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Introduction

The 2010 Kenya Service Provision Assessment survey (KSPA) describes how the formal health sector in Kenya
provides services for family planning, maternal health, child health, malaria, HIV/AIDS, and other communica-
ble diseases. The 2010 KSPA is the third Service Provision Assessment survey carried out in Kenya.

The KSPA was implemented by the National Coordinating Agency for Population and Development (NCAPD)
in collaboration with the Ministry of Medical Services (MOMS), the Ministry of Public Health and Sanitation
(MOPHS), and the Kenya National Bureau of Statistics (KNBS). ICF Macro provided technical assistance through
the USAID-funded MEASURE DHS project. The survey was funded by the United States Agency for Internation-
al Development (USAID), United Nations Population Fund (UNFPA), United Nations Children’s Fund (UNICEF),
the British Department for International Development (DfID), and the Danish International Development Agen-
cy (DANIDA).

The major objectives of the 2010 KSPA are to:

* assess the preparedness of health facilities in Kenya for providing quality services;

* provide a comprehensive body of information on the performance of different types of facilities
that provide essential health care services;

* identify gaps in support services, resources, and processes that are used to provide health services
and that may negatively affect the ability of facilities to provide quality services;

* describe the processes used to provide essential health care services and the extent to which
accepted standards for quality service provision are followed;

* compare findings by province, facility type, and management authority;

* describe the extent to which clients understand what they must do to follow up on the service
received so that the best health outcome is achieved;

* provide information on the capacity of health facility to provide for clients’ basic preventive and
diagnostic care, advanced care and support services, and record keeping systems for monitoring
HIV/AIDS services.

The KSPA involved a nationally representative sample of 695 facilities, including hospitals, health centres, ma-
ternities, clinics, dispensaries, and stand-alone voluntary counselling and testing facilities (VCTs) throughout
Kenya*. Facilities are also identified by managing authority, that is, facilities run by the Government of Kenya,
NGOs, private for-profit groups, or faith-based organisations (FBOs). Facilities were selected from all eight prov-
inces of Kenya. Trained interviewers collected the data between January and May of 2010.

This report summarises the major KSPA findings. To put the results of the 2010 KSPA into context, this report
also includes data from the 2008-09 Kenya Demographic and Health Survey (2008-09 KDHS) based on data col-
lected from over 11,000 Kenyans. Data from the 2008-09 KDHS are presented in tan boxes in each section.

*Data on family planning, maternal health, child health, malaria, STIs, and TB do not include the stand-alone VCT facilities,
and are therefore based on a total of 690 facilities. HIV/AIDS-related services are assessed in all facilities, including the 5
stand-alone VCT facilities, resulting in a total of 695 facilities.
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Family Planning Services

Modern family planning services are available in 85%
of all health care facilities. Almost all (96%) govern-
ment facilities offer family planning compared to 89%
of NGO, 84% of private, and only 44% of FBO facilities.
Family planning services are widely available in all
types of facilities, ranging from 80% of clinics to 89%
of dispensaries. Most facilities (88%) providing tem-
porary methods provide these services five or more
days per week.

Availability of family planning services varies by re-
gion. Only about two-thirds of facilities in Nairobi
and North Eastern provinces offer any modern meth-
ods, compared to more than 9 in 10 facilities in Rift
Valley, Western, and Nyanza provinces.

Long-term methods are less widely available. Only 8%
of facilities can actually provide male or female sterili-
sation. Sterilisation is most available at hospitals (46%).

About half of facilities provide counselling on natural
methods such as standard days and periodic absti-
nence.

Availability of Modern Family
Planning Methods (Table 5.1)

Percentage offering any modern method*
of family planning among all facilities (N=690)

Kenya average: 85%

Rift

Valley
Western 92%
93%
Nyanza
93%
Nairobi

68%

*contraceptive pills, injectables, implants,
IUCDs, male or female condoms

Availability of Family Planning Services

by Facility Type and Managing Authority (Table 5.1)

Type of facility

Managing authority

B Modern method
M Male or female sterilisation (facility provides service)

Hospital 85
46
Health 83
centre 20
. 88
Maternity 31
Clinic 80
3

Dispensary > 89

Government

NGO

Private
(for-profit)

FBO

Percentage among all facilities (N=690)
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Putting the KSPA into Context: Family Planning in Kenya

According to the 2008-09 KDHS, Kenyan women have an average of 4.6 children. Fertility has decreased from 4.9
children per woman in 2003. Almost 4 in 10 married women in Kenya are using a modern method of family planning.
This is an increase from 32% in 2003, due primarily to the increasing popularity of injectables.

Family Planning
Percent of married women age 15-49
using family planning

Injectables, pills, and female sterilisation are the most commonly used
modern methods. The KDHS reported that more than half (57%) of mod-
ern method users obtained their methods from a public source, such as
a government hospital, health centre, or dispensary, while about one-
third of users obtained their methods from a private hospital, clinic, or

pharmacy.

Any modern method 39
One in four (26%) married women has an unmet need for family plan-
ning—that is, they do not want any more children or want to wait at least Injectables 22

two years before having their next child but are not using any family
planning. Eighty-eight percent of non-users of family planning have not Pill 7
recently discussed contraception with a health worker. Discontinuation
of family planning use is a problem in Kenya—36% of users discontinue
use of their method after one year.

Female sterilisation 5

Traditional method 6

Method Availability

Family planning facilities that offer many different
contraceptive methods are best able to meet the needs
of their clients. Nationwide, 80% of facilities offering
any family planning services reported that they of-
fer at least four different temporary family planning
methods. Fewer facilities actually had these methods
available on the day of the survey (see chart at right).

According to the Kenya DHS, injectables and pills are
the most widely used methods. Injectables and pills
are also the most widely available methods in facili-
ties, with more than 90% of facilities reporting that
they provide each. However, only 9% of family plan-
ning facilities provide female sterilisation.

Availability of male condoms is especially important,
as they provide dual protection against pregnancy
and HIV/AIDS. About 9 in 10 facilities report that they
provide male condoms; 82% of facilities actually had
male condoms available on the day of the survey.

Long-term methods are less available than temporary
methods. For example, only 32% of facilities had in-
trauterine contraceptive devices (IUCDs) in stock on
the day of the survey.

Modern Methods Availability
(Tables A-5.2 and A-5.3)

M Method provided M Method provided,
not available

and available

Combined oral
contraceptive

Progestin-
only oral pill

Progestin-
only injectable

IUCD

Implant

Male
condom

Female
condom

Emergency
contraceptive pill

Percentage among facilities providing family planning services (N=612)

Emergency contraception is not a family planning method but instead is used just after unprotected intercourse
to prevent unplanned pregnancy. Eighty-three percent of facilities report that they provide, prescribe, or counsel
about emergency contraception, 72% of facilities actually provide emergency contraception, and among those
facilities, 85% had emergency contraception in stock on the day of the survey. The progestin-only pill, which can
also be used as emergency contraception, and which is recommended during breastfeeding, is available in 96%

of the facilities that report providing the method.
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Components Supporting Quality Family Planning Services

High quality family planning services
may reduce discontinuation and con-
traceptive failures and help attract new
users. Findings from the KSPA present
a mixed picture of family planning ser-
vices in Kenya. On the plus side, 93% of
facilities offering family planning have
both visual and auditory privacy for cli-
ent counselling. In addition, 8 out of 10
facilities have visual aids for counsel-
ling on family planning, and 64% have
individual client health cards. However,
fewer than 4 in 10 facilities have written
family planning guidelines or written
STI guidelines. In all, only one quarter of
facilities have all of the four components
for quality counselling.

Facilities in Coast, Nairobi, and Western

© 2007 Nancy Muturi, Courtesy of Photoshare

provinces are most likely to have all four items for quality counselling (38% or better), compared to only 1% of
facilities in North Eastern Province. NGO-run facilities are most likely to have the necessary items (42%) while

only 6% of faith-based organisations have all four items.

Equipment and Supplies for Specific
Methods

Only 16% percent of all facilities that offer FP have all
the equipment needed for a quality pelvic exam. This is
because only about one-third of facilities have an exam-
ination light or speculum. Hospitals (43%) and materni-
ties (51%) are most likely to have all items for a quality
pelvic exam.

Some experts advocate that clients receiving oestrogen-
containing methods should have their blood pressure
checked; 89% of facilities offering these methods had
blood pressure equipment available.

Quality IUCD insertion requires clean latex gloves, io-
dine antiseptic, a speculum forceps, tenaculum, and
uterine sound. Only 67% of the facilities that provide
IUCDs have all of these items. Furthermore, [IUCD in-
sertion should be carried out with all infection control
items, and with visual privacy, an exam bed or couch,
an exam light, and of course, the IUCD method itself.
Only 27% of facilities providing IUCDs had all of these
items available.

Items to Support Quality Counselling
for Family Planning (Table A-5.5)

Visual and auditory 93
privacy in counselling area

Individual client cards 64

Written family planning

guidelines 36

Visual aids for health 81
education on FP

All 4 items for counselling - 25

Items for Pelvic Exam (Table A-5.5)

Visual and auditory 94
privacy in exam room
Bed/Couch 97
Exam light 31
Speculum 32

All items for 16
client exam -
Percentage among facilities offering
family planning services (N=612)
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Sexually Transmitted Infections (STI) Services in FP Facilities

Women in need of family planning are, by definition, sexually active, and therefore also at risk of contracting
STIs. Routine treatment of STIs by FP providers is reported in 83% of facilities that provide FP services. Clinics
and dispensaries are much more likely than the other facilities types to have FP providers routinely treat STIs. Of
the facilities providing FP and where FP providers routinely treat STIs, 91% have at least one medication to treat
syphilis, 85% have at least one medication to treat chlamydia, 64% can treat trichomoniasis, and 60% have at least
one medication to treat gonorrhoea. Only 43% have at least one medication to treat all four STIs.

Observation of Client Visits

The KSPA observed family planning client visits to assess Observed Conditions and Content for
how closely providers adhere to internationally accepted  Family Planning Counselling (Table A-5.23)
standards for quality service provision. Trained interview-
ers observed more than 1,000 clients of family planning
services; 16% of these clients were visiting the family plan- Auditory privacy 83
ning facility for the first time, and 84% of the clients came for

Visual privacy 91

follow-up visits. Almost all of the clients left the facility with Con’g?:f:ggﬁ; 47
. . 0 . .
a famll}.l planm.ng method, and 77% of clients received the ;. 1.1 out concerns 80
progestin-only injectable. with methods
Over 80% of the family planning consultations took place Visual aids used 23
under appropriately private conditions. Four in five clients Return visit 97
were asked by providers if they had any concerns about discussed
their methods. This is a fairly large percentage considering Percentage among observed family

. .. qeps lanning clients (N=1,010,
that many of the clients were repeat visitors to the facilities. planning clients )

Return/follow-up visits were discussed with almost all clients (97%). Visual aids were used during only 25% of
the consultations, even though these aids are available in 81% of family planning facilities.

Observations of consultations with first-visit family planning clients indicate that many recommended as-
sessments are not routinely carried out. For example, less than half of first-visit clients were asked about their
breastfeeding status or desired timing for their next child. Even fewer were asked about their medical history.
This represents a missed opportunity to provide counselling on a variety of topics including smoking, HIV/STI
prevention, and other general health issues.

Observed Elements of Client History for First-Visit Family Planning Clients (Table A-5.24)

76
Percentage
among
observed

first-visit

family

planning 30 30
clients 2 1

(N=161)

Age History of  Current Desired Breast- Regularlty Smokmg Symptoms Any chronic

imi fe of STls ill
pregraney pregnancy Uinglor EEANS g
birth cycle

Client history Medical history
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Management Practices and Training

Eight in ten (79%) facilities offering family
planning have up-to-date family planning cli-
ent registers, essential tools for management
information systems. Client registers are uni-
versal in NGO facilities, and are present in
91% of government facilities, while only 63%
of private facilities and 57% of faith-based

organisations have up-to-date registers. Percentage
among
. . . facilities
According to national policy, government fa- o ffering Fp
cilities should not charge for family planning services
(N=612)

services and all government-supplied meth-
ods should be free regardless of facility. Ac-
cording to the KSPA, 68% of government fa-
cilities and 76% of all facilities charge at least
some fees. Facilities charge fees for client cards
(22%), consultation (24%), the family planning method (32%),
tests (37%), and registration (22%). More than half of facilities of-
fer some type of discount or exemption for some clients. Fees are
only posted in public view in 21% of facilities. Seventy percent
of interviewed FP clients reported paying any out-of-pocket fees
at the end of their visit.

The KSPA interviewed 1,513 family planning providers. Only
23% of interviewed service providers received any training dur-
ing the 12 months preceding the survey. Another 17% received
their most recent training during the 13-35 months prior to the
survey. Providers in maternities are most likely to have received
recent training. The training provided covered a range of topics
including family planning counselling, update on contraceptive
methods, and FP for women infected with HIV.

Infection Control

Just over half (55%) of FP facilities have all items needed for in-
fection control (soap and running water or hand disinfectant,
disposable latex gloves, disinfecting solution, and sharps box) at

B Hospital M Health centre B Maternity

86 90

Management Practices for Family Planning Services:
Patient Register and User Fees (Table 5.4)

Clinic

Dispensary

95
86 93

Up-to-date
client register

User fees for
FP services

In-Service Training Received by
Interviewed Family Planning
Service Providers (Table A-5.18)

M Received training
in past 12 months

Received training 13-35
months before the survey

Counselling on

family planning 18

FP-related 17
clinical issues

Insertion/removal 15
of [UCDs

Insertion/removal

of implants 15

FP for HIV+ women 14

Percentage among interviewed family planning
service providers (N=1,513)

the family planning service site. Hospitals are most likely to have all items (66%).
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Child Health Services

The KSPA assessed the availability of three basic child health services:
curative care for sick children; immunisations; and growth monitoring.
The KSPA also evaluates health care providers’ adherence to the MOH’s
Expanded Programme of Immunisations (EPI) and the World Health Or-
ganization’s Integrated Management of Childhood Illness (IMCI) strat-
egy, adopted by the Ministry of Health (MOH) in 2000.

Almost all facilities (97%) provide curative care for sick children; 68%
provide childhood immunisations; and 74% provide growth monitoring.
Nationally, about two-thirds of facilities provide all three services. Over
90% of hospitals and health centres provide all three services. Availability
varies markedly by province, from only 45% of facilities offering all three
child health services in Central Province to 93% in Nyanza. Curative care
for sick children and growth monitoring are available in most facilities
five or more days a week, while immunisations are often available only
once or twice a week.

© 2007 Bonnie Gillespie,
Courtesy of Photoshare

Availability of Child Health Services (Table 4.1)
Percentage of facilities providing the indicated services at the facility, by type of facility (N= 690)

Curative care for Growth Immunisation All 3 basic child
Facility type sick children monitoring health services
Hospital 100 95 93 92
Health centre 100 95 95 93
Maternity 95 82 78 78
Clinic 94 43 29 29
Dispensary 97 84 81 80
Total 97 74 68 68
Immunisations
Immunisation services are available in two-thirds of Availability of Vaccines and Vitamin A for EPI
all Kenyan facilities; private facilities are least likely (Table A-4.3)
to provide child immunisation services (only 34%). 94 91 97 95 94
Only 3 in 10 clinics provide immunisation services 84

compared to more than 9 in 10 hospitals and health  percentage
centres. Availability of immunisation services rang- ~among facilities

e . ffering child
es from only 45% of facilities in Central Province anenr:fngiscatlion

to 94% of facilities in Nyanza. Each of the basic EPI  services and

vaccines (BCG, polio, DPT or pentavalent, measles) ?Itvozrig%)vaccmes

are all available in more than 90% of facilities that

. . . . . i Vitamin A
provide childhood immunisation services and store BCG  Polio Eggtg_r Measles Al in area with
vaccines. No vaccine is universally available. valent vacaines

According to the EPI, vitamin A should be stored with vaccines in order to increase provision of vitamin A. Most
facilities (94%) that offer child immunisation in Kenya store vitamin A with vaccines.
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Several supplies are needed to provide the best
vaccine services. Among the facilities provid-
ing child immunisation services, almost all have
blank immunisation cards, syringes and needles,
and vaccine carriers with ice packs.

Just over half (56%) of facilities offering child im-
munisation have all items needed for infection
control. Soap and running water, essential items
for infection control, are available in only 69% of
facilities offering child immunisation services.

Growth Monitoring

Three in four facilities provide growth monitor-

According to the KSPA,
quality child immunisation includes:

1-Availability of all EPI vaccines (84%) and vitamin
A (94%)

2-Equipment: immunisation cards, syringes and
needles, and vaccine carriers with ice packs (90%)

3-All items for infection control (56%)

4-Client register or tally sheet, documentation of
measles coverage or DPT/pentavalent dropout
rate (70%)

Only 33% of facilities have all these components

ing for children; 78% of these facilities offer growth monitoring at least five days a week. Only 70% of facilities
that offer curative outpatient care for sick children have a scale to weigh infants, and 69% have a scale to weigh

older children (see page 9).

Putting the KSPA into Context: Child Health in Kenya

Child mortality is decreasing in Kenya. As of the 2008-09 KDHS, the infant mortality rate was 52 deaths per 1,000 live
births, down from 77 deaths per 1,000 in 2003. The under-five mortality rate in 2008-09 was 74 deaths per 1,000 live
births compared to 115 in 2003. Still, this means that one in every 13 children in Kenya dies before his or her fifth birth-

day.

In 2008-09, three-quarters of Kenyan children had received all of the recommended EPI vaccines (BCG, three doses each
of DPT/THB and polio, and one dose of measles). Inmunisation coverage has improved in recent years, as only 57% of

children were fully immunised in 2003.

Child Health and Nutrition

Among children with acute respiratory infection (ARI) in the two . _

weeks before the DHS, 56% were taken to a health facility for treat- in'the 2005:09KDHS
ment. Only 39% of children with diarrhoea were treated with oral M Urban Rural  ® Total
rehydration salts (ORS), although 8 in 10 mothers know about ORS 81

packets. More than three-quarters of children with diarrhoea re- 76 77

ceived ORT or increased fluids. About half were taken to a health
provider. Fourteen percent were given antibiotics, which are usu-

ally unnecessary. 37 35
26
Malnutrition is a serious problem in Kenya. One-third of children 17 16
under age five are stunted, or too short for their age. Stunting is a 10
215;:(1) (c))i }fflrf(f)(r)lrli kI:;f;lralu:;r1t10r1. One in six children is underweight, Fully Stunted Ll
ge- vaccinated (low height (low weight
(children 12- for age) for age)

23 months) Children under 5 years



Care for the Sick Child

While almost all facilities provide curative care
for sick children, only 32% of these facilities

Page 9

Availability of Equipment and Supplies

for Quality Assessment of Sick Child (Table A-4.5)

) ) Allitems for
have all of the items needed to provide qual- infection control 56
ity services including individual health cards, (0P and running water or hand
S . . disinfectant, sharps container,
treatment guidelines, and visual aids. Many es- gloves, decontaminant)
sential 1tem§ need'ed for trv:ea'lt‘mg sick children 2| (hild health cards 73
are not available in all facilities. For example, 23
only half of facilities have visual aids and fewer § & [Treatment gt:ldzlmfes 63
. . 248 Visual aids for
than 3 in 10 facilities ha}ve the items necessary S health education 50
to provide oral rehydration therapy (cup, spoon, o
and ORS).
¢ Capacity to provide
) provice
The IMCI guidelines were designed both toim- £ § vaccinations
prove quality of care for sick children as wellas % § Infant scale
to improve preventive care. In Kenya, however, & E Child scale
only 39% of facilities offer EPI (immunisation) *vaccines, equipment, immunisation cards,
services on every day that sick child services vaccine carriers,and all infection control items
are available. ThlS'ls a m}sseq opportunity, as 5 Thermometer 90
parents may not bring their children back tothe = & ) )
. . .. o £ Minute timer 63
facility later for immunisations. =7
23 All items for ORT 28
o ®| (pitcher, cup/spoon,
w ORS packet)
Percentage among facilities offering
outpatient care for sick children (N=666)
Availability of Essential Medicines Essential Medicines for Treating Sick
(Table 4.3) Children
86 . IE EPRl .
76 Two-thirds of facilities that offer curative care for
First-line (ORS, . . . . ..
first-line antimalarial 63 sick children have all three first-line medicines
one oral antibiotic) 46 identified by the IMCI guidelines—ORS, first-line
73 antimalarial, and at least one oral antibiotic. Hos-
pitals are most likely to have these three items.
Pre-referral 83 Pre-referral medications—one first-line injectable
(one first-line injectable 74 antibiotic, one second-line injectable antibiotic, and
antibiotic, one second-line 90 IV solution with perfusion set and sterile syringes—
injectable antibiotic, IV . . . ey . e
solution with perfusion set 50 are available in 6 in 10 facilities. Faith-based facili-
and sterile syringes) 62 ties are most likely to have all types of medicines.
36 M Hospital
All other medicines 29 ¥ Health centre
(aspirin, vitamin A, iron 42 - .
tablets, mebendazole, 25 Maternity
antibiotic eye ointment) Clinic
18 Dispensary

Percentage among facilities offering outpatient

care for sick children (N= 666)

© 2007 William Ongala, Courtesy of Photoshare
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Observation of Sick Child Consultations

KSPA interviewers observed sick child consultations
to check if providers followed IMCI guidelines. Only
during 13% of consultations did providers check for
all three major danger signs: ability to eat or drink
anything (49%); vomiting (56%); and convulsions
(19%). Various aspects of the physical examination
were also missing—only 20% assessed dehydration,
and only 25% counted respiratory rates.

IMCI guidelines recommend that sick child services
should also be able to provide vaccines and growth
monitoring. However, children’s immunisation sta-
tus was assessed in only 63% of sick child observa-
tions, weights were plotted in only 46% of observed
consultations, and feeding practices were assessed
in only 39% of observations. These are clear missed
opportunities for prevention.

Providers should tell caretakers how to care for
their sick children. Half (48%) of caretakers were
told what illness their child had. Only one-quarter
of caretakers were told to increase fluids, 39% were
told to continue feeding the child, and one-third
were told what symptoms required a return visit.
In all, these three essential messages were given
in only 14% of observed visits. In two-thirds of ob-
served consultations, caretakers were fully instruct-
ed about giving medications.

Observed Assessments and Examinations
(Tables A-4.15 and A-4.18)

Percentage among observed consultations with
sick children up to 24 months old (N=2,016)

ASSESSMENT OF GENERAL DANGER SIGNS

Ability to eat or
drinlzanything 49
Vomiting everything 56
Convulsions 19
All danger signs 13

ASSESSMENT OF MAIN SYMPTOMS

Cough/difficult
9 breathing);/ " 82
Diarrhoea 47
Fever 89
3 main symptoms 36

PROVIDER CARRIED OUT PHYSICAL EXAMS

Measured temp. 76
(by touch or thermometer)
61

Anaemia (any
assessment)

Assessed dehydration [l 20
Counted respiratory rate [l 25
4 key physical checks|ill 8

PROVIDER CARRIED OUT PREVENTIVE MEASURES*

Child weighed
and plotted 46
Normal feeding practices
assesseg @my age) 39
Immunisation status 63
assessed (any age)

* Percentage among observed consultations with sick
children up to 24 months old whose caretaker was
interviewed (N=1,181)

Essential Advice Given to Caretakers (Table A-4.15)

M Hospital ™ Health centre B Maternity ™ Clinic

Percentage
among observed 37
consultations
with children 25 2525 26,28
(N=2,016)

Increase fluids

Continue
feeding

Dispensary

54

42 42 40

All 3 essential
messages

Symptoms for
immediate return



Treatment by Diagnosis

The 2010 KSPA findings show that provid-
ers often do not follow IMCI guidelines for
diagnosis and treatment of specific illness-
es. Only about one-third of children with
respiratory illness, for example, had their
respiratory rate checked, as recommend-
ed. Almost all children with pneumonia
or severe respiratory illnesses were given
antibiotics, as were 84% of children with
non-severe respiratory problems which is
against IMCI guidelines.

According to the IMCI and MOH policies
and national treatment protocol, children
with fever or history of fever should re-
ceive an antimalarial and a fever-reducing
medication such as paracetamol. Only 62%
of children with fever received an anti-
malarial, while 73% received an antibi-
otic. Nine in ten of these children received
medication for symptoms, such as aspirin
or cough medicine. While 91% of children
who were diagnosed with malaria received
an antimalarial drug, only 70% received
the first-line antimalarial drug, and 67%
also received an antibiotic (not shown).

About one-third of children diagnosed
with severe diarrhoea were referred or
admitted. ORS was prescribed for 74% of
those with severe diarrhoea and 57% of
those with less severe cases.

For all diagnoses, providers failed to as-
sess many of the IMCI main symptoms
and danger signs, and did not consistently
provide the basic physical exams. Antibi-
otics were prescribed for a wide range of
diagnoses, signalling a possible overuse.

[l Given any antimalarial
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Treatment of Children with Respiratory llinesses (Table 4.5)

[ | Respiratory rate checked M Referred or admitted M Given any antibiotic

93

Percentage of 84
observed
children who
received
specific
treatment,
among those
with indicated
diagnosis

34

Bronchial spasm/
broncho-pneumonia asthma upper respiratory
(N=293) (N=31) illness

(N=997)

Pneumonia/ Cough or other

*Diagnoses of children made by the providers

Treatment of Children with Fever or Malaria (Table 4.5)
B Referred/admitted || Given any antibiotic

91
Percentage of
observed
children who 62
received
specific
treatment,
among those 14
with indicated
diagnosis

73
67

11

Fever Malaria
(N=258) (N=1,101)
*Diagnoses of children made by the providers

© 2006 Mary Atieno Otieno/Rural-Kenya World Cultural Link
(CULINKE), Courtesy of Photoshare
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Management Practices Supporting Sick Child Care

Most facilities (85%) offering curative care for sick children have an up-to-date patient register. Of the 1,989 child
health service providers interviewed, 36% reported receiving training within the 12 months before the survey.
Less than 15% of providers received recent training in most topics, including EPI/cold chain, ARI and diarrhoea
treatment, nutrition/micronutrient deficiencies, breastfeeding, and IMCI in the year before the survey. Only 7%
of providers received any training in paediatric AIDS management in the three years prior to the survey.

Three-quarters of child health providers interviewed for the KSPA reported that they had been supervised in the
six months before the survey. During this supervision, supervisors usually checked records, observed work, and

discussed problems. Management Practices Supportive of Quality

By policy, child health services should be free Child Health Services by Managing Authority (Table 4.4)
to all children under age five. However, 77% B Government B NGO W Private Faith-based
of facilities that offer sick child services charge 9 o5

some fees for these services. This is most com-
mon in private (96%) facilities and faith-based

94 o0 94

Percentage among 68

facilities (95%). Only 33% of the facilities that facilities offering 61 58
charge fees post any fees. curative outpatient
care for sick

, . children (N=666)
Caretakers'opinions

Caretakers had some complaints about the
health care services their children received.
One in four caretakers complained about the
waiting time to see the provider, while 18% complained about the availability of medicines. Nine percent had
problems with the hours the facility was open.

Patient register User fees for sick
child services
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Maternal Health Services

Maternal health services are not consistently available throughout Kenya. Nationwide, 74% of health care facili-
ties provide antenatal care (ANC) services, mostly health centres (99%), hospitals (94%), and maternities (93%).
Only 41% of clinics provide ANC. Seven in ten facilities provide tetanus toxoid vaccines. Normal delivery ser-
vices are available in only 30% of facilities, while 59% of facilities offer postnatal (or postpartum) care.

Emergency services are not widely available. Half of all facilities have a system in place to provide transport to a
referral site for maternal emergencies. Only 5% of facilities nationwide can perform a Caesarean section.

Availability of Maternal Health Services (Tables 6.1 and 6.5)
Percentage of facilities offering specific services, by province (N=690)
Transportation

Tetanus toxoid Normal support for mater- Postnatal
Province ANC vaccine delivery C-section nity emergencies care
Nairobi 79 78 32 13 57 68
Central 56 52 13 4 30 46
Coast 70 68 27 4 53 57
Eastern 71 66 30 3 45 62
North Eastern 69 63 44 4 46 56
Nyanza 94 90 52 5 70 86
Rift Valley 74 70 27 4 50 51
Western 94 82 47 6 60 68

TOTAL 74 69 30 49 59

|

© 2007 Paul Jeffrey, Courtesy of Photoshare
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Putting the KSPA into Context: Maternal Health in the KDHS

According to the 2008-09 KDHS, 92% of pregnant
women make at least one antenatal care visit and

Antenatal, Delivery and Postpartum Care

47% make four or more. However, most women 92

seek care well after the first trimester of pregnan-

cy. About three-quarters of births are protected Percentage of

against neonatal tetanus. women who

Far fewer women go to health care facilities to give  jn the 5 years

birth. Nationwide, only 43% of women give birth  pefore the

in a health care facility. Women staying at home  survey who:

are more likely to be assisted by a traditional birth

attendant or a friend or relative than by a trained Received Delivered  Delivered Received
provider. Overall, only 44% of recent births were antenatal  inahealth  with the postpartum
delivered with the assistance of a health profes- care from a facility ~ assistance of carefroma
sional. Only 42% of women received any postna- health professional a health health

tal care from a skilled health provider within two
days of delivery.

Antenatal Care and Postnatal Care

Nationwide, 74% of facilities offer antenatal care ser-
vices, ranging from only 56% of facilities in Central
Province to 94% in Nyanza and Western provinces.
Among facilities offering ANC services, 73% offer
them five days or more a week. Tetanus toxoid vac-
cines are available five days a week at almost all hospi-
tals and health centres, but at less than 80% of mater-
nities, clinics, or dispensaries offering ANC. In nine
out of every ten facilities, tetanus toxoid vaccination
is always offered on the same days that antenatal care
is offered.

Postnatal care is available in 59% of facilities, most
commonly hospitals, health centres, and materni-
ties.

Items to Support Quality ANC Services

B Hospital M Health centre M Maternity

Percentage
of facilities
offering ANC

andTT
(N=690)

professional  professional

Availability of Antenatal Care and

Tetanus Toxoid Vaccine (Table 6.1)
Clinic ™ Dispensary

94 9 93 94 99

84 83

77

41

Tetanus Toxoid
Vaccine

Antenatal Care

The availability of basic items for ANC varies throughout Kenya. Only 25% of facilities that offer ANC have all
the essential supplies for basic ANC—iron and folic acid tablets, tetanus toxoid vaccine, blood pressure appara-
tus, and foetoscope. Availability of these basic items ranges from 6% in North Eastern Province to 54% in Nairobi.
Items needed for physical exams are also rarely available. For example, only 31% of facilities have an exam light.
Almost all facilities providing ANC have visual and auditory privacy and an exam bed. Just over half of ANC
facilities have visual aids for health education and three-quarters have individual client health cards. Two-thirds

of ANC facilities have ANC guidelines on site.

More than one-third of ANC facilities have all items to support quality counselling (visual aids for health educa-
tion, guidelines for ANC, and individual client cards). All items necessary for infection control are available in

57% of ANC facilities.
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Availability of Diagnostic Tests (Table 6.3)
Percentage among facilities offering ANC (N=509) with capacity for conducting
the indicated diagnostic test, by province

Anaemia Urine protein  Urine glucose Blood grouping Syphilis

Nairobi 55 59 59 13 44
Central 37 58 58 3 30
Coast 35 45 45 9 40
Eastern 29 38 38 1 13 Photo by Paul Ametepi,
North Eastern 17 28 28 0 9 Macro International
Nyanza 34 41 42 3 29
Rift Valley 39 30 26 4 14
Western 34 40 40 1 26

-—
H

TOTAL 36 4 40 24

About 40% of ANC facilities can test for anaemia, urine protein, and urine glucose. Only one-quarter can test for
syphilis, and only 4% can do blood grouping. Hospitals are most likely to have these tests.

Availability of Medicines

ANC facilities also vary in their capacity to treat common problems of pregnancy. About 3 in 4 ANC facilities
have an antibiotic, 86% have a first-line antimalarial drug, and 90% have an antihelminth (deworming medica-
tion). However, only 23% of these facilities have methyldopa (aldomet), used for treating high blood pressure, a
common complication of pregnancy. Most facilities have at least one medication for treating syphilis (93%), but
fewer are able to treat other STIs—trichomoniasis (64%), chlamydia (84%) or gonorrhea (62%). Overall, only 19%
of all facilities providing ANC have medications on hand for treating all of these common complications and
infections in pregnancy.

Availability of Basic Medications for ANC Complications
(Tables A-6.4.1 and A-6.4.2)

Percentage among facilities offering ANC (N=509) with all medicines for ANC complications
(antibiotic, an antihelminth, aldomet, 1st line antimalarial, and at least 1 med. for each STI)

61

50 52
26
Dallio -uill s

Hospital Health Maternity Clinic Dispensary Gov't NGO Private Faith-based  TOTAL
centre (for profit)  org.

Management Support for ANC and PNC

Four in five facilities have up-to-date client registers for ANC. Far fewer, only 22%, have registers for postnatal
care (PNC). Of all ANC providers interviewed, less than 15% had received training in ANC counselling, screen-
ing, complications of pregnancy, or diagnosis or treatment of STIs in the year before the survey. Training related
to family planning (20%), PMTCT (31%), and IPT (34%) was more common.

ANC should be free in all government facilities. Overall, 78% of facilities, including 69% of government facilities,
charge user fees for ANC services. Facilities charge fees for a variety of items such as client cards, consultations,
registration, medicines, and lab tests. Among facilities that charge fees, only 27% post all fees.
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Adherence to Standards in ANC

KSPA interviewers observed the client-provider interactions of 1,409 ANC clients. About 40% of the clients ob-
served were visiting for the first time in their pregnancy, while 61% were coming for a follow-up visit.

The KSPA findings suggest that health care providers do well with routine activities for monitoring pregnancies.
For example, more than 95% of first-visit pregnant clients were weighed and had their blood pressure checked,
and more than 80% had a urine test or a blood test. Six in ten clients were given iron tablets, and 79% received
the tetanus toxoid vaccine.

ANC providers did not take client
history or counsel clients consist-
ently. Only 28% of first-visit clients
were asked about any medications 76 45
they were currently taking, and

only 59% of first clients with previ- Z f;genr;tage
ous births were asked about com- ,pserved
plications of previous pregnancies. ANCclients
Delivery plans were discussed with

Counselling Topics Discussed During ANC Visits (Table A-6.20.1)
B First visit (N=556) [l Follow-up visit (N=853)

66 68

two-thirds of all clients, and less Nutrition ~ Progressof  Delivery Exclusive Family
than one quarter of all ANC clients pregnancy plans breastfeeding F%!camly'n?h
after bir

were counselled about postpartum
family planning or exclusive breastfeeding.

Counselling and education on specific warning signs of pregnancy complications are not regularly carried out.
Just under half of observed clients were told of any risk symptoms for seeking help. There is often a disconnect,
however, between what interviewers observe occurring during consultations and what clients remember being
told. For example, interviewers observed that fever was a risk mentioned in 17% of consultations, but only 9% of
interviewed clients named fever as a warning sign discussed during the visit.

Health Education Received as Observed by Interviewer
(Tables A-6.20.1)

Specific warning signs discussed, among all ANC clients (N=1,409)

47
38
34
27 26
: I i I I
Vaginal Fever Swollen Tiredness Headache Loss of or Any
bleeding faceor orbreath- orblurred excessive warning

hands lessness vision foetal signs
movement



Delivery Services

Only 30% of all facilities provide normal delivery services. Availability of
these services ranges from only 13% of facilities in Central Province to 52%
in Nyanza. The median monthly number of deliveries for the 12 months
preceding the survey was 33 for hospitals, 10 for health centres, and 12 for
maternities. Hospitals carried out a median of 11 C-sections per month in
the 12 months preceding the survey.

Availability of Delivery Services (Table 6.5)
B Hospital M Health centre M Maternity ™ Clinic ™ Dispensary

95

88

77 78

Percentage
among all
facilities
(N=690)

© 2003 Charles Kimani,
Courtesy of Photoshare

Normal delivery Caesarean Transportation for
services section maternity emergencies*

*Facility has an ambulance, or the facility provides some support for
emergency transportation to a referral site

Domiciliary Care Practices o
Support for Home Deliveries

According to the 2008-09 KDHS, 56% of pregnant women by Facility Type (Table 6.5)
deliver at home, most without assistance from a trained pro-
vider. However, the KSPA shows that only 3% of all facilities
have services supporting home delivery, either for routine
cases or emergencies. Fifteen percent of facilities have pro-

Hospital

grammes with traditional birth assistants, and 44% have Health
programmes with community health workers. centre 64
Elements and Practices to Support Normal Maternity
Deliveries 27 ® Any home

delivery services

Among the facilities offering delivery services, only 36% W Active TBAs working

h h f ishi bed lioh d ori Clinics with facility
ave the necessary urnishings ( e. , exar¥1 ight, and pri- 12 B Active CHWSs working
vacy). The exam light was least available, in less than half with facility

(47%) of facilities. While 63% of delivery facilities have a
partograph, fewer than 25% have guidelines for normal or
emergency delivery.

Dispensary 57

Percentage among all facilities (N=690)

Almost half (46%) of facilities offering deliver-
ies have a trained provider on site 24 hours a
day, while another 6% have a provider on call
24 hours a day. The large majority of hospi-
tals (86%) have a trained provider on site at all
times.

Items to Support Quality Delivery Services (Table A-6.30)
Percentage among facilities offering delivery services (N=207)

B Hospital M Health centre M Maternity ™ Clinic ™ Dispensary

Almost 6 in 10 (58%) delivery facilities have
all items for infection control. Hospitals and
health centres are most likely to have these
items (almost 70%).

Blank partograph Guidelines for Qualified delivery
emergency provider on site
obstetric care 24 hours
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Supplies for Normal and Complicated Deliveries

Just over half (57%) of facilities have all
the necessary supplies for normal de- Availability of Medicines and Supplies for Delivery (Table 6.7)
Percentage among facilities offering delivery services (N=207)

M Hospital M Health centre M Maternity ™ Clinic ™ Dispensary

liveries in the delivery area: scissors or
a blade; cord clamp; suction apparatus;
antibiotic eye ointment for newborn;
and skin disinfectant. 72 66

Half of facilities that offer delivery
services (51%) have all the supplies
needed to handle common complica-
tions (see figure at right). Interestingly,

more facilities (63%) have the medi- All essential supplies Medicines and Meldicipes and
: : . for deliver supplies for common supplies for serious
cines needed to treat serious complica- (scissors or blade),/cord p?omplications complications
tions. In both cases, hospitals and ma-  clamp, suction, antibiotic (needle and syringes, IV (injectable anticonvulsant
ternities are most 1ik61y to have all the eye ointment for newborn, solution with infusion set, and antibiotic)
. skin disinfectant) injectable oxytocic, suture material
necessary items. and needle holder, oral antibiotic)

Of most concern, however, is that equipment for life-threatening emergencies is in such short supply. Hospitals,
health centres, and maternities are expected to provide comprehensive emergency obstetric care, including C-
sections. Nationwide, only 6% of facilities have a vacuum extractor (used for assisted vaginal delivery), and only
15% have a dilation and curettage (D&C) kit (needed to remove retained placenta). Injectable oxytocin to prevent
haemorrhage is available in the delivery area in 71% of facilities that offer delivery services. Only 20% of facilities
have blood transfusion services (although 60% of hospitals and 50% of maternities can transfuse blood) and 72%
have newborn respiratory support services.

Almost half (49%) of facilities can provide transportation for maternity emergencies. This is a marked increase
from only 27% in 2004.

Signal Functions

Almost 9 in 10 hospitals, health centres, and maternities offering delivery services had used oxytocics in the
three months preceding the survey, and 46% had carried out manual removal of placenta. Use of anticonvulsants
(29%), blood transfusions (20%), assisted vaginal deliveries (5%), and C-sections (22%) were less common.

Availability of Signal Functions
for Emergency Obstetric Care (Table 6.10)
Percentage of facilities, among hospitals, maternities, and health centres
offering delivery services, that report performing each signal function
at least once in the 3 months before the survey (N=129)

86
46 50
I I - )

Parenteral Parenteral Manual  Removal Blood  C-section
antibiotics oxytocics removal of of retained transfusion
placenta products

65




Page 19

Management Practices and Training

The KSPA interviewed 881 delivery service providers. Two in five delivery service providers reported receiving
any training (pre- or in-service) during the year preceding the survey. Less than 20% had been trained in use of
partograph, post-abortion care, essential obstetric care, or neonatal resuscitation in the year before the survey.
More providers had received training on HIV-related topics, such as PMTCT (28%) and modified obstetric prac-
tices for mothers with HIV/AIDS (24%).

Only 38% of facilities offering deliv- Management Practices: Delivery (Table 6.9)
ery services document monitoring of Percentage among facilities offering delivery services (N=207)
delivery coverage in their catchment B Hospital M Health centre B Maternity ™ Clinic I Dispensary
area. Monitoring of delivery coverage is

highest in dispensaries (52%) and NGO 94 90 =

facilities (60%). Facilities in Nairobi are
least likely to monitor delivery coverage
(10%), compared to more than 79% of fa-
cilities in Western Province.

Careful reviews of maternal or newborn
deaths or near-misses help providers

. Documentation of Facility reviews maternal/ User fee for delivery
recognize problems and prevent future monitoring delivery newborn deaths or
deaths. Nationwide, only 39% of facili- coverage near misses

ties providing delivery services conduct
these reviews. Hospitals are most likely to conduct reviews of maternal and/or newborn deaths or near misses
(64%).

Most facilities (80%) charge user fees for delivery, including 74% of government facilities. Only 19% of NGO facili-
ties charge fees for delivery, while almost all private and faith-based facilities charge fees.

Essential Newborn Care (Table 6.8) Newborn Care
Percentage among observed deliveries of breathing newborns (N=548)

B Hospital M Health centre M Maternity Dispensary
100 100

Facilities are inconsistent in implementing essen-
tial newborn care practices. KSPA interviewers
observed deliveries of 548 live births. Sixty per-
cent of facilities dried and wrapped the newborn.
Almost all (93%) tied or clamped, then cut the
umbilical cord in a manner protecting the new-
born from the scissors or blade. Three-quarters of
facilities helped the mother start breastfeeding.
Less than half (46%) performed all three elements
of essential newborn care (see chart at left).

93 97

87

Dries and wraps Ties or clamps, and Assists mother
cuts cord to initiate breastfeeding

Several routine practises can increase newborn
and infant survival. Vitamin A supplementation to breastfeeding mothers, for example, is beneficial to both
mother and newborn. Three-fourths (74%) of facilities that offer delivery services report that they routinely pro-
vide vitamin A to new mothers. Other recommended practices, such as providing BCG (58%) and oral polio
vaccines for newborns (69%), are slightly less common.
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Malaria Services

Almost all facilities (99%) offer malaria diagnosis and/or treat-
ment services. Only 81% of these facilities, however, had first-
line antimalarials in the facility. One-quarter of facilities offer-
ing malaria diagnosis or treatment had stockouts of first-line
antimalarials in the six months before the survey. Hospitals, health
centres, and dispensaries are most likely to have antimalarials.

Treatment protocols are available in any relevant service sites in
about half of facilities offering malaria treatment and/or diagno-
sis services.

Laboratory capacity for diagnosing malaria is available in only
45% of facilities. Most hospitals can test for malaria with a blood
smear (92%), compared to only 46% of clinics. Only 6% of facilities
offering malaria diagnosis and/or treatment, and 19% of hospitals
have the rapid test for malaria.

© 2009 Elvis M. Ogutu, Courtesy of Photoshare

Malaria Services (Table 7.5)
Percentage among facilities malaria diagnosis and/or treatment services (N=683)

M Hospital M Health centre B Maternity ™ Clinic ™ Dispensary
93

71.74

First-line antimalarial Stock-outs of Malaria treatment Lab diagnostic Rapid test
medication available  1stline antimalarial protocol in any capacity for malaria for malaria
(Coartem) in 6 months service site (blood smear)
Treatment of Children

As discussed on page 11, only 62% of observed children with fever received an antimalarial. While 91% of chil-
dren who were diagnosed with malaria received an antimalarial drug, only 70% received the first-line antima-
larial drug. Four in five child health facilities had a first-line antimalarial available the day of the survey.

Training

Fourteen percent of facilities offering malaria diagnosis and/or treatment services have at least one clinician
provider of malaria services trained within the 12 months preceding the survey, while 46% of facilities have at
least one nurse-provider of malaria services trained in the year preceding the survey. An additional 9% and 11%,
respectively, received this training two to three years prior to the survey.



Putting the KSPA into Context: Malaria in Kenya

Malaria is the number one cause of morbidity and mortality in Kenya.
The Kenya National Malaria Strategy follows the recommendations
of the international Roll Back Malaria Initiative, which aims to reduce
cost of insecticides and mosquito nets, increase their use, and launch
home-based treatment programmes. Due to growing antimalarial re-
sistance, the recommended treatment for malaria has changed several
times in the last five years. In 2006, the Government of Kenya intro-
duced artemisinin-based combination therapy (ACT) as the recom-
mended malaria treatment. The recommended treatment is a brand of
artemether/lumefantrine called Coartem.

According to the 2008-09 KDHS, 56% of households had at least one

insecticide-treated net (ITN). Young children and pregnant women are

most vulnerable to malaria; just under half of children under five and
pregnant women slept under an ITN the night before the survey.

Four in ten pregnant women took any antimalarial drug during preg-
nancy, but only 34% received any SP/Fansidar during an ANC visit

and only 14% took the recommended IPT regimen—two doses of SP, at
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IPT for Pregnant Women

Took any
antimalarial drug 2

Took any
SP/Fansidar 36

Took 2+ doses of 15
SP/Fansidar

Received any SP/ 34
Fansidar during ANC

Received 2+ doses of
SP/Fansidar, at least 14
one during ANC visit

Percent of women 15-49 with a live birth
in the 2 years before the survey

least one of which is taken during ANC. IPT is especially important in malaria endemic areas, but there is not a lot of
variation in IPT by province, as it ranges from 10% of pregnant women in Nairobi and North Eastern provinces to 17%

in Nyanza Province.

Fever is the primary symptom of malaria in children. Among children under five with a fever, 23% took an antimalarial
drug, and only 12% took the drug the same or next day of the fever onset. ACT and amodiaquine were the most com-
monly taken antimalarials, each used by 8% of children the day after fever started.

Antenatal Care and Malaria

According to government policy, ITNs should be offered free to all women attending ANC clinics in malaria
endemic areas. The KSPA found that only 48% of facilities offering malaria services provided a free ITN to ante-
natal care clients, and even fewer (44%) had ITNs available in the facility. Health centres and facilities in Nyanza
are most likely to provide ITNs to ANC clients (73% and 92%, respectively).

Providers are not promoting ITN use. Only about half (46%) of observed first-visit ANC clients were told of the
importance of using an ITN. More than half (56%) of first-visit ANC clients received an ITN free of charge.

The Kenya National Malaria Control Pro-
gramme calls for intermittent preventive treat-
ment (IPTp) of malaria by using SP/Fansidar
twice during the pregnancy. IPTp should be
available for free to all women in malaria en-
demic areas. Three in four first-visit ANC cli-
ents and six in ten follow-up clients were given
IPTp or prescribed IPT. Two-thirds of first-visit
clients were given information on how to take
the IPTp medicine. Half of first-visit clients

IPTp for Antenatal Clients (Table A-6.19.2)
W 1st visit client (N=556) M Follow up visit client (N=853)

Percentage

77
64
60
among 48 52
observed ANC
clients 36
* I *

took their first dose in the facility under the Provider Provider Dose taken Importance of
supervision of a provider. The importance of gaveor  explained how inpresence  2nddose
prescribed IPTp to take IPTp  of provider  explained

the second dose was explained to only 36% of

. .. . *data not collected
first-visit clients.
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Sexually Transmitted Infections (STI) Services

STls are fairly common in Kenya, but the full scope of treatment is not available in most facilities. Almost all
facilities (94%) offer STI services as a primary service, usually in the general outpatient department, as well as in
the family planning service area and the ANC service area. STI services are available five days per week in 95%
of facilities that offer the service. About two-thirds of facilities offering STI services have STI services integrated
into FP services or ANC services. More than half of facilities offer STI services in ANC, FP, and general outpatient

areas.

Six in ten facilities use WHO’s syndromic approach to diagnosing STIs. Half of facilities have guidelines for

syndromic management of STIs.

Only 25% of facilities offering STI services have all the
items needed to support quality counselling (privacy,
guidelines, visual aids or educational materials, in-
dividual client chart, and condoms in services area).
Even fewer facilities (22%) have all the conditions
needed to provide a quality physical examination (all
infection control items, visual privacy, exam bed and
exam light). Three-quarters of STI facilities ask the cli-
ent to notify his or her partner and refer him/her for
treatment.

Although clients were seeking care due to symptoms
of sexually transmitted infections, only about 30%
underwent a physical examination of their genitals.
Among the women who had a physical examination,
providers washed their hands in only 22% of cases.
In most cases, however, the provider did wear clean
gloves.

Observed STI consultations reveal some gaps in ser-
vice provision. Three-quarters of clients were reas-
sured about confidentiality. While almost all clients
were asked about their symptoms, only two-thirds
were asked about their recent sexual contacts. Fewer
were asked about symptoms in their partner or their
partner status, i.e. whether they had multiple partners
or their partners had other partners. Over 60% of ob-
served clients received any type of lab test.

STl-related counselling was inadequate during most

Items to support quality counselling (Table A-7.2)

Percentage among facilities offering STl services (N=646)

Visual and auditory 97
privacy

Any guidelines for STls 55

Any visual aids or educ. 67
materials for STls

Male condoms at service
. . 54
delivery site

All items to support 25
quality counselling

Components of Counselling (Table A-7.11)
Percentage among observed STl consultations (N=164)

Client received prescription 91
or medication

Any mention of relationship

between infection 77
and sexual activity
Risk of HIV/AIDS 36
mentionned
Discuss condoms 40

for prevention

Offer condoms 12

observed consultations. Although 91% of observed clients received a prescription or medication, only 77% of
consultations included any mention of the relationship between the infection and sexual activity. Only 36% of
consultations included information about the risk of HIV/AIDS. Only 40% included discussion of use of condoms
for prevention, and only 12% actually offered condoms to clients.

Putting the KSPA into Context: STI Prevalence and Treatment in Kenya

In the 2008-09 KDHS, 5% of women and 2% of men reported having either an STI, abnormal discharge or genital sore/
ulcer. These results, however, may underestimate the rate of STIs because many infections, especially in women,

cause no symptoms.
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STI testing and medication

Only 1% of facilities can test for each of the four major STIs (syphilis, gonorrhea, trichomoniaisis, and chlamydia)
and HIV. More than 40% can test for HIV/AIDS, and almost half have capacity to do wet mount. Less than 25%
can test for syphilis or gonorrhoea, and only 2% can test for chlamydia. Hospitals are most able to test for all of
these infections.

Almost half (48%) of facilities have medicines to treat these four major STIs. Health centres and dispensaries are
least likely to have the necessary medicines to treat these infections.

Management practices

STl-related record keeping is not consistently reliable. Only one-third of facilities had a client register with any
entries within the past week. Facilities are said to have routine training if half of interviewed providers reported
that they had received training related to their work during the year before the survey. Only about half of facili-
ties provided this level of training to STI service providers.

Tuberculosis Services

Fewer than half (42%) of all facilities provide tuberculosis (TB) diagnosis, treatment, and/or follow-up services.
TB services are available in most hospitals (93%) and health centers (85%) but only 19% of clinics. Facilities in
Western and Nyanza provinces are most likely to offer TB services.

Three in ten facilities offer TB diagnostic services. Most hospitals (91%) can diagnose TB. Half of facilities diag-
nose TB using sputum microscopy and have all the items necessary to perform the exam. This recommended lab
test is most available in hospitals (86%) and clinics (62%).

Almost 4 in 10 facilities in Kenya pro- Tuberculosis Services (Table 7.4)
vide TB treatment and/or follow-up

services. The large majority (88%) of M Hospital M Health centre B Maternity ™ Clinic ™ Dispensary
these facilities provide treatment ac- 100100
cording to DOTS (Directly Observed 91 90 92 87
Treatment-Short Course Strategy). 74 81 8

DOTS treatment is least common in ?;gﬁﬁ?;fgf;\’ﬂ%”gg

health centres (83%) and government- any TB treatment

run facilities (86%). Most (91%) DOTS

Percentage among all facilities (N=690)

39 35  and/or follow-up

services
facilities had up-to-date client reg- 15 20 21 . (N=254)
isters for DOTS, and 75% had an ob-
served TB treatment protocol. Any TB diagnostic ~ Any TB treatment and/ Provide treatment
services or follow-up services through DOTS

All first-line TB medicines were avail-

able on the day of the survey in 73%

of facilities providing any TB services. Hospitals, health centres, and dispensaries were all likely to have these
first-line medicines compared to less than 45% of clinics and maternities. Among those facilities following DOTS,
85% had all first-line TB medicines available.

It is extremely important for TB patients to be screened for HIV, and vice versa, as these two infections often
coexist. Among the facilities offering any TB services, 82% report referring all TB cases for HIV testing. Another
3% of facilities refer only those suspected to be HIV-positive. Upon review of records, 84% of facilities offering
TB services had records of newly diagnosed TB clients referred for HIV testing; 75% had records of current TB
clients who were co-infected with HIV.
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HIV/AIDS Services

Approximately 1.4 million Kenyans were infected with HIV in 2009, and about 80,000 Kenyans die each year from
conditions related to the disease (Stover, Policy Project, 2009 Kenya National HIV/AIDS spectrum modelling).

The availability of HIV/AIDS services varies widely throughout Kenya. Three-quarters of facilities report having
an HIV testing system, while 64% offer care and support services (CSS) for HIV. While 58% of facilities provide
at least one PMTCT-related service, only 19% of facilities offer all four items for the minimum package of pre-
vention of mother-to-child transmission (PMTCT). Only 17% of facilities prescribe ART and/or provide medical
follow-up services for clients on ART. In half of all facilities, staff have access to post-exposure prophylaxis (PEP),
and youth-friendly services are available in only 10% of facilities reporting an HIV testing system.

Overall, HIV/AIDS services are more likely to be available in hospitals and health centres than in other facility
types.

Availability of HIV/AIDS Availability of HIV/AIDS-Related Services

services has improved (Tables 8.1, 8.2, 8.4, 8.5, A-8.20)
since 2004 when only 37%

of facilities had an HIV
testing system (compared
to 74% in 2010), only 7%
provided ART (compared
to 17% in 2010), 24% could
provide any PMTCT item
(compared to 58% in 2010),
and only 8% provided ac-
cess to PEP (compared to
53% in 2010).

Percentage among all facilities (N=690)
M Hospital M Health centre M Maternity ™ Clinic ™ Dispensary ™ Stand-alone VCT

75
55
llg 5

HIV testing ART (prescribe and/ PMTCT PEP
system or provide medical (any item)
(N=695 including follow-up)

stand-alone VCT)

Overview of HIV-Related Health Care Services in Kenya (Tables 8.1, 8.2, 8.4, 8.5, A-8.20)
Percentage among all facilities (N=690)

Care and Anti- Preventing Post-
Support Retroviral Mother-to-Child- Exposure
HIV Testing Services Therapy Transmission Prophylaxis
System* (CSS) (ART)** (PMTCT)*** (PEP)
Nairobi 80 67 34 52 83
Central 66 39 10 46 85
Coast 82 74 24 47 56
Eastern 87 76 12 56 27
North Eastern 42 62 9 24 17
Nyanza 85 95 31 83 78
Rift Valley 61 53 11 61 32
Western 90 69 17 87 50
TOTAL 74 64 17 58 53

* N= 695 including stand-alone VCTs;
** Prescribe ART and/or provide medical follow-up services

***One or more PMTCT services: pre- and-post test counselling and HIV testing services, ARV prophylaxis, infant
feeding counselling, or family planning counselling or services
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Putting the KSPA into context: HIV/AIDS in Kenya

According to the 2008-09 KDHS, 6.3% of adults age 15-49 are HIV-pos- HIV Prevalence by Province
itive. HIV prevalence is higher among women (8.0%) than men (4.3%). Percent HIV-positive

HIV prevalence in Kenya varies widely by province, from a low of less
than 1% in North Eastern to a high of 14% in Nyanza. HIV prevalence
is especially high among women from the wealthiest families (10.2%)
among men who are not circumcised (12.9%).

The 2008-09 KDHS also assessed

Trends in HIV Testing HIV/AIDS related behaviours in

Percent of women and men who were ~ Kenya. Coverage of HIV testing Nyanza

tested for HIV and received theresultsin  has improved markedly in recent  13.9%
the 12 months before the survey years. In the 2008-09 KDHS, 29%
2003 KDHS M 2008-09 KDHS of women and 23% of men had
been tested for HIV and received

Eastern

3.5% North
Eastern
Western 0.9%

Kenya
6.6% Y

6.3%

Nairobi

29 the results in the year before the 7
2 survey. This is a three-fold in-
7 8 crease since 2003. More than half
of women who gave birth in the two years before the survey were counselled,
offered and accepted an HIV test and received the results.
Women Men

HIV Testing

Generally accepted definitions for HIV testing services, which can include voluntary counselling and testing
(VCT), include pre- and post-test counselling, informed consent, and the testing itself. A facility is considered
to have an HIV testing system if it conducts the test in the facility or in an affiliated external laboratory, or has a
system for receiving results of tests conducted in a non-affiliated testing site in order to provide post-test services.

Testing services vary significantly by region, type of facility, and managing authority. Three in four (74%) facili-
ties in Kenya report having an HIV testing system. Almost all hospitals (99%) and health centres (95%) have an
HIV testing system. The availability of a testing system ranges from 42% in North Eastern Province to 90% in
Western Province. NGO and faith-based facilities are more likely to have HIV testing systems than government
or private for-profit facilities.

Among facilities reporting an HIV testing system, only 57% had the HIV test available in the facility or in an
affiliated lab; 43% reported HIV rapid testing. Less than half (47%) of facilities reporting HIV testing had an in-
formed consent policy in all relevant service sites. Almost all, however (95%), did have a register with HIV test
results; the same proportion had a record for clients receiving test results.

HIV Testing System Items (Table 8.1)
Percentage among facilities reporting an HIV testing system (N=514)

B Hospital M Health centre M Maternity ™ Clinic ™ Dispensary M Stand-alone VCT

100 9

99 99
93 62296 97 96 9695
89 87 1 87

7675
65 60 7164
45
3 35 37
2425 28
10
0

HIV test available  HIV rapid testing Informed consent Register with Record for clients
in facility or reportedin  policy for HIV testing HIV testresults  receiving HIV test
affiliated lab facility results
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Care and Support Services

Care and support services (CSS) include any health services that support and improve the life of an HIV-infected
person. CSS may include the treatment of opportunistic infections (Ols), palliative care, and social and psycho-
logical support services. Since HIV-infected persons are at higher risk of developing opportunistic infections like
TB as a result of their suppressed immune system, immediate treatment of Ols and other infections is essential.
Basic CSS (any curative or preventive care services, referrals for counselling, and/or social support services for
help living with HIV/AIDS) are available at about two-thirds (64%) of facilities in Kenya. Almost all hospitals
(96%) and most health centres (86%) offer CSS compared to only 49% of clinics.

Good record keeping systems are not universal in CSS facilities. Six in ten (61%) facilities providing CSS have a
register with HIV/AIDS related client diagnosis observed in any service site. Record systems for individual ap-
pointments were observed in any relevant sites in only 35% of facilities.

Tuberculosis in HIV Service Sites

Tuberculosis (TB) is a leading cause of death among people infected with HIV. The World Health Organization
recommends directly observed treatment short-course (DOTS) to treat TB. DOTS ensures that patients take their
drugs regularly and complete their treatment. This regime cures patients and helps prevent drug resistance.

Overall, 57% of facilities offering any CSS provide TB diagnosis or treatment (including treatment follow-up)
services. The availability of TB treatment varies by province, ranging from a low of 34% in North Eastern to a
high of 80% in Western. Among facilities offering any CSS, only 45% report that they are part of the national
DOTS programme and 45% of facilities say they follow the DOTS strategy. All first-line TB medicines (any com-
bination of isoniazid, rifampicin, ethumbutol, and Pyrazinamide) are available in 84% of facilities offering CSS
and following the DOTS strategy. Of these facilities, 88% have observed client registers for DOTS and 75% have
treatment protocols.

Only 10% of facilities offering any CSS routinely provide preventive treatment for tuberculosis with isoniazid
(INH). Hospitals (32%) and health centres (23%) are most likely to have INH.

TB Treatment and/or Follow-up Using DOTS (Table A-8.2)
Percentage among facilities offering CSS (N=442)

Any TB diagnostic Report they are part of Follow DOTS
or treatment services national DOTS programme strategy*
Nairobi 65 59 48
Central 72 36 47
Coast 56 53 54
Eastern 54 43 50
North Eastern 34 34 34
Nyanza 62 56 54
Rift Valley 40 23 19
Western 80 75 74
TOTAL 57 45 45

* Treatment strategy followed is either direct observed for two months with five months of follow-up treatment, or direct

observed for six months.
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Sexually Transmitted Infections Services in HIV Service Sites

Sexually transmitted infections (STIs) are a known risk factor for contracting HIV. Thus, facilities where HIV/
AIDS services are offered are prime locations for the counselling, diagnosis, treatment, and prevention of STIs
and vice versa. In Kenya, 97% of all facilities and 99% of facilities offering CSS for HIV/AIDS also treat STIs.
However, only 67% of facilities offering HIV/AIDS CSS and STI treatment have STI treatment protocols in any
relevant site.

Medications for treating four common STIs (syphilis, chlamydia, trichomoniaisis, and gonorrhoea) are available
in about half (48%) of facilities offering CSS for HIV/AIDS services. Medicines are more likely to be available in
maternities (85%) and hospitals (71%) than in health centres (41%), clinics (56%), or dispensaries (40%).

Male condoms are available in 8 out of 10 facilities offering CSS for HIV/AIDS and STI treatment in Kenya. They
are least available in clinics (62%). NGOs and government-run facilities are most likely to provide condoms; only
38% of faith-based facilities and 68% of private for-profit facilities provide male condoms.

The quality of ST services is uneven, however. Only 23% of facilities offering CSS and STI services have all three
elements for quality STI services: treatment protocols at all sites; medicines for treating common STIs; and con-
domes.

Compoments of STl Services
(Table A-8.6)

Among facilities providing CSS and STl services, percentage with the following items (N=436)
B Hospital M Health centre M Maternity ™ Clinic ™ Dispensary

849,87 84

STl treatment Medications Male condoms Female condoms
protocol observed for treating available in any available in any
in any relevant site each major STI service area service area
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Treatment of Opportunistic Infections

Appropriate treatment of opportunistic infections (Ols) improves the quality and extends the life span of people
living with HIV and AIDS. In addition to TB, common Ols include topical fungal infections, chronic diarrhoea,
and bacterial pneumonia.

Most facilities (94%) offering clinical CSS for HIV/AIDS have at least one medicine for managing bacterial pneu-
monia, and 96% can manage chronic diarrhoea. More than 8 in 10 (85%) have intravenous fluid with infusion
sets for rehydration; 89% have oral rehydration salts. About 9 in 10 facilities offering CSS have at least one anti-
helminth and 8 in 10 have at least one medication for topical fungal inflections. Only 22% can provide vitamin
supplementation.

The quality of Ol treatment is not clear, however. Only about half of facilities (46%) have providers trained to
treat Ols and only 31% of facilities have a provider trained to treat AIDS in children. Not surprisingly, lower level
health facilities are the least likely to have a trained provider. The lack of training is all the more serious as not all
sites have written guidelines or protocols for treating Ols. Guidelines or protocols for treating Ols are available
in any relevant sites in 20% of facilities that offer CSS.

© 2007 David Snyder, Courtesy of Photoshare
An HIV-positive patient undergoes a monthly physical exam at a
community-based health care center in Mombasa, Kenya.
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Co-trimoxazole Prophylaxis
Availability of CPT (Table A-8.9)

Co-trimoxazole prophylaxis treatment (CPT) for the prevention Percentage of facilities routinely offering CPT
of opportunistic infections in people living with HIV/AIDS is among facilities providing CSS (N=442)

an integral component of the HIV/AIDS CSS package in Kenya.
About three-quarters (70%) of facilities providing CSS routinely
provide HIV/AIDS clients with CPT. Among facilities providing
CSS, hospitals and health centres are highly likely to routinely
offer CPT (over 90%). Private for-profit facilities are least likely to
routinely offer CPT (46%) compared to more than 75% of other
facility types. CPT is least available in North Eastern (36%) and  \yagter
most available in Nyanza Province (83%). 720/*

Kenya average: 70%

Although three-quarters of CSS facilities offer CPT, only 75% of Nyanza
these facilities had co-trimoxazole actually available in the facility ~ 83%
on the day of the survey. Almost all hospitals had co-trimoxazole
available, compared to between 84% and 88% of health centres,
maternities, and clinics. Only 60% of dispensaries had CPT avail-

able on the day of the survey. One-quarter (23%) of facilities had a
provider of CPT trained in the three years before the survey, and

only 21% of facilities offering CPT had a protocol available in all service sites.

Nairobi
80%

Advanced Clinical Care and Support Services

Kenyans have been dealing with the HIV/AIDS for quite  gacilities with at Least Two Types of Medicines

sometime; however, advanced health services for HIV/AIDS to Treat Each Opportunistic Infection
are in the early stages of development and are not yet wide- (Table A-8.14)
ly available.
Cryptococcus
Laboratory capacity to monitor HIV/AIDS patients is avail- fungal
able in only a small percentage of facilities that offer clinical Bacterial
CSS. For example, only 10% of facilities can do a white cell reisr?#erifc%r):
count and only 38% can check haemoglobin or hematocrit,
important indicators for anaemia. These services are much ba 32?;
more common in hospitals than other types of facilities. infection
While medicines to treat bacterial infections, parasitic in- Herlg?S (only
fections, and AIDS dementia complex are common, less one medication)
than 20% of CSS facilities have at least two medicines to Parasitic
treat cryptococcus fungal infection or herpes opthalmic infection
infections. Only 18% of CSS facilities have one medication Herpes
for tr?ating herpes. Very few facilitie.s can prov?de fortified oﬁffgacltrigls
protein supplements. Only 10% of facilities offering any CSS
can treat Kaposi’s sarcoma. AIDS
dementia
o ) complex
Only one-quarter (24%) of CSS facilities offer home care, ei-
ther in the facility or through outreach. Pain
management

Fortified
protein
supplements

Percentage among facilities offering CSS (N=442)
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Antiretroviral Therapy

Antiretroviral drugs can significantly prolong and improve the quality of life for people living with HIV and
AIDS. Not all HIV/AIDS clients, however, are eligible for these medicines. According to national guidelines,
initiating antiretroviral therapy (ART) should be based on the level of HIV immune suppression as assessed by
WHO HIV stage (presence or absence of certain HIV-related symptoms) or a CD4+ cell count. Approximately
380,000 adults in Kenya are currently on ART (NASCOP 2009). This is about half of the number of HIV-positive

clients who are eligible for ART according to the WHO guidelines.

Quality ART services include: trained staff; protocols and guidelines for care and support services; consistent
supply of antiretroviral (ARV) medicines; a system for client appointments and follow-up services; individual
client records for continuity of care; and record-keeping systems to ensure ARV compliance.

Nationwide, only 17% of all health facilities prescribe ART and/
or provide medical follow-up for clients on ART. ART services are
mostly available at hospitals (80%) and health centres (52%). ART
is most available in Nyanza (31%) and Nairobi (34%), the prov-
inces with the highest HIV prevalence.

The quality of ART services varies among health care facilities.
Almost all facilities (95%) prescribing ART had the adult first- line
ART regimen available on the day of the survey and 90% of facili-
ties prescribing ART had had no stock-outs of first-line ARVs in
the six months before the survey. National guidelines for manag-
ing ART are available in 58% facilities that prescribe ART; 64% of
ART-prescribing facilities have lab capacity for monitoring ART.

Availability of ART (Table 8.4)

Percentage of facilities that prescribe ART and/or
provide medical follow-up services (N=690)

Kenya average: 17%

Eastern
Western,
1 70/*

Nairobi
34%

© 2009 David Snyder, Courtesy of Photoshare
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Preventing Mother to Child Transmission of HIV

Mother-to-child transmission (MTCT) of HIV occurs when the virus is passed from an HIV-infected mother to
her baby during pregnancy, delivery, or breastfeeding. The prevention of mother-to-child transmission (PMTCT)
programme aims to reduce the risk of HIV transmission. PMTCT services are most often offered in conjunction

with antenatal and delivery services. The minimum package of PMTCT includes:

* counselling and testing (CT) pregnant women for HIV infection;

* providing HIV-positive women with information on infant feeding practices; QAAI/\??Tum
* providing family planning counselling or referral; and package

* providing prophylactic ARV to HIV-positive women and their newborns

within 72 hours of birth.

The Government of Kenya introduced PMTCT servic-
es in 2000. The package of services varies greatly from
facility to facility. As of 2010, 58% of all facilities na-
tionwide offer any component of PMTCT services, and
33% of these facilities offer all four components for the
minimum PMTCT package (HIV testing with pre- and
post-test counselling, ARV prophylaxis for mother and
newborn, counselling on infant feeding, and FP coun-

Availability of Specific PMTCT
Services Among All Facilities (Table 8.5)

Documented HIV 53
testing system

ARV prophylaxis to 64
prevent MTCT

Maternal nutrition and

selling or referral). The minimum PMTCT package is infant feeding counselling 94
most likely to be found in hospitals (72%). Availability
of the minimum package varies across provinces from  Family planning counselling 97

16% in Nairobi to 45% in Nyanza. or services

PMTCT+, an enhanced programme that includes ART All four items for minimum 33
.. PMTCT package

for HIV-positive pregnant women, her newborn, and

other family members, is far less available. Only half of ARV therapeutic treatment 25

facilities providing the minimum package have all the
items needed for PMTCT+ package. This translates to
9% of all health care facilities that can provide PMTCT+
services. As expected, hospitals are most likely to have
all items for the PMTCT+ package.

for HIV+ women and families

All items for PMTCT+ 16

Percentage among facilities offering any
PMTCT services (N=401)

Putting the KSPA into Context: Knowledge of Mother-to-Child Transmission

According to the 2008-09 KDHS, 87% of women and men know that HIV can be transmitted during breastfeeding.
Two-thirds of women and men know both that HIV can be transmitted through breastfeeding and ARVs taken during
pregnancy can reduce the risk of HIV transmission. This knowledge has increased dramatically since 2003 when about

30% of women and men knew about PMTCT.

According to the 2008-09 KDHS, only 56% of women who gave birth in the two years before the survey were counselled,

tested for HIV, and received their test results.
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Youth-Friendly Counselling and Testing Services

Youth-friendly services (YFS) help young adults overcome barriers to
accessing HIV/AIDS services. Ideally, YFS involve young people in all
aspects of the programme’s planning, operations, and evaluation. The
services should include staff who are sensitive to youth culture and eth-
nic cultures as well as to issues of gender, sexual orientation, and HIV
status. YFS usually have flexible hours, convenient locations, and walk-in
appointments.

According to the 2010 KSPA, only 10% of facilities with an HIV testing
system offer youth-friendly HIV testing services. Half of stand-alone
VCTs have youth friendly testing services compared to only 21% of hos-
pitals and 4% of clinics. Youth-friendly services are most common in
Western (27%) and Nairobi (21%), two of the provinces with highest HIV
prevalence. Of the facilities with any YFS, 77% have at least one provid-
er trained to provide youth-friendly services and 52% have appropriate
guidelines on site.

© 2005 Felix Masi/ Voiceless Chil-
dren, Courtesy of Photoshare

Putting the KSPA into Context: HIV Knowledge and Behavior among Youth in Kenya

The 2008-09 KDHS asked young men and women ages 15-24 about their knowledge of HIV. Comprehensive knowledge
is defined as: knowing that using condoms and having just one uninfected, faithful partner can reduce the chance of
getting HIV; knowing that a healthy-looking person can have HIV; and rejecting the two most common myths about
HIV transmission: “People get HIV from mosquito bites” and “People can be infected with HIV by sharing food with
someone sick with AIDS.” Overall, only 48% of young women and 55% of young men ages 15-24 had comprehensive
knowledge of AIDS. Most young men (84%) and 65% of young women know of at least one source for male condoms.

HIV testing is becoming more common among youth—28% of young women 15-24 and 19% of young men 15-24 had
been tested for HIV in the year before the survey and received the results.

Post-Exposure Prophylaxis

Post-exposure prophylaxis (PEP) is the preventive treatment with antiretrovirals for persons who may have been
exposed to HIV. Given the relatively high prevalence of HIV in Kenya (6.3%), the risk of contracting HIV infection
on the job is a real threat to everyone working in health care facilities. PEP should also be available for patients at
high risk due to inadvertent exposure to HIV, for example, rape victims.

Only about half (53%) of all health care facilities in Kenya offer PEP services to their staff. This is a large increase
since 2004 when PEP services were available in only 8% of facilities. Still, in 2010, among facilities reporting PEP
services, only 29% have ARVs for PEP. Thus, protection for health care providers exposed to HIV on the job is
very limited. It is possible that providers needing PEP are referred. However, KSPA findings show that only 10%
of facilities reporting that they offer PEP have any records/registers of staff receiving PEP, and only 3% have
records monitoring full compliance with PEP regimen.

As expected, most PEP services are located in hospitals (89%); PEP is also available in most stand-alone VCTs
(73%) and health centres (67%). PEP services are available in more than 75% of facilities in Nairobi, Central, and
Nyanza provinces.
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Qualitative Research:
Community Health Workers

The 2010 KSPA included a qualitative component examining the role of Community Health Workers
(CHW ). Seventy-four interviews with CHWs were completed in 68 districts throughout Kenya.

Training. Training of CHWs varies widely, from those who have received only a few days of training to those
with several months of training. Almost 40 agencies throughout Kenya are involved in CHW training. Training
fell into three categories: disease prevention (malaria, HIV, TB, or STIs); specific services (home-based-care, first
aid, de-worming); and health education (promotion of ANC, VCT, immunisations, teaching about hygiene). The
Ministry of Health is seeking to standardize CHW training through a standard two-week curriculum.

Service provision. CHWs have traditionally focused on reproductive health and the health of mothers and chil-
dren. They frequently accompany a sick person to health facilities and help to arrange transport. More recently,
services related to HIV/AIDS have been added to the CHW's role. Services provided fall into four categories:
health education and preventive services (health talks on hygiene, HIV-related counseling, malaria prevention);
promotion of specific health services (ANC services, VCT services, immunisation services, PMTCT services,
distribution of ORS); direct services (giving first aid, home-based care, family planning methods); and referrals
to health facilities. The services provided by CHWs vary with the training they have received. Those trained in
HIV/AIDS are more likely to focus on VCT and counselling, while those with a background in MCH focus more
on antenatal care and services for sick children.

Supervision, record-keeping, and reporting. Only about one-third of CHWs reported that they are supervised.
Most frequent supervisors are Community Health Extension Workers (CHEWs), public health officers, or another
designed officer from a programme or facility they are working for. Most unsupervised CHWs are from re-
gions where projects are not well established. CHWs keep monthly records of their activities. Some CHWs meet
monthly with staff at the health facilities while some CHWs meet less frequently, and others not at all.

Remuneration. Most CHWs are volunteers and receive no payments. A minority of those interviewed are paid
by the health programme that trained them or the facility they serve, or receive a percentage from fees charged
for health services. Many CHWs do receive other rewards, including lunch, transportation allowances, material
goods such as boots, uniforms, and bikes, and additional training. Eleven of the 74 interviewed were paid sala-
ries, ranging from 2,000 to 9,000 shillings per month.

Challenges. All CHWs indicated that transportation to their service areas and for their patients to reach health
facilities is a problem. The long distances required to reach households results in long days away from CHWs
home responsibilities. Bicycles have proven helpful in some cases. The two other most common challenges cited
by CHWSs were not receiving any payment for their services and the lack of recognition of their important role
by health care staff and the local population. CHWs would like a salary, especially to help make funds available
for clients who need assistance. Lastly, CHWs would like additional recognition through a closer affiliation to the
formal health system or uniforms/badges to increase their visibility in the community.

Conclusions/Suggestions for improvement. CHWs listed four major areas for improvement: improved ease of
transportation, increased supervision from their local facility, improved material support like first aid kits and
referral forms; and increased recognition and/or payment to boost motivation.



Page 34

Qualitative Research: Feedback from Mothers

The 2010 KSPA also included qualitative group discussions with mothers of children under the age of two. Fifty
discussions with 8-12 women each were analyzed to assess mother’s perspective on health care services available
to them and their children. Discussions took place in each of Kenya’s eight provinces.

General impressions. The three biggest complaints from the mothers” perspective were: lack of medicines avail-
able (64% of groups), rude treatment by doctors (36%), and the long wait time to see doctors (64%). Patients re-
ported that they would like to be able to receive medicines directly from the health facility without going to a
chemist.

Most women had positive feelings about services for child health services and family planning services but
much less favourable views of pregnancy-related care. Mothers had major concerns about the waiting time to see
providers, and some reported going to private, more expensive facilities just to avoid the waiting time.

Child health services. Most women reported that health care
services for children were relatively good; most reported that
immunisations are free and that children were weighed. Others
mentioned receiving vitamin A, free mosquito nets, and health
education. Mothers reported that while treatment of sick children
is free in government facilities, the drugs are not available and they
therefore have to go elsewhere to purchase medications. They ex-
pect to wait hours for services.

Maternal health services. Antenatal care was the most commonly
discussed health service for women. Groups mentioned availabil-
ity of most standard ANC tests and practices. Few groups men-
tioned HIV testing as part of antenatal care. Respondents indicated
that some women do not use ANC services due to fees, transport
problems, or fear of having to take an HIV test.

Women also discussed the decision about where to give birth. Most
interviewed women preferred a health facility delivery due to fear
of complications and a lack of faith in the ability of the TBAs. But
due to transport problems, some give birth at home.
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Other women preferred home births, primarily to avoid certain aspects of hospital delivery, such as an HIV test
(30%), abuse by doctors and nurses (26%), and women not wanting to be examined by male doctors (16%). TBAs,
on the other hand, were lauded for massage skills and pampering treatment. Costs were also a deterrent to many
women going to health facilities for delivery.

Family planning services. Family planning services were familiar to women interviewed. Injectables were
named the method of choice due to convenience and secrecy. Women suggested improvements in family plan-
ning counseling and activities to involve male partners in FP decisions to limit the need for secrecy.
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Conclusions

Kenya has experienced some significant health improve-
ments in recent years. According to the 2008-09 KDHS,
use of family planning has increased, childhood mortal-
ity has decreased, childhood immunisation has increased,
and many more women and children are using insecticide-
treated nets. Still, Kenya faces significant challenges. Only
44% of women deliver with the assistance of a skilled pro-
vider, and this has not improved substantially in recent
years. Many children still suffer from malnutrition. While
HIV-related knowledge and HIV testing have improved
dramatically, HIV continues to affect many Kenyans; 6% of
the adult population is HIV-positive.

What role do health facilities, policies, and personnel play
in the health situation in Kenya? The KSPA findings pro-
vide information to help answer this question. The results
are very mixed. Key conclusions and recommendations are
noted below.

General Patterns Across Service Areas

© 2006 Johnson Ndungu/Walter Reed
Project, Courtesy of Photoshare

* The majority of facilities across all areas charge user fees. This is true
even for government facilities. User fees may be serving as a deterrent to getting even the most
basic health care, including antenatal care, child immunisations, or family planning methods.
Posting of fees is rare even though facilities that do charge fees are expected to post all fees.

* Infection control is inadequate in most service areas. All items needed for infection control are
available in less than 60% of facilities. Soap and running water or else hand disinfectant are
the most commonly missing items. Without these, facilities will never be able to fully prevent
infection or provide top quality care.

* Service guidelines are not widely available at service sites. For example, only 36% of family
planning facilities have relevant guidelines and only 25% of delivery facilities have guidelines
for emergency obstetric care. Guidelines are also lacking in many STTand HIV service sites. This
is a concern, especially in facilities where providers have not received recent training,.

* Laboratory testing capacity is not frequently available, whether for maternal health, HIV, or STI
services. While some conditions are appropriately diagnosed through a syndromic approach,
others require lab testing for correct diagnosis and appropriate treatment.

Family Planning

* Eighty-five percent of facilities offer modern family planning methods nationwide, but services
vary by region. Only two-thirds of facilities in Nairobi and North Eastern provide modern
methods. Long-lasting methods are much less available. Only 8% of facilities can actually
provide male or female sterilisation.

* One-quarter of family planning facilities have all the items necessary for quality counselling, and
only 16% have all items for a pelvic exam. Only about one-third of family planning facilities have
an exam light or speculum.

* Family planning clients are not consistently being assessed completely during visits. Few FP
clients are asked about symptoms of STIs or any chronic illnesses. This is a missed opportunity
for prevention and education.
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Child Health

* While almost all facilities provide care for sick children, only two-thirds provide child
immunisations and three-quarters provide growth monitoring services. Only 39% of facilities
offer immunisation services on every day that sick child services are available. Ideally, caretakers
should not have to bring their children to multiple facilities or return for multiple visits for such
a basic prevention procedure.

* First-line medications and pre-referral medications for treating sick children are available in more
than 60% of child health facilities. Facilities are less likely to have other medications, such as
aspirin, vitamin A, and iron tablets.

* Sick children are not being assessed for danger signs or examined routinely as part of sick child
consultations. This may lead to incorrect diagnoses and could potentially endanger the lives of
sick children.

* Many caretakers of sick children are still not being given essential advice on caring for their
children. Caregivers need to be informed how to best take care of their sick children in order to
avoid further complications.

* As in other countries, overprescription of antibiotics for sick children is common in Kenya.

Maternal Health

* Only 30% of facilities provide normal delivery services. Among these facilities, only 57% have all
of the supplies needed for normal delivery. Less than half of facilities have an exam light at the
delivery site.

* Few facilities are equipped to handle emergencies. Only 5% of facilities can perform a Caesarean
section. Blood transfusions and assisted vaginal delivery are also rarely performed. About half
of facilities have an ambulance or a system to transfer maternal emergencies to an appropriate
facility. Clearly many women are not receiving the emergency services they and their newborns
need.

* Currently more than half of births in Kenya occur at home (2008-09 KDHS). Yet only 3% of facilities
have services supporting home delivery.

* Only 25% of ANC facilities have the basic supplies needed for ANC. One in five facilities offering
ANC has all of the basic medications needed to treat ANC complications.

* ANC counselling is not consistent. Patients are not regularly counselled about exclusive
breastfeeding or family planning after birth, and the majority are not counselled about warning
signs of pregnancy complications.

Malaria

e First-line antimalarial medications are available in about 80% of facilities, and stock-outs had
recently occurred in 24% of these facilities. However, only 62% of children with fever were given
an antimalarial and even among those diagnosed with malaria, only 70% received a first-line
antimalarial.

* Although treatment is crucial, malaria prevention activities are essential, especially in malaria
endemic areas. Only half of facilities providing malaria services say they give free ITNs to
ANC clients. Furthermore, only 46% of first-visit ANC clients were told about the importance of
sleeping under an ITN during pregnancy.

* All pregnant women in malaria endemic areas should receive IPT (intermittent preventive
treatment) at no charge. Only three-quarters of first-visit ANC clients were given or prescribed
IPT, and only 36% of them were told the important of the second dose of IPT. Without this
counselling, it is unlikely that women will complete the recommended IPT regimen.
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Sexually Transmitted Infections

* While almost all facilities provide STI services, the quality of services is very uneven. Many
essential items are missing for provision of quality counselling and physical examination.
Especially alarming is the lack of condoms—only 54% of facilities had male condoms at the STI
service delivery site.

* Observation of STI consultations revealed that many important topics are not being discussed.
Risk of HIV/AIDS was mentioned in only one-third of observed consultations and condoms
were mentioned only 40% of the time.

* Although availability of STI-treating medications has improved, still only half of STI facilities have
medicines to treat all four STIs. Clients will not be motivated to seek treatment if medications
are not available.

Tuberculosis

¢ Although only 37% of facilities are providing any TB treatment or follow-up services, most of these
facilities are following DOTS. Most DOTS facilities are well stocked with first-line TB medicines,
registers, and protocols.

* Tuberculosis diagnostic services are available in only 31% of facilities. Only half of facilities
providing TB services have the capacity to conduct a sputum exam, which is the recommended
diagnostic exam for TB.

* Tuberculosis and HIV/AIDS services are well integrated. Most facilities providing TB services
routinely refer TB clients for HIV testing. Tuberculosis services are more available in HIV service
sites than in all facilities.

HIV/AIDS

* Availability of HIV-related services in Kenya has improved substantially since 2004. HIV testing,
antiretroviral therapy, prevention of maternal-to-child transmission services, and post-exposure
prophylaxis are all available in more facilities in 2010 than in 2004.

* HIV-related services are generally more available in high-HIV
prevalence provinces such as Nairobi and Nyanza.

* Record keeping needs improvement in HIV-related areas. While
HIV-testing records are generally well kept, records for CSS and
PEP are lacking. This makes it difficult to monitor the disease
burden of HIV and to properly plan allocation of funds, medicines,
and other supplies.

* Health care staff are not being adequately protected from accidental
HIV infection. While about half of facilities report that they have a
system in place for post-exposure prophylaxis, only 29% actually
had ARVs on site to prophylactically treat staff.

* HIV transmission from mother to child can only be prevented if
ARVs are present to treat the mother and the infant. Only one-
third of facilities can provide the minimum package of PMTCT
services, including ARV prophylaxis.

* Many facilities are missing national guidelines on treating
opportunistic infections or anti-retroviral therapy. This is © 2009 Netsanet Assaye,
especially crucial, as so few staff are recently trained on these Courtesy of Photoshare
topics.



Key Indicators

Child Health Services

Facilities offering curative outpatient care for sick children (%)
Facilities offering growth monitoring (%)

Facilities offering childhood immunisation (%)

Immunisation facilities with all basic child vaccines (BCG, DPT-HB, polio, measles) (%)
Facilities with all first line' /pre-referral medicines? (%)

Facilities with user fees for sick child services (%)

Family Planning Services

Family planning services available 5 days a week (% of facilities)
Availability of any modern method (% of facilities)

All items for quality counselling® (% of facilities)

Conditions for quality pelvic exam* (% of facilities)

User fees for FP services (% of facilities)

Maternal Health Services

Facilities offering antenatal care (%)

Facilities offering postnatal care (%)

Facilities offering tetanus toxoid vaccine (%)

ANC facilities with all items for quality counselling® (%)

ANC facilities with all essential supplies for basic ANC® (%)

ANC facilities where STI treatment is provided by ANC providers (%)

ANC facilities with all medicines for treating pregnancy complications’(%)

Facilities offering normal delivery services (%)

Facilities offering Caesarean section (%)

Facilities offering emergency transportation support for maternity emergencies (%)
Delivery facilities with all items for infection control® (%)

Facilities offering delivery services with all essential supplies for delivery® (%)
Facilities offering delivery services with user fees for delivery (%)

Malaria Services

Facilities providing free ITNs to ANC clients (%)

Facilities offering malaria treatment with 1st line antimalarial in the facility (Coartem) (%)
Facilities with lab diagnostic capacity for malaria (blood smear) (%)

HIV/AIDS, STI, and TB Services

Facilities reporting an HIV testing system (%)

Facilities offering HIV/AIDS care and support services (CSS) (%)

Facilities with TB treatment and/or follow-up (among those facilities offering CSS) (%)
Facilities treating STls (among those facilities offering CSS) (%)

Facilities that prescribe ART and/or provide medical follow-up services (%)

Facilities reporting PMTCT services (any) (%)

Facilities reporting minimum package of PMTCT (among those with any PMTCT)'° (%)
Facilities where staff have access to post-exposure prophylaxis (PEP) (%)

Facilities providing youth- friendly testing services (%)

Facilities providing any TB diagnostic, treatment and/or follow up services (%)
Facilities providing STl services as a primary service (%)

Facilities with medicines to treat 4 major STls (among those offering STl services)

Type
Hospital Health Maternity
centre
100 100 95
95 95 82
93 95 78
90 79 94
86/83 76/74 63/90

64 70 91

91 91 80
85 83 88
40 34 27
43 24 51

70 79 95
% 99 93
92 83 82
% 99 83
52 38 32
42 31 48
49 81 81

50 18 52
95 83 85
52 1 30
88 77 78
69 68 54
72 61 80
% 90 95
64 73 31

88 85 68
92 71 74
99 95 89
96 86 73
95 92 44
99 100 100
80 52 11

88 92 70
72 57 32
89 67 56
21 13 6

93 85 41

98 100 94
71 45 85

1-ORS,Coartem, one oral antibiotic ; 2-One 1st line injectable antibiotic, one 2nd line injectable antibiotic,and IV solution with perfusion set and sterile syringes; 3- Visual
privacy, client cards, written guidelines, visual aids ; 4-Visual and auditory privacy, examination bed or couch, examination light, and vaginal speculum; 5-Visual aids for
health education, guidelines, client card/record; 6-Iron and folic acid, tetanus toxoid vaccine, blood pressure apparatus, foetoscope; 7-One broad-spectrum antibiotic,



 of Facility Managing Authority

Clinic Dispensary S.A. Govern- NGO Private FBO Total
VCT ment (for-profit)
94 97 97 9% 95 99 97
43 84 89 80 48 74 74
29 81 88 80 34 79 68
88 82 83 68 87 87 84
46/50 73/62 73/61 58/49 47/53 92/91 66/62

94 71 61 58 % 95 77
87 87 89 80 89 79 88
80 89 9 89 84 44 85
19 25 31 42 20 6 25
21 6 10 8 29 10 16
93 66 68 65 %4 58 76
41 84 89 85 46 88 74
25 68 75 61 30 72 59
37 77 84 80 40 84 69
37 33 40 36 27 34 36
39 15 12 10 38 60 25
89 91 83 92 90 87 85
22 1 6 15 26 61 19
4 21 36 38 16 43 30

0 3 4 5 9 5
31 47 55 64 36 60 49
28 47 64 17 53 53 58
43 40 50 5 74 73 57
64 61 74 19 97 99 80
13 61 67 69 12 64 48
58 93 93 85 58 92 81
46 31 35 35 47 87 46
55 75 100 79 96 58 91 74
49 63 71 79 49 75 64
32 49 66 62 29 70 57
97 99 99 93 98 100 99
6 5 23 43 3 20 17
24 66 74 71 27 78 58
26 19 34 31 22 40 33
54 43 73 50 73 54 53 53
4 9 53 10 14 5 17 10
19 38 55 49 17 57 42
85 97 97 90 87 100 94
69 33 27 26 70 83 48

antimalarial, 4 STIs,and anti hypertensive; 8-soap and running water or hand disinfectant, disposable latex gloves, disinfecting solution, sharps box; 9-Scissors/blade,
cord clamp, suction apparatus, antibiotic eye ointment skin disinfectant; 10 - an HIV testing system in the facility plus ARV prophylaxis for mother and infant, plus
counselling on maternal nutrition and infant feeding for HIV positive mothers, plus counselling on family planning or family planning services for mother.
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