked of 80 percent, 83 percent, and 85 percent, re-
spectively, of first-visit ANC clients (Figure 6.5). These findings are similar to those from the 1999
KSPA. All the relevant client history items were assessed in only 1 out of 4 of first-visit consultations.

Figure 6.5 Content of client history assessed for
first-visit ANC clients (N=357)
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Monitoring Progress of Pregnancy

All ANC clients should receive periodic assessments to monitor the progress of their pregnancy and to
identify risk factors. These include assessments of vaginal bleeding, blood pressure, and foetal condition.
Figure 6.6 provides information on the percentage of observed ANC clients (whether first or follow-up
visits) who received these elements as part of their visit. Appendix Tables A-6.17 and A-6.18 provide this
information by facility type.

Figure 6.6 ANC content for first-visit ANC clients (N=357)
and all observed clients (N=913)
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Laboratory Testing and Provision of Iron Tablets

Laboratory facilities and cold chain maintenance capability are required for facilities to be able to provide
certain screening and preventive interventions. If a facility does not have the capacity to provide the ser-
vice itself, it should have a referral site that will provide the service to the ANC client.

To meet defined minimum standards for ANC, each ANC visit should include the following components:
counselling on vaginal bleeding as a risk factor for which help should be sought, measuring blood pres-
sure, and urinalysis to check for urine protein and glucose. First-visit clients should also have their blood
checked for anaemia.

Counselling on vaginal bleeding (defined as either being counselled about vaginal bleeding as a risk or
asked about vaginal bleeding during the examination) was provided to 18 percent of all first-visit clients
(compared to 15 percent of all clients) (Figure 6.6). This is an improvement over the findings from 1999,
when only 1 out of 10 clients was counselled about vaginal bleeding; however, these rates are still highly
insufficient, given the life-threatening potential of the complication. Blood pressure was measured during
90 percent of consultations, for both first-visit and follow-up clients. Three-fourths of first-visit clients
receive a blood test for anaemia. Providers were more likely to measure blood pressure, conduct urinaly-
sis, and provide blood tests than they were to counsel clients about vaginal bleeding (Figure 6.6).
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Key Findings

Only one-fourth of first-visit ANC clients were assessed for all of the relevant medical history items
(age, last menstrual period, any prior pregnancy, complications in prior pregnancy, and medications
currently taken).

6.4.2 Counselling to Promote a Healthy Outcome

Observed and reported components of client counselling are presented in Figures 6.7 and 6.8. Details on
counselling and client knowledge about risk signs are available in Appendix Tables A-6.21 and A-6.22.
Details on client plans for delivery are provided in Appendix Table A-6.23.

Figure 6.7 Counselling topics discussed during first visit (N=357)
and follow-up visit (N=556) and with ANC clients at least 8 months

pregnant (N=432), when relevant
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ANC providers are expected to routinely counsel their clients about special nutritional needs during preg-
nancy and about signs and symptoms that may indicate a problem. It is not unreasonable, however, to as-
sume that all components of counselling may not be discussed during each visit, when a woman makes
multiple ANC visits. Thus, the content of counselling for first and follow-up visits is assessed separately.

Nutritional issues were discussed during the observed consultation in 57 percent of first visits and in 50
percent of follow-up visits. Discussions on the progress of the pregnancy were held with 68 percent of
first-visit clients and with 74 percent of follow-up clients (Figure 6.7). This is an improvement from 1999,
when nutritional issues during pregnancy were discussed with only 34 percent of first-visit clients and
with 42 percent of follow-up clients.

The Client Perspective

All interviewed ANC clients were asked about topics that the provider discussed with them, either during
the current visit to the facility, or during a previous visit. Half of the interviewed clients said they had dis-
cussed plans for delivery with their provider (Figure 6.8). However, only 17 percent said they had dis-
cussed exclusive breastfeeding.
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Figure 6.8 Topics reported by interviewed clients as having been
discussed during either this or a previous ANC visit (N=900)
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Interviewed clients were also asked to mention specific warning signs that the provider had discussed
with them during the current visit or any prior visit. While 36 percent said they had been told about warn-
ing/danger signs or symptoms, when asked to name any of these danger signs, few could mention the
most important ones (Figure 6.8): just 3 in 10 mentioned vaginal bleeding, 8 percent mentioned swollen
face or hands, and 11 percent mentioned headache or blurred vision.

Key Findings

Counselling on nutrition during pregnancy and progress of the pregnancy was observed during 57 per-
cent of first visits and half of follow-up visits.

Thirty-six percent of interviewed ANC clients reported that they had been counselled on warning signs
during pregnancy. Few clients could spontaneously mention these signs.

There is a general lack of counselling on exclusive breastfeeding and family planning, except for
women near delivery.

6.4.3 Supporting Continuity of Care

For quality ANC, it is important to provide continuity of care, including monitoring changes between vis-
its. One of the more reliable ways to achieving this is to maintain a record of relevant history and find-
ings, as well as interventions or treatments provided. Frequently, health services are organised in such a
way that a client’s blood pressure and weight are measured and the information is recorded on the client’s
record before the ANC provider sees the client. Approximately 7 in 10 first-visit ANC clients were
weighed and 9 in 10 had their blood pressure measured before or during the consultation (Table A-6.16).
For such information to be available to the provider for use, an individual client card must be used. De-
tails on the use of individual client cards are provided in Appendix Table A-6.24.

During 94 percent of first visits and 97 percent of follow-up consultations, the provider was observed to
look at the individual client card during the consultation. By the end of all first-visit consultations, pro-
viders had written on the client’s card. This was also the case in 98 percent of follow-up visits (Appendix
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Table A-6.24). It is, of course, not possible to know through these observations whether the notes taken
were relevant or accurate.

About 8 in 10 observed ANC clients went home after their consultation, and 14 percent were referred
elsewhere in the same facility. None were admitted to the facility; 3 percent were referred to another facil-

ity.
6.5 Client Opinion of Service Provision

Before leaving the facility, observed ANC clients were asked their opinion of the services they received
and about any problems they encountered on the day of the visit. The most common concern was the long
waiting time, but only 2 in 10 clients considered this a big problem (Appendix Table 6.26). Another area
of concern was lack of privacy, both visual and auditory.

Interviewed clients who reported that the facility was not the closest to their home were asked if specific
factors were important in determining why they did not visit the facility closest to their home. Some rea-
sons cited were that the closest facility was more expensive (17 percent) and that the closest facility had a
bad reputation (12 percent). Six percent of interviewed clients had been referred and therefore had had to
bypass the closest facility (Appendix Table A-6.27).

6.6  Auvailability of Delivery Services and Capacity to Provide Quality Delivery Care

The KSPA assessed the availability of emergency obstetric care and the presence of standards, equipment
and supplies, and health system components to support quality delivery services. Specific items that were
assessed include the following:

Availability of delivery services;

Home delivery care practices;

Infrastructure and resources to support quality delivery services;
Practices related to signal functions; and

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 (domiciliary care). Infor-
mation on median travel time using the most common transport system is provided in Appendix Table A-
6.29.

Although about 8 in 10 facilities offer ANC, only about 38 percent of facilities offer normal delivery ser-
vices; one-third offer both ANC and normal delivery services (Table 6.5). Hospitals are, as expected,
most likely to offer delivery services; NGO-managed facilities are more likely than others to offer deliv-
ery services. FBO- and government-managed facilities, and facilities in Central province, are least likely
to offer these services. The percentage of facilities offering normal delivery services remains relatively
similar to that observed in 1999.

Caesarean sections are offered by only 7 percent of eligible facilities, logically provided mostly by hospi-
tals (76 percent). Rather surprisingly, only 3 percent of government-managed facilities offer caesarean
sections (a decline from 15 percent in 1999), compared with 23 percent of private for-profit facilities.
Among eligible hospitals, 67 percent of those providing caesarean sections are government-managed, 78
percent are NGO-managed, and 86 percent are private for-profit facilities (data not shown).
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Table 6.5 Availability of maternal health services

Percentage of facilities that offer the indicated services and percentage with documentation of activities with traditional birth
attendants (TBASs), by type of facility, managing authority and province, Kenya SPA 2004

Percentage of facilities providing indicated services

Facility-based maternity services

Services supporting
safe home delivery

Emergency Documented
ANC and ANC, normal transportation official
Ante- Normal Cae- normal delivery, and supportfor Any home programme Number of

Background natal delivery sarean delivery caesarean maternity delivery  supportive facilities
characteristics care services section services section emergencies1 services? of TBAs® (weighted)4
Type of facility

Hospital 84 95 76 81 65 91 10 8 28

Health centre 86 64 3 56 3 42 5 4 125

Maternity 76 87 23 68 18 59 3 0 20

Dispensary 77 15 0 14 0 9 4 5 249
Managing authority

Government 81 35 3 30 3 16 4 7 245

NGO 88 87 5 86 5 87 50 12 16

Private (for-profit) 59 48 23 36 20 37 3 0 61

Faith-based

organisation 87 33 6 31 5 37 2 1 109
Province

Nairobi 68 30 7 28 7 34 1 5 37

Central 79 18 7 18 7 33 0 0 50

Coast 78 27 7 20 5 26 7 7 49

Eastern 81 32 9 30 7 22 1 11 81

North Eastern 82 35 6 29 6 29 9 17 8

Nyanza 96 49 6 47 6 26 1 6 54

Rift Valley 75 45 6 38 5 21 10 1 124

Western 82 69 6 54 6 46 8 0 29
Total* 79 38 7 33 6 27 5 5 430

Note: Refer to Table 1.1 for the actual number of facilities included in survey and analysis. Weighting results in small numbers for some categories of

facilities.

! Any system where the facility provides some support for emergency transportation to referral site, or the facility is the referral site.
2This may be either a routine service or service only for emergency cases.
3Any official activity with TBAs for which the facility has any documentation.

* Totals include one clinic (weighted)

One way of increasing access to emergency obstetric care is to offer rapid transport to a facility where the
needed service is available. Without a facility-supported emergency transportation system, the expectant
mother and family are forced to use their own means of transport during an emergency. Even when a fa-
cility does not offer delivery services, but does offer ANC, it is desirable to have emergency transport
available. For many home deliveries, the facility where a woman receives ANC may be the nearest formal

health sector site from which emergency help can be sought.

Among all facilities, only 27 percent have a system of emergency transportation5 to another facility for
obstetric emergencies (Table 6.5). Hospitals are more likely (91 percent) than other facility types to have

® Facilities that are referral facilities are counted as having an emergency transportation system, since they can pro-

vide all relevant services.
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an emergency transportation support for maternity emergencies, as are NGO-managed facilities (87 per-
cent). Approximately 4 in 10 maternities do not have emergency transport services available. Among
those facilities supporting emergency obstetric transport, 62 percent have an ambulance or other facility-
based vehicle, 19 percent have other arrangements to support cost, and 5 percent are themselves referral
sites (Table A-6.29)

Among facilities offering delivery services, however, 52 percent have an emergency transportation sys-
tem in place for obstetric emergencies (data not shown). This is a modest improvement since 1999, when
47 percent of facilities providing delivery services had a driver and vehicle.

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 also shown that every pregnancy is risky, and therefore
every pregnant woman should receive skilled care during delivery. The concept of domiciliary care oper-
ates on the understanding that skilled care can be provided at the community level. The common support
systems are for facility staff to attend home births, either routinely or for emergencies only. Retired mid-
wives in the community can also be used to provide skilled care to women during delivery and have for-
mal systems for working with the health system and other community resource persons including TBAs.

The KSPA 2004 findings indicate that only 5 percent of facilities have services supporting safe home de-
livery; these are mostly NGO-managed facilities (Table 6.5). No maternity offers this outreach service.
Finally, a very small proportion of facilities have documentation of official support for traditional birth
attendants (5 percent).

Key Findings

Although ANC is offered in four out of five facilities, only half of them offer normal delivery services,
and about 1 in 10 (including 76 percent of hospitals) offer caesarean sections.

All three maternal health services (ANC, normal delivery, and caesarean section) are offered in only 6
percent of facilities, although they are offered in two-thirds of hospitals.

Normal delivery services are most widely available in Western province facilities (69 percent) and least
available in the Central province (18 percent).

About one-fourth of all facilities and 52 percent of facilities offering delivery services provide support for
emergency transportation of maternity emergencies to referral facilities.

Only 5 percent of all facilities assessed provide any home delivery service, but half of NGO facilities do
provide it.

6.6.3 Infrastructure and Resources to Support Quality Delivery Services

In addition to a basic infrastructure that provides privacy and supports infection control, several types of
equipment and medicines are needed to support safe deliveries.

Tables 6.6 and 6.7 provide aggregate information on infrastructure, equipment, and supplies for basic de-
livery services, including emergency medicines. Figures 6.10 through 6.12 summarize the individual
items available, and Appendix Tables A-6.34 through A-6.41 provide details on elements assessed for
delivery services, with Tables A-6.35 through A-6.38 providing details on sterilisation/high-level disin-
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fecting (HLD) procedures for delivery equipment. Figure 6.12 provides information on equipment for
emergency obstetric care, with further details in Appendix Tables A-6.42 and A-6.43.

Table 6.6 Availability of elements for quality delivery services
Percentage of facilities that have all indicated items to support quality delivery services, by type of facility,
managing authority and province, Kenya SPA 2004
Percentage of facilities offering delivery services with: Number of
Capacity for All other facilities
All items for  sterilisation/  All delivery room elements to offering delivery
Background infection HLD infrastructure support services
characteristics control* processing” _ and furnishings®  quality” (weighted)®
Type of facility
Hospital 54 56 62 21 27
Health centre 35 30 22 7 80
Maternity 45 21 50 1 18
Dispensary 37 32 11 0 38
Managing authority
Government 46 27 20 8 86
NGO 16 72 17 1 14
Private (for-profit) 48 37 60 5 29
Faith-based organisation 27 31 30 9 35
Province
Nairobi 47 47 59 20 11
Central 78 23 46 10 9
Coast 40 87 45 24 13
Eastern 56 8 43 5 26
North Eastern 50 10 38 3 3
Nyanza 41 12 45 1 26
Rift Valley 29 33 11 2 55
Western 22 62 6 11 20
Total® 40 34 29 7 164
Note: Refer to Table 1.1 for the actual number of facilities included in survey and analysis. Weighting results in small
numbers for some categories of facilities.
! Soap, water, sharps box, disinfecting solution, and clean latex gloves.
2 In location where delivery services equipment is processed, equipment and knowledge of minimum processing time for
sterilising or HLD processing, and an automatic timing device were available
® Bed, examination light, and visual and auditory privacy.
* Guidelines, partographs, and 24-hour delivery provider on site or on call, with duty schedule observed.
® Totals include one clinic (weighted)

Infection Control

Infection is one of the most common causes of maternal and neonatal morbidity and mortality. Infection
control practices are therefore essential for quality delivery care. Among facilities offering delivery ser-
vices, 4 in 10 had all the items assessed for infection control available in the delivery service area (hand-
washing supplies, clean or sterile latex gloves, disinfecting solution, and a sharps box) (Table 6.6). Hospi-
tals are more likely than other facilities to have all infection control items, although this proportion is still
low at only 54 percent. NGO-managed facilities are least likely to have infection control items (16 per-
cent). Central province facilities are more likely than facilities in other provinces to have these infection
control items (78 percent). The items most often lacking in all these facilities were disinfecting solution
(missing in 33 percent of facilities) and hand-washing soap (missing in 41 percent of facilities) (Appendix
Table A-6.30). Over 90 percent of facilities, however, have clean latex gloves.
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Among facilities offering delivery services, only one-third have the capacity for sterilisation/HLD proc-
essing (Table 6.6); the remainder either lack equipment or knowledge, or the facility simply does not ster-
ilise/disinfect delivery equipment (Table A-6.32). As expected, it is mostly hospitals (56 percent) and
NGO-managed facilities (72 percent) that have the capacity for sterilisation/HLD processing (Table 6.6).

The procedure used for sterilising/HLD processing equipment used for deliveries was also assessed.”
Among the 34 percent of facilities with the capacity for sterilisation/HLD processing, 31 percent use dry
heat or autoclave, and 3 percent either boil/steam or use chemical HLD (Appendix Table A-6.32). Only
12 percent of facilities process delivery equipment specifically in the delivery service area, and the re-
maining 86 percent send equipment to the main processing area in the facility (Appendix Table A-6.31).

Only 1 in 4 facilities have written guidelines for sterilisation or HLD processing available in the area
where delivery equipment is processed (Appendix Table A-6.32). Guidelines are most often found in
Coast province facilities (84 percent), compared with just 2 percent of facilities in Rift Valley province.

Infrastructure for Delivery

Items to support quality delivery services were also assessed (Table 6.6 and Figure 6.9). A bed, an exami-
nation light, and privacy (both visual and auditory) are considered the basic delivery room infrastructure
and equipment. Overall, only 29 percent of facilities have all these basic items (Table 6.6). The best
equipped facilities are hospitals and maternities (62 percent and 50 percent, respectively) and private for-
profit facilities (60 percent). Similarly, facilities in Nairobi are more likely to have all the basic infrastruc-
ture and equipment. The delivery area in most facilities (91 percent) provides both visual and auditory
privacy (Figure 6.9). Almost all facilities (98 percent) have a delivery bed; however, only 31 percent have
an examination light.

Elements to Support Quality Delivery Services

The partograph—a document used to monitor an individual woman’s labour—is promoted internationally
as a means for improving quality of care by helping providers take appropriate and timely decisions,
based on the progress of labour at every stage. It provides guidelines for the early identification of com-
plications. Only 4 in 10 eligible facilities have blank partographs available (Figure 6.9); this finding is
similar to data from 1999. Regarding actual use of the partograph, only 38 percent of interviewed provid-
ers offering delivery services had used a partograph within the month preceding the interview. Eleven
percent had never used a partograph to monitor labour (data not shown).

Delivery guidelines, necessary for managing delivery complications, are also not commonly available;
only 7 percent of facilities offering delivery services had guidelines available in the delivery service area
(Figure 6.9). In Kenya, general practitioners, obstetricians, and nurses/midwives are the principal facility-
based delivery service providers. Although about 8 in 10 facilities report that there is a delivery service
provider on site 24 hours a day, 16 percent did not have a duty schedule to document that claim. A much
smaller percentage of facilities (9 percent) report a qualified provider on call 24 hours a day, and 3 per-
cent have a duty schedule to document that a provider is on call (Figure 6.9).

° Chapter 3, sections 3.4.1 and 3.4.2 provide details on the definitions for adequate sterilisation or HLD procedures
and storage practices.
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Figure 6.9 Items to support quality delivery services
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Key Findings

Infection control measures for delivery services are weak, with only 4 out of 10 facilities having all the
five internationally recommended items.

About 3 in 10 facilities have all the elements needed to support quality sterilisation of delivery equip-
ment.

Partographs and protocols to support quality delivery standards are available in only 39 percent and 7
percent of facilities, respectively.

Two out of three facilities have a qualified trained provider available 24 hours a day (on site or on call),
with an observed duty schedule.

Monitoring of Normal Deliveries

It is very important to monitor all deliveries in order to ensure the well-being of both the foetus and the
mother. Table 6.7 provides information on critical practices for monitoring normal facility-based deliver-
ies. The recommended standard practice is to monitor foetal heart rate, maternal pulse rate, and uterine
contractions every 30 minutes, and to check maternal blood pressure every 4 hours.

Information gathered from clients’ delivery records or charts showed that foetal heart rate and uterine
contractions were monitored or checked every 30 minutes for only 1 in 5 normal deliveries, while blood
pressure measurement was recorded every 4 hours in only 14 percent of cases. Pulse rate measurements
every 30 minutes were least likely to be recorded (8 percent). Overall, all four critical practices were
documented for only 5 percent of all reviewed normal delivery records. Only 17 percent of hospitals and
10 percent of maternities had documentation of all four critical practices (Table 6.7). Interestingly, no
other facilities (health centres, clinics or dispensaries) had any records indicating that all four critical
practices were carried out.
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Table 6.7 Documentation of critical practices for monitoring normal deliveries
Percentage of recent normal deliveries where the client records document certain monitoring practices.
Kenya SPA 2004
Percentage of reviewed records with the indicated items
documented Number of
Foetal heart Assessment Blood normal
rate of pressure Pulse delivery
measured contractions measured measured  All critical records
Background every 30 every 30 every 4 every 30 practices reviewed
characteristics minutes minutes hours minutes carried out  (weighted)
Type of facility
Hospital 45 45 39 22 17 129
Health centre 15 13 6 3 0 330
Maternity 31 28 29 18 10 74
Clinic 10 22 4 0 0 4
Dispensary 2 2 2 0 0 132
Managing authority
Government 13 15 10 4 2 350
NGO 26 32 9 19 8 29
Private for-profit 41 29 26 17 12 134
FBO 15 17 13 5 4 157
Province
Nairobi 46 42 25 22 9 55
Central 16 22 31 9 4 43
Coast 33 20 17 6 5 65
Eastern 21 22 15 4 3 84
North Eastern 13 8 5 4 1 14
Nyanza 31 32 22 19 13 93
Rift Valley 7 6 5 3 2 222
Western 17 19 9 5 2 93
Total 20 19 14 8 5 670

Essential Supplies for Delivery Services

All basic supplies for conducting a normal delivery (scissor or blade, cord clamps or ties, a suction appa-
ratus, antibiotic eye ointment for the newborn, and a disinfectant for cleaning the perineum) are available
in the delivery area in only 36 percent of facilities (Table 6.8). Hospitals and maternities (63 percent and
56 percent, respectively), and also private for-profit facilities (59 percent) and facilities in Nairobi prov-
ince (56 percent) are more likely to have all the supplies compared to others. These findings indicate that
cord ties/clamps are less widely available; availability has decreased from 72 percent in 1999 to 64 per-
cent in 2004. Availability of different individual items in the delivery area varies from 77 percent for skin
disinfectant to 56 percent for antibiotic eye ointment to (Figure 6.10).
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Table 6.8 Availability of medicines and supplies for normal and complicated delivery services

Percentage of facilities that have all indicated supplies, by type of facility, managing authority and
province, Kenya SPA 2004

Among facilities offering delivery
services, percentage with additional
medicines

. ) Number of
All essential and supplies for: facilities offering

Background supplies for Common Serious delivery services
characteristics delivery" complications® complications® (weighted)*
Type of facility

Hospital 63 59 25 27

Health centre 36 22 7 80

Maternity 56 36 10 18

Dispensary 6 6 20 38
Managing authority

Government 22 20 2 86

NGO 42 16 2 14

Private (for-profit) 59 48 14 29

Faith-based

organisation 47 25 43 35
Province

Nairobi 56 48 16 11

Central 40 81 8 9

Coast 43 21 9 13

Eastern 31 43 3 26

North Eastern 35 23 13 3

Nyanza 44 23 14 26

Rift Valley 23 9 18 55

Western 49 23 15 20
Total* 36 26 13 164

Note: Refer to Table 1.1 for the actual number of facilities included in survey and analysis. Weighting results in small
numbers for some categories of facilities.

! Scissor or blade, cord clamp, suction apparatus, antibiotic eye ointment for newborn, skin disinfectant.

% 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 (valium or magnesium sulfate) in delivery room area; antibiotic (penicillin and ampicillin,
or gentamicin) in delivery room area or pharmacy.

* Totals include one clinic (weighted)
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Figure 6.10 Essential supplies for delivery (N=164)
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Medicines and Supplies for Complications

Table 6.8 provides information on the availability of essential supplies for normal delivery and additional
medicines and supplies to handle common and serious delivery complications. Figure 6.11 provides de-
tailed information on these additional medicines and supplies.

All items for managing common delivery complications are available in one out of every four facilities
offering delivery services (Table 6.8), primarily in hospitals and maternities (59 percent and 36 percent,
respectively) and in private for-profit facilities (48 percent). These items are most widely available in fa-
cilities in the Central province (81 percent) and least available in facilities in Rift Valley province (9 per-

cent).
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Figure 6.11 Additional medicines and supplies for managing
complications of delivery (N=164)
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The KSPA also assessed whether facilities offering delivery services had selected medicines and supplies
for managing serious complications. The standards for maternal care in Kenya indicate that every preg-
nant woman or woman in puerperium seeking health care should be attended to by a skilled health care
provider within 30 minutes of arrival at a health facility. This implies that all the supplies needed for
emergencies should be readily available. The Kenyan maternal care standards call for EmOC facilities to
have an emergency tray of drugs available, with anticonvulsants, anti-hypertensives, and oxytocics,
among others (Population Council, 2002b).

These additional medicines and supplies for managing serious complications were available in 13 percent
of facilities offering delivery services. FBO-managed facilities are most likely to have these medicines
and supplies (Table 6.8). Injectable anticonvulsants, used to treat severe pre-eclampsia and eclampsia, are
available in the delivery service area in 13 percent of facilities, though an additional 78 percent have them
elsewhere in the facility (Figure 6.11).

Injectable antibiotics for treating sepsis are available in two-thirds of facilities, but none had them in the
delivery area. Hydralazine, commonly used to manage hypertension during labour, is found in the deliv-
ery area of only 32 percent of facilities.

Provider Knowledge of Signs of Postpartum Haemorrhage

KSPA interviewers spoke with the most experienced maternal health provider present on the day of the
survey in each facility that offered maternal health services. They used the maternal health provider ques-
tionnaire to assess the provider’s knowledge of common signs of postpartum haemorrhage and obstructed
labour. Interviewed providers were expected to spontaneously name signs they should look for to assess
the severity of any postpartum haemorrhage. The expected responses included signs of shock (dizziness
or low blood pressure), amount of external bleeding, un-contracted uterus, and retained products of con-
ception/placenta. Table 6.9 provides information on providers’ knowledge of these signs and of immedi-
ate intervention steps to alleviate the problem.
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Only 6 percent of interviewed midwives spontaneously named all four categories of signs of postpartum
haemorrhage. More midwives in maternities (23 percent), private for-profit facilities (13 percent) and fa-
cilities in Nairobi province (31 percent) were able to name all four signs and symptoms spontaneously.
Sixty percent of interviewed midwives spontaneously named signs of shock, 55 percent named un-
contracted uterus, and 53 percent named the amount of external bleeding as signs for assessing the sever-
ity of the haemorrhage. Forty-one percent spontaneously named retained products/placenta.

Provider Knowledge of Interventions for Postpartum Haemorrhage

When asked to name interventions for postpartum haemorrhage, 70 percent of midwives spontaneously
mentioned massaging the uterus, and 76 mentioned giving an injection of ergometrine intramuscularly or
intravenously. They were less likely to mention emptying the patient’s urinary bladder (46 percent) and
giving intravenous fluids (44 percent). In all, only 12 percent of all interviewed midwives were able to
spontaneously name all four expected interventions for postpartum haemorrhage. Unlike naming signs
and symptoms for assessing the severity of postpartum haemorrhage, more midwives in hospitals than in
other types of facilities were able to name all expected interventions. However, more midwives in Nairobi
than in other provinces were still able to name all four interventions compared to midwives in other prov-
inces. Not a single midwife interviewed in dispensaries, NGO facilities, or the North Eastern province
was able to mention all four interventions.
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Table 6.9 Knowledge of signs of postpartum haemorrhage and of immediate interventions

Percentage of interviewed midwives who spontaneously described the indicated signs of postpartum haemorrhage and

interventions for postpartum haemorrhage, Kenya SPA 2004

Percentage mentioning indicated signs of Percentage mentioning indicated interventions
postpartum haemorrhage for postpartum haemorrhage®
Amount All four Start Number of
Uncon- of exter- Retained signs & Empty Ergo- intrave- All four interviewed
Background tracted Signs of nal products/ symp- |Massage woman's metrine nous interven- midwives

characteristics  uterus  shock’ bleeding placenta toms fundus bladder IMorIV® fluids tions  (weighted)

Type of facility

Hospital 64 72 61 44 12 73 50 79 66 24 27
Health centre 55 67 43 41 2 72 43 74 60 17 86
Maternity 65 66 66 53 23 69 40 79 57 20 18
Clinic 75 45 53 61 16 62 68 81 31 15 2
Dispensary 48 45 60 35 4 67 49 76 10 0 65
Managing authority
Government 55 70 48 37 5 77 45 76 44 14 115
NGO 41 28 62 4 1 38 58 99 5 0 14
Private for-
profit 49 64 65 46 13 69 34 74 70 18 30
FBO 65 40 55 60 3 62 52 70 36 7 40
Province
Nairobi 94 60 49 76 31 60 64 99 79 40 11
Central 81 88 36 79 16 94 45 87 35 23 9
Coast 73 44 46 46 3 60 31 50 42 4 25
Eastern 60 60 59 32 3 93 56 86 60 15 35
North Eastern 26 56 28 44 0 35 0 44 50 0 3
Nyanza 34 56 43 42 3 35 38 82 21 1 35
Rift Valley 41 57 57 25 2 78 51 69 40 14 56
Western 68 79 68 51 11 80 44 82 50 15 25
Total 55 60 53 41 6 70 46 76 44 12 198

! postpartum haemorrhage resulting from an atonic or un-contracted uterus

2 Dizziness or low blood pressure

3 Ergometrine is commonly used for the management of post-partum haemorrhage, and is either given intramuscularly or
intravenously

Key Findings

Basic equipment and supplies that should be available for any normal delivery are available in 1 of 3
facilities offering delivery services, with minimal provincial variation.

Capacity to manage common or serious complications of labour and delivery is weak in all facilities,
including hospitals.

Thirty-nine percent of facilities offering delivery services have blank partographs, and thirty-eight per-
cent of providers offering delivery services had used a partograph within one month of the survey.

Three out of five hospitals have all the basic medicines and supplies for managing common complica-
tions of labour and delivery, whereas only 1 in 4 has medicines for managing serious complications.

An injectable oxytocic medicine is available in the delivery area in only one-third of all facilities as-
sessed.

Only 6 percent of providers mentioned all four signs of postpartum haemorrhage; 12 percent mentioned
all four interventions to manage postpartum haemorrhage.
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Emergency Equipment

In addition to the previously mentioned equipment and supplies, a facility that manages complicated de-
liveries should have the capacity to offer comprehensive essential obstetric care. In Kenya, support for
complicated deliveries is authorized primarily in hospitals and maternities that can perform a caesarean
section. Facilities that do not have the capacity to provide the service are expected to refer the clients.

In cases where life-saving emergency obstetric care is required, the capacity to provide a caesarean sec-
tion (CS) and to transfuse blood is essential. Overall, among facilities offering delivery services, only
around 2 in 10 provide CS or blood transfusion services (Figure 6.12). Among eligible hospitals, 8 in 10
provide caesarean section and around 9 in 10 provide blood transfusion services (Table A-6.36); this is
very similar to the findings in 1999, when 79 percent of hospitals offering delivery services provided cae-
sarean section and 86 percent provided blood transfusion services. The number of maternities providing
these services has declined since 1999; only 26 percent provide CS (compared with 50 percent in 1999)
and 46 percent provide blood transfusion services (compared with 65 percent in 1999). Among govern-
ment-managed facilities, only 1 in 10 can provide caesarean section or blood transfusion services.

Figure 6.12 Emergency equipment and services available in
facilities providing delivery services (N=164)
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Key Findings

Among government-managed facilities, less than one in ten has the capacity to perform assisted vagi-
nal delivery.

Only one in ten government facilities offering delivery services can provide caesarean section or blood
transfusion services, whereas almost half of private for-profit facilities offering delivery services can
provide caesarean section or blood transfusion services.
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Assisted Vaginal Delivery

Assisted vaginal delivery in Kenya is a procedure performed only by obstetricians, and therefore not fre-
quently performed. If required, it should involve as little trauma as possible (for example, by using a plas-
tic cap vacuum extractor at low pressure). The practice is not banned (MOH/KOGS, 2001).

Among facilities offering delivery services, 13 percent have the capacity to provide assisted vaginal de-
livery by means of forceps, and another 13 percent by means of vacuum extraction (Figure 6.12). Rather
surprisingly, 31 percent of dispensaries have the capacity to provide forceps delivery (Table A-6.36).
FBO-managed facilities and facilities in Nyanza are more likely than other facilities to provide this ser-
vice. In the case of vacuum extraction, hospitals and FBO-managed facilities are most likely to provide
this service.

Post-abortion Care

The ability to provide care to a woman after an abortion is vital to prevent any further complications. To
remove any retained products of conception, facilities should be able to provide manual vacuum aspira-
tion or dilatation and curettage (D&C). Information on the availability of these services is found in Figure
6.12 and Appendix Table A-6.36. Among facilities offering delivery services, only 16 percent have a
vacuum aspirator, and 14 percent have a D&C Kkit. As expected, hospitals and maternities are most likely
to have this equipment. Private for-profit facilities are more likely to have a vacuum aspirator (32 per-
cent), while NGO facilities are least likely to have either a vacuum aspirator (4 percent) or D&C kit (5
percent). Facilities in Coast province are most likely to have a vacuum aspirator (59 percent), compared
with facilities in Rift Valley and Eastern provinces (6 percent and 5 percent, respectively).

6.7 Newborn Care Practices

The perinatal mortality rate (PNMR) in Kenya is 40 deaths per 1,000 births (KDHS 2003), with the Coast
province having the highest rate and Western province the lowest. The KSPA 2004 assessed newborn
care practices and the availability of equipment and supplies for newborn care. Facilities sometimes need
special equipment to support the newborn. KSPA observers noted whether facilities had a emergency res-
piratory support unit (resuscitaire or Ambu bag) and an external heat source to maintain the infant’s body
heat, especially in a premature newborn (incubator, heat lamp, or other device). Details on emergency
support for newborns and on newborn care practices (excluding care of the umbilical cord) are provided
in Figure 6.13 and Appendix Tables A-6.36 and A-6.38.

Only 39 percent of eligible facilities had an Ambu bag for newborn respiratory support in 1999, but close
to 6 in 10 facilities had this support for newborns in 2004 (Figure 6.13). Hospitals are most likely to have
this emergency respiratory support available, and NGO-managed facilities were most unlikely to have it.
Almost all facilities in the Central province (93 percent) have a respiratory support system for the new-
born (Table A-6.36).

Figure are very similar for an external heat source for newborns. On average, only 23 percent of all facili-
ties have an external heat source; most hospitals (72 percent) and facilities in the Central province (78
percent) have an external heat source for newborns. NGO-managed facilities, again, are the least likely to
have this equipment (Appendix Table A-6.36)

Using catheter suction to stimulate respiration in newborns who are not breathing is a common practice in
many facilities. However, this should not be a routine practice, as it may cause injury to the newborn and
risk mother-to-child transmission of HIV. Approximately 4 in 10 facilities report routinely using catheter
suction (Figure 6.13, Appendix Table A-6.38).
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Hypothermia contributes to increased morbidity and mortality of newborns. This can be prevented by
avoiding a full-immersion bath 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. Full-immersion bathing is relatively uncommon, with 20 percent of facilities indicating that this
practice is routine. The practice is more common in hospitals and in maternities (33 percent and 42 per-
cent, respectively) than in other facility types (Figure 6.13, Appendix Table A-6.38).

Figure 6.13 Emergency support and routine practices for newborns (N=164)

100 96
g &
>
@ 68
2]
j=2]
£
o 60 56
£ 53
[%2]
Q2
E 42
o
£ 40
G
(]
g
5] 13
a
0
Newborn  External Routine Full Weigh  Provide Provide Provide Practices
respiratory  heat suc_tion immersion newborn vitamin A OPVto prelacteal rooming in
support  source with  path within to mother newborn  liquids to
catheter o4 hours newborn
after birth
Emergency support Routine newborn care practices

for newborn

Weighing the newborn provides health information for monitoring postnatal care, as low birth weight is a
risk indicator of infant death. Although 9 out of 10 facilities indicate that they routinely weigh the new-
born, only 8 out of 10 have a functioning infant weighing scale in the delivery service area (Figure 6.13,
Appendix 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 healthy 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. About half of facilities indicate that they routinely provide vitamin A to new mothers, and
half have it available in the delivery area of the facility. Eighty percent of facilities have vitamin A avail-
able either in the delivery room or in the pharmacy.

Oral polio virus (OPV) vaccination is provided to newborns in 68 percent of the assessed facilities, and
BCG vaccine is provided in 66 percent of the facilities.

Internationally, exclusive breastfeeding is promoted for the first six months of age, and providing prelac-
teal liquids is discouraged. As noted in the section in Chapter 6 on antenatal care (Figure 6.7), pregnant
women are not routinely counselled on exclusive breastfeeding. Prelacteal liquids are routinely provided
in 13 percent of facilities.

“Rooming in,” where the infant routinely stays with the mother (a practice that supports exclusive breast-
feeding and mother-child bonding), is routinely practiced in most facilities (96 percent).
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Key Findings

Emergency support for newborns is lacking in most facilities. Hospitals and facilities in Central prov-
ince are most likely to have emergency newborn support capacity, and NGO-managed facilities are
least likely to have this capacity

Weighing the infant, providing vitamin A to the mother, and rooming in are practices that are common
in Kenya and are considered supportive of newborn health.

Routine suctioning with a catheter is a practice that is being carried out routinely in some facilities,
especially maternities (53 percent) and hospitals (46 percent); this should be re-assessed and discour-
aged as a routine practice.

One out of five hospitals report routinely providing prelacteal liquids to newborns.

6.8  Management Practices Supportive of Quality Delivery Services

Tables 6.4 and 6.10 provide information on management practices related to childbirth that were assessed
by the KSPA 2004. Appendix Table A-6.42 provides information on supportive management for provid-
ers of delivery services. Appendix Table A-6.34 provides information on availability of delivery service
providers, Appendix Table A-6.41 provides information on routine charging practices for delivery ser-
vices, and Appendix Tables A-6.42 through A-6.44 provide information on supervision and staff devel-
opment from the provider’s perspective.

6.8.1 Facility Documentation and Records

A delivery register is defined as being up-to-date if there is an entry in the past 30 days (assuming there
should be at least one birth per month in facilities that provide the service) and if the entry, at a minimum,
provides the birth outcome. Seventy-six percent of facilities offering delivery services have an up-to-date
delivery register available (Table 6.10). Hospitals and facilities in the Central province (92 percent each)
are most likely to have up-to-date registers. NGO-managed facilities are least likely (44 percent) to have
up-to-date registers.

Facilities frequently have catchment populations for whom they are responsible for providing services.
The KSPA 2004 assessed whether facilities have any documentation indicating that they monitor the pro-
portion of deliveries that occur in their catchment area under skilled care (or, for some programme strate-
gies, deliveries that are attended by skilled providers affiliated with the facility). Only 14 percent of facili-
ties offering delivery services have documentation on monitoring delivery coverage in their catchment
areas (Table 6.10). Despite the low overall percentages, facilities in Coast, Central, and Eastern provinces
are much more likely to monitor delivery coverage (49, 47, and 31 percent, respectively).
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Table 6.10 Facility-based supportive management practices in relation to childbirth
Percentage of facilities with the indicated documentation, percentage with user fees, and percentage that provide the indicated supportive
management, by type of facility, managing authority and province, Kenya SPA 2004
Percentage of facilities where at Number of
Percentage of facilities offering Number of least half of the interviewed facilities with
delivery services with: o delivery service providers: . -
facilities interviewed
Observed Documentation Reviews of offering Received in-  Were personally providers of
up-to-date  of monitoring maternal/ User fee delivery service training supervised delivery
Background patient delivery newborn deaths for services during the past  during the past services
characteristics register1 coverage or near misses  delivery  (weighted) 12 months? 6 months (Weighted)3'4
Type of facility
Hospital 92 12 60 96 27 43 70 27
Health centre 80 22 12 76 80 26 86 80
Maternity 82 10 24 99 18 49 67 18
Dispensary 52 0 37 43 38 29 100 38
Managing authority
Government 76 22 18 61 86 36 85 86
NGO 44 3 5 42 14 16 99 14
Private (for-profit) 81 9 33 98 29 36 69 29
Faith-based
organisation 84 3 54 99 35 26 92 35
Province
Nairobi 79 1 33 71 11 45 71 11
Central 92 47 33 100 9 19 82 9
Coast 78 49 43 77 13 45 67 13
Eastern 67 31 11 68 26 39 94 26
North Eastern 60 6 16 26 3 25 62 3
Nyanza 78 6 40 87 26 30 89 26
Rift Valley 74 3 20 66 55 19 86 55
Western 84 0 35 83 20 53 90 20
Total* 76 14 27 74 164 32 85 164
Note: Refer to Table 1.1 for the actual number of facilities included in survey and analysis. Weighting results in small numbers for some
categories of facilities.
! Register has an entry in the past 30 days; entry indicates delivery outcome.
2 This refers to structured, in-service sessions and does not include individual instruction received during routine supervision. Topics are birth or
delivery services related.
% Includes only providers of delivery services in facilities offering delivery services.
* Totals include one clinic (weighted)

6.8.2 Systems for Quality Assurance, Including Maternal Death Reviews

One measure of quality assurance for delivery services is to systematically review all maternal and new-
born deaths or near-misses, in order to identify avoidable factors leading to these deaths. This helps to
develop interventions that prevent the occurrence of future deaths. The KSPA 2004 did not assess the
quality of these review programmes, but did enquire whether facilities implemented the process or not.
Overall, only 27 percent of facilities providing delivery services indicated that they conduct reviews of
maternal or newborn deaths or near-misses (Table 6.10). The practice is most common in hospitals (60
percent) and in FBO-managed facilities (54 percent). Facilities in Eastern and North Eastern provinces are
less likely to conduct these reviews.

6.8.3 Practices Related to User Fees

The KSPA 2004 documented the percentage of facilities that collect user fees for delivery-related ser-
vices. Seventy-four percent of all facilities offering delivery services charge some form of user fee (Table
6.10), with almost all hospitals and maternities, and all private for-profit and FBO-managed facilities,
doing so. Similarly, all facilities in Central province charge user fees, while only a quarter of facilities in
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North Eastern province do. While 73 percent of facilities charge user fees specifically for normal delivery
services, 19 percent charge a fixed fee covering both ANC and normal delivery services (Appendix Table
A-6.41). About one-third have specific fees for medicines, and one-fourth charge for laboratory tests.

6.8.4 Staff Development and Supervision

A facility is defined as providing routine staff development activities when at least half of the interviewed
delivery service providers at that facility have received any structured in-service training relevant to de-
livery services during the past 12 months (excluding on-the-job training/coaching that may be received
during discussions with supervisors). Just 3 in 10 facilities meet these criteria for providing routine staff
development activities (Table 6.10). Hospitals and maternities are slightly more likely than other types of
facilities to provide routine staff development (43 percent and 49 percent, respectively); the same is true
of government and private for-profit facilities (36 percent). Figure 6.14 shows what topics were covered
in the most recent in-service training received, and when it was offered. Staff members were more likely
to be trained in PMTCT than in any other topic.

Figure 6.14 In-service training received by interviewed delivery service
providers, by topic and timing of most recent training (N=881)
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A facility is defined as providing routine staff supervision when at least half of the interviewed delivery
service providers have been personally supervised in the past six months. Eighty-five percent of facilities
meet these criteria for provide routine staff supervision (Table 6.10).
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Key Findings

Three out of four facilities have up-to-date delivery registers.

One out of ten facilities have documents showing they monitor community coverage of delivery ser-
vices.

Almost three out of ten facilities offering delivery services conduct reviews of maternal of newborn
deaths or near-misses.

Routine supervision of delivery service providers is almost universal (85 percent of facilities), but rou-
tine in-service training is not common (32 percent of facilities).

6.8.5 Youth-friendly Services

Most youth who need sexual and reproductive health care are not comfortable accessing existing services,
because these services are not "youth-friendly” and may not meet their need. In addition, providers are
often biased and untrained, and do not feel comfortable serving sexually active youth. There has been a
recent effort to sensitize all staff at health care facilities on the provision of “youth-friendly” services
(YFS) that are geared towards making youth feel comfortable and welcome to seek health care. More in-
formation on the availability of YFS is provided elsewhere in this report; however, it bears mentioning in
this section that only 2 percent of facilities in Kenya provide any youth-friendly services related to ANC
(data not shown).

6.9  Availability of Emergency Obstetric Care
6.9.1 The Signal Functions for EmOC

Outcome indicators of maternal health, such as the maternal mortality ratio, require large numbers of ob-
servations in the denominator, and are amenable to change only in the long term (4-5 years). In recogni-
tion of this fact, Columbia University and UNICEF developed a series of tools to measure “process indi-
cators” that are easier to collect and interpret, and susceptible to changes in a shorter period (UNICEF et
al., 1997). The indicators developed were called the UN Process Indicators for Emergency Obstetric Care
(EmOC) and measured certain types of obstetric services that were understood to have a direct bearing on
maternal outcomes, including mortality and morbidity. The assessment of UN process indicators for
EmOC follows two main steps. The first step is based on a set of certain critical services or “signal func-
tions” proven to significantly reduce maternal deaths and improve birth outcomes for the newborn. These
signal functions include:

Administration of parenteral antibiotics

Administration of parenteral oxytocic drugs

Administration of parenteral anticonvulsants for pre-eclampsia/eclampsia
Manual removal of placenta

Removal of retained products of conception

Assisted vaginal delivery

Blood transfusions

Surgery (caesarean delivery)

NN E

The second main step for assessing the UN process indicators of EmOC involves categorising health fa-
cilities on the basis of their EmOC signal function status as Basic Emergency Obstetric Care (BEmOC)
facilities or Comprehensive Emergency Obstetric (CEmOC) facilities. Internationally, if a health facility
provides the first six functions described above, it qualifies as a Basic EmOC facility (BEmOQOC). If a fa-
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cility provides all eight functions, it qualifies as a Comprehensive EmOC facility (CEmOC). For purposes
of the KSPA, a facility providing the first five of six signal functions qualifies as a BEmOC facility
(known as BEmOC “minus one”). Further, a facility that qualifies as BEmOC and performs Caesarean
delivery and blood transfusions qualifies as a CEmOC facility (or CEmOC “minus one™).

The KSPA used the proportion of facilities that provided normal delivery (38 percent in total) as the sub-
set with which to examine the availability of EmOC services. This amounted to 164 facilities. However,
since clinics and dispensaries are not really expected to provide emergency obstetric services, these facili-
ties are left out for subsequent analysis.

Table 6.11 shows the percentage of facilities in the KSPA sample (among those offering delivery ser-
vices) that reported having carried out the *“signal functions” for EmOC in the three months preceding the

survey.

Table 6.11 Signal functions for emergency obstetric care

Among facilities offering delivery services (excluding dispensaries and clinics), percentage reporting the indicated procedure/intervention was

carried out at least once during the past 3 months, Kenya SPA 2004

Percentage who applied/carried out

Compre-
Parenteral Manual Removal Assisted Basic hensive
anticon-  removal of vaginal  Blood EmOC-1 EmOC-1 Number of

Background Parenteral Parenteral vulsants/ of retained delivery trans- Caesarean (minus (minus facilities
characteristics antibiotics oxytocics sedatives placenta products (AVD) fusion  section AVD)1 AVD)Z (weighted)
Type of facility

Hospital 85 81 61 69 48 24 63 76 32 26 27

Health Centre 18 12 10 19 8 0 0 0 0 0 80

Maternity 42 33 26 41 29 10 14 22 16 0 18
Managing authority

Government 24 16 17 30 18 2 11 12 6 5 69

NGO 72 66 12 67 14 7 12 8 5 2 6

Private (for-profit) 45 38 26 37 26 16 19 32 14 4 28

Faith-based

organisation 52 52 42 29 19 10 26 32 14 10 21
Province

Nairobi 25 25 21 21 13 9 15 24 7 1 11

Central 41 45 29 42 26 3 31 41 17 14 9

Coast 50 52 42 42 65 5 17 19 16 9 13

Eastern 17 17 11 13 8 6 13 14 6 6 22

North Eastern 38 23 35 35 16 13 23 13 16 10 3

Nyanza 23 14 12 21 21 7 14 14 8 5 22

Rift Valley 43 33 16 48 9 8 14 23 7 3 32

Western 59 42 56 42 25 2 12 11 10 7 13
Total 36 30 23 33 20 7 16 19 9 6 125

! Facility applied the first six procedures (left-to-right) in the three months preceding the survey.
2 Facility applied all Basic EmOC procedures, plus blood transfusion and caesarean section, in the three months preceding the survey.

Almost four in ten facilities report having the capacity to administer parenteral antibiotics, 33 percent re-
port having the capacity for manual removal of the placenta, and 30 percent report administering par-
enteral oxytocics. Facilities are less likely to use parenteral anticonvulsants/sedatives (23 percent) and
perform removal of retained products, caesarean sections and blood transfusions (between 16 and 20 per-
cent). The function least often performed is assisted vaginal delivery (AVD). As noted above, AVD is a
procedure performed only by specialists and is therefore not carried out in many facilities.
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As expected, health centres are least able to provide critical emergency obstetric services, in particular
removal of retained products. Regionally, there are differentials worth noting in the Eastern province and
in some cases in the Nyanza and Rift Valley provinces.

Overall, fewer than one in ten facilities in Kenya is able to offer Basic Emergency Obstetric Care “minus
one”, and even fewer (6 percent) offer Comprehensive Emergency Obstetric Care “minus 1”. When ana-
lyzed by type of facility, only one-third of hospitals and 16 percent of maternities provide BEmOC-1; no
health centre qualifies for BEmOC-1. Further, only slightly more than one-fourth of hospitals are able to
provide CEmOC-1, and no other type of facility in Kenya is capable of this level of service. These results
demonstrate the urgent need to upgrade facilities to offer these critical services to women.

6.9.2 Assessment of the UN Process Indicators for EmOc

Once the proportion of facilities that offer basic or comprehensive EmOC is known, then a simple calcu-
lation can be made to apply the proportions to the total number of facilities within each region, in order to
arrive at the number of facilities that offer EmOC’ (Table 6.12).

Table 6.12 Coverage rates for emergency obstetric care
Number of hospitals, maternities, and health centres in Kenya offering Basic and Comprehensive Emergency Obstetric
Care (“minus 1"), derived from the proportions of BEmOC-1 and CEmOC-1 facilities surveyed, by province, Kenya SPA
2004

Number of

hospitals, Coverage of Coverage of

maternities, Percentage Number  BEmMOC-1 Percentage Number CEmOC-1

and health  providing providing (per 500,000 providing providing (per 500,000
Province Population  centres BEmOC-1 BEmOC-1' population)> CEmOC-1' CEmOC-1 population)®
Nairobi 2,656,997 224 7 16 3.0 1 2 0.4
Central 4,012,433 183 17 31 3.9 14 26 3.2
Coast 2,866,931 239 16 38 6.7 9 22 3.8
Eastern 5,070,098 326 6 20 1.9 6 20 1.9
North Eastern 1,358,301 32 16 5 1.9 10 3 1.2
Nyanza 4,857,210 292 8 23 2.4 5 15 15
Rift Valley 8,169,849 425 7 30 1.8 3 13 0.8
Western 3,816,448 161 10 16 2.1 7 11 15
Total 32,808,267 1,882 9 179 2.7 6 111 1.7
! Number of facilities in country x percentage found to be offering service + 100
2 Number of facilities in country calculated to be offering service + population x 500,000

Nationally, coverage rates for basic and comprehensive EmOC are 2.7 and 1.7 facilities per 500,000
population, respectively. Overall coverage for basic EmOC is below the recommended level of 4 per
500,000 people in most provinces. The Coast (6.7 per 500,000) and Central (3.9 per 500,000) provinces
achieve or surpass the recommended level. The overall coverage for comprehensive EmOC is nearly 2
facilities per 500,000 population, more than the recommended level of 1 per 500,000 people. However,
when examining the data by region, large differentials are apparent, such as a rate of nearly 4 facilities per
500,000 in Coast province, compared with 0.4 in Nairobi province.

" Because the KSPA uses a random sample of facilities, covering 55 percent of hospitals, 21 percent of maternities,
and 4 percent of health centres, an assumption is made that the capacity found in the sampled facilities will also exist
in the remaining non-sampled facilities.
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The rates obtained here may be considered crude, since they are calculated for large areas and may hide
greater gaps in smaller geopolitical areas. For example, within the Coast province, facilities may be con-
centrated in a small area (such as the tourist area) leaving relatively large pockets of population without
coverage. Still, these differences speak of the need to upgrade facilities in several regions of the country,
in particular in the Rift, Eastern, and North Eastern provinces.

It is important to highlight that this is the first time a nationwide facility survey has been used to derive

signal functions and the UN indicators. Other indicators will be available as further analysis of data is
conducted.
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Communicable Diseases: Services for Sexually
Chapter 7 Transmitted Infections, HIV/AIDS and Tuberculosis

Dr. Robert K. Ayisi, Mr. Robert C. B. Buluma, and Mr. Boaz Cheluget

7.1  Background
7.1.1 KSPA Approach to Collection of Information on STI Services

Sexually transmitted infections (STIs) and reproductive tract infections (RTIs) other than HIV/AIDS are a
major public health problem throughout the world. They affect millions of men, women, and children,
and lead to infertility, serious illness, and even death in some cases. STIs have also been shown to in-
crease the risk of transmission of HIV, the virus that causes AIDS (AIDSCAP/FHI, 1996). Some 80 per-
cent of women and 10 percent of men infected with STIs are asymptomatic, but they can still transmit the
disease to their sexual partners. Pregnant women with STIs are more likely to have low birth weight ba-
bies, premature babies, and stillbirths (Cotch et al., 1997; AIDSCAP/FHI, 1996). Sexually transmitted
infections in Kenya declined after the introduction and training of clinicians and the supply of free STI
drugs between 1995 and 2001 (Cheluget et al., 2004); however, since then, the country has been experi-
encing an increase in STIs.

The consequences of STIs and RTIs on reproductive health can be severe and life-threatening. They in-
clude pelvic inflammatory disease (PID), infertility in both women and men, ectopic pregnancy, and ad-
verse pregnhancy outcomes including miscarriage, stillbirth, preterm birth, and congenital infection. STls
and RTIs are also known to increase the risk of HIV transmission. Although most STIs and RTIs can af-
fect both men and women, the consequences in women are more common and more severe than in men.
In fact, STIs and RTIs and their complications are among the most important causes of illness and death
among women in poor regions of the world (MOH, 2005a).

According to the UNAIDS/WHO global report of 2004 on HIV/AIDS, about 40 million people are in-
fected with HIV/AIDS globally. Of these, 70 percent live in sub-Saharan Africa, and more than 40 per-
cent—17.1 million—are women. The report indicates that about 20 million of those infected have died
since the first case of AIDS was detected about 20 years ago. With the advent of HIV/AIDS, tuberculosis
(TB), especially multi drug-resistant tuberculosis (MDR-TB), is re-emerging as a communicable disease
of public health significance. This is because TB is also one of the most common opportunistic infections
for AIDS patients. There are more than 6.5 million new cases of tuberculosis worldwide and more than 2
million deaths from the disease each year.

Although sexual contact is not the only means of transmission of HIV/AIDS, it is the most common
(UNAIDS/WHO, 2000); therefore, preventive measures for STIs are equally relevant to the control of
HIV/AIDS.

It is therefore of the utmost importance that the health care system in a country diagnose and treat the
most common STIs. This chapter uses data from the KSPA 2004 to address the following six central
guestions:

e To what extent are STI services available?
To what extent do facilities offering STI services have the capacity to support quality STI and
HIV/AIDS services?

o To what extent is there evidence that health service providers adhere to standards for provision of
quality STI and HIV/AIDS services?
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o Do facilities have management practices supportive of quality STI and HIVV/AIDS services?
What do clients feel about the STI and HIVV/AIDS services offered?
o Does the facility have resources for diagnosing and managing tuberculosis?

7.1.2 The Health Situation Related to STIs, RTIs, and HIV/AIDS in Kenya

“Reproductive tract infection” (RTI) is a broad term that includes sexually transmitted infections (STIs)
as well as other infections that are not transmitted through sexual contact. WHO estimates that over 340
million new cases of four curable STIs (gonorrhoea, chlamydia, syphilis, and trichomoniasis) occurred in
1999. The epidemiology of STIs and RTIs in Kenya is poorly understood because of inadequate reporting
and poor data management in health institutions. Data available from the Kenya National AIDS Control
Programme for the period 1990-2001 indicates that the prevalence of genital discharge was between 11
and 28 percent, and the prevalence of genital ulcer diseases was 20-37 percent.

The prevalence of STIs was believed to be low in Kenya in the 1970s, and as a result, until recently,
health services related to STIs have not been a priority area of development. STI surveillance and statis-
tics on STI prevalence are weak, with most published studies on STIs focusing on select populations.
With increased awareness of the risks for HIV/AIDS and the relationship between STIs and HIV/AIDS,
the National AIDS and STI Control Programme (NASCOP) has developed national guidelines for the
control of STIs and HIV/AIDS, to strengthen the pre-service and in-service training for health service
providers.

The first AIDS case in Kenya was diagnosed in 1984 (MOH and NACC, 2001); a National AIDS Pro-
gramme and a National AIDS Committee were subsequently established. Since 1986, HIV/AIDS has
been classified as a notifiable disease, and blood for transfusion has been screened for HIV/AIDS since
1987. The prevalence of HIV in Kenya peaked at about 10 percent in the late 1990s (data from National
AIDS Control Council, reconciled with DHS data). HIV prevalence in Kenya is currently estimated at 6.7
percent among the general population and at 8.7 percent among high-risk populations (KDHS 2003). At
the beginning of the HIV/AIDS epidemic, there was a limited range of services available for testing and
treatment, with virtually no organised care and support system for the infected and the affected. Currently,
the National AIDS Control Programme of Kenya in the Ministry of Health has rolled out more than 600
voluntary counselling and testing (VCT) centres and about 755 sites for the prevention of mother-to-child
HIV transmission (PMTCT), and there are currently over 200 centres in the country offering anti-
retroviral therapy (ART). Treatment for STIs should be available in all health facilities in Kenya, down to
the health centre level. Health facilities are providing more and more HIV/AIDS services, which increases
the need to monitor the availability and quality of the services being offered. The increased workload that
this causes was not anticipated (Kinoti and Picazo, 2003) and thus remains a challenge.

Kenya has a National AIDS Strategic Plan (KNASP) for the years 2000-2005 and 2005-2010 (NACC,
2005). There is also a National Health Sector-specific strategy for the period 1999-2004, and plans for
2005-2010 are advanced.

The KNASP 2005-2010 has identified three priority areas in response to the HIV/AIDS epidemic in the
country:

e Preventing new infections;

e Improving quality of life; and
e Mitigating the socio-economic impact of HIV/AIDS.

These strategic plans provide a roadmap on prevention to continue reducing the incidence of new HIV
infections. They also provides a strategy for expanded ARV treatment. It is estimated that HIV prevalence
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will decrease from 7 percent in 2003 to 5.5 percent by 2009-10. Goals for the STI programme area in-
clude ensuring that 90 percent of patients diagnosed with STIs are offered HIV testing, ensuring that 90
percent are offered appropriate symptomatic treatment, and making treatment of STIs an important entry
point for the ART programme.

7.1.3 Health Situation Related to Tuberculosis in Kenya

Each year, there are more than 6.5 million new cases of tuberculosis and more than 2 million deaths from
tuberculosis worldwide. Tuberculosis is the seventh most important cause of global premature mortality
and disability, and is projected to remain one of the ten leading causes of disease burden even in the year
2020. Because of a powerful interaction between tuberculosis and HIV, the tuberculosis incidence rate is
rising in sub-Saharan Africa and may rise in Asia. Increasing drug resistance, which could lead to worse
treatment outcomes, has also been reported. Using the directly observed therapy, short-course (DOTS)
strategy, cure rates of 80 percent to 90 percent have been achieved for passively diagnosed cases of
smear-positive pulmonary tuberculosis. Analyses of national programmes in Malawi, Tanzania, and Mo-
zambique and in ten provinces of China have shown that this strategy is both effective and cost-effective.
Based on the successes of these programmes, the World Health Organisation (WHO) adopted DOTS as
its strategy for global tuberculosis control. Since WHO championed the DOTS strategy, uptake by na-
tional programmes has unfortunately been slow; WHO reports that only 11 percent of people with new
smear-positive pulmonary tuberculosis cases are enrolled in DOTS programmes worldwide (Murray and
Salomon, 1998).

WHO tuberculosis monitoring and evaluation has shown a dramatic resurgence of TB in much of South-
ern and East Africa since 1980. This is primarily because of the HIV epidemic, and it affects other coun-
tries, not only those in sub-Saharan Africa. People who are infected with HIV are much more likely to
develop active tuberculosis than those who are not. Because sub-Saharan Africa has the highest rates of
HIV in the world, HIV-related tuberculosis has its greatest impact in this region.

In Kenya, as elsewhere, HIV began to spread in the early 1980s. The notification rate of TB in Nairobi
remained fairly constant into the late 1980s, at about 65 per 100,000 per year. By 1995, the HIV preva-
lence among women receiving antenatal care in Nairobi had reached 17 percent, and the tuberculosis noti-
fication rate had increased fourfold to 250 per 100,000 per year. Since then, HIV prevalence has remained
steady, while the tuberculosis notification rate has continued to increase to its current alarming level of
about 773 per 100,000 per year (National Leprosy and TB Control Programme).

Finally, it is worth noting that the prevalence of HIVV/AIDS depends strongly on both gender and age, and
this has important implications for tuberculosis. Data from the Kisii District in Kenya show a substantial
increase in HIV prevalence among both men and women, especially in the 25-34 age group, precisely
those who are most likely to be infected with HIV. A study in Kisumu shows that the tuberculosis notifi-
cation rates peak about 6 years after the age at which HIV prevalence peaks (WHO, 2005).

This chapter presents KSPA data on STI and TB services offered throughout the country, which will help
programme planners and policymakers understand where the need for quality services is greatest.

7.2 Availability of STI Services

Integrating STI diagnosis and treatment into relevant health services increases opportunities for case de-
tection and follow-up on treatment. The KSPA assessed ST service availability and service delivery con-
ditions. Most commonly, clients seeking health care specifically for symptoms of STlIs are seen in a gen-
eral outpatient department (OPD). Less commonly, there are specific STI clinics or service areas. Clients,
particularly women, seeking services for ANC or family planning may also require STI services. Includ-
ing STI screening and treatment as a component of these services may therefore increase early detection
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and improve follow-through on treatment, because women may be more comfortable discussing symp-
toms of STIs during the course of a regular ANC or family planning visit with a provider with whom she
is familiar. If she must go elsewhere for STI services, there is a greater chance that she may decide not to
seek follow-up care.

Table 7.1 provides information on the availability of STI services. Appendix Table A-7.1 provides infor-
mation on whether facilities have the indicated systems and items needed to support quality counselling
and examination.

Table 7.1 Availability of services for sexually transmitted infections

Percentage of facilities offering services for sexually transmitted infections (STIs), among these percentage where STI services are
provided in the indicated service area and STI services offered five or more days per week, by type of facility, managing authority and
province, Kenya SPA 2004

Percentage of facilities where STI services are

. . e . Percentage of
available in the indicated service area® 9

facilities where
OPD, family  services for Number of

Primary location planning, STls are facilities
Number of and ANC available at  offering STI
Background Any STI  facilities General Special  Family service least 5 days services
characteristics services (weighted) outpatient  clinic®  planning ANC areas per week (weighted)®
Type of facility
Hospital 97 28 77 23 25 45 18 99 28
Health centre 97 125 94 6 54 65 37 97 121
Maternity 93 20 96 4 52 75 48 100 19
Clinic 99 8 97 1 59 50 33 100 8
Dispensary 91 249 100 0 55 70 51 95 227
Managing authority
Government 91 246 94 6 61 63 53 100 224
NGO 76 21 99 1 52 74 51 100 16
Private (for-profit) 94 63 98 1 41 61 29 100 59
Faith-based organisation 95 110 99 1 42 77 31 86 104
Province
Nairobi 83 41 90 10 24 46 14 100 34
Central 88 50 98 2 55 70 47 91 45
Coast 99 49 99 1 42 56 41 93 48
Eastern 88 83 98 1 54 71 41 100 73
North Eastern 86 8 97 3 48 79 46 100 7
Nyanza 98 54 90 10 65 72 51 100 54
Rift Valley 91 126 98 2 54 65 44 93 115
Western 99 29 93 7 71 89 70 100 29
Total® 92 440 96 4 53 67 44 96 403

Note: Refer to Table 1.1 for the actual number of facilities included in survey and analysis. Weighting results in small numbers for some
categories of facilities.

' STl services at the public and NGO facilities are utilized primarily by females, so in almost all cases the special clinic is the gynaecologic
clinic. Males might receive STI services in urology clinic.

® Totals include one stand-alone VCT (weighted)

STI services may include counselling only, testing only, or diagnosis and treatment. Availability of STI
services is reported in 92 percent of health facilities (Table 7.1). Among facilities offering STI services,
96 percent offer them as part of the general outpatient curative services, and 4 percent have special STI
clinics. Almost all facilities offer STI services at least five days per week (Table 7.1). STI services are
also integrated within family planning services in 53 percent of facilities, and within ANC services in 67
percent of facilities. Among facilities that offer STI services, 44 percent report that the service is available
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to clients in all three relevant service areas (general outpatient, family planning, and ANC). In small fa-
cilities such as dispensaries and health centres, the only provider available sees all patients for all services
and also provides STI services to those clients that need them.

NGO-managed facilities (76 percent) and facilities in Nairobi (83 percent) are less likely than other facili-
ties to offer STI services.

Key Findings

STI services are offered in 9 of 10 facilities and are integrated within ANC, family planning, and gen-
eral curative care services in around half of these. Specialized STI services are rare.

NGO-managed facilities and facilities in Nairobi are slightly less likely to offer STI services than
other facilities.

7.3  Capacity to Provide Quality ST1 Services

The KSPA 2004 assessed systems, infrastructure, equipment, and supplies for supporting quality STI ser-
vices. Although STI services are provided in multiple sites in large facilities, information on whether fa-
cilities have the capacity to provide quality STI services comes from the general OPD, which is the main
STI service area.

Table 7.2 provides information on whether facilities have the infrastructure and resources to support
counselling and examinations for STI services. Figures 7.1, 7.2 and 7.3 summarize information on items
to support quality STI services, diagnosis, and utilization and availability of diagnostic tests for STIs. Ap-
pendix Tables A-7.1 to A-7.3 provide details on system components, infrastructure and resources, specific
tests and medicines for diagnosis and treatment, user fees, and supportive management services for STIs.
Appendix Table A-7.5 provides details on in-service training for providers of STIs, and Appendix Table
A-7.6 gives information on supportive supervision for providers of STIs.

7.3.1 System Components to Support Utilization of Services

As a result of the stigma that is frequently associated with having an STI, as well as the lack of symptoms
in many people having STls, special efforts are needed to promote early diagnosis and to encourage cli-
ents to seek modern medical help for STI symptoms. The KSPA 2004 assessed the existence of pro-
gramme strategies and service delivery components that contribute to the availability and improved utili-
zation of STI services.

To effectively interrupt STI transmission, partners of clients with STIs must also be tested, and treated if
they are found to be infected. The client should be 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 and inform him or her about the possibility of be-
ing infected with an STI and recommending the appropriate course of action. This is known as active fol-
low-up. Passive follow-up is the most widely used system of client notification, with 67 percent of facili-
ties reporting that they use it, compared to 18 percent of facilities using active follow-up. Fifteen percent
of facilities have no follow-up system in place (Appendix Table A-7.1).

7.3.2 Infrastructure and Resources to Support Quality Assessment and Counselling

To support quality counselling for STIs, complete privacy is needed, in order to facilitate open communi-
cation between the provider and the client. This is expected to encourage the use of services by the client,

COMMUNICABLE DISEASES: SERVICES FOR SEXUALLY TRANSMITTED INFECTIONS, HIV/AIDS AND TUBERCULOSIS

155



and also the adherence to protocols and standards by the provider. Without these conditions, the provider
may not ask the appropriate questions or make the appropriate examinations. Since counselling for diag-
nosis and prevention of STIs often takes place in a different location than the physical examination, the
conditions for counselling are assessed separately from those for physical examinations.

Approximately 9 in 10 facilities provide counselling for STIs under conditions that allow both visual and
auditory privacy (Figure 7.1). Another 9 percent have conditions assuring visual privacy but not auditory
privacy, and 3 percent do not assure privacy of any kind (Appendix Table A-7.1).

Seventy-six percent of facilities have STI guidelines in the STI service delivery areas (Figure 7.1), and 72
percent specifically have the WHO guidelines for syndromic STI diagnosis and management (Appendix
Table A-7.1). The syndromic approach is a systematic method for assessing symptoms in a client, and a
specific protocol for which medicines should be prescribed, based on the symptoms observed (WHO,
2001). The syndromic approach was widely implemented in Kenya in the early 1990s with support from
the World Bank. It involved training care providers, printing and distributing IEC material, purchasing
and distributing STI drugs and test kits, and distributing advocacy materials and condoms. The guidelines
for syndromic STI diagnosis and management can be found in a variety of general materials and may
have been part of other general guidelines for reproductive health in the facilities where they were found.
Health centres are most likely to have the WHO guidelines compared with other types of facilities.

Only about half of facilities have visual aids for client education related to STIs, and an even smaller pro-
portion (31 percent) have any educational materials specific to HIV/AIDS (Appendix Table A-7.1).

Figure 7.1 Items to support quality STI/RTI services (N=403)

Visual and auditory privacy 87
Guidelines for RTI/STIs 76
Visual aids 52
Condoms at service 60
delivery site
Condoms in facility 73
0 20 40 60 80 100

Percentage of facilities offering RTI/STI services

Kenya SPA 2004
Having condoms available at the service delivery site allows the provider to readily demonstrate how to
use them, and to ensure that the client leaves with them. Condoms are not universally available in STI
service delivery areas; only about 6 in 10 facilities have condoms in the service delivery area, whereas
approximately 7 in 10 have them somewhere in the facility (Figure 7.1).

Overall, about one-third of eligible facilities have all items to support quality counselling (Table 7.2).
These items include all the items described above: privacy (both visual and auditory), availability of STI
guidelines, and visual aids for client education. There is not much variation by facility type, but NGO-
managed facilities and facilities in Nairobi province are less likely to have these items.
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Table 7.2 Availability of infrastructure and resources to support quality counselling and examinations for sexually transmitted infections

Percentage of facilities with all indicated components to support counselling, diagnosis, and treatment for STIs, by type of facility, managing authority
and province, Kenya SPA 2004

All conditions

All items to prowde_ Method for diagnosing . Nump(_ar of
to support quality physi- STls Testing capacity for:* Medicines  facilities
quality  cal examina- to treat four offering STI
Background counsel- tion and infec-  Etio- Syn- Gonor- Wet Chla- HIV/ major services
characteristics ling* tion control’  logic dromic® Clinical Syphilis® rhoea® mount’ mydia® AIDS®  STIs  (weighted)"
Type of facility
Hospital 33 19 89 75 43 90 81 96 15 88 55 28
Health centre 35 12 69 80 57 46 23 61 0 14 30 121
Maternity 26 29 73 52 65 75 53 77 1 41 46 19
Clinic 21 14 73 60 65 60 43 71 0 26 41 8
Dispensary 30 3 37 82 64 29 16 37 0 11 13 227
Managing authority
Government 44 5 35 82 62 23 12 36 0 9 19 224
NGO 8 6 49 87 96 49 29 51 0 28 7 16
Private (for-profit) 16 25 81 65 52 66 56 68 4 37 52 59
Faith-based
organisation 16 6 74 81 59 64 35 73 1 28 21 104
Province
Nairobi 11 8 91 69 78 67 55 73 2 39 53 34
Central 20 18 56 90 57 46 34 44 1 15 6 45
Coast 48 16 40 62 78 34 25 34 1 20 19 48
Eastern 36 13 53 80 61 37 30 49 0 12 34 73
North Eastern 18 1 36 39 56 33 9 39 0 18 22 7
Nyanza 40 1 42 96 39 30 11 44 1 10 24 54
Rift Valley 24 2 51 79 57 42 16 58 1 23 17 115
Western 48 8 52 83 77 39 27 53 1 18 26 29
Total™ 31 8 53 79 61 41 25 51 1 19 24 403

Note: Refer to Table 1.1 for the actual number of facilities included in survey and analysis. Weighting results in small numbers for some categories of
facilities.

! Visual and auditory privacy, any guidelines and any visual aids or educational materials

2 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.

* Capacity to conduct a test does not mean the facility routinely utilizes the test

® Either venereal disease research laboratory (VDRL) test and functioning microscope, or rapid plasma reagin (RPR) test kit

® Gram stain reagents and functioning microscope or culture capacity

’ Functioning microscope and slides

8 Giemsa stain for Chlamydia, with functioning microscope and slides

° ELISA, Western Blot, or Rapid test

10 At least one medicine to treat syphilis, gonorrhoea, trichomoniasis, and Chlamydia

" Totals include one stand-alone VCT (weighted)

Key Findings

Only 3 in 10 facilities have all items to support quality STI counselling.

Most facilities provide STI counselling under conditions that ensure both visual and auditory privacy,
and STI guidelines are available in three-fourths of service delivery areas.

Visual aids and educational materials for STIs and HIV/AIDS are not widely available in STI service
delivery sites.

More than one-fourth of facilities providing STI services do not have condoms available, either in the
service delivery area or anywhere in the facility.
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7.3.3 Infrastructure and Resources for Examinations and treatment

Facilities can better diagnose and treat STIs when they have an adequate infrastructure for physical ex-
amination, laboratory diagnostic support, and medicines for treating specific STIs.

Quality physical examination requires infection control measures and adequate infrastructure and basic
equipment for client examinations.

Figure 7.2 Items to support quality examination for STIs/RTIs (N=403)

Infection control

Soap | 73

Water | 93

Latex gloves | 94

Disinfecting solution 46

Sharps box | 87

All items for infection control 32

Examination

Visual and auditory privacy | 84

Exam bed 100

Exam light 23
All items for examination | 19

All items for infection :I 8
control and examination |

0 20 40 60 80 100
Percentage of facilities offering RTI/STI services

Kenya SPA 2004

Infection Control

All items for infection control are available in the STI service area in only 32 percent of facilities (Figure
7.2). Water and latex gloves are almost universally available, whereas soap and sharps boxes are found
less frequently. The item missing in most facilities is disinfecting solution, available in less than half of
facilities. Maternities are more likely to have all items for infection control (48 percent) than other types
of facilities (Table A-7.1).

Waste receptacles are available in only one-third of facilities. In general, a mere 14 percent of facilities
offering STI services have the necessary items for infection control as well as waste receptacles.

Physical Examinations

For providers to conduct a quality physical examination, necessary items and conditions include privacy
(both visual and auditory) and the availability of an examination bed and examination light. All the items
and conditions necessary to provide quality physical examinations are available in only 2 in 10 facilities.
Hospitals (51 percent) are more likely than other types of facilities to have all these items and conditions
(Figure 7.2, Table A-7.1). Eighty-four percent of facilities are able to provide client examination under
conditions of both visual and auditory privacy, while examination beds are universally available. The item
most commonly missing is an examination light, available in only 23 percent of facilities; this brings
down the composite indicator (Figure 7.2).
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In general, just 8 percent of facilities have all the needed items for infection control and quality physical
examinations.

Key Findings

All items for infection control in the STI service area are rarely available; maternities seem best pre-
pared for infection control. Facilities are most often missing disinfecting solution.

One in five facilities have all items for physical examination, with hospitals most commonly having all
items.

Only about one of every ten facilities has all items for both infection control and for quality physical
examinations for STIs.

STI Diagnosis

The World Health Organisation (WHQO) recommends the use of two approaches in diagnosing and provid-
ing STI services at the primary care facility level: the etiologic approach and the syndromic approach
(WHO, 2001). The etiologic approach uses laboratory tests for diagnosing STIs and is obviously more
accurate than syndromic diagnosis. However, laboratory facilities are often unavailable. The syndromic
approach is recommended for facilities with no laboratory. This approach assesses the presence of spe-
cific symptoms and then uses an algorithm to determine treatments to be provided. When neither an etio-
logic nor a syndromic approach is used, providers often diagnose and prescribe medication based on their
clinical judgment and client symptoms (often referred to as clinical diagnosis). Studies have shown that
when providers do not have a specific protocol (such as the syndromic approach) or laboratory results to
use when diagnosing and prescribing for STIs, wrong treatment is commonly given (Lande, 1993).

Health facilities in Kenya use various methods for diagnosing STIs. About 8 in 10 facilities use the syn-
dromic method and 6 in 10 use the clinical method for diagnosing STIs (Table 7.2). Approximately half
of facilities report using the etiologic method to diagnose STIs, mostly in private facilities and in Nairobi;
the etiologic method is least common in government facilities and dispensaries and in the North Eastern
province. Only 1 percent of facilities have the capacity to test for chlamydia, compared with 41 percent
that can test for syphilis, 25 percent for gonorrhoea, and 19 percent for HIVV/AIDS.

The most reliable means for ensuring that clients receive a desired laboratory test is for the facility to
conduct the test in house. Another alternative is to take the specimen and send it to another facility for
testing. The least reliable means is to refer the client to another facility to receive the laboratory test, be-
cause the client may decide not to take the test at all. Figure 7.3 provides information on the testing status
for each condition, indicating if facilities never test for the condition, or if they refer clients elsewhere,
send a specimen elsewhere, or conduct the test themselves.
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Figure 7.3 Ultilisation and availability of diagnostic tests for STls (N=403)
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Having the capacity to conduct a test does not mean a facility routinely utilizes the test. As evident from
Figure 7.3, syphilis testing is more commonly offered than other tests. Although 44 percent of facilities
report conducting the test in house, only 37 percent had tests available on the day of the survey. Gonor-
rhoea and HIV/AIDS testing is less common. Although 26 percent of facilities report conducting
HIV/AIDS testing in-house, only 17 percent had the test available on the day of the survey. Occasions
where facilities report they conduct a test but tests were not available on the day of the survey (for exam-
ple, 9 percent in the case of HIV testing, and 19 percent for gonorrhoea) may reflect stock-outs of test
equipment or reagents, or a lack of precise knowledge on the part of the respondents on the availability of
such specific testing equipment.

STI Treatment

Only 24 percent of facilities have at least one medicine for treating each of the four major STIs (syphilis,
gonorrhoea, trichomoniasis, and chlamydia). Hospitals and maternities, private for-profit facilities, and
facilities in Nairobi are more likely than others to have this capacity (Table 7.2); NGO-managed facilities,
dispensaries, and facilities in the Central province are much less likely. The medicines most widely avail-
able are metronidazole for treating trichomoniasis (available in 88 percent of facilities), benzathine peni-
cillin for treating syphilis (in 86 percent of facilities), and doxycycline for treating chlamydia and syphilis
(in 85 percent of facilities) (Appendix Table A-7.2). Medicines for treating gonorrhoea and candidiasis
are available in less than 20 percent of facilities.
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Key Findings

The syndromic diagnostic approach for STIs is the most widely used method in most facilities in
Kenya, followed by the clinical and etiological methods.

About 4 in 10 facilities have the capacity for syphilis testing, with test materials available on the day
of the survey.

Only one-fourth of facilities in Kenya have medicines to treat each of the four major sexually transmit-
ted infections.

7.4  Management Practices Supportive of Quality Services

Management practices to support quality STI services include documentation practices related to user fees
and staff supervision and development.

Table 7.3 summarizes information on management practices that support quality STI services. Summary
information on topics of in-service training received by STI service providers is provided in Figure 7.4.
Appendix Tables A-7.5 through A-7.9 provide details on service statistics, charging practices for STI ser-
vices, supervision, and in-service training.

7.4.1 Facility Documentation and Records

WHO considers recordkeeping and reporting on STIs and STI service utilization to be key elements in
STI surveillance, necessary for improving STI programme management (WHO, 1999a). A register for
STI services is considered up-to-date if there is an entry during the past seven days, and if symptoms or a
diagnosis consistent with STI is recorded. Because most STI services are provided in outpatient depart-
ments, these records were checked for entries on clients with STI symptoms or diagnoses.

Only about half of facilities have an up-to-date register: mostly health centres, NGO-managed facilities,
and facilities in Western province (Table 7.3). Facilities in North Eastern and Nairobi provinces are least
likely to have updated registers. Approximately one-fourth of facilities providing STI services have re-
cords with entries more than seven days old. This is more frequent among dispensaries and FBO-managed
facilities, which might also indicate that these facilities provide STI services less frequently.
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Table 7.3 Management practices supportive of quality services for sexually transmitted infections
Percentage of facilities with the indicated records, percentage that have any user fees for STI services, and percentage
with the indicated supportive management practices, by type of facility, managing authority and province, Kenya SPA 2004
Percentage of facilities
where at least half of the
Percentage of facilities offering STI interviewed STI service
services: providers:
Observed client register Were Number of
with probable STI client Number of Received in- personally facilities with
recorded Thathave facilities service supervised interviewed
Most recent user fees offering STI training during during the  providers of
Background Entry within  entry > 7 for STI services the past 12 past STI services
characteristics past7days daysago  services (weighted) months® 6 months  (weighted)*®
Type of facility
Hospital 52 17 67 28 80 70 27
Health centre 63 16 67 121 75 86 121
Maternity 27 17 86 19 89 76 19
Clinic 29 21 90 8 81 66 8
Dispensary 39 35 60 227 65 84 220
Managing authority
Government 61 25 51 224 70 90 216
NGO 71 13 38 16 88 100 16
Private (for-profit) 23 17 79 59 75 69 59
Faith-based
organisation 24 38 89 104 65 75 104
Province
Nairobi 26 24 81 34 67 68 34
Central 52 18 67 45 46 70 44
Coast 48 29 78 48 92 71 48
Eastern 54 30 81 73 64 85 73
North Eastern 23 22 22 7 50 75 7
Nyanza 37 10 70 54 78 94 54
Rift Valley 47 34 48 115 72 90 107
Western 58 32 46 29 75 91 29
Total® 46 27 65 403 70 83 395
Note: Refer to Table 1.1 for the actual number of facilities included in survey and analysis. Weighting results in small numbers for some
categories of facilities.
! This refers to structured in-service sessions and does not include individual instruction received during routine supervision.
% Includes providers offering ST services in facilities offering STI services in any clinic assessed in survey (e.g., outpatient, ANC, family
lannin
gjTotals%?lclude one stand-alone VCT (weighted)

7.4.2 Practices Related to User Fees

User fees may have either a positive effect (because free services can be perceived as inferior to items that
are paid for) or a negative effect (by deterring poor clients from using services). Sixty-five percent of fa-
cilities indicate they routinely charge some form of user fees for STI services (Table 7.3). Maternities and
clinics (86 percent and 90 percent, respectively), private for-profit and FBO facilities (79 percent and 89
percent, respectively) and facilities in Nairobi and Eastern provinces (81 percent each) are more likely to
charge some form of user fee.

As indicated in Appendix Table A-7.3, 27 percent of facilities charge specifically for client consultations,
whereas 31 percent charge only for medicines, and 28 percent charge only for tests (Table A-7.3). Mater-
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nities (61 percent) and clinics (57 percent) are more likely to charge for consultations. Similarly, private
and FBO-managed facilities, and facilities in Nairobi, are more likely to charge for client consultations
than other facilities.

7.4.3 Staff Development and Supervision

Staff Development

A facility is considered to provide routine staff development activities if at least half of its interviewed
STI providers have received in-service training related to STI services in the past 12 months. Seventy
percent of the facilities meet this criterion (Table 7.3). Maternities, NGO-managed facilities, and facilities
in Coast province are most likely to have routine staff development activities.

Fifty-eight percent of interviewed STI service providers received some form of HIV/AIDS-related train-
ing in the 12 months preceding the survey, while 15 percent received training related to the syndromic
approach (Figure 7.4).

Supervision

If at least half of the STI service providers in a facility have been personally supervised during the past
six months, the facility is defined as providing routine supervision. Supervising individual staff helps to
promote adherence to standards and to identify problems that contribute to poor quality services. Routine
supervision is offered in 83 percent of facilities (Table 7.3). All NGO-managed facilities meet this crite-
rion, compared to 69 percent of private for-profit facilities. Facilities in Nairobi are the least likely to rou-
tinely supervise STI service providers. Providers were supervised an average of four times in the six
months preceding the survey (Appendix Table A-7.6).

Figure 7.4 In-service training received by interviewed STI/RTI service providers,
by topic and timing of most recent training (N=957)
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Key Findings

Just about half of facilities offering STI services have up-to-date client registers.

Seven in 10 facilities provide routine staff training, and about 8 in 10 facilities provide routine staff
supervision. Supervision is weakest in Nairobi province.

About two-thirds of facilities charge some form of user fees for STI services, but only about one-fourth
charge specifically for client consultations. Government facilities rarely charge for consultation, medi-
cine, or tests.

7.5  Adherence to Standards for Quality Service Provision

To assess whether providers adhere to standards for quality service, KSPA personnel observed STI client-
provider consultations. The observation checklists they used are based on generally accepted standards for
STI services (WHO, 2001; AIDSCAP/FHI, 1996). The observers noted what information was shared on a
topic or if an examination was actually conducted. They did not assess whether the information was cor-
rect or whether findings were appropriately interpreted.

A total of 166 STI clients (38 males and 78 females) were observed being assessed for symptoms that
might be STls. Of all observed STI clients, 80 percent were assured of confidentiality; providers asked all
of them about their symptoms. Additional information on client history, types of laboratory tests, and ex-
amination is available in Appendix Table A-7.8.

Figure 7.5 summarizes what information was shared during the consultation and which types of examina-
tions were conducted for female clients. Appendix Tables A-7.9 through A-7.14 provide details on the
content of the observed assessment, physical examinations, and counselling.

Figure 7.5 Components of the assessment of women with
symptoms of STIs/RTIs (N=78)
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7.5.1 Assessment of Relevant History

Any client with a possible STI should be assessed for signs and symptoms, as well as social factors that
relate to the risk of contracting an STI. Providers explicitly assured 77 percent of female clients that the
shared information was confidential (Figure 7.5).

Client symptoms were elicited during all observed female client consultations; providers were slightly
less likely to ask about the duration of symptoms (87 percent) (Figure 7.5). Among the observed female
clients, most were asked about a recent sexual encounter, their marital status, and about symptoms in their
husbands (nearly 70 percent each).

7.5.2  Physical Examinations and Laboratory Tests

In addition to assessing the symptoms and social history relevant for diagnosing and treating STIs, a
physical examination provides more objective information to improve the probability of an accurate diag-
nosis. Providers only examined the external genitalia of about 1 in 5 female clients, and a speculum ex-
amination was conducted for a mere 5 percent of clients. Providers relied much more often on laboratory
tests (44 percent) (Figure 7.5).

Infection Control

Appendix Table A-7.9 gives details on infection control procedures followed by providers performing a
pelvic examination on female STI clients. Almost all providers wore clean gloves while performing a pel-
vic examination. Similarly, 93 percent of the providers washed their hands after removing the gloves.
However, only 36 percent of the providers washed their hands with soap prior to conducting an examina-
tion.

Client Examination

Conditions and practices for quality pelvic examinations are almost universal in health facilities. During
pelvic examinations, all providers assured clients of visual privacy. Similarly, auditory privacy was as-
sured in 98 percent of client examinations. Ninety-seven percent of providers explained procedures to
their clients before starting the pelvic examination (Appendix Table A-7.9).

Use of sterilised or high-level disinfected (HLD) equipment for the pelvic examination was observed in
only 32 percent of examinations. Only 23 percent of examinations were conducted with instruments that
had been properly prepared beforehand (sterilised, placed on a tray, and covered). Similarly, only 26 per-
cent of used equipment was placed in decontaminating solution after pelvic examinations. Worse still, in
only 24 percent of examinations were contaminated surfaces wiped with disinfectant after the examina-
tion (Appendix Table A-7.9)..

Key Findings

Almost all providers wear clean gloves to perform pelvic examination and 93 percent washed hands
after removing gloves. However, only 36 percent of providers wash their hands with soap before the
examination.

Pelvic examinations are performed under visual and auditory privacy in almost all facilities.

Use of sterilised equipments for pelvic examination is low.
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7.5.3 Client Counselling

Providers mentioned or discussed the relationship between an STI and sexual activity during 89 percent
of all observed STI consultations (Appendix Table A-7.10). Almost all observed STI clients received ei-
ther medication or a prescription, but only 12 percent were given medication or a prescription for their
sexual partner. Hospitals are more likely than other facility types to provide medicine or prescriptions for
sexual partners; other facilities rarely do this (Appendix Table A-7.10). Ninety-one percent of clients
were observed being told how to take the medicine, and a follow-up appointment was discussed with 85
percent clients. Unfortunately, only 3 out of 5 STI clients were counselled on the risk of HIV/AIDS.

Discussions of any kind about condoms or HIV/AIDS were observed in 70 percent of all STI consulta-
tions. Using condoms for prevention was discussed in about half of consultations, but condoms were then
offered to only 21 percent of clients, and only 17 percent were instructed on how to use condoms (Ap-
pendix Table A-7.10).

Using an individual client health card is important for ensuring that information is available for follow-up
and continuity of care. Providers recorded information on the individual client health card for almost all
observed clients (Appendix Table A-7.10).

7.5.4 Client Opinion from Exit Interviews

During client exit interviews, clients whose consultations were observed were asked about their experi-
ences on that day with the provider. When asked whether they had ever used a condom, 38 percent said
they and their partner had used condoms in the past (Appendix Table A-7.11).

Only 7 percent of clients reported that the provider talked about condoms during the visit, and only 13
percent said they had received condoms during the visit (Appendix Table A-7.11). These percentages are
even lower than those reported from observations. It is possible that some clients were embarrassed and
thus denied having been counselled about condoms.

When asked about issues that may contribute to lack of condom use in general, 47 percent identified pos-
sible items. Of those, 22 percent said a major contributing factor is that condoms are embarrassing to pur-
chase. Other factors identified by clients are shown in Appendix Table A-7.11. These include problems
with disposal (7 percent) and embarrassment about discussing them with their partner (18 percent).
Among clients who reported any of the above items as contributing to lack of condom use, about 59 per-
cent said they had discussed those issues with the provider.

During the exit interview, clients were also asked their opinion on issues commonly related to client satis-
faction. The client was first asked to identify issues without prompting, and then specific issues were
probed, with the client asked to comment if these were big problems, small problems, or not a problem
for them. Few items were identified as big problems, and by relatively few clients. Among identified
problems, 26 percent felt that the waiting time was a big problem, and 13 percent said the operating hours
of the facility were a big problem (Appendix Table A-7.12). Only 3 percent of clients mentioned lack of
medicines or supplies. A few interviewed clients mentioned insufficient visual and auditory privacy (5
and 7 percent, respectively) as big problems.

Clients were also asked whether the facility was the nearest to them, and if not, why they did not visit the
nearest facility. Interestingly, almost half of the STI clients said that this was not the closest facility to
their home. The main reasons why they did not go to the nearest facility were that they did not like the
personnel (17 percent), that medicines were unavailable (22 percent), and that the other facility is more
expensive (29 percent). Fourteen percent had been referred to the facility and therefore had had to bypass
the nearest facility to their home (Appendix Table A-7.13).

166 COMMUNICABLE DISEASES: SERVICES FOR SEXUALLY TRANSMITTED INFECTIONS, HIV/AIDS AND TUBERCULOSIS



Key Findings

The relationship between STIs and sexual activities is commonly mentioned during STI consultations,
but only slightly over half of STI clients are counselled on the risks of HIVV/AIDS.

Discussion of using condoms for protection was observed in just over half of STI client consultations.
While just over 20 percent of clients were offered condoms by the provider, fewer than 20 percent were
instructed on how to use them.

7.6 Availability of HIV/AIDS Services

Acquired immunodeficiency syndrome (AIDS) is caused by the human immunodeficiency virus (HIV),
which weakens the immune system, making the body susceptible to and unable to recover from other op-
portunistic diseases that lead to death. This is a serious public health and socioeconomic problem in many
countries around the world.

The principal mode of transmission of HIV in Kenya is through heterosexual contact (MOH and NACC,
Kenya 2001). This is followed in importance by perinatal transmission, whereby the mother passes the
HIV virus to the child during pregnancy, at the time of birth, or through breastfeeding. Health personnel
are at an increased risk of acquiring the HIV infection if they inadvertently come in contact with bodily
fluids while they are providing services. Therefore, they should not only know how to prevent this expo-
sure but also how to get immediate attention if such potentially harmful contact were to occur.

In general, it is of the utmost importance that the health system in a country provides services for the
situations described above. Table 7.4 shows the availability of HIV/AIDS-related services in health facili-
ties throughout the country. The services described in this section are: voluntary counselling and testing
(VCT), prevention of mother-to-child transmission of HIV (PMTCT), antiretroviral therapy (ART), and
post-exposure prophylaxis (PEP).

In general, 35 percent of facilities offer both HIV counselling and testing (VCT) as a package at least one
day a week, making VCT the most widely available HIV/AIDS service in health facilities in Kenya (Ta-
ble 7.4). Not surprisingly, 9 in 10 hospitals and all stand-alone VCT facilities offer the service. Facilities
in Nairobi province are most likely to offer this service, and NGO-managed and private for-profit facili-
ties are more likely than government and FBO-managed facilities to offer VCT services.

Prevention of mother-to-child transmission (PMTCT) services are offered in only 24 percent of facilities.
One might expect a greater proportion of maternities to offer PMTCT services, but surprisingly, only 35
percent do; by comparison, 74 percent of hospitals offer PMTCT.

The HIV/AIDS-related services least offered in Kenyan facilities are ART and PEP, offered in 7 percent
and 13 percent of facilities, respectively. PEP is available in 4 percent of facilities, and 9 percent of facili-
ties use referral sites to offer the service (Table 7.4).
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Table 7.4 Availability of HIV/AIDS services
Percentage of facilities offering the indicated HIVAIDS-related services by type of facility, managing authority and province, Kenya SPA
2004
Percentage
VCT
Testing Both PMTCT ART! PEP!
Counselling services services
services at  at least atleast Service Service Availability Referred Number of
Background least one one day one day at at at to another Not facilities
characteristics day aweek aweek a week facility facility facility2 faciity2 available Total (weighted)
Type of facility
Hospital (all types) 89 91 89 74 52 39 7 54 100 28
Health centre 47 46 46 36 12 4 8 88 100 125
Maternity 50 46 45 35 6 0 4 96 100 20
Clinic 36 36 36 16 6 7 4 89 100 8
Dispensary 21 22 21 12 0 0 9 91 100 249
Stand-alone VCT 100 100 100 6 6 6 55 39 100 10
Managing authority
Government 31 32 31 24 5 1 3 96 100 246
NGO a7 47 47 28 21 18 19 63 100 21
Private (for-profit) 50 50 48 34 15 7 30 63 100 63
Faith-based
organisation 36 35 35 17 6 6 11 84 100 110
Province
Nairobi 73 73 73 55 19 18 27 55 100 41
Central 30 35 30 14 4 3 5 92 100 50
Coast 40 40 40 37 10 2 13 85 100 49
Eastern 38 38 38 24 12 2 12 86 100 83
North Eastern 12 12 12 7 2 1 2 97 100 8
Nyanza 19 19 19 15 5 3 2 95 100 54
Rift Valley 30 31 30 16 3 3 7 90 100 126
Western 43 36 36 30 5 1 2 96 100 29
Total 36 36 35 24 7 4 9 87 100 440
Note: Refer to Table 1.1 for the actual number of facilities included in survey and analysis. Weighting results in small numbers for some categories
of facilities.
L ART is Anti-Retroviral Therapy (for AIDS); PEP is post exposure prophylaxis
2pPEP available to staff of facility anywhere in the facility
? Staff referred to another facility to receive PEP

7.6.1

Systems for Testing and Providing HIV Test Results

Voluntary counselling and testing (VCT) is now acknowledged as an effective and essential strategy for
both HIV prevention and AIDS care. The need for VCT is partly driven by the high prevalence rates re-
ported in Kenya. Scientific evidence has shown that high quality counselling and knowledge of HIV
status helps individuals assess their level of risk, develop realistic plans to reduce risk, and increase safer
sex practices. HIV-negative persons become more empowered to remain disease-free, while those who
are HIV-infected assess their options for treatment and positive living with HIV/AIDS. One of the major
strategies in the battle against HIVV/AIDS is to encourage people to get tested for the HIV virus so that
those who test positive can take precautions to reduce its spread.

The KSPA 2004 assessed facilities to determine what systems were in place for testing and providing re-
sults for HIV tests to clients. Table 7.5 shows the percentage of facilities with an HIV testing system, and
which systems facilities use for providing clients with their results.

168 COMMUNICABLE DISEASES: SERVICES FOR SEXUALLY TRANSMITTED INFECTIONS, HIV/AIDS AND TUBERCULOSIS




Table 7.5 System for testing and for providing results for HIV test, Kenya SPA 2004

Percentage of facilities with an HIV testing system and, among these, the percentage using the indicated system for providing HIV test
results, and with the indicated documents, Kenya SPA 2004

Facilities with the means for providing HIV test with:

HIV test
Percent- available or Informed con- Observed
age of HIV test observed sent policy for Observed record Number  Number of

facilities available record for HIV testing register for clients of facilities service sites

with HIV  Number in facility testing con- observed with HIV  receiving All with HIV with HIV
Background testing of or affili- ducted out- in all relevant test HIV test itemsfor  testing testing
characteristics system1 facilities ated lab® side facility service sites® results results  indicator” system system5
Type of facility
Hospital 92 28 98 99 18 57 53 10 26 112
Health centre 48 125 98 100 57 71 71 31 60 148
Maternity 53 20 81 91 15 62 46 2 11 30
Clinic 36 8 92 92 33 89 89 24 3 5
Dispensary 22 249 91 91 59 92 74 29 54 77
Stand-alone VCT 100 10 100 100 89 100 100 83 10 11
Managing
Authority
Government 33 246 94 94 57 76 76 35 81 199
NGO 47 21 100 100 72 94 94 68 10 16
Private (for-profit) 52 63 93 96 44 62 32 7 33 90
Faith-based

organisation 36 110 96 99 36 88 82 23 40 78

Province
Nairobi 77 41 100 100 32 96 96 27 31 70
Central 36 50 84 85 30 65 50 4 18 42
Coast 40 49 100 100 34 45 44 4 20 82
Eastern 38 83 98 98 87 66 64 45 32 72
North Eastern 13 8 100 100 49 66 66 9 1 2
Nyanza 19 54 99 99 14 86 67 4 10 30
Rift Valley 31 126 100 100 67 93 75 46 39 64
Western 43 29 62 78 35 73 68 32 13 22
Total 37 440 95 96 50 77 69 28 164 383

Note: Refer to Table 1.1 for the actual number of facilities included in survey and analysis. Weighting results in small numbers for some
categories of facilities.
! The facility either conducts the test (any type of HIV test anywhere in the facility, including ANC clinics), has an affiliated external
laboratory where tests are conducted, or has an agreement with an external testing site from where the test results are expected to be
returned to the facility.
2 The facility has rapid test anywhere in the facility (including VCT and PMTCT service sites), has functioning ELISA equipment with all

items necessary to conduct a test, or has all items for Western Blot or PCR tests available.

® Availability of national guidelines for VCT at a service site counts as having informed consent policy for HIV testing.
* Facility has testing capability on or offsite and has all documentation available
® There may be several locations within the same facility where the same service is offered. Each such location is defined as a service site.

Just 37 percent of facilities have an HIV testing system, meaning the facility either conducts the test (any
type of HIV test anywhere in the facility, including ANC clinics), has an affiliated external laboratory
where tests are conducted, or has an agreement with an external testing site from which the test results are
expected to be returned to the facility. The vast majority of hospitals have a testing system, whereas only
a little over half of maternities have such a system. Further, private for-profit facilities and facilities in
Nairobi are more likely to have an HIV testing system.

Of the facilities with a testing system, 95 percent have the HIV test available in the facility or affiliated
laboratory, and only 1 percent of facilities with a testing system rely on an external non-affiliated testing
site (Table 7.5). Among facilities with an HIV testing system, all VCT facilities and almost all hospitals
and health centres conduct the HIV test on site; facilities in North Eastern province are least likely to test
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on site. Among facilities with an HIV testing system, all NGO-managed facilities and all facilities in Nai-
robi, Coast, North Eastern, and Rift Valley provinces have the HIV test available on site.

The weakest components of HIV testing systems are recordkeeping and having protocols and guidelines
available. Only 50 percent of facilities have an informed consent policy for HIV testing in all relevant
service sites. Further, 77 percent have registers with HIV test results, and only 69 percent have records for
clients receiving HIV test results. Overall, only 28 percent of facilities with a testing system have all nec-
essary documentation available. VCT facilities and NGO-managed facilities are more likely to have the
necessary informed consent policy documents and other documentation compared to others. Facilities in
Nairobi province are more likely than facilities elsewhere to have registers recording test results and
showing that clients received test results (Table 7.5)

7.6.2 Availability of PMTCT Services

Current strategies on HIV/AIDS in Kenya are geared towards improving the health of the HIV-infected
mother and reducing the rate of transmission to children during pregnancy, labour, delivery, and breast-
feeding, as outlined in the National HIV/AIDS Strategic Plan of 2000 (MOH, 1999b).

To achieve these goals, it is critical to increase the level of general knowledge of transmission of the virus
from mother to child and reduce the risk of transmission by use of anti-retroviral drugs (2003 KDHS).
The four components of PMTCT are 1) counselling and testing, 2) ARV prophylaxis to prevent transmis-
sion, 3) counselling on infant feeding, and 4) family planning counselling and/or referral. Table 7.6 shows
the availability of PMTCT services in health facilities across the country.

Overall, only 24 percent of health facilities offer any PMTCT services, with hospitals and facilities in
Nairobi more likely to offer the service. Among facilities offering PMTCT, 87 percent offer HIV counsel-
ling and testing services, with almost all hospitals, private for-profit, FBO-managed facilities, and all eli-
gible facilities in Nairobi and Eastern provinces offering counselling and testing services.

Antiretroviral (ARV) prophylaxis for preventing mother-to-child transmission of HIV is offered in 58
percent of facilities offering PMTCT services. Hospitals, private for-profit facilities, and facilities in Cen-
tral province are most likely to provide this component of PMTCT. Counselling on infant feeding is
available in more PMTCT facilities (85 percent) than ARV prophylaxis. One might expect these compo-
nents to be widely available in maternities, but only 70 percent of maternities offer ARV prophylaxis, and
about two-thirds offer counselling on infant feeding (Table 7.6). Eighty-eight percent of PMTCT facilities
offer family planning counselling and/or referral.

In addition to the four basic components of PMTCT, if a facility also offers antiretroviral therapy (ART)
to HIV-positive women and their families, that facility is considered to offer “PMTCT+” services. Only
15 percent of PMTCT facilities offer ARV therapy for HIV-positive women and family members, and
only 14 percent of PMTCT facilities meet the criteria for providing PMTCT+ services.
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Table 7.6 Availability of PMTCT and PMTCT+ services

Percentage of facilities offering PMTCT services, and among facilities offering PMTCT, percentage offering the indicated component of PMTCT

services, Kenya SPA 2004

Percentage of facilities offering the indicated component of PMTCT®

Percent-
age of Family ARV ther- Number of
facilities Counsel- planning  All four apy for faciliies ~ Number of
providing lingand ARV pro- Infant counsel- items for HIV+ offering  programme
any Number of  testing phylaxis  feeding ling minimum  women  Allitems  PMTCT sites for
Background PMTCT facilities  services® to prevent counsel- and/or package and family for services PMTCT
characteristics services (weighted)  (V)CT MTCT? ling*  referral® PMTCT members® PMTCT+' (weighted) (weighted)®®
Type of facility
Hospital (all types) 74 28 98 89 95 91 82 53 48 21 45
Health centre 36 125 86 57 85 91 57 10 10 45 67
Maternity 35 20 81 70 67 85 53 3 3 7 13
Clinic 16 8 75 51 93 81 39 12 12 1 2
Dispensary 12 249 82 36 82 81 36 0 0 31 33
Managing authority
Government 24 246 86 51 79 89 51 15 15 60 94
NGO 28 21 40 37 94 94 37 3 3 6 10
Private (for-profit) 34 63 94 90 89 96 83 11 11 21 31
Faith-based
organisation 17 110 98 53 98 70 46 24 18 19 26
Province
Nairobi 55 41 100 82 100 79 78 13 13 22 31
Central 14 50 95 96 100 98 92 25 21 7 11
Coast 37 49 78 61 61 97 61 20 20 18 27
Eastern 24 83 100 38 78 80 36 10 10 20 27
North Eastern 7 8 100 17 100 100 17 17 17 1 1
Nyanza 15 54 98 47 87 100 43 21 21 8 16
Rift Valley 16 126 68 63 99 94 60 15 11 21 32
Western 30 29 68 11 68 72 11 8 7 9 14
Total® 24 440 87 58 85 88 56 15 14 106 160

Note Refer to Table 1.1 for the actual number of facilities included in survey and analysis. Weighting results in small numbers for some categories of facilities.

PMTCT is the Prevention of Mother-To-Child Transmission of HIV. Indicated services offered in the facility either as an outpatient or inpatient service

® N oA w N

° Totals include one stand-alone VCT (weighted)

Group (or individual) pre-test information or counselling, or individual post-test counselling, and testing services

Antiretroviral prophylaxis for HIV positive women and newborns

The objective is to assess the mother’s personal circumstances in order to help her select the best feeding option for her baby
Counselling and referral on family planning offered to HIV positive women

Antiretroviral therapy offered to HIV positive women and their eligible HIV positive family members

PMTCT + refers to provision of the minimum package of PMTCT services plus ARV therapy (sum of all previous columns)
There may be several locations within the same facility where PMTCT services are offered. Each such location is defined as a service site
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Key Findings

Just over one-third of facilities offer VCT services at least one day per week; other HIV/AIDS services
(including PMTCT, ART, and PEP) are less widely available.

One-third of facilities have an HIV testing system, almost all of which offer the test in the facility or in
an affiliated laboratory.

Hospitals and facilities in Nairobi province are most likely to have an HIV testing system.

One-fourth of facilities offer PMTCT services, ART services are available in only 7 percent of facili-
ties, and PEP services for health personnel are available in 13 percent of health facilities.

Hospitals, private for-profit facilities, and facilities in Nairobi province are most likely to offer PMTCT
services. The KSPA-defined minimum package of services is offered in slightly more than half of fa-
cilities offering PMTCT.

Highlighting the scarcity of antiretroviral therapy in Kenya, only 14 percent of facilities offer
“PMTCT+” services (primarily hospitals).

7.7 Resources for Diagnosis and Management of Tuberculosis

Tuberculosis (TB), especially multi drug-resistant tuberculosis (MDR-TB), is a re-emerging communica-
ble disease of public health significance. In order to control TB infection and to prevent its most severe
complications, universal BCG vaccination at birth is mandatory in many developing countries, including
Kenya. Tuberculosis is also one of the most common opportunistic infections for AIDS patients. The di-
rectly observed treatment, short-course (DOTS) approach is the WHO-recommended treatment strategy
for TB. The KSPA 2004 assessed TB services provided at all facilities, the capacity to conduct a sputum
test, and the availability of medications for short-course, standard, and prophylactic treatments.

TB services are available in 44 percent of facilities; more hospitals (91 percent) than other facilities offer
TB services (Table 7.7). About half of private and government facilities offer TB services, and facilities
in Western province (81 percent) are more likely than facilities elsewhere to offer these services. Of all
facilities, 27 percent offer TB treatment using the DOTS strategy, and an additional 17 percent offer al-
ternative TB regimes.

7.7.1 TB Diagnosis

Among facilities offering any TB services, 63 percent have a functioning microscope and glass slides for
conducting microscopic sputum examinations, and 55 percent have the capacity to stain sputum for diag-
nosis (Appendix Table A-7.15)

7.7.2  Availability of TB medicines

Among facilities providing any TB services, 73 percent have first-line medicines available (any combina-
tion of pyrazinamide, rifampin, ethambutol, and isoniazid) (Appendix Table A-7.15). Only 26 percent
have first-line and second-line medicines (first-line medicines plus streptomycin). Of all facilities provid-
ing TB treatment using the DOTS strategy, 89 percent have all first-line treatment medicines in stock.
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Table 7.7 Availability of services for tuberculosis
Percentage of facilities that provide the indicated TB services, by type of facility,
managing authority and province, Kenya SPA 2004
Percentage of facilities providing:
Any TB services TB services  Number of
Background services through not through facilities
characteristics for TB DOTS! DOTS (weighted)
Type of facility
Hospital 91 78 13 28
Health centre 65 45 20 125
Maternity 46 4 42 20
Clinic 21 9 12 8
Dispensary 30 16 14 249
Stand-alone VCT 0 0 0 10
Managing authority
Government 54 38 16 246
NGO 13 11 2 21
Private (for-profit) 51 7 44 63
Faith-based organisation 23 17 5 110
Province
Nairobi 32 24 8 41
Central 35 25 9 50
Coast 69 42 28 49
Eastern 45 40 5 83
North Eastern 33 32 1 8
Nyanza 40 17 23 54
Rift Valley 34 18 16 126
Western 81 31 50 29
Total 44 27 17 440
Note: Refer to Table 1.1 for the actual number of facilities included in survey and analysis.
Weighting results in small numbers for some categories of facilities.
! Directly observed treatment, short-course (WHO's strategy for TB control)

Key Findings

Less than half of all facilities in the country offer TB services (mostly hospitals and health centres).

Twenty-seven percent of facilities use the DOTS strategy, and an additional 17 percent provide an alter-
native TB treatment strategy.

Approximately three-fourths of facilities providing TB services have first-line medicines available, but
only one-fourth have first-line medicines plus streptomycin available.

Nine in ten facilities utilizing the DOTS strategy have all first-line medicines in stock.

7.8  Facility-level Implementation of Universal Precautions

Because many HIV-infected persons are not aware of their status, the risk of transmission of HIV/AIDS is
possible wherever someone might come into contact with infected blood or body fluids, regardless of
whether services related to HIVV/AIDS are being provided or not. In a high-risk environment such as a
health facility, it is critical to ensure that no one is unintentionally exposed to the virus. An essential step
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in preventing transmission of HIV/AIDS (as well as hepatitis B and C) is to ensure that any potentially
contaminated items are appropriately disinfected, which eliminates this avenue for transmission. There-
fore, it is recommended that universal precautions be applied throughout all service delivery areas in all
health facilities. Use of sharps containers and procedures for immediately disinfecting used equipment are
two of the most critical components for preventing inadvertent transmission.

Although asepsis (absence of infection-causing microorganisms) is a basic concept in medical and para-
medical schools, experience indicates that providers who do not work in an environment that actively
promotes universal precautions are frequently lax in implementation (Pittet et al., 1999; Williams et al.,
1994). Thus, a facility-level strategy to promote adherence to universal precautions is an important factor
in improving infection control.

A few related indicators from Chapter 3 are presented here. Among all assessed facilities, water (either
running or in a bucket) was available in all relevant service sites in less than 79 percent of facilities (see
Appendix Table A-3.22). Chlorine solution was found in MCH and STI sites in a much smaller propor-
tion of facilities (35 percent). The most widely available infection control items are latex gloves (found in
67 percent of all relevant service areas), sharps boxes (73 percent), and soap (52 percent). Only 14 percent
of facilities have all the indicated items for infection control present in all relevant service sites; dispensa-
ries and clinics are most likely to have all the items (Table 3.12).

Overall, 60 percent of facilities have functioning equipment for sterilisation or high-level disinfection
(HLD) (see Table 3.11). VCT facilities are the least likely to have these items, most probably because
they use disposable equipment such as disposable needles and syringes.
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Appendix A Weighting of Facilities in KSPA 2004

When selecting a sample, very frequently there is interest in having data on specific types of services or
facilities where a nationally representative sample alone will not provide sufficient numbers for meaning-
ful analysis. In designing a sample selection to provide sufficient numbers of subsets of the data, these
facilities or services may be over- or under-represented in the sample in relation to the proportion that
exist in the nation as a whole. To compensate for over- or under-sampling, when presenting statistics that
are meant to be nationally representative, the data are weighted. The weights ensure that such actual pro-
portions of facilities and services as exist in reality appear in the data. Thus, if a type of facility or service
is over-sampled, so that twice as many were included in the sample as should be, for nationally represen-
tative results, the results for the over-sampled services or facilities will be weighted down by 50 percent.
In this particular survey, the number of hospitals actually assessed (172) corresponds to 39 percent of the
total sample. However, the real proportion of hospitals to all facilities as per the national list of facili-
ties—i.e., the sampling frame for the Service Provision Assessment—is 6 percent. Thus, the number of
hospitals was weighted down to 28, which reflects the actual percentage.

The weighted numbers are provided in the tables in the report and give information on what proportion of
the total comes from this particular type of facility or province. It is important to know, however, that all
facilities in the sample are used during analyses and in calculating percentages. So, if a weighted number
looks too small to be meaningful, it is important to review the unweighted number to know how many
actual facilities/interviews contribute to the particular percentage. For example, in a sample of 100 facili-
ties, if clinics represent 3 percent of all facilities, the weighted number of facilities shown will be “3”. If,
in fact, 20 clinics were sampled so that data could be provided for clinics alone, the data from these 20
clinics would be used to calculate the percentage that is shown for the “3” weighted clinics.
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Appendix B Additional Tables

Chapter 1

Table A-1.1.1 Distribution of facility sample frame and final sample selection by province

Number of facilities of each type that were in the sample frame, number selected for the survey sample, and percentage of eligible facilities of each type that
were included in the sample, by type of facility and province, Kenya SPA 2004

Province
Nairobi Central Coast Eastern North Eastern Nyanza Rift Valley Western

Sample SPA Sample SPA Sample SPA Sample SPA Sample SPA Sample SPA Sample SPA Sample SPA
Type of facility’  frame sample frame sample frame sample frame sample frame sample frame sample frame sample frame sample

Hospital 23 14 37 26 29 18 50 24 11 11 41 24 86 29 26 26
Health centre 174 10 126 3 183 6 259 6 19 4 177 5 316 9 102 8
Maternity 27 3 19 10 26 10 17 4 1 1 74 9 23 2 31 7
Clinic 20 12 6 6 13 13 16 10 4 4 16 11 7 7 4 4
Dispensary 154 4 351 13 274 8 532 12 52 9 272 6 908 11 149 6
Stand-alone VCT 41 18 6 4 5 2 21 4 1 0 10 2 21 4 2 1
Total 439 61 545 62 530 57 895 60 88 29 590 57 1,361 62 314 52

! Not uncommonly, facility classifications may change due to service upgrades or downgrades. Often, such changes are not reflected in official facility databases in a
timely manner. The survey identified several facilities with a classification that was different from that provided in the sample frame, which resulted in some numbers in
the sample being greater than some numbers in the frame. Whenever the number of facilities in the SPA sample was more than the number in the sample frame, the
frame was adjusted to be equal to the number of facilities in the sample, implying all these facilities in the sample frame were selected for the survey. The number of
facilities in the sample frame shown in this table reflects numbers after accounting for any discrepancies. A total of 20 such discrepancies were corrected in 5
provinces.

Table A-1.1.2 Distribution of facility sample frame and final sample selection by managing authority

Number of facilities of each type that were in the sample frame, number selected for the survey sample, and percentage of
eligible facilities of each type that were included in the sample, by type of facility and managing authority, Kenya SPA 2004

Managing authority

Faith-based
Government NGO Private (for-profit) organisation
Sample SPA Sample SPA Sample SPA Sample SPA
Type of facility1 frame sample frame sample frame sample frame sample
Hospital 128 87 8 5 61 40 98 40
Health centre 538 36 75 3 591 4 152 8
Maternity 5 1 1 1 199 39 13 5
Clinic 1 1 6 6 58 51 10 9
Dispensary 1596 45 108 1 353 4 635 19
Stand-alone VCT 15 5 66 19 9 5 17 6
Total 2,283 175 264 35 1,271 143 952 87

! Information not available to show where adjustments were made by managing authority whenever there were discrepancies as
described in Table A-1.1.1
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Table A-1.1.3 Distribution of facility sample frame and
final sample selection

Number of facilities of each type that were in the
sample frame, number selected for the survey
sample, and percentage of eligible facilities of each
type that were included in the sample, by type of
facility, Kenya SPA 2004

Total
Sample
Type of facility* frame SPA sample
Hospital 303 172
Health centre 1,356 51
Maternity 218 46
Clinic 86 67
Dispensary 2,692 69
Stand-alone VCT 107 35
Total 4,762 440

! Not uncommonly, facility classifications may change due to
service upgrades or downgrades. Often, such changes are not
reflected in official facility databases in a timely manner. The
survey identified several facilities with a classification that was
different from that provided in the sample frame, which resulted in
some numbers in the sample being greater than some numbers in
the frame. Whenever the number of facilities in the SPA sample
was more than the number in the sample frame, the frame was
adjusted to be equal to the number of facilities in the sample,
implying all these facilities in the sample frame were selected for
the survey. The number of facilities in the sample frame shown in
this table reflects numbers after accounting for any discrepancies.
A total of 20 such discrepancies were corrected in 5 provinces.




Table A-1.2.1 Sample of interviewed health care providers
Number of interviewed health care providers (weighted and unweighted), by
type of provider and type of facility, Kenya SPA 2004
Number of interviewed providers
Background characteristics Weighted Unweighted
Physicians/clinical officers
Hospital 99 269
Health centre 49 37
Maternity 11 31
Clinic 3 39
Dispensary 22 7
Stand-alone VCT 1 2
Total 184 385
Nurses
Hospital 246 490
Health centre 127 57
Maternity 14 41
Clinic 2 32
Dispensary 82 43
Stand-alone VCT 0 4
Total 471 667
Midwives
Hospital 354 405
Health centre 149 70
Maternity 60 46
Clinic 3 35
Dispensary 126 51
Stand-alone VCT 4 16
Total 696 623
Auxiliary and other staff*
Hospital 279 174
Health centre 178 44
Maternity 52 46
Clinic 10 60
Dispensary 187 21
Stand-alone VCT 23 61
Total 730 406
Total interviewed staff 2,081 2,081
! Includes social workers.
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Table A-1.2.2 Sample of interviewed nurses and midwives
Number of interviewed nurses and midwives (weighted and
unweighted), by type of provider and type of facility, Kenya SPA
2004
Number of interviewed providers
Background characteristics Weighted Unweighted
Registered nurses
Hospital 90 228
Health centre 25 24
Maternity 6 19
Clinic 1 10
Dispensary 23 12
Stand-alone VCT 0 1
Total 145 294
Registered midwives
Hospital 111 172
Health centre 31 22
Maternity 6 13
Clinic 1 9
Dispensary 13 6
Stand-alone VCT 1 6
Total 162 228
Enrolled nurses
Hospital 156 262
Health centre 102 33
Maternity 9 22
Clinic 1 22
Dispensary 59 31
Stand-alone VCT 0 3
Total 326 373
Enrolled midwives
Hospital 243 233
Health centre 118 48
Maternity 54 33
Clinic 2 26
Dispensary 113 45
Stand-alone VCT 3 10
Total 534 395
Total interviewed staff 1,167 1,290

184 APPENDIX B



Table A-1.3 Sample of observed consultations

Number of children/women whose consultation was
observed, by type of care and type of facility, Kenya

SPA 2004

Actual number of
Type of facility clients observed

CURATIVE CARE FOR SICK CHILDREN

Hospital 625
Health centre 216
Maternity 52
Clinic 115
Dispensary 199
Stand-alone VCT 4
Total 1,211
FAMILY PLANNING
Hospital 413
Health centre 99
Maternity 29
Clinic 28
Dispensary 52
Stand-alone VCT 7
Total 628
ANTENATAL CARE
Hospital 636
Health centre 157
Maternity 61
Clinic 42
Dispensary 104
Stand-alone VCT 10
Total 1,010
STI
Hospital 128
Health centre 24
Maternity 3
Clinic 11
Dispensary 12
Stand-alone VCT 0
Total 178
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Table A-1.4 Facility catchment area
Median population of assigned catchment areas for facilities
providing data on a known catchment population, by type of
facility, managing authority and province, Kenya SPA 2004
Median Number of
Background population in facilities
characteristics catchment area (weighted)
Type of facility
Hospital 100,539 17
Health centre 19,898 85
Maternity 7,989 8
Clinic 10,973 3
Dispensary 7,937 174
Stand-alone VCT 150,400 3
Managing authority
Government 13,001 193
NGO 7,906 14
Private (for-profit) 3,371 30
Faith-based organisation 10,406 53
Province
Nairobi 55,581 7
Central 8,688 28
Coast 13,514 31
Eastern 7,555 58
North Eastern 13,577 8
Nyanza 20,405 35
Rift Valley 7,428 99
Western 10,977 24
Total 10,578 290

Table A-1.5.1 Staffing patterns for SPA facilities: health care providers

Median number of health care providers assigned to outpatient services by type of provider and type of facility, Kenya SPA 2004

Median number of providers assigned to each facility" Number of
Clinical Registered Registered Enrolled Enrolled Any nursing/ Other Other  facilities

Type of facility Total staff Doctor  officer nurse midwife nurse  midwife midwife staff technical staff (weighted)
National referral hospital 1,570 37 45 17 161 18 258 451 175 843 0
Provincial hospital 396 17 23 33 28 49 180 293 49 15 1
Other hospital 55 3 3 2 3 4 6 21 9 11 27
Health centre 11 - 1 - - 1 1 5 2 3 125
Maternity 10 1 1 - - - 2 4 2 3 20
Clinic 4 - - - - - - 2 2 1 8
Dispensary 4 - - - - - 1 2 - 1 249
Stand-alone VCT 7 - - - - - - - 5 1 10
Total 6 - - - - - 1 3 1 2 440

! Numbers were provided by facility administrators
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Table A-1.5.2 Staffing patterns for SPA facilities: other technical health care providers

Median number of selected other technical health care providers assigned to outpatient services by type
of provider and type of facility, Kenya SPA 2004

Median number of selected technical health care
providers assigned to each facility

Pharmacist/

Lab technologist/ pharmaceutical Social worker/
Type of facility technician technologist counselor
National referral hospital 87 27 17
Provincial hospital 21 8 14
Other hospital 4 2 2
Health centre 1 - -
Maternity 2 - -
Clinic 1 - -
Stand-alone VCT - - 4

Table A-1.6 Education levels of interviewed health service providers

Median number of years of basic schooling, and median number of years study for technical qualification, reported by
interviewed health service providers, by type of provider, Kenya SPA 2004

Number of Number of
Median number interviewed interviewed
of years of basic  providers with Median number  providers with Number of
education prior  information for of years of information for interviewed
to technical basic education technical training technical training providers
Type of provider training (weighted) for qualification (weighted) (weighted)
Qualification of provider
Consultant 13 9 6 9 9
Medical doctor 12 31 5 31 31
Clinical officer 12 145 3 144 145
Registered nurse 11 145 2 145 145
Registered midwife 11 162 3 162 162
Enrolled nurse 11 326 2 326 326
Enrolled midwife 11 534 2 534 534
Nurse aide 11 281 0 281 281
Lab technician/technologist 11 151 2 151 151
Trained counselor (full time) 12 92 - 92 92
Other/missing 11 206 2 166 206
Total 11 2,080 2 2,041 2,081
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Chapter 3

Table A-3.1.1 Availability of basic services by type of facility
Percentage of facilities offering basic services, by specific services and indicated packages of services, with the frequency
and staffing indicated, Kenya SPA 2004
Percentage by type of facility
Stand-
Health alone

Services Hospital centre  Maternity Clinic Dispensary VCT Total
Services

Curative care for children 98 100 93 94 96 4 95

Any service for sexually transmitted infections 97 97 93 99 91 6 92

Temporary methods of family planning 83 85 87 66 68 4 73

Antenatal care 84 86 76 53 77 4 78

Child immunisation 96 86 70 42 82 4 81

Growth monitoring 93 88 81 49 77 4 80
Packages of services available

All basic services at any frequency1 66 65 52 30 55 4 57

Facility-based 24-hour delivery services 93 64 87 10 7 4 32

At least one qualified staff? 100 100 100 98 99 23 98

All services, minimum frequency3 53 54 46 28 39 4 44

All services, minimum frequency and 24-hour

delivery services 50 34 42 6 3 4 16

All services, minimum frequency, 24-hour

delivery services, and at least one qualified

staff 50 34 42 6 3 4 16
Number of facilities (weighted) 28 125 20 8 249 10 440
* Any level of each of the following services offered at the facility: curative care for children, any STI services, temporary methods of family
E)Iannin_g, antenatal care, immunisa_tion, and <_:hi|d growth monitoring _ ' o o _

Qualified staff (providers of curative care) include: enrolled and registered nurses, enrolled and registered midwives, clinical officers and
medical doctors.
® Curative services for children provided five days per week, STI services offered at least one day per week, preventive or elective services
(temporary methods of family planning, antenatal care, immunisation, and growth monitoring) provided at least one day per week
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Table A-3.1.2 Availability of outreach services from facility

Among all facilities, percentage offering indicated service by type of facility, managing authority, and province, Kenya SPA

2004
Outreach services
Adult Child Number of
Background Family curative curative  Tetanus HIV facilities
characteristics ANC planning Immunisation care care toxoid Testing (weighted)
Type of facility
Hospital 37 29 49 30 33 22 9 28
Health centre 14 5 25 8 13 4 1 125
Maternity 8 8 12 10 10 4 0 20
Clinic 9 11 10 10 12 5 5 8
Dispensary 20 7 31 13 14 15 3 249
Stand-alone VCT 0 0 0 4 4 0 66 10
Managing authority
Government 17 7 32 8 11 7 1 246
NGO 3 4 3 5 5 1 19 21
Private (for-profit) 6 7 7 5 6 4 3 63
Faith-based organisation 32 10 39 28 28 26 8 110
Province
Nairobi 0 4 11 3 3 0 6 41
Central 1 1 2 2 2 1 0 50
Coast 16 17 23 22 22 16 3 49
Eastern 22 11 28 18 18 11 2 83
North Eastern 15 7 32 25 25 8 0 8
Nyanza 12 3 41 2 2 8 2 54
Rift Valley 26 2 35 14 17 14 8 126
Western 47 30 55 25 42 29 6 29
Total 19 8 29 12 14 11 4 440
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Table A-3.2 Availability of basic services by province

Percentage of facilities offering basic services, by specific services and indicated packages of services, with the frequency and
staffing indicated, by province, Kenya SPA 2004

Percentage of facilities by province

North Rift
Services Nairobi  Central Coast Eastern Eastern Nyanza Valley Western Total
Services
Curative care for children 80 94 99 92 99 98 98 97 95
Any service for sexually
transmitted infections 83 88 99 88 86 98 91 99 92
Temporary methods of family
planning 46 83 72 75 68 90 71 77 73
Antenatal care 62 78 77 79 82 94 73 82 78
Child immunisation 64 82 79 71 94 92 85 93 81
Growth monitoring 64 78 90 61 89 93 83 94 80
Packages of services available
All basic services at any
frequency” 40 60 57 42 46 84 56 64 57
Facility-based 24-hour delivery
services 28 18 27 32 22 48 32 53 32
At least one qualified staff? 95 100 93 97 100 98 98 100 98
All services, minimum frequency3 39 40 45 37 46 75 35 50 44
All services, minimum frequency
and 24-hour delivery services 21 12 12 17 13 29 11 22 16
All services, minimum frequency,
and 24-hour delivery services,
and at least one qualified staff 21 12 12 17 13 29 11 22 16
Number of facilities (weighted) 41 50 49 83 8 54 126 29 440

t Any level of each of the following services offered at the facility: curative care for children, any ST services, temporary methods of family planning,
antenatal care, immunisation, and child growth monitoring
% Qualified staff (providers of curative care) include: enrolled and registered nurses, enrolled and registered midwives, clinical officers and medical

doctors

® Curative services for children provided five days per week, STI services offered at least one day per week, preventive or elective services
(temporary methods of family planning, antenatal care, immunisation, and growth monitoring) provided at least one day per week
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Table A-3.3 Facility infrastructure supportive of client utilization and quality services by type of facility

Percentage of facilities with client amenities, regular electricity and water supply, items to support quality 24-hour emergency services,
by type of facility, Kenya SPA 2004

Percentage by type of facility

Items to support quality 24-hour Health Stand-
emergency services Hospital centre Maternity Clinic Dispensary alone VCT Total
Client comfort amenities
Client latrine 95 99 99 96 92 88 95
Protected waiting area 99 100 95 100 98 100 99
Clean facility 92 90 92 92 94 98 93
Al client comfort items® 86 90 91 88 89 88 89
Facility infrastructure
No electricity or generator 4 23 15 30 52 14 38
Generator observed with fuel 73 9 30 14 10 20 15
Regular electricity or generator 89 51 74 51 37 80 a7
Onsite water 67 61 82 73 63 74 64
Regular water supply (onsite and year-
round) 37 23 36 39 24 47 26
Regular water and electricity2 37 23 36 39 24 a7 26
All client amenities, regular water and
electricity 34 18 36 35 24 40 24
Staff and furnishings
At least two qualified staff® 99 85 95 60 63 18 72
Duty staff on site 24 hours” 93 52 77 15 29 9 41
Duty staff on-call 24 hours® 1 7 1 6 5 10 5
Qualified staff living onsite 98 76 90 30 53 23 63
Qualified staff living onsite, no duty
roster seen or no duty roster 4 9 12 7 5 0 6
Emergency communication® 97 79 88 87 65 93 73
Overnight patient beds® 97 64 99 19 21 6 42
Basic components su;aporting 24-hour
emergency services 57 20 59 6 6 4 16
Basic plus regular water and electricity8 34 9 31 1 5 4 9
Number of facilities (weighted) 28 125 20 8 249 10 440

! Clean, functioning client latrine, waiting area protected from sun and rain, and basic level of cleanliness

%Year-round, onsite water, and electricity routinely available during service hours or a generator with fuel

® Qualified staff (providers of curative care) include: enrolled and registered nurses, enrolled and registered midwives, clinical officers and medical
doctors

“ A duty schedule or other documentation of official duty status was observed.

® Communication device either in facility or within a 5-minute walk and available 24 hours a day

® Either routine inpatient services or beds for overnight care for emergencies

" At least two qualified providers assigned to facility, duty staff on site or on call 24 hours a day, overnight beds, patient latrine, access to 24-hour
emergency communication, and any onsite water source

8 At least two qualified providers assigned to facility, duty staff on site or on call 24 hours a day, overnight beds, patient latrine, access to 24-hour
emergency communication, and regular water and electricity
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Table A-3.4 Facility infrastructure supportive of client utilization and quality services by province

Percentage of facilities with client amenities, regular electricity and water supply, items to support quality 24-hour emergency services,
by province, Kenya SPA 2004

Percentage by province

Items to support quality 24-hour North
emergency services Nairobi Central Coast Eastern Eastern Nyanza Rift Valley Western Total
Client comfort amenities
Client latrine 86 100 80 95 79 100 99 100 95
Protected waiting area 100 100 100 95 100 99 100 100 99
Clean facility 87 99 84 94 87 90 94 100 93
All client comfort items® 86 98 78 84 79 90 93 99 89
Facility infrastructure
No electricity or generator 10 20 52 36 30 55 38 56 38
Generator observed with fuel 29 11 8 10 8 10 22 9 15
Regular electricity or generator 75 57 41 52 56 21 50 18 47
Onsite water 69 43 46 65 62 77 67 79 64
Regular water supply (onsite
and year-round) 53 32 4 27 17 7 36 9 26
Regular water and electricity2 53 32 4 27 17 7 36 9 26
All client amenities, regular
water and electricity 48 32 3 23 15 7 35 9 24
Staff and furnishings
At least two qualified staff® 93 76 59 77 46 62 67 92 72
Duty staff on site 24 hours* 29 27 45 52 34 44 38 52 41
Duty staff on-call 24 hours® 13 0 0 6 20 1 9 0 5
Qualified staff living onsite 42 50 66 77 69 67 65 52 63

Qualified staff living onsite, no
duty roster seen or no duty

roster 0 11 1 0 15 14 10 0 6
Emergency communication® 95 90 61 80 73 46 74 58 73
Overnight patient beds® 32 23 41 32 24 58 48 63 42
Basic components supporting

24-hour emergency services’ 16 11 18 13 8 21 17 21 16
Basic plus regular water and

electricity8 15 10 3 11 0 4 10 9 9

Number of facilities (weighted) 41 50 49 83 8 54 126 29 440

! Clean, functioning client latrine, waiting area protected from sun and rain, and basic level of cleanliness

2 Year-round, onsite water, and electricity routinely available during service hours or a generator with fuel

® Quallified staff (providers of curative care) include: enrolled and registered nurses, enrolled and registered midwives, clinical officers and medical
doctors

“ A duty schedule or other documentation of official duty status was observed.

® Communication device either in facility or within a 5-minute walk and available 24 hours a day

® Either routine inpatient services or beds for overnight care for emergencies

" At least two qualified providers assigned to facility, duty staff on site or on call 24 hours a day, overnight beds, patient latrine, access to 24-hour
emergency communication, and any onsite water source

8 At least two qualified providers assigned to facility, duty staff on site or on call 24 hours a day, overnight beds, patient latrine, access to 24-hour
emergency communication, and regular water and electricity
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Table A-3.5.1 Routine management meetings
Percentage of facilities reporting they have routine management meetings at the
indicated intervals, by type of facility, managing authority and province, Kenya SPA 2004
Percentage Number of
Monthly or Every 2-3 Every 4-6 facilities
Background characteristics more often months months (weighted)
Type of facility
Hospital 66 21 2 28
Health centre 42 34 4 125
Maternity 53 14 7 20
Clinic 40 4 2 8
Dispensary 29 22 7 249
Stand-alone VCT 82 15 0 10
Managing authority
Government 42 28 3 246
NGO 50 4 8 21
Private (for-profit) 43 10 8 63
Faith-based organisation 22 29 11 110
Province
Nairobi 40 21 13 41
Central 52 12 5 50
Coast 39 20 0 49
Eastern 31 42 0 83
North Eastern 23 14 7 8
Nyanza 37 21 16 54
Rift Valley 37 16 6 126
Western 33 54 2 29
Total 38 25 6 440
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Table A-3.5.2 Routine management board meetings
Percentage of facilities reporting they have routine management board meetings at the
indicated intervals, by type of facility, managing authority and province, Kenya SPA 2004
Percentage Number of
Monthly or Every 2-3 Every 4-6 facilities
Background characteristics more often months months (weighted)
Type of facility
Hospital 15 33 16 28
Health centre 15 25 6 125
Maternity 13 5 3 20
Clinic 17 3 0 8
Dispensary 12 17 13 249
Stand-alone VCT 37 24 7 10
Managing authority
Government 14 25 7 246
NGO 43 7 2 21
Private (for-profit) 7 4 8 63
Faith-based organisation 13 19 21 110
Province
Nairobi 37 6 19 41
Central 11 18 13 50
Coast 20 13 0 49
Eastern 12 16 6 83
North Eastern 2 25 0 8
Nyanza 3 33 13 54
Rift Valley 15 17 13 126
Western 1 48 6 29
Total 14 20 10 440

Table A-3.6 Quality assurance activities with documentation observed

Among facilities that report having quality assurance (QA) activities, percentage that both reported that the indicated method
for QA is used and had some documentation for the method, by type of facility, Kenya SPA 2004

Percentage
Supervisory Supervisory Auditing Number of facilities
checklist for checklist for medical reporting quality
health system observation of Mortality ~ records or assurance activities
Type of facility components services review registers Other (weighted)
Background
characteristics
Hospital 28 36 36 36 2 19
Health centre 21 29 13 41 0 71
Maternity 14 33 15 46 0 9
Clinic 28 22 0 26 0 3
Dispensary 54 29 0 25 4 93
Stand-alone VCT 31 28 3 24 0 6
Total 37 30 9 33 2 201
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Table A-3.7 Facility level supervision and in-service training for interviewed staff

Percentage of facilities where among all interviewed health service providers, none, at least half, or all of the providers
received the indicated supportive management practice, by type of facility, managing authority and province, Kenya SPA 2004

Percentage of facilities where the indicated percentage
of interviewed providers:*

Received related in-service training Were personally supervised during NL_’_“?ber (.Jf
during the past 12 months? the past six months ffacnme_s with
interviewed
At least 50 At least 50 providers
Background characteristics None percent All None percent All (weighted)
Type of facility
Hospital 3 67 18 7 60 13 28
Health centre 13 50 25 3 49 40 125
Maternity 20 43 24 17 44 17 20
Clinic 20 24 46 26 35 33 8
Dispensary 18 24 52 11 23 61 249
Stand-alone VCT 6 13 78 15 6 79 10
Managing authority
Government 13 42 38 4 37 54 246
NGO 15 15 69 0 21 78 21
Private (for-profit) 20 40 26 21 42 22 63
Faith-based organisation 18 19 52 14 24 52 110
Province
Nairobi 4 44 39 10 63 9 41
Central 19 37 42 24 23 50 50
Coast 14 49 34 9 31 47 49
Eastern 21 25 38 5 43 43 83
North Eastern 22 17 48 12 19 61 8
Nyanza 10 27 51 3 40 55 54
Rift Valley 20 35 42 9 23 64 126
Western 2 36 42 1 29 61 29
Total 15 34 41 9 34 50 440

! Interviewed providers who did not personally provide one of the services assessed by the KSPA (i.e., administrators who might have been
interviewed) are excluded.
% Structured in-service sessions (does not include individual instruction received during routine supervision)
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Table A-3.8 Supportive management practices at the individual provider level
Among interviewed health service providers, percentage who received the indicated supportive management practice,
by type of facility, managing authority and province, Kenya SPA 2004
Percentage receiving indicated supportive management practices
Personally
supervised during Most recent in- Number of
Received in- Personally past 6 months and service training interviewed
service training  supervised in  received in-service was 13-35 health service
Background during past 12 past six training during past  months preceding providers
characteristics months® months 12 months the survey (weighted)2
Type of facility
Hospital 71 60 46 15 209
Health centre 67 70 49 17 456
Maternity 67 60 46 9 71
Clinic 67 60 46 9 19
Dispensary 65 72 50 16 432
Stand-alone VCT 83 86 75 9 23
Managing authority
Government 69 71 51 13 709
NGO 78 90 70 14 58
Private (for-profit) 60 55 37 14 183
Faith-based organisation 66 67 a7 23 260
Province
Nairobi 72 62 45 17 224
Central 65 59 38 8 110
Coast 69 61 49 12 158
Eastern 62 68 46 12 210
North Eastern 61 68 45 12 19
Nyanza 69 73 53 24 123
Rift Valley 67 75 55 17 277
Western 68 81 56 17 89
Total 67 68 49 15 1,210
! Structured in-service sessions (does not include individual instruction received during routine supervision)
% Interviewed providers who do not personally provide any of the assessed services (i.e., managers who might have been interviewed)
are excluded.
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Table A-3.9 Types of funding options utilized

Among facilities having user fees for adult curative care, percentage where the indicated financing mechanism is utilized, by type of facility, managing authority and
province, Kenya SPA 2004

Fees are
Client can Facility has posted Number of
prepay for Additional sources of funding® any publicly facilities
multiple  Central Local additional having any
Background visits one govern- govern- Employer Revolving sources of  All  Some user fees
characteristics service ment ment NHIF NSHI Charity of client Insurance Donors fund Other funding1 fees fees (weighted)
Type of facility
Hospital 3 22 0 43 4 2 12 10 13 1 5 68 44 10 27
Health centre 3 28 4 0 0 0 0 0 15 3 0 37 30 6 115
Maternity 4 0 0 21 0 2 4 6 5 0 0 24 18 5 19
Clinic 0 2 0 2 2 2 4 4 13 0 4 19 17 11 7
Dispensary 0 27 0 0 0 4 0 0 13 0 4 44 24 7 208
Stand-alone VCT 0 18 0 0 0 0 0 0 69 6 6 69 80 0 4
Managing authority
Government 0 35 2 2 0 0 0 0 7 2 2 42 35 4 222
NGO 0 22 0 4 0 2 4 2 93 2 4 94 28 0 10
Private (for-profit) 3 0 0 15 1 0 5 7 0 0 1 17 27 11 50
Faith-based
organisation 4 14 0 3 1 9 1 0 29 0 5 51 11 11 99
Province
Nairobi 4 16 5 5 0 11 3 5 26 1 1 42 52 0 34
Central 0 41 0 3 1 0 0 0 1 0 0 45 10 1 45
Coast 0 0 0 3 0 0 1 1 3 0 0 4 23 8 49
Eastern 0 12 0 2 0 7 1 0 7 0 12 39 43 7 73
North Eastern 0 61 0 5 0 0 1 1 9 0 0 63 7 4 7
Nyanza 6 40 0 7 1 1 1 1 9 7 1 54 27 9 51
Rift Valley 0 29 3 5 0 0 1 1 33 0 0 58 21 9 93
Western 0 33 0 5 0 0 1 0 5 0 0 38 19 9 29
Total 1 25 1 4 0 2 1 1 14 1 3 42 27 7 380

! Sources of funding outside of routine running budget or direct client fees used in the facility.
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Table A-3.10 Components for which fees are charged
Among facilities with user fees for adult curative care, percentage charging for the
indicated item, by type of facility, managing, authority and province, Kenya SPA
2004
P e o™ Number
. facilities with
Background Client chart client fees
characteristics or record Consultation (weighted)
Type of facility
Hospital 58 62 27
Health centre 48 53 115
Maternity 41 73 19
Clinic 27 74 7
Dispensary 52 50 208
Stand-alone VCT 18 82 4
Managing authority
Government 60 38 222
NGO 52 98 10
Private (for-profit) 19 86 50
Faith-based
organisation 43 66 99
Province
Nairobi 51 77 34
Central 62 27 45
Coast 23 84 49
Eastern 45 45 73
North Eastern 47 43 7
Nyanza 64 38 51
Rift Valley 51 57 93
Western 62 53 29
Total 50 53 380
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Table A-3.11 Facility systems for maintenance and repair of equipment

Among facilities with preventive maintenance programmes for large equipment, percentage where indicated persons are
responsible for maintenance, and among facilities with systems for repairing small equipment, percentage where the indicated
system is used for repair, by type of facility, managing authority and province, Kenya SPA 2004

Percentage of facilities where
indicated persons are
responsible for performing
preventative maintenance of

Percentage reporting method

used for maintenance or

. . 1 Number of - 2
major equipment facilities with replacement of small equipment
preventative Send Purchase or Number of
Both onsite maintenance  On-  outside for pay for from facilities with
Background On-site  External and external for large site repair or funds on system for small
characteristics staff technicians technicians equipment repair replace hand equipment repair
Type of facility
Hospital 65 26 8 22 61 25 45 27
Health centre 18 78 4 44 11 67 36 116
Maternity 21 77 2 10 25 34 62 19
Clinic 7 76 16 2 10 42 66 7
Dispensary 19 70 11 102 7 77 23 213
Stand-alone
VCT 0 62 38 3 17 32 67 3
Managing
authority
Government 31 57 12 98 7 83 17 228
NGO 2 83 15 17 14 75 21 17
Private (for-
profit) 15 81 3 30 23 38 72 56
Faith-based
organisation 22 76 3 38 22 41 47 83
Province
Nairobi 31 50 19 15 30 40 59 35
Central 9 90 1 20 10 68 38 47
Coast 20 76 4 23 23 57 39 39
Eastern 25 68 7 62 15 74 18 76
North Eastern 22 75 2 4 3 80 17 8
Nyanza 33 65 2 10 5 83 20 51
Rift Valley 33 43 24 34 8 65 36 109
Western 6 94 0 15 14 69 19 21
Total 24 67 9 183 13 67 32 385

! Major equipment refers to generators, sterilisers, and other large equipment where routine maintenance is recommended to extend the life of

the machine.

% Minor equipment refers to stethoscopes, sphygmomanometers, and other small equipment where either minor repairs or replacement are

common when broken.
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Table A-3.12 Facility systems for maintenance and repair of building

Among facilities with system for maintenance and repair of buildings, percentage where the indicated
person is responsible for performing repairs, by type of facility, managing authority and province, Kenya

SPA 2004
Percentage where repairs on building or N‘.*.”.‘ber (.)f
infrastructure are made by: facilities with
system for
Background On-site Persons hired Both on-site staff maintenance and
characteristics staff from outside  and externally hired repair (weighted)
Type of facility
Hospital 72 18 10 23
Health centre 3 69 28 52
Maternity 41 59 0 11
Clinic 11 83 6 4
Dispensary 22 69 9 87
Stand-alone VCT 14 64 22 5
Managing authority
Government 21 56 23 93
NGO 3 83 15 16
Private (for-profit) 19 79 3 40
Faith-based organisation 47 49 4 34
Province
Nairobi 41 37 22 19
Central 12 85 3 18
Coast 11 87 2 20
Eastern 27 56 17 47
North Eastern 9 89 2 4
Nyanza 24 45 31 13
Rift Valley 29 54 18 46
Western 13 85 2 15
Total 24 62 14 182
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Table A-3.13 Storage conditions and stock monitoring systems for vaccines

Among facilities that routinely store vaccines, percentage with the indicated elements related to vaccine storage, by type of facility,
managing authority and province, Kenya SPA 2004

Percentage of facilities
where vaccines observed

Percentage of facilities routinely storing vaccines with: with: Nfumpgr of
acilities
Temperature Adequate No Vaccines with stored
Functioning Tempera- 0-8°C atthe cold chain Refrigerated expired stored by Inventory vaccines
Background thermometer ture chart time of monitoring or protected vaccines expiration up-to- observed
characteristics in refrigerator up-to-date survey system from sun present date date (weighted)
Type of facility
Hospital 97 91 84 76 95 98 93 98 25
Health centre 96 96 81 77 100 96 82 91 100
Maternity 100 92 79 70 100 100 91 78 14
Clinic 90 82 85 77 95 97 72 79 3
Dispensary 98 92 76 72 100 98 94 82 178
Managing authority
Government 98 97 77 74 99 98 90 89 189
NGO 100 48 100 48 100 100 18 98 6
Private (for-profit) 98 67 61 56 98 100 91 91 29
Faith-based
organisation 95 95 85 80 100 95 94 78 95
Province
Nairobi 99 99 99 98 99 100 61 88 26
Central 99 100 90 90 98 100 99 99 37
Coast 99 90 98 89 100 99 91 100 35
Eastern 92 99 52 51 100 92 91 85 54
North Eastern 100 100 99 99 87 94 88 99 7
Nyanza 91 88 38 26 100 100 91 63 45
Rift Valley 100 86 89 84 100 96 92 81 88
Western 100 95 96 90 100 100 91 99 27
Total 97 93 78 73 99 97 90 86 320
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Table A-3.14 Storage conditions and stock monitoring systems for contraceptive methods and medicines

Among facilities that store clinical methods of contraception and facilities that store medicines, percentage with the indicated elements relating to
commodity storage, by type of facility, managing authority and province, Kenya SPA 2004

Number of
Proper storage condition Proper stock monitoring systems® facilities with
Off the stored
ground and No evidence Stored by commodities
Background protected Protected of pests or Good No expired expiration  Inventoryup  observed
characteristics from water from sun rodents storage’ items present date to date (weighted)
CONTRACEPTION
Type of facility
Hospital 97 99 92 89 99 78 79 22
Health centre 100 100 100 100 99 87 75 103
Maternity 90 99 92 85 96 74 57 17
Clinic 98 98 92 92 98 79 62 5
Dispensary 91 100 95 88 100 81 70 151
Managing authority
Government 93 100 96 90 99 84 73 209
NGO 100 100 99 99 100 97 19 14
Private (for-profit) 94 99 95 90 98 76 73 36
Faith-based organisation 100 100 100 100 100 74 81 39
Province
Nairobi 99 100 100 99 100 68 66 18
Central 100 100 99 99 100 81 64 35
Coast 90 100 90 89 100 89 90 35
Eastern 83 100 98 83 100 75 91 53
North Eastern 100 100 89 89 100 68 77 6
Nyanza 98 100 89 87 98 69 59 49
Rift Valley 100 100 100 100 100 99 65 81
Western 88 100 99 87 95 74 66 22
Total 95 100 96 92 99 82 72 298
MEDICINES®
Type of facility*
Hospital 96 100 95 91 79 48 28
Health centre 92 100 100 91 83 52 125
Maternity 98 100 94 94 80 39 19
Clinic 97 100 93 89 84 24 7
Dispensary 87 99 95 83 75 43 249
Managing authority
Government 84 99 95 79 80 54 245
NGO 100 100 99 99 51 14 16
Private (for-profit) 99 100 97 97 77 22 59
Faith-based organisation 96 100 100 96 78 a4 109
Province
Nairobi 91 100 100 91 99 72 38
Central 95 95 100 90 80 49 50
Coast 87 100 86 80 80 24 48
Eastern 78 100 99 78 84 53 80
North Eastern 89 100 78 67 95 37 8
Nyanza 99 100 90 89 85 29 53
Rift Valley 91 100 100 91 57 42 122
Western 92 100 100 92 100 67 29
Total 90 99 96 86 78 45 429

" Only selected items were evaluated for the stock maintenance system. Contraceptive items assessed were oral pills, injectable progesterone, 1UD,
and condoms. Medicines assessed were antibiotics and Ringers lactate intravenous solution.

2 All proper storage conditions (off the ground and protected from water, protected from sun, and no evidence of pests or rodents).

% Information not collected on storage of medicines by expiration date

“Totals include data from one stand-alone VCT (weighted)
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Table A-
Reported reliability of ordering system for commodities where order is placed by facility

Among facilities that provide vaccinations, contraceptive methods, or medicines, percentage where decisions on when to order the commodity are made
by facility staff, percentage of facilities reporting the their supplies were very reliable, sometimes , reliable, or rarely reliable during the prior 3 months,
and percentage that received their most recent supply during the past 4 weeks, by type of facility, managing authority and province, Kenya SPA 2004

Percentage of Receipt of ordered commodity Most recent  Number of facilities
facilities where Number of considered: order received  that determine
commodity order is  eligible facilities Very Sometimes Rarely during past4  commodity order
Background characteristics determined by facility (weighted) reliable reliable reliable weeks (weighted)
VACCINES
Type of facility
Hospital 92 28 60 25 13 87 26
Health centre 88 111 55 32 9 93 98
Maternity 90 14 43 25 19 82 13
Clinic 97 3 43 37 17 93 3
Dispensary 93 204 44 43 7 79 190
Managing authority
Government 92 208 45 40 8 86 193
NGO 99 14 72 3 25 100 14
Private (for-profit) 60 35 46 35 10 90 21
Faith-based organisation 99 104 53 39 8 7 103
Province
Nairobi 94 26 77 3 16 97 24
Central 100 41 67 27 0 85 41
Coast 99 39 71 18 2 98 38
Eastern 80 63 22 52 18 82 51
North Eastern 99 8 82 18 0 75 8
Nyanza 91 50 33 60 5 98 46
Rift Valley 92 107 48 45 4 69 98
Western 90 27 32 28 40 90 25
Total 92 361 49 38 9 84 330
CONTRACEPTION
Type of facility
Hospital 92 22 46 42 12 58 20
Health centre 96 103 40 36 21 68 98
Maternity 89 17 33 31 34 47 15
Clinic 98 5 47 46 7 69 5
Dispensary 98 151 59 36 5 63 148
Managing authority
Government 96 209 51 41 8 67 201
NGO 100 14 58 4 38 98 14
Private (for-profit) 93 36 30 26 43 54 33
Faith-based organisation 99 40 57 31 4 38 39
Province
Nairobi 100 18 36 36 29 80 18
Central 93 35 47 53 0 63 33
Coast 91 35 28 40 31 54 32
Eastern 100 53 48 42 9 83 53
North Eastern 92 6 42 54 2 16 5
Nyanza 96 49 58 29 6 60 46
Rift Valley 99 81 71 19 10 54 80
Western 93 22 5 68 27 71 21
Total 96 298 50 36 13 63 288
MEDICINES
Type of facility
Hospital 76 28 52 38 9 77 21
Health centre 64 125 57 30 11 84 80
Maternity 98 19 42 38 19 77 18
Clinic 99 7 60 26 15 79 7
Dispensary 63 249 29 53 15 65 156
Managing authority
Government 44 245 30 57 12 65 108
NGO 100 16 36 50 14 98 16
Private (for-profit) 99 59 49 37 13 87 59
Faith-based organisation 93 109 48 31 17 68 101
Province
Nairobi 73 38 38 26 31 95 27
Central 51 50 25 62 13 62 26
Coast 67 48 25 63 12 88 32
Eastern 78 80 57 35 1 92 63
North Eastern 69 8 62 28 9 57 6
Nyanza 60 53 67 27 6 82 32
Rift Valley 67 122 31 50 19 45 82
Western 57 29 22 44 34 70 17
Total 66 429 40 44 14 73 284
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Table A-3.16 Reported reliability of ordering system for commodities where order is placed by authority external to facility
Among facilities that provide vaccinations, contraceptive methods, or medicines, percentage in which decisions on when to
order the commodity are made by authority external to facility and percentage of facilities reporting that the externally ordered
supplies were very reliable, sometimes reliable, or rarely reliable, by province, Kenya SPA 2004
Percentage of facilities providing commodity:
Percentage Reporting reliability of receiving Number of facilities
with order ~ Number of ordered stock during the 3 Most recent  where commodity
determined eligible months preceding the SPAas  order received order is determined
Background external to facilities Very Sometimes  Rarely during past  external to facility
characteristics facility (weighted) reliable reliable reliable four weeks (weighted)
VACCINES
Province
Nairobi 6 26 100 0 0 100 2
Central 0 41 100 0 0 100 0
Coast 1 39 0 100 0 100 0
Eastern 13 63 100 0 0 49 8
North Eastern 1 8 100 0 0 0 0
Nyanza 9 50 17 8 75 100 4
Rift Valley 8 107 10 86 4 96 9
Western 10 27 15 85 0 100 3
Total 7 361 45 41 14 83 26
CONTRACEPTION
Province
Nairobi 0 18 - - - - 0
Central 7 35 0 0 0 100 3
Coast 9 35 0 0 0 100 3
Eastern 0 53 - - - - 0
North Eastern 8 6 0 0 0 0 0
Nyanza 2 49 0 0 0 100 1
Rift Valley 1 81 0 0 0 51 1
Western 7 22 0 0 0 74 2
Total 3 298 0 0 0 87 10
MEDICINES
Province
Nairobi 27 38 32 34 35 49 10
Central 49 50 72 28 0 100 24
Coast 33 48 19 81 0 77 16
Eastern 22 80 23 77 0 73 17
North Eastern 31 8 43 25 32 64 3
Nyanza 40 53 20 59 21 60 21
Rift Valley 33 122 19 81 0 53 40
Western 43 29 1 53 46 22 12
Total 34 429 28 61 10 64 145
Note: Numbers were too small to present percentages by type of facility and managing authority.
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Table A-3.17 System for ordering vaccines for facilities placing their own order

Among facilities that provide vaccinations and that order their own supply, percentage reporting they use the indicated
criteria for deciding how much to order and when to order, by type of facility, managing authority and province, Kenya SPA

2004
Percentage of facilities providing vaccinations and ordering own supplies in which:
Amount ordered based on:* Stock orders placed:1
Routinely order:
When Less
Order stock falls often
Maintain same Order toa More often Every than Number of

Background a fixed amount based on predeter- thanonce four once When facilities
characteristics stock each time utilization mined level monthly  weeks monthly needed (weighted)
Type of facility

Hospital 37 1 60 14 2 16 1 26 26

Health centre 42 0 55 10 0 9 0 35 98

Maternity 32 0 56 16 2 17 0 22 13

Clinic 29 4 64 15 3 7 0 38 3

Dispensary 35 6 54 16 0 20 2 15 190
Managing authority

Government 33 2 58 17 0 17 2 22 193

NGO 3 0 97 3 0 57 0 37 14

Private (for-profit) a7 1 44 8 3 15 0 18 21

Faith-based

organisation 47 7 45 13 0 9 0 23 103
Province

Nairobi 42 0 54 9 0 16 0 29 24

Central 57 0 37 12 0 1 0 24 41

Coast 60 0 31 3 1 1 0 26 38

Eastern 19 8 64 9 0 43 0 12 51

North Eastern 15 0 78 21 0 27 1 35 8

Nyanza 36 0 61 13 1 9 9 29 46

Rift Valley 32 8 57 23 0 14 0 19 98

Western 27 0 73 18 0 26 0 29 25
Total® 37 4 55 14 0 16 1 23 330

! Multiple responses might apply.
% Totals may be less than 100 percent due to other responses or missing data.
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Table A-3.18 System for ordering contraceptive methods and medicines for facilities placing their own order
Among facilities that provide contraceptive methods and among facilities that store medicines, that order their own supply, percentage that report
they use the indicated criteria for deciding how much to order and when to order, by type of facility, managing authority and province, Kenya SPA
2004
Percentage of facilities providing contraceptive methods and medicines and ordering own
supplies in which:
Amount ordered based on:" Stock orders placed:’
When stock Routinely order:
Order same falls to a More often Less often Number of
Background Maintaina  amount Order based predeter- than once Every4 thanonce When facilities
characteristics fixed stock each time on utilization mined level monthly weeks  monthly needed (weighted)
CONTRACEPTION
Type of facility
Hospital 20 2 78 19 2 6 17 33 20
Health centre 16 0 84 18 0 6 17 43 98
Maternity 26 0 73 22 0 3 5 42 15
Clinic 9 0 91 30 2 7 4 48 5
Dispensary 22 5 73 26 2 8 4 32 148
Stand-alone VCT 50 0 50 50 0 0 0 0 0
Managing authority
Government 23 0 77 22 1 9 11 33 201
NGO 4 0 96 4 0 0 1 92 14
Private (for-profit) 14 0 86 17 0 5 12 52 33
Faith-based organisation 13 19 68 40 0 0 3 25 39
Province
Nairobi 34 0 66 10 0 9 6 41 18
Central 28 0 72 14 8 0 21 30 33
Coast 22 0 78 16 0 2 9 51 32
Eastern 16 0 83 9 0 24 16 34 53
North Eastern 12 0 84 14 0 2 4 65 5
Nyanza 32 0 68 29 0 0 1 38 46
Rift Valley 5 10 85 38 1 5 10 31 80
Western 29 0 71 25 0 6 3 37 21
Total® 20 3 78 23 1 7 10 37 288
MEDICINES
Type of facility
Hospital 23 1 75 41 16 3 1 37 21
Health centre 19 0 81 37 21 0 0 43 80
Maternity 30 4 65 39 10 0 0 49 18
Clinic 28 0 71 43 5 0 1 47 7
Dispensary 18 5 76 32 31 0 0 36 156
Stand-alone VCT 21 0 79 14 0 0 0 64 1
Managing authority
Government 11 8 81 36 32 1 0 31 108
NGO 4 0 96 33 59 1 0 6 16
Private (for-profit) 39 1 59 47 2 0 0 49 59
Faith-based organisation 21 0 79 27 26 0 0 47 101
Province
Nairobi 35 0 65 37 a7 0 1 13 27
Central 14 0 85 63 21 1 0 15 26
Coast 13 0 87 37 11 0 0 53 32
Eastern 14 0 86 17 14 0 0 69 63
North Eastern 28 9 60 30 32 11 2 24 6
Nyanza 20 2 78 19 23 0 0 58 32
Rift Valley 20 10 70 44 34 0 0 21 82
Western 33 0 67 40 22 1 0 37 17
Total® 20 3 77 35 25 0 0 39 284
! Multiple responses might apply.
2 Totals may be less than 100 percent due to other responses or missing data.
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Table A-3.19 System for ordering commodities where order is placed by authorities external to
facility

Among facilities providing commodities where stock orders are placed by authorities external to
the facility, percentage in which the basis for determining the amount ordered is activity level, a
fixed supply is provided, or the basis for deciding how much to order is not known, by type of
commodity, Kenya SPA 2004

Percentage of facilities in which amount Number of facilities where
provided is based on: decision for how much to
Don't order is made external to
Commodity Activity level Fixed supply know/missing facility (weighted)
Vaccines 78 22 0 26
Contraception 73 19 8 10
Medicines 31 69 0 1452

Note: Numbers too small to show by background characteristics.
& Facilities were government managed (primarily health centres and dispensaries).

Table A-3.20 Knowledge and capacity for autoclave processing of
equipment

Among facilities with a functioning autoclave machine, percentage where
the informant provided the indicated response concerning processing
temperature and pressure used for autoclaving, Kenya SPA 2004

Percentage of facilities

Background characteristics providing indicated response
Temperature

Excellent* 74

Good? 4

Don't know/invalid 23
Pressure

Excellent® 49

Good* 8

Don't know/invalid 43

Temperature and pressure

Both excellent 46
Both al least good 8
Don't know/invalid response for

temperature or pressure 46

Total number of facilities with functioning
autoclave (weighted) 118

! Autoclave had automatic temperature control, or response was 120 to 130° C.

2 Response was more that 130° C but was less than 361° C (high cutoff point was
selected to include any response that appeared valid).

® Either automatic machine or response was PPI of 13-17 or ATM of 1 or 2.

* Response was PPI more than 17 and less than 61, or ATM more than 2 and less
than 8 (high cutoff points were selected to include any response that appeared
valid).
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Table A-3.21 Storage conditions for sterilised or high-level disinfected items

Percentage of facilities with sterilised or disinfected instruments present and, among facilities where sterilised items are present, percentage
with specific storage conditions for processed items, by type of facility, managing authority and province, Kenya SPA 2004

Among facilities with sterile/HLD equipment present, Per-
centage in which indicated conditions were found

Sterile/HLD
Processing status storage  Number of
Percentage of dates conditions and facilities with
facilities with Clean, but not observed on  processing stored
sterilised or Number of Sterile/HLD sterile, processed dates on processed
disinfected facilities status storage storage and stored sterilised items
Background characteristics items present  (weighted) conditions conditions® items items (weighted)
Type of facility
Hospital 97 28 87 38 65 62 27
Health centre 84 125 57 32 21 16 105
Maternity 97 20 65 39 33 31 19
Clinic 80 8 47 38 17 16 6
Dispensary 75 249 58 45 15 15 186
Stand-alone VCT 8 10 45 18 45 45 1
Managing authority
Government 76 246 52 45 14 13 186
NGO 76 21 96 4 28 27 16
Private (for-profit) 82 63 76 41 55 49 52
Faith-based organisation 82 110 62 35 18 16 90
Province
Nairobi 83 41 89 54 66 66 34
Central 94 50 56 48 9 9 47
Coast 67 49 60 52 18 7 33
Eastern 87 83 48 31 9 9 72
North Eastern 56 8 26 39 16 14 5
Nyanza 98 54 48 22 16 15 53
Rift Valley 57 126 67 39 28 28 72
Western 99 29 76 50 25 16 29
Total 78 440 60 40 22 20 344

! More than one storage condition may apply.
% Items are wrapped and sealed with time-steam-temperature (TST) tape or are in a sterile/HLD box that clasps shut and storage area is dry and clean.

% ltems may be wrapped but not sealed, unwrapped on a tray under a cloth, unwrapped on a tray in the steriliser of autoclave, in a box or cabinet, and storage
area is dry and clean, or sitting in disinfecting solution and storage area is clean.
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Table A-3.22 Specific items for infection control that were available in all relevant service areas
Percentage of facilities where the indicated infection control items were either observed or reported available when the service
being assessed was not being offered at the time of the survey in each of the service delivery areas assessed for that facilityl,
by type of facility, managing authority and province, Kenya SPA 2004
Percentage of facilities with:
Clean latex Number of
Background or sterile Waste facilities
characteristics Soap Water Sharps box  Disinfectant gloves receptacle2 (weighted)
Type of facility
Hospital 50 75 66 22 10 10 28
Health centre 40 76 65 32 50 15 125
Maternity 46 72 71 34 30 30 20
Clinic 60 85 69 38 82 19 8
Dispensary 61 84 82 39 86 15 249
Stand-alone VCT 2 4 4 4 2 2 10
Managing authority
Government 42 75 79 37 73 9 246
NGO 57 59 8 12 26 12 21
Private (for-profit) 58 81 70 40 50 24 63
Faith-based organisation 71 89 76 33 70 26 110
Province
Nairobi 29 1 54 23 55 24 41
Central 64 59 75 44 81 21 50
Coast 55 85 78 30 72 16 49
Eastern 58 84 74 57 76 6 83
North Eastern 3 22 78 21 58 2 8
Nyanza 71 77 69 46 67 10 54
Rift Valley 51 90 77 21 64 19 126
Western 28 61 79 25 39 19 29
Total 52 79 73 35 67 15 440
' Survey criteria required that the item be available in the service delivery room or immediately adjacent, and the item must be observed. If the
service was not being provided on the day of the survey, a report that an item was normally available when services were being offered was
noted and included in this table. In most cases this added only 0-1 percent. Relevant services and items were: Immunisation area: soap, water,
sharps box; Injection room: soap, water, sharps box; consultation area for sick children: soap, water; and consultation/examination area for STI
services, family planning, antenatal care, and delivery services: soap, water, sharps box, disinfecting solution, clean latex, or sterile gloves.
2 Waste receptacle with plastic liner and lid. This is not a component of the aggregate in Table 3.12 because, while important for infection
control, and listed in guidelines and protocols, this is not an item that has been commonly introduced.
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Table A-3.23 Waste disposal methods for hazardous materials
Percentage of facilities that dispose of hazardous materials through specific methods, by type of facility, managing authority
and, province, Kenya SPA 2004
Percentage of facilities in which hazardous material:
Burned and  Buried/not
not buried or  burned or
Burned in Burned burnedand thrownin Thrown Thrown  Number of
Removed inciner- and removed open pit intrash/ in pit facilities
Background characteristics offsite ator buried offsite latrine open pit _ latrine (weighted)
Type of facility
Hospital 4 69 4 1 15 5 1 28
Health centre 5 25 13 0 41 6 10 125
Maternity 14 65 4 1 12 4 0 20
Clinic 28 21 12 6 15 5 12 8
Dispensary 1 21 20 2 46 4 6 249
Stand-alone VCT 42 23 5 0 21 4 5 10
Managing authority
Government 1 16 24 0 46 7 6 246
NGO 22 55 1 0 19 1 2 21
Private (for-profit) 17 42 12 1 7 2 20 63
Faith-based organisation 1 38 5 4 50 1 1 110
Province
Nairobi 21 51 0 0 13 14 0 41
Central 6 13 5 0 52 0 23 50
Coast 10 17 39 0 33 0 0 49
Eastern 1 26 47 0 20 0 6 83
North Eastern 2 23 24 1 49 0 0 8
Nyanza 1 27 8 8 45 9 1 54
Rift Valley 1 29 0 0 58 3 9 126
Western 0 28 12 0 35 20 5 29
Total" 4 27 16 1 40 5 7 440
! Totals may not add up to 100 percent due to other responses or missing data
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Table A-3.24 Infrastructure and infection control for the therapeutic injection

Among facilities providing curative for sick children, percentage where therapeutic
injections as provided in the indicated location, by type of facility, managing authority

and province, Kenya SPA 2004

Percentage of facilities offering

sick-child care where therapeutic

injection service in site:

Number of facilities
assessed for

Background With Not with therapeutic injection
characteristics immunisation immunisation (weighted)
Type of facility
Hospital a7 53 27
Health centre 53 47 124
Maternity 51 49 18
Clinic 31 69 7
Dispensary 62 38 238
Managing authority
Government 50 50 235
NGO 88 12 16
Private (for-profit) 41 59 56
Faith-based
organisation 77 23 108
Province
Nairobi 43 57 31
Central 43 57 47
Coast 45 55 48
Eastern 51 49 76
North Eastern 69 31 8
Nyanza 82 18 53
Rift Valley 64 36 123
Western 55 45 28
Total 57 43 415

Table A-3.25 Infrastructure and infection control for the therapeutic injection

service area by items of infection control

Among facilities offering therapeutic injections, percentage with the indicated
infection control items, by whether therapeutic injections are provided in the
same, or a different service site than immunisation services, Kenya SPA 2004

Percentage of facilities offering
therapeutic injections:

With Not with

Infection control items immunisation  immunisation Total
Soap 79 76 78
Water 93 92 92
Sharps box 95 90 93
Syringes 2-3 ml 98 91 95
Number of facilities with

injection area (weighted) 237 177 415
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Chapter 4

Table A-4.1 Availability of child health services at the facility

Among facilities offering outpatient care for sick children, routine growth monitoring services, routine child immunisation services, and BCG
immunisation, percentage providing the service at the facility the indicated number of days per week, by type of facility, managing authority
and province, Kenya SPA 2004

Percentage of facilities offering the service

Outpatient care for sick

children Growth monitoring Child immunisation BCG immunisation
paysperweeic Numberof  “UERT numberof  PRRRT numberor  PURET  Number o
Background ——— facilties —————— faciliies —————————— facilties ————— facilities
characteristics 1-2  3-4 5+ (weighted)! 1-2 3-4 5+ (weighted)® 1-2 3-4 5+ (weighted)' 1-2 3-4 5+ (weighted)
Type of facility
Hospital 10 1 89 28 27 1 65 26 25 1 68 27 43 3 49 27
Health centre 12 0 88 125 34 3 62 111 27 3 69 107 51 4 40 107
Maternity 9 0 91 19 38 7 46 16 43 8 44 14 71 8 16 14
Clinic 6 0 94 7 27 3 67 4 42 4 51 3 60 4 15 3
Dispensary 13 1 86 238 40 O 49 192 41 0 44 204 57 0 24 200
Managing authority
Government 11 0 89 236 30 O 65 197 24 0 71 208 48 2 43 204
NGO 2 0 98 16 26 0 19 14 26 0 19 14 38 2 2 14
Private (for-profit) 11 0 89 57 59 10 25 39 32 13 24 30 54 4 11 30
Faith-based
organisation 17 3 80 108 4 0 50 99 61 0 33 104 70 0 15 104
Province
Nairobi 1 1 98 32 48 1 50 25 49 1 49 25 75 0 22 25
Central 14 0 86 47 41 O 52 39 38 0 55 41 59 1 34 41
Coast 19 7 75 48 37 6 56 44 28 7 64 39 46 7 46 39
Eastern 6 0 94 76 33 1 65 50 29 1 70 59 54 0 46 59
North Eastern 0 0 100 8 9 0 91 7 7 0 93 8 14 4 82 8
Nyanza 9 0 91 53 27 2 63 51 28 2 61 50 59 2 29 46
Rift Valley 15 0 85 124 42 0 42 105 44 0 34 107 54 0 14 107
Western 23 0 77 28 32 0 63 27 37 0 57 27 49 6 35 27
Total 12 1 87 417 37 1 55 349 36 1 54 356 55 2 31 351

! Number of facilities that provide the service
2 some facilities offer the service less than one day per week.
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Table A-4.2 Availability of child health services through village outreach activities
Among all facilities, percentage offering curative care for sick children, percentage offering routine growth
monitoring, and percent offering child immunisation (EPI) services that may or may not include BCG
vaccine, and percentage offering EPI services that include BCG vaccination at least 1 day monthly, through
outreach services to villages, by type of facility, managing authority and province, Kenya SPA 2004
Percentage of facilities offering indicated services through
_ F)utrea(?h _ Number of
Sick child Growth ~ Child immunisation Al child immunisation ~ facilities
Background characteristics  services monitoring without BCG* including BCG? (weighted)
Type of facility
Hospital 32 37 40 26 28
Health centre 19 26 26 19 125
Maternity 9 9 11 5 20
Clinic 7 7 7 1 8
Dispensary 15 22 26 13 249
Managing authority
Government 14 24 27 14 245
NGO 4 3 3 3 16
Private (for-profit) 6 7 7 4 61
Faith-based organisation 30 34 38 25 109
Province
Nairobi 0 0 0 0 37
Central 1 1 1 0 50
Coast 28 29 29 28 49
Eastern 18 17 28 12 81
North Eastern 19 17 19 17 8
Nyanza 24 34 34 23 54
Rift Valley 16 32 32 16 124
Western 30 41 50 28 29
Total 17 23 26 15 430
! Oral polio vaccine (OPV), any DPT (DPT or pentavalent), and measles but no BCG vaccine.
20PV, any DPT, measles, and BCG vaccines offered.

APPENDIXB 213



Table A-4.3 Availability of child vaccines

Among facilities offering child immunisation services and routinely storing vaccines, percentage with the indicated child vaccine observed on the day of the
survey, by type of facility, managing authority and province, Kenya SPA 2004

Percentage of facilities offering immunisation services and storing vaccines with vaccine observed

All basic Number of facilities
All basic child Tetanus offering child
child vaccines  toxoid in immunisation
Background Any Mea- Hepatitis Any Yellow vaccines plus hepatitis area with services and storing
characteristics BCG Polio DPT Pentavalent DPT sles B hepatitis fever available® available® vaccines vaccines (weighted)
Type of facility
Hospital 88 93 25 95 95 94 21 96 8 83 83 97 25
Health centre 90 90 23 85 92 84 5 85 0 79 72 87 107
Maternity 97 94 31 97 97 100 3 97 0 91 91 95 14
Clinic 77 97 42 90 100 97 23 100 0 77 77 100 3
Dispensary 91 94 27 94 94 95 4 94 6 89 89 95 182
Managing authority
Government 88 89 27 87 91 89 3 87 2 80 77 89 200
NGO 100 100 30 100 100 100 2 100 0 100 100 100 6
Private (for-profit) 95 98 43 97 98 98 40 99 3 91 91 99 29
Faith-based
organisation 94 99 19 98 98 95 1 98 9 93 93 99 95
Province
Nairobi 99 100 9 99 100 94 10 100 0 92 92 100 25
Central 78 81 63 84 84 90 1 84 6 68 68 90 41
Coast 98 98 20 98 98 82 2 98 0 81 81 99 35
Eastern 85 85 15 78 85 86 1 78 0 77 70 85 59
North Eastern 99 100 10 100 100 93 0 100 0 92 92 99 7
Nyanza 99 100 41 93 100 100 2 93 0 99 92 93 45
Rift Valley 91 96 18 96 96 93 15 96 10 91 91 93 91
Western 92 90 23 96 96 100 2 96 0 85 85 100 27
Total 91 93 26 91 94 92 6 92 4 85 83 93 331

' BCG, polio, any DPT and measles.
2 All basic child vaccines plus any Hepatitis B
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Table A-4.4 Specific equipment and supplies for child immunisation services

Among facilities offering child immunisation services, percentage with specific equipment and supplies observed, items for infection control,
and record keeping system components, by type of facility, managing authority and province, Kenya SPA 2004

Percentage of facilities offering child immunisation services with:

Items for infection Administrative
Equipment and supplies control practices Num_t_)gr of
facilities
Adequate offering child
Blank child supplies of Cold box Register Monitoring of immunisation

Background immunisation syringes and with ice Sharps or tallg communitg/ services
characteristics record needles pack1 Soap Water  box sheet coverage (weighted)
Type of facility

Hospital 86 98 99 82 91 95 97 81 27

Health centre 78 100 99 72 89 97 100 88 107

Maternity 94 100 100 71 82 100 100 70 14

Clinic 89 87 91 79 92 81 87 42 3

Dispensary 84 98 98 81 93 94 98 72 204
Managing authority

Government 74 98 98 70 90 98 98 75 208

NGO 100 100 88 77 77 77 100 95 14

Private (for-profit) 94 98 99 86 90 96 98 54 30

Faith-based

organisation 96 100 100 91 97 91 100 85 104
Province

Nairobi 100 99 93 93 99 100 100 91 25

Central 93 100 100 92 93 100 100 52 41

Coast 80 99 99 71 92 99 99 89 39

Eastern 63 92 100 77 91 85 92 76 59

North Eastern 87 100 100 37 63 94 100 87 8

Nyanza 69 100 91 87 90 91 99 94 50

Rift Valley 94 100 100 67 93 96 100 66 107

Western 79 100 100 93 85 100 100 100 27
Total 83 99 98 78 91 95 98 77 356

' If a facility reported it purchased ice, this was accepted in place of the ice pack.
%Either a register or tally sheet for recording immunisations provided was observed.
®Measles coverage or DPT dropout rate was documented
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Table A-4.5 Availability of specific equipment and supplies for quality assessment of the sick child
Among facilities that provide outpatient care for sick children, percentage with indicated items to support quality of
services, to provide preventative services, and to assess the sick child in the service delivery room, by type of facility,
Kenya SPA 2004
Percentage by type of facility
Health
Items Hospital centre Maternity Clinic Dispensary Total
Iltems to support quality
Soap 81 74 73 88 85 81
Water 93 89 89 97 95 93
Child health cards 55 57 69 53 48 52
Treatment guidelines/standards (any) 33 22 12 18 22 22
Visual aids for health education 39 21 24 16 33 29
All items to support quality of care 13 9 7 0 7 8
Preventive measures
Capacity to provide vaccinations® 68 53 46 25 56 55
Infant weighing scale 74 76 69 42 71 72
Child weighing scale 68 57 70 48 57 58
Both infant and child weighing scale 60 a7 56 24 44 46
All preventive measures 41 32 36 9 21 26
Equipment for assessment
Thermometer 84 78 84 96 81 81
Minute timer? 55 51 60 59 50 51
Pitcher for mixing ORS 45 32 27 40 51 44
Cup/spoon for giving ORS 43 42 34 54 51 47
ORS packet in facility (pharmacy or
sick child service area) 90 92 64 56 88 88
All three Oral dehydration therapy
(ORT) 35 28 18 20 34 32
All equipment for assessment 21 15 16 16 20 19
Number of facilities offering sick child
services (weighted) 28 125 19 7 238 417
! Vaccines, equipment, immunisation cards, and infection control items all available. Register and monitoring of coverage were not
considered essential for providing vaccines for sick children on the day of survey.
2This represents either a minute timer that is facility equipment or a staff member who is present with a personal watch with second
hand that could be used to time for 1 minute.
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Table A-4.6 Description of different guidelines and teaching materials available
Among facilities providing outpatient care for sick children, percentage where indicated guideline or client educational
aid was available, by type of facility, managing authority and province, Kenya SPA 2004
Percentage of facilities offering sick child services with: N“m.t.’?f of
facilities
IMCI Medical offering sick
counseling protocols for child
IMCI chart cards for  IMCI mother Clinical children's services
Background characteristics booklet provider cards guidelines illnesses (weighted)
Type of facility
Hospital 20 13 9 28 21 28
Health centre 10 5 4 21 15 125
Maternity 0 0 1 11 7 19
Clinic 6 0 0 18 4 7
Dispensary 11 4 6 22 3 238
Managing authority
Government 12 6 23 9 236
NGO 11 1 0 14 22 16
Private (for-profit) 15 0 14 26 4 57
Faith-based organisation 6 5 5 16 6 108
Province
Nairobi 21 16 17 9 13 32
Central 1 1 1 7 1 47
Coast 34 8 8 54 28 48
Eastern 1 1 1 13 2 76
North Eastern 16 13 13 31 20 8
Nyanza 8 7 6 31 7 53
Rift Valley 8 1 6 14 2 124
Western 24 14 1 42 23 28
Total 11 5 5 21 8 417
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Table A-4.7 Availability of services for immunisation and outpatient care for sick
children on the same day
Among all facilities offering outpatient care for sick children, percentage offering
child immunisation (EPI) every day sick child services are offered, and percentage
where both sick child and EPI services were both being offered the day of the
survey, by type of facility, managing authority and province, Kenya SPA 2004
Among facilities offering sick child
services, percentage where:
Number of
EPI services On day of survey, facilities
available every day both sick child and  offering sick

Background sick child services  EPI services were  child services
characteristics are offered provided (weighted)
Type of facility

Hospital 33 82 28

Health centre 28 74 125

Maternity 18 52 19

Clinic 19 29 7

Dispensary 40 49 238
Managing authority

Government 43 67 236

NGO 17 39 16

Private (for-profit) 8 28 57

Faith-based

organisation 32 57 108
Province

Nairobi 33 35 32

Central 35 64 47

Coast 35 72 48

Eastern 41 60 76

North Eastern 41 67 8

Nyanza 45 68 53

Rift Valley 23 46 124

Western 42 79 28
Total 34 58 417

218 APPENDIX B



Table A-4.8 Availability of specific medicines for treatment of the sick child
Among facilities that provide outpatient care for sick children, percentage where the first-line, pre-referral, and other
essential medications are available, by type of facility, Kenya SPA 2004
Percentage by type of facility
Dispen-
Medicines Hospital Health centre  Maternity Clinic sary Total
First-line oral medicines
Oral rehydration solution (ORS) 20 92 64 56 88 88
Antibiotic: amoxicillin 94 71 75 78 79 77
Antibiotic: cotrimoxazole 92 92 77 73 89 89
Either antibiotic 99 92 85 86 94 93
Antimalarial: Fansidar 97 100 68 84 94 95
Antimalarial: amodiaquine 94 75 72 71 62 68
Either Fansidar or amodiaquine 99 100 86 87 98 98
All first-line oral medicines® 89 87 57 54 83 83
Pre-referral medicines
Injectable quinine 87 52 80 60 37 47
Injectable chloramphenicol 82 34 45 22 11 24
Injectable ampicillin or cloxacillin 56 17 49 33 23 25
Injectable penicillin 96 94 91 93 91 93
Injectable gentamycin 94 41 83 79 33 43
Injectable ceftriaxone a7 24 23 14 2 13
Intravenous solution with
perfusion set 65 45 79 42 49 50
All pre-referral medicines? 56 29 59 27 13 23
Other essential medicines
Aspirin or paracetamol (antipyretic) 98 99 90 90 90 93
Vitamin-A (any dose) 49 69 48 38 66 64
Iron tablet 89 85 66 64 88 86
Mebendazole (deworming) 85 83 61 75 89 85
Antibiotic eye ointment 85 69 72 75 63 67
All other essential medicines 36 42 28 24 29 33
Number of facilities offering sick child
services (weighted) 28 125 19 7 238 417
! ORS, at least one oral antibiotic and at least one antimalarial (Fansidar or amodiaquine).
% [(At least one first-line injectable antibiotic (ampicillin or penicillin), at least one second-line injectable antibiotic (ceftriaxone or
gentamycin)) or injectable chloramphenicol], intravenous solution (normal saline, Ringers lactate, or dextrose and saline 0.9
percent) with perfusion set and injection quinine.

APPENDIXB 219



220 APPENDIX B

Table A-4.9 Facility utilization statistics for outpatient care for sick
children

Among facilities providing outpatient care for sick children, the
median number of sick-child consultations per month, by type of
facility, managing authority and province, Kenya SPA 2004

Median monthly Number of
number of facilities providing
sick-child consultation data

Background characteristics consultations® (weighted)
Type of facility
Hospital 188 23
Health centre 180 106
Maternity 27 16
Clinic 30 6
Dispensary 86 222
Managing authority
Government 172 210
NGO 216 15
Private (for-profit) 48 47
Faith-based organisation 50 99
Province
Nairobi 186 26
Central 202 42
Coast 164 45
Eastern 91 67
North Eastern 160 5
Nyanza 69 52
Rift Valley 84 107
Western 171 28
Total 99 372

! Median value for the average of the number of months out of the past 12
months for which data were available.




Table A-4.10 Information on user fees for outpatient care for sick children

Among facilities offering outpatient care for sick children, percentage where indicated practice for user fees is
reported, by type of facility, managing authority and province, Kenya SPA 2004

Number of
facilities offering
Clientchart  Consultation by Consultation by No charges sick child services

Percentage of facilities charging for the indicated item:

Background characteristics orrecord  resident provider consultant  or don't know (weighted)
Type of facility
Hospital 18 31 25 42 28
Health centre 15 14 23 61 125
Maternity 20 63 23 22 19
Clinic 22 53 30 8 7
Dispensary 13 19 7 63 238
Managing authority
Government 10 5 0 85 236
NGO 3 16 34 52 16
Private (for-profit) 8 40 36 28 57
Faith-based organisation 29 46 29 16 108
Province
Nairobi 29 40 13 32 32
Central 21 11 12 62 47
Coast 3 33 9 60 48
Eastern 12 20 17 46 76
North Eastern 0 13 3 83 8
Nyanza 33 24 25 42 53
Rift Valley 6 11 11 75 124
Western 16 33 13 61 28
Total 14 21 14 58 417

Table A-4.11 Out-of-pocket payments for sick child consultations
Among interviewed caretakers of sick children, percentage who reported that they are part of a programme for prepayment or
deferring child health costs (programme) and percentage who reported paying any out-of-pocket fees for services for the sick
child on the day of the survey and, among the caretakers who paid any fees for services for the sick child, median amount (KSH)
paid on the day of the survey, by whether the child belongs to a programme or not, by type of facility, Kenya SPA 2004
Median out-of-pocket Number of
Percentage of interviewed caretakers fees (KSH) paid by interviewed care-
of sick children reporting: caretakers who paid takers providing
anything for child valid responses for
Payment of any out-of- health services on the out-of-pocket
pocket fees this visitt  Number of day of survey payments (weighted)
They Does not interviewed Does not Does not
belongto Belongsto belongto caretakers Belongsto belongto Belongsto belongto
Type of facility programme programme programme (weighted) programme programme programme programme
Hospital 16 7 47 95 171 76 7 43
Health centre 10 3 25 529 206 86 16 132
Maternity 18 18 70 25 258 185 4 17
Clinic 16 13 72 13 204 140 2 10
Dispensary 9 4 36 679 94 69 26 242
Total 10 4 33 1,341 140 83 55 444
! Includes any amount paid out-of-pocket including consultation, laboratory test, medicines, or other.
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Table A-4.12 Supportive management for providers of child health services

Among interviewed child health service providers, percentage who received the indicated supportive
management practice, by type of facility, managing authority and province, Kenya SPA 2004

Percentage receiving indicated supportive management practices:

Personally Number of
supervised during  Most recent in-  interviewed
Received in- past 6 months and  service training  child health
service training  Personally received in-service was 13-35 service
Background during the past supervised in training during the months preceding providers
characteristics 12 months® past 6 months past 12 months survey (Weighted)2
Type of facility
Hospital 15 54 11 15 608
Health centre 7 69 7 12 432
Maternity 14 79 11 5 93
Clinic 18 61 11 13 10
Dispensary 31 77 27 8 266
Managing authority
Government 14 62 12 9 821
NGO 7 64 7 14 26
Private (for-profit) 18 67 13 7 258
Faith-based
organisation 19 68 14 25 305
Province
Nairobi 18 66 15 11 200
Central 10 47 8 3 147
Coast 11 57 9 10 196
Eastern 9 70 7 10 221
North Eastern 37 64 32 9 10
Nyanza 17 74 14 19 204
Rift Valley 24 60 20 16 322
Western 9 84 8 9 109
Total 15 65 13 12 1,410

! This refers to structured in-service sessions and does not include individual instruction received during routine
supervision.
%Includes only providers of child health services in facilities offering child health services.
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Table A-4.13 In-service training for child health providers
Among interviewed child health providers, percentage who received in-service training on specific topics during the past 12 months or 13-35
months preceding the survey, by type of facility, managing authority and province, Kenya SPA 2004
Percentage of child health service providers who received in-service training on specific topics
Nutrition/ .Ntumt')er O;
EPI/Cold ARI* Diarrhea Malaria micronutrient Breast- Complementary mh?(;vl!]ewleth
chain treatment  treatment treatment  deficiencies feeding feeding IMCI? ¢ Iservii?a
Background 13- 13- 13- 13- 13- 13- 13- 13-  providers
characteristics 12m 35m 12m 35m 12m 35m 12m 35m 12m 35m 12m 35m 12m 35m 12m 35m (Weighted)3
Type of facility
Hospital 5 8 4 9 6 15 9 14 8 8 10 9 9 8 6 7 608
Health centre 3 11 2 5 2 6 4 12 2 5 3 12 3 5 2 11 432
Maternity 5 11 2 9 6 6 4 12 1 10 7 7 7 5 1 8 93
Clinic 12 6 10 14 10 17 10 13 6 15 11 15 6 15 6 6 10
Dispensary 20 11 3 8 16 8 23 9 4 6 6 5 5 3 5 8 266
Managing authority
Government 6 7 3 6 7 7 9 8 4 6 6 6 6 5 4 6 821
NGO 5 14 2 10 2 16 2 14 1 13 3 14 4 7 1 9 26
Private (for-profit) 6 11 4 7 7 8 11 8 5 9 9 7 9 6 3 8 258
Faith-based
organisation 10 17 4 11 6 20 10 29 6 7 8 17 6 9 6 16 305
Province
Nairobi 7 14 7 10 10 8 7 10 7 10 10 8 9 7 5 9 200
Central 7 4 2 4 3 4 5 3 2 4 5 2 5 3 4 2 147
Coast 4 6 2 6 4 7 5 6 5 5 6 6 5 3 4 5 196
Eastern 5 10 3 8 3 10 5 11 3 8 5 9 5 9 3 11 221
North Eastern 16 14 12 12 15 15 15 14 13 15 25 9 24 8 18 11 10
Nyanza 6 16 2 8 5 10 10 22 7 6 9 21 9 9 6 18 204
Rift Valley 12 10 2 8 14 18 20 19 5 6 8 6 6 4 4 4 322
Western 5 5 2 7 2 9 4 9 3 8 2 10 3 7 1 11 109
Total 7 10 3 8 7 10 10 13 5 7 7 9 6 6 4 9 1,410
! Acute respiratory infection.
% Integrated management of childhood illness.
®Includes only providers of child health services in facilities offering child health services
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Table A-4.14 Supportive supervision for child health service providers

Among interviewed child health providers who were personally supervised in the past 6 months, median number of times staff were supervised, and per-
centage who reported specific activities of the supervisor during the last visit, by type of facility, managing authority and province, Kenya SPA 2004

Number of providers
of child health

Percentage of providers reporting indicated activities of the supervisor during the last )
services who were

Median number supervisory visit

of times staff supervised in the
Background were supervised Deliver Checked Observed Provided Verbal Written Provided Discussed past 6 months
characteristics in past 6 months supplies  records work feedback praise praises updates problems Other (weighted)*
Type of facility
Hospital 4 51 93 90 89 84 31 63 89 19 330
Health centre 5 45 98 85 78 71 32 70 90 8 296
Maternity 3 36 98 96 47 47 18 47 54 1 74
Clinic 3 40 93 87 85 82 47 73 81 5 6
Dispensary 4 74 96 94 93 89 53 79 93 8 204
Managing authority
Government 4 60 95 89 87 82 37 68 90 12 511
NGO 4 41 97 95 95 94 74 60 97 13 17
Private (for-profit) 6 27 98 94 56 51 24 72 76 3 173
Faith-based
organisation 5 58 95 86 94 87 38 63 90 16 209
Province
Nairobi 12 52 92 88 92 87 27 74 93 7 132
Central 4 58 92 92 92 81 60 60 88 13 69
Coast 7 39 97 90 58 49 26 89 95 11 111
Eastern 6 71 100 91 93 88 41 59 91 23 155
North Eastern 4 73 93 88 86 83 55 61 90 10 7
Nyanza 3 32 94 92 68 66 24 50 71 14 152
Rift Valley 3 64 97 93 88 83 38 70 87 7 193
Western 5 47 96 73 91 89 41 76 92 3 91
Total 4 53 96 89 83 78 35 68 87 11 910

! Includes only providers of child health services in facilities offering child health services
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Table A-4.15 Observed assessments, examinations, and treatments for sick children

Percentage of observed children for whom the indicated assessment, examination, or intervention was a component of their
consultation, by type of facility, Kenya SPA 2004

Percentage by type of facility

Components of consultation Hospital  Health centre  Maternity Clinic Dispensary Total
Consultation conducted by physicians 81 38 29 44 8 26
History: assessment of danger signs
Inability to eat or drink anything 41 33 56 41 36 36
Vomiting everything 44 34 48 a7 37 36
Convulsions 18 14 13 13 9 12
All danger signs 11 9 6 9 3 6
History: assessment of symptoms
Cough or difficult breathing 79 74 59 77 72 73
Diarrhea 41 39 42 49 31 35
Fever 80 80 81 86 79 80
All three key symptoms1 27 24 19 37 12 18
Ear pain or discharge 13 11 12 15 7 9
All major symptoms2 8 5 3 6 1 3
Physical examination
Felt temperature 74 51 77 71 52 54
Measured temperature (observed or system) 58 57 85 82 71 65
Any temperature 88 74 94 91 86 81
Assessed anemia: Looked at palms 29 13 39 22 10 13
Assessed anemia: Looked at eye
conjunctiva
or mucosa of mouth 60 43 78 54 38 43
Any assessment of anemia 63 45 81 57 40 45
Assessed dehydration 35 15 32 33 14 17
Counted respiratory rate per minute 39 22 53 47 21 24
All key physical checks® 28 15 49 31 14 17
Looked in ear 21 14 34 21 13 14
Feel behind ear 21 12 25 17 10 12
Checked for pedal edema (press both feet) 11 5 13 7 4 5
Remove clothing and observe musculature 50 48 50 48 42 45
All physical checks® 4 2 6 3 0 1
Essential advice
Increase fluids 20 16 22 18 17 17
Continue/increase feeding 29 20 38 31 16 19
Symptoms for immediate return 21 14 27 28 15 16
All three essential messages 10 3 9 6 6 5
Drinking/feeding practice during illness
Feeding/Breastfeeding practices 41 31 46 39 36 34
Observed if child can drink or suck 12 6 8 9 8 8
Both assessments of drinking/feeding status 10 4 3 4 4 5
Number of observed children (weighted) 102 539 26 14 696 1,378

! Assessed cough, diarrhea, fever.

2 Assessed cough, diarrhea, fever, ear symptoms and throat symptoms.

® Counted respiratory rate, assessed presence of fever (either measured or by touch), and assessed presence of anemia (either palms or mucosa).
* Counted respiratory rate, assessed presence of fever (either measured or by touch), assessed presence of anemia (either palms or mucosa),
checked ear, checked feet (pedal edema), and checked musculature.
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Table A-4.16 Observed and reported information on prescriptions and medicines provided for the observed sick child
Percentage of interviewed caretakers of observed sick children who were given or prescribed oral medicines, who had all
medicines, some medicines and some prescriptions, and only prescriptions on departure from the facility, percentage who
indicated that they were told how to give the medicine at home, and percentage who felt they understood how to provide the
medicine, and percentage who stated the child was given a dose of the medicine at the facility by type of facility, Kenya SPA
2004
Percentage by type of facility
Health
Components of consultation Hospital centre Maternity Clinic Dispensary Total
Observed during consultation
Caretaker was told about medications 36 47 74 77 60 54
Caretaker was asked to repeat
instructions 7 11 17 21 12 11
Child received first dose of any
medicine at facility 9 10 28 27 18 14
Antibiotic was prescribed 77 78 71 66 71 74
Number of observed sick children who
received medicines (weighted) 83 501 22 13 631 1,250
Observed during exit interview
Caretaker has all medicines 57 63 80 80 66 64
Caretaker has some medicines and
some prescriptions 28 32 15 17 31 31
Caretaker has only prescriptions 15 4 6 2 2 4
Child received or was prescribed an
injectable medicine 29 33 41 29 25 29
Report by caretaker
Was told how to give the medicine at
home 90 96 87 86 97 96
Feels comfortable in knowledge of how
to provide medicine at home 93 97 88 97 99 98
Number of interviewed caretakers of
sick children who received
prescription, medicine, or both
(weighted) 76 489 20 12 621 1,217
Child was provided a dose of oral
medicine at the facility 22 28 30 23 25 26
Child received injectable at the facility 29 33 46 31 27 30
Number of interviewed caretakers
of sick children (weighted) 78 495 22 12 631 1,239

226 APPENDIX B



Table A-4.17 Observed preventative assessments for sick children

Percentage of observed children for whom the indicated assessment, examination, or intervention was a component

of their consultation, by type of facility, Kenya SPA 2004

Percentage by type of facility

Health

Components of consultation Hospital centre Maternity Clinic  Dispensary Total
Preventive measures

Child weighed 75 48 64 48 54 53

Weight plotted 70 48 63 37 39 45
Normal feeding assessed (<24 months) 44 36 60 46 33 36
Normal feeding assessed (224 months) 40 29 27 26 31 31
Any age normal feeding practices

assessed 42 33 49 37 32 34
Immunisation status assessed (<24

months) 82 66 58 54 64 66
Immunisation status assessed (=24

months) 61 58 42 28 46 51
Any age immunisation status assessed 74 63 53 43 57 60
Number of observed children < 24 months

old (weighted) 57 354 17 8 408 844
Number of observed children = 24 months

old (weighted) 38 175 9 6 289 516
Number of observed children (weighted) 95 529 26 14 696 1,360

Table A-4.18 Reported information from interview of caretaker of observed child

Percentage of interviewed caretakers of observed children who, when asked, reported that a provider discussed the

indicated items, by type of facility, Kenya SPA 2004

Percentage by type of facility

Health

Components of consultation Hospital centre Maternity Clinic Dispensary Total
Weight or nutritional status of the child 22 15 35 19 16 16
General feeding practices 18 15 29 25 16 16
Give food and liquid during the illness 8 7 24 13 9 9
Was told what the illness was 42 31 70 65 45 40
Number of interviewed caretakers

(weighted) 95 529 26 14 696 1,360
Caretaker brought immunisation card to

facility this visit a7 52 34 17 44 47
Caretaker reports child <24 month

received immunisation 7 6 20 6 7 7
Number of caretakers of children < 24

months (weighted) 57 354 17 8 408 844

APPENDIXB 227



Table A-4.19 Client feedback during exit interview
Percentage of interviewed caretakers of observed children who said that they considered specific items as big
problems for them the day of the visit, by type of facility, Kenya SPA 2004
Percentage by type of facility
Health

Components of consultation Hospital centre Maternity Clinic Dispensary Total
Behavior/attitude of provider 3 5 0 1 3 4
Inability to discuss problem 4 2 3 2 2 2
Insufficient explanation about child's

illness 5 10 3 2 5 7
Waiting time to see provider 31 20 4 20 19 20
Quality of examination and treatment 4 6 1 1 2 4
Availability of medicines 15 17 2 1 18 17
Days facility is open 4 6 0 1 6 6
Hours facility is open 8 7 0 2 10 8
Cleanliness of facility 4 3 0 1 1 2
Insufficient visual privacy 6 2 0 2 3 3
Insufficient auditory privacy 6 2 0 2 3 3
Number of interviewed caretakers

(weighted) 95 529 26 14 696 1,360

Table A-4.20 Caretaker choice of facility

Among interviewed caretakers of observed children, percentage who reported this was not the closest health facility to their home, and among these, the main

reasons they did not go to the nearest facility, by type of facility, managing authority and province, Kenya SPA 2004

Percentage of Number of
interviewed Percentage of caretakers mentioning the indicated item was a problem interviewed
caretakers who with the nearest facility caretakers for
report this is not  Number of whom this
the closest interviewed Inconvenient Prefer More Was Don't  was not the
Background facility to their ~ caretakers operating Bad Don'tlike No medi- anony- expen- referredto know/ closest facility
characteristics home (weighted) hours reputation personnel  cines mity sive this facility missing  (weighted)
Type of facility
Hospital 42 95 2 12 8 9 4 22 15 28 40
Health centre 23 529 2 7 5 9 8 32 0 35 124
Maternity 70 26 13 26 5 15 7 4 6 24 18
Clinic 49 14 3 17 17 6 6 28 0 23 7
Dispensary 22 696 0 14 9 15 3 26 2 30 153
Managing authority
Government 20 967 0 7 10 16 6 28 1 32 190
NGO 19 49 0 18 1 2 3 55 0 20 9
Private (for-profit) 34 109 13 23 5 3 2 23 12 18 37
Faith-based
organisation 45 236 1 17 5 9 5 24 4 35 106
Province
Nairobi 55 186 1 16 3 0 0 29 4 47 102
Central 26 149 0 15 37 7 0 25 2 13 39
Coast 26 164 7 15 1 2 1 15 1 57 43
Eastern 24 271 0 7 9 47 7 28 1 2 66
North Eastern 13 15 0 0 5 51 0 15 0 29 2
Nyanza 16 172 7 14 3 7 18 10 3 37 28
Rift Valley 16 321 0 2 1 8 14 41 7 27 50
Western 14 82 0 21 11 2 2 33 2 29 12
Total 25 1,360 2 12 8 12 5 27 3 31 342
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Table A-4.21 Educational characteristics of caretakers of observed sick children
Among interviewed caretakers of observed children, percentage indicating their education and literacy status as noted below, by type
of facility, managing authority and province, Kenya SPA 2004
Number of
interviewed
Percentage of interviewed caretakers Percentage of interviewed caretakers  caretakers
who have: Number of with primary or no education who: with primary
interviewed Cannot Can read, or no
Background No Secon- caretakers  read or cannot Canread education
characteristics education Primary dary Higher (weighted) write write and write Missing (weighted)
Type of facility
Hospital 10 49 24 18 95 19 5 73 3 55
Health centre 11 57 17 14 529 26 6 68 0 362
Maternity 3 42 30 25 26 10 0 920 0 12
Clinic 8 48 31 13 14 12 4 79 6 8
Dispensary 11 59 21 10 696 18 11 69 2 482
Managing authority
Government 12 61 17 11 967 23 8 68 0 702
NGO 23 52 18 7 49 10 9 60 21 37
Private (for-profit) 7 40 23 30 109 16 15 68 1 51
Faith-based
organisation 5 50 35 10 236 12 6 77 4 129
Province
Nairobi 2 44 40 14 186 5 4 91 0 87
Central 5 61 17 17 149 8 5 87 0 98
Coast 25 51 17 7 164 38 3 59 0 125
Eastern 6 61 24 8 271 10 9 78 2 183
North Eastern 69 24 4 4 15 78 0 22 0 14
Nyanza 7 65 21 7 172 21 0 78 0 124
Rift Valley 13 60 10 17 321 27 19 50 4 234
Western 16 51 19 14 82 25 5 68 2 54
Total 11 57 20 12 1,360 21 8 69 2 919

APPENDIXB 229



Chapter 5

Table A-5.1 Offered methods of family planning
Percentage of facilities offering each of the indicated methods of family planning (FP), by type of facility, Kenya SPA
2004

Percentage by type of facility

Health
Methods offered Hospital centre  Maternity Clinic Dispensary Total
Combined oral contraception 87 92 94 90 86 89
Progestin-only oral pill 58 63 69 56 31 46
Progestin-only injectable (two or three monthly) 93 90 92 95 87 89
Combined injectable (one monthly) 10 0 3 9 0 1
Male condom 88 90 86 82 83 86
Female condom 61 43 41 27 34 39
Intrauterine device 70 47 67 37 21 36
Implant 59 12 39 20 4 13
Spermicide 7 7 7 9 4 6
Diaphragm 7 2 3 2 4 3
Emergency contraceptive pill 31 14 25 19 4 11
Rhythm method 58 59 46 56 46 51
Female sterilisation 53 4 20 5 0 6
Male sterilisation 25 0 3 4 0 2
At least two of any temporary modern methods 92 96 94 98 89 92
Al least four of any temporary modern methods® 86 83 93 78 59 71
Number of facilities offering FP services
(weighted) 24 107 18 5 169 322
! Among the following methods: contraceptive pills (combined or progestin-only), injections (combined or progestin-only), implants,
intrauterine devices (IUD), condoms (male or female), spermicides, diaphragm, or emergency contraceptive. Permanent methods
(sterilisation) and natural methods (rhythm) are not included.
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Table A-5.2 Availability of offered methods of family planning by type of facility
Among facilities offering the indicated method, percentage where the method was available on the day of the survey,
by type of facility, Kenya SPA 2004
Percentage by type of facility
Health

Methods Hospital centre Maternity Clinic  Dispensary Total
Combined oral contraception 96 91 85 91 94 93
Progestin-only oral pill 82 72 46 51 78 73
Progestin-only injectable (two or three
monthly) 96 88 91 91 90 90
Combined injectable (one monthly) 52 - 50 81 0 48
Male condom 94 99 93 89 90 93
Female condom 81 81 61 76 77 78
Intrauterine device 94 75 76 78 88 82
Implant 50 0 34 38 62 34
Spermicide 26 0 19 61 0 5
Diaphragm 15 0 0 100 0 3
Emergency contraceptive pill 57 71 71 68 0 54
Each method offered by a facility was

available the day of the survey 45 53 39 51 67 58

Table A-5.3 Availability of offered methods of family planning by province
Among facilities offering the indicated method, percentage where the method was available on the day of the survey, by
province, Kenya SPA 2004
Percentage by province
North Rift

Methods Nairobi Central Coast Eastern Eastern Nyanza Valley Western Total
Combined oral contraception 100 99 100 82 88 82 99 90 93
Progestin-only oral pill 78 75 99 71 91 a7 69 77 73
Progestin-only injectable (two or
three monthly) 100 100 68 91 88 91 90 94 90
Combined injectable (one monthly) 100 85 43 - 0 0 45 0 48
Male condom 99 91 98 91 98 96 90 94 93
Female condom 95 82 97 83 100 a7 74 27 78
Intrauterine device 99 73 99 84 89 66 80 81 82
Implant 29 18 58 77 33 37 28 15 34
Spermicide 100 61 63 0 0 3 0 3 5
Diaphragm 0 61 32 - 0 0 0 0 3
Emergency contraceptive pill 29 76 92 91 41 22 35 27 54
Each method offered by a facility

was available the day of the survey 43 67 67 50 61 57 62 57 58
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Table A-5.4 Availability of infrastructure, resources, and systems for quality family planning services
Percentage of facilities where there are items to support quality counseling and items for quality physical examination
by type of facility, Kenya SPA 2004
Percentage by type of facility
Health
Item Hospital centre Maternity Clinic Dispensary Total
Items to support quality counseling
Visual and auditory privacy 85 87 85 74 89 88
Visual privacy only 10 3 11 20 7 6
No privacy 3 6 1 0 1 3
Individual client health cards 76 72 53 60 63 67
Written FP guidelines 39 28 24 43 32 31
Written STI guidelines 40 55 41 45 70 61
Visual aids for health education on family planning 88 90 76 72 87 87
Visual aids for health education on sexually
transmitted infections (STIs) 49 37 23 35 38 38
All items to support quality counseling1 30 21 16 28 23 22
All items to support quality counseling for FP and for
STI services and client education’ 12 12 8 8 13 12
Items for infection control
Soap 82 65 58 82 75 72
Water 91 88 79 97 94 91
Clean latex gloves 91 91 81 93 100 95
Disinfecting solution 57 42 44 49 59 52
Sharps box 92 93 80 71 97 94
All items for infection control® 48 31 32 42 48 41
Waste receptacles4 46 28 37 30 29 31
All items plus waste receptacle for infection control 27 11 10 16 21 18
Items for pelvic examination
Visual and auditory privacy 90 85 85 77 85 85
Visual privacy only 7 6 15 23 11 9
No privacy 2 6 0 0 4 4
Examination bed® 97 96 929 97 100 98
Examination Iigh’[6 58 15 48 44 19 22
Vaginal speculum 51 36 37 29 17 27
All furnishings and equipment for pelvic examination 30 10 20 23 2 8
All items for both infection control and pelvic
examination’ 18 3 11 15 0 3
Number of facilities offering FP services (weighted) 24 107 18 5 169 322
! Either private room or visual barrier, individual client health cards, written guidelines for FP, and any visual aids for FP
2 All items to support quality counseling, written STI guidelines and visual aids for health education on STIs.
®Soap, water, clean latex gloves, disinfecting solution, and sharps box.
*While important for infection control, this is not an item that has been commonly introduced so was not included in the aggregate for
infection control.
® Any bed where a woman can lie down flat.
® Examination light, flashlight, or other spotlight source.
"Visual and auditory privacy, examination bed, examination light, and vaginal speculum.
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Table A-5.5 Availability of specific teaching and visual aids
Percentage of facilities where the indicated teaching tool or visual aid was available, by type of facility, Kenya SPA
2004
Percentage by type of facility
Health
Item Hospital centre Maternity  Clinic Dispensary Total
Visual aids or teaching materials
Samples of different methods 76 68 55 46 66 66
Posters for general promotion of FP 66 61 49 56 59 60
Visual aids about sexually transmitted
infections 33 19 13 16 20 20
Visual aids about HIV/AIDS 28 18 17 21 26 23
Model for demonstrating how to use
condom 54 48 45 29 52 50
Information for client to take home
On family planning 47 47 35 38 26 35
On sexually transmitted infections 10 18 7 8 11 13
On HIV/AIDS 19 26 5 18 9 15
Service guidelines
Any family planning guidelines 39 28 24 43 32 31
WHO guidelines for syndromic approach 40 52 41 45 70 60
Other guidelines for diagnosis and treatment
of STls 11 12 11 11 11 11
Number of facilities offering FP services
(weighted) 24 107 18 5 169 322

Table A-5.6 Location in facility where equipment for family planning services is processed for reuse
Percentage of facilities where FP equipment is processed for reuse in the indicated location, by
type of facility, Kenya SPA 2004
Percentage of facilities where FP service equipment is Number of
processed in indicated area® facilities
Outside facility/ offering FP
FP service Main facility Delivery no processing FP services
Type of facility area area service area equipment (weighted)
Hospital 14 73 1 4 24
Health centre 28 55 0 2 107
Maternity 18 77 1 4 18
Clinic 9 60 0 13 5
Dispensary 4 63 1 4 169
Total 17 78 1 4 322
! Main facility area and FP service area may be one location in small facility
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Table A-5.7 Level of sterilisation/disinfecting capacity available in location where family planning equipment is processed
Highest level of processing for which the facility has all items to support quality sterilisation/high level disinfecting (HLD)
processing, and the percentage with written guidelines at the site where FP equipment is processed for reuse, by type of facility,
managing authority, and province, Kenya SPA 2004
Percentage of facilities where the indicated
procedure is the highest level for which all conditions  Percentage of facilities ~ Number of
for quality sterilisation/HLD of FP equipment was with written guidelines facilities
available for sterilisation or offering FP
Dry heat or Boil/steam or HLD procedures at services
Background characteristics autoclave’ chemical HLD? No procedure processing site (weighted)
Type of facility
Hospital 46 1 53 33 24
Health centre 26 0 74 12 107
Maternity 26 0 74 17 18
Clinic 11 0 89 10 5
Dispensary 5 0 95 1 169
Managing authority
Government 12 0 87 7 209
NGO 71 0 29 16 14
Private (for-profit) 25 0 75 20 36
Faith-based organisation 10 0 90 3 63
Province
Nairobi 45 0 55 18 18
Central 14 0 85 5 42
Coast 23 0 77 32 35
Eastern 1 0 99 1 62
North Eastern 3 0 97 34 6
Nyanza 6 0 94 2 49
Rift Valley 24 0 76 2 89
Western 18 0 82 16 22
Total 16 0 84 8 322
! Equipment functions, and appropriate knowledge of temperature and time for method used, and an automatic timer are all present.
2Either equipment or knowledge was lacking or facility does not process FP equipment.
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Table A-5.8 Storage conditions for sterilised or high-level disinfected FP_equipment

Percentage of facilities with stored, sterilised/high-level disinfected (HLD) FP instruments present and storage conditions among
facilities where sterilised/HLD items are present, by type of facility, managing authority, and province, Kenya SPA 2004

Percentage with:

Number of
Processing  Sterile/HLD facilities with
dates status storage stored
Percentage of Sterile/HLD Clean, but observed on conditions and  sterilised/
facilities with stored Number of status not sterile, processed processing HLD FP
Background sterilised/HLD FP  facilities storage storage and stored dates on items
characteristics items present (weighted) conditions®  conditions? items sterilised items  (weighted)
Type of facility
Hospital 91 24 83 1 59 56 21
Health centre 85 107 49 10 10 7 90
Maternity 99 18 59 11 28 27 17
Clinic 79 5 54 14 15 15 4
Dispensary 72 169 48 11 6 6 121
Managing authority
Government 79 209 50 12 11 11 166
NGO 98 14 74 1 17 16 14
Private (for-profit) 87 36 61 16 39 29 31
Faith-based
organisation 69 63 46 0 4 4 43
Province
Nairobi 98 18 66 24 32 32 18
Central 94 42 70 7 8 8 39
Coast 65 35 53 14 21 7 23
Eastern 66 62 38 20 4 4 41
North Eastern 76 6 24 13 11 11 4
Nyanza 98 49 43 2 15 14 48
Rift Valley 75 89 48 5 17 17 66
Western 68 22 81 16 4 4 15
Total 79 322 52 10 14 12 255

! Items are wrapped and sealed with time-steam-temperature (TST) tape or are in a sterile/HLD box that clasps shut and storage area is dry and
clean.

2 ltems may be wrapped but not sealed, unwrapped on a tray under a cloth, unwrapped on a tray in the steriliser of autoclave, or sitting in
disinfecting solution, and storage area is dry and clean.
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Table A-5.9 Availability of medicines for treating sexually transmitted infections
Percentage of facilities where the indicated medicine is available, and percentage with at least one treatment for
each of the four sexually transmitted infections (STIs) by type of facility, Kenya SPA 2004
Percentage by type of facility
Health

Medicines Hospital centre Maternity  Clinic  Dispensary Total
FP provides STI service 29 62 55 88 74 66
Metronidazole or tinidazole
(trichomoniasis) 99 84 94 86 91 90
Ceftriaxone (gonorrhea) 46 27 22 11 3 15
Ciprofloxacin (gonorrhea) 37 14 42 34 6 13
Doxycycline (chlamydia, syphilis) 93 93 73 74 89 89
Tetracycline (chlamydia, syphilis) 34 16 58 48 11 18
Erythromycin (chlamydia, syphilis) 86 49 53 51 53 54
Any injectable or oral Penicillin (syphilis) 96 93 92 91 91 92
Nystatin or miconazole suppository
(candidiasis) 27 24 19 32 9 16
At least one medication for gonorrhoea 54 34 50 34 9 23
At least one medication for chlamydia 97 96 81 79 90 92
At least one medication for syphilis 98 100 93 91 97 98
At least one medication for the four STls

assessed" 54 30 49 34 9 22
Number of facilities offering FP

services (weighted) 24 107 18 5 169 322
' At least one medicine for treating trichomoniasis, gonorrhea, chlamydia, and syphilis.

Table A-5.10 Availability of equipment and infrastructure for providing specific methods of contraception

Among facilities offering contraceptive methods containing estrogen, injectable methods, intrauterine devices (IUDs), or implants, percentage having
the required equipment and infrastructure to provide the method safely, by type of facility, Kenya SPA 2004

Estrogen containing method Injectables IUD Implants
Per- Number of Per- Percentage Percentage with
Per- Number of centage facilities centage with all items all equipment,  Number of
Percentage centage facilities with sterile  offering  with basic and Number of Percentage items for infection  facilities
with blood with adult offering method needle injectable items for conditions for  facilities with items control, and offering
pressure weight with estrogen and method IUD quality lUD  offering IUD forimplant infrastructure for  implants
Type of facility apparatus’  scale (weighted) syringe  (weighted) insertion® insertion®  (weighted) insertion®* implant insertion® (weighted)
Hospital 88 95 21 96 22 55 35 17 24 19 14
Health centre 68 92 98 92 96 58 9 50 0 0 13
Maternity 94 89 17 91 16 28 15 12 21 21 7
Clinic 94 81 5 94 5 58 44 2 29 15 1
Dispensary 86 93 146 100 148 64 0 36 62 0 7
Total 80 92 286 96 287 56 11 117 22 10 41

! Stethoscope and sphygmomanometer.

2 Clean latex gloves, iodine antiseptic, speculum, forceps for holding gauze to clean cervix, tenacula and uterine sound (or IUD kit that includes a tenacula and
uterine sound).

% Basic items for 1UD insertion, all infection control items (soap, water, clean latex gloves, disinfecting solution, and sharps box) and visual privacy, an
examination bed and an examination light, and IUD method.

“ Forceps for grasping Implant, local anesthetic (Xylocaine), scalpel with blade, sterile needle and syringe, sterile gloves and antiseptic for cleaning skin, and
implant method plus insertion devices.

® Equipment for Implant, all infection control items (soap, water, disinfecting solution, and sharps box) and visual privacy, examination bed, and examination
light.
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Table A-5.11 Availability of specific items for intrauterine device

Among facilities that offer the intrauterine device (IUD), percentage that have each of the indicated
supplies and pieces of equipment to support insertion and removal of IUD, by type of facility, Kenya SPA

2004
Percentage by type of facility
Health

Iltem Hospital centre Maternity Clinic  Dispensary Total
Clean or sterile latex gloves 99 100 94 95 100 929
Antiseptic solution 73 68 51 88 64 66
Sponge holding forceps 72 79 62 78 71 73
Speculum 73 78 54 78 78 75
Tenacula 65 84 49 65 78 76
Uterine sound 69 78 51 65 78 73
All basic items 55 58 28 58 64 56
IUD method available 94 75 76 78 88 82
All basic items plus method 55 51 28 49 52 50
Number of facilities offering

IUD (weighted) 17 50 12 2 36 117

Table A-5.12 Availability of specific items for implant

Among facilities that offer the implant method, percentage that have each of the indicated supplies and pieces of

equipment, by type of facility, Kenya SPA 2004

Percentage by type of facility

Health Dispen-

Item Hospital centre Maternity Clinic sary Total
Sterile gloves 92 87 78 91 62 83
Antiseptic solution 71 13 50 91 62 49
Sponge holding forceps 71 57 49 74 62 62
Local anesthetic 82 75 64 100 62 74
Sterile syringe and needle 95 100 89 91 62 90
Scalpel with blade 54 49 55 65 62 54
Forceps for grasping implant 70 57 55 74 62 62
Implant method plus insertion devices 35 0 23 38 62 27
All items* 24 0 21 29 62 22
Number of facilities offering

implants (weighted) 14 13 7 1 7 41

! Sterile gloves, antiseptic solution, sponge holding forceps, local anesthetic, sterile syringe and needle, scalpel with blade,

any forceps, any implant method with inserter.
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Table A-5.13 Facility utilization statistics for family planning clients

Median number of family planning consultations per month, by type of
facility, managing authority and province, Kenya SPA 2004

Number of facilities

Median number of providing
family plannin%] consultation data
Background characteristics consultations (weighted)
Type of facility
Hospital 117 21
Health centre 66 96
Maternity 27 14
Clinic 23 4
Dispensary 35 142
Managing authority
Government 55 201
NGO 54 13
Private (for-profit) 42 26
Faith-based organisation 16 35
Province
Nairobi 91 18
Central 57 35
Coast 44 32
Eastern 90 44
North Eastern - 4
Nyanza 26 42
Rift Valley 33 79
Western 89 22
Total 50 276

! Median value for the average of the number of months out of the past 12 months,
for which data were available.




Table A-5.14 Information on user fees for family planning services

Percentage of facilities where the indicated practice for user fees is reported and percentage where the indicated practices exist , by type of facility, managing authority and province, Kenya SPA

2004
Percentage of facilities charging for the indicated item among facilities offering the method: Number
Percentage of Number of of
facilities charging for Number Number facilities facilities
the indicated item: Number of facilities of facilities Number Number Number offering No offering
Client of facilities offering offering of facilities of facilities of facilites Emer- emergency char- FP
chart Con- offering  Male male  Female female offering offering offering  gency contra- ges/  services
Background or sult  Any pills con- condom con- condom Injec- injection IUD Im- implant contra-  ception doesn't (weight-
characteristics _record fee method Pills (weighted) dom (weighted) dom (weighted) tion (weighted) 1UD (weighted) plant (weighted) ception (weighted) know ed)
Type of facility
Hospital 14 36 43 44 13 6 13 9 8 50 14 58 11 77 9 26 4 40 24
Health centre 20 19 22 44 47 19 41 0 16 45 43 46 28 69 10 29 10 56 107
Maternity 24 40 88 76 17 13 15 24 7 87 16 89 11 86 7 88 4 6 18
Clinic 24 46 82 81 5 19 4 41 1 84 5 90 2 82 1 59 1 7 5
Dispensary 25 13 15 31 83 6 72 13 31 31 83 23 18 0 7 - 0 51 169
Managing authority
Government 29 12 8 17 87 5 81 1 37 14 84 31 33 46 21 0 8 58 209
NGO 0 29 6 16 4 6 4 23 1 16 4 100 1 100 1 74 1 69 14
Private (for-
profit) 24 47 91 76 33 23 29 19 12 89 34 90 21 87 10 76 10 5 36
Faith-based
organisation 7 23 45 70 39 14 31 29 15 70 39 33 15 90 2 63 1 38 63
Province
Nairobi 24 47 24 26 13 1 12 2 8 35 13 39 11 47 6 45 3 28 18
Central 34 28 25 43 24 24 21 11 8 30 20 65 10 65 9 45 2 43 42
Coast 28 32 25 31 19 4 16 6 12 47 19 91 8 100 1 87 5 46 35
Eastern 41 8 18 29 36 27 31 23 18 29 36 15 10 15 5 0 4 42 62
North Eastern 0 2 11 100 1 0 1 - 0 100 1 100 0 100 0 - 0 89 6
Nyanza 12 5 44 72 27 1 19 0 2 75 28 72 8 57 3 46 2 43 49
Rift Valley 13 20 19 35 39 3 39 7 15 36 39 38 19 92 7 24 2 56 89
Western 8 18 20 67 6 1 6 10 2 71 6 50 3 100 1 46 2 72 22
Total 23 19 24 41 164 11 145 11 64 43 161 50 70 62 34 43 19 49 322
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Table A-5.15 Out-of-pocket payments for family planning services
Among observed and interviewed FP clients, percentage who reported paying any out-of-pocket fees for FP
services on the day of the survey and, among the clients who paid any fees for services, median amount
(KSH) paid on the day of the survey, by type of facility, managing authority and province, Kenya SPA 2004
Number of
Median out-of-pocket interviewed FP
payment (KSH) by clients providing
Percentage of Number of FP clients who paid valid responses for
interviewed FP interviewed anything for FP out-of-pocket
clients paying any FP clients services day of payments
Background characteristics  out-of-pocket fees (weighted) survey1 (weighted)
Type of facility
Hospital 41 62 39 25
Health centre 69 255 25 176
Maternity 81 13 108 11
Clinic 85 3 70 3
Dispensary 66 196 21 130
Managing authority
Government 64 400 24 256
NGO 33 38 26 12
Private (for-profit) 70 25 105 17
Faith-based organisation 87 67 29 58
Province
Nairobi 70 52 28 36
Central 78 45 18 35
Coast 68 71 27 48
Eastern 74 133 24 99
North Eastern 0 1 - 0
Nyanza 79 33 24 26
Rift Valley 53 146 26 78
Western 44 49 23 21
Total 65 529 25 344
! Includes any amount paid out-of-pocket, including consultation, laboratory test, medicines, or other

Table A-5.16 Out-of-pocket payments for clients who received specific family planning
procedures

Among observed and interviewed FP clients who received IUD insertion, IUD removal, injectable
contraceptive or a pelvic exam without another procedure, percentage who paid any out-of-
pocket fees, and median amount (KSH) paid on the day of the survey, by the main procedure
received, Kenya SPA 2004

Percentage of Total number Median out-of-pocket Number of

clients who of cases fee paid by client cases who

paid out-of- receiving receiving indicated  paid out-of-
Procedure pocket fee procedure procedure1 pocket fee
IUD insertion/removal® 69 3 59 2
Implant insertion/removal 80 3 606 3
Injection 70 367 25 255

! Includes any amount paid out-of-pocket, including consultation, laboratory test, medicines, or other
2May or may not include 1UD removal as well

240 APPENDIX B



Table A-5.17 Supportive management for providers of family planning services
Among interviewed family planning (FP) service providers, percentage who received the indicated supportive
management practice, by type of facility, managing authority and province, Kenya SPA 2004
Percentage receiving indicated supportive management practices:
Personally Most recent
supervised during in-service  Number of
Received in- Personally past 6 months and  training was interviewed
service training supervised in  received in-service 13-35 months FP service
Background during the past past 6 training during the preceding providers
characteristics 12 months” months past 12 months survey (weighted)2
Type of facility
Hospital 28 56 19 26 339
Health centre 19 68 16 18 299
Maternity 40 76 36 26 58
Clinic 29 74 24 17 6
Dispensary 24 84 23 28 151
Managing authority
Government 25 65 19 25 583
NGO 23 70 20 47 23
Private (for-profit) 23 67 19 9 155
Faith-based organisation 30 75 25 30 92
Province
Nairobi 37 72 30 26 110
Central 27 46 17 8 114
Coast 21 60 19 24 158
Eastern 18 73 13 22 117
North Eastern 26 58 14 17 7
Nyanza 22 72 17 36 91
Rift Valley 27 66 22 28 187
Western 20 89 18 19 69
Total 25 66 20 24 853
! This refers to structured in-service sessions, and does not include individual instruction received during routine
supervision.
2Includes only providers of family planning services in facilities offering family planning services.
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Table A-5.18 In-service training for family planning service providers

Among interviewed family planning (FP) service providers, percentage who received in-service training on specific topics during the past 12 months
or 13-35 months preceding the survey, by type of facility, managing authority and province, Kenya SPA 2004

Percentage of interviewed family planning providers who received in-service training1 on specific items

Symptom Syndromic Other
manage- approach to diagnosis
Counselling Update on ment for diagnosis and
Coun- on any symptoms/ family and treatment of  Number of
sellingon  contraceptive  side effects of planning treatment of STls (not interviewed
FP technology methods Colposcopy methods STls HIV) EP service
Background 13- 13- 13- 13- 13- 13- 13- providers
characteristics 12m 35m 12m 35m 12m 35m 12m 35m 12m 35m 12m 35m 12m 35m (weighted)2
Type of facility
Hospital 13 18 14 16 11 15 4 3 12 15 15 15 10 13 339
Health centre 10 9 7 5 8 6 3 1 8 4 11 14 11 10 299
Maternity 13 40 20 32 18 30 10 3 22 33 16 20 24 19 58
Clinic 14 9 16 8 17 5 11 2 16 4 19 20 11 18 6
Dispensary 7 13 8 9 7 10 2 0 7 12 14 26 10 10 151
Managing authority
Government 12 15 13 12 12 11 4 1 12 11 13 16 10 12 583
NGO 5 32 6 35 8 29 3 2 14 26 9 8 17 22 23
Private (for-profit) 10 12 5 10 4 12 2 3 6 10 12 10 10 9 155
Faith-based
organisation 9 17 9 11 7 12 4 1 6 18 16 33 18 12 92
Province
Nairobi 20 28 18 21 20 22 8 3 20 22 18 14 21 13 110
Central 16 5 14 4 16 4 8 2 16 4 10 10 10 4 114
Coast 9 13 8 7 6 7 0 1 9 6 8 18 7 11 158
Eastern 8 14 8 14 3 12 3 2 3 12 11 14 8 9 117
North Eastern 11 17 15 13 11 8 3 2 11 13 13 13 9 10 7
Nyanza 5 14 6 14 5 14 4 1 5 11 14 28 7 11 91
Rift Valley 9 19 10 14 7 15 1 1 8 18 18 18 15 18 187
Western 12 11 10 10 15 8 2 1 14 8 10 16 8 13 69
Total 11 15 11 12 10 12 3 2 10 12 13 17 11 12 853

! Structured in-service sessions does not include individual instruction received during routine supervision
%Includes only providers of family planning services in facilities offering family planning services.
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Table A-5.19 Supportive supervision for family planning providers
Among interviewed family planning (FP) service providers, who were personally supervised in the past 6 months, median number
of times staff were supervised, and percentage who report specific activities of the supervisor during the last visit, by type of
facility, managing authority and province, Kenya SPA 2004
Number of
FP service
providers
Percentage of providers reporting indicated activities of the supervisor who were
during the last supervisory visit supervised in
the past
Background Deliver Checked Observed Provided Verbal Written  Provided Discussed 6 months
characteristics supplies records work  feedback praise praises updates problems Other (weighted)l
Type of facility
Hospital 47 91 89 92 88 38 66 86 10 189
Health centre 51 99 90 74 65 39 73 89 10 202
Maternity 55 97 95 72 72 22 83 96 2 44
Clinic 42 92 86 85 81 63 71 80 3 5
Dispensary 75 96 94 89 84 60 78 95 10 127
Managing authority
Government 59 95 89 87 83 42 66 88 12 379
NGO 55 97 95 96 95 78 65 97 14 16
Private (for-profit) 33 97 96 61 54 25 90 96 2 103
Faith-based
organisation 69 95 94 91 78 57 88 90 6 69
Province
Nairobi 49 94 92 83 81 27 73 93 6 79
Central 64 94 92 93 79 64 52 86 13 53
Coast 38 98 91 53 45 22 92 95 9 94
Eastern 67 99 91 96 90 56 76 98 7 86
North Eastern 70 92 75 87 87 49 60 93 14 4
Nyanza 56 87 92 85 82 36 76 85 22 66
Rift Valley 59 97 92 89 82 45 65 82 8 124
Western 58 97 88 90 88 53 70 89 3 62
Total 55 96 91 83 77 42 73 90 9 567
! Includes only providers of family planning services in facilities offering family planning services.
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Table A-5.20 Description of observed family planning clients

Among observed family planning (FP) clients, percentage for whom this was the first
visit for family planning at this facility, percentage for whom this was a follow-up visit,
and percentage who have no prior pregnancy, by type of facility, managing authority and
province, Kenya SPA 2004

Number of
Percentage of observed FP clients observed family
Follow-up Never planning clients
Background characteristics First visit visit pregnant (weighted)
Type of facility
Hospital 27 73 4 64
Health centre 35 65 5 259
Maternity 55 45 1 13
Clinic 29 71 7 3
Dispensary 19 81 6 199
Managing authority
Government 31 69 5 407
NGO 20 80 0 38
Private (for-profit) 26 74 5 25
Faith-based organisation 22 78 10 68
Province
Nairobi 47 53 6 52
Central 16 84 1 48
Coast 30 70 4 71
Eastern 19 81 3 138
North Eastern 29 71 0 1
Nyanza 18 82 21 33
Rift Valley 34 66 6 147
Western 38 62 0 49
Total 29 71 5 537

Table A-5.21 Principal reason for visit, and user status for observed family planning
clients

Among observed family planning (FP) clients, principal reason they came to the
family planning service the day of the survey, and user status, Kenya SPA 2004

Percentage of observed
family planning clients
Principal reason for visit with indicated status

Current user at clinic for:

Re-supply current method/routine visit 70
Elective method change/discontinue family planning 3
Discuss problem with current method 1
Discuss non-FP health problem 0
Other/missing reason for user's visit 1
Non-user
Used method in past 10
Never used method 15
Other not determined reason for visit 1
Number of observed family planning clients (weighted) 537




Table A-5.22 Method of choice for observed family planning clients

Among observed and interviewed family planning (FP) clients, percentage for whom each of the indicated methods was
provided, prescribed, or continued being used at the end of the visit, by type of facility, managing authority and province, Kenya
SPA 2004

Percentage for whom indicated method was the main method either provided, Number of
prescribed, or continued being used observed and
Combined Progestin interviewed
oral Progestin-only injectable (2 or family planning
Background contraceptive pill or type 3 monthly) No clients
characteristics (CoQ) unknown (POP) (PIN) Condom IUD Implant Other' method (weighted)
Type of facility
Hospital 5 7 79 1 5 2 9 1 62
Health centre 12 14 73 0 0 0 23 1 255
Maternity 13 2 58 0 6 8 6 0 13
Clinic 0 0 78 0 3 3 12 9 3
Dispensary 8 5 88 1 0 0 19 0 196
Managing
authority
Government 10 12 75 1 1 26 1 400
NGO 14 0 84 0 0 1 1 0 38
Private (for-profit) 3 2 92 0 0 2 3 1 25
Faith-based
organisation 5 0 94 0 1 0 0 0 67
Province
Nairobi 15 13 59 0 2 2 5 3 52
Central 28 0 70 0 1 0 0 0 45
Coast 13 31 54 0 0 0 26 0 71
Eastern 3 10 86 0 1 0 57 0 133
North Eastern 0 0 100 0 0 0 0 0 1
Nyanza 10 12 75 0 1 0 11 1 33
Rift Valley 7 0 92 0 0 0 0 0 146
Western 7 5 86 5 1 0 5 0 49
Total 10 9 79 1 1 0 20 0 529

' Other may include emergency contraception or rhythm or female sterilisation.
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Table A-5.23 Conditions for counselling of observed family planning clients
Percentage of all observed family planning clients where the counselling portion was conducted under the indicated
conditions, by type of facility, Kenya SPA 2004
Percentage by type of facility
Health

Components of consultation Hospital centre Maternity Clinic Dispensary Total
Visual privacy assured 88 91 79 97 82 87
Auditory privacy assured 78 84 98 100 83 83
Client was assured of confidentiality 53 34 61 51 46 41
Client was asked about concerns of

methods discussed or used 74 62 92 67 74 69
All counselling conditions met ! 44 28 55 34 30 31
Individual client card reviewed during

consultation 88 82 51 93 79 81
Individual client card written on after

consultation 100 93 75 97 98 95
Visual aids were used during

consultation 25 13 11 23 13 14
Return visit was discussed 96 92 86 87 92 92
Number of observed family planning

clients (weighted) 64 259 13 3 199 537
! Visual and auditory privacy, confidentiality assured and client was asked about concerns of methods discussed or currently used.
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Table A-5.24 General assessments, examinations, and interventions for observed first-visit family planning clients
Percentage of observed first-visit family planning clients where the indicated assessment or examination was a
component of their consultation, by type of facility, Kenya SPA 2004
Percentage by type of facility
Health
Components of consultation Hospital centre Maternity Clinic  Dispensary Total
Client history
Age 81 74 83 90 66 73
Any history of pregnancy 92 80 100 100 66 79
Current pregnancy status 45 41 11 70 12 33
Desired timing for next child or desire for
another child 42 38 28 80 13 32
Breastfeeding status (if ever pregnancy) 52 50 37 51 14 41
Regularity of menstrual cycle 85 72 89 90 50 69
All elements of reproductive history' 20 18 0 46 0 13
Client medical history
Asked about smoking 33 34 23 36 51 38
Asked about symptoms of sexuality
transmitted infections (STIS) 43 21 34 36 51 32
Asked about any chronic illnesses 58 44 48 66 72 53
All risk-history2 27 15 23 36 51 26
Client examination
Measure blood pressure 78 68 100 90 78 73
Measure weight 80 93 100 90 100 94
Number of first-visit FP clients who have
had previous pregnancy 98 95 100 90 89 94
Number of first-visit FP clients (weighted) 17 91 7 1 38 154
' Age, any history of pregnancy, current pregnancy status, desired timing for next child or desire for another child and regularity of
menstrual cycle.
2 Asked about smoking, symptoms of STIs and any chronic illness.
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Table A-5.25 General assessments, examinations, and interventions for observed first-visit family planning clients
Percentage of observed first-visit family planning clients where the indicated assessment or examination was a
component of their consultation, by type of facility, Kenya SPA 2004
Percentage by type of facility
Health
Components of consultation Hospital centre Maternity Clinic  Dispensary Total
Counselling topics covered
Partner attitude toward family planning 28 40 46 36 12 32
Partner status 19 13 0 10 12 13
Either partner question 33 43 46 36 12 35
Discussion related to STls and condoms
Use of condoms to prevent STls 22 35 0 34 45 34
Use of condoms as dual method? 17 7 0 14 19 11
Any discussion related to STls 3 30 25 0 51 39 28
Individual client card reviewed during
consultation 75 70 43 100 100 77
Individual client card written on after
consultation 99 96 66 90 100 96
Visual aids were used during consultation 56 32 0 69 38 35
Client was assured of confidentiality 61 33 51 70 57 43
Number of first-visit FP clients (weighted) 17 91 7 1 38 154
! Asked about other partners for self or partner, absence of partner
2Both to prevent pregnancy and STls
®Risk of STIs discussed or use of condoms to prevent STIs or as dual method discussed.

Table A-5.26 Observed assessments of client who received injections or oral contraceptives with estrogen
Percentage of observed family planning (FP) clients who received a contraceptive with estrogen, who had their
blood pressured measured, and percentage who had their weight measured, by type of facility, Kenya SPA
2004
Percentage by type of facility
Health Dispen-

Components of consultation Hospital centre  Maternity sary Total
Examination specific to estrogen-based
contraceptive

Blood pressure measured 82 68 100 72 71

Weight measured 82 82 75 100 87
Number of clients receiving estrogen-based

contraception (weighted) 3 31 2 15 51
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Table A-5.27 Observed and reported client counseling related to injectable or oral contraceptives
Percentage of observed and interviewed family planning clients who received a hormonal contraceptive pill or
injection where the indicated counseling item was observed being shared by the provider, or was reported by the
client that they were told the information, by type of facility, Kenya SPA 2004
Percentage by type of facility
Health

Components of consultation Hospital centre Maternity Clinic Dispensary Total
Provider was observed to explain the

item to the client

Explained how to use method 87 83 94 68 84 84

Menstrual changes (side-effects) 66 42 79 48 32 41

Non-menstrual side effects 56 31 76 47 28 33

Any side effects 69 44 81 58 35 44

Explained what to do for problems 47 29 77 34 22 29

Mentioned follow-up visit 97 92 100 83 92 93
Client reported that the provider

shared

the indicated information

Explained how to use the method 77 76 72 50 65 72

Explained about possible side effects 62 45 43 53 55 51

Explained what to do for problems 68 53 61 65 54 55

Mentioned follow-up visit 96 97 86 100 97 97
Among all pill and injection users:

Percentage knowing correct response

for question 99 98 93 100 99 98
Number of observed and interviewed

FP pill/injection clients (weighted) 57 251 9 2 196 516
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Table A-5.28 Details on observed education provided and client knowledge regarding
different methods of contraception other than pills or injections

Among clients who received condoms, 1UD, or implants, the percentage who were
observed being told critical information about the method, and percentage who,
during the exit interview knew the correct responses to a critical question asked
about using their method, percentage of clients receiving condoms, 1UD, or implants
who reported they were instructed by the provider on how to use their method, about
side effects, what to do for problems, and when to return for follow-up, Kenya SPA
2004

Percentage observed and

Components of consultation interviewed clients
Condom user: client was observed being told
Use one time 89
Can use a backup method 89
About dual protection 93
Interviewed client received condom and knows to use
condom only once 89

Number of observed and interviewed clients receiving
condom 3

Number of clients receiving IUD or prescription for IlUD 4

Implant user: client was observed being told

Implant is good for three/five years 89
Menstrual changes that might occur 71
Non-menstrual initial side effects that might occur 71
Interviewed client received implant and knows how long

implant lasts 100

Number of clients receiving implants or prescription for
implant 2

Summary of interviewed client responses
Client knew the correct response for the survey question

about their method 98

Client reported provider explained how to use the

method 96

Client reported provider explained about possible side

effects 81

Client reported provider explained what to do for

problems 93

Client reported provider told about a follow-up visit 94
Number of other family planning clients (Weighted)1 9

Note: Emergency contraception item is not included as no clients were observed using
emergency contraception
' Other family planning clients are condom, IUD, and implant, users.




Table A-5.29 Client feedback on services
Percentage of observed and interviewed family planning (FP) clients who said that they considered specific items as
major problems for them the day of the visit, by type of facility, Kenya SPA 2004

Percentage by type of facility

Health
Client service issue Hospital centre Maternity  Clinic  Dispensary Total
Behavior/attitude of provider 3 3 0 0 1 2
Inability to discuss problem 2 1 0 0 1 1
Insufficient explanation about child's illness 3 2 6 0 2 2
Waiting time to see provider 23 24 0 6 15 20
Quality of examination and treatment 2 2 0 0 1 2
Availability of medicines 8 8 3 0 7 7
Days facility is open 2 4 0 0 0 2
Hours facility is open 4 6 3 6 2 4
Cleanliness of facility 2 3 0 0 0 1
Insufficient visual privacy 3 3 0 0 4 3
Insufficient auditory privacy 3 4 0 4 4 4
Number of interviewed FP clients 62 255 13 3 196 529
(weighted)

Table A-5.30 Client choice of facility
Among interviewed family planning (FP) clients, percentage who reported this was not the closest health facility to their home, and among these, the
main reasons they did not go to the nearest facility, by type of facility, managing authority and province, Kenya SPA 2004
Number of
Percentage of interviewed
interviewed FP FP clients for
clients who ; ; ; whom this
report this is not Number of Percentage of family planning (FP) clients was not the
the closest interviewed Inconvenient Was closest
Background facility to their ~ FP clients  operating Bad Don't like No Prefer More  referred to facility
characteristics home (weighted) hours reputation personnel medicines anonymity expensive this facility (weighted)
Type of facility
Hospital 29 62 5 7 7 9 10 29 5 18
Health centre 22 255 0 0 3 9 3 29 6 56
Maternity 69 13 15 16 0 0 9 0 0 9
Clinic 39 3 7 7 7 0 12 0 0 1
Dispensary 9 196 0 0 0 45 0 14 0 18
Managing authority
Government 19 400 0 1 3 13 4 26 5 78
NGO 5 38 44 17 0 0 0 0 0 2
Private (for-profit) 53 25 6 9 1 3 7 0 0 13
Faith-based
organisation 15 67 3 5 4 43 0 33 2 10
Province
Nairobi 49 52 3 3 7 0 10 21 13 25
Central 13 45 0 15 8 0 8 64 0 6
Coast 35 71 2 2 1 0 0 13 0 25
Eastern 18 133 0 0 1 53 1 21 1 24
North Eastern 43 1 0 0 33 0 0 33 0 0
Nyanza 7 33 33 0 0 7 15 22 4 2
Rift Valley 11 146 0 4 1 4 6 24 3 16
Western 9 49 5 0 0 30 0 46 3 4
Total 19 529 2 3 3 15 4 23 4 103
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Table A-5.31 Educational characteristics of family planning clients
Among observed and interviewed family planning clients, percentage indicating their education and literacy status as noted
below, by type of facility, managing authority and province, Kenya SPA 2004
Percentage of interviewed
Among interviewed FP clients, per- FP clients with primary or Number of
centage with: no education who: interviewed FP
Number of Can clients with
interviewed Cannot read, primary or no
Background No Secon- FP clients read or cannot Canread education
characteristics education Primary  dary  Higher (weighted) write write  and write  (weighted)
Type of facility
Hospital 6 54 24 15 62 14 5 77 38
Health centre 10 64 15 10 255 9 8 78 191
Maternity 0 33 44 23 13 9 0 91 4
Clinic 6 46 37 11 3 8 6 86 2
Dispensary 1 67 25 6 196 8 6 85 134
Managing authority
Government 7 62 19 12 400 10 5 81 277
NGO 0 94 3 2 38 0 9 86 35
Private (for-profit) 20 44 27 9 25 33 6 54 16
Faith-based organisation 0 60 37 3 67 1 17 82 40
Province
Nairobi 3 48 34 14 52 0 0 88 27
Central 0 66 27 7 45 0 1 99 30
Coast 9 73 16 2 71 11 5 84 59
Eastern 3 73 20 4 133 1 12 87 101
North Eastern 43 29 14 14 1 60 0 40 0
Nyanza 11 46 29 15 33 59 1 40 18
Rift Valley 8 57 18 17 146 6 4 82 95
Western 10 68 11 11 49 28 16 57 38
Total 6 63 21 10 529 9 7 81 368
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Chapter 6

Table A-6.1 Availability of antenatal care and other family health services on the day of the survey
Percentage of facilities offering antenatal care (ANC/PNC) on the day of the survey, and offering ANC and tetanus toxoid vaccine
(TT), ANC and family planning (FP), ANC and curative care for the sick child (SC), ANC and FP and SC services, and ANC and
child immunisation (EPI), on the day of the survey, by type of facility, managing authority and province, Kenya SPA 2004
Percentage of facilities offering the indicated services the day of the survey Number of
ANC and FP facilities
ANCand TT and SC ANC and offering ANC
Background characteristics ANC vaccine ANC and FP_ ANC and SC services EPI (weighted)
Type of facility
Hospital 87 77 71 84 69 74 25
Health centre 86 78 79 85 77 71 111
Maternity 96 84 87 87 78 57 16
Clinic 95 79 82 89 76 52 4
Dispensary 75 58 58 75 58 54 191
Managing authority
Government 87 74 85 86 83 73 202
NGO 100 98 99 100 99 44 14
Private (for-profit) 71 65 57 68 54 26 36
Faith-based organisation 68 49 29 68 29 51 95
Province
Nairobi 77 76 60 67 50 54 25
Central 70 62 61 69 60 59 39
Coast 100 83 82 99 81 82 38
Eastern 93 92 72 93 72 67 66
North Eastern 73 73 72 73 72 72 7
Nyanza 82 63 66 82 66 69 51
Rift Valley 68 40 59 68 58 42 96
Western 86 83 80 85 79 76 25
Total 81 67 67 79 66 61 347
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Table A-6.2 Availability of antenatal care and tetanus vaccine services

Percentage of facilities offering ANC and tetanus toxoid vaccine (TT) the indicated number of days per week and percentage of
facilities where tetanus toxoid vaccine is reported offered every day ANC is offered, by type of facility, managing authority and
province, Kenya SPA 2004

Percentage of facilities with:

ANC services offered the Number of
indicated number of days per TT services offered the indicated facilities
week" number of days per week TT every offering
Not day ANC ANC

Background characteristics 1-2 days 3-4days 5+days offered 1-2days 3-4 days 5+ days is offered (weighted)

Type of facility

Hospital 10 4 86 1 8 4 87 99 25
Health centre 18 1 81 0 18 1 78 100 111
Maternity 3 5 93 6 3 5 87 92 16
Clinic 9 0 91 5 7 0 88 95 4
Dispensary 35 0 65 0 24 0 76 95 191
Managing authority
Government 20 0 80 0 10 0 89 99 202
NGO 24 0 76 0 24 0 76 100 14
Private (for-profit) 26 4 70 3 5 4 88 97 36
Faith-based organisation 39 1 59 0 46 1 52 91 95
Province
Nairobi 30 2 68 0 30 1 69 100 25
Central 13 1 86 0 7 1 92 93 39
Coast 9 0 91 0 8 0 84 100 38
Eastern 20 0 80 0 13 0 87 99 66
North Eastern 9 8 83 0 9 8 83 100 7
Nyanza 24 1 75 2 30 1 67 98 51
Rift Valley 47 0 53 0 28 0 72 92 96
Western 14 5 81 0 14 5 81 100 25
Total 26 1 73 0 20 1 78 97 347

' Some facilities offer the services less than one day per week.
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Table A-6.3 Availability of items to support quality antenatal care services
Percentage of facilities where the indicated items are in the ANC/PNC service area or adjacent to the consultation or
examination room and the indicated medications are in the facility, by type of facility, managing authority and province,
Kenya SPA 2004
Percentage by type of facility
Health Dispen-
Item Hospital centre  Maternity  Clinic sary Total
Items to support quality counseling
Individual client health cards 72 57 89 61 62 62
Written ANC guidelines 31 36 15 22 30 31
Visual aids for health education 49 31 38 20 26 30
All items to support quality counseling1 16 19 13 7 4 10
Items for infection control
Soap 86 70 62 84 72 72
Water 90 84 78 100 94 90
Clean latex gloves 91 92 79 91 100 96
Disinfecting solution 51 43 53 46 50 48
Sharps box 92 88 84 81 98 93
All items for infection control? 42 30 40 36 41 37
Covered waste receptacle with plastic liner® 45 45 42 26 28 35
All items for infection control plus waste
receptacle 24 16 16 17 21 19
Items for physical examination
Visual and auditory privacy 88 86 94 84 88 88
Visual privacy only 10 3 5 16 8 7
No privacy 2 5 2 0 3 4
Examination bed* 99 97 100 97 100 99
Examination Iight5 49 14 57 44 20 22
All elements for physical examination® 72 22 75 61 23 29
All elements for physical examination and
specific components for infection control
present’ 26 9 25 20 5 9
Essential supplies for basic ANC
Blood pressure apparatus 91 69 92 97 88 83
Foetoscope (Pinard) 99 97 88 96 100 98
Iron tablets® 87 89 75 69 87 87
Folic acid tablets® 94 97 86 64 97 96
Tetanus toxoid vaccine 20 78 73 70 84 82
All basic ANC equipment and medicines® 70 50 56 43 59 57
Number of facilities offering ANC (weighted) 25 111 16 4 191 347
! Individual client health cards, written ANC guidelines, and visual aids for health education.
% Soap, water, gloves, disinfecting solution for decontaminating reusable items, and sharps box
® While important for infection control this is not an item that has been commonly introduced and thus was not included in the aggregate for
infection control.
“ May be any type of bed where woman can lie down flat.
® May be examination light, flashlight or other spotlight source
® Visual and auditory privacy, examination light, bed.
" Visual and auditory privacy, examination light, bed, and all infection control items, excluding sharps box.
8 Iron and folic acid may be separate tablets, or one combined tablet.
° Blood pressure apparatus, foetoscope, iron and folic acid, tetanus toxoid vaccine.
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Table A-6.4 Availability of specific medicines and guidelines for antenatal and postpartum services
Percentage of facilities with indicated medicines for managing common complications during pregnancy, percentage that
routinely provide the indicated medicine or test as a component of ANC, and percentage with items for postnatal care, by
type of facility Kenya SPA 2004
Percentage by type of facility
Health
ltem Hospital centre Maternity Clinic Dispensary Total
Medicines for managing common
complications during pregnancy
Antibiotic* 929 95 98 89 94 95
Mebendazole (antihelminth) 83 84 72 83 88 86
Albendazole (antihelminth) 44 36 44 60 29 33
Metronidazole or tinidazole (trichomoniasis) 99 88 100 85 92 92
Antimalarial 99 100 100 92 100 100
Medicines for STIs
Ceftriaxone (gonorrhoea) 44 27 24 19 2 14
Ciprofloxacin (gonorrhoea) 35 18 41 29 11 17
Doxycycline (chlamydia, syphilis) 93 92 7 82 89 89
Tetracycline (chlamydia, syphilis) 32 16 60 42 20 22
Erythromycin (chlamydia, syphilis) 87 53 55 60 59 59
Any injectable or oral penicillin (syphilis) 96 93 98 89 91 92
At least one medication for gonorrhoea 53 36 50 36 14 26
At least one medication for chlamydia 97 99 85 82 90 93
At least one medication for syphilis 99 100 99 89 96 98
At least one medication for the four STls
assessed’ 53 36 49 36 14 26
Nystatin or miconazole suppository (candidiasis) 25 21 21 37 13 17
All medicines for ANC complications3 15 8 14 20 0 4
Additional medicine: Methyldopa (aldomet) 70 17 53 51 15 22
ANC service components
Preventive antimalarial 79 87 54 48 86 84
Treat STI by ANC providers (if needed) 46 68 80 90 82 75
Routine discussion about family planning 62 61 66 81 61 61
Equipment related to postnatal care
Thermometer 58 51 84 82 70 64
Infant scale 77 68 81 84 82 77
Number of facilities offering ANC (weighted) 25 111 16 4 191 347
! Amoxicillin or cotrimoxazole
2 At least one medicine for treating trichomoniasis, gonorrhea, chlamydia, and syphilis
% At least one broad-spectrum antibiotic, metronidazole, an antimalarial, at least one medicine for treating trichomoniasis, gonorrhea,
chlamydia, and syphilis, mebendazole, and nystatin (or miconazole) suppository all present
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Table A-6.5 Facility capacity to provide anaemia screening with antenatal care
Percentage of facilities with the capacity to test for anaemia, percentage where the facility has a standard to
routinely screen ANC/PNC clients for anaemia, and percentage where the facility routinely tests ANC clients for
anaemia and testing capacity for anaemia exists, by type of facility, managing authority and province, Kenya
SPA 2004
Percentage of facilities offering ANC services
Facility has standard
Facility has to routinely screen
Facility offers ANC standard to ANC clients for
and has capacity to  routinely screen anaemia and facility Number of

Background conduct anaemia ANC clients for has capacity to facilities offering
characteristics test’ anaemia conduct aanemia test ANC (weighted)
Type of facility

Hospital 86 89 77 25

Health centre 45 61 38 111

Maternity 80 92 73 16

Clinic 51 75 48 4

Dispensary 20 55 20 191
Managing authority

Government 25 53 23 202

NGO 20 75 19 14

Private (for-profit) 88 84 75 36

Faith-based organisation 41 67 38 95
Province

Nairobi 79 100 79 25

Central 24 40 24 39

Coast 50 52 42 38

Eastern 32 68 30 66

North Eastern 26 19 8 7

Nyanza 20 45 20 51

Rift Valley 34 65 29 96

Western 46 81 41 25
Total 36 61 33 347
' Any anaemia test. Specific tests assessed were use of hemoglobinometer or calorimeter, centrifuge and capillary tubes for
hematocrit, or any of the blotting paper tests.
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Table A-6.6 Facility capacity to provide test for urine protein with antenatal care
Percentage of facilities with the capacity to test urine for protein, percentage where the facility has a
standard to routinely screen ANC clients for urine protein, and percentage where the facility has the
capacity for urine protein and routinely tests ANC clients for urine protein by type of facility, managing
authority and province, Kenya SPA 2004
Percentage of facilities offering ANC services
Facility has standard to
Facility has routinely screen ANC
Facility offers ANC standard to clients for urine protein Number of
and has capacity to  routinely screen  and facility has capacity facilities
Background conduct urine ANC clients for  to conduct urine protein offering ANC
characteristics protein test’ urine protein test (weighted)
Type of facility
Hospital 86 90 77 25
Health centre 36 67 27 111
Maternity 76 76 61 16
Clinic 62 69 54 4
Dispensary 29 52 29 191
Managing authority
Government 20 50 17 202
NGO 21 99 20 14
Private (for-profit) 88 77 71 36
Faith-based
organisation 58 72 57 95
Province
Nairobi 73 99 72 25
Central 38 61 37 39
Coast 26 28 10 38
Eastern 38 68 30 66
North Eastern 16 27 13 7
Nyanza 12 42 10 51
Rift Valley 46 68 45 96
Western 45 73 43 25
Total 38 61 34 347
! Clinistix (Campus 3 or Campus 9 sticks) or flame, acetic acid and test tube for testing urine albumin.
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Table A-6.7 Facility capacity to provide test for urine glucose with antenatal care

Percentage of facilities offering ANC and having the capacity to test urine for
glucose, by type of facility, managing authority and province, Kenya SPA 2004

Percentage of facilities
offering ANC and having Number of facilities

capacity to conduct urine offering ANC
Background characteristics glucose test* (weighted)
Type of facility
Hospital 83 25
Health centre 36 111
Maternity 72 16
Clinic 62 4
Dispensary 31 191
Managing authority
Government 20 202
NGO 21 14
Private (for-profit) 86 36
Faith-based organisation 62 95
Province
Nairobi 73 25
Central 38 39
Coast 25 38
Eastern 37 66
North Eastern 16 7
Nyanza 19 51
Rift Valley 46 96
Western 45 25
Total 39 347

! Dipstix (Campus 3 or Campus 9) or Benedict's solution with stove and test tube.
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Table A-6.8 Facility capacity to test for syphilis
Percentage of facilities with the capacity to conduct test for syphilis, percentage where the facility has a
standard to routinely screen ANC clients for syphilis, and percentage where the facility has the capacity for
syphilis tests and routinely tests ANC clients for syphilis by type of facility, managing authority and province,
Kenya SPA 2004
Percentage of facilities offering ANC services
Facility has Facility has standard to
standard to routinely screen ANC clients  Number of
routinely screen  for syphilis and facility has facilities
Background Facility had ANC clients for capacity to conduct offering ANC
characteristics syphilis test* syphilis syphilis test (weighted)
Type of facility
Hospital 88 92 81 25
Health centre 45 72 44 111
Maternity 78 87 66 16
Clinic 66 84 66 4
Dispensary 35 57 31 191
Managing authority
Government 25 56 23 202
NGO 44 99 44 14
Private (for-profit) 88 92 83 36
Faith-based
organisation 68 72 63 95
Province
Nairobi 79 100 79 25
Central 52 60 45 39
Coast 33 68 33 38
Eastern 38 68 37 66
North Eastern 20 30 20 7
Nyanza 31 37 21 51
Rift Valley 50 69 48 96
Western 41 86 37 25
Total 44 66 41 347
! Either VDRL with functioning microscope or RPR (rapid plasma reagin) test
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Table A-6.9 Statistics on utilisation of antenatal care and postnatal care services for facilities in

SPA

Median average monthly antenatal care (ANC) clients (new and repeat) and median average
monthly postnatal care (PNC) clients for the 12 months preceding the survey, by type of
facility, Kenya SPA 2004

Number of Number of
facilities facilities
reporting reporting

Median monthly ANC data Median monthly PNC data
Type of facility ANC visits (weighted) PNC visits (weighted)
Hospital 130 22 32 3
Health centre 78 94 - 12
Maternity 26 10 521 2
Clinic 14 3 - 0
Dispensary 36 180 41 6
Total 49 310 17 22

Table A-6.10 Information of user fees for antenatal care services

Percentage of facilities that have user fees for ANC/PNC, by type of facility, managing authority and province, Kenya SPA 2004

Percentage of facilities charging for the indicated item: Number of
Consul- No facilities
tation by Consultation Any Urine Fixed fee charges/ offering
Background Client  resident by fees for Blood test tests for Iron forall ANC Don't ANC
characteristics card provider consultant  tests foranemia protein tablets services know (weighted)
Type of facility
Hospital 28 20 23 52 50 45 14 44 20 25
Health centre 25 15 3 19 15 16 12 44 33 111
Maternity 45 42 25 51 51 48 18 52 0 16
Clinic 34 32 40 67 63 65 29 60 0 4
Dispensary 30 15 9 25 23 21 3 38 39 191
Managing authority
Government 21 6 1 6 6 2 2 28 47 202
NGO 24 4 3 29 28 5 1 41 57 14
Private (for-profit) 34 26 25 52 52 50 33 28 24 36
Faith-based
organisation 44 39 22 60 52 60 12 74 5 95
Province
Nairobi 3 54 12 30 29 29 25 61 13 25
Central 39 33 11 33 23 32 11 30 23 39
Coast 19 5 10 24 24 23 11 56 33 38
Eastern 46 21 2 24 24 23 7 28 31 66
North Eastern 1 0 0 12 12 11 9 9 80 7
Nyanza 30 19 3 24 16 24 7 51 16 51
Rift Valley 22 2 17 31 30 19 1 41 48 96
Western 44 18 5 18 18 18 8 37 43 25
Total 29 17 9 27 24 23 8 41 33 347
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Table A-6.11.1 Out-of-pocket payments for antenatal care services-first-visit clients

Among first-visit ANC clients whose consultation was observed and who were interviewed, per-
centage who reported paying any out-of-pocket fees for ANC services on the day of the survey;
among the clients who paid any fees for services, median amount (KSH) paid on the day of the
survey, by type of facility, Kenya SPA 2004

Percentage of Median out-of-pocket Number of
interviewed Number of payment (KSH) by interviewed first-visit

first-visit ANC interviewed  first-visit ANC clients ANC clients providing

clients paying first-visit ANC who paid anything for valid responses for

any out-of- clients ANC services day of out-of-pocket
Type of facility pocket fees (weighted) survey1 payments (weighted)
Hospital 70 37 110 26
Health centre 90 119 34 103
Maternity 89 15 76 13
Clinic 93 2 68 2
Dispensary 68 182 29 124
Total 77 356 46 269

" Includes any amount paid out-of-pocket, including consultation, laboratory test, medicines, or other.
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Table A-6.11.2 Out-of-pocket payments for antenatal care services-follow-up clients
Among follow-up ANC clients whose consultation was observed and who were interviewed,
percentage who reported paying any out-of-pocket fees for ANC services on the day of the
survey; among the clients who paid any fees for services median amount (KSH) paid on the
day of the survey, by type of facility, Kenya SPA 2004
Number of
Median out-of-pocket interviewed follow-
Percentage of payment (KSH) by up visit ANC
interviewed Number of  follow-up visit ANC  clients providing
follow-up visit interviewed clients who paid  valid responses for
ANC clients follow-up visit  anything for ANC out-of-pocket
paying any out-of- ANC clients services day of payments
Type of facility pocket fees (weighted) surveyl (weighted)
Hospital 46 57 70 26
Health centre 71 230 26 164
Maternity 93 14 56 13
Clinic 92 3 60 3
Dispensary 42 241 28 102
Total 57 544 27 307
! Includes any amount paid out-of-pocket, including consultation, laboratory test, medicines, or other




Table A-6.12 Supportive management for providers of ANC

Among interviewed antenatal care (ANC) service providers, percentage who received the indicated supportive
management practices, by type of facility, managing authority and province, Kenya SPA 2004

Percentage receiving indicated supportive management practices:

Received in- Personally supervised Most recent in-  Number of
service Personally during past 6 months and service training interviewed
training during supervised received in-service was 13-35 ANC
Background the past in past training during the past months preceding providers
characteristics 12 months' 6 months 12 months survey (Weighted)2
Type of facility
Hospital 48 52 31 18 428
Health centre 36 60 22 27 311
Maternity 45 80 34 10 112
Clinic 39 71 27 6 4
Dispensary 43 77 36 18 185
Managing authority
Government 50 61 33 19 619
NGO 29 71 21 40 22
Private (for-profit) 32 63 22 9 172
Faith-based
organisation 35 64 25 30 228
Province
Nairobi 51 67 37 12 173
Central 57 47 22 10 122
Coast 33 41 29 26 111
Eastern 56 69 40 14 161
North Eastern 38 64 30 14 7
Nyanza 35 79 27 34 168
Rift Valley 34 51 23 22 219
Western 37 83 28 23 81
Total 43 62 29 20 1,041

! This refers to structured in-service sessions, and does not include individual instruction received during routine supervision.
%Includes only providers of ANC services in facilities offering ANC services.
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Table A-6.13.1 Supportive management: in-service training for antenatal care service providers: ANC and PNC

Among interviewed antenatal care (ANC) service providers, percentage who received in-service training® on specific ANC and PNC topics during the past 12 months or 13-
35 months preceding the survey, by type of facility, managing authority and province, Kenya SPA 2004

Percentage of interviewed ANC providers who received in-service training on specific topics

Number of
Symptom interviewed
ANC Focused Other Anemia in Malaria in Any risk management AN_C
counseling ANC ANC care pregnancy pregnancy pregnancy  for pregnancy PNC? SGI’\/(IjCE
providers

Background characteristics ~ 12m  13-35m 12m 13-35m 12m 13-35m 12m 13-35m 12m 13-35m 12m 13-35m 12m 13-35m 12m 13-35m (weighted) ®

Type of facility

Hospital 11 10 11 7 9 9 11 11 14 11 15 11 11 10 10 10 428
Health centre 5 7 8 6 4 10 8 9 8 9 8 9 7 7 6 7 311
Maternity 11 12 13 6 10 7 15 12 15 8 16 12 15 8 10 12 112
Clinic 6 10 2 15 5 10 9 14 9 14 10 14 6 10 5 8 5
Dispensary 6 11 10 8 10 7 13 8 14 8 14 4 15 4 10 185
Managing authority
Government 8 8 11 7 7 8 10 9 12 9 12 10 9 7 8 8 619
NGO 2 3 10 3 5 7 5 3 10 3 10 3 3 6 3 2 22
Private (for-profit) 9 10 8 6 8 9 11 10 11 10 12 10 9 10 10 6 172
Faith-based organisation 10 14 10 8 8 13 9 16 10 16 11 17 8 18 7 17 228
Province
Nairobi 9 10 11 7 9 8 12 10 13 7 13 9 12 7 9 10 173
Central 6 6 8 6 6 6 6 6 5 6 6 7 6 6 2 7 122
Coast 7 6 7 9 4 11 8 13 7 13 8 13 7 6 7 6 111
Eastern 13 9 16 5 9 8 15 12 20 12 20 12 10 14 10 12 161
North Eastern 10 12 9 14 4 11 4 12 10 12 11 12 10 12 9 12 7
Nyanza 11 11 10 5 9 8 11 11 12 12 13 12 11 10 11 11 168
Rift Valley 4 11 8 6 4 10 7 11 9 11 9 11 5 11 5 8 219
Western 10 12 10 16 9 14 10 15 11 16 11 16 10 14 11 14 81
Total 8 9 10 7 7 9 10 11 11 11 12 11 9 10 8 10 1,041

! This refers to structured in-service sessions, and does not include individual instruction received during routine supervision.
?postnatal care (PNC)
®Includes only providers of ANC services in facilities offering ANC services
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Table A-6.13.2 Supportive management: in-service training for antenatal care service providers: family planning, STIs, exclusive
breastfeeding, and PMTCT
Among interviewed antenatal care (ANC) service providers, percentage who received in-service® training on specific topics (family
planning, STIs, exclusive breastfeeding, amd PMTCT) during the past 12 months or 13-35 months preceding the survey, by type of
facility, managing authority, and province, Kenya SPA 2004
Percentage of interviewed ANC providers who received in-service training on specific topics
Any prevention Number of
diagnosis, or treatment Exclusive interviewed
Family planning of STI breastfeeding PMTCT? ANC service
providers
Background characteristics 12m 13-35m 12m 13-35m 12m 13-35m 12m  13-35m (Weighted)3
Type of facility
Hospital 10 16 12 18 10 9 35 11 428
Health centre 7 10 9 25 5 9 25 16 311
Maternity 14 14 13 17 8 10 29 7 112
Clinic 16 4 12 18 5 3 25 0 5
Dispensary 8 9 26 16 5 6 22 4 185
Managing authority
Government 11 13 12 17 7 6 35 9 619
NGO 16 30 17 23 4 7 14 1 22
Private (for-profit) 9 10 14 14 7 9 19 5 172
Faith-based organisation 5 12 18 29 8 14 22 21 228
Province
Nairobi 11 14 11 16 10 8 39 11 173
Central 13 5 12 8 3 5 42 7 122
Coast 12 16 11 27 6 9 17 2 111
Eastern 7 16 15 15 8 10 40 11 161
North Eastern 12 15 12 17 5 12 11 6 7
Nyanza 5 12 12 33 11 8 21 27 168
Rift Valley 7 13 18 18 4 8 23 3 219
Western 14 10 13 21 9 15 19 13 81
Total 9 13 14 20 7 8 29 11 1,041
! This refers to structured in-service sessions, and does not include individual instruction received during routine supervision.
2 Prevention of mother-to-child transmission (PMTCT) for HIV/AIDS.
®Includes only providers of ANC services in facilities offering ANC services
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Table A-6.14 Supportive supervision for antenatal care service providers

province, Kenya SPA 2004

Among interviewed antenatal care (ANC) service providers who were personally supervised during the past 6 months, median number of times
staff were supervised, and percentage who report specific activities of the supervisor during the last visit, by type of facility managing authority and

Median number
of times staff

Percentage of providers reporting indicated activities of the supervisor during
the last supervisory visit

Number of
ANC service
providers who
were
supervised in

Background were supervised Deliver Checked Observed Provided Verbal Written Provided Discussed past 6 mont?s
characteristics in past 6 months supplies records  work  feedback praise praises updates problems Other (weighted)
Type of facility
Hospital 3 47 92 91 90 85 40 67 87 10 223
Health centre 3 49 99 91 90 83 42 58 94 7 186
Maternity 6 37 93 92 52 51 10 47 62 1 90
Clinic 2 34 95 86 85 83 68 82 88 4 4
Dispensary 5 70 94 91 94 88 68 75 94 9 144
Managing authority
Government 4 58 94 89 87 83 42 64 92 10 377
NGO 6 52 97 95 95 93 75 65 97 13 16
Private (for-profit) 3 27 98 96 64 59 28 59 64 5 108
Faith-based
organisation 3 52 93 92 97 88 51 64 89 5 146
Province
Nairobi 12 49 90 88 88 85 21 65 93 5 117
Central 3 60 92 91 94 81 66 62 85 11 57
Coast 4 69 97 88 81 69 43 85 94 7 46
Eastern 4 58 99 91 93 87 54 67 91 9 111
North Eastern 4 68 91 88 86 81 48 52 86 7 5
Nyanza 3 31 93 95 69 67 27 46 68 11 133
Rift Valley 3 52 96 93 92 89 53 66 96 7 111
Western 4 60 95 88 87 84 52 73 89 3 67
Total 4 51 94 91 86 80 42 64 87 8 646

! Includes only providers of ANC services in facilities offering ANC services
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Table A-6.15 Characteristics of observed antenatal care clients
Among ANC clients whose consultation was observed, percentage for whom this was their first ANC visit, percentage for
whom this was a follow-up ANC visit, percentage who were estimated to be less than 5 months pregnant, at least 5 months
pregnant, and at least 8 months pregnant, by type of facility managing authority and province, Kenya SPA 2004
Characteristics of observed ANC clients
Number of
First ANC Month of pregnancy observed
Background visit for this  Follow-up First ANC clients
characteristics pregnancy  ANC visit pregnancy <5m 25m =2 8m Missing (weighted)"
Type of facility
Hospital 43 57 30 5 37 40 18 96
Health centre 35 65 32 3 40 50 6 356
Maternity 52 48 29 3 47 35 14 29
Clinic 34 66 19 2 25 59 14 5
Dispensary 45 55 28 4 47 48 1 427
Managing authority
Government 41 59 33 5 45 46 4 589
NGO 33 67 25 0 25 63 11 28
Private (for-profit) 38 62 17 2 55 30 13 89
Faith-based organisation 43 57 26 2 35 57 6 207
Province
Nairobi 47 53 46 4 43 44 9 90
Central 31 69 41 0 34 48 18 45
Coast 41 59 31 8 37 32 23 88
Eastern 36 64 28 6 49 45 0 165
North Eastern 44 56 14 0 62 38 0 5
Nyanza 61 39 26 3 43 52 1 162
Rift Valley 30 70 25 3 40 54 4 274
Western 50 50 30 3 54 41 2 85
Total 41 59 30 4 43 47 6 913
! Includes only providers of ANC services in facilities offering ANC services
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Table A-6.16 General assessments, examinations, and interventions for observed first-visit ANC clients
Among first-visit antenatal care (ANC) clients whose consultation was observed, percentage where the indicated
assessment, examination, or intervention was a component of their consultation, by type of facility, Kenya SPA 2004
Percentage by type of facility
Health
Components of consultation Hospital centre Maternity Clinic Dispensary Total
Prior history and client characteristics
Client age 71 83 89 89 80 80
Date of last menstrual period 75 84 83 94 84 83
Any aspects related to prior pregnancy1 78 87 82 94 85 85
Any aspects of complications during
prior pregnancy (if had prior
pregnancy) 40 42 61 64 45 44
Medications client currently taking 39 22 31 45 33 30
All relevant elements for client history2 29 17 19 39 29 25
Laboratory tests and examinations
Measure blood pressure 100 89 100 84 87 90
Weigh client 81 66 82 58 67 69
Urine test (protein) 96 86 95 100 59 74
Blood test (anemia) 96 83 100 100 68 77
Preventative interventions
Give or prescribe iron tablets 49 66 37 86 75 68
Give or prescribe tetanus toxoid
vaccine 78 76 77 75 69 73
Number of first-visit ANC clients
(weighted) 41 123 15 2 194 375
Among women with prior
pregnancies, specific prior
complications discussed:
Stillbirth 44 48 68 62 52 51
Infant mortality first one week after birth 40 40 65 35 32 37
Heavy bleeding during labor or
postpartum 29 35 43 53 34 34
Assisted delivery 37 35 61 41 54 46
Number of observed first-visit ANC
clients with prior pregnancy (weighted) 29 84 11 1 139 264
! This includes any questions that would indicate whether the client had a prior pregnancy.
% Client age, last menstrual period, medicines, any prior pregnancy, and, if there was a prior pregnancy, any questions related to
complications during prior pregnancies
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Table A-6.17 Assessment of current health status for all observed antenatal care clients
Among antenatal care (ANC) clients whose consultation was observed, percentage where the indicated assessment,
examination, or intervention was a component of their consultation, by type of facility, Kenya SPA 2004
Percentage by type of facility
Health

Components of consultation Hospital centre Maternity Clinic  Dispensary Total
Client questioned regarding

Vaginal bleeding 23 14 16 12 13 15

Fetal movement (at least 5m pregnant) 51 42 74 53 50 48

Any other problems 62 68 87 63 73 70
Basic physical examination

Measured blood pressure 99 87 100 80 89 90

Urine test (protein) 96 75 95 95 68 74

Check fetal position (at least 8m

pregnant) 99 100 98 100 100 100

Listened for fetal heart (at least 5m

pregnant) 96 98 92 93 929 98

All questions and basic examination® 16 7 7 3 5 7
Other examinations

Weigh client 84 62 82 58 71 69

Check uterine height 98 100 98 100 100 100

Blood test (anemia) 96 77 100 92 72 78
Preventative interventions

Give or prescribe iron tablets 45 64 36 64 66 62

Give or prescribe tetanus toxoid vaccine 54 56 62 57 49 53
Number of observed ANC clients at least 5

months pregnant (weighted) 74 321 24 4 404 826
Number of observed ANC clients at least 8

months pregnant (weighted) 38 177 10 3 204 432
Number of observed ANC clients

(weighted) 96 356 29 5 427 913
! Client was questioned regarding vaginal bleeding, fetal movement (if at least 5 months pregnant), blood pressure was measured,
fetal position was palpated or ultrasound performed (if at least 8 months pregnant), and provider listened for fetal heart (if at least 5
months pregnant).
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Table A-6.18 Observation of health education for preventive interventions

Among antenatal care (ANC) clients whose consultation was observed and who received the indicated item (or received a prescription for the item), percentage where the
provider explained why the item was important, percentage where the provider explained how to take the medicine, by type of facility, managing authority and province
Kenya SPA 2004

Percentage among those Number of Percentage Number of Percentage among those
receiving iron or folic acid ANC clients receiving tetanus  ANC clients receiving anti-malarial Number of
Provider who received  toxoid vaccine  who received Provider ANC clients
Provider ~ Provider explained ironorfolic ~ where provider tetanus toxoid Provider Provider explained who received
explained explained side acid explained vaccine explained explained side antimalarial
Background characteristics purpose how to take effects (weighted) purpose (weighted) purpose how to take effects (weighted)
Type of facility
Hospital 83 86 34 44 68 52 81 86 33 40
Health centre 78 91 23 227 59 199 66 94 23 158
Maternity 86 86 45 11 85 18 85 79 38 7
Clinic 94 81 42 3 66 3 80 100 7 1
Dispensary 76 71 16 282 67 209 75 75 29 186
Managing authority
Government 79 85 19 407 69 329 70 85 19 316
NGO 70 99 39 11 4 17 15 100 15 4
Private (for-profit) 70 74 49 43 54 65 88 94 65 27
Faith-based organisation 77 64 14 106 68 70 83 70 60 45
Province
Nairobi 99 67 28 47 68 43 95 95 45 4
Central 85 85 28 28 48 23 81 100 43 21
Coast 62 94 21 71 49 55 47 98 15 53
Eastern 89 71 20 91 67 69 78 67 34 79
North Eastern 68 37 37 1 42 3 66 66 0 1
Nyanza 72 86 13 92 74 82 66 80 15 70
Rift Valley 73 81 21 191 59 147 75 88 19 107
Western 82 75 25 46 82 59 86 84 50 58
Total 78 81 21 566 65 481 72 84 27 392
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Table A-6.19 Observed content of ANC counselling for first and for follow-up clients
Percentage of first and follow-up visit ANC clients who were observed to receive counselling on topics related to
nutrition during pregnancy, risk symptoms, the progress of their pregnancy, delivery plans, exclusive breastfeeding,
and family planning after birth, by type of facility, Kenya SPA, 2004
Percentage by type of facility
Health
Counselling topic Hospital centre Maternity Clinic Dispensary Total
First-visit ANC client
Nutrition 58 56 73 66 56 57
Progress of pregnancy 69 65 77 39 69 68
Specific risk: vaginal bleeding 30 26 25 15 24 26
Specific risk: fever 22 22 8 22 18 19
Specific risk: short breath; excess tired 26 17 19 7 22 21
Specific risk: swelling hands or face 33 37 12 15 20 26
Specific risk: headache or blurred vision 30 28 8 0 13 19
Delivery plans 41 49 45 36 37 42
Exclusive breastfeeding 18 16 13 7 7 12
Family planning after birth 20 20 16 22 18 19
Provider used any visual aids 20 7 17 7 7 9
Number of first-visit ANC clients
(weighted) 39 119 15 2 182 357
Follow-up visit ANC client
Nutrition 55 36 84 49 62 50
Progress of pregnancy 76 74 89 68 72 74
Specific risk: vaginal bleeding 17 13 16 3 21 17
Specific risk: fever 10 10 17 6 20 14
Specific risk: short breath; excess tired 13 10 51 6 26 18
Specific risk: swelling hands or face 18 9 49 16 26 18
Specific risk: headache or blurred vision 12 11 25 9 17 14
Delivery plans 40 42 55 43 58 50
Exclusive breastfeeding 7 4 14 3 16 10
Family planning after birth 10 14 18 16 5 9
Provider used any visual aids 7 4 14 5 0 3
Number of follow-up visit ANC 58 236 14 3 245 556
clients (weighted)
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Table A-6.20 Observed content of ANC counselling for first and for follow-up clients
Percentage of first and follow-up visit ANC clients who were observed to receive counselling on topics related to
nutrition during pregnancy, risk symptoms, the progress of their pregnancy, delivery plans, exclusive breastfeeding,
and family planning after birth, by province, Kenya SPA, 2004
Percentage by type of facility
Health
Counselling topic Hospital centre Maternity Clinic  Dispensary Total
First-visit ANC client
Nutrition 58 56 73 66 56 57
Progress of pregnancy 69 65 77 39 69 68
Specific risk: vaginal bleeding 30 26 25 15 24 26
Specific risk: fever 22 22 8 22 18 19
Specific risk: short breath; excess tired 26 17 19 7 22 21
Specific risk: swelling hands or face 33 37 12 15 20 26
Specific risk: headache or blurred vision 30 28 8 0 13 19
Delivery plans 41 49 45 36 37 42
Exclusive breastfeeding 18 16 13 7 7 12
Family planning after birth 20 20 16 22 18 19
Provider used any visual aids 20 7 17 7 7 9
Number of first-visit ANC clients
(weighted) 39 119 15 2 182 357
Follow-up visit ANC client
Nutrition 55 36 84 49 62 50
Progress of pregnancy 76 74 89 68 72 74
Specific risk: vaginal bleeding 17 13 16 3 21 17
Specific risk: fever 10 10 17 6 20 14
Specific risk: short breath; excess tired 13 10 51 6 26 18
Specific risk: swelling hands or face 18 9 49 16 26 18
Specific risk: headache or blurred vision 12 11 25 9 17 14
Delivery plans 40 42 55 43 58 50
Exclusive breastfeeding 7 4 14 3 16 10
Family planning after birth 10 14 18 16 5 9
Provider used any visual aids 7 4 14 5 0 3
Number of follow-up visit ANC 58 236 14 3 245 556
clients (weighted)
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Table A-6.21 Reported health education received and knowledge related to warning signs during pregnancy

Percentage of observed and interviewed antenatal care (ANC) clients who stated that a provider had mentioned any
warning signs for pregnancy, percentage who named any of the indicated symptoms as warning signs, percentage
who indicated what they were told to do if they experienced any warning sign, percentage who stated that a provider
had discussed exclusive breastfeeding, the percentage of clients who reported they were advised to exclusively
breastfeed for at least 6 months, percentage of clients who said they were asked about their delivery plans, per-
centage who were told of items to prepare for delivery, and percentage with whom family planning was discussed
during this visit or a previous visit, by type of facility, Kenya SPA, 2004

Percentage by type of facility

Issue discussed during Health Dispen-
current/previous visit Hospital  centre  Maternity  Clinic sary Total

Counselling on risk signs
Client said provider mentioned any warning

signs 39 32 48 32 37 36
Warning signs mentioned by client
Bleeding 33 27 25 47 34 31
Fever 11 10 13 17 12 11
Swollen face or hands 11 10 14 10 5 8
Tiredness or breathlessness 9 8 5 8 13 10
Headache or blurred vision 13 8 26 13 13 11
Convulsions 8 9 10 5 14 11
Reduced fetal movement 7 8 20 6 4 6

What client was told to do if warning sign

occurs
Seek care at facility 50 47 51 a7 56 52
Decrease activity 2 1 0 0 3 2
Change diet 1 1 3 3 0 1

Client reported provider discussed
Exclusive breastfeeding 32 17 29 10 12 17
Exclusive breastfeeding for 6 months 15 10 11 0 5 8
Delivery plans 45 45 38 47 58 51
Supplies to prepare for delivery 33 35 25 30 40 37

Number of interviewed ANC clients (weighted) 94 349 29 5 423 900

APPENDIXB 273



Table A-6.22 Reported health education received and knowledge
Percentage of observed and interviewed antenatal care (ANC) clients who stated that a provider had mentioned any warning
signs for pregnancy, percentage who named any of the indicated symptoms as warning signs, and percentage who stated that a
provider had discussed exclusive breastfeeding, percentage of clients who said they were asked about their delivery plans and
percentage with whom family planning was discussed during this visit or a previous visit, by province, Kenya SPA, 2004
Percentage by province
Issue discussed during North Rift
current/previous visit Nairobi Central Coast Eastern Eastern Nyanza Valley Western Total
Warning signs mentioned by client
Bleeding 37 33 52 33 0 27 27 16 31
Fever 3 4 16 23 10 18 4 5 11
Swollen face or hands 18 1 8 6 0 7 10 3 8
Tiredness or breathlessness 5 10 18 8 10 10 12 3 10
Headache or blurred vision 19 4 12 14 0 13 10 6 11
Convulsions 11 13 15 13 0 6 15 0 11
Reduced fetal movement 22 9 0 10 0 7 0 3 6
What client was told to do if
warning sign occurs
Seek care at facility 50 55 62 86 10 48 35 35 52
Decrease activity 4 0 0 0 0 0 5 0 2
Change diet 0 0 0 0 0 3 0 0 1
Client reported provider discussed
Exclusive breastfeeding 25 17 6 17 12 9 20 22 17
Exclusive breastfeeding for
6 months 14 13 4 8 2 6 9 5 8
Delivery plans 48 21 57 48 26 46 57 57 51
Supplies to prepare for delivery 36 23 24 48 20 24 49 25 37
Number of interviewed ANC clients
(weighted) 89 45 88 165 4 158 267 84 900
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Table A-6.23 Client plan for place of delivery

Among observed and interviewed antenatal care (ANC) clients, percentage who reported plan for
where they will deliver, by type of facility, Kenya SPA, 2004

Number of

) . interviewed
Percentage of ANC clients who plan to deliver at: ANC clients

Background characteristics  This facility Other facility Private home Don't know (weighted)

Type of facility

Hospital 69 7 4 19 94
Health centre 33 32 8 27 349
Maternity 57 13 1 29 29
Clinic 28 45 12 15 5
Dispensary 5 71 6 17 423
Managing authority
Government 22 48 8 21 582
NGO 50 2 12 36 28
Private (for-profit) 33 36 1 30 89
Faith-based organisation 24 57 3 16 201
Province
Nairobi 32 51 0 17 89
Central 33 49 0 18 45
Coast 29 40 19 11 88
Eastern 14 63 8 16 165
North Eastern 27 30 18 25 4
Nyanza 28 44 0 28 158
Rift Valley 21 46 7 26 267
Western 34 33 11 22 84
Total 25 47 6 22 900
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Table A-6.24 Use of individual client cards
Among first and follow-up visit antenatal care (ANC) clients, percentage where the provider looked at the client
card during the consultation, and where the provider wrote on the client card at the end of the visit, by type of
facility, managing authority and province, Kenya SPA, 2004
Percentage of ANC consultation where:
Number of
Provider looked at client Provider wrote on client Number of follow-up
card during consultation card at end of visit first-visit visit ANC
Follow-up Follow-up  ANC clients clients
Background characteristics  First visit visit First visit visit (weighted)  (weighted)
Type of facility
Hospital 93 94 99 99 39 58
Health centre 99 100 100 99 119 236
Maternity 98 93 95 98 15 14
Clinic 84 89 100 97 2 3
Dispensary 91 96 100 97 182 245
Managing authority
Government 93 97 100 97 256 333
NGO 100 99 100 98 3 25
Private (for-profit) 96 97 97 100 34 56
Faith-based organisation 929 98 100 100 65 142
Province
Nairobi 99 100 100 100 38 52
Central 100 90 100 91 16 29
Coast 93 99 100 99 46 42
Eastern 99 96 100 96 55 110
North Eastern 100 100 100 94 2 3
Nyanza 84 93 99 100 82 80
Rift Valley 98 929 100 98 87 187
Western 96 100 100 100 31 54
Total 94 97 100 98 357 556
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Table A-6.25 Outcome of observed consultations
Among antenatal care (ANC) clients whose consultations were observed, percentage who went home, were
referred elsewhere in the same facility, were admitted to the facility, were referred outside the facility, and
whose status was uncertain, at the end of the observed components of the consultation, by type of facility,
managing authority and province, Kenya SPA, 2004
Percentage of ANC consultations where: Number of
Client Client Client observed
Clientwent  referred, admitted to referred ANC clients
Background characteristics home same facility facility elsewhere Don't know (weighted)
Type of facility
Hospital 73 24 1 1 2 96
Health centre 80 18 0 2 0 356
Maternity 85 14 0 1 0 29
Clinic 90 6 0 2 3 5
Dispensary 86 10 0 5 0 427
Managing authority
Government 78 18 0 4 0 589
NGO 93 7 0 0 0 28
Private (for-profit) 84 15 0 0 1 89
Faith-based organisation 92 6 0 2 0 207
Province
Nairobi 92 3 0 4 0 90
Central 84 10 0 5 0 45
Coast 49 40 0 11 0 88
Eastern 92 8 0 0 0 165
North Eastern 62 29 0 10 0 5
Nyanza 98 2 0 0 0 162
Rift Valley 76 22 0 1 0 274
Western 77 13 0 10 0 85
Total 82 14 0 3 0 913

Table A-6.26 Client feedback on service

Among ANC clients whose consultations were observed, percentage who said that they considered specific items as
big problems for them the day of the visit, by type of facility, Kenya SPA, 2004

Percentage by type of facility
Health
Client service issue Hospital centre Maternity  Clinic Dispensary Total

Behavior/attitude of provider

Inability to discuss problem

Insufficient explanation about child's illness
Waiting time to see provider 2
Quality of examination and treatment
Availability of medicines

Days facility is open

Hours facility is open

Cleanliness of facility

Insufficient visual privacy

Insufficient auditory privacy
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Number of interviewed ANC clients 423 900

(weighted)

APPENDIXB 277



Table A-6.27 Client choice of facility
Among interviewed antenatal care (ANC) clients, percentage who reported this was not the closest health facility to their home, and among these,
the main reasons they did not go to the nearest facility, by type of facility, managing authority and province Kenya SPA, 2004
Percentage
of Number of
interviewed interviewed
ANC clients Percentage of ANC clients mentioning the indicated item was a problem ANC clients
who report with the nearest facility for whom this
thisis not  Number of Was  was not the
the closest interviewed Inconvenient Don't like referred closest
Background facilityto  caretakers operating Bad the No Prefer More to this facility
characteristics their home  (weighted) hours reputation personnel medicines anonymity expensive facility  (weighted)
Type of facility
Hospital 44 94 4 17 4 6 6 9 10 42
Health centre 26 349 0 8 12 7 8 28 4 90
Maternity 63 29 4 14 8 0 11 7 32 18
Clinic 37 5 0 29 0 0 18 0 0 2
Dispensary 15 423 0 15 17 18 0 11 0 64
Managing authority
Government 22 582 1 8 13 1 4 20 9 128
NGO 24 28 2 9 0 24 2 48 0 7
Private (for-profit) 22 89 5 27 9 0 11 2 3 20
Faith-based
organisation 30 201 0 17 10 27 8 13 1 61
Province
Nairobi 61 89 0 22 2 3 2 27 12 54
Central 43 45 1 30 35 0 4 24 2 19
Coast 30 88 0 4 0 1 0 35 1 26
Eastern 24 165 0 23 14 0 1 1 39
North Eastern 17 4 0 0 13 0 37 13 13 1
Nyanza 22 158 5 7 20 10 14 11 2 34
Rift Valley 11 267 0 8 0 29 1 13 17 28
Western 17 84 1 20 0 8 29 6 2 14
Total 24 900 1 12 11 9 5 17 6 216
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Table A-6.28 Personal characteristics of antenatal care clients by education
Among antenatal care (ANC) clients, whose consultations were observed and who were interviewed, percent distribution by
education level and, among clients with no or primary education, percent distribution by literacy status, indicating their education
and literacy status as noted below, by type of facility, managing authority and province Kenya SPA, 2004
Percentage of ANC Number of
clients with primary or no interviewed
Percentage of all ANC clients Number of education who: ANC clients
interviewed Can with primary
ANC Cannot read, or no
Background No clients read or cannot Canread education
characteristics education Primary Secondary Higher (weighted)  write write and write  (weighted)
Type of facility
Hospital 13 43 22 22 94 23 5 71 52
Health centre 8 71 14 7 349 14 4 76 275
Maternity 1 56 28 16 29 16 0 79 16
Clinic 9 38 32 20 5 16 0 80 2
Dispensary 7 78 8 7 423 8 7 82 358
Managing authority
Government 8 74 11 7 582 12 6 78 479
NGO 0 73 26 1 28 24 0 76 20
Private (for-profit) 12 62 13 13 89 7 0 80 66
Faith-based organisation 7 63 16 14 201 13 8 79 140
Province
Nairobi 0 50 37 13 89 7 4 89 45
Central 6 55 24 15 45 9 0 90 28
Coast 22 63 10 5 88 27 17 57 74
Eastern 3 82 12 3 165 7 3 90 140
North Eastern 75 8 12 4 4 66 0 10 4
Nyanza 3 78 13 6 158 9 4 83 128
Rift Valley 10 70 5 14 267 6 6 77 215
Western 8 75 9 8 84 30 4 66 70
Total 8 70 13 9 900 12 5 78 704
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Table A-6.29 Emergency maternity transportation systems

Among facilities with systems to support emergency obstetric referrals, percentage with indicated
system components and median transportation time (in minutes) by type of facility, managing
authority and province, Kenya SPA 2004

Number of
Among facilities having emergency transportation, facilities
percentage in which means for transport is: supporting
Ambulance Other emergency
or other facility arrangementto  Facility is  transportation
Background characteristics based vehicle! support cost? referral site  (weighted)
Type of facility
Hospital 75 16 5 26
Health centre 55 25 7 53
Maternity 53 35 2 12
Clinic 26 49 0 1
Dispensary 67 0 0 23
Managing authority
Government 66 13 12 39
NGO 73 27 0 14
Private (for-profit) 55 36 1 23
Faith-based organisation 57 13 1 40
Province
Nairobi 81 19 1 12
Central 46 29 24 16
Coast 42 55 4 13
Eastern 95 2 1 17
North Eastern 20 43 0 2
Nyanza 61 8 1 14
Rift Valley 50 16 2 26
Western 68 10 0 13
Total 62 19 5 115

! Ambulance or other vehicle that stays at the facility.
% This may include facility or community financial support or other system.
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Table A-6.30 Availability of specific equipment and supplies for quality delivery services
Percentage of facilities with the indicated items and infrastructure in the delivery service area, by type of facility,
Kenya SPA 2004
Percentage by type of facility
Equipment and supplies for Health Dispen-
quality delivery services Hospital centre  Maternity  Clinic sary Total
Infection control
Soap 75 44 69 44 74 59
Water 95 83 73 86 100 88
Clean latex gloves 100 95 81 100 94 94
Disinfecting solution 74 56 68 76 43 57
Sharps box 89 85 77 84 80 84
All items for infection control* 54 35 45 36 37 40
Covered waste receptacle with plastic liner 46 36 39 22 26 35
All items for infection control plus waste
receptacle 32 11 26 8 20 18
Infrastructure for delivery
Visual privacy and auditory privacy 88 98 92 80 80 91
Visual privacy only 8 2 7 20 20 8
No privacy 4 0 1 0 0 1
Delivery bed? 99 96 98 100 100 98
Examination light® 69 22 58 67 11 31
All elements of infrastructure® 62 22 50 59 11 29
Other items to support quality services
Blank partographs 79 40 44 24 6 39
Guidelines for normal /femergency obstetric care
(Kenya) 23 7 6 12 12 11
Qualified delivery provider on site 24 hours® 92 70 61 29 26 62
Qualified delivery provider on call 24 hours ° 1 0 0 0 11 3
All other items to support quality services® 21 7 1 0 0 7
Number of facilities offering delivery services
(weighted) 27 80 18 1 38 164
! Soap, water, gloves, disinfecting solution for decontaminating reusable items, and sharps box.
2 Any type of bed where woman can lie down flat.
® Examination light, flashlight, or other spotlight source.
“ Both visual and auditory privacy, examination bed, and examination light.
® A duty schedule must be observed. Qualified delivery providers include nurses, midwives, clinical officers, and doctors
® Guidelines, partograph, and delivery staff available 24 hours per day with duty schedule observed.
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Table A-6.31 Location where delivery equipment is processed and stored
Percentage of facilities that process delivery equipment and/or store processed equipment for reuse in the
indicated location, by type of facility, managing authority and province, Kenya SPA 2004
Among facilities offering delivery services, percentage where:
Processed equipment is
Equipment is processed in stored in the indicated Number of facilities
the indicated area®” area? offering delivery
Background Delivery Main Delivery Main services
characteristics service area facility area service area  facility area (weighted)
Type of facility
Hospital 10 87 38 61 27
Health centre 6 92 25 75 80
Maternity 8 87 7 92 18
Clinic 8 79 8 79 1
Dispensary 28 72 48 52 38
Managing authority
Government 11 86 40 59 86
NGO 0 100 2 98 14
Private (for-profit) 6 89 13 86 29
Faith-based organisation 24 76 33 67 35
Province
Nairobi 15 69 17 83 11
Central 20 79 26 71 9
Coast 0 100 2 98 13
Eastern 17 83 38 61 26
North Eastern 0 100 3 75 3
Nyanza 29 67 32 68 26
Rift Valley 2 98 32 68 55
Western 16 84 44 56 20
Total 12 86 30 69 164
! Main facility area and delivery processing area may be the same location in small facilities
2 One percent process equipment in FP service area, and one percent do not process delivery equipment.
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Table A-6.32 Knowledge and systems for processing of delivery service equipment
Highest level of processing for which the facility has all items to support quality sterilisation/high level disinfecting (HLD)
processing, and the percentage with written guidelines at the site where delivery equipment is processed for reuse, by
type of facility, managing authority and province, Kenya SPA 2004
Percentage of facilities where the indicated Percentage of
procedure is the highest level for which all facilities with writen ~ Number of
conditions for quality sterilisation/HLD of delivery guidelines for facilities offering
equipment was available sterilisation or HLD delivery
Dry heat or Boil/steam or Do not meet procedures at services
Background characteristics autoclave® chemical HLD" all criteria® processing site (weighted)
Type of facility
Hospital 53 2 44 30 27
Health centre 28 1 70 30 80
Maternity 21 0 79 16 18
Clinic 8 0 92 8 1
Dispensary 26 6 68 6 38
Managing authority
Government 27 1 73 20 86
NGO 72 0 28 16 14
Private (for-profit) 36 0 63 35 29
Faith-based organisation 21 10 69 21 35
Province
Nairobi 47 0 53 31 11
Central 21 1 77 13 9
Coast 86 1 13 84 13
Eastern 8 0 92 37 26
North Eastern 10 0 90 35 3
Nyanza 12 0 88 15 26
Rift Valley 33 0 67 2 55
Western 43 19 38 29 20
Total 31 3 66 23 164
! Equipment functions, and appropriate knowledge of temperature and time for method used, and an automatic timer are all present.
2 Either equipment or knowledge was lacking or facility does not process delivery equipment.
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Table A-6.33 Storage conditions for sterilised or high-level delivery equipment
Percentage of facilities with stored, sterilised/high-level disinfected (HLD) delivery instruments present and storage conditions
among facilities where sterilised/HLD items are present, by type of facility, managing authority and province, Kenya SPA 2004
Percentage with:
Percentage of Processing Sterile/HLD Number of
facilities with dates status storage  facilities with
stored Sterile/HLD Clean, but observed on  conditions and stored
sterilised/HLD Number of status not sterile, processed processing dates sterilised HLD
delivery items  facilities storage storage and stored on sterilised  delivery items
Background characteristics present (weighted) conditions’ conditions® items items (weighted)
Type of facility
Hospital 99 27 85 2 63 60 27
Health centre 99 80 54 8 20 15 80
Maternity 99 18 71 15 37 36 17
Clinic 100 1 57 0 16 16 1
Dispensary 100 38 43 6 26 6 38
Managing authority
Government 99 86 47 7 27 17 85
NGO 100 14 99 0 17 17 14
Private (for-profit) 99 29 70 19 57 47 29
Faith-based organisation 100 35 60 1 21 17 35
Province
Nairobi 100 11 91 8 67 67 11
Central 98 9 95 0 43 42 9
Coast 100 13 52 23 41 17 13
Eastern 100 26 67 0 25 25 26
North Eastern 78 3 53 0 29 29 2
Nyanza 100 26 79 6 33 31 26
Rift Valley 100 55 31 6 22 9 55
Western 100 20 66 12 23 17 20
Total 100 164 58 7 30 23 163
! Items are wrapped and sealed with time-steam-temperature (TST) sensitive tape or are in a sterile/HLD box that clasps shut.
® ltems may be wrapped but not sealed, unwrapped on a tray under a cloth, unwrapped on a tray in the steriliser or autoclave, or sitting in
disinfecting solution.
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Table A-6.34 Delivery service providers

Percentage of facilities where a qualified trained delivery provider is available on site on or call for 24-hour duty to conduct
deliveries, and where a duty schedule was observed and where there was no duty schedule, and where a staff member with the
indicated qualification most commonly conducts deliveries at night, by type of facility, managing authority and province, Kenya
SPA 2004

Percentage of facilities with:

A qualified trained
delivery provider A qualified trained

available 24 delivery provider

. - Number of

hours, with available 24 hours, u .l?? o

; . facilities

observed with no observed Provider most commonly on duty to -
. Sl offering
duty schedule duty schedule conduct delivery at night ;
delivery
Clinical Registered Enrolled services

Background characteristics Onsite  Oncall  On site Oncall Doctor officer midwife midwife Other’ (weighted)

Type of facility

Hospital 92 1 5 1 26 7 58 89 4 27
Health centre 70 0 25 4 0 4 32 920 20 80
Maternity 61 0 28 11 16 8 31 78 7 18
Clinic 29 0 24 13 0 8 21 54 21 1
Dispensary 26 11 0 11 0 20 0 48 11 38
Managing authority
Government 63 5 17 0 5 2 25 78 15 86
NGO 74 0 25 0 0 56 28 97 1 14
Private (for-profit) 64 0 29 6 15 16 54 72 18 29
Faith-based organisation 55 0 1 22 5 2 17 77 13 35
Province
Nairobi 82 0 15 1 19 0 26 88 1 11
Central 96 0 4 0 16 0 30 94 0 9
Coast 66 0 32 2 9 30 59 73 1 13
Eastern 67 16 15 2 4 1 59 82 64 26
North Eastern 35 0 25 3 13 31 41 41 6 3
Nyanza 53 0 15 31 9 4 13 92 15 26
Rift Valley 55 0 16 0 3 14 20 71 0 55
Western 62 0 12 2 1 0 13 73 8 20
Total 62 3 16 6 6 9 29 78 14 164

! May be more than one type of staff in a facility who routinely conducts night deliveries.
2 Registered and enrolled nurses and other auxiliary staff
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Table A-6.35 Availability of specific equipment and supplies for quality delivery services: basic and additional medicines
and supplies

Percentage of facilities where indicated supplies are in the delivery room (DR) area or in the facility (DR or pharmacy),
by type of facility, Kenya SPA 2004

Percentage by type of facility

Equipment and supplies for quality Health Dispen-

delivery services Hospital centre  Maternity  Clinic sary Total

Basic medicines and supplies for delivery
Scissor or blade 84 72 82 92 69 75
Cord clamp or tie 86 69 69 71 32 64
Suction apparatus (bulb or machine) 90 61 75 54 28 60
Suction bulb 58 21 51 32 17 29
Suction machine 82 50 64 45 22 50
Antibiotic eye ointment for newborn
(delivery room) 70 50 67 87 54 56
Antibiotic eye ointment for newborn (pharmacy or
delivery room) 91 73 93 100 80 80
Skin disinfectant for perineum 89 80 73 87 63 77
All basic supplies for deliveryl 63 36 56 16 6 36

Additional medicines and supplies for
managing common complications of delivery

Syringes and needles in DR 97 88 84 100 74 86
Syringes and needles in facility 99 94 100 100 100 97
Intravenous solution® and perfusion set in DR 86 71 68 88 74 74
Intravenous solution? and perfusion set in facility 95 83 99 88 100 91
Oral antibiotic® in facility 99 93 85 100 100 95
Injectable oxytocic medication in DR 73 28 54 36 12 34
Injectable oxytocic medication in facility 96 83 87 92 80 85
Suture material in DR 94 65 80 100 43 67
Needle holder in DR 80 80 79 84 80 80
All basic treatment interventions* 59 22 36 16 6 26

Additional medicines and supplies for
managing serious complications

Injectable valium or magnesium sulfate in DR 25 7 10 0 20 13
Injectable valium or magnesium sulfate in facility 91 87 85 86 100 91
Broad spectrum injectable antibiotic in facility 97 51 90 100 63 66
Injectable amoxicillin or ampicillin in DR 35 13 20 22 0 15
Injectable procaine penicillin in DR 32 43 34 58 43 40
Injectable gentamycin in DR 68 40 52 74 37 45
All other medicines for complications5 25 7 10 0 20 13
Injectable hydralazine in DR 78 32 34 16 0 32
Injectable ergometrine/methergine in DR 95 88 69 87 74 84

Number of facilities offering delivery services
(weighted) 27 80 18 1 38 164

! Scissor or blade, cord clamp, suction apparatus, antibiotic eye ointment for newborn, and skin disinfectant for perineum

% Accepted Intravenous solutions were Dextrose 5 percent and normal saline, 0.9 percent normal saline, or ringers lactate.

® Oral amoxicillin, ampicillin, or cotrimoxazole

* Needles 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 ( Valium or magnesium sulfate) in delivery room area, and antibiotic (penicillin and ampicillin, or
gentamycin) in delivery room area or pharmacy
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Table A-6.36 Equipment and supplies for complications of labor and delivery
Percentage of facilities where indicated equipment is available, by type of facility, managing authority and province, Kenya SPA 2004
Percentage of facilities offering delivery services with indicated capacity
Remove retained Emergency support for Num_t_)gr of
Assist labor products newborn’ faC|I|t_|es
offering
Blood Newborn External delivery
Background Vacuum Vacuum transfusion Caesarean  respiratory heat services
characteristics Forceps  extractor aspirator D&C kit services section support source (weighted)
Type of facility
Hospital 17 28 42 48 89 80 93 72 27
Health centre 5 4 8 4 1 5 59 14 80
Maternity 10 19 42 38 46 26 45 37 18
Clinic 0 0 16 0 8 8 58 21 1
Dispensary 31 20 0 0 0 0 31 0 38
Managing authority
Government 3 3 14 7 11 10 65 22 86
NGO 2 3 4 5 6 5 18 5 14
Private (for-profit) 12 20 32 36 47 48 61 38 29
Faith-based organisation 45 38 9 16 23 20 48 19 35
Province
Nairobi 15 21 31 20 32 25 84 39 11
Central 2 7 25 32 42 41 93 78 9
Coast 5 10 59 19 27 25 73 44 13
Eastern 0 6 5 10 17 27 65 16 26
North Eastern 31 13 13 13 48 16 63 3 3
Nyanza 34 19 12 21 23 13 56 13 26
Rift Valley 17 18 6 9 14 14 44 18 55
Western 1 1 19 10 11 8 37 12 20
Total 13 13 16 14 20 18 56 23 164
! Infant sized Ambu bag.
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Table A-6.37 Capacity to conduct caesarean section
Among facilities that offer caesarean section, percentage where the indicated item was available by type of
facility, managing authority and province, Kenya SPA 2004
Percentage of facilities offering cesarean section, with indicated
ftem Number of
Provider for facilities
Basic item Additional components ~ conducting offering
caesarean caesarean
Operating  Operating Anes- Anesthesia-  section on section
Background characteristics table light thetist® giving set  duty 24-hours®  (weighted)
Type of facility
Hospital 90 89 76 88 87 21
Health centre 100 100 0 100 0 4
Maternity 95 95 48 95 75 5
Managing authority
Government 92 91 82 91 88 8
NGO 87 87 67 67 100 1
Private (for-profit) 89 89 40 88 54 14
Faith-based organisation 97 97 79 97 93 7
Province
Nairobi 94 94 82 94 94 3
Central 93 93 64 88 85 4
Coast 79 79 54 76 73 3
Eastern 100 99 41 100 41 7
North Eastern 80 80 80 80 80 0
Nyanza 100 100 74 96 82 3
Rift Valley 83 83 67 83 86 8
Western 100 100 65 100 76 2
Total 92 91 61 90 73 30
! Duty schedule observed.
2 Duty schedule observed.
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Table A-6.38 Newborn care practices

Percentage of facilities that report the indicated item is a routine component of newborn care, by type of facility,

Kenya SPA 2004
Percentage by type of facility
Health

Routine newborn care practices Hospital centre Maternity Dispensary Total
Routine suction with catheter 46 38 53 42 42
Full immersion bath within 24-hours after birth 33 17 42 6 20
Weigh newborn 100 96 91 74 91
Infant scale available 95 84 77 54 78
Provide vitamin A to mother 50 52 26 69 53
Vitamin A in delivery area 39 48 25 74 50
Vitamin A in pharmacy or delivery area 67 85 52 94 80
Provide OPV to newborn 82 72 64 54 68
Provide BCG to newborn 80 69 61 54 66
Provide prelacteal quluids to newborn 21 16 16 0 13
Practices rooming in 93 100 100 89 96

Number of facilities offering delivery services

(weighted)? 27 80 18 38 164

! Newborn stays with mother
2Totals include data from one clinic.
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Table A-6.39 Emergency obstetric practices
Percentage of facilities that report providing the indicated intervention during the past three months, by type of facility, managing
authority and province, Kenya SPA 2004
Percentage of facilities providing the indicated intervention Number of
within the past three months facilities
Parental Manual offering
Removal of Parental anti- removal delivery
Assisted retained oxytocic convul- of Blood Caesarian services
Background characteristics deIiveryl products2 drugs sants placenta transfusion section (weighted)
Type of facility
Hospital 24 48 81 61 69 63 76 27
Health centre 0 8 12 10 19 0 0 80
Maternity 10 29 33 26 41 14 22 18
Clinic 8 0 24 8 0 0 8 1
Dispensary 0 0 6 6 11 0 0 38
Managing authority
Government 1 14 16 17 29 9 9 86
NGO 4 6 28 6 28 5 4 14
Private (for-profit) 16 25 38 25 36 18 31 29
Faith-based organisation 6 12 31 25 17 16 19 35
Province
Nairobi 9 13 25 20 20 15 23 11
Central 3 25 45 29 42 30 41 9
Coast 6 63 53 42 41 17 20 13
Eastern 5 7 14 9 27 11 12 26
North Eastern 13 16 23 35 35 23 13 3
Nyanza 6 17 11 10 17 12 11 26
Rift Valley 5 5 19 10 28 8 14 55
Western 1 16 39 48 28 8 7 20
Total 5 15 24 19 27 12 15 164
! Forceps or ventouse (vacuum extractor)
2 Manual vacuum aspiration or dilatation and curettage
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Table A-6.40 Utilization of delivery services by facilities included in the KSPA

Median average monthly home delivery clients, median number of vaginal deliveries,
and median number of caesarean sections conducted by facilities having data available
on the date of the survey, by type of facility, managing authority and province, Kenya
SPA 2004

Number of Number of
facilities facilities
Median reporting Median reporting
monthly vaginal monthly caesarean
vaginal delivery data caesarean section data
Background characteristics deliveries (weighted)1 sections (weighted)
Type of facility
Hospital 34 26 6 21
Health centre 5 80 - 0
Maternity 5 16 2 4
Dispensary 3 26 - 0
Managing authority
Government 3 85 20 8
NGO 12 6 4 0
Private (for-profit) 5 28 2 9
Faith-based organisation 5 31 8 7
Province
Nairobi 18 10 37 3
Central 40 9 5 4
Coast 7 13 5 3
Eastern 2 26 19 3
North Eastern 3 3 2 0
Nyanza 7 21 2 3
Rift Valley 4 48 4 7
Western 6 20 2 2
Total 5 149 5 25

! Data are from health information system monthly reports available at the facility the day of the
survey. Data were collected for the 12 months preceding the survey; however, frequently some
months were missing. Information from the number of months for which data were available was
summed and an average monthly number of clients calculated for each facility. This number was
then used to calculate the median number of clients per month.
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Table A-6.41 Information on routine charging practices for delivery services
Percentage of facilities with routine charges for delivery services and percentage where each of the indicated fee
systems is utilized, and among facilities with routine fees, percent distribution by type of fee posting, by type of
facility, managing authority and province, Kenya SPA 2004
Number of
Percentage of facilities charging for indicated item: N”"‘_F’ef of facilities hz_avmg
facilities any routine
offering charges for
Fixed fee for No delivery delivery
Background Normal  ANC plus charges/ services services
characteristics delivery delivery  Medicines Tests don't know (weighted) (weighted)
Type of facility
Hospital 93 33 41 51 4 27 26
Health centre 76 20 40 24 24 80 61
Maternity 96 38 30 45 1 18 17
Clinic 100 45 63 63 0 1 1
Dispensary 43 0 17 0 57 38 16
Managing authority
Government 60 16 31 14 39 86 52
NGO 42 4 30 41 58 14 6
Private (for-profit) 95 39 36 46 2 29 29
Faith-based organisation 99 18 43 31 1 35 35
Province
Nairobi 68 19 32 32 29 11 8
Central 100 77 20 40 0 9 9
Coast 77 62 63 65 23 13 10
Eastern 67 9 10 16 32 26 18
North Eastern 26 6 13 16 74 3 1
Nyanza 86 25 49 42 13 26 23
Rift Valley 66 8 38 11 34 55 37
Western 81 4 28 20 17 20 17
Total 73 19 34 25 26 164 121
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Table A-6.42 Supportive management for providers of delivery services
Among interviewed delivery service providers, percentage who received the indicated supportive management
practices, by type of facility, managing authority and province, Kenya SPA 2004
Percentage receiving indicated supportive management practices: Number of
Received in- Personally supervised interviewed
service Personally  during past 6 months Most recent in- delivery
training during supervised in and received in- service training service
the past past service training during was 13-35 months  providers
Background characteristics 12 months” 6 months the past 12 months  preceding survey (Weighted)2
Type of facility
Hospital 34 60 22 13 464
Health centre 25 67 10 23 248
Maternity 43 78 33 10 115
Clinic 32 69 14 25 1
Dispensary 12 80 12 2 52
Managing authority
Government 38 61 22 13 484
NGO 15 66 6 3 21
Private (for-profit) 30 71 23 8 158
Faith-based organisation 18 70 12 23 218
Province
Nairobi 49 74 39 12 145
Central 55 41 16 11 98
Coast 37 61 28 11 66
Eastern 28 72 18 15 122
North Eastern 24 49 11 5 7
Nyanza 22 81 17 29 152
Rift Valley 20 48 10 8 198
Western 18 85 13 14 93
Total 31 65 19 15 881
! This refers to structured in-service sessions, and does not include individual instruction received during routine
% Includes only providers of delivery services in facilities offering delivery service
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Table A-6.43.1 Supportive management: in-service training for delivery service providers: delivery and newborn care

Among interviewed delivery service providers, percentage who received in-service training on specific topics (delivery and newborn care) during the past 12
months or 13-35 months preceding the survey, by type of facility, managing authority, and province, Kenya SPA 2004

Percentage of interviewed service providers who received in-service training on specific topics

Number of
Post- Exclusive Care of Neonatal interviewed
Labor/delivery Use of Life-saving abortion Maternal breast- normal resusci- delivery
care partograph skills care clinical audit feeding newborn tation service
Background 13- 13- 13- 13- 13- 13- 13- 13-  providers
characteristics 12m 35m 12m 35m 12m 35m 12m 35m 12m 35m 12m 35m 12m 35m 12m 35m (weighted)
Type of facility
Hospital 10 11 10 10 10 10 6 9 5 5 11 9 9 9 10 8 464
Health centre 3 9 2 9 2 9 1 9 1 6 5 11 4 13 3 10 248
Maternity 11 21 8 20 14 16 7 19 5 10 8 14 8 15 8 14 115
Clinic 15 27 13 29 11 29 15 24 8 21 3 21 5 24 5 28 1
Dispensary 4 2 4 2 4 2 2 2 2 2 4 0 2 0 4 0 52
Managing
authority
Government 8 11 6 11 8 9 4 10 4 6 9 8 6 9 6 8 484
NGO 3 7 5 4 5 5 5 4 4 3 5 9 2 12 8 7 21
Private (for-profit) 10 14 13 12 10 13 8 12 6 5 10 14 9 15 12 13 158
Faith-based
organisation 6 10 5 10 6 9 3 8 2 5 6 10 8 10 8 9 218
Province
Nairobi 13 17 11 17 16 14 8 16 8 10 10 14 9 13 12 12 145
Central 2 10 2 10 2 11 1 9 1 8 3 7 3 7 3 7 98
Coast 11 10 11 8 10 8 10 7 7 3 17 11 13 13 12 10 66
Eastern 7 10 7 9 6 9 3 7 2 3 8 9 8 9 9 9 122
North Eastern 13 6 13 6 13 6 4 5 3 4 12 6 12 6 13 6 7
Nyanza 7 12 7 10 6 5 4 6 4 2 10 8 8 11 7 9 152
Rift Valley 7 11 5 10 6 12 2 12 2 6 6 8 4 7 5 7 198
Western 9 10 8 10 10 9 7 8 4 7 8 13 7 13 8 12 93
Total 8 12 7 11 8 10 5 10 4 6 8 10 7 10 8 9 881
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Table A-6.43.2 Supportive management: in-service training for delivery service providers: PMTCT and HIV/AIDS
Among interviewed delivery service providers, percentage who received in-service training on specific PMTCT and
HIV/AIDS topics during the past 12 months or 13-35 months preceding the survey, by type of facility, managing authority and
province, Kenya SPA 2004
Percentage of interviewed service providers who received in-service
training on specific topics
Nutrition counselling _Ntumber 0;
for mothers with Obstetric practices for dellri]vzrrwi\gre\!/ice
PMTCT! HIV/AIDS HIV/AIDS y
providers
Background characteristics 12m 13-35m 12m 13-35m 12m 13-35m (weighted)
Type of facility
Hospital 26 11 25 10 22 10 464
Health centre 22 19 21 10 21 9 248
Maternity 30 7 24 7 20 7 115
Clinic 19 0 8 0 14 3 1
Dispensary 10 0 3 0 3 0 52
Managing authority
Government 32 11 29 10 26 9 484
NGO 14 1 3 9 6 7 21
Private (for-profit) 21 7 17 5 18 5 158
Faith-based organisation 12 21 12 10 11 10 218
Province
Nairobi 39 12 32 13 30 12 145
Central 53 8 53 4 49 6 98
Coast 24 5 24 3 19 3 66
Eastern 24 14 19 13 15 11 122
North Eastern 9 3 6 3 7 3 7
Nyanza 14 28 11 14 10 11 152
Rift Valley 16 5 16 4 14 4 198
Western 12 11 10 10 12 10 93
Total 25 12 22 9 20 8 881
! Prevention of mother-to-child transmission
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Table A-6.44 Supportive supervision for delivery service providers

Among interviewed delivery service providers, who received a supervisory visit during the past 6 months, median number of times staff were
supervised, and percentage who report specific activities of the supervisor during the last visit, by type of facility, managing authority and province,
Kenya SPA 2004

Number of
delivery service
providers who

Percentage of providers reporting indicated activities of the

Median number supervisor during the last supervisory visit

of times staff were supervised
Background were supervised Deliver Checked Observed Provided Verbal Written Provided Discussed in past
characteristics in past 6 months supplies records work  feedback praise praises updates problems Other 6 months®
Type of facility
Hospital 8 48 91 91 90 84 33 59 88 19 277
Health centre 6 32 99 81 92 83 37 62 88 12 166
Maternity 2 39 93 93 52 52 15 48 64 1 90
Clinic 4 53 84 81 61 61 52 72 86 12 1
Dispensary 3 64 94 100 96 94 88 80 100 4 42
Managing
authority
Government 4 44 92 90 88 81 38 64 88 13 298
NGO 11 46 96 96 95 93 88 61 97 16 14
Private (for-profit) 2 30 97 93 63 58 27 56 65 5 112
Faith-based organisation 8 51 96 84 96 92 31 54 94 19 152
Province
Nairobi 2 52 91 91 87 83 22 64 92 7 107
Central 3 43 89 87 94 85 62 55 80 11 41
Coast 11 33 94 89 85 71 35 80 93 22 40
Eastern 10 51 98 92 92 86 21 46 94 35 88
North Eastern 4 68 87 90 74 68 44 52 100 19 3
Nyanza 3 25 94 93 67 66 25 41 67 11 123
Rift Valley 2 47 95 93 92 81 56 66 84 8 95
Western 6 49 96 73 93 91 45 82 93 2 79
Total 5 43 94 89 85 80 35 59 85 13 576

! Includes only providers of delivery services in facilities where delivery services are offered
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Chapter 7

Table A-7.1 Availability of system components, infrastructure, and resources to support quality services for sexually transmitted infections

Percentage of facilities where the indicated systems and items to support quality counselling and examination are present, by type of
facility, Kenya SPA 2004

Percentage by type of facility

Systems and items to support quality services for Health
STls Hospital centre Maternity Clinic Dispensary Total®
Items to support utilisation of STl services
Active partner follow-up system 23 27 30 18 11 18
Passive partner follow-up system 69 64 41 68 71 67
No follow-up system for partners 8 9 28 14 18 15
Items to support quality counselling
Visual and auditory privacy 95 88 81 79 87 87
Visual privacy only 4 4 15 18 12 9
No privacy 1 8 4 3 2 3
Any guidelines for STIs 77 89 64 56 71 76
Guidelines for syndromic diagnosis STls 71 84 62 54 66 72
Any visual aids or educational materials for STls 58 51 57 43 52 52
Educational materials specific for HIV/AIDS a7 25 38 33 32 31
Condoms at service delivery site 53 62 52 54 61 60
Condoms anywhere in facility 73 81 81 64 68 73
All items to support quality counselling® 33 35 26 21 30 31
Items for infection control
Soap 86 71 73 80 72 73
Water 93 92 90 95 94 93
Clean latex gloves 89 86 88 92 100 94
Disinfecting solution for contaminated
equipment 40 42 55 40 49 46
Sharps box 81 77 84 77 93 87
All items for control of infection® 30 31 48 32 32 32
Waste receptacle 50 38 57 30 26 33
All items for control of infection plus waste
receptacle 17 17 27 12 10 14
Items for physical examination
Visual and auditory privacy3 96 83 83 81 84 84
Visual privacy” 4 7 17 18 13 11
Examination bed® 95 101 100 99 100 100
Examination light® 53 18 45 45 19 23
All items for examination 51 17 39 38 14 19

All items for infection control and physical
examination’ 19 12 29 14 3 8

Number of facilities offering STI services
(weighted)® 28 121 19 8 227 403

! Visual and auditory privacy (private room), any guidelines, any visual aids or educational materials, and condoms in STI service area.
2Soap, water, latex gloves, disinfecting solution, and sharps box.
® Private room.
* Private room or room with screen or curtain that can be pulled for visual privacy.
® Any type of bed where a woman can lie down flat.
Examination light, flashlight or other spotlight source.
" All items for infection control, visual and auditory privacy, examination bed, and examination light.
®Totals include data from one stand-alone VCT centre (weighted).
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Table A-7.2 Availability of specific tests and medicines for diagnosis and treatment of sexually transmitted infections
Percentage of facilities with indicated equipment and tests for etiological diagnosis of STIs, and percentage where indicated
medicines for treating STls are available, by type of facility, Kenya SPA 2004
Percentage by type of facility
Health
Items and medicines Hospital centre Maternity Clinic Dispensary Total’
Items for etiologic examination
Vaginal speculum 53 56 70 52 57 57
Swab stick for specimen 39 30 36 20 11 20
Syphilis test capacity1 20 46 75 60 29 41
Gonorrhoea test capacit 2 81 23 53 43 16 25
Chlamydia test capacity 15 0 1 0 0 1
Wet mounting test capacit 4 96 61 77 71 37 51
HIV/AIDS testing capacity 88 14 41 26 11 19
All five laboratory tests 15 0 0 0 0 1
Medicines for treatment
Metronidazole (trichomoniasis) 98 86 96 86 87 88
Ceftriaxone (gonorrhoea) 48 25 23 13 2 13
Ciprofloxacin (gonorrhoea) 38 16 38 38 12 17
Doxycycline (chlamydia, syphilis) 94 88 76 74 85 85
Tetracycline (chlamydia, syphilis) 34 15 60 40 22 23
Erythromycin (chlamydia, syphilis) 87 53 58 54 62 61
Penicillin, benzathine (syphilis) 96 94 96 89 79 86
Penicillin, procaine (syphilis) 50 68 66 69 79 73
All medicines for sexually transmitted
infections® 55 30 46 41 13 24
Nystatin or miconazole suppository
(candidiasis) 30 24 18 32 13 18
Number of facilities offering STI services
(weighted)’ 28 121 19 8 227 403
! Either VDRL test and functioning microscope, or RPR (rapid plasma reagin) test kit.
2 Gram stain reagents and functioning microscope and glass slides or culture capacity.
® Giemsa stain for Chlamydia and functioning microscope and glass slides
* Functioning microscope and glass slides.
®ELISA, Western Blot, or Rapid test.
® At least one medicine for treating trichomoniasis, gonorrhea, chlamydia, and syphilis.
" Totals include data from one stand-alone VCT centre (weighted)
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Table A-7.3 Information on user fees for services for sexually transmitted infections
Percentage of facilities with user fees for STI services and among those with user fees, percentage where each of the indicated
fee systems is utilized, by type of facility, managing authority and province, Kenya SPA 2004
Number of
Number of facilities
Percentage of facilities charging for the indicated item: facilities having any
offering STI  user fees for
Client chart No charges or  services STI services
Background characteristics or record Consultation Medicines Tests don't know (weighted) (weighted)
Type of facility
Hospital 31 38 46 55 33 28 19
Health centre 32 26 35 21 33 121 82
Maternity 18 61 70 64 14 19 16
Clinic 16 57 74 61 10 8 7
Dispensary 29 23 23 24 40 227 137
Managing authority
Government 34 11 9 2 49 224 115
NGO 0 15 34 38 62 16 6
Private (for-profit) 14 53 61 50 21 59 46
Faith-based organisation 32 50 62 70 11 104 93
Province
Nairobi 33 70 44 45 19 34 27
Central 47 13 20 20 33 45 30
Coast 15 50 26 26 22 48 38
Eastern 48 3 40 34 19 73 59
North Eastern 15 10 13 13 78 7 2
Nyanza 29 31 58 36 30 54 37
Rift Valley 17 25 18 20 52 115 55
Western 26 28 31 31 54 29 13
Total 29 27 31 28 35 403 260
! Totals include data from one stand-alone VCT centre (weighted)
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Table A-7.4 Supportive management of services for sexually transmitted infections
Among interviewed providers of services for sexually transmitted infections (STIs), percentage who received
the indicated supportive management practices, by type of facility, managing authority and province, Kenya
SPA 2004
Percentage receiving indicated supportive management practices:
Personally
supervised during Number of
Received in- Personally past 6 months and Most recent interviewed
service training supe