












 

22 

 

Nursing Council of Kenya curriculum revision 

Based on the consensus of the KMTC meeting, the Nursing Council of Kenya (NCK) 
included EC in the 2009 revision of the National Registered Nursing syllabus and 
procedure manual for nurses. As a national regulatory body, the NCK is mandated 
to ensure quality training for nurses through the periodic revision of a national 
training file, syllabus and procedure manual.  Incorporation of EC into the syllabus 
ensures that EC is included in all professional education and examinations. 

As articulated by the NCK, EC was considered an emerging issue in reproductive 
health that is of immense public health importance. The sub-topics covered under 
emergency contraception in the syllabus are: definition, indications, types, modes of 
action, dosage guidelines, side effects, counseling of clients, importance of bridging 
EC users to other RH and HIV/AIDS/STI services, and common questions and 
concerns from clients that health providers need to know. 

 

Ensuring stock sustainability 
The MOH, with support of UNFPA, has made notable efforts to maintain consistent 
stocks of EC.  Since 2005, the MOH has obtained 1,100,000 units of EC, and has 
committed to purchasing another 5,875,000 Units (expected June 2010) with its own 
funds.  Despite these efforts, the MOH has experienced challenges in meeting 
demand for the method. As Figure 5 illustrates, by the end of July 2009 only 0.3 
months of EC stock was remaining in KEMSA stores, and procurement for an 
additional 10.3 months supply was pending. Unfortunately, this is below the 
minimum recommended stock level of 12 months, and requirements are expected to 
increase along with awareness.  

Figure 5: Short term contraceptive commodities stock status, July 2009 

 
Source: FP Commodity Stock Status June 2009 - MSH data from LMU, DRH, KEMSA, UNFPA, USAID and 
PSI 
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Policy and procedure changes 

The Initiative has been successful in ensuring that EC is integrated into the 
documents that underpin contraceptive security.  In 2008, a column for EC was 
added to the revised FP register, which helps to ensure that EC utilization is 
properly recorded and captured in facility-level stock re-ordering.  An example of 
the current register is shown in Appendix 1. 
 
EC is also included in the country’s national Contraceptive Security Strategy, which 
is intended to limit stock-outs of essential family planning commodities. 
 

Evaluation of training outcomes 
Overall, in-service training constituted the most extensive element of the public 
sector strengthening program and had the potential to demonstrate the most impact 
within the life of the initiative. As a result, the evaluation of this component 
consisted of national surveys to assess the outcome of training efforts on providers’ 
knowledge, attitudes and practices (KAP) toward EC. 

 

Methods  

In May 2009, providers in Rift Valley and Central Provinces participated in a KAP 
survey on FP and EC.17  These providers were asked the same set of questions as 
those who participated in the 2007 assessment, although due to differences in the 
sampling methodology, the two data sets are not directly comparable. Variations in 
the penetration of training efforts, especially those conducted by the APHIA II 
partners, rendered replication of the 2007 sampling strategy ineffective in capturing 
the impact of the trainings. Instead, a more focused evaluation strategy was adopted 
that compared sites known to have received CTU trainings with those that did not. 

A total of 30 health facilities (15 in each province) matched by level (7 hospitals, 7 
health centers and 1 dispensary from each site) were included in the study. In each 
of the selected facilities, all cadres of health care providers who are likely to provide 
EC and other family planning (FP) services (obstetricians and gynecologists, clinical 
officers, nurses, and midwives) were eligible to respond to a self-administered 
questionnaire. A total of 74 providers from CTU and 73 from non-CTU facilities 
participated in the study. The questionnaires solicited information on the providers’ 
background characteristics, knowledge of EC, prior experiences with dispensing EC, 
and perceptions about its efficacy and side-effects. Providers who had ever 
dispensed EC were also asked whether they offered additional reproductive health 
(RH) services to EC clients, such as post-exposure prophylaxis (PEP) for HIV, 
counseling or referral for HIV/STIs, and referrals to police, higher-level facility, or 
abortion services. 
                                                            
17 Obare F, Keesbury J, Liambila W.  2009.  Final assessment of the impact of contraceptive technology updates 
on provider knowledge, attitudes and practices towards emergency contraception in Kenya.  Draft report.  
Population Council: Nairobi. 
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Provider characteristics 

As demonstrated in Table 8, the characteristics of providers in the CTU and non-
CTU sites were largely similar, with the exception of significant differences in sex, 
proportion located at a district hospital, and the proportions of doctors.  In the 2007 
assessment, more providers were located at health centers and dispensaries, and 
were more likely to work in the out-patient department, maternal and child health or 
family planning clinics. 

 
Table 8: Distribution of respondents by background characteristics 

Characteristics 
2007 

assessment 
(n=524), % 

CTU site, 
2009 

(N=74), % 

Non-CTU site, 
2009 (N=73), 

% 

All 2009 
sites 

(N=147), % 
Mean age (years) 37 37 37 ns 37 
Percent female  79 87 70* 78 
Level of facility      
 District hospital 16 79 75* 75 
 Health center 32 18 23 ns 20 
 Dispensary 52 1 3 ns 2.0 
 Missing -- 4 0 ns 1 
Professional qualification      
 Doctor 2 5 0* 3 
 Clinical officer 10 13 16 ns 15 
 Enrolled nurse/midwife 12 8 11 ns 9.5 
 Reg. or enrolled community 

health nurse 61 68 70 ns 69 

 Other/missing -- 5 3 ns 4 
Primary department a     
 Family planning 42 27 27 ns 27 
 Maternal/child health clinic 54 10 18 ns 14 
 Out-patient 44 14 21 ns 17 
 Obstetrics/gynecology 15 8 10 ns 9 
 Comprehensive care clinic 19 19 8 ns 14 
Ever trained to provide EC b   56 58 39* 49 

Trained within past two 
years  49 54 32 47 

Type of EC trained to provide a  (N=43) (N=28) (N=71) 
 IUCD 16 11 21ns 16 
 Postinor 2 92 91 82ns 87 
 Pregnon -- 7.0 35** 18 
 ECee2 -- 18 21ns 19 
 Smart Lady -- 14 7ns 11 
 Yuzpe method 51 47 50ns 48 

Notes: aQuestion allowed for multiple responses-- percentages do not therefore sum to 100; bAmong those 
who had ever heard of EC; Differences between CTU and non-CTU sites are statistically significant at: **p<0.01; 
*p<0.05; ns- not significant. 
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As expected, a significantly higher proportion of providers from the CTU facilities 
reported having been trained to provide EC (58% vs. 39%).  While this finding is 
encouraging, it also highlights a shortcoming in the CTU program, which relies on 
TOTs to deliver cascade training.  But, as the findings below suggest, the presence of 
such trained providers in a facility appears to increase the overall performance of all 
associated providers. 

A higher proportion of providers from the CTU facilities reported having been 
trained within the last two years compared to their counterparts from the non-CTU 
facilities (54% vs. 32%).  This indicates that the training was conducted during the 
project period. 

In 2007, training on EC was dominated either by Postinor-2 or the Yuzpe method.  By 
2009, training began to reflect the diversity of products on the market, including 
Pregnon, ECee2 and Smart Lady.  While more providers in the non-CTU sites were 
trained to provide Pregnon and ECee2, as indicated below, such instruction did not 
significantly improve provider attitudes or practices regarding EC provision, 
suggesting the content of these trainings differ significantly. 

Increased general knowledge of EC 

Overall, providers at the CTU sites demonstrated higher levels of general knowledge 
on EC (Figure 6).  However, it is important to note that knowledge on certain aspects 
of EC, such as having ever heard of EC or knowing that it does not protect against 
HIV/ STIs, was almost universal in 2007.  Such high levels in the general population 
are most likely attributable to the media attention given to EC in Kenya prior to the 
start of the initiative, while PSI’s awareness creation campaign is likely to have also 
contributed to higher knowledge levels in 2009.  The CTU training also appears to 
have improved provider knowledge in the participating sites. 

  
Figure 6: General knowledge of EC 
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CTU training appears to have had the most impact on levels on knowledge 
regarding the existence of a dedicated product (“EC pills”), and the time period of 
under which it is used.  Although CTU providers were more likely to know the 120 
hour timeframe included in the National Family Planning guidelines, only 15% of 
these providers correctly identified this limitation.  Notably, not one of the providers 
in the CTU sites agreed that EC could induce abortion. 
 
Increased knowledge of EC 

Formative research demonstrated that side-effects are an important concern for 
potential users, and inaccurate media reports have contributed to public 
misperceptions throughout the life of the initiative. Even more reliable sources, such 
as the BBC, have incorrectly asserted that “regular use of the emergency 
contraception may cause infertility and in some instances increase the risk of 
cancer.”18  

To overcome such barriers, CTU trainings placed an emphasis on ensuring that 
providers were aware of the correct side-effects of EC. As Figure 7demonstrates, 
providers in CTU sites were significantly more likely to state correct side effects, 
such as nausea and missed periods. They were also less likely than those in the non-
CTU sites to identify incorrect side-effects such as ectopic pregnancy, infertility and 
deformed babies. Nonetheless, the data demonstrates that more efforts must be 
made to ensure that all providers are correctly informed on the side-effects of EC. 

Figure 7: Side effects of EC 

 
*p<0.01 

 
Significant differences were also seen between the sites regarding the number of 
times providers believed EC should be taken in a month. The National FP guidelines 
state that EC is not to be used as a regular method of contraception, and authorities 
suggest that if it is taken more than once in a month, providers should recommend 
                                                            
18 Mawathe A.  July 14, 2009. Kenya Concern over Pill Popping.  http://news.bbc.co.uk/2/hi/africa/8145418.stm 
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alternate forms of contraception. Providers in the CTU sites were significantly more 
likely to be aware of this provision (60% vs. 43%, p<0.05), suggesting that it was 
adequately stressed in training and then diffused throughout the facility.  Similarly, 
fewer providers in the CTU sites were likely to believe that EC should be taken as 
often as needed (5.4% vs. 14%).  These findings have important implications for 
strategies to limit repeat use and “bridge” clients to other methods, both of which 
have been identified as priorities by the MOH. 

Increased counseling and provision of EC 
 
Providers in the CTU sites were also significantly more likely to have provided EC to 
a client than their counterparts in facilities that did not benefit from similar training 
(Figure 8). Those in the CTU sites also were more likely to counsel their clients on 
EC, reflecting a comparatively high level of comfort with the method. 

 
Figure 8: Counseling and provision of EC 

 
*p<0.01 

 
As Figure 9 indicates, overall, providers who were trained on EC were significantly 
more likely to offer additional information on the method their EC clients. While few 
differences were found between the CTU and non-CTU sites, when looking at all 
sites, trained providers performed much better than their non-trained counterparts. 
Although providers in CTU sites had overall higher levels of knowledge on EC, they 
were no more likely to communicate that information to their clients. Those who 
attended trainings on EC were significantly more likely to counsel their clients, 
suggesting that training in general (not a specific type) increases providers’ ability to 
counsel on EC. 
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Figure 9: Provision additional information on EC by training status (%) 

* p>0.01 
 
Improved “bridging” behaviors 

Surprisingly, providers in CTU sites were no more likely to “bridge” EC users to 
other RH services, and in some cases were even less likely. This suggests that the 
CTU trainings did not adequately stress bridging issues, or that such information 
was not diffused throughout the participating facilities. However, when compared 
to the results of the 2007 assessment, notable improvements in bridging behaviors 
were realized (Figure 10). 
 
Figure 10: Bridging behaviors, 2007 vs. 2009 (%) 

 
 
In 2009, slightly more than two-fifths (42%) of the providers whose last clients 
needed EC for FP reasons reported offering services or referral for VCT for 
HIV/STIs. The majority of the providers recommended condom use (71%) or 
abstinence (43%) while 29% referred the client to a VCT center. Again, providers 
who were trained in EC were more than twice as likely to offer services or referrals 
for VCT compared to those who are not trained (50% vs. 23%; p<0.05).  
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Improved attitudes toward EC use for adults, no change for adolescent use 

Providers in the CTU sites demonstrated more favorable attitudes toward EC use 
among adults (self and friends), although fears of misuse among adolescents 
remained relatively constant across the sites (Figure 11). The portion of providers 
agreeing that access to EC promotes promiscuity did not change from 2007 to 2008 
(51% vs. 53%), reflecting continued discomfort with adolescent access to EC. 

Figure 11: Attitudes toward EC, CTU vs. Non-CTU sites  

*p<0.05 
 
These fears most likely reflect the discourse surrounding EC in the Kenyan media, 
which has associated EC with risky sexual behavior among adolescents.  These 
results suggest that much more communication will be needed to overcome these 
biases toward EC use among young people. 

 
Rape survivors still constitute the largest proportion of EC clients 
The 2007 assessment demonstrated that the bulk of EC clients in the public sector 
were rape survivors. Following the dissemination of those results, the MOH 
renewed its commitment to increasing access to EC as an element of it FP services, 
especially for adolescents. Figure 12 demonstrates that the MOH has not yet been 
successful in repositioning EC as a FP method. 
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Figure 12: Reasons for seeking EC, provider recall 

 
Providers also indicated that largest proportion of their clients (52%) was between 20 
and 25 years old, which is similar to the findings of client intercept study undertaken 
at pharmacies.   
 
 
Conclusion 
These results demonstrate that training, especially through CTUs, can improve 
provider knowledge, attitudes and practices regarding EC. They also suggest that 
PSI’s media campaign reached providers as well as potential clients, although 
providers’ attitudes toward “misuse” may still be informed by negative media 
coverage. Nonetheless, these findings show that more work is needed to ensure that 
quality EC services are consistently delivered across the country; more trained 
providers are needed and services must be equally as accessible to adolescents and 
non-rape survivors. 
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INITIATIVE OUTCOMES 

As demonstrated above, the initiative was successful in improving provider capacity 
to provide EC and increasing public awareness of the method. While these 
accomplishments are notable, they serve as an intermediary step to the initiative’s 
final objective of increasing utilization of EC. 

Over the life of the initiative, EC use increased dramatically in both the public and 
private sectors.  It is important to note, however, that such growing demand cannot 
be directly or solely attributed to the interventions outlined above.  The popularity 
of EC in Kenya is due to a wide variety of factors, including increased supply in the 
private sector, greater attention in the media and improved provider comfort with 
the method.  The combination of these conditions is likely to have contributed to the 
increased use documented below. 
 

Increased knowledge and use of EC among Kenyan women 
As indicated in Table 2, both knowledge and use of EC among Kenyan women 
doubled from baseline to endline.  By 2009, 56% of surveyed women between the 
ages of 18-30 knew of EC and 10% of them had ever used it themselves. This 
confirms the public perception that the popularity of EC is growing in Kenya, but it 
does not indicate that such use has reached ‘epidemic’ proportions. The pharmacy 
intercept study also demonstrated that the majority of these users were young 
women between 20-29 years, and not young adolescents as often portrayed in the 
media. 

 

Increased sales of EC in the private sector 
Because the majority of Kenyan women who use EC obtain it through pharmacies, 
the most reliable measure of EC use in Kenya is private sector sales figures. In order 
to assess demand for EC, the Council tracked sales of the major distributors over the 
life of the initiative. To do this, Council staff negotiated agreements for access to this 
sensitive proprietary data, which stipulated that the sales figures of individual 
products remain confidential. To comply with this, Figure 13 provides composite 
data for all four brands sold in Kenya from 2007 to 2009. 
 
Figure 13: National Sales of 4 major EC brands, over project life 
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As figure 13 demonstrates, monthly EC sales have increased steadily over the life of 
the initiative.  By July 2009, a reported 138,150 units were sold across the country in 
that month, which represents a more than three-fold increase from October 2007 
(45,840 units).  

Contributing to such a rise in sales has been the introduction of several new 
products on the market. During the initiative, the number of brands on the market 
has increased from 3 to 6, indicating robust demand for the method. 

 

Increased distribution in the public sector 
Data obtained on public sector consumption demonstrates a similar trend, although 
the figures are less reliable. While the Council’s efforts to track consumption at the 
facility-level were undermined by poor record-keeping, the APHIA II partner in 
Western Province was able to monitor utilization in select facilities. These facilities 
saw a 1525% increase in distribution of EC from 2007 to 2008, jumping dramatically 
from 143 doses to 2,324. 

Table 9 contains KEMSA data on the number of EC stocks issued from the central 
storehouse to the districts. These numbers represent orders from the district level, 
and approximate demand for EC across the country. Due to stock-outs and delayed 
shipments, issues in 2008 were lower than in 2007.   

Table 9: Quantities of EC issued to districts and projected requirements, 2007-2010 

Year Quantities issued 
2007 516, 600 
2008 371,250 
2009 619,350* 
2010 1,186, 800* 

 

Reflecting the growing need for EC, however, MOH projections for 2009 and 2010 
indicate significantly higher figures. The challenge now is to ensure that the MOH 
has adequate stocks to meet this projected demand. 

 
   

* projected 
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CONCLUSIONS  

Overall, the initiative was successful in achieving its primary objectives of increasing 
levels of awareness and correct use of EC and improving providers’ capacity to 
deliver the method.  Just as importantly, it has also created a body of knowledge on 
the process of mainstreaming EC at a national level and developed an evidence base 
for advocacy within Kenya and across Africa. 

Among the key lessons learned are: 

• Even negative media coverage on EC can be used effectively. As noted above, high 
profile articles on the “misuse” of EC have served to mobilize decision-makers 
around the need for increased public awareness and information on EC, 
especially for young people. It is likely that this positive response was informed 
by the evidence-based lobbying undertaken by initiative partners, which helped 
officials view EC as an important element of the country’s public health program 
and recognize their responsibility to promote correct information on the method. 

• Awareness and use of EC has increased dramatically in Kenya, but still remains low. 
Both awareness and reported use of EC increased dramatically over the life of the 
initiative. As indicated above in Table 2, in 2003, the KDHS indicated that less 
than one quarter of Kenyan women had ever heard of EC, by 2009, 56% of 
women surveyed had ever heard of EC and 10% had ever used the method. EC 
sales data, presented in Figure 13, also demonstrates an increased demand for the 
method.  Similar trends are seen in the public sector, although the volumes are 
significantly lower. 

Nonetheless, 44% of all eligible women are still not aware that EC exists, and 
misconceptions are rife among those who do know about the method.  Of all 
women who know of EC, one-third believes that it causes abortion, and only 
about two-thirds know the correct timeframe for using the method.  This 
indicates the need for continued education and awareness-creation on EC. 

• Private sector pharmacies dominate EC provision in Kenya.  Data collected under the 
initiative demonstrates that private sector pharmacies are the most common 
access point for EC. PSI’s 2007 baseline survey found that 94% of women who 
had used EC in the past two years obtained it from pharmacies. In 2009, their 
endline survey found that while 83% identified pharmacies as a place to obtain 
EC, only 25% mentioned government clinics. 

Within government clinics, the Council’s 2007 record review found that 93% of 
the EC pills distributed in the previous 18 months were for sexual assault cases. 
While efforts under this initiative worked to strengthen EC provision within FP 
and ARH services, it is likely that a bias towards sexual assault provision still 
exists within many public health facilities. 

In 2008, as indicated in Figure 2, national-level EC distribution through private 
sector pharmacies was approximately twice that distributed through the public 
sector. 
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Figure 2: National Sales of EC vs. Public Sector Issues, 2008 
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• Some Kenyan women have used EC more than once in a month, but repeat users are less 

informed about the method 

 Respondents in the 2007 client intercept study were asked about the number of 
times they had used EC in the past six months, frequency of use in relation to 
sexual activity, and time since last purchase of EC. The categorization of “repeat 
use” is based on the last question, and is defined as a client who has bought EC at 
least once previously in the past one month. 

Data indicate that a majority (58%) of women who had purchased EC had done 
so two or more times in the last month. Most of these purchasers (74%) stated 
that they used EC as their only method during their last act of sex, and nearly as 
many (70%) thought that EC were more convenient than other methods, while  
almost half preferred EC over methods such as daily contraceptive pills or 
injectables.   

While repeat use of EC may be a conscious decision, it is not necessarily an 
informed one. The data also demonstrate that women who repeatedly used EC 
had greater misperceptions about the method’s mechanism of action and efficacy. 
Nearly 60 percent believed that EC are 100% effective, and many incorrectly 
believed that it would cause infertility or abortion. Overconfidence in EC’s 
efficacy is likely to be one factor underpinning repeat use, with the benefits of 
convenience in the short-term outweighing perceived long-term consequences.  

It is important to note that no significant negative health consequences have been 
associated with repeat use of EC.19  Current national and international guidelines, 
however, do not encourage reliance on EC as a regular method of FP.  According 
to the World Health Organization, recurrent use of EC indicates the need for 
further counseling on contraceptive options.20  No conclusive evidence is 
available on the efficacy of EC if taken more than once in a cycle. 

 
• Pharmacies can provide better EC services with minimal investment   

Given the key role pharmacies currently occupy in the provision of EC in Kenya, and the 
demonstrated need for better client counseling, innovative efforts are needed to improve 
EC services within pharmacies.   
 
The strategy for providing basic information to pharmacy clients tested under this 
initiative demonstrated promising results. Results of this intervention indicated that, 

                                                            
19 United Nations Development Program/ United Nations Population Fund/ World Health 
Organization/ World Bank Special Programme on Research, Development and Research Training on 
Human Reproduction. Task Force on Post-Ovulatory Methods of Fertility Regulation. Efficacy and 
side effects of immediate postcoital levonorgestrel used repeatedly for contraception. Contraception 
2000; 61:303-8. 
20 20 World Health Organization. Medical eligibility criteria for contraceptive use, Third edition. 
Geneva: World Health Organization, 2004. 
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when given basic information, pharmacy staff were more likely to provide basic 
information on EC (including when and how to use, mechanism of action, side effects 
and efficacy) and discuss other FP and RH services with clients. These results suggest 
that sales staff at private sector pharmacies can deliver better EC services, if given the 
proper tools. It also indicates that extensive, and often costly, training efforts are not 
needed to improve services within pharmacies. 

 
• Integrating skills and knowledge on EC into existing pre-service and in-service training 

programs can enhance public sector provision  
Under the initiative, efforts focused on integrating EC into existing pre- and in-service 
training programs in a cost-effective and sustainable manner.  With minimal resources, 
modules on EC were inserted into ongoing trainings conducted by APHIA II partners 
and in the regular MOPHS Contraceptive Technology Updates (CTUs), and evaluation 
data showed increased knowledge among trained providers.  Perhaps the most strategic 
investment was in pre-service training, where limited technical and financial support 
enabled the integration of ECP into the revised Nursing Council’s curriculum, ensuring 
that all future nurses will receive instruction on EC.   
 
These experiences demonstrate that existing FP and RH initiatives can be successfully 
used to promote knowledge on EC. They also underscore the utility of integrating EC 
into existing activities, which is more-cost effective than stand-along trainings and 
promotes the principle that EC should be addressed in the context of comprehensive FP 
and post-rape care services.   

 
• Active advocacy is necessary to ensure adequate EC stocks in the public sector.  

Supply sustainability of all contraceptives, especially EC, remains a major challenge for 
the Kenyan government. Continued or sustained stock-outs would undermine the gains 
made during this initiative, and limit the impact of the policy and program changes that 
have been undertaken in recent years.  As knowledge of EC increases throughout the 
country, so will supply requirements, and efforts to ensure sufficient commodities 
should continue.   

Under the leadership of the DRH, advocacy efforts ensured that EC was included in the 
national contraceptive security plan and subsequent procurements.  Since 2005, UNFPA 
has donated approximately 1,100,000 units to the MOPHS.  In 2009, the MOPHS 
committed its own funds to purchase the country’s largest procurement of EC to date of 
5,875,000 units.  
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RECOMMENDATIONS 

At this point, it is critical to sustain and consolidate the positive developments 
realized under the initiative. To do this, it is necessary to more fully engage the 
donors and civil society to support the government’s renewed commitment to 
increasing public awareness and to ensuring quality EC services in both the public 
and private sector. It is also important to maintain the full involvement of the private 
sector in continued efforts to improve EC provision, including the Pharmaceutical 
Society of Kenya, Pharmacy and Poisons Board and the growing number of EC 
distributors. With the collaboration of these actors, the following efforts should be 
made: 
1. Efforts to create public awareness and correct knowledge of EC should be continued.  While 

knowledge of ECPs is increasing in Kenya, many potential beneficiaries are still unaware 
of the method and many others are misinformed.  Accurate public information and 
education is critical for encouraging correct use of ECPs. It is important, therefore, to 
include messages on ECPs in comprehensive FP communication campaigns. This can be 
achieved by integrating the existing Tulia materials and messages into the national RH 
communication strategy operational plan, and in the DRH’s community education and 
communication activities. The media can also play a critical role in creating correct 
public perceptions of the method, and should be regarded as a partner in these activities.  

2. Professional associations, including the Pharmaceutical Society of Kenya and the Kenya 
Pharmaceutical Association, should continue educating their members on proper ECP provision. 
Given the central role pharmacies play in ECP access in Kenya, professional associations 
should work to ensure that their members are aware of strategies for ensuring clients are 
provided with the information they need to make informed decisions on ECP use.  Such 
strategies need not be costly or time-intensive; this initiative demonstrated one model for 
increasing information provision in pharmacies, and others are likely to be feasible.  At a 
minimum, the professional associations should include informational sessions and 
discussions on ECPs at all general meetings.  

3. All MOPHS training partners should ensure that EC is integrated into all trainings on FP, RH, 
adolescent health or post-rape care.  Numerous local and international NGOs assist the 
MOPHS with provider training. These partners’ contributions can also be used to 
increase knowledge on EC, with as little as two additional hours of instruction for 
trained health care providers.  The DRH should integrate existing training materials and 
job aids into a standardized module on EC to ensure that all partners offer uniform, 
high-quality instruction.  

4. All pre-service training institutions and bodies should include EC provision in their curricula 
and examinations.  Pre-service training is necessary to ensure that the next generation of 
Kenya’s health professionals are well-equipped to provide this important and 
increasingly popular method.  To do this, the country’s leading medical pre-service 
training institutions must revise their curricula to reflect the MOPHS’ renewed emphasis 
on quality EC provision.  

5. The MOPHS, donors and partners should continue to ensure that adequate EC supplies are 
available in the public sector. Adequate stocks are essential in ensuring the success of 
public sector EC provision. Remarkable progress towards this has been achieved 
through the inclusion of EC in the government’s FP commodities procurement and 
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security plans. It is recommended that donors and other MOPHS partners continue to 
support the government to ensure that this emphasis on stock sustainability is 
maintained. Donors can also encourage their partners to integrate EC issues in their 
reproductive health communications, service delivery, logistics, trainings and research 
programs, and to explore innovative ways to strengthen private sector provision.   

6. All stakeholders should promote the Kenyan experience as a model for the region. Kenya 
is at the forefront of EC programming in the region, and should be recognized for 
its vision and commitment to mainstreaming the method. As such, the Kenyan 
experience is well-suited to serve as a model for other countries on the continent 
interested in mainstreaming EC services. While Kenya may have a longer history 
with the method than other African countries, EC is rapidly becoming widely 
available in pharmacies across the continent due to the aggressive expansion of 
new products. As a result, countries such as Uganda, Botswana, Ghana, Nigeria 
and Malawi are now beginning to grapple with public concerns over repeat use.  
At the same time, public sector provision is also increasing as more countries 
emphasize EC as a core element of post-rape care. The lessons learned from 
Kenya can serve as an invaluable resource to these countries. 
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