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Abstract: 
Objective: To analyse factors affecting variations in the observed quality of antenatal and sick-
child care in primary-care facilities in seven African countries. 
 
Methods: We pooled nationally representative data from service provision assessment surveys of 
health facilities in Kenya, Malawi, Namibia, Rwanda, Senegal, Uganda, and the United Republic of 
Tanzania (survey year range: 2006–2014). Based on World Health Organization protocols, we 
created indices of process quality for antenatal care (first visits) and for sick-child visits. We 
assessed national, facility, provider and patient factors that might explain variations in quality of 
care, using separate multilevel regression models of quality for each service. 
 
Findings: Data were available for 2,594 and 11 402 observations of clinical consultations for 
antenatal care and sick children, respectively. Overall, healthcare providers performed a mean of 
62.2% (interquartile range, IQR: 50.0 to 75.0) of eight recommended antenatal care actions and 
54.5% (IQR: 33.3 to 66.7) of nine sick-child care actions at observed visits. Quality of antenatal 
care was higher in better-staffed and -equipped facilities and lower for physicians and clinical 
officers than nurses. Experienced providers and those in better-managed facilities provided higher 
quality sick-child care, with no differences between physicians and nurses or between better- and 
less-equipped clinics. Private facilities outperformed public facilities. Country differences were 
more influential in explaining variance in quality than all other factors combined. 
 
Conclusion: The quality of two essential primary-care services for women and children was weak 
and varied across and within the countries. Analysis of reasons for variations in quality could 
identify strategies for improving care. 
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Introduction 
Although substantial progress has been made in reducing child and maternal deaths in the past 15 

years, many women and children in low- and middle-income countries continue to die of avertable 

causes.1 To stimulate a concerted effort to narrow the gap between rich and poor countries, the 

United Nation’s sustainable development goals (SDGs) include new targets to reduce maternal 

mortality to less than 70 per 100 000 live births and to reduce deaths of children younger than five 

years to 25 per 1000 live births by 2030.2 

The global strategy to date has been to promote higher utilization of health services to treat 

the diseases that contribute most to mortality among children and women.3 Integrated management 

of childhood illness – a simplified approach for diagnosing and treating malaria, diarrhoea and 

pneumonia – is one such strategy.4,5 Another approach is antenatal care, which can provide 

important health benefits to the pregnant woman (e.g. malaria treatment and diagnosis of human 

immunodeficiency virus infection) and her child (e.g. tetanus toxoid vaccination).6 Coverage of 

these and other essential health services is increasing,1 aided by global initiatives to measure and 

compare coverage across countries, such as the Countdown to 2015 initiative: a multi-country 

collaboration to collect and publish comparable data.7 These data have informed programmes to 

promote utilization of health care, by providing information, insurance schemes and utilization 

incentives for communities, among other means.8–10 

Less is known about the quality of health services received by women and children when 

they reach a health-care facility. Some studies have pointed to quality deficits in the delivery of 

basic maternal and child-health services.11–14 However, unlike for coverage, there is no systematic 

examination of health-care quality that would permit benchmarking and tracking of progress over 

time. This is increasingly important as there is renewed interest in strengthening the role of 

integrated primary care in countries where investments have predominantly targeted 

communicable diseases.15–18 A functioning primary-care service offers continuous care via 

preventive and curative services18 and is therefore well-positioned to deal with the double burden 

of infectious and chronic diseases now facing low- and middle-income countries. While primary-

care performance is regularly measured in wealthier countries, there are almost no data from lower-

income regions.19,20 
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In this paper, we analyse the variation in the quality of processes of care in health facilities 

in seven countries in sub-Saharan Africa for two primary-care services: (i) antenatal care and 

(ii) care of sick children, using observations of clinical care, a gold standard measure of process 

quality. The results will inform policy-makers about current performance and provide a starting 

point for a broader discussion of quality measurement in the SDG era. 

Methods 

Study sample 
The study sample was drawn from service provision assessment surveys conducted by the 

demographic and health survey programme. The surveys include four instruments: audits of 

service readiness in health-care facilities; interviews with health-care providers; direct 

observations of consultations; and exit interviews with patients. We focused on sub-Saharan Africa 

and included all surveys between 2006 and 2014 that had data on observations of antenatal and 

sick-child care (Kenya, 2010; Malawi, 2013; Namibia, 2009; Rwanda, 2007; Senegal, 2012–2014; 

Uganda, 2007; the United Republic of Tanzania, 2006; Table 1). These surveys use nationally 

representative samples, or censuses or near censuses (in Malawi, Namibia and Rwanda), of the 

country’s health facilities.24–31 The resulting data provide the most detailed, nationally 

representative information available on primary-care quality. 

Within health-care facilities, up to five clients per provider per clinical area were selected 

for observation using systematic random sampling. Observers, who were specially trained 

researchers, assessed: (i) first visits or follow-up visits for antenatal care; and (ii) consultations for 

children aged five years or younger presenting with illness. 

For this analysis we selected data from all primary-care facilities, defined as any facility 

that was not designated as a hospital by the country. The antenatal care analysis was restricted to 

first visits, as those had substantially more of the recommended clinical content than did follow-

up visits. We calculated sampling weights for each observed visit to adjust for different likelihood 

of facility and patient selection into the sample. The final weighted results are approximately 

representative of women and children seen in the health system during the survey timeframe. 
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Study outcomes 
Using guidelines from the World Health Organization (WHO),32,33 we identified essential elements 

of clinical care for mothers and infants, and matched these to the indicators available in the service 

provision assessment surveys. We then created composite quality indices of clinical care for the 

two services. Each index had items covering history-taking, physical examination, diagnosis, and 

counselling and management actions that should be done for all patients, regardless of the reason 

for presentation or the local epidemiology. There were eight items for antenatal care and nine for 

sick-child care (Table 2). We calculated the percentage of items fulfilled per visit, to provide a 

continuous quality process score scaled from 0 to 100, whereby a higher score corresponded to 

greater adherence to the recommended clinical actions. 

Covariates 
To construct an explanatory model for observed quality, we drew on Rowe’s framework for 

explaining the performance of health-care workers.34 This framework includes factors related to 

patients, providers and facilities, as well as the broader health system and community context.34 

We identified covariates in the data that corresponded to the key constructs in the Rowe framework 

at the visit, provider, facility and country levels. 

Visit-level covariates included: patient’s age (teenage woman [age < 20 years] at antenatal 

care visits; infant [age < 12 months] at sick-child visits), educational attainment of the caregiver 

present at the visit, and case complexity (late first visit [≥ 24 weeks gestation] for antenatal care; 

number of complaints for sick children). Patient-level data came from patient exit interviews and 

observations. We identified afternoon visits to assess the influence of time of day on provider 

performance. 

For health-care providers, three measures were available: cadre (physician, nurse, or 

nursing assistant/other), experience (completed preservice training > 5 years previously) and 

supportive environment. Physicians included medical doctors as well as clinical officers and 

associate medical officers (paraprofessionals with authority to diagnose and treat routine illness). 

Nursing classifications varied too much across countries to consistently distinguish these further; 

the category of nurse included all midwives. The final category included nursing aides, assistants 

and any other personnel (e.g. counsellors and social workers). Providers were considered to have 



4 

a supportive environment if they reported at least one of the following: clear job description, 

knowledge of opportunities for promotion or availability of performance incentives. 

Facility covariates included: ownership (private versus government) and measures of 

general service provision readiness (number of services provided; number of clinical staff per bed 

[small facilities without beds were assigned a value of one to permit comparison of staffing with 

larger facilities]; equipment availability; facility infrastructure; and facility management 

practices). For the last three measures we created indices composed of multiple items; details are 

available from the corresponding author. We calculated the natural log of the number of services 

offered by the facility and staff per bed for easier interpretation of the results. Finally, as this was 

a pooled analysis of all seven countries, we used an indicator variable for country as a proxy for 

national factors that may influence quality. 

Statistical analysis 
To compare quality across countries, we calculated mean and interquartile range (IQR) for 

antenatal care and sick-child care quality. For each process quality score and explanatory covariate, 

we estimated the mean and standard deviation (SD), weighted based on client sampling weights. 

Bivariate analyses were then performed for quality on each covariate. Variables were included in 

the final model if they were statistically significant at the P < 0.10 level for at least one type of 

visit (antenatal care or sick-child visits) or were conceptually important. We estimated two-level 

random intercept regression models with visits nested within providers for each service. The large 

proportion of clinics with a single provider prevented construction of a three-level model (visit, 

provider and clinic). Estimates of between-provider difference thus include both facility 

differences and provider differences. Malawi served as the reference category as it was the poorest 

country in this study (Table 1). To test the impact of the Hawthorne effect on the results (a change 

in behaviour as a result of being observed35), we conducted sensitivity analysis without the first 

observation per provider within each service. More details are available from the corresponding 

author. 

We calculated the percentage of variation in quality explained by the covariates as the 

difference in variance between the adjusted model and the null model divided by the null model 

variance. We quantified the explained variance for each group of covariates (country, facility, 

provider and visit) by progressively adding blocks of variables to the multilevel random intercept 



5 

models. Regression analyses are unweighted due to adjustment for factors associated with 

respondent selection; models are clustered by facility. 

All statistical analyses were carried out using Stata version 14.1 (StataCorp, College 

Station, United States of America). 

Results 
Across the seven countries, 4613 of 4798 sampled facilities were successfully assessed (96.1%); 

2902 of these facilities were primary-care facilities with at least one clinical observation in 

antenatal or sick-child care. A total of 2594 first antenatal care visits and 11 402 clinical 

consultations for children younger than 5 years were fully observed in primary-care facilities. 

These visits were to 3902 unique providers (1077 for antenatal care and 3144 for sick-child care; 

319 providers were observed in both services). 

Of the visits for antenatal care, 430 (16.7%) were by teenage women and over half (1268; 

52.9%) by those presenting late for the first visit at that facility (Table 3). Of the observed sick-

child visits, 4073 (35.1%) were for infants; the average child presented with close to three 

symptoms. Three-quarters of antenatal visits and almost half of sick-child visits were handled by 

nurses; only 74 (2.8%) of antenatal visits but 3565 (30.5%) of sick-child visits were dealt with by 

physicians or clinical/associate medical officers. Overall, 11 387 of 14 452 (78.8%) of patient 

visits were to public health-care facilities. 

Overall quality of care was low, with a mean score of 62.2% (IQR: 50.0 to 75.0) for 

antenatal visits and 54.5% (IQR: 33.3 to 66.7) for sick-child care visits. Quality varied 

considerably across the countries surveyed, as shown in the comparison of quality scores by 

country in Fig. 1. The quality of care for pregnant women was typically higher than for sick 

children. Fig. 2 displays the variance in clinical quality when providers were grouped according 

to quartiles of average quality by country. Variability within quartiles was not consistently 

associated with average quality: both poor and good providers displayed considerable variability. 

Table 4 presents the results of the fully adjusted, multivariable, random intercept regression 

models. The analytical sample included 2173 antenatal visits (83.8%) and 10 646 sick-child visits 

(93.4%) with complete data on covariates. For antenatal care, higher-risk women received 

significantly worse care than other women (−1.9 percentage points out of 100 for teenage mothers 
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and −1.6 percentage points for late first visits). Within providers, the only significant association 

was underperformance, relative to nurses, of the small number of clinicians providing antenatal 

care (−8.3 percentage points difference). Quality of care scores were higher at private facilities 

(4.5 percentage points better than public facilities), at facilities with more staff (2.0 percentage 

points increase for each doubling of staff per bed), and at facilities with better infrastructure and 

equipment (differences of 9.8 and 16.5 percentage points for a score of 1 versus 0 on these indices). 

Using Malawi as the reference, the six other countries had significantly higher antenatal care 

quality, with differences up to 33.4 percentage points for Kenya and 32.5 percentage points for 

Namibia, the two highest income countries in this study. The intra-class correlation in the 

unadjusted model was 81.4%, indicating relatively low variability in quality of care within 

providers (i.e. between visits). 

Results for quality of sick-child care differed in several ways (Table 4). Higher-risk 

children, i.e. infants and those with more symptoms, received better care (differences of 2.0 and 

2.6 percentage points, respectively) than other children. Physicians provided similar quality of care 

relative to nurses, with assistants and aides significantly worse than nurses (−3.1 percentage 

points). More-experienced providers provided significantly higher quality care. Of facility 

characteristics, only private facilities and better management practices were significantly 

associated with higher quality of care. All other countries except Senegal provided higher quality 

care on average than Malawi, notably Namibia and Uganda (> 20 percentage points higher). The 

intraclass correlation in the unadjusted model was 59.0%, evidence of moderate between-visit 

variability in providers’ quality of care. 

Overall, the full models explained 37% of the total variance in antenatal care and 20% of 

the variance in sick-child care. Over 80% of explained variance in each service was due to the 

country variable. Only facility characteristics for antenatal care (19% of explained variance) and 

visit characteristics for sick-child care (10% of explained variance) contributed meaningfully to 

the model’s explanatory power. Findings for both services were largely unchanged in sensitivity 

analysis excluding first observations. Variance estimates and sensitivity analysis are available 

from the corresponding author. 

Fig. 3 depicts the scope for improvement in quality in each country. Enabling providers to 

provide quality of care at their own peak performance would result in gains of over 5% in antenatal 
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care quality and 10% in sick-child care quality. Bringing all visits up to the standard of the top 

quartile of facilities would result in linear increases of over 20% in quality of care in both services 

across all countries. 

Discussion 
In this analysis of nearly 14 000 clinical consultations in seven countries, we found relatively weak 

quality of care for pregnant women and sick children: providers performed half to two thirds of a 

minimal set of recommended clinical actions. Providers for antenatal care were primarily nurses, 

whereas sick children were seen by both nurses and clinical officers. Nursing assistants conducted 

one in five visits for both services. Other studies in similar settings, often done in the context of 

quality improvement, have found that the care of sick children was weak.36,37 

Performance differed substantially across countries, not only due to differences in national 

wealth or health-worker supply. For example, Kenya’s average antenatal care quality was 

comparable to Namibia’s despite having half the per capita number of physicians and one-quarter 

the national income. Uganda, with one-tenth the national income and one-third the physicians of 

Namibia, performed nearly as well in sick-child care. Quality was not consistent across services; 

countries with strong performance in antenatal care did not always do well in sick-child care. 

Factors such as national leadership and governance, health-care budget allocation, financing 

schemes, the role of donors, geography and the quality of basic and medical education are likely 

to be important in explaining the differences.38 While there are no comparable cross-national, 

quality data from lower-income countries, data from the Organisation for Economic Co-operation 

and Development also show heterogeneous performance that is not linked to national wealth or 

health-system resources in high-income countries.39 This is an important area for further study, as 

country indicators accounted for the majority of the explained quality variation in our analysis. 

We analysed a large range of factors previously found to influence quality of care. 

Antenatal care quality was strongly associated with facility factors: staffing, infrastructure and 

equipment. In contrast, sick-child care was related not to facility equipment but to better facility 

management. Private facilities outperformed public facilities for both services, even after 

controlling for a range of facility inputs and management practices. We were unable to assess for-

profit and not-for-profit facilities separately as not all countries collected these data; this would be 

an important area for future work. 
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Higher qualifications of health-care providers did not guarantee better care. Clinical 

officers and physicians performed substantially worse than nurses in antenatal care and did no 

better than nurses in sick-child care. Previous research has shown mixed results when comparing 

nurses with other health-care professionals.40,41 Nursing assistants and aides were not as competent 

in sick-child care as physicians and nurses. More experienced health-care providers performed 

better in sick-child care. Although we included a variable for supportive job environment, 

including opportunities for promotion, we did not have information on intrinsic motivation, quality 

of supervision or remuneration, any of which may have influenced performance.34 

While the majority of the variation in performance (81.4% for antenatal care and 59.0% 

for sick-child care) stemmed from differences in quality of care across providers (including their 

country and clinic factors), individual providers also gave different care to different patients. 

Patient and visit factors were influential in explaining the quality of sick-child care in particular. 

Care quality was higher for younger and sicker children. Antenatal care was weaker for teenage 

patients and those presenting after 24 weeks of pregnancy (potentially due to prior antenatal care). 

While a patient’s specific presentation and case severity can alter providers’ clinical actions in a 

consultation, the items included in our quality indexes represented basic medical procedures that 

should have been done for all patients.42 

The best performance by providers and clinics in each country suggest considerable scope 

for national improvement in quality. All countries in this study could make large gains in quality 

if providers performed at their best and if all facilities performed at the level of the top quarter of 

clinics. The visit-to-visit variation within individual providers may be decreased by better 

adherence to guidelines and intensive supervision to promote more consistent performance of 

essential functions. 

This analysis has several limitations. Although direct observation is the gold standard of 

clinical quality measurement, it is subject to the Hawthorne effect and observer error. We did not 

find evidence that the Hawthorne effect materially influenced the intra-provider variation within 

the relatively small number of observations per provider.35 However, we cannot rule out mistakes 

in the observers’ recording of clinical care contributing to between-visit variance; some 

researchers consider between-visit variation a nuisance parameter reflecting statistical noise.43 Our 

quality indices were defined based on items asked in all service provision assessment surveys and 
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matched with evidence-based guidelines. While other items could be added to provide a more 

complete assessment of quality, these indices represent a minimal level of quality. We were not 

able to link the process of clinical care to patient outcomes. Measurement of provider and facility 

characteristics differed across the service provision assessment surveys. For example, we were not 

able to investigate differences within classifications of nurses due to lack of disaggregated data in 

some countries. The data did not contain contextual factors that may contribute to variation in the 

processes of care, such as local epidemiology, and community factors that may influence clinic 

performance, such as accountability charters or strong local district management. To limit the role 

of such factors in this analysis, we constructed quality metrics limited to only the most essential 

clinical functions. In future, it would be valuable to assess more aspects of compliance with WHO 

guidelines32,33 on clinical care for mothers and infants. Finally, the service provision assessment 

contains observations for only a few services. Whether quality differs for other primary-care 

services should be explored. 

Analysis of variations in quality of care processes can lay the groundwork for quality 

improvement.44 Equipment, staffing and management factors affected quality of care and these 

provide concrete areas for improvement. However, the substantial variation in quality of care 

across the study countries after accounting for these measured factors should prompt examination 

of national standards for professional education of health-care providers and health-system policies 

to support quality care. The finding that quality also varied across clinics in the same country and 

even among consultations done by the same provider suggests that identifying and replicating local 

best practices will be valuable. Efforts are under way to design better models of antenatal care and 

to test innovations in primary care.45–47 

The first step to closing the quality gap is to measure it. Governments of lower-income 

countries that want to enhance their health outcomes and provide better services to citizens can 

use these data as a baseline for improvement. Global partners should support the means to fund 

comparative analyses, develop efficient measures, assist in improving of routine information 

systems, and train local health system researchers. Reaching the SDGs will require a shared 

commitment to this new agenda.  



10 

References 
1. Victora CG, Requejo JH, Barros AJ, Berman P, Bhutta Z, Boerma T, et al. Countdown to 2015: a 

decade of tracking progress for maternal, newborn, and child survival. Lancet. 2016 May 
14;387(10032):2049–59. http://dx.doi.org/10.1016/S0140-6736(15)00519-X PMID:26477328 

2. Sustainable development goals. Geneva: United Nations Development Programme; 2015. 

3. Millennium project. Goals, targets and indicators [Internet]. New York: United Nations; 2006. Available 
from: http://www.unmillenniumproject.org/goals/gti.htm [cited 2016 Dec 16].  

4. Everybody’s business — strengthening health systems to improve health outcomes: WHO’s framework 
for action. Geneva: World Health Organization; 2007. 

5. Improving child health. IMCI: the integrated approach. Geneva: World Health Organization; 1997.  

6. Recommendations on maternal and perinatal health. Geneva: World Health Organization; 2013. 

7. Requejo JH, Bryce J, Barros AJ, Berman P, Bhutta Z, Chopra M, et al. Countdown to 2015 and 
beyond: fulfilling the health agenda for women and children. Lancet. 2015 Jan 31;385(9966):466–
76. http://dx.doi.org/10.1016/S0140-6736(14)60925-9 PMID:24990815 

8. Hill J, Hoyt J, van Eijk AM, D’Mello-Guyett L, Ter Kuile FO, Steketee R, et al. Factors affecting the 
delivery, access, and use of interventions to prevent malaria in pregnancy in sub-Saharan Africa: 
a systematic review and meta-analysis. PLoS Med. 2013;10(7):e1001488. 
http://dx.doi.org/10.1371/journal.pmed.1001488 PMID:23935459 

9. Morgan L, Stanton ME, Higgs ES, Balster RL, Bellows BW, Brandes N, et al. Financial incentives and 
maternal health: where do we go from here? J Health Popul Nutr. 2013 Dec;31(4) Suppl 2:8–22. 
PMID:24992800 

10. Gomez GB, Foster N, Brals D, Nelissen HE, Bolarinwa OA, Hendriks ME, et al. Improving maternal 
care through a state-wide health insurance program: a cost and cost-effectiveness study in rural 
Nigeria. PLoS ONE. 2015;10(9):e0139048. http://dx.doi.org/10.1371/journal.pone.0139048 
PMID:26413788 

11. Hill J, Kayentao K, Touré M, Diarwara S, Bruce J, Smedley J, et al. Effectiveness of antenatal clinics 
to deliver intermittent preventive treatment and insecticide treated nets for the control of malaria 
in pregnancy in Mali: a household survey. PLoS ONE. 2014;9(3):e92102. 
http://dx.doi.org/10.1371/journal.pone.0092102 PMID:24651078 

12. Eriksen J, Tomson G, Mujinja P, Warsame MY, Jahn A, Gustafsson LL. Assessing health worker 
performance in malaria case management of underfives at health facilities in a rural Tanzanian 
district. Trop Med Int Health. 2007 Jan;12(1):52–61. PMID:17207148 

13. Ejigu T, Woldie M, Kifle Y. Quality of antenatal care services at public health facilities of Bahir-Dar 
special zone, northwest Ethiopia. BMC Health Serv Res. 2013 Oct 26;13(1):443. 
http://dx.doi.org/10.1186/1472-6963-13-443 PMID:24161007 

14. Kyei NN, Chansa C, Gabrysch S. Quality of antenatal care in Zambia: a national assessment. BMC 
Pregnancy Childbirth. 2012 Dec 13;12:151. PMID:23237601 

15. Spurring improvements in primary health care [Internet]. Washington: Primary Health Care 
Performance Initiative; 2016. Available from: http://phcperformanceinitiative.org [cited 2016 Dec 
16]. 

16. Philpott J, Cornelson B, Derbew M, Haq C, Kvach E, Mekasha A, et al. The dawn of family medicine 
in Ethiopia. Fam Med. 2014 Oct;46(9):685–90. PMID:25275278 

17. Pettigrew LM, De Maeseneer J, Anderson MI, Essuman A, Kidd MR, Haines A. Primary health care 
and the sustainable development goals. Lancet. 2015 Nov 28;386(10009):2119–21. 
http://dx.doi.org/10.1016/S0140-6736(15)00949-6 PMID:26638948 

http://dx.doi.org/10.1016/S0140-6736(15)00519-X
http://dx.doi.org/10.1016/S0140-6736(15)00519-X
http://www.unmillenniumproject.org/goals/gti.htm
http://dx.doi.org/10.1016/S0140-6736(14)60925-9
http://dx.doi.org/10.1016/S0140-6736(14)60925-9
http://dx.doi.org/10.1371/journal.pmed.1001488
http://dx.doi.org/10.1371/journal.pmed.1001488
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24992800&dopt=Abstract
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24992800&dopt=Abstract
http://dx.doi.org/10.1371/journal.pone.0139048
http://dx.doi.org/10.1371/journal.pone.0139048
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=26413788&dopt=Abstract
http://dx.doi.org/10.1371/journal.pone.0092102
http://dx.doi.org/10.1371/journal.pone.0092102
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=17207148&dopt=Abstract
http://dx.doi.org/10.1186/1472-6963-13-443
http://dx.doi.org/10.1186/1472-6963-13-443
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23237601&dopt=Abstract
http://phcperformanceinitiative.org/
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25275278&dopt=Abstract
http://dx.doi.org/10.1016/S0140-6736(15)00949-6
http://dx.doi.org/10.1016/S0140-6736(15)00949-6


11 

18. Kruk ME, Nigenda G, Knaul FM. Redesigning primary care to tackle the global epidemic of 
noncommunicable disease. Am J Public Health. 2015 Mar;105(3):431–7. 
http://dx.doi.org/10.2105/AJPH.2014.302392 PMID:25602898 

19. Macinko J, Starfield B, Shi L. The contribution of primary care systems to health outcomes within 
Organisation for Economic Cooperation and Development (OECD) countries, 1970–1998. Health 
Serv Res. 2003 Jun;38(3):831–65. http://dx.doi.org/10.1111/1475-6773.00149 PMID:12822915 

20. Health care quality indicators [Internet]. Paris: Organisation for Economic Co-operation and 
Development; 2015. Available from: http://www.oecd.org/els/health-systems/health-care-quality-
indicators.htm [cited 2016 Dec 16]. 

21. World development indicators. Washington: World Bank; 2014.  

22. Global health observatory data repository. Geneva: World Health Organization; 2015. 

23. Demographic and Health Surveys [Internet]. Washington: Demographic and Health Survey Program; 
2016. Available from: http://dhsprogram.com [cited 2017 Jan 3]. 

24. Uganda service provision assessment survey 2007. Kampala: Ugandan Ministry of Health and Macro 
International; 2008. 

25. Namibia health facility census 2009. Windhoek: Ministry of Health and Social Services Namibia and 
ICF Macro; 2010. 

26. Tanzania service provision assessment survey 2006. Dar es Salaam: National Bureau of Statistics 
Tanzania and Macro International; 2007. 

27. Kenya service provision assessment survey 2010. Nairobi: National Coordinating Agency for 
Population and Development, Ministry of Medical Services, Ministry of Public Health and 
Sanitation, Kenya National Bureau of Statistics and ICF Macro; 2011. 

28. Rwanda service provision assessment survey 2007. Calverton: Macro International; 2008. 

29. Malawi service provision assessment 2013–2014. Rockville: ICF International; 2014. 

30. Enquête continue sur la prestation des services de soins de santé (ECPSS) du Sénégal 2014. 
Rockville: ICF International; 2015.  

31. Continuous service provision assessment survey in Senegal 2012– 2013. Rockville: ICF International; 
2013. 

32. Integrated management of childhood illness: chart booklet. Geneva: World Health Organization; 2014.  

33. Opportunities for Africa’s newborns: practical data, policy and programmatic support for newborn care 
in Africa. Geneva: World Health Organization, for the Partnership for Maternal Newborn and Child 
Health; 2006. 

34. Rowe AK, de Savigny D, Lanata CF, Victora CG. How can we achieve and maintain high-quality 
performance of health workers in low-resource settings? Lancet. 2005 Sep 17-
23;366(9490):1026–35. http://dx.doi.org/10.1016/S0140-6736(05)67028-6 PMID:16168785 

35. Leonard K, Masatu MC. Outpatient process quality evaluation and the Hawthorne Effect. Soc Sci 
Med. 2006 Nov;63(9):2330–40. http://dx.doi.org/10.1016/j.socscimed.2006.06.003 
PMID:16887245 

36. Arifeen SE, Bryce J, Gouws E, Baqui AH, Black RE, Hoque DM, et al. Quality of care for under-fives 
in first-level health facilities in one district of Bangladesh. Bull World Health Organ. 2005 
Apr;83(4):260–7. PMID:15868016 

37. Zurovac D, Rowe AK. Quality of treatment for febrile illness among children at outpatient facilities in 
sub-Saharan Africa. Ann Trop Med Parasitol. 2006 Jun;100(4):283–96. 
http://dx.doi.org/10.1179/136485906X105633 PMID:16762109 

http://dx.doi.org/10.2105/AJPH.2014.302392
http://dx.doi.org/10.2105/AJPH.2014.302392
http://dx.doi.org/10.1111/1475-6773.00149
http://dx.doi.org/10.1111/1475-6773.00149
http://www.oecd.org/els/health-systems/health-care-quality-indicators.htm
http://www.oecd.org/els/health-systems/health-care-quality-indicators.htm
http://dhsprogram.com/
http://dx.doi.org/10.1016/S0140-6736(05)67028-6
http://dx.doi.org/10.1016/S0140-6736(05)67028-6
http://dx.doi.org/10.1016/j.socscimed.2006.06.003
http://dx.doi.org/10.1016/j.socscimed.2006.06.003
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=16887245&dopt=Abstract
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=15868016&dopt=Abstract
http://dx.doi.org/10.1179/136485906X105633
http://dx.doi.org/10.1179/136485906X105633


12 

38. Kruk ME, Prescott MR. The role of health systems and policies in promoting safe delivery in low- and 
middle-income countries: a multilevel analysis. Am J Public Health. 2012 Apr;102(4):645–50. 
http://dx.doi.org/10.2105/AJPH.2011.300462 PMID:22397345 

39. Health at a glance 2015. Paris: Organisation for Economic Co-operation and Development; 2015. 

40. Huicho L, Scherpbier RW, Nkowane AM, Victora CG; Multi-Country Evaluation of IMCI Study Group. 
How much does quality of child care vary between health workers with differing durations of 
training? An observational multicountry study. Lancet. 2008 Sep 13;372(9642):910–6. 
http://dx.doi.org/10.1016/S0140-6736(08)61401-4 PMID:18790314 

41. Edward A, Dwivedi V, Mustafa L, Hansen PM, Peters DH, Burnham G. Trends in the quality of health 
care for children aged less than 5 years in Afghanistan, 2004–2006. Bull World Health Organ. 
2009 Dec;87(12):940–9. http://dx.doi.org/10.2471/BLT.08.054858 PMID:20454485 

42. Hayes C, Murray GD. Case mix adjustment in comparative audit. J Eval Clin Pract. 1995 
Nov;1(2):105–11. http://dx.doi.org/10.1111/j.1365-2753.1995.tb00015.x PMID:9238564 

43. Zaslavsky AM, Zaborski LB, Cleary PD. Plan, geographical, and temporal variation of consumer 
assessments of ambulatory health care. Health Serv Res. 2004 Oct;39(5):1467–85. 
http://dx.doi.org/10.1111/j.1475-6773.2004.00299.x PMID:15333118 

44. Tomson CR, van der Veer SN. Learning from practice variation to improve the quality of care. Clin 
Med (Lond). 2013 Feb;13(1):19–23. http://dx.doi.org/10.7861/clinmedicine.13-1-19 
PMID:23472488 

45. Kearns AD, Caglia JM, Ten Hoope-Bender P, Langer A. Antenatal and postnatal care: a review of 
innovative models for improving availability, accessibility, acceptability and quality of services in 
low-resource settings. BJOG. 2016 Mar;123(4):540–8. http://dx.doi.org/10.1111/1471-0528.13818 

46. Catling CJ, Medley N, Foureur M, Ryan C, Leap N, Teate A, et al. Group versus conventional 
antenatal care for women. Cochrane Database Syst Rev. 2015 Feb 04;2(2):CD007622. 
PMID:25922865 

47. Fairall L, Bateman E, Cornick R, Faris G, Timmerman V, Folb N, et al. Innovating to improve primary 
care in less developed countries: towards a global model. BMJ Innov. 2015 Oct;1(4):196–203. 
http://dx.doi.org/10.1136/bmjinnov-2015-000045 PMID:26692199 

http://dx.doi.org/10.2105/AJPH.2011.300462
http://dx.doi.org/10.2105/AJPH.2011.300462
http://dx.doi.org/10.1016/S0140-6736(08)61401-4
http://dx.doi.org/10.1016/S0140-6736(08)61401-4
http://dx.doi.org/10.2471/BLT.08.054858
http://dx.doi.org/10.2471/BLT.08.054858
http://dx.doi.org/10.1111/j.1365-2753.1995.tb00015.x
http://dx.doi.org/10.1111/j.1365-2753.1995.tb00015.x
http://dx.doi.org/10.1111/j.1475-6773.2004.00299.x
http://dx.doi.org/10.1111/j.1475-6773.2004.00299.x
http://dx.doi.org/10.7861/clinmedicine.13-1-19
http://dx.doi.org/10.7861/clinmedicine.13-1-19
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23472488&dopt=Abstract
http://dx.doi.org/10.1111/1471-0528.13818
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25922865&dopt=Abstract
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25922865&dopt=Abstract
http://dx.doi.org/10.1136/bmjinnov-2015-000045
http://dx.doi.org/10.1136/bmjinnov-2015-000045


13 

Tables 

Table 1. Demographic and health context in Kenya, Malawi, Namibia, Rwanda, Senegal, Uganda and United Republic of Tanzania 

Variable Yeara Country 
Kenya Malawi Namibia Rwanda Senegal Uganda United 

Republic of 
Tanzania 

Population, no. 2015 46 050 302 17 215 232 2 458 830 11 609 666 15 129 273 39 032 383 53 470 420 

GDP per capita, US$ 2015 1 246 255 5 693 638 1 067 572 695 
Physicians per 100 000 
population, no. 

2010–2013 20 2 37 6 6 12 3 

Health spending per capita, 
US$ 

2014 78 24 499 52 50 59 52 

Out-of-pocket spending, % of 
all health-care spending  

2014 26 13 7 28 37 41 23 

Crude birth rate per 1000 
population  

2014 35 39 30 32 38 43 39 

Maternal mortality rate per 
100 000 live births  

2010–2015 510 634 265 290 315 343 398 

Under-5 mortality rate per 
1000 live births  

2015 49 64 45 42 47 55 49 

Women aged 15–49 years 
with at least one antenatal 
care visit, % of recently 
pregnant women  

2008–2014 96 96 97 99 96 93 88 

Children aged < 5 years with 
respiratory infection, % taken 
to health facility 

2010–2014 66 68 72 50 53 79 31 

GDP: gross domestic product; US$: United States dollars. 
a Ranges indicate different dates for data in different countries. 

Sources: most recent data available from World Bank, World Health Organization, and demographic and health surveys.21–23 
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Table 2. Components of clinical quality indices for antenatal and sick-child care services 

Type of service Clinical action by health-care provider 
Antenatal care  
History – Asks ≥ 1 question on pregnancy historya 

– Asks ≥ 1 question about danger signs in pregnancy 
Examination – Measures blood pressure 

– Measures weight 
Diagnostic tests – Performs or refers for anaemia test 

– Performs or refers for urine test 
Counselling and management – Prescribes or gives tetanus toxoid injection 

– Counsels about danger signs in pregnancy 
Sick-child care  
History – Asks ≥ 1 question on infant feeding or drinking 

– Asks about diarrhoea or vomiting 
– Asks about fever or seizures 
– Asks about cough 

Examination – Measures weight 
– Measures temperature 

Counselling and management – States diagnosis 
– Counsels about food intake 
– Counsels about danger signs for return consultation 

a Excluding primiparous women. 
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Table 3. Characteristics of 13 996 clinical observations at visits for antenatal and sick-child care in Kenya, Malawi, Namibia, Rwanda, Senegal, Uganda and the United Republic of 
Tanzania, 2006–2014 

Characteristic Antenatal care  Sick-child care 
 No. of 

observations, 
weighted 

Value No. of observations, 
 weighted 

Value 

Dependent variable      
Clinical quality,a mean (IQR) (%) score 2 638 62.2 (50.0 to 

75.0) 
 11 814 54.5 (33.3 to 66.7) 

Visit variables      
Afternoon visit, no. (%) 2 635 1 148 (43.6)  11 794 3 291 (27.9) 
Education attainment secondary school or higher, no. 
(%) 

2 636 497 (18.8)  11 764 2 587 (22.0) 

First antenatal visit ≥ 24 weeks, no. (%) 2 398 1 268 (52.9)  N/A N/A 
Teenage antenatal patient, no. (%) 2 574 430 (16.7)  N/A N/A 
Age of sick child, no. (%) N/A N/A  11 605 11 605 (100) 

< 12 months N/A N/A  – 4 073 (35.1) 
12–60 months N/A N/A  – 7 532 (64.9) 

Complaints per sick child, mean (SD) no. N/A N/A  11 783 2.77 (1.23) 
Provider variables      
Cadre, no. (%) 2 593 2 593 (100)  11 689 11 689 (100) 

Physician/clinical officer – 74 (2.8)  – 3 565 (30.5) 
Nurse/midwife – 1 960 (75.6)  – 5 717 (48.9) 
Nursing assistant/aide/otherb – 560 (21.6)  – 2 407 (20.6) 

Completed pre-service education > 5 years before, 
no. (%) 

2 568 1 511 (58.9)  11 637 6 696 (57.5) 

Supportive environment,c no. (%) 2 592 2 428 (93.7)  11 688 10 583 (90.5) 
Facility variables      
Managing authority, no. (%) 2 638 2 638 (100)  11 814 11 814 (100) 

Government – 2 169 (82.2)  – 9 218 (78.0) 
Private – 469 (17.8)  – 2 595 (22.0) 

Services in facility, mean (SD) no. 2 638 13.27 (3.10)  11 814 12.46 (3.40) 
Staff per bed,d mean (SD) no. 2 535 3.57 (4.13)  11 328 3.49 (4.88) 
Infrastructure index,e mean (SD) 2 638 0.56 (0.16)  11 814 0.56 (0.16) 
Equipment index,f mean (SD) 2 638 0.73 (0.19)  11 791 0.78 (0.26) 
Management index,g mean (SD) 2 638 0.65 (0.18)  11 814 0.63 (0.19) 
Country, no. (%) 2 638 2 638 (100)  11 814 11 814 (100) 
 Kenya – 344 (13.0)  – 1 516 (12.8) 
Malawi – 513 (19.5)  – 2 136 (18.1) 
Namibia – 363 (13.8)  – 1 430 (12.1) 
Rwanda – 350 (13.3)  – 1 583 (13.4) 
Senegal – 407 (15.4)  – 2 323 (19.7) 
Uganda – 146 (5.5)  – 704 (6.0) 
United Republic of Tanzania – 515 (19.5)  – 2 122 (18.0) 

IQR: interquartile range; N/A: not applicable; SD: standard deviation. 
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a Clinical quality scores are the percentage of recommended clinical actions done at the observed visit (eight items for antenatal care, nine for sick-child care). Score range is 0–100, 
with higher scores corresponding to greater adherence to the recommended clinical actions. 
b Other category includes counsellors and social workers. 
c Provider-supportive environment is a binary indicator that takes the value of one if any of three elements are present: clear job description, knowledge of opportunities for 
promotion, or availability of performance incentives. 
d Staff per bed adds one to the bed count in each facility to include facilities reporting zero beds in the analysis. 
e Infrastructure index is the proportion of 20 supply-side factors present in each facility, including the availability of a functional ambulance and uninterrupted essential drug supply 
over the past month. 
f Equipment index is the proportion of equipment essential for visits for antenatal care (seven items, e.g. functioning fetal stethoscope and weighing scale) and sick children (four 
items, e.g. functioning thermometer and stethoscope) observed in each facility. 
g Management index is the proportion of 10 indicators of facility management practices fulfilled in each facility, including regular quality assurance reviews and supervisory visits. 

Notes: Data were pooled from service provision assessment surveys of health facilities in each country (survey year range: 2006–2014). Descriptive statistics were weighted using 
client sampling probabilities in the surveys. Total number of observations for antenatal care were 2594 unweighted, 2638 weighted; for sick-child care were 11 402 unweighted, 
11 814 weighted. 
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Table 4. Results of multilevel regression models of clinical quality observed at visits for antenatal and sick-child care 
in Kenya, Malawi, Namibia, Rwanda, Senegal, Uganda and the United Republic of Tanzania, 2006–2014 

Characteristic Quality coefficienta (95% CI) 
Antenatal care (n = 2173)b Sick-child care (n = 10 646)b 

Visit variables   
Afternoon visit −0.2 (−1.8 to 1.3) −0.5 (−1.5 to 0.4) 
Educational attainment above secondary 
school 

0.6 (−0.9 to 2.1) −0.9 (−1.7 to −0.03) 

First antenatal visit ≥ 24 weeks −1.6 (−2.7 to −0.5) N/A 
Teenage antenatal patient −1.9 (−3.5 to −0.4) N/A 

Age of sick child 
  

< 12 months N/A 2.0 (1.4 to 2.7) 
12–60 months N/A Ref. 

Complaints per sick child  N/A 2.6 (2.3 to 2.8) 
Provider variables   
Cadre 

  

Physician/clinical officer −8.3 (−13.4 to −3.1) 0.7 (−1.3 to 2.6) 
Nurse/midwife Ref. Ref. 
Nursing assistant/aide/other −3.2 (−6.8 to 0.5) −3.1 (−5.0 to −1.2) 

Graduated > 5 years before −1.2 (−3.6 to 1.3) 1.8 (0.6 to 3.1) 
Supportive environment −2.8 (−7.3 to 1.7) 0.3 (−2.1 to 2.7) 
Facility variables   
Managing authority   

Government Ref. Ref. 
Private 4.5 (1.2 to 7.8) 3.0 (1.4 to 4.7) 

Services in facility (natural log of service 
count) 

2.0 (−4.4 to 8.4) −0.2 (−2.8 to 2.5) 

Staff per bed (natural log of staff per 
bed) 

2.9 (1.0 to 4.7) 0.2 (−0.8 to 1.1) 

Infrastructure index 9.8 (0.7 to 18.8) 2.9 (−2.0 to 7.8) 
Equipment index 16.5 (8.5 to 24.4) 2.6 (−0.1 to 5.3) 
Management index −1.9 (−9.3 to 5.6) 4.9 (1.2 to 8.7) 
Country   
Kenya 33.4 (28.4 to 38.4) 15.7 (12.6 to 18.8) 
Malawi Ref. Ref. 
Namibia 32.5 (27.8 to 37.1) 26.0 (23.4 to 28.7) 
Rwanda 23.2 (18.6 to 27.9) 6.5 (3.9 to 9.1) 
Senegal 18.8 (13.5 to 24.0) 1.2 (−1.2 to 3.6) 
Uganda 14.4 (9.2 to 19.6) 22.1 (18.8 to 25.3) 
United Republic of Tanzania 18.5 (13.4 to 23.7) 8.9 (6.4 to 11.4) 
Intercept 22.4 (3.1 to 41.7) 30.0 (22.5 to 37.5) 
Total variance 330.4 397.6 
Provider variance 232.5 (206.9 to 261.3) 204.5 (191.2 to 218.7) 
Residual variance 98.0 (84.3 to 113.8) 193.1 (185.2 to 201.3) 

CI: confidence interval; N/A: not applicable; Ref.: reference category. 
a Quality coefficient is the expected difference in visit quality (scale 0 to 100) given a 1 unit difference in the 
exposure, holding all other covariates constant. 
b n is the number of observations with complete data on covariates. 

Notes: Data were pooled from service provision assessment surveys of health facilities in each country (survey year 
range: 2006–2014). All standard errors are clustered by facility. Information on indices (e.g. provider support, 
infrastructure) is in the notes to Table 3. Intraclass correlation between visits for providers in the unadjusted model 
was 81.4% for antenatal care and 59.0% for sick-child care. 
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Figures 

Fig. 1. Range of clinical quality observed at visits for antenatal and sick-child care in Kenya, Malawi, Namibia, 
Rwanda, Senegal, Uganda and the United Republic of Tanzania, 2006–2014 

 

IQR: interquartile range. 

Notes: Data were obtained from service provision assessment surveys of health facilities in each country (survey 
year range: 2006–2014). Data points show the mean and IQR clinical quality score of visits for each country. Quality 
scores are the percentage of recommended clinical actions done by health-care providers at the visit (eight items for 
antenatal care, nine for sick-child care); mean and IQR are calculated across all observed visits per country. Data 
for Kenya, for example, indicate that in an average visit, a provider completed 79.2% of items (6.3 of 8) for antenatal 
care and 64.9% of expected items (5.8 of 9) for sick-child care. 
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Fig. 2. Variation in clinical quality observed at antenatal care visits and sick-child care visits, by quartile of provider 
quality in Kenya, Malawi, Namibia, Rwanda, Senegal, Uganda and the United Republic of Tanzania, 2006–2014 

 
IQR: interquartile range. 

Notes: Data were obtained from service provision assessment surveys of health facilities in each country (survey 
year range: 2006–2014). For antenatal care a total of 2594 visits were made to 1077 health-care providers; for sick-
child care 11 402 visits were made to 3144 health-care providers (319 providers were observed in both services). 
Data points show the mean and IQR clinical quality score of visits for each country. Quality scores are the 
percentage of recommended clinical actions done by health-care providers at the visit (eight items for antenatal 
care, nine for sick-child care); mean and IQR are calculated across all observed visits per country. 
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Fig. 3. How clinical quality would change if all providers performed at their highest observed level and at the level of 
the highest quartile of facilities in Kenya, Malawi, Namibia, Rwanda, Senegal, Uganda and the United Republic of 
Tanzania, 2006–2014 

 

Notes: Data were obtained from service provision assessment surveys of health facilities in each country (survey 
year range: 2006–2014). The three bars represent: (i) the level of quality of care measured in this study; (ii) the 
predicted quality if all consultations were at the provider’s highest quality visit; and (iii) the predicted quality if all 
consultations were done to the same standard as the top 25% of primary-care facilities in the country. 
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