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Executive Summary

Dandelion Africa is dedicated to fostering sustainable development and empowering
communities through a multi-faceted approach focused on health, economic
empowerment, education, and rights advocacy. Our strategic interventions are designed to

create resilient communities that drive their progress and well-being.

Dandelion Africa's impact is built upon several key pillars. We strengthen local health
systems to ensure improved and sustainable access to vital reproductive health services,
contributing to healthier communities with better health outcomes. Concurrently, we
empower women by equipping them with essential economic skills, fostering leadership
capabilities, and providing tools for effective community advocacy, which enhances their
financial independence and ability to influence positive change. We champion access to
education for school-going adolescents, complementing this with targeted social and
behaviour change communication initiatives to ensure young people are educated and
equipped with the knowledge and skills to make informed decisions. A cornerstone of our
work also involves empowering communities and their inherent structures to effectively
advocate for their rights and access to crucial community resources, strengthening local
governance and ensuring communities have a voice in decisions that affect their lives.
Through these integrated approaches, Dandelion Africa is building a foundation for self-
sufficient, healthy, and empowered communities, driving sustainable change from the

ground up.



Introduction

This report consolidates findings from three distinct but complementary assessments
conducted in Kajiado County, Kenya, each providing critical insights into the community
and facility-based health service delivery landscape. Kajiado County, characterized by its
diverse topography and predominantly rural population, faces unique challenges in
ensuring equitable access to quality healthcare, particularly concerning maternal and
newborn health. High maternal and neonatal mortality rates highlight systemic issues
within the healthcare infrastructure, highlighting the urgent need for robust interventions.

Brief of the Findings

The multi-faceted baseline assessment in Loitokitok and Kajiado East sub-counties reveals
a critical failure in the capacity to deliver quality Emergency Obstetric and Newborn Care
(EmONC), driven by severe systemic deficiencies. Critically, only 9 out of 27 facilities
assessed (33.3%) meet the standard for performing all seven essential Basic EmONC
functions. This gap is exacerbated by a staffing crisis, most notably in Loitokitok sub-
county, which suffers from a complete absence of specialist clinical cadres (Medical
Officers, Obstetricians, and Paediatricians). Overall, 85.2% of facilities lack the minimum
requirement of two skilled and trained medical birth attendants. Logistical breakdowns
further compromise care, with 70.4% of maternity units lacking a functional, dedicated
phone line for timely patient referrals. Equipment and supply deficits are also significant;
over half of all facilities (51.9%) lack a functional Infant Resuscitation Unit or Radiant
Warmer, and there are persistent stockouts of key life-saving drugs like Carbetocin and
Magnesium Sulphate. Concurrently, the community health system is weakened by the lack
of foundational support—96.3% of facilities report no functional skills lab for EmONC
training—and poor governance, with 35.3% of crucial Community Health Committees
(CHCs) being non-active, a rate that climbs to 50% in Loitokitok.

Findings

EmONC Assessment

An Emergency Obstetric and Newborn Care assessment was conducted to evaluate human
resources, equipment availability and functionality status, essential drugs availability,
performance of signal functions, and infection prevention and control practices. This
assessment aims to identify gaps and areas for improvement in providing critical maternal
and newborn health services.



Context and Significance

The maternal mortality rate and neonatal mortality rate in these 2 sub-counties are
indicative of broader systemic issues within the healthcare infrastructure. High maternal
and neonatal mortality rates are often associated with inadequate access to EmONC
services. Ensuring the availability and functionality of these services is vital for improving
maternal and child health outcomes.

The EmONC assessment evaluated the county's healthcare facilities' ability to provide
essential obstetric and newborn care. The evaluation aimed to identify gaps in human
resources, equipment, drug availability, performance of signal functions, and infection
prevention and control measures.

Objectives
The primary objectives of the EmONC assessment were:

A. Human Resources: Assess the availability and qualifications of healthcare providers,
including doctors, nurses, midwives, and support staff, involved in delivering
maternal and newborn care.

B. Equipment Availability and Functionality: Evaluate the presence and operational
status of essential medical equipment required for obstetric and newborn care.

C. Drug Availability: Determine the availability of essential drugs necessary for
managing obstetric emergencies and newborn care.

D. Performance of Signal Functions: Assess the ability of healthcare facilities to
perform critical life-saving procedures, known as signal functions, which are vital
for addressing obstetric and newborn emergencies.

E. Infection Prevention and Control: Examine the implementation and adherence to
IPC practices to ensure a safe and hygienic environment for mothers and newborns.

Methodology

The assessment was conducted through structured questionnaires, facility inspections,
interviews with healthcare providers, reviews of facility records and observation. The
healthcare facilities, in Level 2, Level 3 and Level 4, were selected to provide a
comprehensive overview of the EmONC capabilities in the 2 sub-counties.



Importance of the Assessment

Understanding the current status of EmONC services is essential for identifying areas that
require immediate attention and resources. The findings from this assessment will inform
strategic planning and resource allocation aimed at enhancing the capacity of healthcare
facilities to provide timely and effective emergency obstetric and newborn care with the
funding from a partnership between Dandelion and the county government of Kajiado.
Improving these services is crucial for reducing maternal and neonatal mortality and
morbidity, ultimately contributing to better health outcomes for the population of Kajiado
County.

Results of Findings
Demographics

The surveyed health facilities are distributed across different administrative levels in both
Kajiado East and Loitokitok, with 27 facilities assessed. The majority of the facilities (40.7%)
are at Level 3, accounting for 11 sites, with a near-even distribution between Kajiado East
(5) and Loitokitok (6). Level 2 facilities constitute the largest group in Loitokitok with 5
sites, but across the total sample, they make up 30% (8 facilities), alongside Level 4
facilities, which also account for 30% (8 facilities) of the total. Kajiado East exhibits a
greater concentration of higher-level facilities, reporting 6 Level 4 sites compared to
Loitokitok's 2.
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The surveyed facilities are predominantly owned and operated by the Government of
Kenya (GOK), which accounts for most sites. GOK facilities represent 17, making up
approximately 63% of the sample. This GOK ownership is concentrated in Loitokitok with
10 sites, compared to 7 in Kajiado East. The remaining facilities are split among private and
non-governmental entities. Specifically, Private facilities make up 6 sites, primarily located
in Kajiado East (5 sites), while Faith-Based Organizations (FBOs) and Non-Governmental
Organizations (NGOs) each own 2 facilities across the two sub-counties. Overall, while the
GOK is the primary service provider, Kajiado East shows greater diversity in ownership,
particularly with more private facilities, compared to Loitokitok's reliance on GOK
facilities.
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Human Resources

A key challenge impacting service delivery across many facilities is workforce availability
and distribution. The assessment aimed to evaluate this critical component, focusing on
staffing levels and distribution within key departments, namely Maternity, Newborn, and
Maternity Theatre. Detailed findings are summarized in the table below.

Facilities with a New Born unit

® Yes
No

4 (14.8%)




Newborn unit staff Kajiado East Loitokitok
Nurses 9 8
Clinical officers 1
Medical Officers 5 0
Obstetrician 2 0
Paediatricians 2 0

Facility with a Theatre

® Yes
No

8 (29.6%)

Theatre staff Kajiado East Loitokitok
Nurses 18 5
Clinical officers 2 0
Medical Officers 10 1
Obstetrician 6 0
Paediatricians 3 0
Anaesthetist 10 5

The HR profile reveals an institutional failure in strategic staffing. Loitokitok sub-county is
critically compromised by the complete absence of specialist clinical cadres, including
Medical Officers, Obstetricians, and Paediatricians. This deficit prohibits Comprehensive
EmONC (CEmONC) services and leaves high-risk obstetric cases unmanaged at the sub-
county level. General staffing is similarly precarious, with Loitokitok relying on only one
Clinical Officer across all assessed facilities, a severe limitation for mid-level obstetric and
surgical support. The lack of specialized neonatal infrastructure is alarming; only one



facility in Loitokitok possesses a Newborn Unit (NBU), constraining access to critical
neonatal care and unnecessarily elevating the risk associated with inter-county referrals.

Has at least 1 provider trained and can

currently process blood for transfusion?

Has at least 1 provider trained and can
currently administer blood transfusion?

Variable Category |Kajiado East |Loitokitok |[Total (%
Have at least 2 skilled and trained Yes 3 1 4 14.8%
medical birth attendants who can
currently No 1 12 23 85.2%
Has at least 1 provider trained and can No 1 0 1 3.7%
currently administer parenteral
antibiotics? Yes 13 13 26 96.3%
Has at least 1 provider trained and can  |No 1 0 1 3.7%
currently administer uterotonics been
available? Yes 13 13 26 96.3%
Has at least 1 provider trained and can  |No 2 0 2 7.4%
currently administer anticonvulsants?
Yes 12 13 25 92.6%
Has at least 1 provider trained and can No 1 1 2 7 4%
currently perform manual removal of -
placenta? Yes 13 12 25 92.6%
Has at least 1 provider trained and can No 4 3 7 25.9%
currently perform manual vacuum
aspiration? Yes 10 10 20 74.1%
Has at least 1 provider' trained :fmd can |y 5 2 7 25 9%
currently perform assisted vaginal
delivery? Yes 9 1 20 74.1%
Has at least 1 provider trained and can |y 1 2 3 11.1%
currently perform newborn
resuscitation? Yes 13 1 24 88.9%
Has an operating theatre team (Doctor, |No 0 2 2 7.4%
anaesthetist, 2 theatre nurses) to
perform surgery? Yes 6 0 6 22.2%
No 8 10 18 66.7%




No 4 5 9 33.3%

Has at least 1 provider working in
maternity unit trained on EmONC?

Has at least 1 provider with the
knowledge of the use of NASG?

Has at least 1 provider trained and can No 1 0 1 3.7%

currently administer of LARC? Yes 13 13 26 96.3%
Has at least 1 provider trained and can ~ |NO 1 ) 6 22.2%
currently perform ANC profiling? YVes 3 g o1 7 8%
Has at least 1 provider trained and can | N° 5 3 8 29.6%
currently screen for cervical cancer? Yes 9 10 19 20.4%
Has at least 1 provider trained and can | N° 5 1 6 22.2%
currently screen for SGBV? Yes 9 12 91 78%

Equipment Availability and Functionality

Equipment scarcity poses a non-negotiable threat to clinical outcomes. A critical risk to
neonatal survival is evidenced by the fact that over half of all facilities are non-compliant
with standard newborn care protocols, lacking functional Infant Resuscitation Units or
Radiant Warmers. Capacity for CEmONC is routinely impaired as many facilities lack a
complete, ready-to-use C-section set. The integrity of the cold chain is unreliable due to
the absence of functional refrigerators with a reliable 24 /7 power supply, compromising
the efficacy of temperature-sensitive drugs and the viability of stored blood products.
Shortages extend to fundamental tools, including Patella Hammers, Cut Down Trays, and
Vacuum Extractor sets, which affect diagnostic quality and assisted delivery management.
The low availability of specialized PPH management kits and an acute shortage of
Oropharyngeal Airways, a critical finding, particularly in Loitokitok, undermines rapid
response protocols for managing acute obstetric and neonatal emergencies. Finally,
diagnostic support for haemorrhage management is weak due to the poor availability of
haemoglobin meters and blood grouping/cross-matching kits.

Variable Category [Kajiado East |Loitokitok |[Total |%




Assorted IV cannulas /branulas are available No 3 ! 4 14.8%
and functional? Yes 1 12 23 85.2%
Assorted disposable syringes with needles are No 2 ! 5 1%

available and functional? Yes 12 12 24 88.9%
Elbow gloves /gynaecological gloves are No 6 4 10 37.0%

available and functional?

PPH Management kit (Large bore cannulas,
Misoprostol, balloon tamponade, IV fluid)

Sterile surgical gloves are available and

functional? Yes 14 13 27 100.0%
O,
Assorted suture material are available and No 2 3 > 18.5%
i 2

functional? Yes 12 10 22 |815%

Blood pressure measurement equipment No 3 5 8 29.6%

(Digital BP machine or sphygmomanometer +s) |y 1 8 19 70.4%
No 7 7 14 51.9%

MVA kit available and functional?

Delivery Kit (5 Green towels, 1 Tray 10*14, 2
straight artery forceps 8', cord s)

No

12

44.4%

Ambu bag (280 ML capacity) with masks No 6 2 8 29.6%
(neonatal - pre-term (size 0)) are available and

functional? Yes 8 1 19 70.4%
Ambu bag (280 ML capacity) with masks No 8 1 9 33.3%

(neonatal - term (size 1)) are available and
functional?

Ambu bag (1.5 L capacity) with masks (adult)
available and functional

11

No

40.7%

Fetoscope /handheld fetal heart monitor / No 0 1 1 3.7%
digital fetoscope available and functional? Yes 14 12 26 96.3%
Portable Examination lamp available and No 5 8 13 48.1%




No 2 4 6 22.2%
Assorted speculums available and functional

Yes 12 9 21 77.8%
Functional suction machines and catheters or | \° 0 3 3 11.1%
penguin suction available and functional Yes 14 10 24 88.9%
Functional Infant Resuscitation Unit/ Radiant No 4 10 14 51.9%

Warmer /Resuscitaire available and

Oxygen set (portable cylinder or central wall No 2 4 6 22.2%
supply with Mask or nasal cannula Yes 12 9 21 77.8%
No 10 9 19 70.4%

Patella Hammer available and functional

No 2 5 7 25.9%
Thermometer available and functional

Yes 12 8 20 74.1%

No 1 13 24 88.9%

Cut down tray available and functional

Vacuum Extractor set available and functional

No

Non-Pneumatic Anti-Shock Garment (NASG)
available and functional

No

Oropharyngeal airway for adults available and
functional

No

12

21

21

77.8%

44.4%

77.8%

Urine strips (both Proteinuria and sugar dip No 3 6 9 33.3%
sticks) in the labour ward and lab available and

functional? Yes 1 7 18 66.7%
Is there a functioning refrigerator available for [No 1 5 6 22.2%
cold-chain drugs and lab reagents available and

functional? Yes 13 8 21 71.8%




Complete C- C-section set available and No 10 11 21 77.8%

functional? Yes 4 9 6 22 99

Is there any blood /blood products currently

stored in the facility with blood grouping and  [No 10 12 22 81.5%

cross-matching kit to include water bath,

centrifuge, etc.? Yes 4 1 5 18.5%
No 10 7 17 63.0%

Haemoglobin meter with reagents available and
functional

Blood grouping and cross-matching kit to
include each of water bath, centrifuge etc.
available and functional?

Is there a functioning refrigerator available in
the facility that is powered 24

Ultrasound /Point of care is available and
functional?

IUCD set is available and functional?

Implant intert/removal set is available and
functional?

HB meter is available and functional?

Yes 10 7 17 63.0%

No 0 3 3 11.1%
BP machine is available and functional?

Yes 14 10 24 88.9%

No 1 7 8 29.6%
RBS machine is available and functional?

Yes 13 6 19 70.4%




Drug Availability

The pharmaceutical supply chain exhibits critical stockouts that directly compromise the
performance of key signal functions. There is a persistent shortage of life-saving drugs,
including Carbetocin, Magnesium Sulphate, and Calcium Gluconate, which limits the ability
to manage PPH and eclampsia, two leading causes of maternal death. This crisis is
compounded by the poor supply of local anaesthetic agents, spinal anaesthesia, and
general anaesthesia, with documented acute shortages in Loitokitok, severely impeding the

capacity to perform safe and timely surgical interventions.

Magnesium sulphate

Calcium gluconate

1

Variable Category Kajiado East  |Loitokitok [Total [%
No 6 5 1 40.7%
IM/IV gentamycin
No 3 3 6 22.2%
Benzyl penicillin (e.g. Crystapen IV) |Yes 1 10 21 71.8%
No 5 7 12 44.4%
Metronidazole (IV)
No 3 7 10 37.0%
Cephalosporin (IM/IV) Yes 1 6 17 63.0%
No 0 1 1 3.7%
Parenteral oxytocin (Only Score yes
if cold chain is maintained) Yes 14 12 26 96.3%
No 10 5 15 55.6%
No 3 4 7 25.9%
Tranexamic acid Yes 1 9 20 74.1%
No 6 5 1 40.7%

18

66.7%




Local Anaesthetic agent for IM (e.g.,

lignocaine) Yes 14 13 27 100.0%

Anti-hypertensive drugs No 3 5 8 29.6%

(Methyldopa /labetalol /Nifedipine /

Hydralazine) Yes 1 8 19 70.4%
No 4 8 12 44.4%

Corticosteroids e.g., Dexamethasone

No 8 1 19 70.4%

Spinal anaesthesia with assorted

spinal needles Yes 6 2 8 29.6%
No 8 1 19 70.4%

General anaesthesia Yes 6 2 8 29.6%

IV Fluids assorted (Normal saline or |No 1 0 1 3.7%

Ringer's lactate or Half strength

Darrow's- Yes 13 13 26 96.3%
No 1 2 3 11.1%

IV Fluids assorted (10%,5% dextrose)

with IV administration set Yes 13 1 24 88.9%
No 3 1 4 14.8%

Short-term contraceptive

commodities (COCS, Depo,POPs) Yes 1 12 23 85.2%
No 3 1 4 14.8%

Long-term contraceptive

commodities (Implants) Yes 1 12 23 85.2%
No 1 2 3 11.1%

Pregnancy Test Kits Yes 13 1 24 88.9%
No 1 3 4 14.8%

Combined VDRL Kits Yes 13 10 23 85.2%
No 2 5 7 25.9%

HB Strips Yes 12 8 20 74.1%




Other Services

Major systemic weaknesses exist in the foundational operational environment. The most

alarming systemic failure noted is the complete breakdown of inter-facility referral
coordination, with 70.4% of maternity units lacking a functional, dedicated phone line. This
failure directly undermines the ability to execute timely, life-saving transfers. Operational

continuity is further jeopardized by a lack of consistent running water and electricity
supply in numerous maternity units, severely compromising basic Infection Prevention and
Control (IPC) standards and the functionality of powered equipment. Moreover, significant

limitations exist in ensuring equitable access, evidenced by the pervasive inadequacy of
disability-friendly services, specifically the absence of ramps and adjustable examination

couches.
Variable Category Kajiado East |Loitokitok |Total [%
No 5 2 7 25.9%
In the most recent referral, did you notify or
were you notified of a referral? Yes 9 n 20 74.1%
No 9 10 19 70.4%

Does the maternity unit have access to a
functional phone?

Have you experienced any delay with the
ambulance during referrals?

No 6 1 7 25.9%
Do you have access to ambulance services
available 24 /7 for maternity referrals? Yes 8 12 20 74.1%
No 4 3 7 25.9%
Was the most recent referral accompanied by
a skilled health personnel? Yes 10 10 20 74.1%
No 7 7 14 51.9%

No 1 4 5 18.5%
Is there clean running water and sanitizers? |Yes 13 9 22 81.5%
No 2 1 3 11.1%
Is the waste segregated? (color-coded bins
and liners) Yes 12 12 24 88.9%
No 0 4 4 14.8%
Are the antiseptics available? Yes 14 9 23 85.2%




Are the disinfectants available? Yes 14 13 27 100.0%
No 1 2 3 11.1%

Is there a space for sterilization? Yes 13 1 24 88.9%
No 3 5 8 29.6%

Is there running water in the maternity unit? |Yes n 8 19 70.4%
No 1 3 4 14.8%

Has electricity been available 24 /7 including a

combination of back-up power? Yes 13 10 23 85.2%

Does the facility have disability friendly
services?

Have the partographs been appropriately
used?

Signal Functions Performance

Our assessment of the nine essential obstetric signal functions reveals significant
deficiencies in their performance across health facilities, directly contributing to
heightened risks of maternal mortality, particularly from obstetric haemorrhage. A majority
of these life-saving interventions were poorly executed, with particularly low scores
observed for critical procedures such as performing assisted vaginal delivery. These
findings highlight a severe gap between the recognized importance of these functions and
their actual implementation in practice. To effectively avert preventable maternal deaths,



there is an urgent need to intensify efforts to strengthen the capacity and performance of
health facilities in delivering these fundamental obstetric signal functions.

Variable Category [Kajiado East [Loitokitok [Total %

Administer parenteral antibiotics to the mother:

Has the capacity to perform the signal function |[Yes 14 13 27 100.0%

Administer uterotonic drugs: Has the capacity

to perform the signal function Yes 14 13 27 100.0%
No 4 2 6 22.2%

Administer anticonvulsants for pre-eclampsia

and eclampsia: Has the capacity to perform Yes 10 1 21 77.8%
No 2 1 3 11.1%

Perform manual removal of placenta: Has the

capacity to perform the signal function Yes 12 12 24 88.9%
No 4 1 5 18.5%

Remove retained products — MVA: Has the

capacity to perform the signal function Yes 10 12 22 81.5%
No 6 3 9 33.3%

Perform assisted vaginal delivery (e.g., vacuum):

Has the capacity to perform the signal function [Yes 8 10 18 66.7%

Perform newborn resuscitation with a bag and |No 1 0 1 3.7%

mask: Has the capacity to perform the signal

function Yes 13 13 26 96.3%
No 8 1 19 70.4%

Perform surgery, for example, a caesarean

section Yes 6 2 8 29.6%
No 4 n 15 55.6%

Perform blood transfusion: Has the capacity to
perform the signal function Yes 10 2 12 44.4%

The assessment of Basic Emergency Obstetric and Newborn Care (BEmONC) status,
determined by the performance of seven key signal functions, revealed a critical gap in
service provision. Only 9 out of all 27 assessed facilities demonstrated the capacity to
perform all seven essential BEMONC signal functions. This singular instance of
comprehensive BEMONC capability highlights a widespread deficiency across the health
system. This indicates that most facilities cannot provide the minimum standard of care to



manage common obstetric and newborn emergencies effectively. This finding is a
significant concern for maternal and newborn health outcomes in Kajiado, as it directly
impacts the ability to address preventable complications and reduce mortality rates.

Name Of The Facility Sub County Facility Level | Facility Ownership
FR Adriano Kajiado East Level 3 FBO
New Life Mission Health Centre Kajiado East Level 3 NGO
Isinet Health Centre Loitokitok Level 3 GOK
Imurtot Health Centre Loitokitok Level 3 GOK
Olchoro dispensary Loitokitok Level 2 GOK
Dandelion Medical Centre Kilimanjaro | Loitokitok Level 3 NGO
Amboseli dispensary Loitokitok Level 2 GOK
Oloirien dispensary Loitokitok Level 2 GOK
Elangata Enkima dispensary Loitokitok Level 2 GOK

Comprehensive Emergency Obstetric and Neonatal Care (CEmONC) requires the full
complement of Basic EmONC functions supplemented by the capacity for surgical
intervention and the provision of blood transfusion services. These advanced capabilities
are crucial for addressing complex, life-threatening obstetric emergencies. However, the
findings reveal a bottleneck in service delivery, as the complete set of CEmONC functions,
particularly the ability to perform caesarean sections and blood transfusions, was
restricted to 4 out of the 8 higher-level facilities.

Name of the facility Sub County Facility level | Facility ownership
Halisi Family Hospital Kajiado East Level 4 Private
Kitengela Medical Services Kajiado East Level 4 Private

Mashuuru Sub-County Hospital Kajiado East Level 4 GOK




Loitokitok Sub-County Hospital Loitokitok Level 4 GOK

The assessment across Kajiado East and Loitokitok revealed significant deficiencies in the
resources and capacity for Emergency Obstetric and Neonatal Care training and
mentorship. A significant finding is the near-total lack of dedicated training infrastructure,
with 96.3% of facilities reporting that they do not have a functional skills lab or the bare
minimum equipment required for one. While 40.7% of facilities reported having EmONC
mentors, a smaller proportion of facilities (33.3%) maintained records of staff who had
previously undergone EmONC training. The immediate engagement in mentorship is also
low, as 81.5% of facilities indicated they do not have healthcare providers currently
undergoing EmONC mentorship. Overall, the data points to a critical need for investment
in both the physical training infrastructure (skills labs and equipment) and the consistent
implementation of mentorship and record-keeping systems for EmONC training.

Variable Category |Kajiado East |Loitokitok [Total |%
No 13 13 26 96.3%

Does the facility have a functional skills
lab?

Does the facility have the bare minimum 96.3%

equipment required for the skills lab?

No b s s

Does the facility have EmONC mentors?

Does the facility have health care 81.5%

providers currently undergoing EmONC
mentorship?

Does the facility have records of health 66.7%

care providers who have undergone
EmONC?

Reproductive Health Data

The findings from the maternal and neonatal health outcomes in the past 3 months. The
facility audit across Kajiado East and Loitokitok indicates that both sub-counties
experienced maternal, perinatal, and neonatal mortality, with a high rate of successful



death audits being conducted (both maternal deaths were audited, and audits were
performed for 1 out of 37 perinatal deaths in Kajiado East, 9 out of 12 in Loitokitok, and 5
out of 15 neonatal deaths in Kajiado East, 10 out of 12 in Loitokitok). A significant volume of

severe obstetric complications was managed on-site in both locations, specifically Post-
Partum Haemorrhage (PPH), where 37 cases in Kajiado East and 14 in Loitokitok were
handled at the facility. Other high-volume emergency conditions managed included
Perinatal Deaths (37 in Kajiado East and 12 in Loitokitok), Antepartum Haemorrhage (APH),
and Hypertensive disorders (Pre-Eclampsia/Eclampsia). Both areas also managed cases of
Ruptured Uterus, Obstructed Labour, and Pregnancy-related Infections (Sepsis),
highlighting the consistent management of a broad spectrum of life-threatening obstetric
and neonatal emergencies.

Maternal Perinatal
Maternal |deaths Perinatal deaths Neonatal Neonatal
deaths audited deaths audited deaths deaths audited
Kajiado East 1 1 37 1 15 5
Loitokitok 1 1 12 9 12 10
PPH
APH cases cases
were were Hypertensive Pregnanc
Antepartum |managed |Post-Partum [managed |disorders (Pre- y-related
Haemorrhage |in the Haemorrhage |in the Eclampsia/Ecl |Ruptured [Obstructed | Infections
(APH) facility (PPH) facility |ampsia) Uterus |Labour (Sepsis)
Kajiado East |7 7 37 35 9 2 15 2
Loitokitok 7 5 14 14 4 1 12 3

The facility data for Antenatal Care (ANC) shows that many mothers access services in both

sub-counties. Kajiado East reported a significantly higher number of first ANC visits, with

1,596 mothers attending compared to 826 in Loitokitok. This higher volume is sustained
through the ANC program, with Kajiado East also recording more mothers completing the
minimum recommended visits, evidenced by 936 mothers attending the 4th ANC and 69
reaching the 8th ANC, versus 466 and 56, respectively, in Loitokitok. A notable finding is

the high number of mothers accessing ultrasound services, with 2,711 recorded in Kajiado

East, significantly more than the number of 1st ANC attendees, and 835 in Loitokitok.
Finally, both areas report a similar number of adolescent mothers (under 18 years) enrolled
in the ANC program, with 172 in Kajiado East and 164 in Loitokitok. Of the 27 facilities
assessed 92.6% of them provide family planning services.




How many ANC | How many ANC
mothers in your| mothers accessed
program are ultrasound

1st ANC 1st ANC |4th ANC |8th ANC under 18 years? | services

Kajiado East 1,596 936 69 172 2,711

Loitokitok 826 466 56 164 835

The provided data below summarizes key maternal and child health output indicators for
2024 across the two sub-counties. Kajiado East reported a significantly higher activity
volume than Loitokitok across all metrics. Kajiado East recorded 9,077 deliveries in 2024,
nearly three times the 3,504 deliveries in Loitokitok. Correspondingly, Kajiado East
administered 8,292 BCG vaccines, far exceeding the 3,272 given in Loitokitok. The data also
shows the number of children fully immunized in the last three months for each area, with
734 recorded in Kajiado East and 480 in Loitokitok. Kajiado East demonstrates a much
larger scale of maternal and child health service delivery based on these indicators.

How many were fully How many |How many
immunized in the last 3 received BCG |deliveries did you
months? in 2024 have in 2024
Kajiado East 734 8,292 9,077
Loitokitok 480 3,272 3,504

The assessment of the availability and supply of HIV kits for Prevention of Mother-to-Child
Transmission (PMTCT) across the surveyed facilities indicates a high but imperfect level of
provision. The vast majority of facilities do possess the PMTCT HIV kits, with only four
facilities reporting that they do not have the kits available at all. Among the facilities with
the kits, the supply is generally consistent and adequate, as evidenced by 20 facilities
reporting an "Adequate” supply over the last three months. However, supply chain
consistency remains challenging, as two facilities reported being "Stocked out at times"
during the same three-month period. While PMTCT kits are widely available, minor
fluctuations in the supply chain were noted in a few sites.



Count of HIV kits for PMTCT at facilities

@ Yes
No

23 (85.2%)

The data summarizes key public health concerns in Kajiado East and Loitokitok, specifically
concerning Sexual and Gender-Based Violence (SGBV) and HIV positive diagnoses. Kajiado
East reported a significantly higher number of SGBV cases received, totalling 42, compared
to only 7 cases in Loitokitok. Conversely, Loitokitok recorded a higher number of new HIV
positive diagnoses, particularly among the adult population (over 18 years), with 20 cases
compared to 15 in Kajiado East. Loitokitok also reported a slightly higher number of new
HIV positive diagnoses among minors (under 18 years), with 2 cases versus 1in Kajiado East.
Overall, the data points to a higher reported incidence of SGBV in Kajiado East and a higher
number of new adult HIV diagnoses in Loitokitok.

Facilities with a gender desk or special team to handle SGBV
cases

@ Yes
No

13 (48.1%)




The assessment of facility proximity reveals that 59% of facilities are more than 5 km apart.
The largest single category is facilities located less than 5 km away, which accounts for
40.7% (11 facilities) of the total, followed by 29.6% (8 facilities) in the 5-10 km range.
Conversely, only 29.6% of the facilities face significant geographical isolation, with 14.8% (4
facilities) being 10-15 km away and another 14.8% (4 facilities) being situated over 15 km
from the nearest health facility.

Distance of facility to the nearest one

@ Less than 5 km
5-10km

@® over 15km

® 10-15km

11 (40.7%)

Recommendations
Human Resources

e Training:
o Increase the number of providers trained in key areas like manual vacuum
aspiration, assisted vaginal delivery, and newborn resuscitation.
o  Focus on training providers to perform blood transfusions and process blood
for transfusion.
o  Expand EmONC training and facility based mentorship, as many facilities
lack mentors or records of trained providers.
e  Staffing:
o Increase the number of skilled and trained medical birth attendants, as 85.2%
of facilities lack the required number.
o  Address the limited number of medical officers, obstetricians, and
paediatricians, especially in Loitokitok, where some facilities have none.

Equipment and Supplies



e Procurement:

o Acquire essential equipment such as MVA and delivery Kkits, currently
unavailable in many facilities.

o Increase the availability of PPH management Kkits.

o  Obtain functional Infant Resuscitation Units /Radiant Warmers for facilities,
as over half lack these.

o  Ensure a consistent supply of Patella Hammers, Cut Down Trays, and
Vacuum Extractor sets, which are highly limited.

o  Provide Oropharyngeal Airways, especially in Loitokitok, where availability is
very low.

o  Equip more facilities with a complete C-section set.

o  Ensure there are functional refrigerators powered 24 /7 for cold-chain drugs
and blood products.

o  Improve the availability of haemoglobin meters and blood grouping/cross-
matching kits.

e  Drug Availability:

o Increase the stock of essential drugs like Carbetocin, Magnesium Sulphate,
and Calcium Gluconate.

o Improve the supply of local anaesthetic agents, spinal anaesthesia, and
general anaesthesia, especially in Loitokitok.

Referral Systems

e Improve access to functional phones for maternity units to facilitate referrals, as
70.4% of facilities reported not having one.

Infrastructure and Management

e Infrastructure:
o  Ensure a consistent supply of running water and electricity in all maternity
units.
o  Improve disability-friendly services by installing ramps and adjustable
examination couches.
e Management:
o  Enhance data management practices, following the example of KSCH, which
had excellent digital documentation.
o Improve waste segregation practices by ensuring colour-coded bins are
used.
e Improve audit for neonatal and perinatal deaths.



Community Health Promoters Assessment

Community Health Promoters (CHPs) are crucial for primary health care, delivering
essential services like health education, basic care, and referrals. Sustaining and improving
community health services requires regular assessment of CHP capacity and performance,
specifically their knowledge retention on technical modules, the functionality of
Community Units (CUs), and progress in Social Health Authority (SHA) registration.

This report presents findings from an assessment of 24 CHPs across 22 CUs in 2 sub-
counties of Kajiado County. The assessment evaluated CHP knowledge in key areas: NCDs,
iCCM, Maternal and Newborn Care, HIV/TB /Malaria, WASH, Family Planning, and
Nutrition, alongside CU functionality and SHA registration status. The results will inform
planning, identify performance gaps, and guide targeted interventions to strengthen
community health service delivery in Kajiado County.

Objective of the Survey

The main objective of this assessment is to evaluate the performance and effectiveness of
CHPs in their respective community units. Specifically, the evaluation aims to:

1. Assess the level of knowledge retention among CHPs on key technical modules,
including NCDs, iCCM. Maternal and Newborn Care, HIV, TB, and Malaria, WASH,
Family Planning, and Community Nutrition

2. Evaluate the functionality of CUs by examining the availability and active
engagement of CHPs, the frequency of supervision, community dialogues, and
action days.

3. Determine the progress of SHA registration by measuring the number of households
reached and registered, assessing the frequency and consistency of household
visits, and identifying gaps in data collection and reporting.

4. Identify challenges CHPs and CUs face in implementing their roles and
responsibilities, including resource constraints, training needs, and community
engagement barriers.

5. Provide recommendations for strengthening CHP performance, improving
knowledge retention, enhancing community unit functionality, and supporting
successful SHA implementation.



Results of Findings
Demographics

The geographical distribution of 24 Community Units across two Sub Counties: Kajiado
East (10 units) and Loitokitok (12 units). In Kajiado East, the units are spread across five
Wards (Kaputiei North, Imaroro, Poka Kenyawa, Kitengela, and Oloosirkon/Sholinke), with
the Poka Kenyawa Ward having the highest number of unique units (four). The Community
Units in Kajiado East include Kisaju, Mashuuru, Masimba, Merueshi, Namelok, Ngama,
Ngatu, Noonkopir AB, Noonkopir CDE, and Sultan Hamud. The Loitokitok Sub-County units
are distributed across four Wards (Entonet/Lenkism, Imbirikani, Kuku, and Rombo), with
Entonet/Lenkism being the most prevalent, accounting for seven unique units. The
specific Community Units in Loitokitok include Amboseli, Imbirikani, Imurtot, Isinet,
Langata Enkima, Lenkism, Loolakir, Olchoro, Oloirien, Oloolakir, Oloolopon, and Risa.

24 Community Health Promoters, equally divided between Kajiado East and Loitokitok Sub-
Counties (12 CHPs each). The average age of the CHPs is 41 years, ranging widely from 22 to
63 years. Experience as a CHP is extensive across the board, averaging 11.6 years, though
this also varies significantly from a minimum of 2 years up to a maximum of 24 years. The
CHPs from Kajiado East tend to be slightly older (mean age of 42 years) and have more
experience (mean of 13 years) than those in Loitokitok (mean age of 39 years and mean
experience of 10 years). Overall, the group shows a higher representation of females (14)
compared to males (10).

Knowledge of Technical Modules

The data presents training participation and recency for Community Health Promoters. Of
the 24 respondents, 22 reported being trained on the CHP basic module, while only two
stated No training. The reported years of last technical module training show a wide range,
from as far back as 2005 to training in August 2025. The most frequently cited recent
training years are 2018 (5 responses) and 2023 (3 responses). Two respondents indicated
they have had no technical module training.

The overall data reflects a strong recognition of Non-Communicable Diseases (NCDs)
among Community Health Promoters and their vital role in community-level support. The
three most commonly cited NCDs are overwhelmingly Hypertension (or High Blood
Pressure) and Diabetes, with Cancer also frequently mentioned. The CHPs consistently
reported three key actions regarding their supportive role: referral to health facilities,
encouraging regular medication use, and promoting healthy lifestyle habits. Critically, all
but one CHP (96%) reported having the skill to screen household members for diabetes or



hypertension and make referrals, indicating a high level of self-reported competency in

this crucial area.

Disease/Condition
Malnutrition
HIV
STI
Diabetes
TB ‘
20 (33.9%)
Cancer . 8 (13.6%)
Hypertension
Number of CHPs
who answered the
Support Strategy question Percentage (%)
Refer to health facilities 23 95.8
Encourage regular medication
use 22 91.7
Promote healthy lifestyle habits |15 62.5
Provide herbal cures (incorrect) |1 4.2

CHPs in Kajiado East demonstrated clear knowledge of NCDs, with all 12 respondents

listing Hypertension /High BP and Diabetes among the top three encountered conditions.
Cancer was the third most common mention, though other conditions like STIs, HIV, and
TB were also noted. The CHPs uniformly identified the three standard supportive actions:
referring clients, encouraging medication adherence, and promoting healthy lifestyles. All



12 CHPs reported possessing the skill to screen and refer for hypertension and diabetes,
though one specified they had only referred for hypertension.

In Loitokitok, while a majority of CHPs (9 out of 12) identified Hypertension and Diabetes,
four respondents indicated a lower level of knowledge or specificity, with three stating
they "Do not know," "She does not know," or "Don't remember," and one listing non-NCDs
like TB and Malaria. The reported supportive actions were consistent with the overall
group (referral, medication, and lifestyle promotion). Notably, 11 out of the 12 CHPs (92%)
reported having the necessary screening and referral skills, with only one respondent
explicitly stating "No" to having the skill to screen for diabetes or hypertension.

The data summarises Community Health Promoters' knowledge of danger signs in children
under five and newborns, and the signs of malnutrition in children under 5. Uniformly, all
24 CHPs correctly identified "Fast or difficult breathing" as a key danger sign in a child
under five. For malnutrition signs, the responses were varied but consistently focused on
weight loss, MUAC reading (red /yellow), swelling (oedema/bloated abdomen), and stunted
growth. Regarding newborns, the majority of CHPs (75% or 18 out of 24) correctly identified
"A newborn that is unable to drink or breastfeed" as the most urgent danger sign requiring
referral.

Number of CHPs who
Signs of Malnutrition answered the question Percentage (%)
Weight Loss/Underweight 12 50
Swelling /Oedema/Abdominal Signs (Big Belly) 1 45.8
MUAC Reading 7 29.2
Wasting /Thinness (Thin Arms/Legs) 5 20.8
Poor Feeding /Appetite 5 20.8
Stunted Growth 4 16.7

Number of CHPs who

Danger sign in a newborn answered the question (Percentage (%)
A newborn that is unable to drink or breastfeed 14 58.3
A newborn with yellowing of the skin starting on the
face only 6 25
A newborn with a respiratory rate of 40 breaths per
minute 3 12.5
Missing /Blank Response 1 4.2




All 12 CHPs in Kajiado East correctly identified "Fast or difficult breathing" as the under-5
danger sign. For malnutrition, they frequently cited weight loss /low weight, MUAC reading
(red/yellow), and signs of wasting, like thin arms and legs. However, four CHPs identified
non-specific or less critical danger signs in a newborn: three mentioned "yellowing of the
skin starting on the face only" (which is not an urgent referral sign unless generalized), and
three mentioned "a respiratory rate of 40 breaths per minute" (which is a normal rate for a
newborn). Only 50% (6 out of 12) correctly identified "A newborn unable to drink or
breastfeed" as the key urgent referral sign.

All 12 CHPs in Loitokitok also correctly identified "Fast or difficult breathing" as the under-5
danger sign. Their knowledge of malnutrition signs was more focused on visible symptoms,
with oedema/swollen abdomen being mentioned by 9 CHPs and wasting or stunted
growth also frequently noted. Crucially, knowledge of newborn danger signs was
significantly higher in this group: 9 out of the 12 CHPs (75%) correctly identified "A
newborn that is unable to drink or breastfeed" as the key urgent referral sign. Three CHPs
incorrectly cited "yellowing of the skin starting on the face only."

The overall data reflects strong, consistent knowledge among Community Health
Promoters regarding danger signs in pregnant and postpartum mothers and symptoms of
Tuberculosis (TB). All 24 CHPs correctly identified "Persistent cough" as a symptom of TB.
For the key danger sign in a mother requiring urgent attention, 82.6% (19 out of 24)
correctly identified a severe sign: Severe headache with blurred vision, 13% (3out of 24)
identified Vaginal bleeding, Severe abdominal pain, swelling of hands and face. In contrast,
applying knowledge to practice showed variability, as only 58.3% (14 out of 24) of CHPs
reported having assessed household members for malnutrition, and only 4.2% had assessed
and referred them for care in the past three months. The most frequently cited general
danger signs during pregnancy were Vaginal bleeding and Severe abdominal pain.



Key danger sign in a pregnant or postpartum mother that
indicates the need for urgent medical attention

82.6%

@ Severe headache with blurred vision Mild swelling of the feet and ankles
@ Light, intermittent vaginal spotting

In the past 3 months have you assessed any household
members for malnutrition and referred them for
treatment or follow-up care?

14 (58.3%)

@ Yes No @ Assessed & referred

CHPs in Kajiado East demonstrated a high level of clinical knowledge, with 10 out of 12
(83.3%) correctly identifying "Severe headache with blurred vision" as the key urgent



danger sign, although two provided a less critical sign ("Mild swelling of the feet and ankles"
and "Light, intermittent vaginal spotting"). All 12 correctly identified "Persistent cough" as a
TB symptom. However, the reported action on malnutrition referrals was inconsistent:
58.3% (7 out of 12) reported having assessed and referred clients for malnutrition in the
past three months, while 41.7% (5 out of 12) had not, indicating potential gaps in active
screening or documentation.

CHPs in Loitokitok showed slightly stronger knowledge of the urgent danger sign in a
mother, with 11 out of 12 (91.7%) correctly citing a severe sign, primarily "Severe headache
with blurred vision." Two CHPs cited the less urgent sign of "Light, intermittent vaginal
spotting.” All 12 correctly identified "Persistent cough" as a TB symptom. In terms of
practice, the sub-county showed a similar referral rate to Kajiado East: 50.0% (6 out of 12)
reported having assessed and referred clients for malnutrition in the past three months,
while 50.0% (6 out of 12) had not.

Functionality of Community Unit

The dataset showed the self-reported frequency of household visits conducted by 24
Community Health Promoters. The dominant reported frequency overall is Weekly (16 out
of 24, or 66.6%). Monthly visits account for 20.8% (5 out of 24) of the remaining responses,
with two CHPs (8.3%) reporting daily visits. One CHP in Loitokitok provided an atypical
response, stating visits were conducted "a year ago in ECHIS," suggesting a gap in regular,
recent activity or a focus on data entry.

CHPs in Kajiado East report a high frequency of visits, with 58.3%citing Weekly visits (7 out
of 12). Monthly visits are reported by 4 CHPs (33.3%), while one CHP reported conducting
visits Daily (8.3%). Overall, the reported visit frequency in Kajiado East is consistently high,
primarily occurring weekly or more frequently. CHPs in Loitokitok show an even stronger
tendency toward weekly visits, with 9 out of 12 respondents (75%) stating they conduct
visits Weekly. One CHP reported visiting Monthly (8.3%), and one reported Daily visits
(8.3%). One unique response indicated visits were conducted "a year ago in ECHIS," which
reflects a significant lag in community engagement for that particular CHP.



How frequently do you conduct household visits?

Monthly

Weekly

Daily

Other

Overall, supervision is highly varied, but the most common frequencies are Monthly at 50%
and Weekly at 33.3%. Notably, a combined 16.6% (4 CHPs) reported supervision less
frequently than monthly, including 2 CHPs who indicated minimal or no regular
supervision ("Only when there is a function or supply of commodity" and "Never").

Supervision frequency among CHPs in Kajiado East is relatively high, with Weekly visits
being the most common (6 out of 12). Monthly visits were reported by 4 CHPs (33.3%),
while one CHP reported Quarterly supervision. One response indicated supervision occurs
irregularly, stating, "Only when there is a function or supply of commodity."

In Loitokitok, the dominant supervision frequency is Monthly, reported by 8 out of 12 CHPs
(66.7%). Weekly supervision is received by 2 CHPs (16.7%), and Quarterly supervision by 1
CHP. Significantly, 1 CHP explicitly reported "Never" receiving supervision, highlighting a
potential gap in the support structure for 8.3% of the CHPs in this sub-county.



How frequently do you receive supervision from CHAs or other
health staff?

Monthly
Weekly
Quarterly

Other

Never

We sought to determine the status of community dialogue, action days, data review
meetings and monthly meetings. The data indicates frequent engagement: Monthly is the
most common frequency for community dialogue sessions, 58.3% and data review
meetings, 66.6%. Monthly review meetings show high participation, with 87% reporting
'Yes.' However, two CHPs (8.3%) reported "Never" conducting dialogue or action sessions
and consequently do not participate in review meetings.

How often do you conduct community dialogue sessions?

15

10

Monthly Quarterly Weekly Never



How often do you conduct a data review meeting?

20

15

10

Monthly Weekly Quarterly Never

How often do you conduct a community action day?

10

Quarterly Monthly Weekly Never Other

CHPs in Kajiado East report a diverse, though slightly less consistent, level of engagement.
Community dialogue sessions are reported as Monthly (4 CHPs) and Quarterly (5 CHPs),
with two reporting "Never." Community action days are most often reported as Monthly (5
CHPs) or Quarterly (4 CHPs), with two reporting "Never." Participation in monthly review
meetings is high (9 CHPs), and data review meetings are predominantly held Monthly (6
CHPs) or Weekly (2 CHPs). The two CHPs who "Never" conduct dialogue or action days also



report "No" for monthly review meetings and "Never" for data review meetings,
representing 16.7% of the sub-county with no engagement.

CHPs in Loitokitok report a more uniformly high level of activity. Monthly is the dominant
frequency for both community dialogue sessions (10 out of 12) and community action days
(5 out of 12). 11 CHPs participate in monthly review meetings. However, despite reporting
activity, one CHP indicated "No" for the meeting question. Data review meetings are
overwhelmingly conducted Monthly (10 out of 12).

87% of CHPs report using data for decision-making. The examples provided demonstrate
that data is primarily used to inform targeted health education (e.g., handwashing for
diarrhoea, family planning), outreach and follow-up (e.g., defaulter tracing for
immunization), and advocacy for community improvements (e.g., SHA registration, latrine
coverage). The total number of households visited across the entire sample is 2,082, with
an average of 86.7 highly varied individual range from 0 to 300 households.

CHPs reported access to kits and commodities, involvement in stock management, and
relationship quality with link facility staff. Overall, only 56.5% (13 out of 24) of CHPs report
having a complete kit, and 37.5% report receiving their last commodity supply "Never" and
20.8% "over 12 months ago," indicating a major resource gap. However, 70.8% (17 CHPs)
report a "Very good" relationship with the health care providers at their link facility, and
54.2% (13 CHPs) participate in stock /commodity monitoring.

When was the last time you were supplied with basic
commodities?

10

4- 6 Months 0- 3 Months over 12 months 7- 12 Months Never



The assessment revealed that resource and logistical constraints are the primary
impediments to effective Community Health Promoter performance across both sub-
counties. The three most frequently cited challenges, reported by over half of the
respondents, define critical operational and support gaps. Logistical barriers and vastness
of area reported by 41.7% of CHPs, the extensive geographical coverage required and the
absence of reliable transport (specifically motorbikes) severely limit the number of
households a CHP can reach, directly impacting visit frequency and referral efficiency. A
significant proportion of CHPs cited the delayed or lack of stipends (29.2%) and the lack of
essential commodities and Tools (29.2%). Specific commodity deficiencies mentioned
included BP machine batteries, RBS machine cuvettes, and standard reporting forms (MOH
100), hindering the delivery of basic clinical services. Specific barriers to service delivery
included client resistance to Social Health Authority (SHA) registration and operational
difficulties posed by gated communities, particularly in Kajiado East. Technical system
issues, such as eCHIS navigation and network connectivity, were also noted as significant
operational hurdles, especially in Loitokitok.

The mitigation strategies proposed by the CHPs are overwhelmingly focused on rectifying
resource, logistical, and technical deficiencies. The most frequent and critical
recommendations across both sub-counties are the timely disbursement of stipends and
the provision of transport, specifically motorbikes. Beyond these core logistical needs,
CHPs requested provision of essential tools and commodities and data/bundles for eCHIS,
often alongside refresher training to improve technical and module knowledge.
Community-specific solutions were also highlighted, such as mobilization and sensitization
for IDs /SHA registration, CHA support during home visits, and notifying local communities
(e.g., gated communities) to ensure access.

CHPs recommend improving their link health facilities, highlighting critical resource and
operational needs. The most frequent requests across both sub-counties focus on resource
provision, specifically stocking adequate drugs and commodities and increasing facility
staffing /clinicians. Operationally, CHPs desire better communication and collaboration,
requesting regular meetings, timely referral feedback, and creating a dedicated CHP link
desk.

Livelihood of Community Health Promoter

The CHPs' economic status assessment reveals significant financial vulnerability and a low
engagement in formal savings mechanisms. A slight majority of CHPs, 65.2%, are not
participating in a table banking group, suggesting limited access to community-based
micro-finance or savings. Income sources are highly varied and often unstable: primary
reliance is on farming /livestock keeping, with many also depending on volatile casual /odd



jobs or stipends. This reliance on irregular income is concerning, given that only 25%% (6
out of 24) of CHPs reported having an active, supplementary Income-Generating Activity
(IGA).

CHPs in a table banking group

® No Yes

Recommendations

While general knowledge is strong, specific technical gaps and outdated training must be
addressed to ensure quality service delivery.

e Implement Targeted Refresher Training: Prioritize refresher training for all CHPs
whose last technical module training was before 2021. Training should focus on:

o Newborn Danger Signs: Specifically correct the misidentification of non-
urgent signs (like facial jaundice and normal respiratory rate) and reinforce
the critical importance of "A newborn unable to drink or breastfeed"
(especially in Kajiado East).

o NCD Knowledge: Address the knowledge gaps identified in Loitokitok by
reinforcing core NCDs (Hypertension, Diabetes, Cancer) and moving beyond
non-NCD mentions (TB /Malaria).

o Standardized Malnutrition Screening: Ensure all CHPs are proficient in using
MUAC and recognizing oedema (as both were frequently cited but not by all).

e Mandate Malnutrition Screening Practice: Address the high gap between reported
skill (96% having screening skill) and reported practice (58.3% assessing /referring
for malnutrition). Implement a formal, monthly tracking mechanism for malnutrition
screening and referrals to ensure knowledge is translated into action.



The most cited challenges (transport, stipends, and commodities) require immediate
investment to improve coverage and service quality.

e Establish a Stipend Disbursement Schedule: Immediately address the financial
vulnerability and morale issues by instituting a reliable, timely stipend payment
schedule. This is the most critical request and directly addresses financial
insecurity.

e Provide Mobility Support: Begin a phased implementation of transport solutions
(motorbikes, fuel stipends, or bicycle provision) for CHPs covering vast geographical
areas. This will directly address the 41.7% citing transport as a key challenge and
increase the number of household visits.

e Equip CHPs with Full Kits and Consumables: Bridge the commodity gap (43.5%
lacking a complete kit) by ensuring a reliable supply chain for:

o Essential Diagnostics: BP machine batteries, RBS cuvettes, and functioning
kits.

o Reporting Tools: Consistent supply of standard MOH 100 forms and referral
booklets to formalize and track activities.

Improve the operational environment by ensuring better support, supervision, and facility
linkage.

e Improve Supervision and Mentorship: Address the lack of supervision (16.6%
reporting less than monthly) by ensuring that all CHPs receive at least monthly
supervision from Community Health Assistants or health staff, prioritizing the one
CHP in Loitokitok who reported "Never" receiving support.

e Formalize Data & Linkage Support:

o Establish a Dedicated CHP Link Desk at link health facilities to handle MOH
100 forms, provide timely referral feedback, and track outcomes.

o Support eCHIS usage by providing data bundles and implementing refresher
training on navigation, especially in Loitokitok.

e Address Facility Service Gaps: Respond to CHP requests to improve facility quality
by ensuring consistent drug/commodity stocking and increasing facility staffing to
reduce patient wait times and reinforce the referral mechanism.

Mitigate the financial vulnerability of CHPs by promoting sustainable income generation.

e Promote and Support IGAs: Target the 65.2% of CHPs not engaged in
formal savings or IGAs by Facilitating access to micro-finance
training and seed grants for iLncome-generating activities (Like



farming, Livestock, or bead making) to supplement the often-delayed
stipend.

e Leverage Table Banking: Encourage and facilitate the formation of or linkage to
table banking groups to improve financial literacy, savings culture, and resilience
within the community health workforce.

Community Health Assistants Assessment

This assessment evaluated key aspects of community health service delivery, focusing on
the performance of Community Health Assistants (CHAs) and the effectiveness of
community-based structures. Specifically, it measured CHAs' retention of training
knowledge and the resulting impact on their supervisory roles. The functionality of
Community Health Committees (CHCs), including their meeting regularity, was also
examined. The study gathered data on crucial maternal and child health indicators, such as
the number of Traditional Birth Attendants (TBAs) referring pregnant mothers to health
facilities, the frequency of home deliveries, the uptake of BCG immunization for newborns,
and reported cases of perinatal deaths. The findings will provide actionable insights into
service delivery gaps and inform evidence-based strategies for strengthening community
health interventions.

Objective of the Survey

The primary objective of this survey was to assess the performance and impact of CHAs
and related community health structures in improving primary healthcare services.
Specifically, the study aimed to:

1. Evaluate the retention of knowledge by CHAs following their training and determine
how effectively they apply this knowledge in their supervisory roles.

2. Assess the functionality of CHCs, including the frequency and effectiveness of their
meetings.

3. Determine the level of engagement and referral practices by TBAs to health
facilities.

4. Establish the prevalence of home deliveries and factors contributing to them.

5. Assess the number of children brought to health facilities for BCG immunization
after home deliveries.

6. Document and analyze reported cases of perinatal deaths within the communities.

The findings are intended to guide interventions to strengthen community health systems
and improve maternal, newborn, and child health outcomes.



Results of Findings
Demographics

The data encompasses 17 entries covering both Kajiado East and Loitokitok sub-counties.
Kajiado East has nine entries spanning seven wards, while Loitokitok has eight entries
across five wards. The linked facilities range from small dispensaries and health centres to
larger sub-county hospitals and a few private medical centres.

The total sample size is 17 individuals, with Kajiado East contributing slightly more data
points (9 CHAs) than Loitokitok (8 CHAs). The overall respondent base has a mean age of
35.7 years (median 36.0 years), with ages ranging from a minimum of 22 years to a
maximum of 49 years. There is a notable gender imbalance across the entire sample, with
Male respondents constituting the majority (10 individuals, 58.8%) compared to Female
respondents (7 individuals, 41.2%).

Kajiado East sub-county accounts for 9 individuals in the dataset. The age profile is similar
to the overall mean, with an average age of 35.9 years (median 35.0 years). Ages in this
region range from 25 years to 49 years. The gender distribution in Kajiado East is relatively
balanced compared to the overall average, consisting of 5 Males (55.6%) and 4 Females
(44.4%). Loitokitok sub-county has a total of 8 individuals. The age demographics are very
similar to Kajiado East, showing an average age of 35.5 years (median 36.5 years), with ages
spanning from 22 years to 45 years. However, the gender split is more skewed towards
males than in Kajiado East, with 5 Males (62.5%) and 3 Females (37.5%) included in the
sample from this region.

Training and Unit Functionality

Of the 17 respondents, 16 (94.1%) indicated they were not trained on the CHA 360-degree
supervision model. Only one individual (5.9%) from Loitokitok reported receiving this
training. Correspondingly, only this one trained individual provided a rating for their
confidence and effectiveness, which was reported as "Extremely confident and effective" in
supervising Community Health Promoters and ensuring quality service. The overwhelming
lack of training suggests a significant gap in adopting or implementing this supervision
model across both sub-counties.

In Kajiado East, all 9 respondents (100%) reported having no training on CHA 360-degree
supervision. Since no one in this sub-county has received the training, there are no
reported confidence and effectiveness ratings for supervising CHPs. In Loitokitok, out of
the 8 respondents, 7 (87.5%) reported having no training. Only one individual (12.5%)
reported having received the training ("Yes"). This single trained respondent also provided



the only confidence rating in the entire dataset, reporting they feel "Extremely confident
and effective" in their supervisory role.

Across both sub-counties, there is a 100% reported rate of conducting one-on-one
sessions with Community Health Promoters (CHPs) to review performance. This indicates a
robust culture of direct feedback. The frequency of supervisory visits /follow-ups /spot-
checks is also very high, with most activities occurring Weekly or Monthly.

How frequently do you conduct supervisory visits or follow-ups
or spotchecks?

10

Weekly Monthly Twice a week Quarterly

The overall engagement with the link facilities is intensive, highlighting their critical role in
service delivery. Out of the 17 respondents, only one individual in Loitokitok reported an
infrequent presence, explicitly due to the link facility being a private unit and the CHA's
primary focus being the nearby public facility. For the other 16 respondents (94.1%), visits
ranged from Weekly to every morning before work and Daily, demonstrating a near-
constant physical presence or widespread engagement at the facilities.

Across both sub-counties, staff members who reported attending community meetings do
so on a highly frequent basis, primarily monthly. Out of the 17 respondents, 16 provided a
frequency of attendance. One entry from Kajiado East was not applicable (N /A). The data
suggests that engagement is consistent and planned, usually occurring once or twice a
month, demonstrating a regular effort to connect with the community.

All the CHAs fully understood their roles. The primary functions of the Community Health
Assistants across both sub-counties are extensive and consistently centred on three
critical areas: supervision, community linkage, and reporting. As the supervisory core of



community health, CHAs are responsible for the supportive supervision of Community
Health Promoters, including performance reviews and monthly meetings. Their role as the
essential link involves connecting the community and CHPs to the formal link facilities,
alongside crucial service delivery tasks like defaulter tracing for basic health services such
as immunization, TB, and HIV, and general community mobilization. Finally, CHAs lead
community engagement through organizing and conducting dialogues and action days,
providing health education, and ensuring compliance by compiling mandatory monthly

reports (MOH 515 and MOH 516).

Role as a CHA

Number of CHAs Reporting
this Role

Percentage (%)

Supervision and Capacity Building (Supervising CHPs,

performance review, supportive supervision) 17 100%
Linkage and Service Delivery (Linking

community/CHPs to facility, defaulter tracing) 17 100%
Community Engagement and Promotion (Health

education, community dialogue /action days,

mobilization) 17 100%
Reporting and Documentation (Compiling monthly

reports, writing reports) 17 100%

The findings reveal a clear and consistent demand for enhanced professional development
across all 17 Community Health Assistants surveyed. The most urgent and frequently cited
need is for specialized training in the CHA 360-degree supervision model, which was
requested by 11 out of 17 respondents. This strong consensus suggests that CHAs are
proactively seeking a modern, holistic supervisory framework to improve the quality and
effectiveness of community health services significantly. This specific request is
complemented by a general interest in core managerial and supportive supervision skills,
indicating a broad desire to reinforce their foundational capacity. As reporting shifts
toward digital platforms, a critical need for technical proficiency was identified, with three
respondents specifically requesting training on the Electronic Community Health
Information System (eCHIS) and data management. Finally, several CHAs requested general
professional updates, including refreshers on basic modules and clarification on evolving
roles and new tools, underscoring the necessity for sustained learning and clear guidance

on their expanding responsibilities.

The findings indicate a high self-reported proficiency in the eCHIS among Community
Health Assistants, but significant technical and systemic flaws consistently undermine this
confidence. Overall, 13 out of 17 CHAs (76.6%) reported a high level of comfort ("Confident"
or "Very Confident"). However, this user confidence does not translate into smooth system
functionality, as the most dominant issue cited by 11 respondents is technical instability,




primarily revolving around persistent network issues and system downtime or breakdown.
Systemic challenges also directly hinder the CHA's supervisory role, as three respondents
reported the inability to view or track CHP performance /reporting (MOH 515) within
eCHIS. Resource issues, such as the cost of data bundles and difficulties with Commodity
Management and Returns, compound the technical challenges.

Are you comfortable navigating eCHIS?

Very confident

Confident

Somewhat confident

CHC Involvement

Of the 17 respondents, 11 (64.7%) reported having an active CHC in their area, while 6
(35.3%) reported no active committee. For the active CHCs, recent meeting frequency is
relatively good: 4 meetings occurred within the last month, 4 occurred 1-3 months ago, and
2 occurred More than 3 months ago. The stated meeting schedule is overwhelmingly
Quarterly, reported by 8 out of the 11 active CHCs, indicating an established, albeit
sometimes inconsistent, planning cycle.



Is there an active Community Health Committee (CHC) in your
area?

® No Yes

Within Kajiado East, the data indicate a robust level of Community Health Committee
activity, with seven out of nine respondents (77.8%) confirming the presence of an active
committee. The active committees demonstrate good meeting recency, with most recent
meetings concentrated in the short term: two were held within the last month and four
were held 1-3 months ago, suggesting consistent engagement. Only one report indicated a
meeting had occurred more than three months prior. There is complete standardization in
the planned meeting schedule across all active CHCs in Kajiado East, as all seven reported
that the expected meeting frequency is Quarterly.

In Loitokitok Sub-County, the existence of an active Community Health Committee is
significantly lower than average, with only 50.0% (4 out of 8 respondents) confirming an
operational committee. At the same time, the other half reported a lack of one. For the
active CHCs, the recency of their meetings is mixed: two committees have met within the
last month, one met 1-3 months ago, and one has been inactive for More than 3 months.
The planning for these meetings lacks standardization: only one CHC reported the
standard Quarterly schedule, while another reported meeting as frequently as Weekly, and
the final active committee reported an "other" schedule, stating “Supposed to meet
quarterly but have not been meeting in all quarters”.

Of the 17 data points, 9 respondents reported that their CHCs held joint meetings with
Community Health Promoters. Most of these meetings were held recently, with six
occurring in July, August, or September 2025. 9 out of 11 active CHCs reported playing an
active role in monitoring and supporting community health activities. Crucially, 9 out of 11
active CHCs confirmed that they have supported or organized community health activities
in the past 3 months, demonstrating their tangible impact.



Do the CHCs have joint meetings with CHPs in your unit?

@ No

8 (47.1%)

Maternal and Newborn Health at the Community Level (Past 3

months)

The data indicates a combined total of 116 pregnant women were referred to health
facilities by TBAs or birth companions across both regions. Loitokitok (86) demonstrated a
significantly higher volume of referrals than Kajiado East (30). This high referral rate is
supported by a large network of active TBAs, totalling 63 across both areas, who reportedly
engage in regular referrals. Despite these efforts, a combined total of 50 women delivered
at home. Encouragingly, of those home deliveries, 49 newborns (98%) were brought to a

health facility for the BCG vaccination. In terms of adverse outcomes, a total of 3

perinatal /neonatal deaths (stillbirths or deaths within 0-28 days) were reported across
both communities during the reporting period.

How many
How many of perinatal /neona
How many How many TBAs the women who |tal deaths
pregnant in your area delivered at (stillbirths or
women were regularly refer |How many home brought |deaths within O-
referred to the |pregnant women in your |their newborns |28 days of birth)
health facility by (women to a catchment area |[to the facility = |have been
TBAs/Birth health facility |delivered at for BCG reported in your
Sub-County |companions? for delivery? home? vaccination? community?
Kajiado East |30 31 18 17 1
Loitokitok 86 32 32 32 2




Across both sub-counties, a total of two maternal deaths were reported in the past three
months, both occurring in Loitokitok. Similarly, the only three specific locations provided
for both maternal and perinatal /neonatal deaths all pointed to the health facility. Critically,
the overwhelming majority of respondents, including all nine from Kajiado East, answered
"Not sure" for the location of perinatal /neonatal deaths and for the location of maternal
deaths, suggesting a fundamental breakdown in vital event surveillance and reporting at

the community level.

Recommendations

The overwhelming lack of specialized training and the high demand for it represent the

most critical gap.

Immediately prioritize and mandate the full training of all Community Health
Assistants in both Kajiado East and Loitokitok on the CHA 360-degree supervision
model. This is crucial given that 94.1% of CHAs lack this training, yet one trained
CHA reported being "Extremely confident and effective."

Supplement the 360-degree training with refreshers on core supportive supervision
skills and the evolving CHA roles to reinforce foundational capacity and clarify
expanding responsibilities.

While the sample size is small, given the high male skew in Loitokitok (62.5% male)
and the critical nature of the CHA role in maternal health, actively seek to recruit
and train more female CHAs and female supervisors to enhance gender parity in the
community health structure.

The high confidence in eCHIS is negated by severe technical faults that undermine
supervision and data integrity.

Immediately address the core technical instability, including frequent network
issues and system downtime reported by 11 respondents. This requires high-level
coordination with technical partners to ensure server stability and consistent
network coverage in both sub-counties.

Prioritize fixing the systemic flaw where CHAs cannot view or track CHP
performance /reporting (MOH 515) within eCHIS. This supervisory functionality is
essential for supportive supervision and data-driven performance management.
To address logistical challenges, provide CHAs with subsidized or dedicated data
bundles for eCHIS use. Concurrently, provide hands-on training for the Commodity
Management and Returns module within eCHIS to resolve reported difficulties in
this area.



The significant absence and lack of standardization in CHC activity limit community
governance and ownership of health programs.

e Prioritize the establishment or revival of the 35.3% of non-active CHCs (especially in
Loitokitok, where 50% are inactive) to ensure comprehensive community
governance across all units.

e Standardize the planned meeting schedule to Quarterly across all CHCs and
introduce a mechanism to monitor compliance, particularly in Loitokitok, where
meeting frequency is inconsistent.

e Ensure that all active CHCs hold mandatory joint quarterly meetings with CHPs,
formalizing the existing high level of collaboration and ensuring that the CHC's
strong capacity for monitoring and activity support is consistently leveraged.

The widespread reliance on "Not sure" for death locations highlights a critical gap in
community-level mortality data surveillance.

e Implement immediate, mandatory training for all CHAs on the accurate tracking and
reporting of maternal and perinatal /neonatal deaths, focusing specifically on
capturing the location of death (home vs. facility).

e Establish clear protocols for CHAs and CHPs to follow up with families and
Traditional Birth Attendants (TBAs) immediately following a death to accurately
capture the required data, thereby improving the quality of community surveillance
data that feeds into the national system.

e Formalize the role of the large network of 63 regularly referring TBAs in
communicating any adverse birth outcomes (home or in transit deaths) to the CHA
immediately, recognizing their crucial frontline position.

Conclusion

The findings of this multi-faceted assessment highlight that the high maternal and neonatal
mortality rates in Kajiado County are directly attributable to severe, interconnected
systemic failures in the health system's capacity to deliver quality Emergency Obstetric and
Newborn Care. At the facility level, the system is fundamentally compromised by a severe
human resource crisis, with 85.2% of facilities lacking the minimum required skilled birth
attendants, and an absence of specialist cadres (Medical Officers, Obstetricians) in key sub-
counties like Loitokitok. These personnel gaps are compounded by critical equipment and
supply shortages (e.g., 51.9% lack a functional Infant Resuscitation Unit) and a deeply
flawed referral system, evidenced by 70.4% of maternity units lacking a dedicated referral
phone line, critically delaying emergency care. Concurrently, the community health system
is weakened by poor governance, with 35.3% of essential Community Health Committees



(CHCs) being non-active, and institutional failures like the lack of functional skills labs
(96.3% of facilities) crippling mentorship and continuous professional development.
Therefore, the joint initiative between Dandelion Africa and the County Government of
Kajiado requires an urgent, integrated, and substantial investment focused on strategic
human resource recruitment, overhauling the supply chain and infrastructure, and
revitalizing community governance to build a resilient healthcare system capable of
providing timely, life-saving EmONC and reducing preventable deaths.



