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Reduction of child mortality by two-thirds in developing
countries by the year 2015 is one of the Millennium
Development Goals adopted by the major global
economies.1 Large gains are possible if currently
available, simple interventions are widely implemented.2

As many researchers acknowledge, however, health
systems in poor countries are sometimes incapable of
delivering even currently recommended interventions.3

Understanding how care is provided and the barriers to
provision of effective care are important steps in tackling
current constraints. 

The first-referral level hospital (the district hospital) is
an integral part of primary health-care systems,
providing, in theory, leadership, supervision, and care
for the severely ill in support of a network of peripheral
primary-care providers.4 In view of these hospitals’
potentially critical role in the delivery of health services
and improvement of child survival, we aimed to
ascertain with a survey what the capacity for care of
children is at this level of facility in Kenya. Since
perceived quality of care could be a major determinant of
hospital use, and therefore efficiency and effectiveness,5

we also aimed to investigate the views of health workers
providing services to children and service users. 

Survey procedures
Between July and October, 2002, a period spanning the
end of the main malaria season where malaria
transmission is seasonal, three teams of three to four
people working in parallel at separate hospitals
conducted the survey. All survey staff were skilled
Kenyan health workers trained for 3 weeks in survey
procedures, including pilot exercises in one district and
one provincial hospital. Surveys took 10 continuous days
at every site, spanned a weekend, and included
supervision visits by the principal investigator (ME)
moving between the teams. For the resource inventory
and data for hospitals’ workloads, we used WHO
methods6 with minor adaptations. We defined
availability as the ability to issue or provide an item free

on the ward, from the pharmacy or relevant department,
or the ability to provide these items and services as they
were needed even if a cost-recovery charge was made for
them on discharge. Items that needed to be paid for in
advance of use from a private pharmacy and
administered in the hospital were regarded as
unavailable. Health workers interviewed included the
medical superintendent, the nurse in charge, pharmacy
and laboratory staff, and clinical and nursing staff
responsible for outpatient and inpatient care of children. 

For collection of the views of health workers and adults
resident with a child during their admission (caretakers),
WHO methods were not available. We therefore
developed appropriate questionnaires, which we assessed
for ease of comprehension and administration and
revised in a rolling process between April and June, 2002,
in a district hospital not included in the survey. The
health-worker questionnaire contained a mixture of
closed questions—which invited a response on a scale of
usually inadequate or unavailable, occasionally
inadequate or unavailable, and satisfactory or good—and
open questions, which permitted respondents to record
their own thoughts and opinions. This questionnaire was
completed by health workers in their own time and
returned to the research staff, because piloting suggested
that without any time pressure this procedure resulted in
fuller answers. The identity of the health worker was not
recorded. The caretaker questionnaire was completed
during a face-to-face interview at about the time their
child was discharged from hospital. Caretakers selected
for interview were those accompanying children whose
hospital course was being prospectively assessed, which
is described in full elsewhere.7 Closed questions invited
answers on a three-point scale about whether service
components were better, worse, or as they expected, and
provided an opportunity for caretakers to relate examples
of the care they had received. 

We obtained hospital workload data and crosschecked
them for consistency with the assistance of hospital
records officers. When data were not available, we
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We aimed to investigate provision of paediatric care in government district hospitals in Kenya. We surveyed 14 first-

referral level hospitals from seven of Kenya’s eight provinces and obtained data for workload, outcome of admission,

infrastructure, and resources and the views of hospital staff and caretakers of admitted children. Paediatric

admission rates varied almost ten-fold. Basic anti-infective drugs, clinical supplies, and laboratory tests were

available in at least 12 hospitals, although these might be charged for on discharge. In at least 11 hospitals,

antistaphylococcal drugs, appropriate treatment for malnutrition, newborn feeds, and measurement of bilirubin

were rarely or never available. Staff highlighted infrastructure and human and consumable resources as problems.

However, a strong sense of commitment, support for the work of the hospital, and a desire for improvement were

expressed. Caretakers’ views were generally positive, although dissatisfaction with the physical environment in

which care took place was common. The capacity of the district hospital in Kenya needs strengthening by

comprehensive policies that address real needs if current or new interventions and services at this level of care are to

enhance child survival.
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derived estimates from ward admission and discharge
registers from a minimum, most recent continuous
period of 3 months without missing information. Data
for deliveries represent the outcome of the 500 deliveries
immediately before the survey.

Study sites
Kenya is divided administratively into eight provinces
and 70 districts. After excluding one province, Nairobi,
the capital city and environs, which we deemed
unrepresentative, we aimed to sample the main
government inpatient facility serving the population
from 13 districts—two each from six provinces and one
from a more sparsely populated province—taking into
account the national distribution of facilities and
population density.8 Although inpatient services can be
provided by the private or non-governmental not-for-
profit sector and smaller more peripherally located
government facilities, these were not included in the
survey. Districts were purposely selected to ensure
mixed representation of the various malaria ecologies in
the country (http://www.kmis.org). Other reasons for
selection included an estimated workload of more than
1200 paediatric admissions per year and, for logistical
reasons, their accessibility. 

We entered all data from the study centrally, with
Filemaker Pro5 (Filemaker, CA, USA). Responses to
open-ended questions were transcribed, tabulated, and
grouped according to theme. The survey was approved
by the KEMRI national ethics and scientific review
committees and by the research and ethics committee of
the Ministry of Health of Kenya. We visited hospitals
shortly before the survey team arrived, at which time we
explained the nature and aim of the survey to senior staff
and sought permission to undertake the survey. Further

explanation was given to hospital staff at the start and
during the survey, and verbal consent for data collection
was given by all people providing information.

Findings of the survey
Survey teams visited 14 hospitals in 13 districts: one
district had two designated district hospitals. None
refused to participate. 

In nine hospitals, malaria was the most usual reason
for admitting a child and was at least the third
commonest reason in all 14 hospitals. Of the 14 hospitals
surveyed, no problems with availability were reported for
mains electricity (7/14), mains water (9/14), transport for
referral (9/14), patient and caretaker washing facilities
(4/14), and staff handwashing facilities (8/14). Table 1

Hospital Malaria ecology Admissions Total beds and Deliveries Daytime clinical cover Nurses per shift Inpatient Stillbirths/ Charges Essential 
per year cots (number per year fatality neonatal levied items* 

of wards) Paediatricians General medical Clinical officer Day Night deaths rarely 
officer on ward on ward available

A Coastal, endemic 2316 35 (1) 1800 1 0 1 2 2 10% 5·6%/0·4% Yes 17%
B† Highland, low risk 3188 47 (1) 5842 0 1 1 4 2 15% 3·0%/0·4% Yes 17%
C Highland, low risk/epidemic 6275 72 (2) 6000 1 1 2‡ 6–8 2–4 6% 4·0%/3% Yes 34%
D† Lakeside perennial 2910 76 (2) 1427 0 0 1 4 2 13% 6·6%/1% Yes 12%
E† Low risk, epidemic 4512 94 (2) 2500 1 1 2 5 2 5% 5·8%/0·6% Yes 15%
F† Semi-arid, low risk 1216 33 (1) 1048 0 0 1 2 2 4% 4·0%/1·2% No 34%
G†§ Highland, low risk 2236 61 (2) 3702 0 0 0 4 2 >5% 2·6%/0·8% No 13%
H†§ Highland, low risk/epidemic 3388 40 (2) 948 1 1 4¶ 2 2 7% 5·4%/0·4% No 71%
I†§ Endemic 3348 37 (1) 2055 0 0 1 4 2 10% 4·6%/0·8% Yes 27%
J Semi-arid, low risk 1371 44 (1) 1305 0 1 1 5 1 7% 4·8%/0% Yes 31%
K Semi-arid, low risk 1110 47 (1) 1200 0 0 1 3 2 6% 4·2%/1·4% Yes 29%
L† Highland, low risk 668 73 (2) 1317 0 0 1 3 2 6% 3·2%/0% Yes 34%
M Highland, low risk 1710 40 (1) 2549 0 0 2 8 2 9% 3·0%/0·4% Yes 14%
N Low risk 1546 34 (1) 2526 0 1 0 4 2 7% 3·8%/0·6% Yes 35%

Stillbirths=proportion of deliveries with baby born dead. Neonatal deaths=proportion of deliveries with baby born alive but dying before discharge. *A panel of 48 items was judged essential for provision of basic services (see
table 2). % shows the proportion of these 48 reported to be rarely or never available. †Admission and mortality records (especially hospital G) were of poor quality; often data on outcome for sick babies with very low birthweight
or prematurity was missing. Data should be interpreted cautiously. ‡Includes clinical officer interns. §Annual estimates represent an extrapolation from the most recent 3 month period with adequate data; in all other cases the
available full year’s data are presented. ¶Service provided entirely by clinical officer interns.

Table 1: Characteristics of hospitals surveyed
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presents the characteristics of these hospitals and the
numbers of clinical staff and nurses allocated to inpatient
paediatric care. For assessment and treatment of
outpatients and for routine inpatient management, in
nine hospitals, clinical officers alone provided admission
care (health workers undertaking a 3-year medical
diploma course). In four hospitals, general medical
officers or a paediatrician supervised routine ward care
provided by clinical officers, whereas in one hospital,
routine ward care was provided by a general medical
officer. At the time of the survey, only one hospital
outpatient department was implementing the
WHO/UNICEF Integrated Management of Childhood
Illness (IMCI) strategy,9 whereas two others had staff
(fewer than four individuals at each site) who had
received IMCI training. Half the hospitals had no system
of triage for new outpatient arrivals, and in the seven that
had some system it was informal, undertaken by the
clinic reception clerk or a nurse in the reception area
without specific guidelines. 

Facilities for severely ill children in the outpatients
departments were limited. Only two of the 14 hospitals
had oxygen in the department, seven had 50% glucose
(the concentration in vials supplied for treatment of
hypoglycaemia), nine had diazepam, and 13 had

epinephrine. In terms of routine care, guidelines for
management of acute respiratory tract infection,
diarrhoea, and malnutrition were present in three, five,
and three hospitals, respectively. Nevirapine was
available in three of the 14 hospitals for prevention of
mother-to-child transmission of HIV. 

Table 2 describes availability of basic infrastructure
and resources for care of children. Of the 69 items
included in the modified WHO survey, a panel of 48 was
judged essential to provide basic first-line care for
children with the most common or most severe
disorders—malaria, anaemia, pneumonia, diarrhoea,
malnutrition, severe infection, or meningitis in young
infants and children, or prematurity or low birthweight.
In eight of 14 hospitals, at least 25% (12/48) of the
essential items from this panel were reported to be
usually or always missing from routine stocks (range
12–71; table 1). Items for supportive care were most
usually missing (table 2). In 12 hospitals, care of
children was not free, with charges levied for inpatient
stay, laboratory services, drugs, or other consumables
(table 1).

The views of health workers including, where possible,
doctors, nurses, paramedical staff, and ancillary staff
were available from 221 individuals, with a median of 15
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Rarely or never available in two or Rarely or never available in three to Rarely or never available in seven to Rarely or never available in 11 or more 
fewer hospitals six hospitals ten hospitals hospitals

Laboratory services and equipment
Malaria microscopy* Flow regulators* Measurement of total bilirubin Oxygen saturation monitor 
Haemoglobin* Suction equipment* Nebuliser or inhaler/spacer* Paediatric fluid giving sets 
Cross-matching* Newborn bag and mask* Otoscope Chest drain tubes 
Measurement of glucose* Phototherapy* Intraosseous needle
Cerebrospinal fluid microscopy* Child weighing scales
HIV testing* Nasogastric tubes*
Oxygen*
Oxygen masks/catheters*
Paediatric cannulae*
Incubator/warmer*
Plain radiograph service*
Baby weighing scales

Fluids, antibiotics, and antimalarials 
5% glucose
Normal saline (0·9%)*, Ringer’s, or Hartmann’s* Co-trimoxazole* 10% glucose Cloxacillin (oral* and intravenous) 
Oral rehydration solution* Amoxicillin* Ciprofloxacin Third-generation cephalosporin 
Benzyl penicillin* Chloramphenicol (oral)* Ketoconazole Griseofulvin
Chloramphenicol (intravenous)* Nalidixic acid* 
Sulfadoxine-pyrimethamine* Ampicillin (intravenous) 
Amodiaquine* Gentamicin*
Quinine (oral* and intravenous*)
Antituberculous therapy

Supportive care
Furosemide* Pethidine* Parenteral phenobarbitone* Iron syrup 
Paracetamol* Oral phenobarbitone Ibuprofen* Spironolactone 
Iron tablets* Vitamin A* Prednisolone Multivitamins* 
Epinephrine* Digoxin Vitamin K* 
Diazepam* Special milk for malnutrition* 
50% glucose* Newborn formula milk* 
Mebendazole Oral potassium 

Mineral mix for malnutrition

*48 judged essential to first-line treatment of common serious conditions.

Table 2: Reported availability of 69 basic laboratory services, items of equipment, or consumables included in the WHO survey tools
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(range 8–27) individuals from every site. Table 3
presents the number of hospitals for which at least half
the respondents to closed questions said that facilities or
resources were, in their opinion, either usually
inadequate or unavailable or occasionally inadequate or
unavailable. Panel 1 shows the effect that the availability
of resources could have on health workers, by
respondents’ answers to some of the more open-ended
questions. When asked about staffing, the most typical
response was that the hospitals were understaffed and
needed a paediatrician or nurses trained specifically in
the care of children to assist the improvement of
services. Interviewees were asked to indicate what they
thought made it hard for them and their co-workers to
feel satisfied with their work. Not surprisingly perhaps,
the three most frequently mentioned factors were
inadequate supplies of drugs and consumables
(although this did vary from site to site), mismatch
between workload and number of staff, and low pay.
Several other factors were also mentioned at most sites:
lack of control over one’s career and career progression
and inability to obtain higher training; lack of
transparency in allocation of positions on training
courses (seminars); lack of recognition or incentives for
those who work well; poor supervision of staff; and poor
communication within the hospital.

The views elicited from caretakers (89% mothers, 5%
grandmothers, 4% fathers, and 2% other relatives) at the
time of discharge were intended to indicate how the
inpatient care received matched their expectations.
Findings are, therefore, best interpreted within rather
than between hospitals, a point reinforced by large
differences in the populations using different hospitals,
at least as measured by indices such as level of education
and area of residence (table 4). At an individual hospital

level it can be seen that universal satisfaction is hard to
achieve and that individuals can have quite different
experiences. For example, at hospital M, for eight of eight
indicators more than 50% (�9/17) of respondents found
hospital care to be better than they expected, despite the
fact that for two of the same eight indicators more than
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Number of sites at which
half or more of responses
were occasionally or 
usually inadequate

Accommodation and space for patients 11
Patients’ bathroom facilities 11
Ward cleanliness 1
Children’s food 9
Staff number caring for children 13
Availability of drugs 13
Availability of oxygen 11
Availability of blood for transfusion 13
Availability of intravenous fluids 4
Availability of special milk for malnutrition 9
Availability of milk supplements for sick newborns 11
Time available to you to do your job as best you could 4
Own knowledge about childhood illnesses 3
Quality of the information given to parents 7
Time available for explaining to parents 10
Supervision provided by more senior staff 7
Overall performance of your hospital 0

Table 3: Responses to health-worker questionnaires when asked to
consider availability or quality of specific features of local health care

Panel 1: Responses selected from hospital staff
questionnaires 

Availability of equipment and supplies

“The numbers of staff, equipment and drugs simply do not
match the number of patients.”

“In most cases the family goes looking for drugs even
dressing materials on admission which really frustrates our
efforts and if the patient has no cash it is impossible.”

“Sometimes we have plenty of oxygen but cannot give it to
neonates because there are no gauges.”

Levels of staffing and supervision

“The staff to look after the patients are adequate it is the will
to offer the services that is lacking.”

“The quality [of staff] is there but the number needs to be
increased especially when there is an outbreak like malaria.”

“In general important staff have very limited time in the
hospital. To me the quality of care in general is wanting.”

“Doctors only come for rounds, they are rarely seen at other
times as they are few.”

“We [the cleaning staff] are not told about the importance of
different types of cleaning, for instance if there is blood
spilled.”

Potential of personal experiences to affect health-worker
morale

“I admitted a patient in very poor condition with malaria and
anaemia and I managed to remove blood for cross-match
and fix a line, start on oxygen and get the doctor. Blood was
started quickly and the child rapidly improved.”

“I resuscitated a baby with severe asphyxia and it successfully
came up. The success was because I had attended a course in
basic life support skills for neonates.”

“I had a patient with anaemia and mild marasmus and the
mother waited for 3 hours in the lab for a haemoglobin test
only to be turned away as she had no money. Then I went to
get the child some milk and I was turned away as the
storeman said it was too late. The child had to wait until the
next day.”

“A child with severe lower respiratory tract infection was very
dyspnoeic on admission. Only one cylinder of oxygen was
available but we started giving it to the child and the
condition improved. The condition became worse when the
oxygen ran out and there was none left, he started gasping
and died.”

Comments indicate commonly expressed themes or range of experiences.
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20% (�4/17) of respondents reported things were worse
than they expected (figure). For continued improvement,
even when most people seem satisfied with the service,
the reasons for dissatisfaction in the others still need to
be investigated. While cautioning against across-hospital
comparisons, the results also point to general approval
for the behaviour and perceived technical role of
outpatient and inpatient clinicians, although few
caretakers could state the name of their child’s illness
and the reason for admission. Conversely, the physical
environment for caretakers (where they sleep and the
bathroom or toilet facilities) was generally regarded as
poor (figure), echoing the sentiments of health workers
(table 3). How an individual’s experience can influence
their view of the hospital and the care provided is
obviously important (panel 2).

Interpretation
Much has been written about the need for something to
be done to reduce child mortality in low-income
countries.2,10 However, although many methods are
already available,11 very little attention is devoted in
published work to how services can actually be provided.
As a first step, we have attempted, in Kenyan district
hospitals, to identify the everyday constraints
encountered in providing care to very sick children. 

We studied a convenience sample of first-referral level
facilities. These might not be entirely representative of
the national picture; in particular, our selection of
hospitals that were fairly accessible might have caused
us to underestimate the scale of the problems. The
survey technique we used included 3 weeks of training,
after which time survey workers found the methods
easy to use. The length of the survey at every site (10
days) allowed us to document care as it was being given7

and interview reasonable numbers of staff and
caretakers. This fact must be balanced against the fairly
rapid (3 days) and perhaps more subjective assessment
that can be made by experienced paediatricians with the
unmodified WHO methods.12 A cross-sectional survey
clearly only captures information at one point in time,
and much of the information relied on the reports of
hospital staff themselves, which might clearly be
biased—either to make things sound worse than they
are in the hope that extra help will be given or to
downplay problems for fear of being thought a poor-
performing facility. Although we cannot quantify such
biases, our prospective observations on care given to
children in these hospitals,7 discussions with staff, and
wider experience within Kenyan government hospitals
make us believe the data presented are a reasonable
guide to the status of this level of hospital care. 
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A B C D E F G H I J K L M N

Number of respondents 38 41 44 36 32 25 37 29 33 37 34 15 17 50
Median (range) age (years) 26 (17–55) 25 (17–50) 25 (16–60) 25 (16–55) 25 (18–37) 29 (18–40) 28 (20–48) 23 (16–44) 23 (16–37) 26 (16–72) 22 (16–37) 23 (17–30) 26 (18–36) 28 (17–40)
Fewer than 4 years’ education (%) 24 (63%) 11 (27%) 5 (11%) 2 (6%) 4 (13%) 3 (12%) 3 (8%) 0 (0%) 4 (12%) 24 (65%) 12 (35%) 1 (7%) 1 (6%) 5 (10%)
Rural home (%) 25 (65%) 36 (88%) 37 (84%) 27 (75%) 26 (81%) 14 (56%) 32 (86%) 23 (79%) 22 (66%) 22 (59%) 24 (71%) 14 (93%) 16 (94%) 17 (34%)
Knew reason for admission (%) 16 (42%) 30 (73%) 26 (59%) 25 (70%) 26 (81%) 21 (84%) 20 (54%) 20 (69%) 29 (88%) 27 (73%) 29 (85%) 10 (67%) 9 (53%) 38 (76%)

Table 4: Characteristics of caretakers

Better than expected  Worse than expected   

A  B  C  D  E F G H I J  K L M N A  E F G H I J  K L M  N  

Outpatient wait                             

Outpatient staff
politeness  

                            

Outpatient clinical
care  

                            

Caretaker sleeping                             

Bathrooms and toilets                             

Ward cleanliness                             

Number of nurses                             

Clinician’s care               

 

              

C DB

Figure: Caretakers’ opinions expressed at every hospital
Light blue=20–50% responses. Dark blue=>50% responses. Pink=10–20% responses. Red=>20% responses. White=sites at which responses did not reach these
thresholds.
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Hospital performance
What our approach and that of Nolan and colleagues12

indicates is that assessment of hospital performance,
although in its infancy in low-income countries,
provides ample evidence that current deficiencies must
be addressed. Equitable roll-out of new programmes or
new interventions that need a functioning hospital
sector, including the treatment of AIDS patients with
antiretroviral drugs, will be impossible if system

deficiencies are not tackled or will worsen care in lower-
profile areas if scant resources are redirected. 

Several further important themes emerge from our
data. First-referral level hospitals are not a homogenous
grouping even in one country, with an almost ten-fold
difference in numbers of paediatric admissions recorded
in our sample. Such differences are not always reflected
in the physical capacity of the wards or the provision of
human resources. The latter reflects difficulties with
human resource allocation nationally (reflecting global
concerns)13 and is exacerbated by senior medical and
nursing staff locally who sometimes have the view that
paediatric areas are a low priority. 

Although major differences seem to exist in rates of
inpatient mortality, stillbirth, and early neonatal deaths,
the fairly small sample sizes, and the quality of data on
case-mix and case severity, make any attempt to account
for these differences or examine associations with
resource provision impossible.7 However, the data
indicate the scale of the challenge faced by individual
clinical staff. Even in the daytime, some workers are
responsible for routine care of children in departments
with more than 70 inpatient beds accommodating
severely ill children, as indicated by mortality rates of
10% or more (table 1). Support from a paediatrician in
these circumstances is rare, whereas at night one clinical
officer will typically be responsible for all new
admissions (paediatric, adult, and maternity) and share
cover of all the wards with a medical officer. 

Hospital resources
In addition to few staff, the resources available to the
main inpatient paediatric clinical service providers,
clinical officers, and nurses are suboptimum.
Equipment and consumables for supportive care are
generally absent—notably, adequate means to deliver
oxygen and nutritional support for severely
malnourished children or low birthweight or premature
infants. These findings accord with observations from
several developing countries.12 By contrast, supplies of
basic anti-infective drugs are more available, although
differences of 12–71% in reported availability of
48 essential items suggest hospital stock management is
important in this respect. 

Basic laboratory services are, in theory, available in
most hospitals, the exception being measurement of
total bilirubin, a potential problem since neonatal
jaundice is the fourth most common cause of young
infant death at one well-characterised Kenyan district
hospital.14 The reported availability of laboratory services,
however, contrasts with functional information on
observed use and health workers’ reports. Thus, even for
severely anaemic children, haemoglobin measurement
is sometimes not done;7 blood glucose was checked for
fewer than 2% of more than 600 admissions to hospitals
for whom data were available; and lumbar puncture is
almost never undertaken, with 37% health workers
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Panel 2: Responses selected from caretakers’ interviews

Organisation or provision of care

“When the doctor realised my child was breathless he quickly
called us into the office even though I was at the back in the
queue.”

“I spent a long time in the maternal and child health clinic,
the doctor wanted money before he would see me and I did
not have any.”

“I was asked to pay 10KSh (US$0·15) for a syringe by the
sister so my child could be injected. I felt bad because I could
see there were syringes on the ward.”

“Money is collected haphazardly for things like spirit [used for
disinfection] on the ward and if you don’t give it you do not
get treated.”

“We were told to clean the ward sink otherwise our children
would not be treated. That day they did not give us
medicines in our cubicle.”

Personal interactions

“The sister came and talked to me and asked if I had a
problem and I felt good and cared for.”

“Since I do not understand Kiswahili [the national but not
necessarily local language] the nurses were going out of their
way to try and communicate to me politely.”

“The night nurse scolded me telling me I should not have got
pregnant as I did not know how to look after my baby.”

“I want to know everything about the illness, I asked the
nurses but they refused to explain so I got disheartened from
asking anyone.”

Inpatient experience

“All through there have been good staff doing their work
well, much better than last year when my child was also
admitted.”

“Things here have greatly improved, the ward is clean and the
treatment prompt. We are happy and hope that this will
continue.”

“At least let them provide treatment for the first day to give
people a chance to buy.”

“There is a lot of suffering when it comes to drugs because
they are usually not enough and most of the time the
mothers do not have money.”

Comments indicate commonly expressed themes or range of experiences.
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interviewed in this survey saying that analysis of
cerebrospinal fluid is not possible in their hospital.

Staff opinions
Resource constraints and difficult conditions of service
have predictable effects on staff, who often feel the system
falls short of their expectations (panel 1, table 3). For
example, an inadequate supply of blood for transfusion
was typically reported, perhaps reflecting the speed with
which children die of anaemia,15 often before a suitable
donor from the family can be found. However, staff
generally seemed happy with the state of cleanliness in
most hospitals, the time available to them to do their
duties, their level of basic knowledge, and their hospital’s
overall performance in delivering care. Without further
more in-depth investigation, the reasons for satisfaction
in these areas are not known. Possible explanations,
however, include that responses reflect the limited
expectations of staff, recent experience of improvement,
or limited horizons or insight. 

The subjective view of the survey teams was often that
staff did not regard education or counselling for the
caretaker about a child’s disease as a major part of their
role; thus, this aspect might not have been included in
considerations of the time available to do their job. When
every hospital was visited to explain the results of the
survey, discussions on the technical inadequacies of care7

often met with considerable surprise, suggesting that it is
hard to make an accurate self-assessment of what you do
not know.  

Caretakers’ opinions
Although caretakers were mostly very grateful because the
child’s illness had resolved, they were sometimes
dissatisfied. Dissatisfaction was most usually expressed
with the physical environment in which care takes place,
with delays in receiving attention, and with official and
unofficial charges (panel 2). Caretakers were usually
content with the technical aspects of their child’s care,
although serious limitations were apparent on detailed
review,7 illustrating that such views are likely to be a poor
guide to the technical quality of care. Furthermore,
caretakers’ expectations about the level of communication
with staff were not high, since most knew little about their
child’s illness or treatment. However, the views expressed
should be interpreted with some caution, since interviews
were conducted within the hospital, thus, respondents
could have felt uneasy about appearing to criticise the
care. A weakness of this survey is that interviews at a later
date in the home and with caretakers of children who died
could not be undertaken. 

Aims for the future
How then are services to be improved? Although a wide
range of interventions is likely to be needed, our results
suggest some that warrant consideration. At the local
level, some health workers had a very positive sense of
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vocation and a desire to pursue improvements, and
despite the difficulties, many sick children were being
given essential, probably lifesaving, care. Maximising the
potential of these motivated individuals, facilitating the
development of their technical and leadership skills, and
allowing them to rise into positions of responsibility for
child health might be of considerable value, especially in
view of the lack of paediatricians.16 Such a process would
meet the expressed desires of many health workers in this
survey who were frustrated at not being able to develop or
control their career. Indeed, current policies seem
specifically to exclude this possibility, with staff usually
rotating between different departments, facilities, and
even districts at regular intervals.  

At a national level, health-system planning requires
better information on needs, current resources, and
human capacity and their distributions. Responsibility
also lies at national level for the development,
dissemination, and implementation of minimum
standards for hospitals and the care they provide,
particularly in an increasingly decentralised health
system, and ideally as part of a wider emphasis on quality
of care, such as is being attempted in Kenya.17 Resources,
including human resources, are obviously critical.
Vertical programmes must include rather than just talk
about measures for health-system strengthening or risk
worsening care in neglected areas. Although the costs for
hospitals might increase, hospitals could become more
cost effective if improvements in quality and reductions in
financial barriers to access18 improve use. At the same
time, there is scope for enhancement of the efficiency of
district hospitals.5 Much will depend on specific thought
being given at the policy level to a sector of the health
system that is often ignored. 
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