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Abstract 

This study seeks to examine the factors that influence provider process quality of healthcare for 

childhood illnesses in Kenya as indicated by accuracy in illness diagnosis. To do this, the study 

first employed an ordered logit model on the 2018 Kenya Health Service Delivery Indicators 

survey data, but then finally opted for the generalized ordered logit model after the Brant test 

invalidated the proportional odds assumption. The analysis was based on basic microeconomic 

theory-the principal-agent model. The regression results reveal that health workers with higher 

level of education, in higher cadres and who had been trained on Integrated Management of 

Childhood Illnesses were more likely to provide high quality healthcare when presented with 

childhood illnesses symptoms. Also, being male causes a positive coefficient of the ability to 

provide quality healthcare. Health facility characteristics, mainly higher facility tier, government 

ownership and urban location were significant particularly for provision of high-quality healthcare. 

The results call for implementation of strategies that seek to enhance lower cadre health worker’s 

child care management, infrastructural development across the country and even distribution of 

healthcare workers. 
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1. Introduction 

The concept of quality of healthcare is multi-dimensional in nature and different definitions have 

been put forth towards its measurement (Piligrimienė and Buciuniene, 2008; Blumenthal, 1996). 

Donabedian’s 1980 structure-process-outcome framework is commonly adopted in assessment of 

quality of healthcare provision (Counte, 2007). Structural (structure) quality measures assess 

infrastructure of healthcare settings, including availability and capability of equipment, the policy 

environment and availability of resources within an institution. Process quality measures examine 

the extent of implementation of recommended healthcare guidelines by healthcare providers. 

Outcome measures evaluate the health effects resulting from care received by a patient 

(Donabedian, 1988).  

 

Improvement in quality of healthcare has been a subject of health policy in developing countries 

in the recent past (Lee, Madhavan and Bauhoff, 2016; Peabody et al., 2006). This is probably due 

to the realization that quantitative improvement of healthcare, through increased access to 

healthcare services and enhanced availability of infrastructural inputs, do not necessarily result in 

better health outcomes (Powell-Jackson, Mazumdar and Mills, 2015; Okeke and Chari, 2014; 

Souza et al., 2013). As such, availability of quality essential healthcare services is one of the targets 

of the health-related Sustainable Development Goal (SDG) 3 which aims at ensuring healthy lives 

and promoting well-being for all at all ages (Leadership Council Sustainable Development 

Solutions Network (LCSDSN), 2015). Kenya’s effort to improve the overall health status of her 

citizenry is reflected in the country’s commitment to offer quality healthcare services as articulated 

in various policy documents1. 

 

Over time, healthcare service delivery in Kenya has improved considerably, with existing surveys 

pointing to increased availability of structural inputs such as medical equipment and essential 

medical supplies (Kenya Institute for Public Policy Research and Analysis (KIPPRA), 2018). 

However, there is still under provision especially in terms of process quality of healthcare 

measures. Various Service Delivery Indicators (SDI) surveys indicate that there is provider 

knowledge in illness diagnosis and in adherence to illness treatment guidelines. For instance, the 

2018 Kenya Health SDI survey shows that only 20% of healthcare providers arrived at a correct 

diagnosis of four tracer conditions (severe dehydration, pneumonia, pulmonary tuberculosis and 

diabetes mellitus (type II)) while 44% adhered to clinical guidelines for management of these 

conditions (World Bank, National Council for Population Development (NCPD) and United 

Nations Population Fund (UNFPA), 2019). 

 

Two of the tracer conditions in the 2018 Kenya Health SDI survey, that is, severe dehydration due 

to diarrhea episode and pneumonia are among the leading causes of the under-five deaths in Kenya 

(Kenya National Bureau of Statistics (KNBS), Ministry of Health (MoH), National AIDS Control 

Council (NACC), Kenya Medical Research Institute (KEMRI), National Council for Population 

and Development (NCPD), and ICF International, 2015). Yet, the two conditions had the lowest 

diagnostic accuracy rate at 32% for severe dehydration and 82% for pneumonia (World Bank, 

NCPD and UNFPA, 2019). Given the place accorded to child health, particularly as a key indicator 

of population health and as a predictor of productivity in adulthood (Hertzman et al., 2010; Blanco, 

                                                   
1 Constitution of Kenya (GoK, 2010), Kenya Vision 2030 (GoK, 2007) and Kenya Health Policy (KHP) (Ministry of 

Medical Services (MOMS) and Ministry of Public Health and Sanitation (MOPHS), 2012) 
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2003), an understanding of factors that contribute to health worker provision of quality child 

healthcare is important for health policy intervention.    

 

There is ample evidence that availability of physical inputs such as medical supplies, beds, trained 

medical staff, laboratory (Kraska, Weigand and Geraedts, 2017; Ross and Vakentesh, 2015; 

Nyongesa, Onyango and Kakai, 2014; Naseer, Zahidie and Shaikh, 2012) has a positive influence 

on patient satisfaction with healthcare. However, some studies indicate that structural inputs are 

not necessarily important in improving processes of care (Leslie, Sun and Kruk, 2017; Maestad, 

Torsvik and Aakvik, 2010). Unlike structural and outcome measures of healthcare quality, process 

quality measures are more useful in providing feedback for quality improvement as they provide 

information that is actionable (Rubin, Pronovost and Diette, 2001). They are also more responsive 

to differential quality of care and are a direct measure of facility-level quality of healthcare when 

compared to structural quality (Mant, 2001). 

 

Research studies document the effect of a myriad of factors on quality healthcare delivery.  Health 

worker characteristics such as age and sex are among these factors. Systematic reviews point to 

worse performance on process quality measures among older healthcare workers, largely due to 

deteriorating clinical knowledge and less adherence to treatment standards (Choundry, Fletcher 

and Soumerai, 2015; Norton, Dunn and Soberman, 1997). Some research studies report better 

quality of healthcare among female health workers (Norton, Dunn and Soberman, 1997) while 

others indicate a small effect (Kim et al., 2005) or no effect at all (Maestad, Torsvik and Aakvik, 

2010; Hansen et al., 2008).  

 

One other health worker related factor that has an influence on provider process quality of 

healthcare is physician’s level of training. Higher health worker cadre is associated with provision 

of high quality healthcare (Uwemedimo et al., 2018; Maestad, Torsvik and Aakvik, 2010; Hansen 

et al., 2008). However, some empirical works conclude that lower level cadres were more 

compliant with clinical guidelines (Bawate et al., 2016; Selemani et al., 2013) possibly due to their 

high presence in rural areas, lack of alternative diagnoses and treatment and the fact that higher 

cadres’ clinical judgement may override proposed guidelines (Selemani et al., 2013). Besides 

professional training, studies show that targeted training in management of childhood illnesses 

results in improved processes of care among the under-five (Tawfiq, Alawi and Natiq, 2020; Lal 

et al., 2020; Nguyen et al., 2013). 

 

Empirical works have also highlighted the effect of facility related factors on quality of healthcare. 

Herrera et al., (2014) observe that facility ownership was not a consistently significant factor in 

influencing provider quality of healthcare measures. Some studies examining effect of facility type 

on quality of healthcare conclude that lower level facilities registered better performance 

(Uwemedimo et al., 2018; Hu et al., 2016).  The effect of facility location on provider quality of 

healthcare indicates that provision of quality healthcare is inclined to urban-based health facilities 

(Thornton et al., 2017; Spasojevic 2015; Lin et al., 2010)  

 

From the foregoing, a number of empirical studies examine factors influencing provider quality of 

healthcare. However, only a few of these studies relate to quality delivery of child health 

(Uwemedimo et al., 2018; Hansen et al., 2008). Those related to child health are mostly inclined 

towards examining the effect of Integrated Management of Childhood Illnesses (Tawfiq, Alawi 
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and Natiq, 2020; Lal et al., 2020; Nguyen et al., 2013). Moreover, all of the reviewed studies do 

not explain why healthcare provision may be of extremely low quality, low quality or high quality. 

This paper therefore seeks to examine factors influencing provider process quality of healthcare in 

Kenya, with a focus on accuracy in diagnosing common childhood illnesses. It contributes to 

existing knowledge on quality of healthcare by adopting an ordered logit model to identify factors 

associated with probability of provision of different levels of healthcare quality.  

 

The remainder of this study is organized as follows: Section 2 presents the models and describes 

the data. Section 3 presents the estimation results as well as discussions of the generated results. 

Lastly, section 5 discusses the conclusions from the study.   

 

2. Methodology 

2.1. Theoretical Model 

The study considers a healthcare provider, defined as a healthcare worker who may be a doctor, a 

clinical officer or a nurse. The patient (a surveyor who acts as a case study patient) has symptoms 

of two different childhood illnesses (pneumonia and severe dehydration) which he or she presents 

to the healthcare worker for correct diagnosis. We assume that the “patient” does not have precise 

information about his or her state of health and relies on the healthcare provider to make accurate 

diagnosis. Thus, the provider-patient interaction depicted is an agency one where the doctor is 

expected to maximise the patient’s welfare and utility function through accurate illness diagnosis. 

The application of the agency theory is based on McGuire’s (2000) work and several other papers 

in health economics (Conrad and Perry, 2009; Mullen, Frank and Rosenthal, 2010; Frank, 2004).   

 

Formally stated, the objective of the healthcare worker is to maximize a combination of own net 

pay and patient’s health. Both outputs are influenced by the quality and quantity of service. Quality 

generally refers to patient experience with care, clinical quality and quality of service and health 

outcomes. Quantity entails among others, units of service and units of treatment episodes (Conrad 

and Perry, 2009). Applying the labour economics theory, the quantity and quality of treatment is 

assumed to depend on physician’s effort and remuneration (Thurston and Libby, 2002).  The 

physician’s utility function is as expressed in equation 1. 

 

𝑈 = 𝑈(𝑊, 𝑒)                                                                                                                      1 

 

Where 𝑤 is the healthcare worker’s income, in this case, the health worker salary which is fixed 

and determined by the government or institution and 𝑒  is the physician effort.  

 

Following Calub (2014), we add a quality of healthcare variable denoted 𝑄 to the physician utility 

function since providing quality healthcare services yields psychic benefits to the physician. The 

new physician utility function is stated in equation 2:  

 

𝑈 = 𝑈(𝑊, 𝑒, 𝑄)                                                                                                                  2 

 

This quality variable is not observable to the principal but he or she can observe its benefits 

(Mullen, Frank and Rosenthal, 2010). What is observed instead are a set of signals, which indicate 

the quality invested and are denoted as: 
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𝑦 = 𝑦1 . . . . . . . . . 𝑦𝑘                                                                                                                 3  

 

The observable indicator is defined in this study as health worker diagnostic accuracy when 

presented with childhood illness symptoms. These indicators are partly due to quality invested (𝑄) 

and also, as a result of other control variables as indicated in theoretical and empirical literature. 

2.2. Empirical Model  

The dependent variable is a three-category ordered variable representing the total cases correctly 

diagnosed. Hence the use of a polychotomous model, specifically ordered logit regression model  

(Green, 2002). Assuming the underlying response model (latent regression model) is as specified 

in equation 4: 

 

𝑦𝑖
∗ = 𝛽′𝑋𝑖 + 𝜀𝑖 , 𝑖 = 1, . . . , 𝑛                                                                                                    4 

 

Where  ikiii XXXX ,...,,,1 32 is a vector of explanatory variables. This includes both healthcare 

worker individual characteristics as well as facility characteristics.   k ,...,, 21  is a vector 

of parameters to be estimated. *

iy is a latent and continuous measure of provider quality of 

healthcare.    

 

The observed and coded provider quality of healthcare, 
iy is determined from the model as 

follows: 
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Where 
i  represents thresholds (cut points) estimated along with parameter vector  . 

From equations (4) and (5), the probabilities associated with the coded responses are derived as 

follows: 

 

𝑃𝑟 𝑜 𝑏(𝑦𝑖 = 𝑗|𝑋𝑖) = 𝜑(𝜇𝑗 − 𝛽′𝑋𝑖) − 𝜑(𝜇𝑗−1 − 𝛽′𝑋𝑖) > 0                                  6   

 

Where Jj ,...,1 is response category; )(Pr jyob i  is the probability that individual i  responds 

in manner j ;   is the cumulative logistic distribution and j ’s are the equivalent of  ’s in equation 

(5) 

 

The likelihood function is presented in equation (7). This equation is maximized and solved 

iteratively by numerical methods to yield maximum likelihood estimates (MLE) of the ordered 

logit model.   

𝐿 = ∏ ∏ 𝜑(𝜇𝑗 − 𝛽′𝑋𝑖) − 𝜑(𝜇𝑗−1 − 𝛽′𝑋𝑖)

𝐽

𝑗=0

𝑛

𝑖=1

𝑚𝑖𝑗

                                                  7 
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To compute MLE, a log-likelihood function is obtained by taking the logarithm of the likelihood 

function to yield equation (8): 

𝑙𝑜𝑔 𝐿 = ∑ ∑ 𝑚𝑖𝑗 𝑙𝑜𝑔[𝜙(𝜇𝑗 − 𝛽′𝑋𝑖) − 𝜙(𝜇𝑗−1 − 𝛽′𝑋𝑖)]

𝑗

𝑗=0

                                   8

𝑛

𝑖=1

 

Where ijm =1 if jyi  and 0  otherwise. 

 

2.3. Description of Variables 

Dependent Variable 

The dependent variable is health worker process quality of healthcare defined as accuracy in 

childhood illness diagnosis (Chen, Dutta and Thomas, 2014; Donabedian, 1988). Using vignettes, 

the 2018 Kenya Health SDI survey asked medical personnel in different cadres to diagnose four 

illness conditions. Two of these illnesses were common childhood tracer conditions, that is, severe 

dehydration and pneumonia. The response was coded as 1 for correct diagnosis and 0 for wrong 

diagnosis of each of the illnesses. These responses were summed up to obtain the outcome variable 

defined as the total number of correctly diagnosed cases out of the possible two childhood illnesses. 

The outcome variable is coded as ordered categorical variable taking the values between 0 and 2 

representing inability to correctly diagnose any of the illnesses and accurate diagnosis of both 

illness cases, respectively.  

Independent Variables 

The choice of independent variables included in the regression analysis is based on existing 

theoretical and empirical literature. A summary of the explanatory variables is presented in Table 

1. 
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Table 1: Summary of Study Variables  

Variable Definition and Range 

Provider quality of healthcare Total cases of childhood illnesses correctly diagnosed (0 

cases=1, 1 case=2, 2 cases=3)  

Health worker Characteristics 
Sex Sex of health worker (male=1, Female=0) 

Age Age of health worker in years 

Age in years squared Age squared  

Cadre Type Categorical variable for healthcare provider/worker cadre 

(Nurse=1, Clinical officer=2, Medical Doctor/physician=3) 

Education level Categorical variable for education level attained (Basic 

(primary and secondary) =1, College=2, Degree/Post-

graduate=3 

IMCI training Trained on IMCI (Trained=1, Not-trained=0) 

Caseload Number of outpatient visits per day per health worker 

Facility Characteristics  

Facility location Dummy variable for location (Urban=1, Rural =0) 

Ownership Categorical variable for facility ownership (Government=1, 

Private-not-for-profit=2, Private-for-profit=3) 

Facility Tier Categorical Variable for facility tier (Dispensary and clinic=1, 

Health Center=2, Hospital=3) 

Time to sub-county 

headquarters 

Travel time by car in minutes to sub-county headquarters 

Time squared Travel time squared 

Availability of internet 

services 

Proxy for access to information technology (Yes=1, No=0).  

 

2.4. Data sources 

The study utilized Health Service Delivery Indicators data collected in Kenya in 2018. Service 

Delivery Indicators (SDI) is a nationally representative set of indicators collected with the overall 

objective of estimating the quality of service delivery in education and health sectors. A total of 

4430 health workers were assessed for competence in diagnosis and treatment of selected child 

and adult-related illnesses. The data collection survey instrument was structured around five 

modules: module 1 collected information on facility including facility ownership and type, 

infrastructure, medical supplies and medical equipment availability; module 2 focused on 

healthcare worker characteristics such as cadre type, age, gender, education level and absenteeism; 

module 3 assessed medical personnel knowledge through the use of clinical vignettes to diagnose 

hypothetical cases of patients with illnesses such as severe dehydration, pneumonia, diabetes and 

pulmonary tuberculosis; module 4 collected information on facility funds, that is, receipts and 

facility expenditures together with information on financial management; module 5 captured 

information on family planning. To conduct analysis on the determinants of provider process 

quality of healthcare at the facility level, modules 1, 2 and 3 were merged using the ‘merge’ 

STATA command based on common facility and staff identifiers in the datasets.  
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3. Empirical Results and Discussions 

3.1. Sample Description 

The analytic sample descriptive statistics are presented in Table 2. Results show that majority of 

health workers (55%) arrived at a correct diagnosis of one out of the two cases of childhood tracer 

conditions, that is, severe dehydration and pneumonia. Overall, 26% of healthcare workers were 

able to correctly diagnose both childhood illnesses while 18% were unable to provide an accurate 

diagnosis of any of the cases. Diagnostic accuracy rate for individual childhood illnesses was 29% 

for severe dehydration and 78% for pneumonia. These results largely point to an existing quality 

gap in diagnosis of childhood illness conditions. This has an implication on health outcomes in 

that, patients are likely to receive the wrong medication and treatment.   

 

As regards health worker characteristics, there was an equal representation (50%) of male and 

female healthcare workers who on average were 38 years of age. Majority of the health workers 

were nurses (60%) with the rest being clinical officers (36%) and medical doctors/physicians (4%). 

Most of these workers (81%) had attained college level of education while 58% had been trained 

on Integrated Management of Childhood Illnesses (IMCI). The average health worker caseload 

was 13%.  

 

Healthcare facilities were largely government owned (63%) with the remaining facilities being 

private-for-profit (25%) and private-not-for-profit (12%). On average, 77% of the healthcare 

facilities were in the first tier of healthcare facilities which mainly includes dispensaries and 

clinics. The facilities were mostly located in rural areas (73%) and were within a distance of less 

than an hour by car to sub-county headquarters (63%). Less than half of the healthcare facilities 

(32%) were accessible to internet/email services during the survey period.  
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Table 2: Sample Description  

Variable Number of 

Observations 

Mean Standard 

Deviation 

Minimum Maximum 

Total cases correctly diagnosed      

      0 cases 4071 0.18 0.39 0 1 

      1 case 4071 0.55 0.50 0 1 

      2 cases 4071 0.26 0.44 0 1 

Severe dehydration 4083 0.30 0.46 0 1 

Pneumonia 4071 0.78 0.41 0 1 

Sex 4294 0.50 0.50 0 1 

Age 4294 37.56 12.25 19 99 

Age squared 4294 1560.80 1203.75 361 9801 

Cadre type 3998 1.44 0.58 1 3 

     Nurse 3998 0.60 0.49 0 1 

     Clinical Officer 3998 0.36 0.48 0 1 

     Medical Doctor/ Physician 3998 0.04 0.20 0 1 

Education level 4075 1.95 0.44 1 3 

    Basic (primary/secondary) 4075 0.12 0.33 0 1 

    College 4075 0.81 0.39 0 1 

    Degree/post-graduate 4075 0.07 0.25 0 1 

IMCI training 4294 0.58 0.49 0 1 

Case load 4277 13.10 42.77 0 1607.143 

Facility ownership 4294 1.63 0.86 1 3 

   Government 4294 0.63 0.48 0 1 

   Private-not-for-profit 4294 0.12 0.32 0 1 

   Private-for-profit 4294 0.25 0.44 0 1 

Facility Tier 4294 1.29 0.58 1 3 

   Dispensary or clinic 4294 0.77 0.42 0 1 

   Health Center 4294 0.17 0.37 0 1 

   First level hospital 4294 0.06 0.24 0 1 

Location  4294 0.27 0.44 0 1 

Time to Sub-County 

headquarters 

4294 0.63 1.12 0 12 

Time squared 4294 1.65 6.57 0 144 

Availability of Internet services 4294 0.32 0.47 0 1 

 

Source: Author’s computation from SDI survey data, 2018 

3.2. Empirical Results and Discussions 

The objective of this study was to examine the determinants of process quality of healthcare among 

the healthcare workers as indicated by provider knowledge of childhood illnesses. The dependent 

variable is the total number of illnesses correctly diagnosed and ranked into three mutually 

exclusive categories; no cases correctly diagnosed (category 1), one case correctly diagnosed 

(category 2) and two cases correctly diagnosed (category 3). These categories have a natural order, 

that is, categories 1, 2 and 3 represent extremely low quality, low quality and high quality 

respectively. Subsequently, ordered logit is applied in the estimation of relevant probabilities. We 
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employ the logit model since the assumptions of standard normal (standard logistic) distributions 

of error term in probit or logit models usually produce similar estimation results (Wooldridge, 

2013).  

 

To start with, we conduct diagnostic tests on the ordered logit model to establish its correctness. 

Specifically, we undertook the proportional odds assumption/parallel regression test for this 

purpose. The model summary and diagnostic tests results are presented in Table 3. From the table, 

3962 observations in the SDI Health survey data set were utilized in the analysis and the ordered 

logit model convergence was achieved after five iterations. The log likelihood ratio Chi-Square 

test (LR Chi-squared (17) = 332.42, p= 0.0000) indicates that the ordered logit regression model 

as a whole is statistically significant in predicting cumulative probability for provider diagnostic 

levels when compared to the null model with no independent variables.  

 

The Pseudo R-squared also known as McFadden’s R-squared is 0.0426 suggesting that the 

relationship between the response variable, that is, provider quality of care and the predictor 

variables is small. Unlike ordinary least square R squared, pseudo-R squares are based on 

maximisation of model log-likelihood and do not represent the proportion of explained variance, 

but rather the improvement in model likelihood over a null model (Hemmert, et al., 2016). To test 

the parallel regression assumption for the ordinal logistic model, we conduct the Brant test using 

the STATA program ‘brant, detail’ command. The test results in Table 3 show significant chi-

square values for ‘all model’ and also for 6 out 17 variables. This indicates that the proportional 

odds assumption that the dependent variable’s categories are parallel is violated. Consequently, 

the generalized ordered logit model, a model that relaxes the parallel assumption model for the 

variables that violate this assumption is estimated (Williams, 2006). 
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Table 3: Ordered Logistic Model Summary and Diagnostic Tests 

Model Summary 

Iteration 0:   log likelihood = -3898.9574 

Iteration 1:   log likelihood = -3734.8193 

Iteration 2:   log likelihood =   -3732.75 

Iteration 3:   log likelihood = -3732.7474 

Iteration 4:   log likelihood = -3732.7474 

Ordered logit estimates Number of observations =        3962 

LR chi2(17)     =     332.42 

Prob > chi2     =   0.0000 

Log likelihood = -3732.7474   Pseudo R2       =   0.0426 

Model Diagnostic Test- Brant Test 

Variables Chi2 P-value Degrees of Freedom 

All 80.50       0.000***       17 

Sex 0.17       0.682        1 

Age 0.17       0.682        1 

Age squared 0.37       0.540        1 

Clinical Officer 38.51 0.000*** 1 

Medical Doctor/ Physician 6.87 0.009***     1 

College 0.01       0.934        1 

Degree/post-graduate 0.18       0.675        1 

IMCI training 0.41       0.524        1 

Case load 0.47       0.493        1 

Private-not-for-profit 0.16       0.689        1 

Private-for-profit 5.82       0.016**        1 

Health Center 10.44 0.001**     1 

First level hospital 12.97       0.000***        1 

Location  6.41  0.011**        1 

Time to Sub-County headquarters 2.05       0.152        1 

Time squared 1.52       0.218        1 

Availability of Internet services 0.42       0.518        1 

*** p<0.01, ** p<0.05, * p<0.1 

 

Source: Author’s computation from Kenya SDI Health survey data, 2018 

 

The results of the estimated generalized ordered logit model are presented in Table 4. Specifically, 

we present corresponding marginal effects for each diagnostic accuracy/provider quality of 

healthcare category. Marginal effects present results as differences in probabilities and are 

therefore more informative than odds ratios. In addition, they are easy to interpret (Breen, Karlson 

and Holm, 2018).   

 

Among the health worker characteristics, sex variable was found to be statistically significant at 

the level of 10% for the category of accurate diagnosis of none of the cases, one case and both 

cases. The results show that male compared to female health workers are 1.5% less likely to 

provide an incorrect diagnosis of the childhood illnesses and also 0.6 % less likely to provide a 

correct diagnosis of only one out of the two illness conditions. They are 2% more likely to provide 
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a correct diagnosis of both childhood illnesses. The finding contrasts with existing empirical 

studies which indicate that female health workers portrayed better performance (Reid et al., 2010; 

Norton et al., 1997) and no gender differential at all (Jackson, Farkas and Scholcoff, 2020; 

Maestad, Torsvik and Aakvik, 2010; Hansen et al., 2008) in process quality of care. Our finding 

is reasonable given the distribution of health workers across the various levels of training. The 

proportion of female health workers is reportedly high among the nurses and lower among the 

higher levels of training, that is, clinical officers and medical doctors (World Bank, NCPD and 

UNFPA, 2019).  

 

In health worker cadre groups, clinical officer variable is statistically significant at 1% for none of 

the cases and both cases categories and at 5% for one case category. A clinical officer compared 

to a nurse is 19.3% less likely to arrive at an incorrect diagnosis of childhood tracer conditions, 

3.7% more likely to correctly diagnose one of the two cases and 15.5% more likely to diagnose 

both childhood cases correctly. The medical doctor variable is statistically significant at 1% and 

5% for zero cases and both cases, respectively. Compared to a nurse, a medical doctor is 18.3% 

less likely to provide an incorrect diagnosis of the childhood illnesses while he or she is 11.3% 

more likely to correctly diagnose both cases of childhood illnesses. The significant effect of 

medical doctor and clinical officer cadres on illness diagnostic accuracy implies that higher level 

of training improves provider knowledge which in turn enhances provision of quality healthcare. 

The finding is as expected and in line with other existing empirical studies (Uwemedimo et al., 

2018; Maestad, Torsvik and Aakvik, 2010; Hansen et al., 2008) but in contrast with some studies 

where lower cadre was associated with higher provider quality of healthcare (Bawate et al., 2016; 

Selemani et al., 2013).   

 

Health worker education level is statistically significant with a negative coefficient for inaccurate 

diagnosis and a positive coefficient for correct diagnosis of both childhood illnesses.  College level 

of education is statistically significant at 1% across all the three categories. Compared to health 

workers with basic level of education, those with college level of education are 5.2% less likely to 

provide an incorrect diagnosis of any of the childhood illnesses and 1% less likely to arrive at a 

correct diagnosis of one of the two illnesses. They are 6.2% more likely to arrive at a correct 

diagnosis of both illnesses. Degree or postgraduate variable is statistically significant at 1% for the 

zero cases and both cases categories. This level as opposed to basic level of education is negatively 

correlated with inaccurate diagnosis of childhood illnesses and positively correlated with accurate 

diagnosis of both childhood illnesses. This variable could explain the difference in performance in 

quality of healthcare among different cadres. 

 

Training in Integrated Management of Childhood Illnesses (IMCI) is statistically significant at 1% 

across all the outcome categories. Health workers with training in IMCI are 3.1% and 1.2 % less 

likely to fail in diagnosis of any of the illnesses and to diagnose only one of the two illnesses 

respectively. They are 4.3% able to correctly diagnose both illnesses when compared to those who 

were not trained in IMCI. This finding corroborates other existing studies where the ICMI variable 

has been found to be effective in enhancing quality of healthcare (Tawfiq, Alawi and Natiq 2020; 

Lal et al., 2020; Maestad, Torsvik and Aakvik, 2010). 

 

As regards health facility characteristics, ownership, facility level and location were significant 

across all or some of the provider quality categories. The private-not-for profit health variable is 
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statistically significant at 1% for the zero, one and two cases of correct diagnosis of childhood 

illnesses. Specifically, health workers in a private-not-for-profit health facility as opposed to 

government health facility are 3.6% and 1.2% likely to provide an incorrect diagnosis and correct 

diagnosis of only one out of the two childhood illnesses respectively. They, on the other hand, are 

4.8% less likely to correctly diagnose both cases of childhood illnesses. Private-for-profit variable 

is statistically significant at 1% for correct diagnosis of one of the two illnesses and for both cases. 

Health workers in a private-for-profit health facility are 6.7% more likely to provide a correct 

diagnosis of only one out of the two cases and 8.7% less likely to correctly diagnose both cases 

when compared to those in government health facilities. Contrary to the prevailing assumption that 

private health facilities are more efficient than public health facilities (Rosenthal and Newbrander, 

1996), the finding in this study supports other research studies (Bamiselu et al., 2016; Basu et al., 

(2012) which reported better performance in public health facilities.  

 

Health Center variable is statistically significant at 1% and 5% for accurate diagnosis of none of 

the case and one of the cases respectively. Health workers in a health center were 4.2% more likely 

than those in dispensaries to arrive at an incorrect diagnosis of childhood illnesses and 6.5% less 

likely to accurately diagnose one of the two cases. This is in line with studies that have reported 

better performance among lower levels of healthcare (Hu et al., 2016). Those in hospitals were 

16.3% less likely (at 1%) to correctly diagnose one out of the two cases and 15.4% more likely (at 

1%) to correctly diagnose the two illnesses when compared with those working in dispensaries.  

This may perhaps be associated with higher representation of medical personnel in higher cadres 

at the hospitals (World Bank, NCPD and UNFPA, 2019).     

 

The location variable is statistically significant at 1% and 5% for correct diagnosis of one and both 

childhood illnesses respectively. Health workers employed in urban-based health were 5.9% less 

likely to provide a correct diagnosis of one out of the two illness conditions and 3.9% more likely 

to arrive at a correct diagnosis of both cases. The finding is supported by existing empirical studies 

(Thornton et al., 2017; Lin, Madhavan and Bauhoff, 2010) and in contrast with other studies (Yan, 

Wan and Li, 2011; Farmer et al., 2005) that report a high level of satisfaction with healthcare in 

rural areas. 
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Table 4: Generalised Ordered Logit Model-Determinants of Provider Process Quality of 

Healthcare 

Variable 0 Cases Diagnosed 

(extremely poor) 

1 Case Diagnosed 

(poor) 

2 Cases Diagnosed 

(High quality) 

 Marginal 

Effects 

Z-

statistic 

Marginal 

Effects 

Z-

statistic 

Marginal 

Effects 

Z-

statistic 

Health Worker Characteristics 

Sex -0.015*    -1.76 -0.006*    -1.74    0.020*    1.76    

Age -0.001    -0.44    -0.000    -0.44    0.001    0.44   

Age squared 0.000    0.65   0.000    0.64   -0.000    -0.65   

Cadre Type (Reference category: Nurse) 

Clinical Officer -0.193***    -16.20 0.037**    2.10   0.155***    9.36   

Medical doctor -0.183***    -7.39 0.070    1.58    0.113**    2.41   

Education level (Reference category: Basic level) 

College -0.052***    -3.34   -0.010***    -4.86   0.062***    3.81   

Degree/post graduate -0.068***    -2.77   -0.019    -1.58    0.087**    2.50   

IMCI training -0.031***    -3.61   -0.012 ***   -3.41  0.043***    3.62  

Case load 0.000    0.56    0.000    0.55    -0.000    -0.56   

Health Facility Characteristics 

Ownership (Reference category: Government) 

Private-not-for-profit 0.036**    2.41 0.012***    3.16  -0.048***    -2.61   

Private-for-profit 0.020    1.21   0.067***    3.25  -0.087***    -5.03  

Facility Tier (Reference category: Dispensary) 

Health Center 0.042 **   2.52  -0.065***    -3.04  0.023    1.20    

Hospital 0.009    0.35 -0.163***    -4.80  0.154***    4.81   

Location 0.020    1.14    -0.059***    -2.68   0.039**    2.10 

Time to sub-county 

headquarters 

-0.000    0.57   -0.000    -0.57 0.001    0.57    

Time squared 0.000    0.52    0.000          0.52    -0.000    0.52    

Access to internet 

services 

-0.003    0.26    -0.001    0.26    0.004    0.26    

                                            Observations                        3,962 

                                            Log likelihood                    -3691.9361 

                                            Prob>Chi2                            0.0000 

                                            Pseudo R2                             0.0531 
 

*** p<0.01, ** p<0.05, * p<0.1 
 

Source: Author’s computation from Kenya SDI Health survey data, 2018 
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4. Conclusion and Policy Recommendations 

This study sought to examine determinants of provider process quality of healthcare as measured 

by health worker/provider accuracy in illness diagnosis for common childhood tracer conditions 

in Kenya. The two childhood illnesses considered, that is, severe dehydration (which results from 

diarrhea) and pneumonia are among the leading causes of childhood illnesses in the country. The 

study employed a generalized ordered logit model on the 2018 Kenya Health SDI data. 

 

The study points to low provider knowledge in diagnosis of childhood illnesses hence sub-optimal 

quality of healthcare in Kenya. Among the factors that contribute to high quality of healthcare are:  

being male, higher provider education level and cadre, training in IMCI, higher facility tier and 

urban location. Based on this finding, there is need to design training programmes to enhance 

lower cadre health worker’s care management, given their involvement in provision of healthcare 

through the task shifting strategy. The strategy arises from the shortage and uneven distribution of 

medical doctors coupled with a high burden of infectious diseases in the country. It addresses the 

health worker shortage by making use of already available human resource through delegation of 

tasks requiring high skills to health workers with lower qualification (WHO, 2006). This could be 

done through refresher courses and continued training in Integrated Management of Childhood 

Illnesses (IMCI).  

 

Better performance in quality of healthcare among urban-based healthcare facilities and facilities 

in higher tiers could be linked to inequality in distribution of health human resources and 

infrastructural inputs. The policy implication of this finding is that there is need to have balanced 

infrastructural development and equipping of all the facilities across the country. The existing 

strategy to train, recruit, deploy and redistribute healthcare workers should be fully implemented, 

especially with the devolution of health services in the county.  

5. Acknowledgements  

The authors acknowledge the financial support from the African Economic Research Consortium 

(AERC) towards this study which was part of PhD Thesis. The thesis benefited from comments 

from Group A Resource Persons. The findings, opinions and recommendations are those of the 

authors, however, and do not necessarily reflect the views of AERC individual members, 

Consortium or the Secretariat. Any errors are therefore the responsibility of the authors. 

References 

Bamiselu, O.F., Ajayi, I., Fawole, O., Dairo, D., Ajumobi, O., Oladimeji, A. and Steven, Y. (2016) 

 ‘Adherence to malaria diagnosis and treatment guidelines among healthcare workers in 

 Ogun State, Nigeria’, BMC Public Health, 16:828. doi.10.1186/s12889-016-3495-x 

 

Bawate, C., Callender-Carter, S., Nsajju, B. and Bwayo, D. (2016) ‘Factors affecting adherence to 

 national malaria treatment guidelines in management of malaria among public healthcare 

 workers in Kamuli District, Uganda’, Malaria Journal, 15(112), pp. 1153-5. 

 

Basu, S., Andrews, J., Kishore, S., Panjabi, R. and Stuckler, D. (2012) ‘Comparative performance 

 of private and public healthcare systems in low- and middle-income countries: a systematic 

 review’, PLoS medicine, 9(6), e1001244. doi:10.1371/journal.pmed.1001244 

 



African Journal of Economic Review, Volume IX, Issue IV, September, 2021  

79 
 

Blanco, C. E. (2003) ‘Critical period for programming: a never-ending story’, Pediatric Res; 54, 

 pp.787–788. 

 

Blumenthal, D. (1996) ‘Part 1: Quality of care — what is it?’, New England Journal of Medicine, 

 335(12), pp. 891–894.  

 

Breen, B., Karlson, K. B. and Holm, A. (2018) ‘Interpreting and understanding logits, probits and 

 other nonlinear probability models’, Annual Review of Sociology, 44 (1), pp. 39-54.  

 

Calub, A. (2014) Physician quality and payment schemes: A theoretical and empirical analysis. 

 MPRA Paper No. 92604. Available from: https://mpra.ub.uni-muenchen.de/92604/ 

 

Chen A., Dutta, A. and Thomas, M. (2014) Assessing the Quality of Primary Healthcare Services 

 in Kenya: Evidence from the Pets-Plus Survey 2012. Washington, DC: Futures Group, 

 Health Policy Project. 

 

Choudhry, N. K., Fletcher, R. H. and Soumerai, S. B. (2005) ‘Systematic review: the relationship 

 between clinical experience and quality of health care’, Annals of internal 

 medicine, 142(4), pp. 260–273.  

 

Conrad, D. A. and Perry, L. (2009) ‘Quality-based financial incentives in health care: Can we 

 improve quality by paying for it?’, Annual review of public health, 30, pp. 357-371. 

 

Counte, M. A.  (2007) Health care quality assessment, School of Public Health, Saint Louis 

 University. 

 

Donabedian, A. (1988)  ‘The quality of care: how can it be assessed?’, JAMA, 260 (12), pp. 1745-

 1748 

 

Farmer, J., Hinds, K., Richards, H. and Godden, D. (2005) ‘Urban versus rural populations’ views 

 of health care in Scotland’, Journal of Health Services Research & Policy, 10(4), pp. 212–

 219. doi:10.1258/135581905774414240 

 

Frank, R. G., (2004) Behavioural Economics and Health Economics. NBER working Paper No. 

 10881. doi 10.3386/w10881 

 

Government of Kenya (2007) Kenya Vision 2030: A Globally Competitive and Prosperous Kenya, 

 Nairobi: Ministry of Planning and National Development and the National Economic and 

 Social Council (NESC). 

 

Government of Kenya (2010) The Constitution of Kenya.  Available from: 

 http://www.kenyalaw.org/kl/index.php?id=398. 

  

Government of Kenya (2014) Kenya Service Availability and Readiness Assessment Mapping 

 (SARAM), Ministry of Health, Nairobi, Kenya. 

 



AJER, Volume IX, Issue IV, September, 2021, I.,Kiplagat, M., Mugo and M.,O. Oleche 
 

80 
 

Green, W. (2002) Econometric Analysis, 5th edn, Prentice Hall, New Jersey. 

 

Hansen, P., Peters, D., Edward, A., Gupta, S., Arur, A., Niayesh, H. and Burnham, G. (2008) 

 ‘Determinants of primary care service quality in Afghanistan’, International Journal for 

 Quality in Healthcare, 20(6), pp. 375-383.  

 

Hemmert, G. A. J., Schons, L. M., Wieseke, J. and Schimmelpfennig, H. (2016) ‘Log-likelihood-

 based pseudo-R2 in logistic regression: Deriving sample-sensitive benchmark’, 

 Sociological Methods & Research, 47(3), pp. 507–531. 

 

Herrera, C. A., Rada, G., Kuhn-Barrientos, L., & Barrios, X. (2014) ‘Does ownership matter? An 

 overview of systematic reviews of the performance of private for-profit, private not-for-

 profit and public healthcare providers’, PloS one, 9(12), e93456. 

 doi:10.1371/journal.pone.0093456 

 

Hertzman, C., Siddiqi, A., Hertzman, E., Irwin, L., Vaghri, Z., Houweling, T. A. J., Bell, R., 

 Tinajero, A. and Marmot, M. (2010) ‘Tackling inequality: Get them while they're young’, 

 British Medical Journal, 340(7742), pp. 346-348. 

 

Hu, R., Liao, Y., Du, Z., Hao, Y., Liang, H. and Shi, L. (2016) ‘Types of health care facilities and 

 the quality of primary care: A study of characteristics and experiences of Chinese patients 

 in Guangdong province, China’, BMC Health Services Research, 16(a): 335. 

 Doi.10.1186/s12913-016-1604-2 

 

Jackson, J. L., Farkas, A. and Scholcoff, C. (2020) ‘Does Provider Gender Affect the Quality of 

 Primary Care?’ J Gen Intern Med, 35(7):2094–8. Doi. 10.1007/s11606-020-05796-0 

 

Kenya Institute for Public Policy Research and Analysis (KIPPRA) (2018) An Assessment of 

 Healthcare Delivery in Kenya under the Devolved System, Special Paper No. 19/2018, 

 Nairobi, Kenya 

 

Kenya National Bureau of Statistics, Ministry of Health, National AIDS Control Council, Kenya 

 Medical Research Institute, National Council for Population and Development and ICF 

 International (2015) Kenya Demographic and Health Survey 2014. Rockville, MD, USA: 

 Available from: http://dhsprogram.com/pubs/pdf/FR308/FR308.pdf. 

 

Kim, C., McEwen, L. N., Gerzoff, R. B., Marrero, D. G., Mangione, C. M., Selby, J. V. and 

 Herman, W. H. (2005) ‘Is physician gender associated with the quality of diabetes care?’, 

 Diabetes Care, 28(7), pp. 1594–1598. doi:10.2337/diacare.28.7.1594  

 

Kraska, R. A., Weigand, M. and Geraedts, M. (2017) ‘Associations between hospital 

 characteristics and patient satisfaction in Germany’, Health Expectations, 20(4), pp. 593-

 600.  

 

 



African Journal of Economic Review, Volume IX, Issue IV, September, 2021  

81 
 

Lal, P., Upadhyay, A., Garg, S. K. and Pandey, A. K. (2020) ‘Impact of Integrated Management 

 of Childhood Illness (IMCI) Training on Case Identification and Management Skills 

 Among Undergraduate Medical Students in a Developing Country: A case-control study’, 

 Journal of Medical Education, 19(4): e110046. doi: 10.5812/jme.110046. 

 

Leadership Council Sustainable Development Solutions Network (LCSDSN) (2015) Indicators 

 and a monitoring framework for the sustainable development goals: launching a data 

 revolution. Available from: 

 https://sustainabledevelopment.un.org/content/documents/2013150612-FINAL-SDSN-

 Indicator-Report1.pdf.  

 

Lee, E., Madhavan, S. and Bauhoff, S. (2016) ‘Levels and variations in the quality of facility-

 based antenatal care in Kenya: evidence from the 2010 Service Provision Assessment’, 

 Health Policy Plan, 31(6), pp. 777-784. 

 

Leslie H. H., Sun Z. and Kruk M. E. (2017) ‘Association between infrastructure and observed 

 quality of care in 4 healthcare services: a cross-sectional study of 4,300 facilities in 8 

 countries’, PLoS Med, 14(12): e1002464.  

 

Lin, B. Y.-J., Lin, C.-C. and Lin, Y. K. (2010) ‘Patient satisfaction evaluations in different clinic 

 care models: Care stratification under a national demonstration project’, Health & Place, 

 16(1), pp. 85–92. doi: 10.1016/j.healthplace.2009.08.008 

 

Maestad, O., Torsvik, G. and Aakvik, A. (2010) ‘Overworked? on the relationship between 

 workload and health worker performance’, Journal of Heath Economics, 29, pp. 686-698 

 

Mant, J. (2001) ‘Process versus outcome indicators in the assessment of quality of healthcare’, 

 International Journal for Quality in Healthcare, 13(6), pp. 475-480 

 

Maun, A., Wessman, C., Sundvall, P., Thorn, J.  and Björkelund, C. (2015) ‘Is the quality of 

 primary healthcare services influenced by the healthcare centre’s type of ownership? —An 

 observational study of patient perceived quality, prescription rates and follow-up routines 

 in privately and publicly owned primary care centres’, BMC Health Services Research, 

 15:417.  

 

McGuire, T. G. (2000) ‘Physician Agency’, in Anthony J. Culyer and Joseph P. Newhouse (eds) 

 Handbook of Health Economics. Amsterdam: Elsevier Science B.V, Volume 1A 

 

Ministry of Medical Services (MOMS) and Ministry of Public Health and Sanitation (MOPHS) 

 (2012), Kenya Health Policy 2012-2030, Government of Kenya, Nairobi 

 

Mullen, K., Frank, R. and Rosenthal, M. (2010) ‘Can you get what you pay for? Pay‐for‐

 performance and the quality of healthcare providers’, The Rand Journal of Economics, 

 41(1), pp. 64-91 

 

https://dx.doi.org/10.5812/jme.110046
https://sustainabledevelopment.un.org/content/documents/2013150612-FINAL-SDSN-
https://sustainabledevelopment.un.org/content/documents/2013150612-FINAL-SDSN-
https://onlinelibrary.wiley.com/action/doSearch?ContribAuthorStored=Mullen%2C+Kathleen+J


AJER, Volume IX, Issue IV, September, 2021, I.,Kiplagat, M., Mugo and M.,O. Oleche 
 

82 
 

Norton, P. G., Dunn, E. V. and Soberman, L. (1997) ‘What factors affect quality of care? Using 

 the peer assessment program in Ontario family practices’, Canadian family physician 

 Medecin de famille canadien, 43, pp. 1739-44. 

 

Naseer, M., Zahidie, A., and Shaikh, B. T. (2012) ‘Determinants of patient's satisfaction with 

 health care system in Pakistan: a critical review’, Pakistan Journal of Public Health, 2(2), 

 pp. 52-61. 

 

Nguyen, D. T. K., Leung, K.K., McIntyre, L., Ghali, W. A. and Sauve, R. (2013) ‘Does Integrated 

 Management of Childhood Illness (IMCI) training improve the skills of health workers? A 

 systematic review and meta-analysis’, PLoS ONE 8(6): e66030. 

 doi:10.1371/journal.pone.0066030 

 

Nyongesa, M., Onyango. R. and Kakai, R. (2014) ‘Determinants of clients’ satisfaction with 

 healthcare services at Pumwani Maternity Hospital in Nairobi’, International Journal of 

 Social and Behavioural Science, 2(1), pp.111-117  

 

Okeke, E. and Chari, A. V. (2014) Can Institutional Deliveries Reduce Newborn Mortality? 

 Evidence from Rwanda, Rand Labor & Population Working paper No. WR-1072. 

 Available from: http://works.bepress.com/edward_okeke/8/. 

 

Peabody, J. W., Taguiwalo, M. M., Robalino, D. A. and Frenk, J. (2006) ‘Improving the Quality 

 of Care in Developing Countries’ in: Jamison, D. T., Breman, J. G., Measham, A. R., 

 Alleyne, G., Claeson, M., Evans, D. B., Jha, P., Mills, A. and Musgrove, P. (eds). Disease 

 Control Priorities in Developing Countries. 2nd edn. Washington (DC): The International 

 Bank for Reconstruction and Development /World Bank, Chapter 70.  

 

Piligrimienė, Ž. and Buciuniene, I. (2008) ‘Different perspectives on health care quality: is the 

 consensus possible?’, Engineering Economics, 56 (1), pp. 104-111. 

 

Powell-Jackson, T., Mazumdar, S. and Mills, A. (2015) ‘Financial incentives in health: new 

 evidence from India’s Janani Suraksha Yojana’, Journal of Health Economics, 43, pp. 154-

 169.  

 

Reid, R. O., Friedberg, M. W., Adams, J. L., McGlynn, E. A. and Mehrotra, A. (2010) 

 ‘Associations between physician characteristics and quality of care’, Archives of internal 

 medicine, 170(16), pp.1442–1449 

 

Rosenthal, G. and Newbrander, W. (1996) ‘Public policy and private sector provision of health 

 services’, The International Journal of Health Planning and Management, 11(3), pp. 203-

 216.  

 

Ross, D. S. and Venkatesh, R. (2015) ‘An Empirical Study of the Factors Influencing Quality of 

 Healthcare and Its Effects on Patient Satisfaction’, International Journal of Innovative 

 Research in Science, Engineering and Technology, 4(2), pp. 54-59 

 



African Journal of Economic Review, Volume IX, Issue IV, September, 2021  

83 
 

Rubin, H., Pronovost, P. and Diette G. (2001) ‘The advantages and disadvantages of process-based 

 measures of healthcare quality’, International Journal for Quality in Healthcare, 13(6), pp. 

 469-474 

 

Selemani, M., Masanja, I., Kajungu, D., Amuri, M., Njozi, M., Khatib, R. A. et al., (2013) ‘Health 

 worker factors associated with prescribing of artemisin combination therapy for 

 uncomplicated malaria in rural Tanzania’, Malaria Journal, 12(334).  

 

Souza, J. P., Gülmezoglu, A. M., Vogel, J., Carroli, G., Lumbiganon, P., Qureshi, Z. et al. 

 (2013) ‘Moving Beyond Essential Interventions for Reduction of Maternal Mortality (The 

 WHO Multi-country Survey on Maternal and Newborn Health): A Cross-Sectional Study’, 

 The Lancet, 381(9879), pp.  1747–1755.doi:10.1016/s0140-6736(13)60686-8  

 

Spasojevic, N., Vasilj, I., Hrabac, B., and Celik, D. (2015) ‘Rural - urban differences in health care 

 quality assessment’, Materia socio-medica, 27(6), pp. 409–411.  

 

Tawfiq, E., Alawi, S. A. S. and Natiq, K. (2020) ‘Effects of training health workers in Integrated 

 Management of Childhood Illness on quality of care for under-5 children in primary 

 healthcare facilities in Afghanistan’, International Journal of Health Policy and 

 Management, 9(1), pp. 17-26. doi:10.15171/ijhpm.2019.69 

 

Thornton, R. D., Nurse, N., Snavely, L., Hackett-Zahler, S., Frank, K. and DiTomasso, R. A. 

 (2017) ‘Influences on patient satisfaction in healthcare centers: A semi-quantitative study 

 over 5 years’, BMC health services research, 17(1), pp. 361.  

 

Thurston, N. K. and Libby, A. M. (2002) ‘A production function for physician services revisited’, 

 The Review of Economics and Statistics, 84(1), pp. 184-191. 

 

Uwemedimo, O. T., Lewis, T. P., Essien, E. A., Chan, G. J., Nsona, H., Kruk, M. E. and Leslie, 

 H. H. (2018), ‘Distribution and determinants of pneumonia diagnosis using integrated 

 management of childhood illness guidelines: A nationally representative study in Malawi. 

 BMJ global health, 3(2), e000506. doi.org/10.1136/bmjgh-2017-000506  

 

WHO (2006). The World Health Report 2006: Working Together for Health. Geneva: World 

 Health Organisation. Available from: http://www.who.int/whr/2006.  

 

Williams, R. (2006). Generalized ordered logit/ partial proportional odds models for ordinal 

 dependent variables. The Stata Journal, 6(1):58-82.  

 

Wooldridge, J. (2013). Introductory Econometrics: A Modern Approach. South Western, USA. 

 

World Bank, NCPD and UNFPA. (2019), Kenya Health Service Delivery Indicator Survey 2018 

 Report, World Bank, Washington. 

 



AJER, Volume IX, Issue IV, September, 2021, I.,Kiplagat, M., Mugo and M.,O. Oleche 
 

84 
 

Yan, Z., Wan, D. and Li, L. (2011) ‘Patient satisfaction in two Chinese provinces: rural and urban 

 differences’, International journal for quality in health care: journal of the International 

 Society for Quality in Health Care, 23(4), pp. 384–389.  


	Provider Process Quality of Healthcare and its Determinants in Kenya
	1. Introduction
	2. Methodology
	2.1. Theoretical Model
	2.2. Empirical Model
	2.3. Description of Variables
	Dependent Variable
	Independent Variables

	2.4. Data sources
	3. Empirical Results and Discussions
	3.1. Sample Description
	3.2. Empirical Results and Discussions
	4. Conclusion and Policy Recommendations
	5. Acknowledgements
	References


