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Abstract
Background: Health care workers in Kenya have launched major strikes in the public health sector in the past
decade but the impact of strikes on health systems is under-explored. We conducted a qualitative study to investi‑
gate maternal and child health care and services during nationwide strikes by health care workers in 2017 from the
perspective of pregnant women, community health volunteers (CHVs), and health facility managers.
Methods: We conducted in-depth interviews and focus group discussions (FGDs) with three populations: women
who were pregnant in 2017, CHVs, and health facility managers. Women who were pregnant in 2017 were part of a
previous study. All participants were recruited using convenience sampling from a single County in western Kenya.
Interviews and FGDs were conducted in English or Kiswahili using semi-structured guides that probed women’s
pregnancy experiences and maternal and child health services in 2017. Interviews and FGDs were audio-recorded,
translated, and transcribed. Content analysis followed a thematic framework approach using deductive and inductive
approaches.
Results: Forty-three women and 22 CHVs participated in 4 FGDs and 3 FGDs, respectively, and 8 health facility
managers participated in interviews. CHVs and health facility managers were majority female (80%). Participants
reported that strikes by health care workers significantly impacted the availability and quality of maternal and child
health services in 2017 and had indirect economic effects due to households paying for services in the private sector.
Participants felt it was the poor, particularly poor women, who were most affected since they were more likely to rely
on public services, while CHVs highlighted their own poor working conditions in response to strikes by physicians and
nurses. Strikes strained relationships and trust between communities and the health system that were identified as
essential to maternal and child health care.
Conclusion: We found that the impacts of strikes by health care workers in 2017 extended beyond negative health
and economic effects and exacerbated fundamental inequities in the health system. While this study was conducted
in one County, our findings suggest several potential avenues for strengthening maternal and child health care in
Kenya that were highlighted by nationwide strikes in 2017.
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Background
Maternal and neonatal mortality remains a significant
public health issue in Kenya [1]. The country did not
achieve targets for reductions in maternal and child
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mortality by 2015 set by the Millennium Development
Goals, and progress has been inequitably distributed
[2]. In 2017, the maternal mortality ratio was estimated
to be 342 per 100,000 live births [3], and only about 60%
of women attended four or more antenatal care (ANC)
visits and delivered with a skilled birth attendant according to the most recent Demographic and Health Survey
in 2014 [4]. Recent government initiatives have aimed to
improve access to and utilization of maternity services
[5], including a new scheme launched in 2017 called
Linda Mama that covers maternity services, including
antenatal care (ANC), delivery, and postnatal care, under
the national health insurer, the National Hospital Insurance Fund [6]. These policies have been associated with
moderate increases in ANC coverage and delivery with a
skilled birth attendant, but significant demand- and supply-side barriers remain, particularly for women who are
poorer and reside in more rural communities [7–11].
There have been frequent strikes by health care workers
in Kenya in the past decade, which likely have significant
but under-investigated short- and long-term impacts on
maternal and child health care and services. Public sector
health care workers have used strikes to protest a wide
range of issues, including low pay, poor working conditions, corruption, and breaking of collective bargaining agreements by the government, among others [12].
Strikes have accompanied significant reforms in Kenya,
most notably expanded labor rights for workers (including health care workers) to form unions and devolution
of health services from the national government to 47
newly created County governments under the new 2010
Constitution [13]. The most protracted strikes occurred
in 2017 when public sector physicians launched a 100day nationwide strike that was followed by public sector
nurses who launched their own 150-day strike. Clinical
officers, who are mid-level physician-assistant clinicians
in Kenya [14], launched their own 20-day strike led by
their union in the midst of the nurses’ strike.
Several studies in Kenya find that strikes are associated with significant decreases in inpatient admissions
and outpatient visits in public health facilities [12, 15],
but whether strikes lead to increases in population-level
mortality is less clear [16–18]. The impact of strikes on
maternal and child health services and outcomes has not
been adequately explored. One study showed evidence of
decreased immunization rates among children at public
hospitals during strikes by Kenyan health care workers
[19] while another found that rates of self-reported ANC
visits and delivery in a health facility were significantly
lower in 2017 when there were mass strikes compared to
the following year when there were not major strikes [20].
Moreover, strikes may have equally important impacts
on care and health systems in ways that are difficult to
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quantify, including important relational aspects of care
between communities, health providers and other health
system actors [21].
To investigate the impact of the prolonged strikes by
health care workers in Kenya in 2017 on maternal and
child health care and services, we conducted a qualitative study using in-depth interviews and focus group discussions (FGDs) with women who were pregnant during
strikes in 2017, community health volunteers (CHVs),
and health facility managers in one county in western
Kenya.

Methods
Study setting

This study took place in Trans Nzoia County in western
Kenya. Trans Nzoia has a population of approximately
one million people with a largely rural and agricultural
economy, and generally scores below national averages
on primary and maternal child health indicators such as
ANC, facility deliveries, and child immunizations [22].
In the most recent Kenya Demographic and Health Survey, the percentage of women who delivered in a health
facility was 41.5% in Trans Nzoia compared to 61.2%
nationally [4]. According to the Kenya Ministry of Health
Master Health Facility List, Trans Nzoia has 182 registered health facilities, which includes seven public hospitals, five private hospitals, one faith-based hospital, and
one County referral hospital [23]. In addition to nationallevel strikes by health care workers, public sector nurses
in Trans Nzoia launched their own 44-day strike across
the County from February 1, 2017 to March 23, 2017 to
protest delays in salaries, remittance of statutory deductions, and promotions [24]. This meant that in Trans
Nzoia either physicians, nurses, or clinical officers were
on strike in the public health sector for a total of 232 days
in 2017.
Study design and participants

We conducted a qualitative study using in-depth interviews and FGDs with three types of participants. Women
who were pregnant in 2017 were invited to participate
in FGDs. Eligible women who were pregnant in 2017
were participants in a different study called Chamas for
Change, a cluster randomized controlled trial to evaluate the effectiveness of a CHV-led, group-based model of
care to improve maternal and child health in Trans Nzoia
County in western Kenya. At the time of enrollment into
the Chamas for Change study, participants were 18 years
of age or older, pregnant, and less than 24 weeks gestation based on last menstrual period. Additional details
on the parent study are provided elsewhere [25]. Using
contact information provided for the Chamas for Change
study, we contacted women by phone or in person with
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a CHV to see if they would be interested in participating in this study. Purposive sampling was used to ensure
women in both peri-urban and rural communities were
invited to participate in FGDs.
CHVs and health facility managers were also recruited
using convenience sampling for FGDs and in-depth
interviews, respectively. Recruited CHVs were volunteers
(i.e., they did not receive salaries) who were nominated
by their community, worked under the supervision of a
facility-based community health extension worker, participated in the Chamas for Change training program,
and were serving as a CHV in Trans Nzoia County in
2017. Recruited health facility managers were in management-level positions at either public sub-county hospitals, the County referral hospital, or private hospitals in
Trans Nzoia in 2017, and were significantly involved in
the management and coordination of maternal and child
health services at the facility or community level.
Data collection

Data were collected between March and July 2019. All
participants provided written informed consent to participate. In-depth interviews and FGDs were conducted
by trained study research assistants in English or Kiswahili and audio recorded. Interviews lasted between 30
minutes and one hour and FGDs lasted between two
and three hours, with six to ten participants per FGD.
Facilitators used a semi-structured guide. For FGDs with
women who were pregnant in 2017, a semi-structured
guide asked women to recount their pregnancy journey in 2017 and any challenges or barriers they faced in
accessing care. For CHVs and facility managers, semistructured guides probed experiences delivering maternal and child health care during 2017, any disruptions to
care, and strategies to cope with disruptions. Interviews
and FGDs inquired about “everyday” and non-strike
related barriers to and disruptions in care as a way to better differentiate between barriers and disruptions that
were strike-specific versus ones that were unrelated to
or exacerbated by strikes. Questions specifically about
strikes and their impact on maternal and child health care
and services were left to the final section to allow discussions of strikes to emerge inductively. Demographic characteristics of study participants were collected prior to
the start of interviews and FGDs.
Analysis

Audio-recorded interviews and FGDs were transcribed
and translated into English (if necessary) by study
research assistants. Transcripts were imported into
MAXQDA (Version 18.0, VERBI GmbH, Berlin, Germany) for preliminary coding by two investigators (MLS
and LYM). Content analysis of data followed a thematic
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framework approach with preliminary coding using both
deductive and inductive approaches. An initial set of
codes and themes were defined with additional codes and
themes developed through review and re-review of transcripts with team members (JEI, AJ, GA, JCK, and SC).
Team members were deeply knowledgeable about maternal and child health care and services in this community
having worked in maternal and child health programming for many years. Illustrative quotes of major themes
were identified; quotes are included in-text and in a table.

Results
Seventy-three individuals participated in the study,
including 43 women who were pregnant in 2017, 22
CHVs, and eight health facility managers. Participants’
demographic characteristics are provided in Table 1.
Both CHVs and facility managers were predominately
female (80%). Five health facility managers were nurses,
two were public health officers, and one was a community health extension worker (a formal, paid position
based at a facility that includes managing a team of CHVs
and is usually trained as a nurse or public health officer),
with five working in public facilities and three working in
private facilities in 2017. CHVs had a median of 11 years
of experience (range seven to 30 years) while health facility managers had a median of four years of experience
(range two to 33 years) in their position.
The remainder of the results section is organized by the
major themes that emerged from interviews and FGDs,
including: (1) “everyday” challenges in maternal and child
health care in this setting in western Kenya, (2) the experiences of women, CHVs, and facility managers in accessing and/or delivering maternal and child health care
during strikes, including the impact of strikes on care
and strategies to access or maintain care during strikes,
(3) inequities that emerged and that were exacerbated
by strikes, (4) impact of strikes on key relationships in
the health system, (5) perspectives on the legitimacy of
strikes by health care workers, and (6) interventions to
maintain maternal and child health care during strikes.
Illustrative quotes are included in-text and in Table 2,
which is organized by theme and sub-theme.
“Everyday” challenges in maternal and child health care

Participants identified several important barriers to
maternal and child health care not related to strikes,
including cost of care, long distances to and wait times
at facilities, understaffing and drug stockouts, and disrespectful maternity care. Decision making related to
facility-based care was complex with women making
tradeoffs between care at facilities that they thought was
of higher quality, particularly in emergencies, and care
from traditional birth attendants that was more likely
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Table 1 Study participant characteristics

Median age, years (range)

Women pregnant in 2017 (n=43)

CHVs
(n=22)

Health facility
managers
(n=8)

28 (17-43)

46 (34-60)

33 (29-58)

43 (100%)

17 (77%)

7 (88%)

9 (21%)
34 (79%)

-

-

14 (32%)
6 (14%)
23 (54%)

-

-

-

-

5 (63%)
2 (25%)
1 (12%)

2 (5%)
17 (40%)
16 (37%)
8 (18%)

0 (0%)
11 (50%)
8 (36%)
3 (14%)

-

-

10.5 (7-30)

4 (2.5-33)

-

-

5 (63%)
3 (37%)

Sex, n (%)
Female
Marital status, n (%)
Single
Married
Employment, n (%)
Self employed
Employed
Unemployed
Occupation, n (%)
Nurse
Public health officer
CHEW
Education, n (%)
Pre-primary, none
Primary
Secondary
College/Graduate
Median years of experience (range)
Type of facility employed, n (%)
Public
Private (faith-based)

to be compassionate, confidential, and less expensive.
Another challenge to maternal and child health care was
confusion about costs of services and what services were
covered under new initiatives like Linda Mama. In many
cases it was unclear to women and even CHVs whether
fees charged for various maternal and child health services were legitimate or whether they were informal
charges or even bribes to providers. These “everyday”
challenges were important factors in shaping care seeking decisions and quality of care, and they existed apart
from issues of strikes.
Experiences of maternal and child health care
during strikes

The majority of participants identified strikes by health
care workers as the most significant barrier to maternal
and child health care in 2017. Women and CHVs often
did not differentiate between health care worker cadres
when speaking of strikes, however, there was an understanding that maternal and child health services were
“nursing” duties and were generally not performed by
other cadres of health care workers even when nurses
were on strike. This made pregnant women especially
vulnerable during nurses’ strikes, with several CHVs and
health facility managers referencing spikes in maternal
and child deaths and mother-to-child transmission of

HIV due to decreased utilization of ANC. Overall, most
participants agreed that pregnant women during the
strike were significantly less likely to access adequate
ANC, were less likely to deliver in a health facility, and
that women who did were more likely to deliver in private
facilities. Some women’s experiences during pregnancy
were deeply traumatic and chaotic, including several stories of family members or friends dying in childbirth or
losing their child during the strike. As one woman said of
her community’s experiences during the strikes, “[they]
will be in our memories for a long time to come,” (FGD
with women, Group 2, Participant 8). CHVs and health
facility managers noted the psychological toll the strikes
took on health care workers as well, with many frontline
workers empathizing with the suffering they knew was
happening including in their own communities due to
the strikes.
There were no coordinated strategies at the County or
national level that participants identified to keep maternal and child health services in the public sector operating during the 2017 strikes or to make services in the
private sector accessible. Participants described ad hoc
efforts often led by individual health care workers, CHVs,
and by communities themselves. For health facility managers, this included waiving fees and hiring more staff
at private (mostly faith-based) facilities, coordinating

Scanlon et al. Int J Equity Health

(2021) 20:210

Page 5 of 12

Table 2 Illustrative quotes by theme
Theme 1. “Everyday” challenges in maternal child care
Sub-theme 1.1. Cost of care

“Money can deter one not to go to hospitals. The strike may not be there, but
most mothers will still opt to give birth at home because they do not have
transport to take hospital… You know money is everything and without it you
cannot do anything.”
-FGD with women, Group 1, Participant 8
“We have challenges within the health sector and at the hospitals whereby
as CHVs we refer women, and they get charged Ksh 500 (USD $5) or Ksh 1,000
(USD $10), yet they have Linda Mama insurance to cover both her health and
that of the child. So, when I send a mother to deliver [in a public health facility]
and she is charged, they say that I am lying and that they are actually asked for
money when they go there... If you refer a person and [the health worker] asks
for money [from the patient], yet I told them that the service is free. From there,
the person will lose respect for you as a CHV.”
-FGD with CHV, Group 2, Participant 3

Sub-theme 1.2. Acceptability of care

“When I was in labor pains, [a health worker] abused me badly and even went
ahead and slapped me! Imagine with that condition someone treating you like
that? They should be sensitized on how to handle expectant mothers. When
I gave birth to my fist born, I concluded I will not be going to hospitals and
instead I will give birth in my home.”
-FGD with women, Group 1, Participant 7
“When we refer [women] to clinics, we require the nurses to treat them in a nice
way so that they can be motivated to attend all ANC appointments and even
deliver in a facility. When they are harassed and abused verbally, they are discouraged and their attendance drops. It also discourages us as CHVs because by
the time you have convinced a woman into accepting that she is pregnant and
going to the clinic, you would have done a great job that should not be in vain.”
-FGD with CHV, Group 3, Participant 6

Sub-theme 1.3. Quality of care

“Because of the shortages, some of the services have not been rendered effectively, and then also the quality of care to the patient is not up to standard…
There is no way one nurse can manage a ward and be able to manage all the
needs of the patients in that ward…You know when a patient comes [they]
expect to get the best but because of these challenges…there are patients who
don’t feel like they are satisfied [with] the services.”
-Interview with facility manager, Participant 3

Theme 2. Experiences of maternal child health care during strikes
Sub-theme 2.1. Poor pregnancy outcomes during the strike

“Pregnant women and children lost their lives. Many women lost their lives during delivery and this strike will be on our memories for a long time to come.”
-FGD with women, Group 2, Participant 8
“A certain woman delivered at home with the help of a traditional birth attendant and she delivered a healthy baby. Unfortunately, she developed complications during delivery and she died. I was pregnant at the time and I was really
worried that I would die during delivery but I thank God I delivered safely. During
the strike women go through a lot of challenges.”
-FGD with women, Group 2, Participant 3
“The strike really affected people from my community, especially the pregnant
mothers because maybe she attended her first ANC visit but when she came
back for her second, there was the strike. So, she didn’t come for the third,
and she defaulted and never met the fourth ANC visit… There were mothers
supposed to deliver in the facility accompanied by their birth attendant, but as
soon as they heard of the strike, they opted to deliver at home and [this] really
affected [their] health.”
-Interview with facility manager, Participant 1
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Table 2 (continued)
Sub-theme 2.2. Strategies to access care during the strike

“I also went through such an experience [during the strike] at the [traditional
birth attendant] because one needs to be assisted. Sometimes the place can
be dirty and she lacks equipment, but you just persevere because you need the
help...I was very happy because she did not ask me for any fee and she did not
harass me for coming at night. I thanked her very much.”
-FGD with women, Group 3, Participant 1
“When I arrived in the hospital I only found the watchman who told me that
there was a doctor and he went to wake him up. The doctor came, checked up
on me, [and] told me that I will give birth at 7:30am. He opened the maternity
ward for me and asked me to wait until then. When 7:30am arrived, the doctor
came and gave me a condition that in order to treat me, I had to cough up Ksh
2,500 (~USD $250) because doctors were on strike. I told him we had the money
as long as he helps me give birth with ease. After he helped me, I paid him the
money. It was a government hospital, which we are not supposed to pay any
amount since maternity services are for free, but I had to pay because of strike.”
-FGD with women, Group 1, Participant 2
“I had to take the responsibility of taking her to a Mission hospital [during the
strike], but I was told by the doctor in charge that there were no free services
and we had to pay at least some money. Since I wanted to help her, I had to
use my own money so that she could deliver safely… I had to help her because
the community trust in me. When I help them in good and bad times, they will
continue trusting in me just the way she did.”
-FGD with CHV, Group 1, Participant 2
“Yes, we were overwhelmed. We also had to discharge most of our clients earlier
than expected because we usually observe a mother for 24 hours after a delivery
to ensure both the baby and the mother are stable. But we had to shorten this
time to save space for those already in the queue because they kept streaming
in.”
-Interview with facility manager, Participant 8

Sub-theme 2.3. Impact on health care workers

“I really suffered as a person because there was so much suffering, and [patients]
come to look at you, you are to solve everything…So me, personally I could not
even sleep.”
-Interview with facility manager, Participant 5

Theme 3. Strike-related inequities in maternal child health services
Sub-theme 3.1. Indirect economic impact of strikes

I spent four thousand shillings when I went to give birth. I sold the maize I had
until I didn’t have food at home…Yes, I sold the food I had to pay the hospital
bills.”
-FGD with women, Group 2, Participant 4
“The strike came and even created poverty in the community because now the
person is sick, they take their land and they lease, they lease the land even when
the person lives there, there is no food at home, children are unable to go to
school. This thing largely affected [the community].”
-FGD with CHV, Group 2, Participant 2

Sub-theme 3.2. Vulnerability of poor, especially rural poor, communities “It was hell in the community…Because most people affected are the common
ones, the poor ones, the common “mwananchi,” [they] are the most affected
because you will find the fairly well-off people are able to access services elsewhere. But now you find the local community suffers the most,”
-Interview with facility manager, Participant 8
“The person that really suffers is the one based in the community because if you
look at it, for us that come from the community these private clinics are not
many compared to those in towns. For a mother that comes from the village, in
order for her to get to the private clinic it will really cost her a lot and life here in
the village is difficult. You can’t compare a mother from the village and the one
from town because the one in town can easily access the private clinics during
strikes as there are plenty of them, so the one being affected is the one from the
community.”
-FGD with women, Group 4, Participant 10
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Table 2 (continued)
Sub-theme 3.3. Role of CHVs in health system

“Sincerely speaking, the CHVs have been abused. For example, I have been working as a CHV for the past 30 years, I have been working under the health sector,
but I have never seen the benefits of this work, yet I have not been employed. I
am just doing it out of heart…So, what I am saying is, don’t let me be your stepping stone yet you don’t want to help me.”
-FGD with CHV, Group 1, Participant 6
“The CHVs are the people who work at the ground and yet those who are paid
are in the offices. We walk around villages looking for those who have defaulted
medications, and pregnant mothers who need to start their ANC visits... The
government should recognize our work as CHVs and they should omit the V
in Community Health Volunteer and replace it with the W to be Community
Health Workers as it used to be…So, you need to remember us, because we are
like your pillars. If we collapse, then you will also collapse.”
-FGD with CHV, Group 1, Participant 2

Theme 4. Relational dimensions of strikes in the health system
Sub-theme 4.1. Impact of strikes on relationships and trust in health
system

“During the strike, I lacked respect and value in the community. When I would
visit a household and make a referral, they would not listen to me because there
was no one in the facility to provide medical services. They told me I was of no
help since the referrals I made were of no use, and I wasn’t providing money for
them to attend private facilities. I felt dejected since many people were dying
and yet our hands were tied. They were associating us with the doctors and
claimed that we were also on strike. This caused an injury to the relationship we
had with the people in the community since we are the link between the community and the hospitals. I couldn’t tell the people anything, I had no referrals to
make, no drugs to offer; some told me not to step in their houses.”
-FGD with CHV, Group 3, Participant 3
“When you work in a hospital, you create a relationship with the community…
but when there is a strike, they don’t understand why you cannot assist…they
tend not to trust us again…It really affected me. We have invested so much in
community health…but because of the strike the relationship that we had built
was broken, [and mothers] went back to the traditional birth attendants.”
-Interview with facility manager, Participant 7

Theme 5. Perspectives on the legitimacy of strikes by health care workers
Sub-theme 5.1. Support for legitimacy of strikes

“The doctors were demanding what was rightfully theirs…We saw in the media
that the government did not fulfill their end of the bargain.”
-FGD with women, Group 2, Participant 5
“We could be putting the blame on our doctors, but they are working in
unpleasant environments. Most of the times we put our focus on money issues,
that the doctors need salary increment, yet they want a good environment at
their workplace so that they could perform better and not to be blamed for
deaths.”
-FGD with CHV, Group 1, Participant 2
“Sometimes you have to demand for your rights and because now in Kenya,
it is a tradition. If you want something you have to go on strike because if you
negotiate, you will never get [it]. Going on strike is not a good thing, because
let’s say for the nurses and doctors the impact of the strike was too much on the
patient, and politicians who are well off go to private facilities. So, it’s like they go
on strike, but the politicians can’t feel the pain.”
-Interview with facility manager, Participant 4

Sub-theme 5.2. Lack of support for legitimacy of strikes

“The advantage of the strike is only felt by the doctors because they don’t lose
their loved ones. They can treat them at home or even send them abroad for
medication since they have money. The disadvantage of [the] strike is felt by us
because we lose a lot of people in the community and there is nothing more
painful than seeing someone fighting for their life and succumb before your
own eyes…When the strike ends, the doctors return to work but the pain of
losing someone because doctors decided not to save lives is a wound that never
heals.”
-FGD with CHV, Group 3, Participant 4
“I recommend that the government should investigate those doctors who have
their private clinics waiting for strikes and then they recommend patients to go
there [during strikes in the public sector].”
-FGD with women, Group 3, Participant 4
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Table 2 (continued)
Theme 6. Interventions to maintain maternal child health care during strikes
Sub-theme 6.1. Maintenance of minimum services

“I would ask the government, whenever the nurses working in maternity [wards]
want to go on strike or whenever the strike is on, then they should consider
salary increments for them so that they can help the expectant mothers and
babies. Because when these babies are born, no one knows they can end up
being presidents or even doctors. We should not lose lives. So, they should have
a salary increment before the strike. And the nurses should take their grievances
and complaints before striking so that the government can sort them as they
continue working. They should never leave us stranded on the roads.”
-FGD with women, Group 4, Participant 7
“I think the government could have prioritized pregnant women because strikes
don’t normally last long so maternity services should be availed throughout as it
might lead to death of the child or mother or both…the maternity wing of the
hospital should always be open.”
-FGD with women, Group 4, Participant 12

Sub-theme 6.2. Provide free services in public and private hospitals and “I can say these clinics should be free whether [they are] public or private faciliclinics
ties. The services you get in public should also be offered in the private facilities.
Any test that is done in public [facilities] for free should also be free in private
facilities…pregnant women should be recognized anywhere, both in public and
private.”
-FGD with women, Group 3, Participant 5
Sub-theme 6.3. Coordination with private and non-profit sectors dur‑
ing strikes

Sub-theme 6.4. Corruption

services, referrals, and supplies between public and private facilities, and delivering services at public facilities
in secret or outside of the facility. For communities and
CHVs, this often meant raising money or using their own
money to pay for services for family members, friends,
and community members.
Strike‑related inequities in maternal and child health
services

Strike-related barriers to care were not equitably distributed across communities, and participants highlighted
that it was poorer women and children who were most
negatively affected by strikes since they were less likely
to have the resources to access care in private facilities
where most services remained operational. Inequities
in terms of the impact of strikes on maternal and child
health was a major theme – i.e., that the poor were often

“Please work hand in hand from the community, even the private and the faith
based [facilities] with public institutions [and] health facilities, so that in case
there is another strike in the future…it is good to work hand in hand so that
when there is a strike it is good to support these private people to work so that
they may fill these gaps.”
-Interview with facility manager, Participant 5
“I would like to say this Beyond Zero [organization] is all about mothers and
children. The government should look for qualified nurses from Beyond Zero so
that in cases of strikes they are available and are deployed in every facility, so
that when the mothers come at least they can be attended to easily. They can
be employed by Beyond Zero and be like the Flying Doctors [organization]. So,
when the Beyond Zero vehicle comes it should come with nurses on board to be
dispersed in every facility to save these mothers.”
-FGD with women, Group 4, Participant 1
“The issue of corruption has really been on a rise. You find that money for paying
workers is released by the national government to the County government.
But the County government diverts the money. Those giving services in these
institutions [i.e., health workers] have children in schools and also some need to
pay their rents…yet the money is delayed up to the 15th day of the money. So,
corruption has also been a factor that contributes to strikes.”
-FGD with CHV, Group 1, Participant 7

left completely without access to care during strikes while
a better off minority was largely unaffected because they
could pay for care in the private sector. As one facility
manager said, it was, “the poor ones, the common “mwananchi,” [they] are the most affected because you will find
the fairly well-off people are able to access services elsewhere.” (Interview with facility manager, Participant 8).
Participants also highlighted the significant economic
impact on some patients and communities due to paying
for care mostly in the private sector, which had the potential to push families deeper into economic insecurity and
poverty. One CHV described strikes as “creating poverty”
because sick family members could no longer work, and
households spent livelihoods and savings to access care
in private facilities. Several CHVs used the opportunity in
discussions about strikes by health care workers to highlight their own challenging work environments, that their
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work was not adequately valued in the health system, and
that they should be formally employed and paid by the
government. As one CHV said, “The CHVs are the people
who work at the ground and yet those who are paid are in
the offices…So, you need to remember us, because we are
like your pillars. If we collapse, then you will also collapse,”
(FGD with CHVs, Group 1, Participant 2).
Relational dimensions of strikes in the health system

Another major theme that emerged was how strikes
impacted key relationships in the health system, including patient-provider and community-CHV relationships.
Health facility managers and CHVs spoke at length about
their efforts to build relationships and trust with communities that were essential to improving maternal and child
health services and affecting decisions about care seeking, particularly for pregnant women. Strikes by health
care workers strained and sometimes severed these relationships between the community and health system. As
one facility manager put it, “We have invested so much in
community health…but because of the strike the relationship that we had built was broken, [and mothers] went
back to the traditional birth attendants,” (Interview with
facility manager, Participant 7). CHVs felt they were put
in impossibly difficult situations during strikes, receiving
little guidance from their supervisors about what services
remained open and directions for referring patients to
care. Several CHVs described stories of using their own
money to help pregnant women and mothers access
care during the strike. As one CHV put it in reference
to arranging for care at a private hospital for a pregnant
mother, “I had to help her because the community trust
in me. When I help them in good and bad times, they will
continue trusting in me just the way she did,” (FGD with
CHVs, Group 1, Participant 2).
Perspectives on the legitimacy of strikes by health care
workers

Participants expressed mixed feelings in terms of the
legitimacy of strikes by health care workers. Some
women and CHVs supported health care workers in
their fight for “what was rightfully theirs” (FGD with
women, Group 2, Participant 3), and believed they were
fighting to ultimately improve the public health system
and not just serving their own interests. Others were
skeptical of striking health care workers for a variety of
reasons, including health care workers “valuing money
more than lives” (FGD with women, Group 3, Participant 3) and suspicions that physicians in particular benefitted because they owned private hospitals and clinics
that profited from increased demand during strikes.
Among some participants, there was a feeling that health
care workers were not as affected by the strike as those
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in the community, and that “the advantage of the strike is
only felt by the doctors because they don’t lose their loved
ones…since they have money,” (FGD with CHV, Group 3,
Participant 4). Several health facility managers acknowledged the pain and suffering caused by strikes while
defending the actions of striking health care workers as a
last resort, and that “if you want something you have to go
on strike, because if you negotiate, you will never get [it],”
(Interview with facility manager, Participant 4).
Interventions to maintain maternal and child health care
during strikes

Health facility managers and CHVs alluded to several
strategies that could mitigate the negative impact of
strikes particularly for maternal and child health services.
Several health facility managers suggested more formal links between public and private health facilities be
established, and that this coordination could help in sharing resources across institutions and referring patients
during times of crisis like strikes. CHVs advocated for
more training and coordination so that they could better support their communities during strikes alongside
demands for salaried positions as formal actors in the
health system. Additional strategies to prevent future
strikes included policy reforms to revert management
of human resources back to the national government
and addressing issues of corruption in the health system. Many women felt that the government had a special
obligation to certain vulnerable populations, including
pregnant women and children, to maintain minimum
services during strikes. As one woman said, “when these
babies are born, no one knows…they could end up being
presidents or doctors, and we should not lose lives [during
strikes],” (FGD with women, Group 4, Participant 7). Suggestions for maintaining these services included waiving
fees in private facilities and coordinating with non-governmental organizations who could provide health care
workers and services during crises like strikes.

Discussion
Women who were pregnant, CHVs, and health facility
managers in Trans Nzoia, Kenya revealed various ways in
which the health care workers’ strikes in 2017 impacted
maternal and child health care and services in western
Kenya. First, strikes in the public sector increased existing barriers to and delays in basic ANC and primary care
as well as emergency care during pregnancy that were
disproportionately experienced by the poor. While this
study took place in only one County, our qualitative findings are supported by studies elsewhere in Kenya that
show strikes by health care workers are associated with
significant declines in inpatient and outpatient admissions in public health facilities [12], and utilization of
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services like routine infant immunizations [19]. Several
participants referenced people in their community dying
due to strikes. Evidence that strikes increase mortality
in Kenya is mixed [16–18], however, studies using only
inpatient hospital data to capture mortality will miss
deaths that happen in the community, and thus undercount overall mortality [26, 27]. In addition, the longterm effects of interrupted ANC, primary care, and early
childhood immunizations may be only understood years
or decades later. While assessing long-term effects of the
2017 strikes was outside of the scope of this study, we
recognize that they are important areas of further study
even though they may be difficult to identify and link to
specific strikes actions.
Participants described a generally chaotic situation
during strikes in 2017 and a lack of coordinated efforts at
the national and County level to maintain basic services
for maternal and child health. Health systems resilience is
a useful concept for understanding internal and external
shocks to health systems [28]. Kruk and colleagues define
it as “the capacity of health actors, institutions, and populations to prepare for and effectively respond to crises;
maintain core functions when a crisis hits; and, informed
by lessons learned during the crisis, reorganize if conditions require it,” [29]. Scholars have used the concept of
resilience to analyze various shocks to health systems,
including infectious disease outbreaks, natural disasters,
conflict, migration, and other political and economic crises [30–34], but it may also be well suited to understanding the capacity of health systems to respond to shocks
such as mass health care workers’ strikes [35, 36]. We
did not find evidence of systems-level strategies to cope
and adapt to strikes but found that individual facilities,
health care workers, CHVs, and communities employed
their own strategies, consistent with findings published
elsewhere [36]. These strategies were mostly “absorptive”
and “adaptive” in nature, meaning they were short-term
and limited in nature and less likely to represent “transformative” efforts to fundamentally alter or change the
health system. CHVs, however, suggested more transformative strategies, such as paying CHVs and providing
more supervision and training that could mitigate some
negative impacts of strikes especially for primary and
community-based care.
A major theme that emerged in our data was the
importance of relational dynamics of maternal and child
health care, particularly trust, and the impact strikes
had on these critical relationships between communities and the health system in this part of Kenya. There
has been increasing attention to the role of trust in health
systems, particularly among scholars who understand
health systems as inherently social and relational systems
[37, 38]. Studies show that trust in providers, including
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community providers such as CHVs, can lead to a variety
of improved patient outcomes such as health behaviors,
adherence to treatment, patient satisfaction, and quality of life [39–41], but trust may be particularly important and operate in specific ways in the highly gendered
context of maternity care [42]. Many women in our
study recounted experiences or stories of poor quality
and disrespectful maternity care at facilities not related
to strikes, consistent with other studies [43]. Research
shows that perceptions of poor quality maternal and
child health services among mothers, including long wait
times, lack of providers and essential equipment and
drugs, disrespectful care, and out-of-pocket payments,
represents important barriers to seeking care [44]. In
our study, CHVs and health facility managers described
investing significant time and energy in building trusting
relationships with women to improve utilization of services, but that these efforts were often damaged by health
care workers’ strikes. It is unclear what the long-term
implications of damage to these relationships between
women, health care workers, and the health system, and
whether the strikes in 2017 or subsequent strikes will
have a long-term impact on women’s decision-making
about seeking care and trust in the health system [21].
Notably, health care workers raised many issues related
to poor care, including lack of investments in public
health systems, as central to their motivations to strike
[36].
Finally, strikes by health care workers exacerbated systematic and long-standing inequities in the health system. For pregnant women and others in need of care, this
meant that it was disproportionately the poor who struggled most to access health care during strikes, while the
financial burden of paying for care in the private sector
sometimes resulted in pushing families and communities
deeper into poverty. Addressing inequities in access to
and utilization of health services is a major challenge in
the Kenyan health system [45], and this study reveals the
ways in which health care workers’ strikes may further
entrench these inequities, both in terms of acute impacts
on access to services during strikes as well as overall trust
in these services that affect care seeking in the future. The
2017 strikes occurred as the government was rolling out a
universal maternal and child health policy, Linda Mama,
and while health care workers largely support universal
health initiatives in Kenya, they feel unsupported and
ill-equipped to implement these policies on the ground
[46]. Additionally, in this study, CHVs articulated their
own precarious working conditions in the health system
as unpaid but critically important actors when speaking
about health care workers’ strikes. As debates about formalizing community-based health care workers in the
health system continue [47], the potential for organizing

Scanlon et al. Int J Equity Health

(2021) 20:210

and collective action among this cadre for better labor
protections and decent work may become a new frontier
of labor action [48].
There are several limitations to this study. We recruited
participants from a single County in western Kenya, and
our findings may not be generalizable to other parts of
Kenya. Devolution of health services has led to significant autonomy among Counties in managing health services and health workforces, including on issues related
to strikes, and it is possible that maternal and child health
services were impacted differently across Counties. In
addition to national level strikes, health care workers
in Trans Nzoia County where this study was based led
County-wide strikes, potentially creating additional challenges to maternal and child health services compared
to other Counties in 2017. Our study took place about
one and a half years after the 2017 strikes by health care
workers and there is a risk of recall bias. In addition, the
2017 strikes by health care workers were major social and
political events in Kenya with substantial media coverage,
which may have created certain narratives. Facilitators of
FGDs and interviews, who were familiar with the community and region, were trained to let discussions about
strikes emerge inductively from questions about barriers to and disruptions in maternal and child health care.
Finally, participants often did not specify which health
care workers’ strike they were referring to, so it was difficult to tease out how maternal and child health may be
affected differently depending on what cadre of health
care worker is on strike.

Conclusion
In this qualitative study, participants in one County in
western Kenya described significant impacts on maternal and child health care and services during the 2017
strikes by health care workers as well as negative economic impacts on households and strained relationships
and distrust in the health system. Strikes exacerbated
existing and fundamental inequities in the health system,
and our findings suggest that addressing these inequities and rebuilding relationships and trust that undergird
the health system will be critical to improving maternal
and child health care and initiatives during and outside of
strikes by health care workers.
Acknowledgements
The study team would like to thank the study participants for volunteering
their time and sharing deeply personal information with the study team. We
would also like to thank the community health volunteers who helped us
identify participants for study enrollment.
Authors’ contributions
MLS, LYM, JS, LR, and ACD were responsible for the initial study concept and
design. JEI, AJ, GA, SC, JCK led the collection of study data. MLS, LYM, JEI, AJ,
GA, SC, and JCK led the analysis of study data. MLS led the drafting of the
initial manuscript. All authors provided critical feedback on various drafts of

Page 11 of 12

the manuscript. All authors approved the final version of the manuscript. JS,
LR, and ACD served as co-principal investigators for this study as well as the
parent study and are recognized by the authorship team as co-senior authors
on the manuscript.
Funding
The lead author (MLS) was supported by a Fulbright Student Research Award
from the US Department of State’s Bureau of Educational and Cultural Affairs
and a Fogarty Global Health Fellowship through the Northern Pacific Global
Health Research Fellows Training Program (Grant number D43TW009345).
This study was also supported by a grant through Saving Lives at Birth (SL@B
partnership) from Grand Challenges Canada (Grant number 0755-03) to JS, LR,
and ACD. The funding agencies had no role in the design of the study, the col‑
lection, analysis, and interpretation of data, or in the writing of the manuscript.
Availability of data and materials
The data generated for the study is not publicly available. Requests for the
qualitative analysis codebook and/or de-identified transcripts can be made to
the corresponding author.

Declarations
Ethics approval and consent to participate
All study participants provided written informed consent to participate in
study activities. Participants did not receive any compensation for participa‑
tion. Participants were assigned a random study ID which was used to identify
them in analysis. The study was approved by the Moi University and Moi
Teaching and Referral Hospital Institutional Research and Ethics Committee
(protocol: IREC/2016/269) in Eldoret, Kenya and the Indiana University School
of Medicine Institutional Review Board (protocol: 34173354) in Indianapolis,
Indiana, USA. All methods were performed in accordance with the relevant
guidelines and regulations.
Consent for publication
Not applicable.
Competing interests
The authors declare that they have no competing interests.
Author details
1
Indiana University Center for Global Health, 702 Rotary Circle, Suite RO
101, Indianapolis, IN, USA. 2 Academic Model Providing Access to Healthcare
(AMPATH), Eldoret, Kenya. 3 Department of Medicine and Pediatrics, Mas‑
sachusetts General Hospital, Boston, MA, USA. 4 Department of Child Health
and Paediatrics, College of Health Sciences, School of Medicine, Moi University,
Eldoret, Kenya. 5 Department of Medicine, Indiana University School of Medi‑
cine, Indianapolis, IN, USA. 6 Department of Obstetrics and Gynaecology,
University of British Columbia, Vancouver, Canada. 7 Department of Obstetrics
and Gynaecology, University of Toronto, Toronto, Canada.
Received: 31 May 2021 Accepted: 11 September 2021

References
1. Owolabi O, Riley T, Juma K, Mutua M, Pleasure ZH, Amo-Adjei J, et al.
Incidence of maternal near-miss in Kenya in 2018: findings from a
nationally representative cross-sectional study in 54 referral hospitals.
Sci Rep. 2020;10(1):15181.
2. Keats EC, Ngugi A, Macharia W, Akseer N, Khaemba EN, Bhatti Z, et al.
Progress and priorities for reproductive, maternal, newborn, and child
health in Kenya: a countdown to 2015 country case study. Lancet Glob
Health. 2017;5(8):e782–e95.
3. WHO U, UNFPA, World Bank Group, the UN Population Division. Trends
in maternal mortality: 2000 to 2017. Geneva: World Health Organiza‑
tion [Available from: https://data.worldbank.org/indicator/SH.STA.
MMRT?locations=KE]; 2019.
4. Kenya Demographic and Health Survey, 2014. Nairobi: Kenya National
Bureau of Statistics.

Scanlon et al. Int J Equity Health

5.
6.
7.

8.
9.
10.
11.
12.
13.
14.
15.
16.

17.
18.

19.
20.

21.
22.
23.
24.
25.

26.
27.
28.

(2021) 20:210

Masaba BB, Mmusi-Phetoe RM. Free maternal health care policy
in Kenya: level of utilization and barriers. Int J Africa Nurs Sci.
2020;13:100234.
Linda Mama services. Nairobi: National Hospital Insurance Fund, Kenya
[Available from: http://www.nhif.or.ke/healthinsurance/lindamamaServic
es].
Dennis ML, Benova L, Abuya T, Quartagno M, Bellows B, Campbell OMR.
Initiation and continuity of maternal healthcare: examining the role of
vouchers and user-fee removal on maternal health service use in Kenya.
Health Policy Plan. 2019;34(2):120–31.
Owuor H, Amolo AS. Interrupted time series analysis of free mater‑
nity services policy in Nyamira County, Western Kenya. PLoS One.
2019;14(5):e0216158.
Tama E, Molyneux S, Waweru E, Tsofa B, Chuma J, Barasa E. Examining the
implementation of the free maternity services policy in Kenya: A mixed
methods process evaluation. Int J Health Policy Manag. 2018;7(7):603–13.
Kabia E, Mbau R, Oyando R, Oduor C, Bigogo G, Khagayi S, et al. “We
are called the et cetera”: experiences of the poor with health financing
reforms that target them in Kenya. Int J Equity Health. 2019;18(1):98.
Lang’at E, Mwanri L, Temmerman M. Effects of implementing free mater‑
nity service policy in Kenya: an interrupted time series analysis. BMC
Health Serv Res. 2019;19(1):645.
Irimu G, Ogero M, Mbevi G, Kariuki C, Gathara D, Akech S, et al. Tackling
health professionals’ strikes: an essential part of health system strength‑
ening in Kenya. BMJ Glob Health. 2018;3(6):e001136.
McCollum R, Limato R, Otiso L, Theobald S, Taegtmeyer M. Health system
governance following devolution: comparing experiences of decentrali‑
sation in Kenya and Indonesia. BMJ Glob Health. 2018;3(5):e000939.
Mbindyo P, Blaauw D, English M. The role of clinical officers in the Kenyan
health system: a question of perspective. Hum Resour Health. 2013;11:32.
Njuguna J. Impact of health workers’ strike in August 2014 on health
services in Mombasa County Referral Hospital, Kenya. J Health Care Poor
Underserved. 2015;26(4):1200–6.
Adam MB, Muma S, Modi JA, Steere M, Cook N, Ellis W, et al. Paedi‑
atric and obstetric outcomes at a faith-based hospital during the
100-day public sector physician strike in Kenya. BMJ Glob Health.
2018;3(2):e000665.
Kaguthi GK, Nduba V, Adam MB. The impact of the nurses’, doctors’ and
clinical officer strikes on mortality in four health facilities in Kenya. BMC
Health Serv Res. 2020;20(1):469.
Ong’ayo G, Ooko M, Wang’ondu R, Bottomley C, Nyaguara A, Tsofa BK,
et al. Effect of strikes by health workers on mortality between 2010 and
2016 in Kilifi, Kenya: a population-based cohort analysis. Lancet Glob
Health. 2019;7(7):e961–e7.
Njuguna J. Impact of nurses’ strike in Kenya on number of fully immu‑
nized infants in 18 county referral hospitals. J Health Care Poor Under‑
served. 2018;29(4):1281–7.
Scanlon ML, Maldonado LY, Ikemeri JE, Jumah A, Anusu G, Bone J, et al.
A retrospective study of the impact of health worker strikes on maternal
and child health care utilization in western Kenya. BMC Health Serv Res.
2021;21:898.
Muma Nyagetuba JK, Adam MB. Health worker strikes: are we asking the
right questions? Lancet Glob Health. 2019;7(7):e831–e2.
Trans Nzoia County: Health at a Glance Nairobi: Ministry of Health, Gov‑
ernment of Kenya and Health Policy Project/USAID; May 2015.
Kenya Master Health Facility List: Ministry of Health, Government of
Kenya; 2019 [Available from: http://kmhfl.health.go.ke/#/home.
Bwayo P. Nurses in Trans Nzoia County call of their 44-day strike. Daily
Nation (Kenya). 2017 March 24, 2017.
Maldonado LY, Bone J, Scanlon ML, Anusu G, Chelagat S, Jumah
A, et al. Improving maternal, newborn and child health outcomes
through a community-based women’s health education program: a
cluster randomised controlled trial in western Kenya. BMJ Glob Health.
2020;5(12):e003370.
The L. Kenya’s nurses strike takes its toll on health-care system. Lancet.
2017;389(10087):2350.
Williams PCM. The reality of the mortality statistics of the nurses’ strike in
Kenya. Lancet. 2017;390(10094):551.
Kutzin J, Sparkes SP. Health systems strengthening, universal health
coverage, health security and resilience. Bull World Health Organ.
2016;94(1):2.

Page 12 of 12

29. Kruk ME, Myers M, Varpilah ST, Dahn BT. What is a resilient health system?
Lessons from Ebola. Lancet. 2015;385(9980):1910–2.
30. Ammar W, Kdouh O, Hammoud R, Hamadeh R, Harb H, Ammar Z, et al.
Health system resilience: Lebanon and the Syrian refugee crisis. J Glob
Health. 2016;6(2):020704.
31. Thomas S, Keegan C, Barry S, Layte R, Jowett M, Normand C. A framework
for assessing health system resilience in an economic crisis: Ireland as a
test case. BMC Health Serv Res. 2013;13:450.
32. Massuda A, Hone T, Leles FAG, de Castro MC, Atun R. The Brazilian health
system at crossroads: progress, crisis and resilience. BMJ Glob Health.
2018;3(4):e000829.
33. Martineau T, McPake B, Theobald S, Raven J, Ensor T, Fustukian S, et al.
Leaving no one behind: lessons on rebuilding health systems in conflictand crisis-affected states. BMJ Glob Health. 2017;2(2):e000327.
34. Kieny MP, Dovlo D. Beyond Ebola: a new agenda for resilient health
systems. Lancet. 2015;385(9963):91–2.
35. Kagwanja N, Waithaka D, Nzinga J, Tsofa B, Boga M, Leli H, et al. Shocks,
stress and everyday health system resilience: experiences from the Ken‑
yan coast. Health Policy Plan. 2020;35(5):522–35.
36. Waithaka D, Kagwanja N, Nzinga J, Tsofa B, Leli H, Mataza C, et al. Pro‑
longed health worker strikes in Kenya- perspectives and experiences of
frontline health managers and local communities in Kilifi County. Int J
Equity Health. 2020;19(1):23.
37. Gilson L. Trust and the development of health care as a social institution.
Soc Sci Med. 2003;56(7):1453–68.
38. Meyer S, Ward P, Coveney J, Rogers W. Trust in the health system: an
analysis and extension of the social theories of Giddens and Luhmann.
Health Soc Rev. 2008;17(2):177–86.
39. Birkhauer J, Gaab J, Kossowsky J, Hasler S, Krummenacher P, Werner C,
et al. Trust in the health care professional and health outcome: A metaanalysis. PLoS One. 2017;12(2):e0170988.
40. Grant M, Wilford A, Haskins L, Phakathi S, Mntambo N, Horwood CM. Trust
of community health workers influences the acceptance of communitybased maternal and child health services. Afr J Prim Health Care Fam
Med. 2017;9(1):e1–8.
41. Mishra A. ’Trust and teamwork matter’: community health workers’
experiences in integrated service delivery in India. Glob Public Health.
2014;9(8):960–74.
42. Sripad P, Ozawa S, Merritt MW, Jennings L, Kerrigan D, Ndwiga C, et al.
Exploring meaning and types of trust in maternity care in Peri-Urban
Kenya: A qualitative cross-perspective analysis. Qual Health Res.
2018;28(2):305–20.
43. Abuya T, Warren CE, Miller N, Njuki R, Ndwiga C, Maranga A, et al. Explor‑
ing the prevalence of disrespect and abuse during childbirth in Kenya.
PLoS One. 2015;10(4):e0123606.
44. Ansu-Mensah M, Danquah FI, Bawontuo V, Ansu-Mensah P, Kuupiel D.
Maternal perceptions of the quality of care in the free maternal care
policy in sub-Sahara Africa: a systematic scoping review. BMC Health Serv
Res. 2020;20(1):911.
45. Ilinca S, Di Giorgio L, Salari P, Chuma J. Socio-economic inequality and
inequity in use of health care services in Kenya: evidence from the fourth
Kenya household health expenditure and utilization survey. Int J Equity
Health. 2019;18(1):196.
46. Koon A, Smith L, Ndetei D, Mutiso V, Mendenhall E. Nurses’ perceptions
of universal health coverage and its implications for the Kenyan health
sector. Critical Public Health. 2017;27(1):28–38.
47. Kelly A, Mitra S, Elung’at J, Songok J, Jackson S, Christoffersen-Deb A. Can
the financial burden of being a community health volunteer in western
Kenya exacerbate poverty? Health Promot Int. 2020;35(1):93–101.
48. Trafford Z, Swartz A, Colvin CJ. “Contract to volunteer”: South African
community health worker mobilization for better labor protection. New
Solut. 2018;27(4):648–66.

Publisher’s Note

Springer Nature remains neutral with regard to jurisdictional claims in pub‑
lished maps and institutional affiliations.

