
Chapter 5                  Maternal and Newborn Health Services 
  
This chapter provides an overview of the Kenyan maternal and newborn health services 
environment derived from four modules of the KSPA: the facility inventory, the health worker 
interview, the antenatal care observation, and the client exit interview. The chapter highlights the 
key aspects of maternal and newborn care including the availability of staff and services for 
antenatal care, safe delivery, post-partum care and obstetric complications: 
 
A. Maternal Health Care in Kenya 
 
1. Maternal health status and health care utilisation 
 
Complications related to pregnancy and childbirth are among the leading causes of morbidity and 
mortality of Kenyan women. Recent estimates suggest that there are 590 deaths per 100,000 live 
births, representing a 1 in 36 lifetime risk of dying from a maternally related cause (NCPD, CBS, 
and MI 1999). Hospital-based studies suggest that the majority of these deaths are due to obstetric 
complications, including haemorrhage, sepsis, eclampsia, obstructed labour, and unsafe abortion. 
Unsafe abortions practices alone are thought to cause at least a third of all maternal deaths. The 
remaining deaths are due to indirect causes, that is, the result of existing diseases aggravated by 
the physiological effects of pregnancy, and, of these latter causes, anaemia is amongst the most 
significant, although deaths from HIV/AIDS are becoming increasingly common (Ministry of 
Health 1996).   
 
Compared with other African countries, Kenyan women's use of maternal health services is high. 
The Kenya DHS found that 92 percent of women attend for antenatal care at least once, 28 
percent make two or three visits, and more than 60 percent of women attend four or more times 
(NCPD, CBS and MI, 1999). However, the majority of these women attend relatively late in 
pregnancy since the median gestation at first visit is 5.7 months. Delivery within a health facility 
or with a skilled attendant is much less common than antenatal care. Only 44 percent of women 
have a skilled attendant present at delivery, while slightly less than one-quarter of women deliver 
with a traditional birth attendant (TBA), one-quarter deliver with a relative, and nearly one-tenth 
of women deliver entirely alone. The majority of the deliveries with a skilled attendant occur 
mainly in hospitals. Overall, 30 percent of all deliveries occur in hospitals, 5 percent in health 
centres and 5 percent in private clinics.  
 
Wide regional disparities are disguised in these aggregate figures, however. Delivery at home, for 
example, is twice as common in rural areas as in urban areas, and the proportion of births with a 
skilled attendant ranges from 78 percent in Nairobi to only 33 percent in Western Province 
(NCPD, CBS and MI, 1999). 
 
2. Maternal health policy  
 
Maternal health services in Kenya began as part of an integrated MCH programme in 1972, but it 
was not until the inauguration of the Safe Motherhood Initiative in Nairobi in 1987 that specific 
programmes to reduce maternal mortality and improve maternal health were established. Early 
efforts focussed on training TBAs to screen high-risk pregnancies for complications but are now 
directed towards providing women with access to care at the facility level. 
 
The National Reproductive Health Strategy published in 1997 (Ministry of Health, 1997b) has 
two principle maternal health objectives: to reduce maternal mortality to 170 per 100,000 live 
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births by the year 2010 and to increase professionally attended deliveries to 90 percent in the 
same time period. The main elements of the strategy include improving facility capacity at all 
levels to manage pregnancy-related complications, unsafe abortion, and newborn care and 
establishing a functioning referral system.  
 
3. Organisation of maternal health services
 
Maternal health services are provided by facilities at every level of the Kenyan health system. At 
the lowest level of the public sector, dispensaries, which are staffed by enrolled nurses, public 
health technicians, or patients’ attendants provide antenatal care; treatment for simple medical 
problems in pregnancy such as anaemia; and occasionally conduct uncomplicated deliveries. At 
the next level, health centres, which are staffed by midwives or nurses, clinical officers, and 
occasionally by doctors, provide a wider range of services and carry out deliveries more 
frequently. Health centres should be able to provide basic first aid for obstetric complications but 
are not equipped for surgery or for providing care for obstructed labour. District hospitals are the 
lowest level of health facility equipped to carry out caesarean sections.  
 
Clinics and maternities also provide a wide range of maternal health services. Although these 
facilities exist in the public sector, the majority are private establishments. The types of services 
that they provide are therefore very heterogeneous. Some clinics provide only antenatal care 
while others, particularly the larger establishments or polyclinics, also provide delivery care and 
surgery. Most maternities provide normal delivery care, and some are equipped to carry out 
caesarean sections.  
 
Doctors, clinical offices, registered midwives and nurses, and enrolled midwives and nurses make 
up the professional labour force of skilled1 attendants. Compared with doctors, clinical officers 
have little obstetric training overall although some provide obstetric care on a regular basis. 
Registered midwives (KRM) or nurse/midwives (KRNM) have three years of training and form 
the senior level of the nursing service. In general they fulfill a teaching, administration, or 
supervisory role. Enrolled midwives (KEM), nurse/midwives (KENM), and nurses (KEN) have 
two years of training and comprise the majority of the labour force in all facilities.  
 
Although providing women with access to a skilled attendant at birth is a key element in the 
National Reproductive Health Strategy, there are major problems in the availability and 
distribution of health sector manpower. There are recognised shortages of doctors and clinical 
officers across the country, particularly in rural areas and at facilities below the hospital level. 
More than half of all health personnel and four-fifths of doctors are urban based (Ministry of 
Health 1997b). 
 
4. Essential maternal health services
 
For maternal health services to be effective, women need to be provided with a continuum of care 
throughout pregnancy, delivery, and the postnatal period. These services should include antenatal 
care, delivery care, care for obstetric complications, and postnatal care. It is particularly important 
that women are provided with effective emergency care since complications may affect up to 40 
percent of women during pregnancy, delivery or in the immediate postpartum period, and for up 
to 15 percent of women these complications may be life threatening (UNICEF 1999). 
 
                                                 
1   A skilled provider is a doctor, nurse, or midwife who can provide care for a normal pregnancy, delivery, and 
labour and diagnose and manage pregnancy complications when they arise. 
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• Antenatal care should include services that monitor the progress of the pregnancy to 
assess foetal and maternal health, screen for and treat common medical problems (e.g., 
anaemia, STDs, etc.), provide preventive treatment such as immunisation against tetanus 
or iron for anaemia, and counsel women on a range of important health issues (such as 
the recognition of warning signs in pregnancy and when and where to seek care, etc.). 

 
• Delivery care should include delivery with a skilled attendant, a person who can provide 

normal delivery care and recognise and manage pregnancy complications when they 
occur. 

 
• Emergency care should include services to provide for the most common obstetric 

emergencies (i.e., sepsis, haemorrhage, eclampsia, retained placenta, and abortion 
complications) as well as for neonatal care, surgery, and blood transfusion. At lower 
levels, health facilities should be able to provide first-aid treatment and when necessary, 
refer to higher levels of care. (UNICEF 1999; WHO 1994). 

 
• Postnatal care should include services that assess the physical, nutritional and, emotional 

well-being of mothers and newborns, provide information on infant care (such as 
breastfeeding, immunisation, etc.), provide information on maternal well-being (such as 
the recognition of complications), and provide preventive care (such as family planning, 
etc.)  

 
This chapter provides information on the quality and availability of maternal health services in 
Kenya measured against some of these standards to identify gaps in provision of services and to 
determine how best to strengthen the current provision of care. 
 
5. Organisation of the presentation of the KSPA maternal health results 
 
The chapter begins with a general overview of the availability of maternal health services. The 
chapter then focuses on issues related to antenatal care services, including the capacity of 
facilities to provide antenatal services and the quality of the care provided. Data from the facility 
inventory, the health worker interview, and from observations and exit interviews with antenatal 
care clients are used to explore these issues. 
 
In the second part of the chapter, the focus is on the capacity of Kenyan health facilities to 
provide delivery care. The capacity of health facilities to handle routine deliveries is examined 
first. The chapter then addresses the capacity of facilities to respond to obstetric complications.  
 
B. Availability of Maternal Health Services and Staff 

1. Availability of maternal health services 
 
For women to be able to use services, the services must first be accessible and available. 
Antenatal care was provided by 86 percent of both public and private facilities surveyed in the 
KSPA (Table 5.1). Practically all hospitals, maternities, and health centres, and approximately 80 
percent of dispensaries and clinics, provide antenatal care. By comparison, delivery care is 
provided in only one-third of all facilities, mainly in hospitals, maternities/nursing homes and 
health centres. A greater proportion of facilities in Western province provide delivery care than 
facilities in other provinces.  
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Table 5.1   Availability of maternal health services 
 

Percentage of 
facilities that provide: 

Percentage of 
facilities 
providing 

antenatal care 
that provide: 

 
Facility 
characteristic 

Antenatal 
care 

Delivery 
care 

 
Antenatal 
outreach1

Number 
of 

facilities 
Facility type     
Hospital 97 91 48 32 
Maternity/nursing home 95 95 10 21 
Health centre 94 67 35 90 
Dispensary 77 9 25 176 
Clinic  81 28 14 69 
Operating organisation     
Public 86 30 18 221 
Mission 87 49 67 70 
Private 83 45 15 97 
Province     
Western 93 73 52 30 
Rift Valley 85 28 33   101 
Nyanza 86 50 30 58 
Eastern 77 30 19 68 
Coast 94 39 21 36 
Central  82 33 18 61 
Nairobi 88 32 13 34 
     
All facilities 86 37 26 388 
1 Outreach services was defined as any programme in which facility staff visited communities 
on a regular basis to deliver maternal health services early pregnancy detection and entry into 
antenatal care, home visits for pregnant women, and distribution of iron tablets. 
Source: 1999 Kenya SPA facility inventory 

 
Outreach programmes, i.e., the provision of services in sites beyond the health facility, play an 
important role in extending health services coverage in areas where the population is widely 
dispersed and access to services is poor. A relatively small proportion of health facilities, mainly 
in the private sector, provide outreach. Antenatal outreach services are more likely to be offered 
by hospitals and health centres than other facilities. Considerable regional variation exists in the 
provision of these services. Half the facilities in Western province provide antenatal outreach 
services, compared with less than 20 percent of the facilities in Eastern, Coast, and Central 
provinces. 
 
2. Staffing at maternal health facilities 
 
As Chapter 1 discussed, the overall numbers of doctors and clinical officers working in health 
facilities are small, so that the majority of maternal health services are being provided by 
registered nurses and especially by enrolled nurses. The health worker interviews conducted 
during the KSPA provide information on the training and knowledge of these staff. More than 
three-quarters of the 1,152 health care workers interviewed during the KSPA were providing 
maternal health services at the time they were interviewed. Almost all the workers who said they 
delivered maternal health services provided antenatal care services, while slightly more than half 
provided delivery care and postnatal care.  
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Maternal health care providers need a very broad range of skills in order to provide both 
preventive and curative services as well as emergency obstetric care. Pre-service and in-service 
training are crucial to developing and maintaining provider skills. Virtually all staff delivering 
maternal health services in KSPA facilities had pre-service training covering antenatal, delivery, 
and postnatal care. Table 5.2 shows, however, that less than a fifth of these had received any in-
service training in the services that they were providing.  
 
 

 
Table 5.2   In-service training in maternal health services 
 

Among health workers providing specific 
maternal health services, percentage with 

in-service training in that service 
Delivery care 

 
 
 
 
 
 
Health worker and 
facility characteristics 

 
Antenatal 

care 

Any 
training in 

delivery care 

Use 
of the 

partograph 

Percentage of 
health workers 
providing any 

maternal health 
service with 

in-service training 
in management of 

complications 

Number 
of  

health 
workers 

providing 
maternal 

health 
services 

Type of health worker      
Doctor 29 34 25 27 43 
Clinical Officer 14 5 5 9 57 
Registered nurse 28 31 27 26 122 
Enrolled nurse 12 17 11 13 699 
Facility type      
Hospital 17 20 16 17 347 
Maternity/nursing  
  home 17 22 17 17 71 
Health centre 14 16 7 8 252 
Dispensary 8 6 6 25 150 
Clinic  25 43 26 15 101 
Operating organisation      
Public 15 19 12 15 512 
Mission 13 17 14 14 222 
Private 19 25 19 19 187 
Province      
Western 10 8 4 9 100 
Rift Valley 13 21 15 12 239 
Nyanza 19 24 14 18 153 
Eastern 11 21 15 12 125 
Coast 17 24 21 16 73 
Central 14 20 15 17 128 
Nairobi 26 26 23 27 103 
      
All health workers 15 20 14 15 921 
Source: 1999 Kenya SPA health worker interview 

 
 
This dearth of in-service training was common to all facilities and all grades of staff. Although 
doctors were more likely than other grades to have received in-service training, no more than one-
third had received in-service training in antenatal care, delivery care, use of the partograph, or 
delivery complications. An even smaller proportion of clinical officers and enrolled nurses had 
received any maternal care in-service training. 
Most pregnancy complications cannot be predicted. Consequently, all maternal care providers 
need to acquire life-saving skills since early recognition and prompt management of 
complications is crucial to preventing maternal and newborn deaths. Table 5.2 shows that only 15 
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percent of health workers had received in-service training in the management of delivery 
complications. Less than one-third of those who had training attended a course since 1995 (not 
shown in table). 

3. Knowledge of warning signs among maternal health workers 
 
As part of the health worker interview, all maternal health workers were asked to list the 
symptoms and warning signs during late pregnancy, delivery, and after delivery that would 
prompt them to admit a woman or refer her to another level for care. Their responses provide a 
measure of provider knowledge and decision-making about obstetric complications. Responses 
corresponding to any of 10 different symptoms or problem categories shown at the bottom of 
Table 5.3 were recorded. Since most maternal deaths occur around the time of delivery, health 
workers must know what action to take for these common problems.  
 
There is a need to improve providers’ knowledge of obstetric complications. One-quarter of the 
health workers providing maternal health services named symptoms from more than 7 of the 
warning sign categories, one-third named 5 or 6, one-third 3 or 4, and one-tenth named two or 
fewer. 
 
Differences by provider type and facility type were small. In general, doctors and clinical officers 
knew more than registered nurses who in turn were a little more knowledgeable than enrolled 
nurses. Surprisingly, clinical officers performed as well as doctors, despite the fact that doctors 
generally have more experience and training.  
 
C. Antenatal Care Services  
 
The KSPA survey collected information in the facility inventory on the availability of basic 
equipment, supplies, and medicines required to provide antenatal care services and the capability 
of facilities to conduct simple screening tests for conditions that often occur during pregnancy 
(e.g., anaemia). The results of the observation of consultations with antenatal care clients and 
from exit interviews with clients receiving antenatal care services provide another means of 
assessing the delivery of antenatal care in Kenyan facilities. 
 
1. Availability of equipment and supplies 
 
The items of equipment and supplies used to assess facility’s capacity to provide normal 
pregnancy care were selected from current Kenyan standards, namely MOH lists of drugs, 
supplies and equipment provided to facilities. The availability of equipment needed for the 
delivery of antenatal care services was assessed in two ways in Table 5.4. First the table shows 
whether facilities had the MCH/basic equipment2 set provided by the Ministry of Health and, if 
the set was available, whether it was complete. In addition, the table also considers the 
availability of several individual items selected to assess whether a facility had the appropriate 
equipment and supplies for providing antenatal care. These included a blood pressure gauge, a 
stethoscope, an obstetric stethoscope, a thermometer, a measuring tape, an infant scale, an adult 
scale, and antenatal cards.  
 

                                                 
2  The kit includes items needed for antenatal care (such as a tape measure, scale, foetal stethoscope, etc.) as 
well as equipment for conducting a normal delivery (such as forceps and gloves). The exact contents of the kit can be 
found in Appendix B.  
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Table 5.3   Knowledge of warning signs among health workers providing 
maternal health services 
 

Percentage of health workers providing 
antenatal, delivery, or postnatal care with 

knowledge of warning signs1

Number of categories known 

 
 
 
 
Health worker and  
facility characteristic 

 
0-2 

 
3-4 

 
5-6 

7 or 
more 

Number 
of 

health 
workers  

Type of health 
worker 

     

Doctor 6 30 40 24 43 
Clinical officer 8 28 37 27 57 
Registered nurse 12 31 31 27 122 
Enrolled nurse 7 39 31 19 699 
Facility type      
Hospital 7 36 31 27 347 
Maternity/nursing 
home 5 38 42 15 71 
Health centre 7 36 35 23 252 
Dispensary 13 35 24 29 150 
Clinic  9 46 30 16 101 
Operating 
organisation 

     

Public 9 35 30 26 512 
Mission 7 38 32 23 222 
Private 8 39 34 19 187 
Province      
Western 15 47 30 10 100 
Rift Valley 4 25 30 41 239 
Nyanza 3 25 37 34 153 
Eastern 17 51 21 10 125 
Coast 6 47 40 7 73 
Central 8 35 33 24 128 
Nairobi 7 49 34 10 103 
      
All health workers 8 37 32 24 921 
1  Warning signs are grouped into the following 10 categories: (1) previous bad obstetric  
history/abdominal scars/previous stillbirth; (2) hypertension/headache/swelling/fits; 
(3) anaemia/pallor/fatigue/breathlessness; (4) cessation of foetal movement/baby does not 
move; (5) malpresentation/abnormal lie/position of foetus;  (6) sepsis/foul-smelling discharge/ 
postpartum abdominal pain; (7) light bleeding/spotting; (8) haemorrhage/heavy bleeding; (9) 
multiple pregnancy/large abdomen; (10) obstructed/prolonged labour. 
 
Source: 1999 Kenya SPA health worker interview 

 
 
As Table 5.4 shows, more than 8 in 10 facilities had the MCH/basic equipment set available. In 
many cases, however, the set was incomplete. Considering the availability of the individual items, 
more than 9 in 10 facilities had the items considered essential for providing antenatal care, 
except for the thermometer, measuring tape, and supply of antenatal cards.  
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2. Availability of medicines 
 
Table 5.5 shows the availability of medicines for routine prophylaxis during pregnancy (e.g., iron, 
tetanus toxoid, and antimalarials for endemic areas) as well as the availability of a limited number 
of oral antibiotics for minor infections. All of the medicines shown should routinely be available 
in health centres or at the hospital level.  
 
Most facilities had iron and tetanus toxoid in stock at the time of the survey. MOH policy is to 
prescribe iron each time a woman attends for antenatal care. Thus, the finding that more than 10 
percent of the facilities lacked iron is an important missed opportunity for providing 
prophylaxis to pregnant women. Similarly, the finding that 11 percent of the facilities did not 
have tetanus toxoid in stock is also important, particularly when many women attend for antenatal 
care on only one or two occasions.  
 
The antibiotics listed in Table 5.5 are those most commonly available at health facilities for 
treating minor infections. Substantial numbers of the facilities did not have a number of the 
antibiotics on stock. 
 

 
 
Table 5.4   Availability of equipment and 
supplies for antenatal care services 

 

 
 
 
Equipment item 

Percentage  of 
facilities providing 

antenatal care 
services that  

had set/item(s)  
available 

MCH/basic equipment set  
     Present 85 
     Complete 45 
Individual items  
     Blood pressure gauge 90 
     Stethoscope 94 
     Foetoscope 97 
     Thermometer 86 
     Measuring tape 41 
     Infant scale 92 
     Adult scale 94 
     Antenatal cards 44 
 
Number of  facilities 

 
332 

Source: 1999 Kenya SPA facility inventory 

 
Table 5.5 Availability of medicines for antenatal 
care services  

 

 
 
Medicine 

Percentage 
 of facilities 
providing 

antenatal care 
services that 
had medicine 

available  
  
Tetanus toxoid 90 
Tetracycline ointment 87 
Ferrous sulphate 86 
Cotrimoxazole 79 
Amoxycillin 63 
Penicillin V 33 
Erythromycin 47 
Fansidar 79 
Chloroquine 61 
  
Number of facilities 332 
Source: 1999 Kenya SPA facility inventory 

 
3. Laboratory screening capacity 
 
Ideally all facilities providing antenatal care services should be able to carry out a certain number 
of simple screening tests for conditions that occur often in pregnancy. Many of these simple tests, 
such as the haematocrit for the detection of anaemia and urinalysis for the detection of 
asymptomatic proteinuria, can permit early diagnosis and treatment of conditions that might 
subsequently cause considerable morbidity for both mother and baby.  
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Overall, relatively few facilities are able to carry 
out the six screening tests shown in Table 5.6.  
This is because lower-level facilities such as 
dispensaries, which do not normally have a 
diagnostic laboratory, are included in the 
denominator. Most hospitals and maternities are 
able to screen women for the majority of the 
tests, although only half of all maternities screen 
for HIV. Less than half of all clinics and health 
centres and a very small minority of dispensaries 
have laboratory screening capacity (not shown in 
table). 

 
Table 5.6   Laboratory testing and screening 
capacity  

 

 
 
Test 

Percentage of 
facilities 
providing 

antenatal care 
services that 
are able to 
conduct 

screening tests 
  
Pregnancy 35 
Urinalysis 43 
HCT/PCV 35 
Blood glucose 31 
Malaria 42 
Syphilis 38 
HIV 16 
  
Number of facilities 332 
Source: 1999 Kenya SPA facility inventory 

 
4. Observation of antenatal care  

consultations 
 
The KSPA collected observation data on a total 
of 512 antenatal care consultations in a range of 
health facilities. In the discussion that follows, 
this information is used in assessing three aspects 
of routine antenatal care: history-taking, clinical 
examination, and counseling. 
 
In reviewing the observation results, it is important to acknowledge that the health workers were 
aware that they were being observed and this may have influenced their performance. While all 
provider observations are subject to a best-behaviour bias to a greater or lesser degree, they are 
nevertheless an effective means of monitoring the quality of clinical services delivery. Moreover, 
the observation bias has the advantage of increasing the specificity of the observation. If a task is 
not carried out in this setting, then it is unlikely to be done in any other.  
 
Another issue that must be kept in mind in considering the antenatal consultation data is that 
outside of a small number of clinical tasks that should be invariably performed, it is not always 
clear exactly what should take place at each visit. To partially address this problem, the 
discussion that follows takes into account whether the consultation is the client’s first or 
subsequent visit for antenatal care. For the first visit, there is greater agreement on the appropriate 
tasks, particularly on history-taking. 
 
a. Routine history-taking 
 
Table 5.7 looks at a number of items of information that health care providers would be expected 
to obtain from antenatal care clients as part of the routine history-taking. In general, the provider 
should ask about these items at the first visit. In subsequent visits, these questions would 
generally not need repetition since most of this information should be available to the provider 
from the antenatal card. 
 
Most providers were asking pregnant women regardless of their visit status about problems they 
might be having during the pregnancy. However, many providers did not obtain other important 
information in the history. Age is important since mothers at the beginning and end of their 
reproductive lives have a much greater incidence of pregnancy complications. Table 5.7 shows 
that about one-quarter of providers did not ask women who were at the facility for the first 
antenatal care visit for their age. Asking women the date of their last menstrual period is 
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important for assessing foetal growth, their since the findings on clinical examination should be 
compared with the gestational age calculated from this date. Fifteen percent of providers did not 
ask this question of women attending for antenatal care for the first time. 
 
 

 
Table 5.7   History-taking during antenatal care consultations 
 

Percentage of consultations in 
which client provided or health 

worker asked about item 

 
 
 
 
 
Item 

 
 

First visit 

 
Subsequent 

visit 
   
Age 74 24 
Parity 86 38 
Date of last delivery 63 20 
Last menstrual period 85 25 
Abortions  24 5 
Stillbirths 19 3 
Taking medication 37 26 
Problems in current pregnancy 90 88 
   
Number of consultations 232 275 
Note: Total includes 5 consultations in which the visit status was unknown. 
Source:  1999 Kenya SPA antenatal care consultation observation  

 
  
Less than a quarter of providers asked new antenatal care clients about any previous spontaneous 
or induced abortions or stillbirths. Women who have experienced a previous stillbirth are at much 
higher risk of a future stillbirth and therefore need to be identified in order to try to prevent a 
subsequent recurrence. Only about a third of the women were asked about whether they were 
taking any medications.  
 
b. Clinical examination 
 
The Kenyan clinical guidelines specify a number of routine tasks that should take place at every 
visit. Table 5.8 shows that in general, health care providers are carrying out these routine 
pregnancy screening tasks. Most women had their blood pressure taken, were screened for 
anaemia (clinical examination for pallor or laboratory assessment), were weighed, and had their 
abdomen examined (palpation and foetal heartbeat assessed). However, 40 percent of health 
centre staff did not measure blood pressure. Few health staff gave iron prophylaxis despite a 
MOH policy to dispense iron to all pregnant women.  
 
c. Counseling 
 
Table 5.9 shows the percentage of health care providers who counseled women about aspects of 
their pregnancy. The nature of the counseling provided during a specific antenatal care visit will 
vary according to the gestation of the pregnancy, the provider’s awareness of the woman’s 
knowledge on certain issues, and many other factors. However, at a minimum, mothers attending 
for the first time should be advised about diet, delivering with a skilled attendant, and recognizing 
warning signs.  
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Table 5.8    Tasks performed during antenatal care consultations 
 

Percentage of antenatal care consultations in which health worker 
was observed performing routine screening task 

 
Facility characteristic 

 
Weighed 

Blood 
pressure 

taken 
Abdomen 
examined1

Screened 
for 

anaemia2

Treated 
for 

anaemia 

 
Number of  

antenatal care 
consultations 

Facility type       
Hospital 100 100 100 97 40 130 
Maternity/nursing home 96 100 100 96 17 47 
Health centre 99 60 100 87 34 163 
Dispensary 99 81 100 98 40 110 
Clinic  89 95 100 92 31 62 
Operating organisation       
Public 99 70 100 90 37 255 
Mission 100 92 100 98 46 107 
Private 94 98 100 97 24 150 
Province       
Western 90 65 100 75 52 52 
Rift Valley 99 94 100 99 22 183 
Nyanza 94 66 100 94 63 32 
Eastern 99 70 100 91 41 97 
Coast 100 89 100 100 56 45 
Central  100 100 100 90 32 62 
Nairobi 98 63 100 100 17 41 
       
All consultations 98 83 100 94 35 512 
1 Abdominal palpation and foetal heartbeat assessed 
2 Clinical examination for pallor or blood test 
Source:  1999 Kenya SPA antenatal care consultation observation  

 
 

 
Table 5.9   Issues discussed by health worker with client during 
antenatal care consultations 
 
 
 
Issues  
discussed 

 
 

First 
visit 

 
 

Subsequent 
visit 

  
Diet during pregnancy 34 42 
Benefits of breastfeeding 10 7 
Family planning 10 7 
Seek help if problems 9 19 
Trained person for delivery 23 24 
Asks if has questions 56 56 
Told when to return 99 99 
Discusses major problem signs:   
    Vaginal bleeding 9 6 
    Fever 4 3 
    Excessive tiredness  20 15 
    Swollen hands and face 8 8 
   
  Any of the four problem signs 26 23 
   
Number of consultations 232 275 
Note: Total includes 5 consultations in which the visit status was unknown. 
Source:  1999 Kenya SPA antenatal care consultation observation  
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Providers are missing important opportunities to counsel pregnant women. Of women attending 
antenatal care for the first time, slightly more than half were given the opportunity to ask questions, a 
third were counselled about diet, and a quarter were encouraged to deliver with a skilled attendant. 
Less than a quarter of the providers discussed warning signs such as excessive tiredness, vaginal 
bleeding, or fever. The KSPA results also indicate these issues were rarely discussed in subsequent visits.  
 
5.  Interviews with clients 
 
Exit interviews were carried out with 501 women after their antenatal care consultations. The exit 
interview questionnaire obtained basic demographic information on the women. It also covered a 
range of issues related to the subjective experience of care as well as some objective measures of 
quality such as waiting time.   
 
Before looking at the information related to client satisfaction, it must be acknowledged that the results 
may be affected by a considerable courtesy bias and thus should be interpreted with caution. Most 
women reported that that they had adequate privacy during their consultations. In general, the exit 
interviews show that women report general satisfaction with the quality of services (Table 5.10). Of 
the quarter of women who asked questions of their health care provider, most felt that their questions 
had been answered satisfactorily.  
 
Client volume at many antenatal clinics can be very high, and many women may have to wait a long 
time before being seen. Most women, however, felt that their waiting time was reasonable. For the 
three-quarters of all women who felt that their waiting time was reasonable, the median waiting time 
was 21 minutes, with a range of 15 minutes for maternities and 30 minutes for dispensaries. One-quarter 
of women felt that their waiting time was too long, and for these women, the median waiting time was 90 
minutes. This time ranged from one hour for clinics and maternities to two hours for hospitals.  
 

 
Table 5.10   Satisfaction with consultation and waiting time among antenatal care clients 
 

Among clients, percentage who: Median wait time  
 
 
Facility  
characteristic 

 
Asked 

provider 
questions 

If had 
questions, 

given 
answers  

 
Had 

adequate 
privacy 

For women 
considering 

wait 
reasonable 

For women 
considering 

wait too 
long 

Number  
of 

antenatal 
care  

clients 
Facility type       
Hospital 25 69 80 20 120 116 
Maternity/nursing home 20 58 90 20 90 71 
Health centre 11 92 79 30 60 145 
Dispensary 37 78 84 20 75 106 
Clinic  26 100 89 15 30 63 
Operating organisation       
Public 19 60 86 20 120 249 
Mission 27 86 84 20 105 105 
Private 25 94 82 20 60 147 
Province       
Western 29 47 98 30 120 116 
Rift Valley 25 84 80 20 68 63 
Nyanza 39 100 65 15 105 71 
Eastern 15 36 71 30 60 63 
Coast 7 100 93 10 50 71 
Central  23 100 88 20 100 145 
Nairobi 22 89 98 35 90 145 
       
All clients 22 78 84 20 90 501 
Source: 1999 Kenya SPA antenatal client exit interview  
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D. Availability of Delivery Services  
 
Not all facilities offering maternal health services are equipped to handle deliveries. This section 
considers the general availability of delivery services and the staffing at delivery facilities and 
then focuses on the capacity of facilities to manage both routine deliveries and obstetric 
complications.  
 
1. Availability of delivery services 
 
Most Kenyan facilities providing delivery care, excluding hospitals, are small and conduct 
relatively few deliveries per month. Excluding hospitals, which have a median of 28 beds in each 
facility and where deliveries per month exceed 90, other types of facilities have between 2 and 8 
delivery beds and conduct a median of 5 to 11 deliveries per month (Table 5.11). Coast and 
Western provinces have the lowest average number of deliveries in facilities.  
 
In the facility inventory, key informants were asked whether their facility provided a range of 
services that included assisted vaginal delivery, caesarean section, blood transfusion, and post-
abortion care. In general, only hospitals, maternities, and some clinics would be expected to 
provide the first three services. 
 
 

 
Table 5.11   Characteristics of delivery services 
 

Among facilities offering delivery services 
Percentage of facilities reported as having: 

 
 
 
 
 
Facility 
characteristic 

 
Median 
number 

of  
delivery 

beds 

 
Median 

number of 
deliveries 

(per 
month) 

 
Assisted 
vaginal 
delivery
available 

 
 

Caesarean 
section 

available 

 
Blood 

transfusion 
available 

 
Post- 

abortion 
care 

available 

Number  
of 

facilities 
offering 
delivery 

care 
Facility type        
Hospital 28 91 66 79 86 89 29 
Maternity/nursing 
   home 7 9 

 
80 50 

 
65 

 
80 20 

Health centre 6 11 27 N/A 5 13 59 
Dispensary 1 5 38 N/A N/A 13 16 
Clinic  5 9 42 20 16 58 19 
Operating 
organisation 

       

Public 6 12 32 15 19 25 66 
Mission 11 20 53 35 35 44 34 
Other private 6 8 59 39 46 70 44 
Province        
Western 4 8 32 18 24 18 22 
Rift Valley 9 13 52 36 39 54 28 
Nyanza 5 11 39 14 24 41 28 
Eastern 7 12 33 29 29 52 21 
Coast 3 5 64 29 43 43 14 
Central  7 18 45 26 26 45 20 
Nairobi 11 22 64 55 46 55 11 
        
All facilities 7 12 45 27 32 43 144 
N/A = Not available. These services would generally be expected to be available only in hospitals, maternities, and some clinics. 
Source: 1999 Kenya SPA facility inventory 
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Assisted vaginal delivery is required when the progress of labour is slow and there is a need to 
expedite the delivery because of concerns for the mother or baby's well-being. For assisted 
vaginal delivery, facilities should have either the equipment for a vacuum extraction (ventouse) or 
obstetric forceps. Two-thirds of hospitals and 80 percent of maternities provided assisted vaginal 
delivery services but only a minority of lower-level facilities provided these services.3 Assisted 
vaginal delivery was more common in the private than in the public sector.  
 
Four out of five hospitals and about half of the maternities reported that they are able to  perform 
caesarean section. Blood transfusion services were available in a similar proportion of hospitals 
and in two-thirds of the maternities. 
 
Although one of the priorities of the National Reproductive Health Strategy is to expand the 
coverage of post-abortion care, these services remain very limited. Less than half of all delivery 
facilities, mainly private hospitals and maternities/nursing homes, were reported to provide post-
abortion care services. Post-abortion care services were more common at Mission-operated and 
other private facilities than in public facilities.  

2. Staffing in delivery facilities 
 
Table 5.12 shows the availability of various types of staff at delivery facilities.4  Since delivery 
facilities must carry out more complex procedures on a 24-hour basis, they require a substantially 
higher staffing complement than other facilities. Although Table 5.12 does not take into account 
the staff/patient ratio at each facility, it does suggest a reasonable staffing complement in most 
facilities providing delivery care. Virtually all delivery facilities were staffed by an enrolled 
nurse, half had a registered nurse or clinical officer available, and about 40 percent had a doctor 
on staff. As expected, staffing varied with the level of the facility. Doctors were available in the 
majority of hospitals and maternities, but only a minority of other facilities. 
 
Figure 5.1 shows the situation with respect to night-time staffing patterns. Less than half of all 
Kenyan delivery facilities had a doctor or clinical officer available at night. More than a quarter 
were managed only by an enrolled nurse.  

 
E. Capacity of Facilities to Manage Normal Deliveries 
 
Facility capacity to provide care for normal deliveries and to provide emergency care for obstetric 
complications are assessed independently since the two situations require very different levels of 
service provision. This section of the chapter examines key indicators of the functioning of 
Kenyan health facilities in managing routine delivery care. 

                                                 
3  Most health centres, dispensaries, and clinics that reported being able to carry out assisted vaginal deliveries 
did not have a ventouse. Although the availability of obstetric forceps was not assessed by the KSPA, forceps are not 
commonly used in these lower level facilities. Thus, the results for lower-level facilities must be treated with caution as 
informants in some of these facilities may have misunderstood the term. 
 
4   The KSPA assessed the availability of doctors, clinical officers, and nurses at each facility but did not 
determine the specialisation of the medical staff, nor did the survey distinguish between the availability of nurses or 
midwives.  
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Table 5.12   Staffing in facilities providing delivery care  
 

Percentage of delivery facilities staffed by:  
 
 
Facility 
characteristics 

 
 
 

Doctor 

 
 

Clinical  
officer 

Registered 
nurse1

Enrolled  
nurse2

Number of 
facilities 
providing 
delivery  

care 
Facility type      
Hospital 86 62 90 100 29 
Maternity/nursing  
   home 70 45 55 90 20 
Health centre 7 68 48 100 59 
Dispensary 13 27 6 100 16 
Clinic  47 30 42 95 19 
Operating 
organisation 

     

Public 17 71 61 100 66 
Mission 50 41 35 100 34 
Other private 61 37 50 93 44 
Province      
Western 32 32 27 100 22 
Rift Valley 41 71 64 100 28 
Nyanza 36 59 38 100 28 
Eastern 30 50 57 100 21 
Coast 43 43 50 86 14 
Central  35 60 60 100 20 
Nairobi 64 36 82 100 11 
      
All facilities 38 53 52 99 144 
1   Includes KRN/M, KRN, KRNM, KRCN/MCH
2   Includes MCH and maternity KEN, KEM, and KECN and MCH and maternity midwives 
Source: 1999 Kenya SPA facility inventory 

 
 

Registered nurse 
6%

Clinical officer 
27%

Enrolled nurse
26%

No staff 
9%

Doctor
32%

Figure 5.1
Staffing patterns at night

Source: 1999 Kenya SPA facility inventory

Percent distribution of facilities providing delivery care
by most senior staff type available at night
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1. Availability of equipment and supplies for normal delivery 
 
To evaluate the facility’s capacity to provide normal delivery care, the availability of a limited 
number of key items of equipment and supplies was assessed. The key items chosen for inclusion 
in the tables were selected from lists of drugs, supplies and equipment provided by the MOH to 
facilities. Where possible, these items were also selected to conformed to indicators in the WHO 
Safe Motherhood Needs Assessment Tool (WHO 1994). It is important to emphasise that these 
lists of equipment, drugs, and supplies represent the minimum of what should be available to 
provide effective care. 
 
Regarding equipment, the KSPA obtained information on the availability of the MCH/basic 
equipment and delivery sets. 5 These sets include all of the items needed for conducting a normal 
delivery (such as forceps and gloves). Since many of these kits were incomplete, the availability 
of 5 individual equipment items was also used to assess the delivery facilities’ readiness to 
provide normal delivery care. These items included a scissors, a needle holder, sutures and 
needles, a speculum, and forceps. More than 9 in 10 delivery facilities had each of the individual 
items with the exception of sutures and needles, which only 85 percent of facilities had available 
(not shown in table). 
 
The KSPA also assessed the availability of a limited number of supplies required for performing 
delivery care. These included partographs, protective clothing, disposable needles, reusable 
syringes, and cord ties.6 As Figure 5.2 shows, major problems exist in the supply of all these 
basic items, particularly the partograph. The availability of these supplies was much greater and 
the number of stockouts much less in the private sector (not shown in table). 
 

72

83

69

40Partographs

Protective
clothing

Disposable
needles

Cord ties

Source: 1999 Kenya SPA facility inventory

Percentage of  facilities providing delivery care having item

Figure 5.2
Availability of supplies needed for normal delivery  

 
 
Table 5.13 looks at the availability of equipment sets and of all basic equipment items and 
supplies by facility characteristic. Most facilities had the MCH/basic equipment and the delivery 
sets available. In many cases, however, the sets were not complete; only about half of all facilities 
providing delivery care had a complete MCH/basic equipment set, and a little less than two-thirds 

                                                 
5   See Appendix B for a detailed list of the equipment in each set. 
6  The availability of other items that are basic to providing delivery services (e.g., disinfectant, soap,) gloves, cotton 
wool or gauze) was not assessed. 
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had a complete delivery set. Considering the items defined as essential for delivery care, 7 in 10 
of the facilities had all five equipment items but less than a third had all of the supplies. 
  
As Table 5.13 also shows, hospitals, maternities/nursing homes, and clinics were more likely than 
other facilities to have all of the basic equipment and supplies needed for a normal delivery. 
Public sector facilities were less likely to have all of the essential items, especially the supplies, 
than Mission-operated and other private facilities. Facilities in Western and Nyanza provinces 
were the least likely to have all essential supplies and equipment while those in Nairobi were the 
most likely.  
 
 

 
Table 5.13   Availability of equipment and supplies needed for normal delivery  
 

Percentage of all facilities providing delivery care 
Having specific equipment available 

MCH/ basic  
equipment set 

Delivery 
set 

Facility 
characteristic Present Complete Present Complete 

All 
basic 

equipment 
items1 

Having 
all  

basic 
supplies2 

available 

 
Number 

of 
facilities 
providing 
delivery 

care 
Facility type        
Hospital 93 59 100 79 87 66 29 
Maternity/nursing 
  home 90 75 100 95 90 60 20 
Health centre 90 40 87 49 55 12 59 
Dispensary 88 38 63 24 47 32 16 
Clinic  90 63 90 74 90 31 19 
Operating 
organisation 

       

Public 92 38 82 40 54 12 66 
Mission 85 51 94 76 79 44 34 
Private 93 71 96 82 88 51 44 
Province        
Western 86 41 95 38 54 14 22 
Rift Valley 93 54 100 59 72 36 28 
Nyanza 90 46 93 59 59 18 28 
Eastern 95 48 71 70 71 33 21 
Coast 86 50 71 57 79 36 14 
Central  90 50 90 74 80 35 20 
Nairobi 91 83 100 100 91 64 11 
        
All facilities 90 51 80 62 70 31 144 
1 Includes scissors, a needle holder, sutures and needles, a speculum, and forceps 
2 Includes partographs, protective clothing, disposable needles, and cord ties 
Source: 1999 Kenya SPA facility inventory 

 
 
2. Record keeping and information handling 
 
Kenyan facilities collect a wide range of routine information on pregnancy outcomes. The five 
most common groups of summary data collected in registers are shown in Table 5.14 below.  
 
Most delivery facilities in Kenya routinely collect information on live births and maternity 
admissions. Slightly more than half of all facilities recorded information on stillbirths or perinatal 
deaths and about one-third recorded information on maternal deaths. Hospitals were more likely 
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to collect this type of routine data than other facilities. This data is invaluable for internal audit 
and providing information for the improvement of clinical services. However, slightly less than 
half of all delivery facilities held quarterly review meetings to review the data.  
 
Promoting the use of the partograph7 by retraining and updating midwifery skills is a priority in 
the National Reproductive Health Strategy. Only two-thirds of hospitals and maternities were 
using partographs on a regular basis, and outside these settings, use of the tool was relatively 
uncommon. Partographs were used almost twice as often in private facilities as in public 
facilities. 
 
 

 
Table 5.14   Record keeping for delivery care 
 
 Percentage of delivery facilities   

Recording information on:  
 
 
 
Facility 
characteristic 

 
 

Deliveries/ 
live  

births 

 
 
 

Maternity 
admissions 

 
 
 

Parto-
graphs 

 
 

Stillbirths/ 
perinatal 
deaths 

 
 
 

Maternal 
deaths 

Assisted 
delivery 
including 
caesarean 

section 

 
 

Holding 
quarterly 
review 

meetings 

Number 
of 

facilities 
providing 
delivery 

care 
Facility type         
Hospital 93 93 69 79 66 76 55 29 
Maternity/ 
  nursing home 90 90 53 60 40 47 60 20 
Health centre 87 86 22 49 22 7 42 59 
Dispensary 38 44   6 25 6 0 38 16 
Clinic  63 68 26 47 26 20 53 19 
Operating  
organisation 

        

Public 83 81 25 46 21 14 36 66 
Mission 83 77 44 71 51 41 62 34 
Private 73 80 44 51 34 39 55 44 
         
All facilities 80 81 35 54 32 27 48 144 
Source:  1999 Kenya SPA facility inventory 

 
 
3. Delivery fees 
 
Fees for maternal health services were first introduced into Kenyan public facilities with the 
implementation of a cost recovery programme in 1989. For all facilities, the median charge for a 
delivery was 560 Kenyan Shillings (KSh). Delivery charges in 9 in 10 public facilities were less 
than this amount, however. Moreover, 1 in 5 dispensaries, and a few hospitals and health centres 
did not charge fees (not shown). In contrast, private sector deliveries were far more expensive. 
The median charge for a delivery in a maternity or clinic was KSh 1500.  
 
These delivery charges also varied according to whether supplies such as gloves, syringes, and 
drugs were included. Generally, the lower the fee, the less likely it was that the fee included the 
cost of supplies.  

                                                 
7   The partograph is a graphical tool for monitoring the progress of labour. 
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4. “Mother and baby friendly” 
practices and policies 

 
Whilst the principal aim of the facility 
inventory was to assess the capacity of 
facilities to provide quality services from a 
provider’s perspective, a small number of 
questions were also included about policies 
and practices promoting the well being of 
mothers and newborns. 
 
The KSPA included several questions to 
assess whether facilities implemented policies 
to promote the well-being of mothers and 
newborns. Although intrapartum support is 
associated with proven benefits, only about 
half of all facilities allow women to have a 
companion during delivery (Table 5.16). 
Lower-level facilities were more likely to 
permit a companion than hospitals or 
maternities. All facilities permitted women to stay for, on average, up to 24 hours after delivery.  

 
Table 5.15   Delivery fees 
 

Among facilities  
providing delivery care, 

percentage charging: 

Facility 
characteristic 

Less than 
500 Kenyan 

Shillings Median 
Facility type   
Hospital 41 500 
Maternity/nursing home - 1,834 
Health centre 78 68 
Dispensary 50 409 
Clinic  75 1,297 
Operating organisation   
Public 92 60 
Mission 15 899 
Private 7 1,500 
   
All facilities 48 560 
Source:  1999 Kenya SPA facility inventory 

 
Three newborn care practices were assessed. Practically all health facilities had a policy to 
promote breastfeeding on demand, and few facilities received or distributed free formula 
supplements to mothers. Ophthalmia neonatorum (newborn eye disease) is a common cause of 
morbidity for newborns. Although topical antibiotics are an effective preventive treatment, only 
about three-quarters of health facilities had a policy for routine prophylaxis. Hospitals and 
dispensaries were more likely to have a policy of routine prophylaxis than other facilities. 
 
 

 
Table 5.16   Mother and baby friendly facility practices at facilities providing delivery care 
 

Percentage of facilities providing delivery care that:  
 
 
 
Facility  
characteristic 

 
Allowed 
relative 
during 

delivery 

Median 
duration of 
postpartum  

stay 
(hours) 

Had 
 no  
free 
baby 

formula 

 
Encouraged 

nursing  
on  

demand 

 
Had 

 policy on 
routine eye 
prophylaxis 

Number  
of 

facilities 
providing 
delivery 

care  
Facility type      
Hospital 35 24 93 97 77 29 
Maternity/nursing home 32 24 95 90 75 20 
Health centre 58 24 98 93 77 59 
Dispensary 53 2 100 94 81 16 
Clinic  45 15 90 79 45 19 
Operating organisation       
Public 52 24 96 92 75 66 
Mission 44 48 100 94 85 34 
Private 42 24 96 88 61 44 
       
All facilities 47 24 96 92 73 144 
Source: 1999 Kenya SPA facility inventory 
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F. Capacity of Facilities to Provide Care for Obstetric Complications 
 
Since the majority of obstetric complications can neither be predicted nor prevented, all health 
facilities providing delivery care should be able to manage the most common obstetric 
complications. These include haemorrhage, eclampsia, sepsis, obstructed labour, retained 
placenta, and abortion complications. Facilities should also provide effective neonatal 
resuscitation. Lower-level facilities should be able to diagnose complications, provide basic first 
aid, and refer to higher levels of care for definitive treatment. This means ensuring that a small 
stock of emergency medicines and supplies is available in all facilities at all times and that 
appropriately skilled staff are available to manage or refer complications when they arise.  
 
1. Equipment for handling obstetric complications and neonatal resuscitation  
 
The availability of equipment for obstetric complications was assessed by determining the 
availability of kits for perineal tears, vacuum extraction, and laparotomy and of a minimum list of 
items for neonatal resuscitation.  
 
The availability of equipment kits for obstetric complications is shown in Table 5.17. As 
previously noted, where equipment sets were reported as available but incomplete, it is difficult to 
assess the facility’s actual capacity to manage obstetric complications since no information was 
obtained on the missing items. 
 

 
Table 5.17   Availability of equipment to handle obstetric complications and neonatal resuscitation  
 

Percentage of facilities providing delivery care with equipment available 
Equipment to handle obstetric complications 

 
 

Perineal repair 
Vacuum  

extraction set  Caesarean 

Facility 
characteristic Present Complete Present Complete Present Complete

All 
basic 
equip-

ment for 
neonatal 
resusci-
tation1 

Number 
of  

facilities 
providing 
delivery 

care 
Facility type         
Hospital 86 67 83 76 86 76 38 29 
Maternity/ 
  nursing home 90 85 58 50 50 50 50 20 
Health centre 50 27 10 3 3 3 13 59 
Dispensary 31 25 - - - - 19 16 
Clinic  84 70 15 15 20 20 20 19 
Operating 
organisation 

        

Public 47 20 17 14 18 15 8 66 
Mission 77 65 47 35 35 35 44 34 
Private 86 79 41 36 41 39 34 44 
Province         
Western 50 27 14 14 18 14 14 22 
Rift Valley 79 38 46 38 39 36 29 28 
Nyanza 50 43 21 14 17 17 14 28 
Eastern 62 52 29 29 29 25 14 21 
Coast 64 57 36 29 36 29 29 14 
Central  70 60 25 20 26 26 35 20 
Nairobi 100 100 55 55 55 55 64 11 
         
All facilities 65 49 31 26 29 27 25 144 
1 Includes blanket, resuscitation bag and mask, manual suction device and weighing scale 
Source: 1999 Kenya SPA facility inventory 
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Most hospitals, maternities and clinics and half of all health centres had a perineal repair set for 
repairing perineal tears or suturing episiotomies. Eight in 10 hospitals and around 6 in 10 
maternities had vacuum extraction equipment (ventouse) to provide assisted vaginal delivery. As 
expected, few lower level facilities possessed this type of equipment.  
 
Four-fifths of all hospitals and half of all maternities had equipment for carrying out caesarean 
sections. Since surgery is not performed in lower-level facilities, this equipment is unlikely to be 
found in other facilities.  
 
Since it is impossible to predict many situations where resuscitation will be required, all delivery 
facilities should have basic equipment to resuscitate newborn babies. Four items were included in 
the indicator for essential neonatal equipment: a blanket, a resuscitation bag and mask, a manual 
suction device, and a weighing scale. In general, delivery facilities were not well equipped for 
neonatal resuscitation. The only item that a majority of facilities had was an infant weighing 
scale (Figure 5.3). 
 

24

39

24

92
Infant weighing

scale

Manual suction
device

Neonatal bag
and mask

Blanket

Source: 1999 Kenya SPA facility inventory

Percentage of  facilities providing delivery care having item

Figure 5.3
Availability of equipment for neonatal resuscitation  

 
 
 
2. Medicines for treating obstetric complications 
  
The availability of medicines for the three main medical obstetric complications—sepsis, 
haemorrhage, and eclampsia—and the availability of anaesthetic agents are considered in Table 
5.18. 
 
The capacity to treat sepsis was assessed by determining the availability of four drugs: injectable 
ampicillin, an injectable penicillin, gentamycin, and metronidazole.8 Oral metronidazole and an 
injectable penicillin should be available at dispensary level, and almost all facilities providing 
delivery care had these medicines in stock. Ampicillin and gentamycin should be available at 
hospitals, but not generally at lower levels. Supply problems affected ampicillin and gentamycin, 
particularly in the public sector. Even at the hospital level, only slightly more than a quarter of 
facilities had ampicillin in stock, and 40 percent did not have gentamycin available.  
                                                 
8    The KSPA assessed only the presence of oral metronidazole. 
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Facilities were assessed overall as having an effective treatment for sepsis available if they had in 
stock either ampicillin or both penicillin and gentamycin. On this basis, 58 percent of hospitals 
had medicines available to treat puerperal sepsis. In comparison, 87 percent of maternities/ 
nursing homes had all the medicines in stock. 
 
The availability of medicines to treat eclampsia was assessed by determining the availability of 
two basic types of medicine, an injectable anticonvulsant (diazepam or magnesium sulphate) and 
an oral antihypertensive (methyl dopa or propranolol). Only diazepam should be available 
routinely below hospital level, and most facilities had it in stock. Between 80 and 90 percent of 
hospitals and maternities had an antihypertensive in stock but these medicines were less available 
at lower-level facilities. Taking into account the availability of both an injectable 
anticonvulsant and an oral antihypertensive, only 10 percent of hospitals did not have 
sufficient medicines to treat eclampsia. 
 
 

 
 
Table 5.18   Availability of emergency medicines for obstetric complications  
 

Percentage of facilities providing delivery care  
with medicine available  

 
 
Maternal emergency 
medicines 

 
 

Hospital 

Maternity/ 
nursing 
home 

 
Health 
centre 

 
 

Dispensary 

 
 

Clinic 

Number 
 of  

facilities 
providing 
delivery 

care 
Sepsis 
Injectable penicillin 

 
100 

 
100 

 
97 

 
94 

 
95 

 
97 

Gentamycin 60 84 27 25 74 47 
Metronidazole 83 95 72 81 95 81 
Ampicillin 27 55 5 19 35 22 
       
All1 58 87 23 37 62 46 
Eclampsia 
Diazepam or 
magnesium sulphate 
Methyl dopa or 
Propranolol 

 
 

93 
 

93 

 
 

95 
 

90 

 
 

88 
 

25 

 
 

88 
 

33 

 
 

90 
 

58 

 
 

90 
 

53 
 

All2 90 90 25 31 58 52 
Haemorrhage 
Ergometrine or 
Oxytocin 
IV Solution 

 
 

80 
93 

 
 

100 
100 

 
 

85 
63 

 
 

69 
81 

 
 

95 
80 

 
 

86 
79 

       
All3 79 100 63 56 79 73 
Anaesthesia 
Lignocaine 
Nitrous oxide or other 
general agent 

 
83 

 
62 

 
95 

 
50 

 
90 

 
7 

 
88 

 
- 

 
90 

 
20 

 
89 

 
25 

       
All facilities 29 20 59 16 19 144 
1 Have available either ampicillin or any injectable penicillin and gentamycin. 
2 Have available both an injectable anticonvulsant and an oral hypertensive. 
3 Have available either ergometrine or oxytocin and IV solution. 
Source:  1999 Kenya SPA facility inventory 
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Facility capacity to treat haemorrhage was assessed by determining the availability of 
ergometrine or oxytocin and the availability of IV fluids. All are standard items at the health 
centre level or above. Since haemorrhage is the principal cause of maternal death, it is essential 
that facilities are well equipped to deal with this complication. More than one-fifth of hospitals 
and a third of health centres lacked the essential medicines to treat haemorrhage.  
 
The availability of local and general anaesthetic agent was also assessed. Most facilities had 
lignocaine9 in stock, and more than half of all hospitals and maternities had nitrous oxide or 
other general anaesthetic agents available.  

3. Abortion care and post-abortion care  
 
In hospital-based studies, induced abortion is recognised as a major cause of maternal mortality in 
Kenya. Assessing the true extent of the problem is difficult because many women never come to 
medical attention and reporting biases and differences in hospitals’ classification of the cause of 
death contribute to significant underrecording. 
 
Overall, 43 percent of delivery facilities provided abortion care. Among delivery facilities 
offering abortion care, 70 percent were able to perform dilatation and curettage (D&C), and 41 
percent provided manual vacuum aspiration (MVA).  
 
Most hospitals and most maternities provided both pre- and post-procedure counseling. Family 
planning services were also offered by most but not all delivery facilities that provide post-
abortion care. 
 
 
Table 5.19   Post-abortion care  
 

Percentage of delivery facilities offering post-abortion care that: 
 
 
 

 
Facility 
characteristic 

Performed 
manual 
vacuum 

aspiration 
(MVA) 

Performed 
dilatation 

and 
curettage 
(D&C) 

 
 

Had pre-
procedure 
counseling 

 
Had post-
procedure 
complicati

ons 
counseling 

 
Offered 
family 

planning 
counseling 

 
Offered 
family 

planning 
services 

Number of 
facilities 
providing 

post-
abortion 

care 
Facility type        
Hospital 39 88 73 73 73 65 26 
Maternity/nursing  
  home 56 75 81 88 94 88 16 
Health centre 25 29 50 63 100 100 8 
Dispensary N/A N/A N/A N/A N/A N/A 2 
Clinic  46 55 64 64 100 91 11 
Operating 
organisation 

       

Public  29 53 53 59 77 71 17 
Mission 40 86 87 88 73 67 15 
Private 48 71 77 77 97 93 30 
        
All facilities 41 69 73 75 86 81 62 
N/A = Not available. These services would generally be expected to be available only in hospitals, maternities, and some clinics. 
Source:  1999 Kenya SPA facility inventory 

 
                                                 
9  Local anaesthetic agent most commonly used for suturing episiotomies. 
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4. Assessment of capacity to treat obstetric complications 
 
The overall capacity of Kenyan facilities to respond to a range of obstetric complications can be 
summarised in terms of their ability to provide Basic Essential Obstetric Care and Comprehensive 
Obstetric Care. According to international standards, Basic Essential Obstetric Care (BEOC) 
involves care for the normal pregnancy as well as treatment of haemorrhage, eclampsia, sepsis, 
and retained placenta and provision of assisted vaginal delivery, post-abortion care, and neonatal 
resuscitation (UNICEF 1999; WHO 1998). All elements of Basic Essential Obstetric Care should 
be provided at the first referral level. Comprehensive Essential Obstetric Care (CEOC) involves, 
in addition to all of the elements of Basic Essential Obstetric Care, the provision of caesarean 
section and blood transfusion.  
 
Table 5.20 presents the proportions of Kenyan delivery facilities that were judged as able to 
provide each element of BEOC and CEOC. One factor to remember in considering Table 5.20 is 
that the equipment, medicines and supplies that are included in the elements within BEOC and 
CEOC indicators are not standard at all facility levels within the Kenyan system. However, since 
all facilities providing delivery care should arguably be equipped for responding to these 
emergencies, Table 5.20 presents the percentages for all facilities offering delivery care except 
dispensaries. 
 

 
Table 5.20   Availability of Basic and Comprehensive Essential Obstetric Care (BEOC and CEOC) 
 

Percentage of facilities providing delivery care that  
offered emergency services and had staffing, equipment,  

medicines, and supplies available to provide the care  
 
Emergency service 

 
Hospital 

 
Maternity 

Health 
centre1 

 
Clinic1 

 
Dispensary1 

All 
facilities 

       
Haemorrhage 67 80 15 26 N/A 37 
Eclampsia 80 70 3 26 N/A 32 
Sepsis 57 79 9 30 N/A 32 
Neonatal  
 resuscitation 

 
69 

 
80 

 
18 

 
37 

 
N/A 

 
40 

Retained placenta 92 85 63 50 38 68 
Assisted vaginal 
 delivery 69 48 3 14 N/A 24 
Post-abortion care 79 68 3 32 N/A 31 
       
BEOC 40 30 3 5 N/A 15 
       
Blood transfusion 74 33 3 0 N/A 21 
Caesarean section 60 40 3 16 N/A 21 
       
CEOC 28 15 3 - N/A 9 
 
Total number 29 20 59 16 19 144 
N/A = Not available 

1  Several of the elements required for constructing the indicator are not standard at this level. 
Source:  1999 Kenya SPA facility inventory 

 
In considering a facility’s capacity to provide each of the elements of BEOC and CEOC, four 
factors were considered: the facility had to provide the services; staff needed to be available 24 
hours a day; and the necessary drugs, equipment, and supplies had to be available. Regarding the 
staffing component of the indicator, it should be noted that the skill of the individual worker to 
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provide the functions specified is not taken into account. Appendix C includes detailed tables 
assessing these for each of the individual obstetric care elements. 
 
The following summarises the capacity of Kenyan facilities offering delivery care to handle the 
various elements included in Basic Essential Obstetric Care. Detailed information on the 
components of each indicator is found in Appendix C. 
 
• Treatment of haemorrhage (arresting haemorrhage and treating shock). Haemorrhage is 

the most common cause of maternal death. A rapid response to haemorrhage is important 
since haemorrhage may kill within the space of a few hours. Less than 40 percent of all 
facilities offering delivery care were able to provide basic first aid for haemorrhage. More 
than four-fifths of health centres, two-fifths of hospitals, and one-fifth of maternities did not 
have all of the elements to be considered fully ready to deal with haemorrhage. In general, 
facilities either did not provide care for haemorrhage or lacked the required medicines (See 
Table C.1). 

 
• Treatment of eclampsia. Although the majority of hospitals and maternities were able to 

provide care for eclampsia, up to one-quarter of hospitals and maternities and three-quarters 
of clinics were not prepared to treat eclampsia. The majority of lower-level facilities lacked 
medications needed to deal with eclampsia10 (See Table C.2).  

 
• Treatment of sepsis. Two-fifths of hospitals, one-fifth of maternities and the majority of all 

clinics were not prepared to respond to sepsis, mainly because of a lack of medicines. Few 
health centres met the standard because ampicillian and gentamycin are not routinely 
available below the hospital level (See Table C.3). 

 
• Provision of neonatal resuscitation. A third of hospitals, one-fifth of maternities, and the 

majority of health centres and clinics were not prepared to provide neonatal resuscitation. In 
general, facilities lacked the necessary equipment to handle resuscitation (See Table C.4). 

 
• Treatment of retained placenta. Overall, two-thirds of delivery facilities are able to treat a 

retained placenta. Almost all hospitals and most maternities were able to treat women with a 
retained placenta, as well as two-thirds of health centres and a small number of dispensaries. 

 
• Provision of assisted vaginal delivery (ventouse/vacuum extraction). Half of all 

maternities and one-third of hospitals were not equipped to provide assisted vaginal delivery 
(Table C.6). Even when the availability of caesarean section was also considered as a means 
to expedite delivery, these proportions remained relatively unchanged (See Table C.6). 

 
• Post-abortion care.  Post-abortion care is available at 31 percent of all facilities.  Hospitals 

and maternities were much more likely to offer this care than lower-level facilities. (See 
Table C.6). 

  
Table 5.20 also shows the proportion of facilities providing all of the elements of Basic Essential 
Obstetric Care. Overall, only two-fifths of hospitals and less than one-third of maternities had 
all of the elements necessary to perform all of the functions of the Basic Essential Obstetric 
Care.  
 
                                                 
10  This indicator required the presence at the facility of an oral antihypertensive that is not standard below the 
hospital level. 
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As described above, Comprehensive Essential Obstetric Care includes the capacity to perform 
caesarean sections and provide blood transfusions in addition to all of the elements of Basic 
Essential Obstetric Care. KSPA facilities offering delivery varied in the capacity to provide these 
two elements: 
 
• Provision of caesarean section.  Just over three-quarters of hospitals, half of all maternities, 

and a small number of clinics were able to perform caesarean sections. Most facilities that 
reported being able to provide the service had all the essential equipment. The availability of 
a doctor on a 24-hour basis is a problem in up to a third of facilities (See Table C.8). 

 
• Provision of blood transfusion services. Three-quarters of delivery hospitals, slightly more 

than a third of maternities, and a small number of health centres provide blood transfusion 
services (See Table C.9). 

 
Overall, about a quarter of all hospitals and 15 percent of maternities were assessed as ready to 
provide Comprehensive Essential Obstetric Care. 
 
These indicators are relatively complex, with many assumptions implicit in the construction of 
the various component elements. Consequently, the results presented in Table 5.20 should be 
looked at as providing a general assessment of the capacity of Kenyan delivery facilities to 
provide essential obstetric care. The results clearly suggest that the majority of Kenyan facilities 
are not well equipped for managing obstetric complications. Major problems exist in the 
availability of medicines, supplies, and equipment that compromise the ability to deliver 
adequate care. 
 
5. Emergency referral 
 
At the lower levels of the health system, facilities that do not have the capacity to treat certain  
obstetric complications must be able to provide basic first aid and then be able to transfer women 
quickly to higher levels of care for definitive treatment. For this to occur, referring facilities need 
to have access to transport and/or a means of communication by which they can summon help 
urgently.  
 
Many Kenyan facilities do not have the capacity to transfer women rapidly in the event of an 
obstetric emergency. Overall, about three-quarters of all facilities offering delivery care services 
had access to an emergency phone or radio for summoning help. This included most hospitals but 
only half of all health centres (Table 5.21). By comparison, less than half of facilities, mainly in 
the private sector, had a driver and vehicle available. This included 70 to 80 percent of hospitals 
and maternities. Two-thirds of facilities offering delivery services had referral forms, which are 
useful for improving communication between service levels. 
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Table 5.21   Emergency referral 
 

Percentage of facilities providing 
 delivery care that had: 

 
 
 
 
Facility  
characteristic 

 
 

Access to 
phone/radio 

 
 

Driver and 
vehicle 

 
 

Referral 
form 

Number  
of 

facilities 
providing 
delivery 

care 
Facility type     
Hospital 93 86 72 29 
Maternity/nursing home 100 70 80 20 
Health centre 50 23 55 59 
Dispensary 63 44 81 16 
Clinic  90 47 74 19 
Operating organisation     
Public 52 25 53 66 
Mission 85 74 79 34 
Private 95 61 81 44 
Province     
Western 50 27 48 22 
Rift Valley 72 66 76 28 
Nyanza 68 43 93 28 
Eastern 76 38 30 21 
Coast 71 43 86 14 
Central 85 55 60 20 
Nairobi 100 58 82 11 
     
Total number of facilities 72 47 67 144 
Source:  1999 Kenya SPA facility inventory 
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