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INTRODUCTION 

Kenya’s health workforce faces a myriad of challenges 

that include infrastructural and suboptimal service 

delivery. The shortage of health workers and work tools is 

not unusual, and these shortages have their most acute 

feel in cancer care. Due to weak health systems, the 

ravenousness of, and the catastrophic expenditure 

associated with cancer and its antecedents, a cancer 

patient in a typical Kenyan setting will experience 

'treatment and persistent struggle scene', and healthcare 

providers will experience 'the extra baggage of unmet 

psychosocial concerns”.1 These experiences are at 

variance with article 43(a) of the constitution of Kenya, 
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2010, which guarantees every person the right to the 

highest attainable standard of health.2  

A recent report by the national cancer control strategy 

shows that Kenya has only 12 specialized cancer units, 

half of which are private. This points to a deficient supply 

of cancer care, forcing many patients to seek cancer care 

in far-flung facilities, which provide only 28% cancer 

coverage.3 Cancer is an emerging disease and, and going 

by the current trends, it is projected that there will be an 

estimated 95,217 incident cases by 2040 due to various 

population dynamics.4 Therefore, this projection requires 

the creation of effective health systems in which 

expanded cancer care needs will be experienced. The 

world health organization advises that effective health 

systems should comprise six core building blocks: service 

delivery, health workforce, health information systems, 

access to essential medicines, financing, and governance.5 

Of immediate importance to this system is its output, that 

is, the availability of needed care, which denotes the 

ability of the system to stock and supply sufficient health 

workers with the competencies and mix of skills to meet 

the health needs of cancer patients.6-8  

Whereas, from a technical standpoint, chemotherapy 

treatment facilities have adequate care supply to meet 

health system demands for cancer, this position remains 

speculative, as Mulemi in his monographs-coping with 

cancer and adversity and cancer crisis and treatment 

ambiguity in Kenya has explained.1,9,10 Access to health 

care has been fashioned from three perspectives: physical 

access, acceptability, and affordability, which meet the 

patient's specific health needs.11 This triumvirate of 

factors is simplistic if looked at without dissecting their 

most salient aspect: the quality of the accessible service. 

The concept of quality in clinical practice has been 

extensively examined. A systematic review has 

conceptualized quality as being referred from the 

perspective of policy, provider, and the patient.12 To this 

extent, all these components must work together with one 

goal in mind, patient satisfaction with the care that 

guarantees complete access.  

Hospitals exist to exercise professionalism by providing 

good service, described by the WHO as effective, safe, 

and of quality to those needing it.13 This definition 

transfers the duty of quality evaluation to the patient, 

while conferring the obligation of quality care provision 

to the healthcare provider. From the patient perspective, 

patient-centered care is the most paramount component of 

care and has been themed under the ambit of information 

for patients, communication between patients and 

providers, coordination of care, timeliness of care, 

responsibility for care, personalized care, and 

psychosocial support which is vital in a disease of long-

lasting engagement like cancer.14 To meet patient-

centered care requirements, facilities must have an 

appropriate distributive and qualitative cadre of health 

workers to meet patient demands. In Kenya, there is an 

artificial shortage of health workers and, generally, the 

health worker-patient ratio is below recommendation.15 

The lack of adequate equipment and staff to manage 

cancer has been documented in KNH and in MTRH.1,16-18 

This study sought to explore the perspectives of health 

workers on cancer care in selected facilities in Kenya. 

METHODS 

Study design and setting 

This was a qualitative cross-sectional descriptive study 

conducted at Kenyatta national hospital and the coast 

general teaching and referral hospital.  

Participants and sample size 

In-depth key informant interviews (KII) were conducted 

between the investigator and health workers involved in 

chemotherapy treatment. A sample size of 6 key 

informants (KIs) from Kenyatta national hospital and 

coast general teaching and referral hospital, respectively, 

was purposively selected to get a total of 12 KIs. The 

choice of KNH and CGTRH was purposeful.  

Data collection 

Data were collected face-to-face between November and 

December 2022 using a voice recorder. The flow of the 

discussion was guided using a semi-structured interview 

guide administered to key informants (KIs) comprising 

health workers at Kenyatta national hospital and coast 

general teaching and referral hospital. Both the facilities 

and the KIs were purposively selected. The interview 

guide focused on the perceptions the KIs on 

chemotherapy treatment from the perspective of the 

healthcare worker.  

Data analysis 

Data were deductively analysed by generating themes 

relevant to the objectives of the study. First, the recorded 

data were transcribed, through repeated playbacks for 

accuracy, into a word document. The recordings were re-

listened to, and again, making comparisons with the 

transcribed word document to ensure that all relevant 

information to the study had been correctly captured and 

realigned by the researcher according to the objective of 

the study, with an emphasis on what and how it was 

said.19 The second step involved generating units of 

relevance based on the alignment of the information 

gathered with the objectives of the study. Four important 

codes of relevance were highlighted regarding the 

characteristics of patients, factors of the health system, 

factors of disease, and health education support for the 

adherence to chemotherapy treatment, according to the 

specific objectives of the study. The researcher relied 

heavily on deductive approaches of data analysis, and was 

guided by the three-dimensional narrative framework that 

characterizes the elements of qualitative enquiry through 

the prism of time, place, and scene.30,21  
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Ethical considerations 

The study was approved by the national commission for 

science technology and innovation (NACOSTI) and the 

hospital ERBs in both facilities (see attachments). The 

participants consented to answer questions about various 

aspects of cancer care offered in the treatment facilities in 

accordance with the principles of autonomy.  

RESULTS 

The following are themes generated from the study. 

Theme 1: characteristics of patients who receive 

chemotherapy treatment 

To gain an understanding of the characteristics of patients 

that health care workers attended to in treatment centres, 

participants described their patients as needy or poor, 

mostly women, who presented late for treatment.  

“Our cancer patients are in dire need of any form of 

support, particularly with regard to health education and 

finances. For example, Faraja, a nongovernmental 

organization, is trying to provide meals, but certainly 

there is a need for more support regarding patient 

expectations and the course of the disease, because many 

cases have low survival due to late diagnosis (KI 1).” 

“Our patients are really in dire need, sometimes we as 

health care providers have to assist some patients with 

transportation costs back home because they cannot 

afford to walk back home especially after receiving 

chemotherapy because some are so frail, particularly the 

old ones (KI 2).” 

Regarding the most prevalent cancer types, the KIs in 

both centres revealed that breast and cervical cancer were 

the most common cancers among women, while prostate 

cancer was the most common among men. The finding 

demonstrates that cancer treatment is financially 

demanding and makes coping even worse, particularly for 

those who are economically disadvantaged. 

Theme 2: capacity of the facility to manage cancer 

patients 

Although the KIs reported general care inadequacies, 

particularly related to the size of the treatment centres, the 

participants felt that the facilities had adequate capacity to 

treat cancer patients. 

“The facility lacks drugs most of the time, and when 

patients are forced to buy their drugs, they are charged 

4600ksh for administration, yet NHIF does not cover this 

cost (KI 4).”   

“The turnaround time is too long. The facility also does 

not recognize laboratory results from laboratories outside 

the facility, leading to duplicity and delays in care (KI 

11).”  

“Look at this unit, it is so small that it cannot 

accommodate 20 patients at once; this results in a lot of 

congestion and difficult working conditions (KI 9).”  

Theme 3: factors that hinder effective cancer 

management 

The participants felt that there were some aspects of the 

reorganization of the clinic that needed to be re-aligned to 

improve the chemotherapy experience for the cancer 

patient.  

“Looking at this unit, it is so small that it cannot 

accommodate 20 patients at once; this results in a lot of 

congestion and difficult working conditions (KI 9).”  

“Let them (Management) increase the number of staff 

trained in oncology and ensure no drug stock-outs (KI 4 

and KI 5).” 

“They (management) should also incorporate other 

actors of care, such as nutritionists, patient navigators, 

and decentralization of chemotherapy dispensation would 

go a long way in decongesting the facilities (KI 11).” 

“The hospital should have a transfusion centre dedicated 

to cancer patients so that those who need transfusion can 

access it without delaying treatment due to referral to 

transfusion feeder facilities (KI 6 and KI 7).”  

DISCUSSION 

This study aimed to explore the perspectives of healthcare 

workers on factors that shape chemotherapy treatment. 

The findings suggest that the majority of cancer patients 

seen in treatment centres are women. This finding is not 

unusual and has been discussed both from a social 

construction of gender standpoint and from epidemiology 

of cancer that shows breast cancer, which commonly 

affects females, as the most prevalent cancer in Kenya.22-

25 Kenya’s cancer situation is special; first, The economist 

labelled cancer a worse diseases than AIDs in terms of 

disease burden.26 Second, Kenya is generally a poor 

country, and the financial demands placed on individuals 

due to cancer treatment can be overwhelming and can 

hinder adherence to treatment. Despite this, the 

attendance of appointments even when patients do not 

know how to get transportation facilitation reinforces the 

view that when a disease is severe and there are perceived 

benefits of treatment, viewed through Rosenstock's lens, 

the patient will most likely, as monographed in coping 

with cancer and adversity, show up for treatment.1  

Delayed initiation of treatment, that is, any period of time 

lapse of more than one month between diagnosis and the 

start of chemotherapy is a policy failure that Kenya must 

address as part of ongoing efforts to strengthen cancer 
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care.27 Many factors, particularly finances, have been 

identified to contribute to delayed initiation of treatment. 

It can be deduced that patents diagnosed with cancer and 

have an inactive NHIF must wait 60 days for the 

'maturity' of NHIF before starting chemotherapy 

treatment. One possible explanation of having an inactive 

NHIF is because of poverty, which, in this study, is a 

constant theme. The delayed initiation of treatment 

reported by the respondents in this study agrees with the 

literature and has been attributed to poverty and poor 

scores on the Eastern cooperative oncology group 

(ECOG) performance status, increased distance to 

treatment facilities30 and advanced disease at presentation 

which agrees with data from Kenya that 80% of cancer 

patients present for treatment late in the disease and may 

explain the worse scores on ECOG.28-31  

Frequent stockouts of cancer drugs and other 

commodities identified in this study is an inherent 

weakness in the cancer care continuum that has been 

highlighted in the national cancer control strategy.3 

Availability of drugs is an important health system 

ingredient as Ferrinho, points out that an effective health 

system should comprise six core building blocks: service 

delivery, health workforce, health information systems, 

access to essential medicines, financing, and 

governance.32 When there are drug stock outs, patients 

waste their time coming to the facility, miss treatment, 

and therefore suffer reduced drug efficacy,  and health 

care workers become helpless in their quest to offer 

quality care.33 has demonstrated the negative 

consequences of drug stock outs in cancer outcomes 

while Davey has argued for the mapping of factors that 

lead to cancer medicines stockouts particularly in Sub-

Sahan Africa, to which countries can borrow from the six 

policy recommendations to address cancer medicines 

shortages in Europe.34,35 Furthermore, with respect to 

information, health systems must be integrated to stem 

repetitions that add to the tragedy of catastrophic health 

expenditure and delayed care delivery.   

Congestion in cancer care facilities1 is a recurring theme, 

that has refused currently available remedies due to 

several factors.17,36 First, health facilities in Kenya are 

generally and chronically congested due to weak referral 

systems.37 Specifically for cancer, congestion stems from 

two angles. First, cancer is a new disease in Kenya, and 

still suffers from the pitfalls that have visited neglected 

tropical diseases in the past, as it does not feature in the 

Kenya health facility census report and therefore cancer 

treatment canters will be found in very rudimentary 

structures in hospitals. Second, Kenya has only 12 cancer 

care canters that serve people from far flung areas and 

therefore prone to congestion amidst few staff.38,39 This 

finding is consistent with the current result in which KIs 

were of the view that treatment centres should increase 

the number of staff trained in the care of cancer patients, 

as well as demonstrating a desire to expand cancer centres 

to handle existing and projected care demand. 

The philosophical organization of healthcare care 

delivery, ceteris paribus, is to create an omnibus care 

model that strives to meet most of the needs of patients. 

Realizing that some needs are more important than others, 

typical care models are aligned to the ideals of 

egalitarianism, Sufficientarianism, and prioritarianism.40 

This stratification of care supply coupled with 

diminishing health care resources invariably results in a 

significant patient population missing out on some 

aspects of care, as the findings of this study demonstrate. 

An important theme in this study is the unrealized 

integration of cancer care among ancillary care 

functions.41 Defined integrating care as a deliberate effort 

of amalgamating inputs, delivery, management, and 

organization of health services. Although integration in 

cancer care is a concept that is still evolving, lessons can 

be drawn from HIV and nutrition, that demonstrate that 

integration of care reduces disease burden and improves 

holistic care, which is an important concept in cancer.42-45 

An important theme that emerged was the idea of 

decentralizing chemotherapy. Although it is hypothesized 

that chemotherapy schedule design should result from 

elegant hypothesis, serendipity, and pragmatism, it is 

possible that ambulatory chemotherapy administration 

can be trialled under the ambit of homebased care, which 

would be novel in Kenya for cancer.46,47 This would, as 

the participants noted, help decongest the treatment 

centres and reduce the chances that patients would miss 

treatment due to travel costs. Furthermore, ambulatory 

chemotherapy may result in individualized care that 

adopts a holistic care approach.  

CONCLUSION 

Cancer care in Kenya has numerous challenges that 

frustrate the achievement of the health goals espoused in 

the sustainable development goals. First, poverty and the 

existential threat of catastrophic health expenditures 

hinder cancer care access. Second, the shortage of staff 

both qualitatively and quantitatively to handle increasing 

cases of cancer, as well as the shortage of cancer care 

commodities, is an impediment to staff satisfaction and 

cancer outcomes. There is need for targeted expansion of 

cancer care facilities and redesign of cancer care delivery 

policies that will deliberately result in integrated cancer 

care.  

ACKNOWLEDGEMENTS 

 

Authors would like to thank to the support from Duke 

Momanyi and Francis Bomer from Kenyatta national 

hospital and Gidnora Samba from coast general hospital 

for planning the key informant discussions. 

Funding: No funding sources 

Conflict of interest: None declared 

Ethical approval: Not required 

 

 



Mchidi N et al. Int J Community Med Public Health. 2024 Apr;11(4):1686-1691 

                                 International Journal of Community Medicine and Public Health | April 2024 | Vol 11 | Issue 4    Page 1690 

REFERENCES 

1. Mulemi BA. Coping with cancer and adversity: 

Hospital ethnography in Kenya. African Studies 

Centre. 2010. 

2. Kenya LO. The Constitution of Kenya: 2010. Chief 

Registrar of the Judiciary. 2013. 

3. MOH Kenya. The National Cancer Control Strategy 

(2023-2027). 2023. 

4. WHO. 2024. International Agency for research on 

Cancer: The Global Cancer Observatory. Available 

at: https://gco.iarc.fr/. Accessed on 10 January 2024. 

5. World Health Organization. Monitoring the building 

blocks of health systems: A handbook of indicators 

and their measurement strategies. World Health 

Organization. 2010. Available at: https://iris.who. 

int/handle/10665/258734. Accessed on 10 January  

2024. 

6. Boerma T, Abou-Zahr C, Bos E, Hansen P, Addai E, 

Low-Beer D. Monitoring and evaluation of health 

systems strengthening. An operational framework. 

WHO, Geneva. 2009. 

7. Campbell J, Buchan J, Cometto G, David B, Dussault 

G, Fogstad H, et al. Human resources for health and 

universal health coverage: Fostering equity and 

effective coverage. Bull World Heal Organization. 

2013;91(11):853-63. 

8. Nelson AM, Milner DA, Rebbeck TR, Iliyasu Y. 

Oncologic care and pathology resources in Africa: 

Survey and recommendations. J Clin Oncol. 

2015;34(1):20-26. 

9. MOH. Government of Kenya, 2014: Kenya Service 

Availability and Readiness Assessment Mapping 

(SARAM). Ministry of Health, Nairobi Kenya. 2014. 

10. Mulemi BA. Cancer crisis and treatment ambiguity 

in Kenya. Anthropol Cancer Transnational Worlds. 

2015;160-75. 

11. Evans DB, Hsu J, Boerma T. Universal health 

coverage and universal access. Bull World Heal 

Organization. 2013;91(8):546-A. 

12. Mhlanga M, Zvinavashe M, Haruzivishe C, 

Ndaimani A. Quality Nursing Care: A concept 

analysis. J Med Dental Sci Res. 2016;3(1):25-30. 

13. World Health Organization. Everybody’s business-

Strengthening health systems to improve health 

outcomes: WHO’s framework for action. 2007. 
Available at: https://rb.gy/wvtnlm. Accessed on 10 

January 2024. 

14. Hess LM, Pohl G. Perspectives of quality care in 

cancer treatment: A review of the literature. Am Heal 

Drug Benefits. 2013;6(6):321. 

15. World Health Organization. World health statistics 

2017: Monitoring health for the SDGs, sustainable 

development goals. 2017. Available at: 
https://shorturl.at/sCER4. Accessed on 10 January 

2024. 

16. Maranga IO, Hampson L, Oliver AW, Gamal A, 

Gichangi P, Opiyo A et al. Analysis of Factors 

Contributing to the Low Survival of Cervical Cancer 

Patients Undergoing Radiotherapy in Kenya. PLoS 

One. 2013;8(10):e78411. 

17. Ronniey O. Reducing Barriers to Cancer Treatment 

Completion at Kenyatta Hospital Cancer Treatment 

Center. J Oncol Navigation Survivorship. 

2019;10(11):11. 

18. McMahon DE, Singh R, Chemtai L, Semeere A, 

Byakwaga H, Grant M, et al. Barriers and facilitators 

to chemotherapy initiation and adherence for patients 

with HIV-associated Kaposi’s sarcoma in Kenya: A 

qualitative study. Infectious Agents and Cancer. 

2022;17(1):37. 

19. Liddicoat AJ. An introduction to conversation 

analysis. Bloomsbury Publishing. 2021. 

20. Pearse N. An Illustration of Deductive Analysis in 

Qualitative Research. 18th European Conference on 

Research Methodology for Business and 

Management Studies. 2019: 143-154. 

21. Clandinin DJ. Engaging in narrative inquiry. 

Routledge. 2022: 176. 

22. Courtenay WH. Constructions of Masculinity and 

Their Influence on Men’s Well-Being: A Theory of 

Gender and Health. Social Sci Med. 2000;50(10):10.  

23. Hunt K, Adamson J, Hewitt C, Nazareth I. Do 

women consult more than men? A review of gender 

and consultation for back pain and headache. J Heal 

Services Res Policy. 2011;16(2):2. 

24. Sullivan MJ, Tripp DA, Santor D. Gender differences 

in pain and pain behavior: The role of 

catastrophizing. Cognitive Therapy Res. 

2000;24:121-34. 

25. Sung H, Ferlay J, Siegel RL, Laversanne M, 

Soerjomataram I, Jemal A, Bray F. Global cancer 

statistics 2020: GLOBOCAN estimates of incidence 

and mortality worldwide for 36 cancers in 185 

countries. CA: A Cancer J Clinic. 2021;71(3):209-49. 

26. The Economist. Worse than AIDS: The burden of 

cancer is falling increasingly heavily on the poor. 

2014. 

27. Di Girolamo C, Walters S, Gildea C, Benitez Majano 

S, Rachet B, Morris M. Can we assess Cancer 

Waiting Time targets with cancer survival? A 

population-based study of individually linked data 

from the National Cancer Waiting Times monitoring 

dataset in England, 2009-2013. PLOS One. 

2018;13(8):e0201288. 

28. Gebremariam A, Addissie A, Worku A, Hirpa S, 

Assefa M, Pace LE, et al. Breast and cervical cancer 

patients’ experience in Addis Ababa city, Ethiopia: A 

follow-up study protocol. BMJ Open. 

2019;9(4):e027034. 

29. Wassie A, Simie TL, Sharew MS, Aemro MA. 

Delayed treatment initiation and its associated factors 

among cancer patients at Northwest Amhara referral 

hospital oncology units: A cross-sectional study. Int J 

Africa Nursing Sci. 2023;18:100568. 

30. Spees LP, Brewster WR, Varia MA, Weinberger M, 

Baggett C, Zhou X, et al. Examining Urban and 

Rural Differences in How Distance to Care 

Influences the Initiation and Completion of 



Mchidi N et al. Int J Community Med Public Health. 2024 Apr;11(4):1686-1691 

                                 International Journal of Community Medicine and Public Health | April 2024 | Vol 11 | Issue 4    Page 1691 

Treatment among Insured Cervical Cancer Patients. 

Cancer Epidemiol Biomarkers Prevent. 

2019;28(5):882-9. 

31. Shen SC, Hung YC, Kung PT, Yang WH, Wang YH, 

Tsai WC. Factors involved in the delay of treatment 

initiation for cervical cancer patients: A nationwide 

population-based study. Medicine. 2016;95(33):33. 

32. Ferrinho P, Daniel-Ribeiro CT, Ferrinho R, Fronteira 

I. Building-blocks to develop one health systems. 

One Heal. 2023;17:100624. 

33. Martei YM, Grover S, Bilker WB, Monare B, 

Setlhako DI, Ralefala TB, et al. Impact of Essential 

Medicine Stock Outs on Cancer Therapy Delivery in 

a Resource-Limited Setting. J Global Oncol. 

2019;5:1-11. 

34. Davey S, Grover S, Bilker WB, Setlhako DI, 

Ralefala TB, Manshimba P, et al. Retrospective 

cohort analysis of prescription patterns of cancer 

medications during periods of drug stockouts in 

Botswana. BMJ Open. 2021;11(7):e049574. 

35. The Economist. Cancer medicines shortages in 

Europe. 2017. 

36. Ndonye PK, Tagoe SNA. Current Status of 

Radiotherapy Services in Kenya. J Cancer Therapy. 

2022;13(04):218-33. 

37. Mutono N, Wright JA, Mutunga M, Mutembei H, 

Thumbi SM. Impact of traffic congestion on spatial 

access to healthcare services in Nairobi. Frontiers 

Heal Services. 2022;2:788173. 

38. MOH Kenya. Kenya health facility census report. 

2023. 

39. Kagiri H, Kiarie H, Karagu H. Assessment of 

Demand Versus Supply of Cancer Services on 

Kenya. 2020. 

40. Gustavsson E, Juth N. Principles of Need and the 

Aggregation Thesis. Health Care Analysis. 

2019;27(2):2. 

41. Gröne O, Garcia-Barbero M. Integrated care: A 

position paper of the WHO European Office for 

Integrated Health Care Services. Int J Integrated 

Care. 2001;1:e21. 

42. Cortis LJ, Ward PR, McKinnon RA, Koczwara B. 

Integrated care in cancer: What is it, how is it used 

and where are the gaps? A textual narrative literature 

synthesis. Eur J Cancer Care. 2017;26(4):e12689. 

43. Bulstra CA, Hontelez JAC, Otto M, Stepanova A, 

Lamontagne E, Yakusik A, et al. Integrating HIV 

services and other health services: A systematic 

review and meta-analysis. PLOS Med. 

2021;18(11):e1003836. 

44. Soto TA, Bell J, Pillen MB, For the Hiv/aids 

Treatment Adherenc. Literature on integrated HIV 

care: A review. AIDS Care. 2004;16(1):43-55. 

45. Ravasco P. Nutrition in Cancer Patients. J Clin Med. 

2019;8(8):1211. 

46. Hoskin P, Ostler P. Clinical oncology: Basic 

principles and practice (Fifth edition). CRC Press. 

2020. 

47. Sabbagh Dit Hawasli R, Barton S, Nabhani-Gebara 

S. Ambulatory chemotherapy: Past, present, and 

future. J Oncol Pharmacy Pract. 2021;27(4):962-73. 

 

 

 

 

 

 

 

 

 

 

 

 

Cite this article as: Mchidi N, Oyore J, Ogweno G. 

Perspectives of healthcare workers on chemotherapy 

treatment in selected facilities in Kenya. Int J 

Community Med Public Health 2024;11:1686-91. 


