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After the 3 months, the service providers explained that the child should apply the brace for 12

hours at night up until the child is 4 to 5 years of age. This was highlighted by responses such as:

“We put the shoes in the day and the braces at night. So during day time no braces, you

put the normal shoes.” (CG1).

“After the three months day and night, the client progress to using the braces only

during the night and using normal shoes during the day” (SP7).

Bracing is crucial after correction has been achieved and are applied for a longer period of time,
failure to adhere to bracing prompts relapse of clubfoot. This was in line with Ponseti (2005)
who argues that the genes that caused clubfoot defect are active from the 12th to the 20th weeks
of foetal life and active until 4 to 5 years. With Ponseti method of clubfoot correction, the joint
restructure gets in their normal position and the congruency is sustained to the age of 4 to 5 years
(Ponseti, 2005). On the contrary, Sud et al. (2008) in a study found that clubfoot deformity tends

to relapse until the child is about 7 years of age.

The practice of the service providers during the first and second phase of bracing at the three
facilities differed somewhat with the Ponseti management. The authors suggested that the child
should use the braces for 24 hour for a period of three months followed by 12 hours in the night
and 2 to 4 hours in the middle of the day for a total of 14 to16 hours during each 24-hour period.
This protocol continues until the child is 3 to 4 years of age. On the contrary the service
providers at the three facilities were applying the braces for 23 hours during the first three
months followed by application of the braces during the night for 12 hours. They argue that the
child needed one hour of bathing and manipulation. Despite the difference, the parents/caregivers

are reporting good results with this management. The difference in management could be due to
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a number of reasons. Firstly, a few of the service providers were not properly trained on Ponseti
management, but had learned the skills through apprenticeship. Secondly, the service providers
may have altered the standard protocol in order to accommodate the challenges

parents/caregivers encountered when using the braces during the day.

4.2.2.2. Procedures in surgical management

Surgical management is utilised in neglected clubfoot or complex clubfoot and in cases where
parents/caregivers live far away from any health facility that could offer Ponseti management.
The service providers reported that during surgical intervention, the client was admitted in the
hospital, operated on and appropriate post-operative follow-up was done while in the hospital.
Clients were later discharged to the nearest health facility for further follow-up as expressed in

the following speech marks:

“So if we get them we admit them, operate on them then we discharge them to go home

and then we follow them periodically after surgery” (SP1)

“My son was admitted, and then operated after two days. Then we used to be seen at the

mobile clinics” (CG9)

According to Macnicol (2003), the patients were admitted and some special tests were done after
which surgery commenced. Specific surgical procedure depended on the type and extent of the
deformity. The children were done posterior release, posterolateral or posteromedial release
depending on the deformity of the foot (Hogue et al., 2001; Macnicol, 2003). Additionally,
tendon relocations of more active muscle groups could be done to balance the forces acting on

the foot (Macnicol, 2003). Postoperatively, surgical wires, pins, and/or a cast could be used to
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maintain the corrected foot position until it has healed. Splints could also be needed for several
months up to a few years after surgery (Lucile Parkard Children, 2011).

The participants and Hogue et al. (2001) and Macnicol (2003) are agreeing with the procedures
prior to surgical management of clubfoot. However, the service providers are not explicit on the
type of procedure they are engaged in during surgery as opposed to Lucile et al. (2011) and
Macnicol (2003) which explains on the posterior release, posterolateral and posteromedial
release. Similarly, the parents/caregivers are reporting that the children are admitted, operated
and later discharged to the nearest health facilities for post-operative follow up. In kenya,
surgical intervention is providing treatment for children who have difficulties in accessing health
facilities that can offer conservative management. Besides having some post-operative

complication, there is reduction in the number of neglected cases and disability from clubfoot.

4.2.3. Barriers and facilitators in clubfoot management

This was a predetermined theme aimed at exploring the barriers and facilitators encountered by
service providers in clubfoot management. However, two categories emerged from the interview
as barriers and facilitators that affect parents/caregivers. Therefore, the researcher will discuss in
details these influences in relation to the available literature. First, the category of barrier will be
discussed followed by the category of facilitators as identified from the interviews of the

professionals and parents/caregivers.

4.2.3.1. Barriers

Barriers were reported to be challenges that affected the service providers in delivery of timely

and effective management in treating clubfoot. They were also reported as problems that affected
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the parents/caregivers in accessing and receiving adequate and appropriate management of their

children. Discussed below are a number of challenges that affected clubfoot management.

4.2.3.1.1. Missed diagnosis and lack of knowledge on clubfoot management

A question asked on whether the service providers were able to diagnose clubfoot at birth
revealed that a few of them especially the nurses concentrate on delivery of the child. One
service provider further explained that some of the nurses were not interested in assessing the
child holistically; they just look at whether the child had been born normally and overlook the
physical assessment which led to missed diagnosis in clubfoot. The following responses were

educed from the participants:

“So we are saying that clubfoot is missed at birth by health professionals in many
places. In fact if you see any clubfoot which comes late, it was missed at birth, because

anyone who sees that this is clubfoot will refer immediately” (SP3).

“| gave birth at Kenyatta national hospital on 12" April 2011 and the nurse did not
realize the child had a problem with the feet. So four hours later | realized that the child

had a problem” (CGS&)

Similarly, some service providers were reported to manage clubfoot and children were left with
residual deformities while others health care givers had no idea that clubfoot could be managed.
Two parents/caregivers uncovered instances where the service providers were reported to

instruct the parents/caregivers on what to do. This was confirmed by responses such as:

“We don’t know if they are corrected, we just tell their mothers to be doing the foot like

this” (SP7).
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“I was told that with time the feet will get well” (CGS).

The service providers are agreeing with Ponseti et al. (2009) who noted that few of the clubfoot
are missed at birth either by the traditional birth attendant or by the health worker. In the current
study, missed diagnosis could be presumed to be as a result of a big work load. In most of the
cases, the healthcare workers are overwhelmed by the influx of the patients, therefore, service
providers may have been in a hurry to attend to next patients and only assess the very basic

things after the child is born and failed to identify clubfoot.

Missed diagnosis and lack of knowledge in clubfoot management has caused a delay in
management and affected the period when the child is on manipulation and casting. Therefore,
we found that this barrier led to neglected clubfoot causing disability from a condition that could

be easily managed.

4.2.3.1.2. Lack of knowledge on the referral

Few service providers revealed that in as much as most health care providers had knowledge on
clubfoot; there was a deficit in the referral system. Minority of the parents/caregiver (n=3)
reported being referred to service providers who seemed not to understand clubfoot management
which resulted in children being treated for several months without improvement. One

parent/caregiver expressed:

“l had been going there for six months yet with no improvement” (CG2).

One service provider said:

“There are still some health professionals who are not aware of where to refer these

children” (SP3)
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One parent/caregiver cited a case where she delivered at the hospital to a child with clubfoot and
was referred for treatment to a plaster technician despite having talipes clinic in the same facility.
In another instance, one parent/caregiver reported being referred to a talipes clinic in Kenyatta
National Hospital. When she got to the facility; it took her 4 hours to locate the clinic as most of
the health care givers did not appear to know whether there was such a clinic. The following

expressions were elicited from the participants:

“In Kenyatta here, we were told to go to the orthopedic, occupational therapy,

physiotherapy, it is like they did not know where we were supposed to go” (CG1).

“In fact most of our clients are mismanaged in some other Centre and referred to as with

the mismanaged feet later.” (SP7)

The findings of this study are contrary to Sulowicz and Stompor (2004) and Bowles, Naylor and
Foust (2002) who advocates good referral system. It is clearly seen that some of the health care
givers had knowledge on clubfoot. However, there was lack of awareness of the existence of the

talipes clinic within and outside the three facilities which jeopardised the right referral.

Lack of awareness on the existence of the talipes clinic within the facilities may imply several
things. Firstly, the number of children that had been successfully managed at the talipes clinic
may not have been significant enough to capture the attention of most of the health workers. As a
result health workers had no clue about the existence of the clinics in the hospitals. Secondly, it
may imply that the service providers at the talipes clinic had not done enough sensitization
within the facilities to educate their colleagues on clubfoot management and the availability of

talipes clinics. Hence we find that lack of knowledge on referral can delay the intervention,
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prolong the period of management and increase the risk of complication and of disability that are

associated with clubfoot (Staheli, 2009; Sulowicz & Stompor 2004; Bowles et al., 2002).

4.2.3.1.4. Shortage of trained staff on Ponseti method of management

One service provider reported that there were few trained staff on the Ponseti management of
clubfoot and as a result there were very few talipes clinics in the country. The service providers
attributed insufficient training to lack of finances and the fact that the government had not taken

up the project holistically. Participants had this to say:

“We have not been able to train enough people” (SP1).

“In most of the hospital you find doctors to treat adults, but in these hospitals there are
no specialized doctors for children and most of all clubfoot. You see if Gatundu had
specialized persons for clubfoot, the child would have been started on treatment the same

day” (CG7)

On the contrary, most of the service providers reported that the challenge was not on the training,
but on lack of resources. They explained that there were many service providers who had been
trained on Ponseti management but were unable to practice in their respective institutions due to

lack of resources and facilities. Participants expressed the following sentiments:

“The people who are trained are not really few, they are many but very few are
practicing, there are people who were trained but cannot offers services due to lack of

materials ” (SP3).

“At Thika, some of the doctors could treat the child, but you see, we had to buy

everything for plastering. So at one point we could not afford and we had to stop” (CG7)
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Service providers reported that Clubfoot Care Kenya (A non-governmental organisation) was
collaborating with the government in clubfoot management. The government provided the
human resource while CCK trained the officers on Ponseti management and provided materials
for clubfoot management in a few talipes clinics. Therefore, at the time of study, there were only
37 clinics sponsored by CCK though participants reported that there were many trained service
providers in the government facilities.

One reason for the different responses from the service providers in regards to trained personnel
was likely due to be the point of operation. The first service provider was responding at a
managerial level and was well informed on the number of trained service providers in clubfoot
management and the number required to sufficiently serve the nation. This is in agreement with
Ponseti (2009) who indicated that in most African countries, there were shortages of trained
health care providers in health facilities to offer Ponseti management. The second group of
service providers were knowledgeable on what was happening on the ground, that there were
service providers who had been trained but were not delivering services. These service providers
who were trained and could not deliver services lacked resources. Therefore, we find that limited
staffs who have been trained on Ponseti management and lack of resources affect service
delivery at the local level and clients are likely to have less access to clubfoot management

services at the community.

4.2.3.1.5. Barriers to compliance by parents/caregivers during clubfoot management

In this study, barriers to compliance with the clubfoot treatment was considered as the challenges
that affected the capability of the parents/caregivers to attend the clinic consistently every week
or two weeks for management during the casting period at the talipes clinic for 4 to 8 weeks

(Ponseti, 2003). Barriers to compliance also refer to problems that hindered the adherence to
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bracing. When organizing for rehabilitation services especially for children with physical
impairments in the third world countries, it is ordinarily assumed that these children and their
parents/caregivers will comply with the rehabilitation services. Conversely, in real life, not
always do all the children requiring assessment and management do attend (Whitworth et al.,
1999). Moreover, even those parents/caregivers who do attend face various challenges, which are
not well understood by the service providers and if not addressed, could negatively affect the
utilization of rehabilitation services.

In this study, parents/caregivers reported a number of difficulties they encountered in complying
with the treatment regime. These include financial constrain, long distance to health facilities,
stigmatization and lack of family support. Therefore, below is a discussion of the difficulties
encountered by the parents/caregivers in relation to available literature.

(i) Travelling distance

The results of the current study demonstrated the effect of distance on service use. The influence
of distance becomes hard-hitting when considered together with lack of transport and bad roads,
which contributed toward indirect cost of visit to health facilities. Parents/caregivers who
travelled short distances reported that they were able to get to the health facility with ease and
were more compliant to treatment. Most of the respondents that took their children to Mbagathi
hospital reported to live in the city or areas that were accessible to the hospital. On the contrary,
most parents/caregivers were reported to cover long distances from home to the health facility in
pursuit of their children’s treatment. Parents/caregivers that took their children to Kenyatta
National Hospital and Kijabe Mission Hospital reported to have travel long distances to get to
the facility. This was expressed by responses such as:

“...okay coming to this place all the way from Gatundu is not easy, it take time and

money” (CG7).
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“There is a mother who used to come all the way from Muranga. She would travel for
six hours and she made it to the end ” (SP1).
This is because Kenyatta hospital is located in the city and caters for patients from all over the
country while Kijabe is situated in the countryside and takes care of all the surgical and tenotomy
cases from all over the country.
The distance covered to the health facility is related significantly with compliance to treatment.
These results were supported by findings of Beardsley, Wish, Fitzelle, O’Grady and Arria (2003)
in USA. The authors found that clients who travelled for short distances were likely to adhere
and complete treatment as opposed to clients who cover longer distances. This indicated that as
the expenses incurred during treatment attendance increases with distance, the ability of the
patients to stay in treatment longer diminishes (Beardsley et al., 2003).
In Kenya, transportation expenses differ, it depends on the distance covered and the area. Most
roads within the capital and urban centre are accessible while those in the suburbs and rural areas
are inaccessible especially in the rainy seasons. This increases the costs of transport.
Data indicate that the geographic distance that parents/caregivers travel to the health facilities
increases the cost of accessing health care service and has affected adherence to clubfoot
treatment regime negatively. This is in agreement with Beardsley et al. (2003). This implies that
there are people who need these services but have no access leading to neglected clubfoot.
Participants suggested that decentralization of talipes services which might reduce costs od
transport and improve accessibility.
(i) Lack of finances

Kenyatta Hospital reported a few cases of non compliance. Two service providers explained that

the clinic was not supported by CCK for some administrative reasons. Therefore, the
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parents/caregivers had to pay Sh1000 (R100 equivalent) every time during casting and Sh1500
(R150 equivalent) for the abduction braces. One of the service providers cited cases where
parents/caregivers would come to the clinic without finances and would not get services at all.
The service providers explained that the fee was not affordable for most of the parents/caregivers
which affected compliance. This was expressed in the following sentiments:

“There are still patients who have problems to afford that. They cannot afford 1000

(SP3).

“...The major one is the financial problems. It is not easy to raise Sh1000 per week for

treatment” (CG3).
Similarly, most parents/caregivers reported that it was expensive to take their children to the
clinic for treatment. Majority of the parents/caregivers in the current study were not employed
and therefore depended on their spouses or relatives. They revealed that they had no direct
control over the finances that were essential for meeting the expenses hence had difficulty
meeting the transport costs and payment for the services. This lead drop outs and went back for
treatment when money was available. Few parents/caregiver revealed cases where they had to
borrow or sacrifice other basic needs even though treatment at Mbagathi and Kijabe was free.
This was evident by expressions such as:

“We talked to my parent in-law who gave us money to go to Kijabe for treatment”

(CG2).

Most of these women are housewives and they depend orn their husband for support”

(SP7)
Parents/caregivers further expounded that if the spouse or relatives who provided finances was

unable to raise the money for transport, the mother had either to borrow the money or fail to
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attend the clinic. This was in unanimity with Pirani et al. (2009) in a study on understanding
clubfoot in Uganda. Pirani et al. (2009) found out that poverty was the major barriers to
adherence to Ponseti treatment protocal in Uganda. Similarly, Staheli (2009) found that lack of
finance to cater for the expense (transportation to health facilities) in developing countries can
affect compliance with the treatment regime.

In the current study, most of the parents/caregivers came from informal settlements. They live in
abject poverty due to high rate of unemployment. The parents/caregivers have to travel to the
health facilities by use of motorbikes, a cab or walk to the hospital. This means of transport
increases the cost of transportation which is not affordable to many. This is in agreement with
Pirani et al. (2009). Lack of finance affects most parents/caregivers accessibility to the health
facilities. These expenses can be minimized if the services are extended to the communities.

(i) Stigmatization and lack of support

Several parents/caregivers identified a range of situations where stigma and discrimination
occurred. Most parents/caregivers (n=7) explained that many people thought that women that
gave birth to children with clubfoot had been cursed by witchcraft or were being punished. One
participant described the myth that if a woman gave birth to a child with clubfoot, all her
children were bound to be disabled. Most of these women avoided taking their children for
treatment as they felt that treatment was a form of displaying their bad genes. Similarly,
stigmatisation was reported to contribute in breaking families and reduced support for the mother
and the child when a child with clubfoot was born. This in return significantly affected adherence
to treatment appointment. Several informants (n=15) explained that when a child was born with

clubfoot, fathers always blamed the family of the mothers. The participants expressed as follows:
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“Some of the communities believe it could be probably because of a curse and nothing

can be done about it” (SP7).

“When he saw that the child had clubfoot, he disappeared never to come back” (CGo6).
Informants mainly felt that stigma in the community was based on people being surprised about
the inversion of the feet because they did not know about the condition. Participants reported that
there was not enough sensitization on clubfoot and that was why community members did not
know how to react. As a result, some parents/caregivers were reported to keep their children at
home and miss treatment appointment to avoid ridicule. Additionally, children with clubfoot
were also reported to experience “labelling”. Some participants said that the children were
sometimes called “kiwete” in Swahili, which is a derogatory term meaning disabled. They
explained that to use the word in the context of labelling a child was offensive. Such terms used
to explain clubfoot were discouraging to the parents/caregivers and negatively affected their

adherence to treatment regime.

The findings of this study concurred with the findings of Bedford (2009) in a study on clubfoot
in Malawi. The author found that people used “Kopindika mapazi” which is a derogatory term in
Chichewa referring to clubfoot. Clubfoot was often stigmatised by its description as kupunduka,
“cripple”. Such generic labels were oppressive and brought associations of permanent disability
and abnormality and had the potential to deter treatment seeking behaviours and compliance to
the treatment regime. All participants were proactive in suggesting a way out, stating that they

should do more to promote public understanding about clubfoot.

The majority of patients/caregivers in the current study are saying that they experienced a range

of negative behaviour or negative attitudes as a direct result of clubfoot. This stigma is said to
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originate from both inside and outside the family. Parents/caregivers have faced divorce,
reprisals and been ostracised. Fathers are said to be hardly interested with their children
treatment and are largely disconnected from their children treatment which in agreement Bedford
(2009). Stigmatization has ripped off the parents/caregivers financial, physical and emotional
support that they desperately needed to keep the treatment appointment as prescribed. Similarly,
the service providers are saying that most of the children presented at the talipes clinics are
brought by their mother and more often, the mothers report being abandoned by the family
members after having a child with clubfoot. Therefore, we find that stigmatization instilled fear
in the lives of parents/caregivers; it also weakened the family/social support. This has negatively

affected the adherence to the treatment regime and could lead to relapses.

4.2.3.1. Facilitator in clubfoot management

Facilitation in the current study refers to the support the service providers and the
parents/caregivers received during clubfoot management (CBM, 2011; Cure International, 2011).

This support will be discussed further in details and how it impacted on service provision.

4.2.3.2.1. Parents/caregivers’ communication with the service providers

In this study, most parents/caregivers indicated that the service providers did mention about
clubfoot and its treatment at birth. They explained that a majority of the service providers
(Nurses) would just mention that the child had a problem with the feet and would require
treatment but did not give the details of the problem. However, majority of the parents/caregivers
explained that the condition was covered exhaustively at the time of treatment at the three

facilities. This was confirmed by responses such as:
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“They told me everything about the management, they told me that I will be coming every

week, they will be putting the plaster, and after the plaster they will put the braces and

now he has the shoes”’(CG1).

“What we do is we take time with them, explain all about clubfoot and make them

understand that this is a condition that can be managed and corrected fully” (SP2)
It was remarkable to find that most parents/caregivers got sufficient information from the
clinicians. Several parents/caregivers further explained that there was good communication
through out the treatment period. They added that most of the service providers would educate
them at every stage of treatment on the importance of compliance.
Good interactions are said to be paramount for common understanding and are strongly
connected with adherence to treatment (lrochu-Omare, 2004). Good relationships between the
service providers and patients/caregivers in the current study motivated patients/caregivers to
actively participate in the management process. In addition, good relationships resulted in
commitment and compliance to the treatment process (Gail et al., 2006; Van Wieringen,
Harmsen & Bruijnzeels, 2002).
According to Irochu-Omare (2004) and King, Tamzin, King and Rosenbaum (2001), when
management process is told to patients or parents/caregivers, they become well-informed and are
optimistic about their treatment, feel more contented with care, and are likely to comply with the
treatment requirements. On the other hand, patients who gets insufficient interactions with their
health care providers and those who receives inadequate information or does not understand their
health care providers’ recommendations are likely to result to none compliance with the

treatment (Malta et al., 2006)
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Service providers at Mbagathi and Kenyatta hospital had set aside one day for management of
clubfoot. During this day, they were dedicated to attend to the clients holistically and
comprehensively. Similarly, Kijabe is a hospital meant for purely clubfoot management.
Therefore, health care providers at these facilities had time to take the parents/caregivers through
education, counselling and the treatment process exhaustively. The service providers had
sufficient time to attend to the problems of each parent/caregiver. They had time to provide
treatment and discuss treatment related issues with the parents/caregivers as suggested by the
authors. This gave ample opportunity for parents/caregivers to inform service providers of their
concerns about the management. Additionally, this polite communication between the service
providers and the parents/caregivers was planned in such a way that parents/caregivers meet the
same service providers each time they attend the clinic. Therefore, the service providers knew
the information previously given and were able to pick what was missing and what was needed.
Further, educating the parents/caregivers about clubfoot treatment was part of the treatment
practice at the three facilities.

This cordial relationship with the service providers facilitated realistic goals to both the service

providers and the parents/caregivers which improved compliance.

4.2.3.2.2. Availability of family/social support

Minority of the participants mentioned about family support. They stated family support as the
important connection they had with their families and friends as a network of support that helped
them during these time. Parents/caregivers reported three aspect of family support; these
included the physical support they received at home, financial assistance that was necessary for
the parents/caregivers and the child to attend treatment at the talipes clinics and emotional

support that cheered the parents/caregivers to continue with treatment besides being stigmatized
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by the community. Below is a detailed discussion of the family/social support received by
parents/caregivers in relation to literature.
(i) Family physical and financial support for parents/caregivers

Few (n=3) parents/caregivers reported having somebody to assist with home chores while they
were bringing the affected child for treatment at the clinics or taking care of the child at home.
Parents/caregivers explained that the support was of great assistance since they got enough time
to take care of the plaster cast as well as monitoring the child especially during bracing. This was
highlighted by responses such as:

“I got support from the family” (CG1).

“Some of them get assistance from the family member” (SP4).
A section of the parents/caregivers indicated that they received financial assistance from their
spouses which catered for transport to bring the children to the clinics. One parent/caregiver
explained that her financial requirement was met by her mother since she was a student. Another
participant indicated that she received financial support from the child’s paternal grandparents.
This form of family support was appreciated by the participants as essential in facilitating access
to health facility. Support impact positively on the ability of the parents/caregivers to adhere and
complete the treatment regime.

(it) Emotional support
The treatment period was such a long period that if parents/caregivers were not encouraged,
would have given up. Minority of the participants reported to have received emotional support

from the family members. This was confirmed by responses such as:

“My mum was always behind me ”(CG1).
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“Put our counselling into some sort of Christian context to ensure psychological

support” (SP1).

The findings of this study indicated that the family/social support that few of parents/caregivers
received facilitated compliance to the treatment regime. This concurred with the WHO’s concept
that assumes the family/community is a readily available source of support. A similar study by
Moran and DuBois (2002) and Goodman (2001), found that the connection within the family
system was perceived cohesive, flexible and supportive and had a positive effect on
parents/caregivers in coping with clubfoot. However, this finding contradicted the study by
Bischoff, Thornburn and Reitmaier (1996). The authors found a low degree of support of
parents/caregivers of disabled children from neighbours in a Jamaican village.

The support offered to parents/caregivers in this study could be argued as incorporating the
family members as stakeholders in management of the child and therefore the treatment of the
child become a family/social responsibility as expressed by the parents/caregivers which is in
agreement with Moran and DuBois (2002) and Goodman (2001). It could also be argued that the
family member in this context were knowlegable on clubfoot, if not, they appreciated that the
parents/caregivers of the children with clubfoot were people with emotional need, physical need,
spiritual need and many other needs and they respected these needs. Some of them would
possibly have realised the importance of providing a “shoulder to lean on” for the
parents/caregivers when they felt helpless. Similarly, the service providers are saying that some
of the parents/caregivers received all forms of support from their spouses and other family
members as suggested by Staheli (2009). This support relieved the parents/caregivers the burden
of family responsibility as well as taking care of other children and improved compliance with

the treatment regime.
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4.2.3.2.3. Financial support for service providers

Service providers at Kijabe hospital reported receiving financial support from a Canadian
organization. This support assisted in buying materials such as plaster of Paris, soft bands,
abduction braces and free surgery for complex clubfoot. These materials were later distributed to

CCK satellite clinics to facilitated free services. This was accentuated by the following reactions:

“At the moment we are depending on the donor funding to provide plasters, soft bands

and the monitoring machinery, but we are in close contact with the government” (SP1).

“Here we do not pay anything” (CG2)

The National coordinators elaborated that this facilitation also supported in monitoring an
evaluation of service provision of CCK clinics across the country. Likewise, he added that the
government had been of great assistance in providing human resource. He explained that all the
CCK clinics were in government facilities and were utilizing the government health care

providers to deliver services. He said:

“The government provides a lot as | said earlier in terms of the staffs, the facilities and a
lot of the infrastructure that helped us reach where we have reached at the

moment”’(SP1).

“In most of the district hospitals, treatment of clubfoot is free” (CG3)

However, they reported that they had not been able to support all the clubfoot clinics in the
government facilities much as they were still trying to ensure that all the talipes clinics would be

catered for by CCK.

(i) Outreach clinics
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Service providers at Mbagathi hospital explained that the facility was one of the CCK satellite
clinics and therefore offered free services at the talipes clinic. The service providers reported that
the support from CCK also included allocation for outreach services. They said that they were
able to go to the community in the informal settlement and cater for the clients who could not

make it to the clinic for one reason or the other. This was evident in the following speech marks:

“Where the parents can’t afford to come to the facility we have officers who are
operating in the community. They do the assessment at the community level and apply the

cast or the braces there” (SP6).

“Some times they see the children in our homes, especially when we fail to come for a

long time” (CGT7).

Most of the parents/caregivers appreciated these services at the community level in consideration
to the fact that clubfoot management takes a long time. They stressed on the importance of the
free and available services particularly during casting where the parents/caregivers are attended

to weekly.

(i) Free foot abduction braces

Parents/caregivers expressed their gratitude for the availability of free foot abduction braces.
They reported that in some of the facilities where the foot abduction braces were bought, the
prices were exorbitant, and not many parents/caregivers would afford. Informants explained that
during bracing, they had to change the sizes severally. Therefore, it would require a lot of
money to buy the braces up until the time when the child was four to five years of age. On the
contrary, service providers at Kenyatta hospital reported a situation where services were paid for
at the talipes clinic. However, service providers explained that they had some alternative source
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of support for these parents/caregivers. They approached some organizations which were able to

cater for the braces. These were expressed by responses such as:

“l refer them there and they are assisted like these shoes, the abduction brace, AFO, and
whatever, they are very expensive in these other places. In APDK patients get them for

free” (SP3).

“At APDK, children are given wheelchairs, braces, calipers and all the walking aids for

free” (CGS).

The service providers explained that payment of the services had a precarious effect on
management of clubfoot. Most of the parents/caregivers who could not afford treatment would

eventually drop out resulting in inadequately managed clubfoot.

According to Cure International (2011), financial support facilitates the provision of free
clubfoot treatment services to populations of poor settings at the community level. This is further
supported by Coackley and Dunning (2002) in sport participation. The authors found that
financial support is essential in developing sports participation. They further added that financial
support impacts positively on the ability of the patients to pay for transport as well as supply of

sports facility

In the current study, the service providers are reporting availability of free services for the
clients, provision of outreach services in the informal settlement and availability of free
abduction braces which facilitates the adherence to treatment regime. In addition, the
parents/caregivers are reporting receiving services at the community and getting ambulatory aids
which has ensured compliance with the treatment regime. Therefore, financial support is
important in enhancing treatment and compliance to the treatment regime.
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CHAPTER FIVE

SUMMARY, CONCLUSION, RECOMMENDATION, STRENGHT AND

LIMITATIONS OF THE STUDY

5.0. INTRODUCTION

This fifth chapter provides the summary, conclusion and recommendation of the study. The
important findings of this study are outlined in this chapter. Further, the recommendations are
provided centred on the findings of this study. Finally, the strength and limitations encountered

during this study are drawn.

5.1 SUMMARY

The purpose of the current study was to explore perceptions regarding medical management of
clubfoot in three hospitals in Kenya. In order to achieve the aim, the study had to (i) explore the
service providers perceptions of the use of different methods of medical management of
clubfoot; (ii) explore the processes followed before actual management commences and after
management from the service providers when using the surgical and Ponseti methods of
management; (iii) explore the barriers and facilitators that the service providers experience
during management of clubfoot; (iv) explore the experiences of parents/caregivers regarding

medical management of clubfoot.

The study looked at the literature on the prevalence, causes, pathology and anatomy of clubfoot,

management process and barriers encountered during management.
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Health experts and researchers have highlighted that clubfoot is becoming a serious global public
health problem which is associated with physical disability in children. According to Ponseti,
there has been strong scientific evidence that neglected, complex and inadequately managed
clubfoot is a major cause of physical disability in children. Consequently Ponseti management
has been associated with positive outcome, reduced risk of physical disability and improved
quality of life. Researchers have stressed on the use of Ponseti method, early intervention and
adherence to the treatment regime for effective management. Researchers clearly state that early
intervention will reduce health care costs, prevent disabilities and improve quality of life.
Community education and outreach services are some of the effective intervention that can
promote early intervention in clubfoot management. However, little had been done about these
strategies.

A qualitative research method was chosen for the study. The study population were
parents/caregivers of children with clubfoot at the three facilities and service providers managing
clubfoot at the time of data collection at the three facilities. The study sample included 10
parents/caregivers of children with clubfoot and 10 service providers. The participants were
taken on from the talipes clinics of Mbagathi District Hospital, Kenyatta National Hospital and
Kijabe Mission Hospital in Kenya. Semi-structured interviews were used for gathering
information. The study employed thematic content analysis to analyse the data. At the time when
the current study took place, most service providers perceived Ponseti to be the most effective
method of clubfoot management. However, they acknowledged that Ponseti method was only
effective when treatment is started early. Participants recommended surgical intervention when a
child with clubfoot presents for the first time after two years. Nevertheless, surgical intervention

was found not to have the best result. Ponseti method was said to involve serial casting,
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tenotomy and bracing while surgical method entailed admission, surgery and post-operative
follow-up. The commonly identified difficulties service providers encountered during service
provision to children with clubfoot included: missed diagnosis at birth; poor referral system;
untrained staff in clubfoot management; poor compliance with the treatment regime by the
parents/caregivers and lack of interest in clubfoot management by service providers. Common
challenges parents/caregivers faced in attending treatment sessions included: lack of finances to
facilitate transportation; lengthy travelling distance; lack of knowledge on clubfoot and

treatment; stigma; culture and traditional beliefs.

5.2. CONCLUSION

The aim of this study was to explore the perceptions regarding medical management of clubfoot
in Kenya. This aim was achieved. The finding indicated that the parents/caregivers and the
service providers felt that the medical management of clubfoot was a success and brought
positive effect in the lives of children with clubfoot. They felt that Ponseti was the most effective
method of management while surgery was perceived to be applicable to neglected, complex or
inadequately managed clubfoot. The positive effects of the Ponseti and surgical method have
been highlighted. However, the majority of parents/caregivers agreed that the community did not
have enough knowledge on clubfoot and its treatment. They were positive about the phases of
treatment and the education from the service providers in relation to clubfoot. The study
identified some difficulties servicer providers and parents/caregivers experienced during the

treatment period. These challenges were also highlighted.
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5.3. STRENGTH OF THE STUDY

The participants volunteered to tell of their experiences and their challenges they experienced at
the time of treatment. Therefore, they did not strain recalling what they essentially lacked.
Generally, the study validated the significance of a qualitative approach to research that
concentrates on obtaining the individuals’ perceptions regarding clubfoot management. On top of
endorsing the results of the biopsychosocial model, the results of the current study recommend
the need to concentrate on clubfoot as a condition, the environment in which the
parents/caregivers are living in and how it affects management and the adherence to treatment
regime and finally, the acceptance of the parents/caregivers of the condition and the
determination to seek treatment. Furthermore, the findings lay down areas that require to be

looked into in clubfoot management that would improve the outcome of management.

5.4. LIMITATIONS OF THE STUDY

1. Data was collected from the service providers who were available during the period of
data collection. There were not many service providers who had managed clubfoot using
the traditional method. Service providers who had managed clubfoot previously
especially before the inception of Ponseti method may have had different experiences
from the methods used at the time of the data collection. The second source of data was
from parents/caregivers that attended the clinic for treatment. There were no interviews
done with parents/caregiver who had defaulted. Parents/caregivers who did not attend
may have faced more challenges than those who were attending the clinics hence further

studies should try to do a follow-up on parents/caregivers who default.
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2. The findings of the current study are based on a purposive and convenience sample of
service providers at the two urban and one rural setting talipes clinics and
parents/caregivers who attended the clinics. Thus, they may not be characteristic of other
service providers in other settings and parents/caregivers who have children with clubfoot
undergoing similar treatment in other settings. The study results therefore may not be
generalised except to similar settings. However, in spite of these limitations, the
researcher believes that the current study sheds light on perceptions regarding
management of clubfoot and some of the factors that affect service delivery by the
service providers. Additionally the study sheds light on the factors that affects
compliance by parents/caregivers during the utilisation of services. Therefore, service
providers can understand the nature and severity of these influences and how they affect

compliance or adherence to treatment so that they can be abated.

5.5. RECOMMENDATIONS

The recommendations are based on the current study findings. The implication of the study will
be valuable in improving clubfoot management at the talipes clinics of the three facilities. The
findings of the current study present a challenge to the service providers some of whom may be
holding on to clubfoot management of the professional curriculum design for undergraduate
students. The results explain the issues that need to be addressed in clubfoot management to
match the expectations of the parents/caregiver. In addition, the results will be vital in
formulating better management meant to harmonize management, referral and promoting
utilization of health care services and adherence to the treatment regime at the clinics. These
results can be utilized by the hospitals management to find gaps in health care delivery so that

interventions are sought. For instance, harmonizing clubfoot management by having structures in
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place to support the approved method is possible. In view of the results of this study, and the
challenges the service providers experience while discharging services as well as challenges
experienced by parents/caregivers in attending to treatment appointments clinics of Mbagathi
District Hospital, Kenyatta National Hospital and Kijabe Mission Hospital, the following

recommendations are made:

1. Educational
Health education program for the community on clubfoot and its management are essential. This
will increase awareness among parents/caregivers of children on clubfoot. Education can
disseminated through print-out using the local languages/vernacular. On the other hand, health
talks can be given for pre-natal mothers during pre-natal care. These talks can be conducted by
clinical officers, nurses, rehabilitation officers or medical educator which can be a good
approach of disseminating information to parents/caregivers.
Although the health care providers working in most of the public facilities may know the
importance of early intervention in clubfoot management, they may be lacking in skills to offer
the appropriate treatment. Therefore, there is great need for all rehabilitation officers and
clinicians to undergo special training in clubfoot management. Trainings can be prepared in the
form of seminars or workshops that can be held frequently.
Similarly there is need to train another level health care provider such as community health
worker that will be based at the community level for early identification and prompt referral of
children with clubfoot for clubfoot management.
Follow-up program
Clinicians should have the same patients they attend to every visit; this will ensure good follow

up throughout the treatment session. It will provide an opportunity for a one-on-one relation
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between the service providers and parent/caregiver for a longer period of time and will provide
an opportunity for the service provider to help the family of the affected child to cope with the
long time management period.
Clinicians should also have a follow up program for parents/caregivers that are not compliant to
the treatment regime. This will facilitate monitoring and evaluation of the progress made by the
children that have received Ponseti management

2. Policy
The Schools of Physiotherapy, Clinical medicine, the University of Nairobi Medical School and
Moi University need to put emphasis on teaching clubfoot management. With this knowledge,
health care providers from these schools can effectively meet patients and parents/caregivers’
expectations regarding clubfoot management.

3. Community based rehabilitation
It is important to decentralize services from the referral hospitals to the dispensaries that are
within reach to most parents/caregivers. This can be realized through mobile clinics and outreach
clinics in areas that are situated far from the referral hospitals. This would reduce distance and
improve the availability of these services to the financially unstable families that cannot afford
transport.

4. Further research
More studies that would utilize qualitative, quantitative and the mixture should be conducted on
the same topic in other facilities and other parts of the country to explore and assess the
perceptions on medical management of clubfoot. This would get data on perceptions of service
providers as well as parents/caregivers in various settings. This could be utilized to make

programs that could improve the treatment of clubfoot in Kenya. Furthermore, a related study
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with a bigger study sample from all referral hospitals in Kenya should be done for comparison.
This is due to the fact that the results of the current study cannot be generalised. The study was
conducted in two urban referral hospitals and one rural mission hospital. Results from related
work would factor in data on the treatment needs of parents/caregivers and barriers that affects

management.

5. Increase in human resource
It is necessary to increase the number of health care givers in health facilities especially those
involved in clubfoot management. This will facilitate provision of outreach services to the
community which enable parents/caregivers of children with clubfoot to access rehabilitation

services for their children.
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APPENDIX A

CONSENT FORM

Title of Research Project: PERCEPTIONS REGARDING MEDICAL MANAGEMENT OF
CLUBFOOT IN KENYA

The study has been described to me in language that I understand and | freely and voluntarily
agree to participate. My questions about the study have been answered. | understand that my
identity will not be disclosed and that | may withdraw from the study without giving a reason at
any time and this will not negatively affect me in any way.

Participant’s name.....................oon

Participant’s signature.............c.cooeiiiiiii i

WINESS . o ettt

Should you have any questions regarding this study or wish to report any problems you have

experienced related to the study, please contact the study coordinator:
Study Coordinator’s Name: Naomi Wanjiru Kingau

University of the Western Cape

Private Bag X17, Belville 7535

Telephone: (021)959-

Cell: +27725002671

Fax: (021)959-

Email: nkwanjiru@yahoo.com
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APPEDIX B

INFORMATION SHEET

Project Title: Perceptions of service providers regarding medical management of clubfoot

This is a research project being conducted by Naomi Wanjiru Kingau at the University of the
Western Cape. We are inviting you to participate in this research project because you are
involved in management of clubfoot. The aim of this study is to explore the perceptions of the
service providers regarding the medical management of clubfoot. This information is needed to
improve the management of clubfoot at the facility and the country at large

You will be asked to take part in a one on one interview with the researcher when you accept to
participate and give a written consent. An appointment will be made and the interview scheduled
at a time and place that is convenient for you and the researcher at the hospital .The researcher
will use a research assistant to take notes and a tape recorder for recording the interviews. Each
interview will take approximately 60-75 minutes. The researcher will use some written question
to guide you through the interview but other avenues can always be explored. These are some of
the question that will guide the researcher through the process

Q1. I am aware that you see different client that are presenting with clubfoot in this clinic, please

tell how many clients per week do you see?
Q2. Having this clinic that manages clubfoot in this district, what is your reaction when you see
them?
Q3. When you get these clients, what do you do with them?
» Assessment
> Diagnosis
» Management plan

Q4. When you are managing this condition which methods are you using?
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We will do our best to keep your personal information confidential. To help protect your
confidentiality you will not be named during the process of the interview to ensure anonymity.
After the interview, data will be kept in a safe place having locked filing cabinets and storage
areas, using identification codes only on data forms, and using password-protected computer
files. If we write a report or article about this research project, your identity will be protected to
the maximum extent possible.

There are no known risks associated with participating in this research project. This research is
not designed to help you personally, but the results of this study may be used to improve the
management of clubfoot at a Talipes clinic of the hospital. The result may also be used by
clubfoot care international to improve services at this hospital. Lastly the result may be valuable
at policy and implementation level to ensure that the management of clubfoot is incorporated in
all medical schools curriculum and other health training institutions. We hope that, in the future,
other people might benefit from this study through improved medical management of clubfoot
Your participation in this research is completely voluntary. You may choose not to take part at
all. If you decide to participate in this research, you may stop participating at any time. If you
decide not to participate in this study or if you stop participating at any time, you will not be

penalized or lose any benefits to which you otherwise qualify.

This research is being conducted by Naomi Wanjiru Kingau of the department of physiotherapy
at the University of the Western Cape. If you have any questions about the research study it self,
please contact Naomi Wanjiru Kinga +27725002671 e-mail nkwanjiru@yahoo.com

Should you have any questions regarding this study and your rights as a research participant or if
you wish to report any problems you have experienced related to the study, please contact:

Head of Department:

Dean of the Faculty of Community and Health Sciences:

University of the Western Cape

Private Bag X17

Bellville 7535

This research has been approved by the University of the Western Cape’s Senate Research

Committee and Ethics Committee.
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UNIVERSITY OF THE WESTERN CAPE
INFORMATION SHEET TEMPLATE
ADDITIONAL GUIDANCE FOR SPECIFIC ISSUES

Audio taping

This research project involves making audiotapes of you. This is because the research assistant
may not be able to write every thing during the interview. After the interview, data will be kept
in a safe place having locked filing cabinets and storage areas, using identification codes only on
data forms, and using password-protected computer files.

___ | agree to be audiotaped during my participation in this study.

___ I donot agree to be audiotaped during my participation in this study.
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APPENDIX C
INTERVIEW GUIDE FOR SERVICE PROVIDERS

Q1. I am aware that you see different client that are presenting with clubfoot in this clinic, please

tell how many clients per week do you see?

Q2. Having this clinic that manages clubfoot in this district, what is your reaction when you see

them with neglected or inadequately managed clubfoot?

Q3. At which stage of your management do you see these clients? What does your management

of these clients entail?

» Assessment
> Diagnosis
» Management plan

Q4. When you are managing this condition which methods are you using?

> Why

Q5. How do you go about selecting the method of management?

Q6. Do you know of other methods of management of clubfoot?

Q7. Tell me about your experiences when using the selected procedure

Q8. Among the methods you are using in this institution, which one do you think is effective for

management of clubfoot?

> Why?

Q7. Do you think that these methods are successful?
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Q8. Are you satisfied with the outcome of these procedures?

» Why

Q9. Tell me about the challenges of using these methods.

» How do you manage these challenges?

Q10. Let’s talk about the positive thing of using these methods.

Q11. What is the future of clubfoot management in this institution?

Is there any other information regarding clubfoot management in your institution you would like

to share with me?

I am very grateful for your time and most importantly your information, perception and
experiences that you have shared with me. This information will be of immense support in

improving medical management of clubfoot at the institution and may be in the country at large.
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APPENDIX D

INTERVIEW GUIDE FOR PARENTS/CAREFIVERS

QL. Tell me, when you knew that your child had clubfoot.

Q2. Let as discuss on how you learned that the child had clubfoot.

Q3. Tell me how you went about treatment when you realized that the child had clubfoot

Q4. How was your child managed?

Q5. When the service providers were treating your child, how did they go about it? (From the

first time you went to the hospital up until today)

Q6. Do you think the method used in this facility is effective?

Q7. What is your feeling about facilities where clubfoot is managed differently?

Q8. Now, having this clinic that manages clubfoot in this district, what do you think the problem

i, when you see children with neglected or inadequately managed clubfoot?

Q0. Tell me about your experiences with clubfoot management.

Q10. Share with me the challenges that you have faced during clubfoot management.

Q11. What do you think should be done to alleviate these problems?

Is there any other information regarding clubfoot management you would like to share with me?

I am very grateful for your time and most importantly for your information, perception and
experiences that you have shared with me. This information will be of immense support in

improving medical management of clubfoot at the institution and may be in the country at large
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