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Chapter 3 Facility-Level Infrastructure, Resources, and Systems
 

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

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

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

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

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

• Systems for addressing management issues; 
• Staff development activities through supervision and in-service training; 
• Community participation; 
• Funding mechanisms to decrease financial barriers to utilisation. 

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

• Logistics systems to support quality maintenance and availability of medicines, vaccines, and 
contraceptive methods  

• Systems and practices for infection control. 
 
3.1 Basic Infrastructure and Resources to Support Utilisation of Services and Accessi-

bility 

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

The availability of basic health services, the frequency with which the services are offered, the presence 
of qualified staff, and the accessibility of the health care system all contribute to client utilisation of a 
health facility. Table 3.1 and Figure 3.1 provide details on basic services and staff availability, while Ta-
bles 3.1.2 and 3.1.3 provide aggregate information on facility catchment area and staffing patterns. Addi-
tional information describing what specific services are available, by type of facility and province, is pro-
vided in Appendix Tables A-3.1 and A-3.2.  

Availability of Basic Services and Qualified Staff 
 
The Kenya health care service delivery system is comprised of a network of facilities providing both pre-
ventive and curative health services. Only some hospitals, health centres, and maternities are expected to 
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offer the full range of basic services (outpatient services for sick children and for STIs, temporary meth-
ods of family planning, antenatal care, immunisation, and child growth monitoring). If a facility does not 
offer all services, it should not be assumed that the facility is working below standard. It does mean, how-
ever, that clients may have to visit several different facilities to meet all of their family’s basic health 
needs.  

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

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

  Percentage of facilities with:  

 
Background  
characteristics 

All basic 
services1 

All basic 
services 

provided at 
minimum 

frequencies2 

All basic services at 
minimum frequencies 
plus facility-based 24-
hour delivery services

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

one qualified  
curative care provider3 

Number of 
facilities 

(weighted)
 Type of facility      
 Hospital  66  53  50  50  28  
 Health centre  65  54  34  34  125  
 Maternity  52  46  42  42  20  
 Clinic  30  28  6  6  8  
 Dispensary  55  39  3  3  249  
 Stand-alone VCT  4  4  4  4  10  
             
 Managing authority      
 Government  69  58  19  19  246  
 NGO  66  29  27  27  21  
 Private (for-profit)  24  19  16  16  63  
 Faith-based organisation  46  28  9  9  110  
             
 Province      
 Nairobi  40  39  21  21  41  
 Central  60  40  12  12  50  
 Coast  57  45  12  12  49  
 Eastern  42  37  17  17  83  
 North Eastern  46  46  13  13  8  
 Nyanza  84  75  29  29  54  
 Rift Valley  56  35  11  11  126  
 Western  64  50  22  22  29  
             
 Total 57 44 16 16 440 

 

Note: Refer to Table 1.1 for the actual number of facilities included in survey and analysis. Weighting results in small numbers for some 
categories of facilities.   
1 The basic services consist of outpatient services for sick children and for adult sexually transmitted infections, temporary methods of 
family planning, antenatal care, immunisation, and child growth monitoring. 
2 The services and defined minimum frequencies are the following: curative care for children offered at least five days per week, STI 
services offered at least one day per week, and preventive or elective services (any temporary methods of family planning, antenatal care, 
immunisation, and growth monitoring) offered at least one day per week. 
3 Qualified providers of curative care are enrolled and registered nurses, enrolled and registered midwives, clinical officers and medical 
doctors.  

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

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

Figure 3.1 Availability of staff to meet basic client needs 
(N=440) 
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Services are widely available to meet basic client needs for curative care for sick children and for STI 
services; other services are less widely available. Facility-based delivery services are available in 32 
percent of all facilities (including clinics and dispensaries, which are not expected to offer these services) 
(Figure 3.1). A considerable proportion of health centres also offer facility-based delivery services. Quite 
a substantial percentage of dispensaries (23 percent) do not offer growth monitoring and antenatal care 
services (Figure 3.1). 
 
Catchment Area 
 
Although overall coverage and physical 
access to health care services seem quite 
good in Kenya, with almost 80 percent 
of the population living within 5 kilo-
metres of a facility (KDHS 1993), the 
KSPA 2004 findings indicate that facili-
ties have the challenge of serving very 
large populations. The median popula-
tion in a hospital catchment area is more 
than 100,000, while dispensaries, which 
have limited staff, serve a catchment 
population of around 8,000 (Table 
3.1.1). Wide provincial differentials are 
notable, with facilities in Nairobi prov-
ince having a catchment population 
seven times higher than the average 
catchment population in Eastern and 
Rift Valley provinces.1 Government- 
and FBO-managed facilities also seem 
to serve much larger catchment popula-
tions than facilities managed by other 
authorities. It is possible that the catch-
ment areas of government and non-
government facilities overlap, since 
government catchment areas are con-
structed to serve the entire population, 
whereas non-governmental facilities 
define their own catchment areas, usu-
ally without coordinating with the 
MOH. 

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

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

Table 3.1.1 Facility catchment areas 

Median population of assigned catchment areas for facilities 
providing data on a known catchment population, by type of 
facility, managing authority and province, Kenya SPA 2004  

Background  
characteristics 

Median 
population in 

catchment area 

Number of 
facilities 

(weighted) 
Type of facility   
Hospital  100,539  17  
Health centre  19,898  85  
Maternity  7,989  8  
Clinic  10,973  3  
Dispensary  7,937  174  
Stand-alone VCT  150,400  3  
      

Managing authority   
Government  13,001  193  
NGO  7,906  14  
Private (for-profit)  3,371  30  
Faith-based organisation  10,406  53  
      

Province   
Nairobi  55,581  7  
Central  8,688  28  
Coast  13,514  31  
Eastern  7,555  58  
North Eastern  13,577  8  
Nyanza  20,405  35  
Rift Valley  7,428  99  
Western  10,977  24  
      

Total 10,578 290 
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 Table 3.1.2 Staffing patterns 

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

 Median number of providers assigned to each facility1 

 Type of facility 
Total 
staff Doctor 

Clinical 
officer 

Regis-
tered 
nurse 

Regis-
tered 

midwife 
Enrolled 

nurse 
Enrolled 
midwife

Any nursing/ 
midwife staff 

Other 
technical

Other 
staff 

Number of 
facilities 

(weighted)

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

 1 Numbers were provided by facility administrators 

 
 Table 3.1.3  Staffing patterns for KSPA facilities 

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

 
 Median number of providers assigned to each facility 

 Type of facility 
Lab technologist/

technician 

Pharmacist/ 
pharmaceutical 

technologist 
Social worker/ 

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

 
3.1.2 Facility Infrastructure Supportive of Client Utilisation and Quality Services 

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

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

 Table 3.2  Service and facility infrastructure 

 
Percentage of facilities with the indicated infrastructure elements, by type of facility, managing authority 
and province, Kenya SPA 2004  

  Percentage of facilities with:  

 Background characteristics 

All client 
comfort 

amenities1

Regular 
water 

supply2 

Regular 
electricity or 
generator3 

All basic client  
amenities, plus 

regular electric and 
water supply 

Number of 
facilities 

(weighted) 
 Type of facility      
 Hospital  86  37  89  34  28  
 Health centre  90  23  51  18  125  
 Maternity  91  36  74  36  20  
 Clinic  88  39  51  35  8  
 Dispensary  89  24  37  24  249  
 Stand-alone VCT  88  47  80  40  10  
             
 Managing authority      
 Government  86  25  43  23  246  
 NGO  98  49  85  49  21  
 Private (for-profit)  91  33  65  32  63  
 Faith-based organisation  94  20  39  19  110  
             
 Province      
 Nairobi  86  53  75  48  41  
 Central  98  32  57  32  50  
 Coast  78  4  41  3  49  
 Eastern  84  27  52  23  83  
 North Eastern  79  17  56  15  8  
 Nyanza  90  7  21  7  54  
 Rift Valley  93  36  50  35  126  
 Western  99  9  18  9  29  
             
 Total 89 26 47 24 440 

 

Note: Refer to Table 1.1 for the actual number of facilities included in survey and analysis. Weighting results in small 
numbers for some categories of facilities.   
1 Functioning client latrine, waiting area protected from sun and rain, and basic level of cleanliness 
2 Year-round water supplied in facility, or available within 500 meters of facility 
3 Electricity routinely available during service hours or a backup generator with fuel  

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

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

 Table 3.3  Service and facility infrastructure to support quality 24-hour emergency services 

 

Percentage of facilities with basic components to support 24-hour emergency services and 
basic components to support 24-hour emergency services plus regular water and electricity, 
by type of facility, managing authority and province, Kenya SPA 2004  

  Percentage of facilities with:  

 
Background  
characteristics 

Basic 
components to 
support 24-hour 

emergency 
services1 

Basic components to 
support 24-hour 

emergency services, 
plus regular water and 

electricity2 

Number of 
facilities 

(weighted) 
 Type of facility    
 Hospital  57  34  28  
 Health centre  20  9  125  
 Maternity  59  31  20  
 Clinic  6  1  8  
 Dispensary  6  5  249  
 Stand-alone VCT  4  4  10  
         
 Managing authority    
 Government  11  7  246  
 NGO  55  39  21  
 Private (for-profit)  29  14  63  
 Faith-based organisation  12  4  110  
         
 Province    
 Nairobi  16  15  41  
 Central  11  10  50  
 Coast  18  3  49  
 Eastern  13  11  83  
 North Eastern  8  0  8  
 Nyanza  21  4  54  
 Rift Valley  17  10  126  
 Western  21  9  29  
         
 Total 16 9 440 

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

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

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

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

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

Key Findings 

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

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

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

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

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

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

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

At the national level, facilities located in North Eastern province are least likely to have the assessed 
components to support 24-hour emergency services. 
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3.2 Management Systems to Support and Maintain Quality Services and Appropriate 
Client Utilisation 

Basic management and administrative systems are required to ensure that health services can be consis-
tently provided as planned with an acceptable level of quality.  

3.2.1 Management, Quality Assurance, and Referral Systems 

Information on the availability of functioning systems for each of the assessed components is shown in 
Table 3.4. Further information on the components is shown in Figures 3.3 through 3.6, and Appendix Ta-
bles A-3.5 and A-3.6. 

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

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

Thirty-four percent of facilities meet at least every six months and have documentation of recent meetings 
(Table 3.4, Figure 3.3). Hospitals (50 percent) and stand-alone VCT facilities (56 percent) are most likely 
to have both regular meetings and documentation, compared to other types of facilities. Similarly, facili-
ties in Eastern province (59 percent) are more likely than those in other provinces, particularly those in 
Nairobi and North Eastern provinces (19 and 18 percent, respectively), to have management committee 
meetings at least every six months and have documentation of the most recent meetings (Table 3.4). 
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 Table 3.4 Management, quality assurance, and referral systems 

 
Percentage of facilities with documentation of the indicated management system element, by type of 
facility, managing authority and province, Kenya SPA 2004  

  Percentage of facilities with:  

 Background characteristics 

Management committee 
meetings at least every 

6 months, and 
documentation  

of a recent meeting  
was observed 

Facility reports 
QA1 activities and 

documentation 
was observed 

Referral form 
observed2 

Number of 
facilities 

(weighted) 
 Type of facility     
 Hospital  50  38  44  28  
 Health centre  46  35  18  125  
 Maternity  22  26  12  20  
 Clinic  15  15  27  8  
 Dispensary  27  26  11  249  
 Stand-alone VCT  56  29  61  10  
           
 Managing authority     
 Government  41  27  10  246  
 NGO  28  57  35  21  
 Private (for-profit)  22  27  39  63  
 Faith-based organisation  27  32  14  110  
           
 Province     
 Nairobi  19  29  49  41  
 Central  27  7  16  50  
 Coast  31  37  13  49  
 Eastern  59  58  17  83  
 North Eastern  18  7  1  8  
 Nyanza  40  16  5  54  
 Rift Valley  26  25  13  126  
 Western  30  26  17  29  
           
 Total 34 30 16 440 

 

Note: Refer to Table 1.1 for the actual number of facilities included in survey and analysis. Weighting results in small 
numbers for some categories of facilities.   
1 Quality Assurance 
2 If the facility was the referral site, it was classified as having a referral form observed. If the facility routinely sends 
the client record or file with the client for referral, this is classified as having a referral form observed.  
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Figure 3.3  Facilities reporting routine management committee 
meetings  (N=440) 
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Quality Assurance 
 
Quality assurance (QA), which refers to a system for monitoring quality of care, identifying problems, 
and instituting changes to resolve the identified problems, is very important in the provision of health 
care. Quality assurance requires an established standard against which quality is measured; there must 
also be systematic means whereby results are assessed and interventions developed. Activities for quality 
assurance might include medical record audits, supervisory checklists with client care issues, a supervisor 
observing consultations, or holding meetings to discuss client care problems or trends in client utilisation 
data from a health management information system (HMIS). 

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

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

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

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

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

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

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

Figure 3.4  Facilities reporting quality assurance activities (N=201) 
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Figure 3.5  Reported quality assurance activities  (N=201) 
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Only 23 percent of facilities reporting QA activities conduct a facility-wide review of mortality. However, 
among hospitals, where this is most applicable, 63 percent report conducting mortality reviews, with 37 
percent having documentation to substantiate this (data not shown). Among maternities, 22 percent report 
conducting a mortality review, but only 11 percent have supporting documentation. 

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

Figure 3.6  Percentage of facilities with indicated person(s) or 
group(s) responsible for implementation and/or review of QA 

activities, by whether they are based internal or external to the facility 
(N=201) 

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

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

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

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

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

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

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

The survey results also give details of facilities that conduct regular in-service training in addition to rou-
tine staff supervision. Overall, 67 percent of facilities meet both these supportive management criteria.  
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 Table 3.5 Supporting management practices at the facility level 

 

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

 

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

 

 
Background  
characteristics 

Percentage of 
facilities with 

external 
supervisory visit 
during the past  

6 months 

Received in-
service training 

during past  
12 months1 

Were 
personally 
supervised 
during past 
6 months 

Were both personally 
supervised in past 6 
months and received 

in-service training past 
12 months 

Percentage of 
facilities with 
supportive 

management 
practices2 

Number of 
facilities with at 
least 1 eligible 
health service 

provider 
(weighted)3 

 Type of facility       
 Hospital  78  85  72  65  54  28  
 Health centre  87  75  89  67  56  125  
 Maternity  77  66  60  45  39  20  
 Clinic  68  70  67  54  47  8  
 Dispensary  89  75  85  68  63  249  
 Stand-alone VCT  84  91  85  83  77  10  
               
 Managing authority       
 Government  91  80  91  73  67  246  
 NGO  91  84  99  84  75  21  
 Private (for-profit)  62  66  65  44  24  63  
 Faith-based organisation  88  70  76  63  61  110  
               
 Province       
 Nairobi  54  83  72  56  41  41  
 Central  91  79  72  53  52  50  
 Coast  86  83  77  70  64  49  
 Eastern  93  63  86  61  55  83  
 North Eastern  89  65  80  59  58  8  
 Nyanza  96  78  95  73  71  54  
 Rift Valley  85  77  87  74  62  126  
 Western  96  77  90  74  72  29  
               
 Total 87 76 84 67 59 440 

 

Note: Refer to Table 1.1 for the actual number of facilities included in survey and analysis. Weighting results in small numbers for some 
categories of facilities.   
1 This refers to structured in-service sessions and does not include individual instruction received during routine supervision. 
2 Facility received external supervision within the past 6 months; at least half of all interviewed health service providers both received in-
service training relevant to the services they provided during the past 12 months and were personally supervised during the past 6 months.
3 Interviewed providers who did not personally provide one of the services assessed by the KSPA (i.e., administrators who might have 
been interviewed) are excluded.  

 
3.2.3 Management Practices Supporting Community Involvement  

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

Community Representation 
 
Overall, 44 percent of facilities have routine community participation in some management meetings (Ta-
ble 3.6). However, such involvement is minimal in maternities (4 percent). Community participation in 
management meetings for NGO-managed facilities and in facilities in the North Eastern province is rela-
tively strong (63 and 67 percent, respectively). Only 49 percent of government-managed facilities report 
community involvement in management meetings, despite the fact that government policy requires every 
facility to have a management committee or board, for community ownership.  
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 Table 3.6 Management practices supporting community feedback and access to facility 

 

Percentage of facilities that have routine community participation in management meetings, percentage 
having a system of acquiring client opinion and feedback, and percentage with either mechanism for 
obtaining community input, by type of facility, managing authority and province, Kenya SPA 2004  

  Percentage of facilities:  

 
Background  
characteristics 

Where community 
participation in 
management 

meetings is routine 

Where client opinion 
is elicited and a  

system for review 
implemented1 

That have any 
mechanism for 

obtaining community 
input for services2 

Number of 
facilities 

(weighted)
 Type of facility     
 Hospital  37  17  45  28  
 Health centre  42  10  44  125  
 Maternity  4  4  6  20  
 Clinic  15  7  17  8  
 Dispensary  49  8  49  249  
 Stand-alone VCT  52  28  65  10  
           
 Managing authority     
 Government  49  13  50  246  
 NGO  63  17  66  21  
 Private (for-profit)  26  4  27  63  
 Faith-based organisation  39  2  41  110  
           
 Province     
 Nairobi  28  10  31  41  
 Central  24  0  25  50  
 Coast  35  9  43  49  
 Eastern  48  22  49  83  
 North Eastern  67  12  67  8  
 Nyanza  53  7  53  54  
 Rift Valley  47  7  47  126  
 Western  65  1  65  29  
           
 Total 44 9 45 440 

 

Note: Refer to Table 1.1 for the actual number of facilities included in survey and analysis. Weighting results in small 
numbers for some categories of facilities.   
1 Some mechanism for eliciting client opinion is reported, and there is documentation indicating that client opinions 
are reviewed. 
2 Either community representation at management meetings or a system for eliciting client opinion is in place.  

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

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

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

Health insurance may be provided through an employer or it may be purchased independently. People 
belonging to health insurance plans may have specific facilities where they receive services. Any services 
that insured clients receive through the general public sector are usually not covered by the insurance 
plan, which means that except for the National Health Insurance Fund (NHIF), health insurance is not 
usually a source of reimbursement for public sector facilities. 

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

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

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

3.2.5 Maintenance and Repair of Equipment  

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

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

Some 4 in 10 facilities report preventive maintenance programmes for major equipment such as genera-
tors or sterilisers (Table 3.8); among hospitals, the facilities most likely to have major equipment requir-
ing maintenance, 76 percent have such programmes. These systems are also common in NGO-managed 
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facilities (81 percent) and in facilities in the Eastern province (75 percent). Among facilities with preven-
tive maintenance programmes for large equipment, 24 percent have on-site staff responsible for the pro-
gramme, while 67 percent employ external technicians (Appendix Table A-3.11). 

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

Less than half of facilities have a system for maintaining and repairing their building or infrastructure 
(Table 3.8); hospitals (81 percent) are most likely to have such a system. NGO-managed facilities and 

 Table 3.7 Facility funding mechanism 

 
Percentage of facilities with routine user fees for curative care, and with both a routine user fee and an external 
source of reimbursement scheme for clients, by type of facility, managing authority and province, Kenya SPA 2004  

  Percentage of facilities:  

 Background characteristics 

With any  
routine user fee for 
adult curative care1 

With any external 
source of reimburse-

ment for clients 

With both user fees and 
some external source of 

reimbursement for 
clients2 

Number of 
facilities 

(weighted) 
 Type of facility     
 Hospital  95  69  64  28  
 Health centre  92  38  34  125  
 Maternity  96  27  23  20  
 Clinic  93  19  18  8  
 Dispensary  84  42  37  249  
 Stand-alone VCT  36  69  25  10  
           
 Managing authority     
 Government  90  42  38  246  
 NGO  46  55  43  21  
 Private (for-profit)  80  29  13  63  
 Faith-based organisation  89  46  46  110  
           
 Province     
 Nairobi  85  41  36  41  
 Central  89  40  40  50  
 Coast  99  4  4  49  
 Eastern  88  45  34  83  
 North Eastern  88  66  55  8  
 Nyanza  93  51  50  54  
 Rift Valley  74  50  43  126  
 Western  100  38  38  29  
           
 Total 86 42 37 440 

 

Note: Refer to Table 1.1 for the actual number of facilities included in survey and analysis. Weighting results in small numbers for 
some categories of facilities.   
1 Includes charges for client cards/charts or record, and for consultations 
2 Source of reimbursement is in lieu of out-of-pocket payments by clients and may be from insurance systems, reimbursement from 
external charities, or other sources of funds (e.g., NGOs) for poor clients.  
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private for-profit facilities are also relatively likely to have such a system. There is not much differential 
at the provincial level, though facilities in Nyanza province are the least likely to have a system for main-
tenance and repair of building or infrastructure. 

 Table 3.8  Facility systems for maintenance and repair of equipment and infrastructure 

 

Percentage of facilities that have a preventive maintenance programme for major equipment, percentage 
that have a system for repairing or replacing small equipment, and percentage that have a system for 
maintenance and repair of the building or infrastructure, by type of facility, managing authority and 
province, Kenya SPA 2004  

  Percentage of facilities with:  

 Background characteristics 

Preventative 
maintenance 

programme for 
major equipment1 

System for repair 
or replacement of 
small equipment2 

System for 
maintenance and 
repair of building 
or infrastructure 

Number of  
facilities  

(weighted) 
 Type of facility     
 Hospital  76  96  81  28  
 Health centre  35  93  41  125  
 Maternity  51  93  57  20  
 Clinic  26  87  45  8  
 Dispensary  41  86  35  249  
 Stand-alone VCT  29  27  50  10  
           
 Managing authority     
 Government  40  93  38  246  
 NGO  81  83  76  21  
 Private (for-profit)  48  90  63  63  
 Faith-based organisation  34  75  30  110  
           
 Province     
 Nairobi  38  86  47  41  
 Central  40  93  36  50  
 Coast  47  80  41  49  
 Eastern  75  92  57  83  
 North Eastern  50  98  50  8  
 Nyanza  18  93  23  54  
 Rift Valley  27  86  37  126  
 Western  52  71  50  29  
      
 Total 42 87 41 440 

 Note: Refer to Table 1.1 for the actual number of facilities included in survey and analysis. Weighting results in small 
numbers for some categories of facilities.   
1 Equipment such as a generator or steriliser 
2 Equipment such as stethoscopes or sphygmomanometers 
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Key Findings 

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

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

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

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

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

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

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

Commodities) 

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

Information on storage conditions and stock monitoring for vaccines is presented in Table 3.9, and infor-
mation for contraceptive methods and medicines is shown in Table 3.10. Details for each element as-
sessed for monitoring the cold chain for vaccine storage are shown in Figure 3.7, and details for the vac-
cine stock monitoring systems are shown in Figures 3.8 and 3.9. Similar information on storage 
conditions and stock monitoring systems for contraceptive methods and medicines is provided in Figures 
3.10 and 3.11. Further details on storage conditions are provided in Appendix Tables A-3.15 and A-3.16, 
and details on commodity ordering systems are given in Appendix Tables A-3.17 through A-3.21. 



48     FACILITY-LEVEL INFRASTRUCTURE, RESOURCES, AND SYSTEMS  

 

 Table 3.9  Storage conditions and stock monitoring systems for vaccines 

 

Among facilities that routinely store vaccines, percentage with adequate storage temperature and 
stock monitoring systems in place, by type of facility, managing authority and province, Kenya SPA 
2004  

  Percentage of facilities with:  

 Background characteristics 

Adequate system for 
monitoring storage 

temperature1 
Adequate system for 

monitoring stock2 

Number of facilities 
with stored vaccines 
observed (weighted)3

 Type of facility    
 Hospital  76  90  25  
 Health centre  77  70  100  
 Maternity  70  70  14  
 Clinic  77  56  3  
 Dispensary  72  81  178  
         
 Managing authority    
 Government  74  79  189  
 Private (for-profit)  56  83  29  
 Faith-based organisation  80  76  95  
         
 Province    
 Nairobi  98  49  26  
 Central  90  98  37  
 Coast  89  91  35  
 Eastern  51  84  54  
 North Eastern  99  87  7  
 Nyanza  26  63  45  
 Rift Valley  84  70  88  
 Western  90  91  27  
         
 Total3 73 77 320 

 

Note: Refer to Table 1.1 for the actual number of facilities included in survey and analysis. Weighting results in 
small numbers for some categories of facilities.   
1 Functioning thermometer in refrigerator, temperature chart up to date, and refrigerator temperature 0° to 8°C 
at time of survey 
2 No expired items present, items stored by expiration date, and up-to-date inventory available 
3 Totals include data from six NGO facilities (weighted).   

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

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

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

Storage Conditions 
 
Among facilities that routinely store vaccines, 73 percent have all the necessary components for adequate 
temperature monitoring (Table 3.9). Private for-profit facilities and facilities in Nyanza province have the 
weakest systems, with only 56 and 26 percent respectively having all the needed items for monitoring 
storage temperature (Table 3.9). Figure 3.8 gives details for each element that a facility needs for moni-
toring storage temperature. In general, 97 percent of facilities have a functioning thermometer and 93 per-
cent have a temperature chart, and in 78 percent of facilities, a temperature of 0° to 8°C (the UNICEF 
recommendation for vaccine storage at the health centre level) was found at the time of the survey. This 
implies that 22 percent of health facilities do not adhere to the standard requirements for maintaining a 
proper vaccine storage temperature. Almost all facilities do place the vaccine refrigerator so that it is pro-
tected from sunlight (Appendix Table A-3.13).  
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Figure 3.8  Elements for monitoring vaccine 
storage conditions  (N=320) 
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Stock Monitoring Systems 
 
Vaccine stock monitoring systems were assessed using the tetanus toxoid (TT); diphtheria, pertussis, and 
tetanus (DPT); measles; hepatitis B; hepatitis-DPT (Hep-DPT); and measles, mumps, and rubella (MMR) 
vaccines. Very few facilities have expired vaccines present (Figure 3.9). The practice of storing vaccines 
by expiration date and maintaining an up-to-date inventory is widespread, with 9 in 10 facilities storing 
vaccines by expiration date and 86 percent having an up-to-date inventory.  

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

3.3.2 Storage and Stock Monitoring Systems for Contraceptive Methods and Medicines 

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

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

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

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

  Contraceptive methods Medicines 

 
Background  
characteristics 

Percentage with all 
assessed items for 
system for storing 

methods1 

Percentage with 
all assessed 

items for system 
for monitoring 

stock2 

Number of facilities 
with stored 

contraceptive 
methods observed 

(weighted) 

Percentage with all 
assessed items for 
system for storing 

medicines1 

Percentage with 
all assessed items 

for system for 
monitoring stock2 

Number of 
facilities with 

stored 
medicines 
observed 

(weighted)3 

 Type of facility       
Hospital  89  64  22  91  38  28  
Health centre  100  66  103  91  50  125  
Maternity  85  39  17  94  31  19  
Clinic  92  53  5  89  24  7  
Dispensary  88  63  151  83  33  249  
              

 Managing authority       
Government  90  66  209  79  46  245  
NGO  99  16  14  99  14  16  
Private (for-profit)  90  54  36  97  19  59  
Faith-based organisation  100  68  39  96  33  109  
              

 Province       
Nairobi  99  35  18  91  72  38  
Central  99  54  35  90  39  50  
Coast  89  87  35  80  24  48  
Eastern  83  75  53  78  53  80  
North Eastern  89  45  6  67  37  8  
Nyanza  87  48  49  89  17  53  
Rift Valley  100  64  81  91  25  122  
Western  87  60  22  92  67  29  
              

 Total3 92 62 298 86 38 429 

 

Note: Refer to Table 1.1 for the actual number of facilities included in survey and analysis. Weighting results in small numbers for some 
categories of facilities.   
1 Items are stored in dry location, off the ground, and protected from water, sun, pests and rodents. 
2 No expired items present, items stored by expiration date and up-to-date inventory available. 
3 Totals include data from one stand-alone VCT centre (weighted).  
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intravenous solution). While 62 percent of facilities have all the assessed stock monitoring components 
for contraceptive methods, only 38 percent meet the KSPA criteria for monitoring medicine stocks (Table 
3.10). In both cases, maternities and clinics are least likely to meet the KSPA stock monitoring criteria 
(Table 3.10). Similarly, NGO and private for-profit facilities have weaker stock monitoring systems than 
the other managing authorities. 

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

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

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

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

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

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

About 2 in 10 facilities have expired medicines in stock. 

 
3.4 Systems for Infection Control 

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

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

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

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

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

  Percentage of facilities with:  

 
Background  
characteristics 

Equipment or 
appropriate 
chemical 

Equipment and 
knowledge of 
process time1 

Equipment, knowledge of 
process time, and 
automatic timer2 

Written guidelines 
for sterilisation or 

HLD present 

Number of 
facilities 

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

 

Note: Refer to Table 1.1 for the actual number of facilities included in survey and analysis. Weighting results in small numbers for some 
categories of facilities.   
1 Processing area has functioning equipment and power source for method and reports the correct processing time (or the equipment 
automatically sets the time) and processing temperature (if applicable) for at least one method. Definitions for capacity for each method 
assessed were functioning equipment and processing conditions of the following: 

- Dry heat sterilisation: Temperature 160o to 169o C and processed for at least 120 minutes or temperature at least 170o C and processed for 
at least 60 minutes  
- Autoclave: process wrapped items at least 30 minutes, unwrapped items at least 20 minutes  
- Boiling or steaming: process at least 10 minutes  
- Chemical disinfection: with chlorine base or glutaraldehyde solution and soaked for at least 20 minutes. 

2 This refers to a passive timer that can be set to indicate when a set time has passed. This may be a part of the sterilisation or HLD 
equipment.  
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3.4.1 Capacity for Adherence to Standards for Quality Sterilisation or High-Level Disinfection 
Processes  

For syringes and most examination equipment, either sterilisation or high-level disinfection (HLD) proce-
dures are sufficient to prevent the spread of infection. However, to effectively kill the spores that cause 
illnesses such as tetanus, either dry-heat sterilisation or an autoclave system (or the less frequently used 
chemical sterilisation2) is required. These systems are necessary for processing gloves or surgical equip-
ment that will be reused, including for example blades and scissors used to cut an umbilical cord. 

 Table 3.12  Infection control and hazardous waste control 

 

Percentage of facilities that store sterile/HLD items under adequate conditions, that have all items for infection control in service 
delivery areas, that have an adequate disposal system for hazardous waste, and that have infection control guidelines, by type 
of facility, managing authority and province, Kenya SPA 2004  

 
Background  
characteristics 

Percentage with 
sterile storage 
conditions and 

processing dates 
on sterilised items1 

Number of 
facilities with 

stored 
processed 

items 
(weighted) 

Percentage 
with all items 
for infection 
control in 

service delivery 
areas2 

Percentage 
with adequate 

waste 
disposal 
system3 

Percentage with 
guidelines for 

disinfection and 
sterilisation in any 

service area 

Number of 
facilities 

(weighted)
 Type of facility       
 Hospital  62  27  2  63  35  28  
 Health centre  16  105  5  29  24  125  
 Maternity  31  19  5  60  19  20  
 Clinic  16  6  23  49  9  8  
 Dispensary  15  186  22  36  4  249  
 Stand-alone VCT  45  1  2  54  4  10  
               
 Managing authority       
 Government  13  186  18  29  10  246  
 NGO  27  16  2  75  12  21  
 Private (for-profit)  49  52  12  50  24  63  
 Faith-based organisation  16  90  10  43  11  110  
               
 Province       
 Nairobi  66  34  2  64  14  41  
 Central  9  47  30  18  10  50  
 Coast  7  33  14  52  29  49  
 Eastern  9  72  15  58  17  83  
 North Eastern  14  5  1  43  25  8  
 Nyanza  15  53  23  26  8  54  
 Rift Valley  28  72  12  25  1  126  
 Western  16  29  1  28  26  29  
               
 Total 20 344 14 38 12 440 

 

Note: Refer to Table 1.1 for the actual number of facilities included in survey and analysis. Weighting results in small numbers for some 
categories of facilities.   
1 Items are wrapped and sealed with time-steam-temperature-sensitive (TST) tape, or items are in sterile or HLD-processed container that 
clasps shut, and processing time is written. 
2 Soap and water in all areas, sharps box in all areas (except consultation for sick child), disinfecting solution and latex gloves in family planning, 
antenatal care, delivery, and STI client examination areas 
3 Final disposal of contaminated waste is to incinerate, bury, or remove off site, and waste is not visible or is kept under protected conditions on 
day of survey. 

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

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

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

3.4.3 Infection Control in Service Delivery Area 

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

(N=440) 
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3.4.4  Adequate Disposal of Hazardous Waste 

Hazardous waste includes items that may be contaminated by blood or other biological waste and may be 
infectious if touched (such as bandages, used cotton balls, needles, and syringes). The most effective 
means for disposal is incineration and subsequent burial of the remains. Burying items in deep pits is also 
an effective means of disposal. When assessing whether facilities have adequate systems for disposing of 
hazardous waste, the most important issue is verifying that there is, in fact, a process for disposal that 
eliminates the possibility of contamination through contact. If the waste is visible and not protected from 
animals or people, either before or after being removed, burned, or buried, there is an increased chance 
that people might inadvertently come in contact with it, risking subsequent infection. Details on waste 
disposal systems are provided in Appendix Table A-3.25. 

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

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

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

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

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

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

Only one-fourth of all facilities in Rift Valley province have an adequate waste disposal system, com-
pared with 64 percent in Nairobi province.   
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