July to December 2016

Vol. 8

TB VIPASHO

Bi-annual Newsletter

Dr Jackson Kioko, Director of Medical Services at the Ministry of Health symbolically demonstrates how to dissolve the medicines

Child-Friendly Medicines Now Available For All Kenyan
Children With Tuberculosis (TB)
The Ministry of Health on Tuesday, September 27 announced the launch of appropriately dosed,
child-friendly tuberculosis (TB) medicines, making Kenya the first country in the world to roll out
these products nationally. The launch organised under the theme ‘A TB Free Generation’ attracted
health practioners and TB control partners including County Executives Committees (CEC) for Health
from various counties in the country. The improved medicines are easier for caregivers to give and
for children to take, and are expected to help improve treatment and child survival from TB.
“Kenya is playing a leading role in the fight against childhood TB by being the first in the world to
introduce the improved child-friendly TB medicines,” re-affirmed Dr Jackson Kioko, Director Medical
Services. Speaking during the launch on behalf of the Cabinet Secretary for Health Dr Cleopa Mailu
he said that Kenya was honored, as a country, to celebrate what it has advocated for and looked
forward to, for the last four years – having friendly TB drug formulations for children. “With these
appropriate treatments, Kenya is expected to make rapid progress in finding and treating children
with TB to achieve a TB free generation,” he said.

Continued on page 4

Kenya is playing a leading role in the fight
against childhood TB
by being the first in the
world to introduce the
improved child-friendly
TB medicines on a National scale
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Word from Dr Brenda Mungai,
TB ARC Chief of Party
Every 18 seconds, a person dies of TB! That is over 4,900 deaths
per day!
Shocking?
We should all be shocked; it should make daily news headlines
but unfortunately, it goes by unnoticed. We need to Stop The
Clock! This was the message delivered during the 47th UNION
World Conference on lung health with the theme “Confronting
Resistance: Fundamentals to Innovation.”
Out of the 1.8 million people who died of TB in 2015, 13% were
children. The global TB report shows that TB epidemic is larger
than previously estimated as a result of improved surveillance
and notification in India. There was an estimated 10.4 million
new TB cases in 2015 compared to 9.6 million in 2014 However,
only 6.1 million cases were notified with 6.3% being children
hence a gap in case finding still exists. To Stop The Clock, we must
find all TB cases (adult and children), put them on appropriate
treatment, monitor them appropriately till treatment completion
and treat latent TB.

Dr Brenda Mungai
Chief of Party
Tuberculosis Accelerated Response and Care (TB ARC)

In Kenya, the prevalence survey data collection process was
concluded in August; data analysis and report writing is ongoing.
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Once the results are out, we will know the actual cases of TB that have
been missed and efforts amplified to get all the missing cases. During the
half year, programming for active case finding in facility settings began.
With funding from Global Fund, the TB Program engaged a consultant
to lead this initiative, which has been covered in this newsletter. The
USAID funded TB ARC activity has supported sensitisation forums for
county and hospital management teams for 12 counties on active case
finding in facility settings. We look forward to finding more cases in
2017.
“A TB Free Generation,” is a theme focusing on childhood TB that
ran in the July to December period. For years, TB in children was
considered an area of less public health concern, as children tend to
be paucibacillary and hence contribute to less transmission compared
to adults. However, TB is indeed a cause of child mortality in addition
to the diagnostic and treatment challenges it poses for health workers.
As our paediatric lecturers’ always said, “Children are not small adults”
and hence the needs of children have to be addressed in an appropriate
manner to ensure they are specifically addressed.
TB Alliance, through the support of UNITAID and USAID, developed
child-friendly TB formulations that are easy to administer in the right
dosages per body weight. In September, Kenya became the first country
to launch these formulations nationally, with the support of TB Alliance
working in collaboration with the TB ARC activity. This signified a new
dawn in childhood TB management for seven-month-old Ivanna who
has benefitted from the improved formulations and will be free of the
nasty experience of bitter formulations that children previously had to
take. Read Ivanna’s story and see how management of childhood TB will
be easier for children, caregivers and health workers. We appreciate TB
Alliance for the efforts and we hope child-friendly drug resistant TB
medications are in the offing.
No child should die of TB! Now that we have the child-friendly
medicines, more effort will be required to find children with TB and
put them on treatment in the coming year. Innovative ways of reaching

children should be sought. Nairobi County through support of TB ARC rode
on a hand washing day function for school children and used this forum to
disseminate TB messages, and screened 200 children for TB.
Partnerships and collaborations are important for progress towards ending
TB. In this half-year we have worked with various partners to support NTLDProgram implementation activities. We continued organising the quarterly
meetings for all implementing partners receiving PEPFAR funds and we are
happy to note that a lot of progress has been made through this fora. Isoniazid
Preventive Therapy scale up and increased GeneXpert utilisation have been
some of the notable areas that implementing partners have contributed to. We
are grateful for the work the teams have done to make progress on these areas.
Expanding Capacity for Health Outcomes (ECHO), a collaborative model for
medical education and care management that empowers Clinicians to provide
quality care, is an area that the NTLD-Program and NASCOP will be seeking
partner support in the New Year. This edition features a one-on-one interview
with Dr Kamene on ECHO and will be a useful segment as you plan out the
support.
Last but not least, we are proud and excited to celebrate Dr Jeremiah Chakaya,
Director of KAPTLD, for being selected as the new President of the International
Union against Tuberculosis and Lung Disease (The UNION). It acts as the central
professional body of pulmonary TB professionals and public health work. He
succeeds Dr Jane Carter, an American Professor who has been president for
the past five years and has also been working with AMPATH in Kenya. In a
one-on-one segment with Dr Chakaya, get to know who he is, what his new
role entails, and his thoughts on how to achieve the objectives of the END TB
Strategy.
Congratulations Dr Chakaya in your new role, and for Dr Carter, we wish you
well in your future endeavours even as we continue working with you in Kenya.
Kenya is indeed a hot bed of great professionals!
Happy Holidays all and a Blessed 2017!

We are proud and excited to celebrate Dr Jeremiah Chakaya, Director of
KAPTLD, for being selected as the new President of the International Union
against Tuberculosis and Lung Disease (The UNION). Congratulations Dr
Chakaya in your new role, and for Dr Carter, we wish you well in your
future endeavours even as we continue working with you in Kenya.
Kenya is indeed a hot bed of great professionals!
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The improved child-friendly medicines
Continued from page 1
Previously, caregivers had to cut or crush multiple, bitter-tasting pills in an
attempt to achieve the right doses for children. This made the six-month
Mr Robert Matiru, Director of Operations at UNITAID emphasised that
treatment journey difficult for children and their families, contributing to
children lives are precious and need to be taken care of always. “No child
treatment failure and death from the disease. “The children TB treatment should die of TB, yet for too long, we have not had the medicines to mount
regimen comprised of multiple pills of different formulations. This was a very a sustainable response against childhood TB,” he said. UNITAID’s investment
complex regimen for health care workers and care givers, leading to poor in addressing this problem aims to help in equipping countries, health care
adherence and poor health outcomes,” said Dr Kioko.
workers, and families with the tools they need to rise to the challenge.”
Tuberculosis still remains a major killer of children. According to the World
Health Organization (WHO), at least 1 million children suffer from TB each
year and 140,000 children die of this preventable, treatable and curable
disease. In 2015, Kenya reported nearly 7,000 cases of TB in infants and
children, with those under age five at the greatest risk of having severe forms
of TB and dying from the disease. “There is a higher risk and more rapid
progression to active TB among children, thus leading to higher mortality,”
said Dr Joseph Sitienei, Head of Strategic Health Programs at the Ministry of
Health. “There exists a gap in case detection among children, with 29% of
children with TB being missed annually,” he added. He further noted that
increased use of the GeneXpert machine will enhance case detection and
identification of Rifampicin resistance among children.
The treatment being introduced is the first to meet WHO guidelines for
childhood TB treatment. They are not new drugs but improved formulations
that come in the correct doses, require fewer pills, are flavoured and dissolve
in water. The development of the medicines was overseen by TB Alliance,
an international not-for-profit organisation, and was funded by UNITAID
and other partners. “These new treatments will not have an impact until
they reach the children that need them,” said Dr Cherise Scott, Director of
Paediatric Programs for TB Alliance. She also reaffirmed that TB Alliance is
proud to partner with the Government of Kenya, the first of many countries,
as they work to translate the potential of these medicines into lives saved.”

Starting October 1, 2016, all children in Kenya initiated on TB treatment
were given the improved formulation. “Childhood TB is a problem that can
be solved when we choose to act,” said Dr Masini, Head of Kenya’s National
Tuberculosis, Leprosy and Lung Disease Program. This calls for active
diagnosis and case finding to ensure that all children are treated. He further
noted that Children often get TB from infected persons in their environment.
“One single adult TB source presents the possibility of spreading TB infection
to 60 children,” he emphasised. This can be at home, at school or in any
other place where children spend their time.
Attending the launch too was Hon Stephen Mule, the chairman of the
Parliamentarians TB Caucus in Africa who noted that there is need for the
Ministry through the TB Program to increase the capacity of diagnosing TB at
the earliest date possible, at the lowest level of the health sector in Kenya.
The take home message was that children should be presented to the nearest
health facility to receive a TB diagnosis if they have a cough, fever, night
sweats, reduced playfulness, or if they fail to gain weight. Further, it was
made clear that if any member of the household is diagnosed with TB, all
other household members should be tested for TB, especially children. TB
testing and treatment is free at all public health facilities in Kenya.

Tuberculosis still remains a major killer of children. According to the World
Health Organization (WHO), at least 1 million children suffer from TB each year
and 140,000 children die of this preventable, treatable and curable disease
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Participants at the Child-Friendly TB Medicines National Sensitisation meeting in Nairobi

TB ARC and TB Alliance Support Paediatric Sensitisation Meetings
In the build up to the official launch of the improved child-friendly medicines
in September 2016, the National Tuberculosis, Leprosy and Lung Disease
Program (NTLD-Program) hosted sensitisation meetings for national TB
control staff as well as county health managers who included County
Health Directors, County TB, and Leprosy Coordinators (CTLCs) and County
Pharmacists. The sensitisation meetings were held to enhance advocacy
efforts and create awareness on the availability of the child friendly
medicines, while highlighting childhood TB.

implementing the End TB strategy. Previously, the medication was not childfriendly and caregivers had to split multiple, bitter pills to approximate the
correct dose for children. This was a daily struggle for children, care givers
and health care providers.
The improved formulation is a major breakthrough in the fight against TB
considering that an estimated 7,000 cases of childhood TB were diagnosed
in 2015. The improved formulation is easier to administer, has fewer pills in
the correct doses, is dissolvable and pleasantly flavoured.

The USAID funded TB ARC activity and other partners supported sensitisations
at sub county and facility levels while TB Alliance supported the national
and county meetings to educate health care workers (HCWs) on the new
development.

According to Professor Obimbo, a Professor of Paediatrics at the University
of Nairobi, statistics globally show that about one third of all paediatric TB
cases are currently not under any care.

During the sensitisation meetings participants were taken through the
new dosages for children with various weight bands as the dispensing of
the improved formulation is guided by patient weight. Guidelines on test
administration were also shared as well as the importance for contact tracing
from an adult who has a chronic cough or had TB within the last two years.

Speaking during a sensitisation meeting she said, “To improve on this statistic
locally, there is need to engage all stakeholders and disseminate more clear
and simpler messages about paediatric TB.” Prof Obimbo noted that in order
to achieve success in paediatric TB case detection, a high index of suspicion
is required across every service point where children seek treatment.

It is well known now that as long as there is someone with TB in the
household, any children present are at risk of infection. Therefore, it is
paramount to have all children in contact with parent(s) or other household
member(s) with TB tested and if found to have TB, they are put on treatment.
If found not to have TB, and are under five years of age, they will be given
preventative Isoniazid therapy.

Also speaking at one of the meetings, Head of childhood TB at the NTLDProgram, Dr Immaculate Kathure noted that children need to be given
priority as they have a life with big dreams ahead of them.

As Kenya prepared to be the first country to roll out these medicines

Globally, at least one million children become ill with TB and another 140,000
die annually, which translates to nearly 400 children dying everyday from
TB. With funding from USAID, the TB ARC activity supported sensitisation
meetings for 3,484 health care workers at sub county level on the improved

nationally, it was considered great milestones in the larger efforts of

formulations and also printed relevant job aids to guide and support HCWs.
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Participants from Siaya, Homabay and Kakamega at the Active Case Finding meeting in Nairobi County

Active Case Finding Meeting
The USAID funded TB ARC activity supported active case finding meetings
for 12 high burden counties namely: Nairobi, Mombasa, Kiambu, Nakuru,
Meru, Kisumu, Turkana, Machakos, Kakamega, Homabay, Siaya and Garissa.
The meetings were timely and important as Kenya works towards achieving the End TB strategy whose strategies are: to improve socioeconomic
determinants, identify and effectively treat all TB cases early enough,
deal effectively with the physical and socioeconomic consequences
of TB including long term effects and innovation at all levels of care.
The meetings attracted Medical Superintendents, Nursing Officers, Physicians and Paediatricians from a number of health facilities. The aim of the meeting was to ensure all patients seeking care
are screened for TB, and that there is at least a 20% annual increase in
case notification across all target sites for the next five years. The meetings also sought to improve cost effectiveness in TB case detection.
The active case finding aims at optimising TB case finding at facilities. The screening is done to all patients at all service delivery points at select hospitals in the 12 counties.
Speaking during the meeting the Director of The Kenya Association for
the Prevention of Tuberculosis and Lung Diseases (KAPTLD), Dr Chakaya urged the county representatives to actively find cases and observe safety as they aim to treat TB effectively. “TB control in the country has been a lonely fight, therefore we need to pull together all cadres
through systematic screening for predetermined target groups,” he said.
Health workers were also asked to screen for active TB among people
living with HIV and look out for patients presenting with a cough of any
duration, fever, night sweats and weight loss as the key TB symptoms.
The head of the National Tuberculosis, Leprosy and Lung Disease Program (NTLD-Program), Dr Enos Masini, said that the rate at which TB
is getting transmitted is very alarming. “TB has overtaken HIV as the
greatest killer among infectious diseases, therefore we need to create partnerships with facilities so as to diagnose more cases,” he said.

TB prevalence is especially high in urban areas, and innovative approaches are needed for diagnosis of TB in children. The health facility representatives were thus urged to cast their nets wide in finding children with TB. This can only be achieved if health workers are
trained, Paediatricians are engaged and more GeneXpert tests done.
The rationale of using the TB tool kit and implementation steps were also
discussed so as to assist health facility managers and staff and to minimise
missed TB case detection opportunities. The aim of the tool kit is to improve quality of TB detection activities and to institutionalise the detection
of active TB cases. The kit targets all health managers, clinician and other
frontline health workers, health policy makers, planners and budgeters.
In 2015, 10 among these 12 high burden counties had a higher TB case
notification accounting for 48% of the total notified cases. With funding
from USAID, TB ARC is supporting a number of active case finding activities in the continued follow up of the Mulika TB! Maliza TB! Campaign including organising forums to engage technical and political leaders in a
bid to prioritise TB issues. As a result of engaging leaders in such forums,
Kisumu and Homa Bay have integrated TB in their county work plans.
Health Management Teams from the 12 high burden counties have
also been trained. Efforts to increase engagement of Paediatricians through sensitisation meetings have also been stepped up.

The active case finding aims
at optimising TB case finding
at facilities. The screening
is done to all patients at all
service delivery points at
select hospitals in the 12
counties.
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List of 30 High Burden TB Countries. Photo courtesy WHO, recreated by CHS

Drug Resistance Survey
The National Tuberculosis, Leprosy and Lung Disease Program (NTLD-Program) with support from its partners conducted the second drug resistance
survey in 2015. The survey was necessitated by the lack of data on national
drug resistance patterns among TB cases in Kenya. This survey was being
undertaken 12 years from the last survey in 2003 whose results were not
conclusive.
The main aim of the study was to assess the situation of drug resistant TB in
Kenya so as to bridge the TB information gap and enhance control efforts.
The survey was also aimed at determining the prevalence and drug resistance patterns of first-line anti-TB drugs among newly diagnosed sputum
smear positive cases and among previously treated cases in Kenya.
The survey population was comprised of all TB patients in selected TB diagnostic facilities across the country during the study period. The survey used a
cross-sectional study design, targeting all new and previously treated smearpositive TB patients in 50 clusters randomly selected across the country. A
total of 2,160 new TB patients were selected for the study.
The survey gathered that TB is more widespread among the economically active age group within the age of 25 to 44 years. Therefore, the need to combat TB cannot be overemphasized as it has serious effects on the country’s
economy. In terms of literacy levels, the survey results showed that TB cuts
across the education levels. The prevalence of multi-drug resistance Tuberculosis in Kenya is lower than the World Health Organisation (WHO) estimates
for both new and previously treated TB cases.

Kenya effectively began routine surveillance for DR TB in 2003 after establishing, training and equipping the National Tuberculosis Reference Laboratory (NTRL) with support from partners. Surveillance between 2003 and
2013 only targeted patients who failed first line TB treatment. With the introduction of GeneXpert testing in Kenya in 2013, routine DR TB surveillance
expanded to include refugees, health care workers, contacts of DR TB, and
presumptive TB patients on Isoniazid Preventive Therapy (IPT).
Over the years, more cases of drug resistance TB have been notified with
the DR TB burden gradually growing. The number of DR-TB cases detected in
Kenya has risen steadily since 2006 when 80 cases were diagnosed to 433 in
2015. The estimated number is expected to go up from the recently conducted prevalence survey. In Kenya, the Multidrug-resistant tuberculosis (MDRTB) burden is estimated at 3.1% of new and 10% of retreatment cases.
With funding from PEPFAR, USAID, CDC and US Army partners support
monthly clinical review meetings in a number of counties. These are forums
to enhance the commitment of the patients to treatment and drug adherence. The meetings bring together DR TB patients together with caregivers
and the health workers to review the progress of the drug resistant TB patients.
The clinical team comprises of a multi-disciplinary group that includes: a
physician, the county and sub-county TB coordinator, a nutritionist, lab officer, social worker, pharmacist, public health officer, and a Directly Observed
Treatment (DOT) nurse.

The survey was necessitated by the lack of data on national drug
resistance patterns among TB cases in Kenya
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Head of MDR TB Isolation Ward Rosemary Odongo (KNH), Head of Respiratory and Infectious Diseases unit Dr J Wafula (KNH), Acting CEO at KNH Dr
Mutie, TB ARC Chief of Party Dr Brenda Mungai and Deputy Head of the NTLD- Program, Dr Maureen Kamene during the handover at KNH

TB ARC Supports Handover of TB Isolation Ward Commodities To Kenyatta National
Hospital
On October 21, 2016, the USAID funded TB ARC activity handed over
commodities to Kenyatta National Hospital (KNH) for the recently
renovated, and now functional TB isolation ward. The commodities
mostly consisted of consumables at an estimated cost of three million shillings (Kshs 3M). These included: catheters, gas, gas masks, endotracheal tubes, insulin syringes, safety boxes, urine bags, infusion
sets, haemo sets, liner bags, Hartman’s solutions, face masks, MUAC
tapes, hand wash, disposable hand towels and adhesive strappings.

actualising the renovation process and further thanked USAID through
TB ARC for facilitating the procurement of the commodities. Dr Kamene
noted that the NTLD-Program is excited to have a functioning isolation ward. She called on the Hospital to establish operating and admission procedures for referrals in order to optimise utilisation of the ward.
TB ARC Chief of Party Dr Brenda Mungai noted that this was an important
milestone for MDR TB treatment. Dr Mungai noted that as a centre of excellence, KNH now has an opportunity to demonstrate best practices.

The TB isolation ward at KNH has been dysfunctional for several years
due to operational challenges including lack of reagents, consumables and machines. Following a request through the National Tuberculosis, Leprosy and Lung Disease Program (NTLD-Program), USAID
through TB ARC funded the procurement of consumables, while KNH
embarked on repairing the wards and the ventilation system. This was
done in a bid to enhance the treatment of multi-drug resistant TB.

Kenya currently has four TB isolation wards including a ward with a 15-bed
capacity at Kenyatta Hospital, that serves as a DR TB mentorship site. 60 beds
at Daadab Refugee Camp, eight beds at Moi Teaching and Referral Hospital
(MTRH), and eight beds at HomaBay County Teaching and Referral Hospital.

Speaking during the handover, Dr J Wafula of KNH expressed his gratitude for the support received from TB ARC. He noted that while the Hospital is experiencing space challenges within its isolation ward, the support received would have a considerable impact on TB management in
the country. The number of patients requiring services at the isolation
ward is quite high, yet the Hospital has a capacity for only 11 patients.
Deputy Head of the NTLD-Program, Dr Maureen Kamene praised KNH for

TB remains a major challenge in Kenya, with the country having an
incidence rate of 233 cases per 100,000 people and a prevalence
rate of 291 cases per 100,000 people. Mortality from TB in Kenya is
also above the global average at 22 deaths per 100,000. With funding from USAID, the TB ARC activity is committed towards reducing the burden of TB in Kenya through its TB management programs.
With funding from USAID, the TB ARC activity seeks to expand access to quality-assured TB services in all Counties and for all forms
of TB, through the identification and implementation of evidencebased interventions that support NTLD-Program as it expands.

The TB isolation ward at KNH has been dysfunctional for several years due to
operational challenges including lack of reagents, consumables and machines

9

From Left: Margaret Mungai (AMREF), Dr Ego Agere (Nakuru County, Dr Maurice Maina (USAID) and Everlyne Kibuchi (STOP TB Kenya) at the Steering
Committee Meeting

TB ARC Participates in The First TB Sustainability Framework Steering Committee
Meeting
The USAID funded Tuberculosis Accelerated Response and Care (TB
ARC) activity supported and participated in the first steering committee for the development of a TB programming sustainability framework
and investment case. The meeting was held at the National Tuberculosis, Leprosy and Lung Disease Program (NTLD-Program) offices and
attracted stakeholders drawn from various sectors including the Government, private sector, civil society and non-governmental organisations.
Participants had the common goal of deliberating on how sustainability can
be achieved in the financing of activities to end TB. “The main aim is to develop strategies to end TB by the year 2030 and at the same time, identify ways
to raise domestic resources while reducing overreliance on donor funding,”
said Dr Newton Omale, head of Policy and Planning at the NTLD-Program.
Participants agreed that the process should be led and owned by the Counties, as they will be the largest contributors to TB financing through human
resource allocation. Speaking during the meeting, Nairobi County Director of Medical Services, Dr Thomas Ogaro said that the process was very
timely. “This steering committee has been convened at the right time as
we are transitioning from activity to program based budgeting,” he noted.
With this background, sustainability should be measurable and bear a
clear formula to quantify the return on investment especially in consideration of new developments like use of GeneXpert machines. Further, the
process requires the right domestic financing for TB control through networking and building strong partnerships. “We need to invest in high impact and cost effective interventions,” emphasized Dr Julius Korir, a consultant leading the process of developing the TB sustainability framework.

framework, consequently, creating the need to develop an active monitoring and evaluation (M&E) framework. The process will be highly dependent
on data from the prevalence and drug resistance surveys, which will be
available early 2017. “For us to model the required purpose, we need to
come up with the required data,” said Dr Bernard Lang’at of the Treasury.
Dr Regina Ombam of the National AIDS Control Council (NACC), who is a
member of the HIV sustainability framework committee, shared an overview
of the HIV program sustainability framework development process that began in 2010. She emphasised on political buy-in as a critical phase of the process noting that its success depends on employing the right approach. “When
seeking political support, affected individuals should not lose focus on the
ultimate goal especially when the political class dismisses them with other
incentives,” she said. She further advised that apart from using emotional appeal, having the right data and information also plays a major role in lobbying.
She shared other strategies that worked for the HIV framework including conducting an effective cost-benefit analysis and media involvement in highlighting patient concerns. She added that it was important to identify high-level international platforms like the African
Union and United Nations meetings to discuss sustainable financing.
While moderating the steering committee input and Terms of Reference (ToR)
session, TB ARC Chief of Party, Dr Brenda Mungai thanked all the members for
attending the meeting and urged them to work together with other health programs to consolidate the Ministry of Health agenda. Participants at the meeting agreed that it was important to define the end users of the developed documents so as to package the large policy document to suit different audiences.

Previous donor funding, specifically how much each donor has spent on TB
per year, will guide the development of the TB programming sustainability

Participants agreed that the process should be led and owned by the Counties,
as they will be the largest contributors to TB financing through human resource
allocation
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Nairobi CTLC Elizabeth Mueni (centre) with
TB ARC Chief of Party Dr Brenda Mungai
join Bahati Community members in a dance
during the offical opening of the Bahati DR
TB Clinic

Deputy Chief of Party Dr Lorraine Mugambi
- Nyaboga addressing regional journalists on
TB during a training in Nairobi

From L.: Joanna Breitstein (TB Alliance) Daniel
‘Churchill’ Ndambuki (Comedian/Emcee)
and Dr Cherise Scott, (TB Alliance) during
the launch of the improved child-friendly
medicines
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Head of National Tuberculosis, Leprosy
and Lung Disease Program (NTLD-Program)
Dr Enos Masini addressing participants
during the End of Prevalence Survey Data
Collection Workshop

TB ARC booth during the Global Hand
Washing Day at Drive- Inn Primary School

Third from Left: Head of Prevention, Health,
Promotion at NTLD-Program, Samuel Misoi
leading a TB screening exercise in Tenwek
Mission Hospital and Nursing School during
an emergency visit
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Children receive TB pamphlets at the TB ARC and Nairobi City County booth

TB ARC Joins Nairobi County TB Team in Commemorating Global Hand Washing
Day
The USAID funded TB ARC activity joined the Nairobi City County TB team
and other hand washing partners in celebrating the Global Hand Washing
Day at Drive Inn Primary School in Nairobi County. The 2016 celebration
on October 15 was done under the theme: “Tuhimize Mazoea ya Kunawa
Mikono!” which is Swahili for ‘make hand-washing a habit’ reflecting on
the global theme. Children from six different schools were in attendance
and were informed on the importance of hand washing as well as educated
on how to wash hands. The children were also screened for TB at the event.
Nairobi County Director of Medical Services (DMS), Dr Thomas Ogaro
graced the event and emphasised on the importance of hand washing
urging all children to make it a habit. Dr Ogaro said that through washing hands with soap, the number of deaths among children below the age
of five would be reduced. “Hand washing is easy to do and it keeps you
healthy. Therefore, it is important to make it a habit in order to avoid getting sick and spreading germs to others,” he said.
The school-going children were educated on critical times that demand
one to wash hands, which include: before eating, before caring for a sick
person, before and after treating a cut or wound, after using the toilet and
after blowing one’s nose, coughing or sneezing. In addition, they were practically taken through the effective procedure for washing hands, which involves: wetting hands with clean water, then lathering all parts of the hand
including back of hands, fingers and under the nails with soap. Thereafter,
one should scrub hands for at least 20 seconds, then rinse under clean running water and finally dry them using a clean towel.
TB and hand washing are linked in that everyone needs to practice cough
hygiene by covering their mouth using a handkerchief or their hands, and
are therefore required to wash their hands with soap. Again, TB patients
particularly children, need to always observe proper nutrition, by eating

well balanced and hygienic foods to achieve the desired treatment outcomes. During the event, 200 pupils were screened for TB and four among
them linked to sub-County Tuberculosis and Leprosy Coordinators (sCTLCs)
for further investigations. Information on TB was given to the children and
pamphlets on cough hygiene were distributed The children were tasked with
sharing the information given to them with members of their family and
house holds.
Handwashing partners present included USAID, PEPFAR and Catholic Relief
Services (CRS) who also empasised on hand washing as an effective disease
prevention approach, which should be observed especially by children who
are at risk of getting sick.
TB screening and information dissemination to children can ride on every
available opportunity as demonstrated during the handwashing day. With
funding from USAID, TB ARC supports county TB screening activities particularly in the 12 high burden TB counties in the continued efforts of active
case finding. Following the commitment to utilise every opportunity to test
for TB, TB ARC has continuously supported such activities with an aim of
improving case notification.

During the event, 200 pupils
were screened for TB and
four among them linked to
sub-County Tuberculosis
and Leprosy Coordinators
(sCTLCs) for further
investigations
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Prevalence Survey Principal Investigator Dr Joseph Sitienei shares about the survey with CTLCs at a past event

End of Prevalence Survey Data Collection Workshop
The data collection process of the National TB Prevalence Survey 2015-2016
came to a close in August 2016 after one year of active data collection. This
is the first survey of its kind in post-independent Kenya,that aims to inform
Kenya of its actual TB burden so as to make better plans to combat the disease. The USAID funded TB ARC activity supported the National Tuberculosis,
Leprosy and Lung Disease Program (NTLD-Program), in organising a threeday closeout workshop held from Wednesday, August 10 to Friday 12, 2016
in Diani, Kwale County.
The nationwide survey was officially launched in July 2015 where five teams
were sent to sites across the country for the purpose of data collection. This
yearlong process was carried out in clusters across 44 counties under the
technical guidance of a multi-disciplinary National TB Prevalence Survey
Taskforce. It is expected that the survey will give an accurate picture of the
country’s TB burden including the identification of persons with TB previously not captured by statistics from the NTLD-Program, as well as insights
on the challenges of access to TB testing and treatment.
The closeout workshop was graced by the Director of Medical Services at
the Ministry of Health, Dr Jackson Kioko, the survey Principal Investigator Dr
Joseph Sitienei and Head of the NTLD-Program Dr Enos Masini among others.
Speaking during an award ceremony for the field teams, Dr Kioko acknowledged the hard work done by the team that made the survey data collection
process a major success.
During the workshop, the national taskforce and field teams discussed successes and lessons learnt through the data collection process. Data collection team members who excelled in their duties were feted with trophies
and certificates.
This was a historic exercise using a cross-sectional population-based survey covering 31,992 households being visited and 63,050 Kenyans enrolled
across the survey’s mobile field sites. The survey targeted all persons 15 years

and above residing in Kenya. The total population of the area targeted was
126,389 with those eligible for the survey being 76,290. Those ineligible
included children below the age of 15 years and non residents.
The survey process started with sensitisation and mobilisation of the target
population from the national level to the county and community levels as
well across the survey clusters. This was followed by a pre-survey visit and
survey enrolment that included a household visit, listing of eligible households, filling of the socio-economic questionnaire and invitation of eligible
and consenting participants to the mobile field sites.
Finally, the most critical step that included mobile field site data collection
was done. The screening method used included filling a symptom questionnaire where basic symptoms were checked, particularly a cough exceeding
two weeks or more. A digital chest X-ray was also used to check for any
abnormalities suggestive of TB. Data analysis and report writing is currently
being carried out by the task force and launching of the findings planned for
March 2017.
With funding from USAID, the TB ARC activity supported logistics including
fleet for all the field teams during the survey, as well as the provision of information technology hardware. Communication technical assistance including
development of branding materials, Information Education and Communication (IEC) materials for the survey and documentation of the MFS processes
through photography and videography was also provided. Further, the team
developed and printed certificates and identification badges for the community health volunteers, village elders, members of the national taskforce
and community health workers involved in community mobilisation, as well
as 1,000 branded t-shirts. The TB ARC activity also partly supported the midterm review of the survey and the report writing process.
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PEPFAR partners at the quartely meeting in Nairobi

Participants at the biannual performance review meeting

TB ARC Supports PEPFAR TB/HIV Partners Meeting

Biannual Performance Review Meeting

In what has now become the norm each quarter, the USAID funded TB
ARC activity supported PEPFAR TB/HIV partners for two separate quarterly
meetings in August and November 2016 respectively. These meetings bring
together stakeholders to discuss progress and challenges in implementing TB
activities with the National Tuberculosis, Leprosy and Lung Disease Program
(NTLD-Program) and National AIDS and STI Control Program (NASCOP).
The two meetings sought to provide updates on childhood TB, Isoniazid
Preventive Therapy (IPT) national uptake, GeneXpert utilisation and
Expanding Capacity for Health Outcomes (ECHO) project. National data in
the areas of focus was reviewed with majority of the categories recording
a downward trend and slow growth in the period January to June 2016.
The partners were therefore urged by the NTLD-Program to step up their
implemention activities for better results.
Deputy Head of the NTLD-Program, Dr Maureen Kamene who presented the
national outlook expressed her concern on declining TB case notifications.
“We need to team up and ensure that we change this trend if we are truly
committed to achieving the post 2015 End TB Strategy,” she said. She further
gave an update on project ECHO, which is currently being implemented
in Kenya since August 2016. Project ECHO has so far revolutionised the
interaction between the national TB staff and county teams (peripheral staff)
and is improving the quality of patient care.
The US Centers for Disease Control and Prevention (CDC) representative Dr
Herman Weyenga thanked partners for the support extended to the counties
and urged them to strengthen collaboration at county and sub county level
and increase efforts to reduce the high numbers of TB/HIV co-infected
patients.
With the availability of improved child-friendly medicines in the country,
strategies to find children with TB were discussed at length; one being
active case finding for clients and staff at health facilities through regular
screening. The active case finding strategy, which mainly involves facilitybased screening, would also extend to the community and institutional
levels. Another strategy was to scale up contact tracing by testing one child
for every adult who tests positive for TB.
The meetings also sought to get progress on the utilisation of GeneXpert
machines, which was said to be low mainly as a result of prolonged power
outages requiring partners to invest in inverters. Partners also shared best
practices and challenges encountered in continued efforts to reduce the TB
burden in Kenya. With funding from USAID, the TB ARC activity has been
supporting these meetings for the past three years.

The USAID funded TB ARC Activity supported the National Tuberculosis,
Leprosy and Lung Disease Program (NTLD-Program) 2nd biannual
performance meeting held in Nyahururu from Monday, November 14 to
Saturday 19, 2016 under the theme ‘Finding Missing Cases.’ The meeting
was organised jointly by the NTLD-Program and its partners and brought
together county and national TB teams, implementing partners and relevant
stakeholders to review performance. During this meeting, data from January
to June 2016 was reviewed.
The objective of the meeting was mainly to review case notification targets,
paediatric cases, GeneXpert utilisation, treatment success rates, drug
resistant Tuberculosis, Isoniazid Preventive Therapy (IPT) uptake, acid-fastbacilli (AFB) workload and commodity reporting rates at both sub-county
and county levels. The meeting also provided a platform to discuss plans for
the next half-year, share policies and insights on key global goals like the End
TB strategy. Partners also had a chance to share their work plans.
“The recently concluded prevalence survey has been an eye opener and will
inform the programmatic strategies that we develop moving forward,” said
Dr Sitienei who shared the preliminary estimated prevalence for pulmonary
TB in those aged 15 years and above. He added that from the analysis done so
far; about 49% of the population has TB but do not show any TB symptoms.
Majority of the counties reported a decrease in case finding compared to
a similar period the previous year. County teams were thereby urged to do
much more especially on GeneXpert utilisation and finding more children
through contact tracing. While emphasising this, Deputy head of the NTLDProgram, Dr Kamene said, “Let us make sure that for every adult diagnosed
with TB, there is a child tested and put on IPT.”
From the partner presentations, representatives from Kenya’s STOP TB
Partnership enlightened participants on the Partnership’s mission, which
aims to address TB as a social disease and not just a preserve of health
care workers. The County TB coordinators were asked to join the STOP TB
movement and were guided on how to send in their details.
The post 2015 TB strategy - End TB Strategy - was also discussed. The END
TB strategy aims to achieve a world free of TB, with zero deaths, diseases
and zero TB suffering. All participants deliberated on the three pillars of this
strategy, which are, integrated, patient centred TB care and prevention, bold
policies and supportive systems and intensified research and innovation. The
county TB coordinators were urged to adopt the strategy and customise it to
their respective county contexts.
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With funding from USAID, the TB ARC activity supports various NTLDProgram activities including performance review meetings and technical
assistance missions. TB ARC also supports county engagements through
routine support supervision and External Quality Assurance (EQA) services.
In the continued efforts of scaling up IPT activities in the country, TB ARC
coordinated support for the IPT Rapid Results Initiatives (RRI) consultative
meeting that was organised by National AIDS and STI Control Programme
(NASCOP) for County Tuberculosis and Leprosy Coordinators (CTLCs), County
AIDS and STI Coordinators (CASCOs) and County Pharmacists.

TB ARC Participates in The 23rd Medical
Laboratory Scientific and Exhibition
Conference

Dr Margaret Oduor officially opened the conference. Also present at the
conference was the County Executive Committee Member for Health, Kisumu
County, Dr Elizabeth Ominde Ogaja. The Keynote speaker was Prof. Kabiru
from Kenyatta University, while Ms Sheilla Chebore, TB ARC Laboratory
Technician, was the presiding chairperson at the conference.
Dr Margaret Oduor who represented the Cabinet Secretary for Health
reaffirmed the importance of having sound laws and regulations and
encouraged all laboratory levels to prepare to undergo accreditation. “All
stakeholders need to adhere to the set rules in order to cut on cost,” she said.
She also encouraged the laboratory professionals to work together for the
benefit of both policy makers and patient safety.
Speaking during the ceremony, Prof Kabiru noted that the patient rights
charter is available to address universal health care, high quality care
products, rights to confidentiality and treatment with respect. “Patientcentred lab practice is important from the pre-analytic, analytic and post
analytic phases, “ he said.
Kisumu CEC Dr Elizabeth Ominde urged stakeholders to adhere to principles
of public health service. She further emphasised the need to inculcate
a culture of quality management in the system and added that in order
to ensure that high quality services are provided, accreditation must be
achieved for all laboratories.
The conference saw a number of educative presentations made in separate
forums. Presentation topics ranged from inventory and risk management,
drivers to accreditation, TB infection prevention and control plan, blood
transfusion sciences to utilisation of 90,90,90 strategy.
Embracing new technology in improving service delivery was also stressed,
a goal under the economic pillar of AKMLSO. This highlights the role of
science, technology and innovation for highly skilled, competitive, ethical,
creative and entrepreneurial human resources. The economic pillar also
adds value in strengthening technical capabilities in science technology and
innovation awareness.

Sheilla Chebore,from CHS TB ARC as Chair of the conference
The USAID funded TB ARC Activity participated in the 23rd Medical Laboratory
Scientific and Exhibition Conference for the Association of Kenya Medical
Laboratory Scientific Officers (AKMLSO) held in Kisumu from October 11 to
October 14, 2016. The conference was held under the theme ‘Strengthening
Laboratory Service Delivery, Technology and Innovation Towards Patient
Safety.’
The event brought together laboratory professionals, health care workers,
students and exhibitors to discuss latest advances in biomedical laboratory
sciences, and also to look at the challenges that biomedical laboratory
scientists are likely to face in the future due to increased awareness of legal
frameworks.
The conference had a comprehensive scientific program that included
scientific papers, symposiums and exhibitions by diagnostic companies
from the region. The Director of Kenya’s National Blood Transfusion Service,

The use of laboratory medicine in diagnosis and research of communicable,
non-communicable and neglected tropical diseases was recommended so as
to contribute to science, policy change and patient care.
TB ARC supports a number of TB laboratory services including the installation
of 53 GeneXpert machines and bundling of 126 GeneXpert facilities. TB ARC
also recently supported the first GeneXpert performance review meeting,
supervision of all the GeneXpert super users, and inventory exercise to
ascertain status of all GeneXpert machines.

About The Association of Kenya Medical Laboratory Scientific
Officers (AKMLSO)
The Association of Kenya Medical Laboratory Scientific Officers
(AKMLSO) is a national medical laboratory science professional
association. It is a non-profit, non-governmental and non-political
association. The Association’s main objectives include: fostering
closer relations between its members and other members of the health
team, creating a forum for information exchange and dissemination
among its members through electronic and press media, publications,
conferences, workshops and seminars, collaborating with members
of Medical Laboratory related professionals both nationally and
internationally, for the purposes of improvement of quality health care
among others.
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Screen shot of an ongoing ECHO Session

One On One With Dr Kamene Kimenye - Mariita on Project ECHO in Kenya

1.What is ECHO?
Expanding Capacity for Health Outcomes is a collaborative model of medical
education and care management that empowers clinicians everywhere to
provide better care to more people, right where they live. The main aim is to
transfer knowledge from an area with many experts to that without.
ECHO bridges the barriers between specialty and primary care. It links expert
teams at an academic ‘hub’ with primary care clinicians in local communities
– the ‘spokes’ of the model. Together, they participate in weekly teleECHO
clinics, which are like virtual grand rounds, combined with mentoring and
patient case presentations.
The clinics are supported by basic, widely available teleconferencing
technology. During teleECHO clinics, primary care clinicians from multiple
sites present patient cases to the specialist teams and to each other, discuss
new developments relating to their patients, and determine treatment.
Project ECHO was developed by Professor Sanjeev Arora of university of
New Mexico who was the only specialist of hepatitis C management. He
had patients waiting for a long time even up to eight months before getting
treatment. Therefore, he decided to come up with ECHO model to reach
health care workers (HCW) in the peripheral, who would then initiate
patients on treatment without having to refer to him, hence reducing the
waiting time treatment and increasing access to care.

2. Many people think ECHO is telemedicine, what is the difference
between the two?
Telemedicine is a model that lets physicians treat their patients remotely
via video-chat. Unlike ECHO, telemedicine does not need a hub and spoke
structure as it has a direct doctor-patient relationship. It promotes a patient
and expert connection and has remote patient monitoring. ECHO promotes
case-based learning where patients are de-identified before the video
conferencing.
3.When was it launched at the National Tuberculosis, Leprosy and Lung
Disease Program (NTLD-Program), Kenya?
On August 1, 2016, Kenya implemented the use of ECHO in the management
of TB. There has been great progress since then which includes:
•
15 TB ECHO weekly sessions
•
Between 12 and 64 spokes calling in using various equipment
from smart phones, laptops to high-tech video conferencing facilities
•
A hub and 5 spokes have already been established and set up with
video conferencing facilities
•
Partnerships established with the HIV program, funding agencies
and implementing partners
•
•

Funds to establish 24 spokes through partners have been sought
Incoming TB ECHO Coordinator and IT/M&E point persons have
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been hired through the support of TB ARC to manage the ECHO project
This has started as the country prepares for the official launch that is in the
final planning stage.
4.How many people has ECHO reached?
In a period of four months, ECHO has reached the County Tuberculosis and
Leprosy Coordinators (CTLCs) and they are greatly benefitting. It has also
reached a number of clinicians, 100 sub–county tuberculosis and leprosy
coordinators (SCTLC), as well as national program staff. The ECHO project has
also been used for laboratory quality improvement and over 47 GeneXpert
super users have been reached so far. The platform has also been used for
meetings in TB control reducing the cost of travel and saving time. We have so
far discussed 13 TB/HIV cases with severe conditions that posed a challenge
to the Health Care Workers (HCWs), and proper management instituted e.g.
Extensively drug-resistant TB (XDR TB) and drug induced liver injury among
others. Patient confidentiality is observed during all discussions.
There exists a lab ECHO for TB that connects the GeneXpert super users and the
County Medical Lab Technicians (CMLTs). The NTLD-Program is in the process
of setting up another lab ECHO for culture laboratories and TB microscopy
for quality assurance and monitoring of algorithm implementation.
5.Who is eligible to participate in the ECHO sessions?
NTLD-Program partners and County TB coordinators receive an email request
to join the meetings as there are TB cases for discussion each week. The
cases to be discussed are shared at least five days before the ECHO session.
The cases range from TB, TB/HIV, MDR TB, TB Diabetes among others. An
expert in the field makes a 15-minute presentation on the subject as part
of training. Any health worker in Kenya is however eligible and we hope to
reach all in future.
6.How do participants access ECHO sessions?
Participants only need to be connected to the internet and have the Zoom
application downloaded on their machines to access ECHO sessions. Zoom is
a software that provides a video and audio conferencing platform. We share
a link and meeting ID with the participants and they can join in from any part
of the world either using their smartphones, desktop computer, tablet, laptop
with a camera or proper video conferencing set up etc. ECHO Zoom can host
a meeting of up to 100-200 participants. However, a proper ECHO session
should have a maximum of 25-30 spokes per session.
The platform is good as it allows participants to share their presentations,
images etc. Participants can also ask questions using the chat options or raise
their hand and ask verbally. Information is also shared through iECHO, which
is also used as a monitoring tool.
7.How often do the ECHO sessions happen?
ECHO sessions take place every week on Tuesday morning from 8:30AM to
9:30AM. As more people call in, ECHO is expanding and future sessions will
be scheduled on different days and times of the week.
8.What is the significance of ECHO, and how has ECHO come to change
TB operations?
TB ECHO has improved interaction between the spokes and the experts
sharing a case as they can see each other as opposed to use of cell phone or
email. It has come to change TB operations in the following ways:
•
Reduced the cost of training as more people can be reached at a
go compared to a classroom session. People do not have to travel or leave
their place of work
•
It is an affordable way of communication

•
Information can be given in little bits as people can listen to small
bits of information at a time
•
Best practices can easily be picked and shared
•
It allows for quick response or sharing in case of emergencies
•
ECHO has improved the uptake of new policy directions especially
Isonaizid Preventive Therapy (IPT), improved paediatric regimen the and use
of GeneXpert
9.What is the source of funding for TB ECHO and what are the financial
implications?
With funding from USAID, TB ARC is currently funding the equipping of
the national hub as well as staff supporting ECHO. The cost implication is
mainly on the purchase and setting up of equipment, provision of internet,
and a stipend to the expert making the presentation as well as costs for the
incoming staff.
10.What next for ECHO?
At the moment, we are setting up a hub at the National TB Program
offices and identifying clusters that have the conferencing facilities for
decentralisation and site assessment for setting up. Picking lists of clinical
teams is also ongoing so that they can be introduced to ECHO.
With the rapid expansion, we have recruited a Help Desk Coordinator and
an ICT Officer to manage the day-to-day ECHO needs. This is because we are
exploring how to record the sessions, upload and share them via podcasts or
SoundCloud on the NTLD-Program website www.nltp.co.ke. This will create
a reference point where anyone can download a past session and refer to a
particular discussion. iECHO will also be used.
We are also planning to decentralise project ECHO as we have expanded
and managing a huge number of participants in one session is becoming
challenging. With decentralisation, ECHO will be used by clinical teams
i.e. CTLCs and some SCTLCs who will undergo training so as to coordinate
clusters meeting per county and use it to discuss programmatic and clinical
issues.
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4. How did you receive and react to the news that you had been selected
as the new President of the UNION?
This is duty and a responsibility that must be borne with humility. I was
excited to be honoured with this position, but beyond the excitement came
the realisation that I had been handed a major responsibility. As with any
new assignment, I was both excited and anxious, as the work that needs to
be done is massive.
5. What does the new appointment entail?
As President of The UNION, I will be responsible, together with my Board and
the Senior Management of The UNION, for charting the path forward in the
fight against TB and Lung diseases. This will involve developing policies and
strategies to guide the work of the UNION, expanding its membership and
engagement, resourcing, as well as enhancing the scientific approach to the
work of the UNION and its members across the world. My single wish is to
ensure that the UNION is visible, present and effective in every nation of the
world and its activities positively impact the lives of the millions of people
who suffer TB and other lung diseases.

Dr Jeremiah Chakaya

One-on-One With Dr Jeremiah Chakaya
1. Who is Dr Chakaya?
Dr Jeremiah Chakaya is a practicing respiratory physician based in Nairobi,
Kenya. He graduated from the University of Nairobi with a basic degree in
medicine and surgery (MBChB) in 1985 and a Masters Degree in internal
medicine (M.Med) in 1992. He then went on to study lung medicine at
the National Lung and Heart Institute, University of London at the Royal
Brompton Hospital and at the Kyorin University Hospital in Tokyo Japan.
Dr Chakaya worked as a TB and Lung disease researcher at the Centre for
Respiratory Diseases Research and also served as the TB Program Manager at
the Ministry of Health. At the international level, Dr Chakaya has held several
positions including Chair of the Direct Observed Treatment Short Course
(DOTS) Expansion Working Group, Vice Chair of the Stop TB Partnership
Coordinating Board and Chair of the Strategic and Technical Advisory Group
of the World Health Organisation (WHO). Dr Chakaya is a founder member of
the Kenya Association for the Prevention of Tuberculosis and Lung Diseases
(KAPLTD) and has remained closely engaged with this organisation.
2. How have you been involved in TB work and for how long?
Since 1992, soon after completing M.Med studies at the (UoN) and on joining
the Kenya Medical Research Institute (KEMRI).
3. What is The UNION, its mission and what does it offer?
The International Union against Tuberculosis and Lung Disease (IUATLD or
The UNION) was formed in 1920 by a group of individuals backed by their
governments to confront TB, which by then was a devastating epidemic in
Europe and North America. TB was at that time called the ‘Captain of Death’
and therefore, something had to be done to mount a strong response to
this disease. The UNION - initially called IUAT without the LD - remained
focused on TB only until 1997 when it was recognised that TB was in essence
a lung disease among many other lung diseases that had been neglected as
public health threats. Today, the UNION remains largely focused on TB and
has a diversified portfolio that includes programs for other lung diseases.
The UNION works hard to ensure that there are robust programs and
interventions to prevent, care and treat TB and other lung diseases in low
and middle-income countries with a particular emphasis on the poor in these
countries. Thus, the UNION’s slogan is “Health solutions for the poor.”

6. What are the challenges in combating TB in Kenya and the world at
large?
The high poverty level is greatly contributing to the burden of TB not only
in Kenya, but also in a majority of sub Saharan African countries. Poverty
further contributes to poor nutrition, which can result to mortality.
Another challenge is a poor approach to health systems strengthening that
contributes to poor health outcomes. This further has effects on health
financing where there are funding challenges and where funding is available,
it is not effectively utilised.
Another major challenge is inadequate funding for TB research. For example,
there lacks a means to test TB with less sophistication like use of laboratory
equipment. For example, the testing of HIV by an individual through the use
of a simple test kit is a good step.
7. What do you wish to achieve in TB control as we work towards the
End TB strategy?
The first thing we need to do is to distinguish between wishful thinking and
tangible progress towards achieving those targets. That means if we have
to make tangible progress, then we have to change the way we do business
as far as TB is concerned. There is need to have a complete paradigm shift.
That calls for a multi-sectoral approach, which we have not done before.
This includes involving households especially those in urban slums by
ensuring poor housing characterised by poor ventilation and poor lighting is
transformed to decent housing. Another area is reducing congestion in our
prisons. Further, improved agriculture is necessary to promote a population
that is well nourished since poor nutrition already has a major impact on
TB. Another issue is to have an educated population that does not just
go to school for the sake of passing exams, but one that will have quality
education that can transform people. Therefore, the multi-sectoral approach
in TB care and prevention needs to be emphasized so that we can dissect the
broad actions that need to happen within the health sector and outside the
health sector. Without that approach, we are likely not to achieve the End
TB strategy.
8. As the new UNION President, how do you plan to contribute towards
achieving SDG number three?
We shall play our role as a global organisation primarily in contributing to
finding solutions to TB and chronic respiratory disease. The range of things
we shall do include playing an advocacy role to highlight the problems of
chronic respiratory disease. We want to engage with governments to ensure
that health systems are strengthened by addressing issues like air pollution
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because air quality is a driver of respiratory health across the world. At the UNION, we want to continue working with governments and other partners
to influence implementation of frameworks like tobacco control. We also want to make occupation health, which includes industrial safety and hygiene,
extremely paramount especially in the mining sector. We shall then continue to participate in research that identifies simple and sustainable solutions for TB
and respiratory health.
In addition we shall work towards the development of technical interventions that are well researched, simple and obtainable for improving lung health.
Lastly, we shall work towards promoting patient-centred operations and implementation research.
9. What is your message to TB control partners in regards to combating TB?
It is very simple message: We need to do more, do it effectively and do it efficiently.
10. Benefits of being a UNION member (individual or organisational)?
First, when an individual joins the UNION, the most important thing to do is to have a commitment towards contributing to the fight against TB and the
promotion of better lung health. This is because one is joining an organisation that has people who share the same mission and vision. However, for the
benefit of the members and organisations, the UNION provides a platform where members can share their experiences with others in that space. For example,
we have very authoritative journals such as the International Journal for Tuberculosis and the Journal for Public Health Action. Another platform is the UNION
Conference where information can be shared and individuals and organisations can network. Finally, we have created sections and sub sections that are
important forums for communication where members who are interested in particular issues in TB can participate.
All in all, the most important drive for joining the UNION for both individuals and organisations should be to give to and not take from the UNION. People
have to make the distinction that this is not to receive, but mainly to contribute to the fight against TB. With this, they can stand up and get counted as
contributors to the success of controlling the burden of TB across the world.

TB ARC Laboratory Technical Officer Sheila Chebore (left) shares insights with nurses at Aga Khan Hospital during the GeneXpert Inventory and support
meeting

TB ARC Supports GeneXpert Inventory Activity
The National Tuberculosis, Leprosy and Lung Disease Program (NTLD-Program) has received support from various partners in the procurement of
GeneXpert machines. Starting July, 2016 GeneXpert was approved as the
first line test for TB diagnosis. With this new directive, USAID funded TB
ARC Activity supported the GeneXpert inventory exercise to ascertain status of all Xpert machines using a standardised checklist. These machines are used for the purpose of TB diagnosis and detection of Rifampicin resistance cases. The exercise was
carried out in a number of sub County and county hospitals countrywide.
The exercise further addressed capacity building of the laboratory personnel
to enable them operate and use GeneXpert Mycobacterium Tuberculosis (Mtb)
and resistance to rifampicin (Rif) technology and on job training on online reporting. In addition, verification of the commodity inventory on the ground and
assistance in redistributing where necessary was also tackled. Sample transport
models and ways of strengthening the activity in each county were identified.

The site visits ensured that system upgrades were successfully upgraded from version 4.6 to version 4.7 in preparation for the roll out of
the ultra cartridges. Inventory for the equipment and accessories was
also taken and commodity management and redistribution also done.
TB ARC supports a number of TB laboratory services including the supervision of all the GeneXpert super users, the installation of 50 GeneXpert machines, bundling of 126 GeneXpert facilities, and relaying of results through short message services (sms) relaying GeneXpert results.
Proper functioning of the GeneXpert machines allows for smooth
implementation of the World Health Organisation (WHO) approved first line
test for TB diagnosis by the county teams
In addition, TB ARC also recently supported the first GeneXpert performance review meeting, supervision of all the GeneXpert super users,
and inventory exercise to ascertain status of all GeneXpert machines.
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While at the new school, he completed his treatment and was confirmed
free of TB. However, his plight was far from over. John started experiencing
excessive night sweats and weakness. The symptoms became so agonising
that the School Principal asked his mother to take him for treatment.
This time round, he was diagnosed with MDR TB.
He was put on 21 months treatment starting with eight months of both drug
intake and injections forcing him to drop out of school. The drug effects were
so severe that he started recognising the severity that comes with TB. During
this period, he developed interest in learning more about TB and would often
search on the web for more information using his smart phone. He mastered
the symptoms as well as adverse drug effects like more breakouts on the face
and loss of appetite. This helped him develop an in depth understanding of
the disease and further reduced his worry.

John at his home in Murang’a County

Success Story: My Teenage Battle With
MDR TB - John’s Story
Meet John, a 21-year-old boy who bravely battled Multi-Drug Resistant
Tuberculosis (MDR TB). He greets everyone with a smile and his vibrant
personality is evident from his distinctive hairstyle and striking dress code.
You can hardly miss him in the midst of a crowd.
I first met John during a visit to Murang’a County Hospital, a facility supported
by the Centre for Health Solutions – Kenya. I was in the company of a
delegation from World Health Organization (WHO), Green Light Committee
for an evaluation exercise. The team was visiting to conduct an evaluation
of the implementation of the Programmatic Management of Drug-resistant
TB (PMDT).
John was in a meeting in the company of other TB patients and I later learnt
that the agenda of that meeting was to review MDR TB patients’ treatment
progress, which is done on a monthly basis. “This is a best practice done only
in Kenya among the 47 African countries that we have visited,” the WHO
team noted.
John was the highlight of the meeting as he had just completed his 21 months
of MDR TB treatment. How encouraging! All the patients looked at him with
deep admiration. He spoke with boldness and enthusiasm and without seeing
him, one would never have guessed he was that young. It was at this meeting
that I got interested in knowing more about his journey to healing.
I visited him at his home in Kabati, Murang’a County. He is currently preparing
to sit for his final secondary education exam - Kenya Certificate of Secondary
Education (KCSE) at the end of the year. “I have a lot to catch up on as I
missed school for two years owing to the treatment period and adherence
that comes with TB treatment,” he explained.
How did he contract TB?
John contracted TB two years ago when he transferred schools after what
he describes as a family disagreement. He moved from his mother’s house
in Murang’a to live with his elder sister in Nairobi. Life in school continued
normally, but after two terms in his new school, he started coughing. The
cough persisted for a number of weeks until one day his sister advised him to
seek treatment at a nearby health centre.
After a number of tests he was diagnosed with TB. At that time, he had
perceived TB to be like an ordinary flu so he had no reason to worry. He was
put on drugs for six months. However, while still on treatment, he was again
moved to a boarding school.

Effect of MDR TB on his social life
During the treatment period, he encountered some social challenges as the
community isolated him. John had been put on Directly Observed Treatment
(DOT), which is a WHO recommended TB control strategy.
“My friends could not understand what kind of disease I had that made me
visit the hospital daily,” he said. To overcome this ridicule, he had to lie that
he had been offered a job at the hospital. This made him dislike himself and
lowered his self- esteem. Filled with self-pity, he could not understand why
this had to happen to him.
Similarly, his family was not free to interact with him. He vividly remembers
one evening when his young brother came home from school with homework
and he offered to assist him. His brother brushed him off saying that he had
forgotten his books at school just to avoid close contact with him.
Message to other MDR Patients
John however has words of encouragement for other TB patients and urges
them to keep taking the drugs as instructed despite the challenges.
“TB is curable so do not get discouraged while on treatment,” he emphasizes.
He adds that he is grateful to the doctors at the CHS supported Murang’a
County Hospital who walked him through the treatment journey. “The
doctors were supportive and treated me more like a friend than a patient,”
he said, naming Mr Waweru who is also the sub County Tuberculosis and
Leprosy Coordinator (sCTLC) as his friend to date.
His Dreams
John has an ambition of being a TB ambassador and is working on a project
to reach out to people especially in schools and at the work place to create
awareness on TB. He is so determined to do it and willing to volunteer after
his studies as he builds on his music talent. This is because he believes that
people lack sufficient information about TB. He gives an example of a friend
who had a prolonged cough that saw him go to an extent of coughing blood.
To that point, he had experienced all the TB symptoms but ignored them until
the pain became so excruciating that he was forced to seek medical help.
Had his friend been aware of TB symptoms, John believes that he would not
have suffered that long.
On the reduced treatment period for MDR TB John was delighted to learn that
the treatment period for MDR TB had been reduced from approximately 20
months to 9-12 months, which Kenya is in the planning phase to roll out in
2017, saying that this is the greatest news he has received lately. He said that
this would give patients more hope and further encourage them to adhere
to treatment.
CHS through the CDC-funded Tegemeza project in collaboration with County
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Health Management Teams supports a number of facilities in Central Kenya to implement robust TB control activities. CHS also supports the monthly clinical
review meetings, which is an outstanding practice of bringing together Drug-Resistant TB (DR TB) patients and their health care workers to review treatment
progress.
Similarly, the USAID funded Tuberculosis Accelerated Response and Care (TB ARC) activity supports the National TB, Leprosy and Lung Disease Program to
carry out laboratory baseline investigations before a patient is initiated on MDR TB treatment with further follow up during treatment.

Ivanna receiving TB medicines from the TB nurse as her mother watches

Success Story: A New Dawn In Childhood TB Treatment In Kenya– Ivanna’s Story
Ivanna’s mother goes on to narrate how her daughter developed TB in a
story that is common among a number of TB patients. At seven months of
age, Ivanna experienced a blocked chest and weight loss. The once healthy
baby was also sweating heavily at night that whenever her mother put her
to sleep in her baby cot, she would often leave the sheets soaked. She was
taken to a nearby health facility and put on antibiotics. However, she did not
improve and was admitted for further examination. She was later diagnosed
with severe pneumonia one month after being discharged from hospital and
readmitted.
This bothered her mother forcing her to seek better treatment at Baraka
Clinic in Mathare, Ruaraka sub-county. Here, she was examined by the
paediatrician and referred to the facility’s TB clinic. After having an x-ray
taken, she presented with pneumonia and rickets symptoms and was put
on antibiotics and asked to go back to the facility after two weeks for reexamination. She did not improve and upon further examination, she was
diagnosed with TB and immediately put on treatment.
Ivanna’s family hails from a less privileged background in one of Nairobi’s
informal settlements. This is one of the contributing factors of developing
TB especially among children as TB affects populations living in densely
congregate settings. “Ivanna contracted TB from her environment as
after taking the history, there was no one in her household who had been
diagnosed with TB,” said TB Nurse Wendy Gatwiri.
She proceeds to explain how she often gives all her patients health education
information about TB whenever they visit the clinic. “Here in the urban
villages, TB is very common and therefore, we always ask all patients to keep
their houses well ventilated and practice cough hygiene so as not to infect
others.” Nutrition guidance is also very vital so as to achieve the desired

treatment results more so among children.
Wendy narrates that with the improved medicines, there is renewed hope
as the pill load is reduced and patients will have less confusion during the
calculation of pills as they used to. The TB nurse says that the news about
the child-friendly TB medicines is some of the best she has received in her
four-year experience as a TB nurse. She adds that she once diagnosed a twomonth old infant and taking her through the previous treatment regimen was
very disturbing and sad. Without the fixed dose, it was hectic to approximate
the dosage especially for children weighing below two kilograms.
Another major challenge was switching from the intensive to continuation
phase of treatment, as some caregivers would not return the remaining pills
in the intensive phase dose. Once introduced to the continuation phase, they
could not differentiate between the two pill combinations. However, this
has since been resolved as there is a better and quick understanding of the
dosage. It is also going to be easier for health care workers to give health
talks concerning the medicines. Further, in the absence of the TB Nurse, it
will be easier for another health care worker to relieve them and give TB
medicines correctly.
Pharmacists will also find it easier to order for medicines, as the formulation
is in a fixed dose. It will also be easy for them to distribute, as they do not
have to keep matching the combinations.
These Fixed Dose Combinations (FDCs) are not new, but are improved
medicines that are simple for providers and parents to administer, and easy
for children to take. They are made to dissolve in water in just a few seconds.
This means children will take fewer pills that taste better, simplifying and
improving the treatment journey.
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Siaya County Deputy Governor Hon. Wilson Ongango and Head of Department of Preventive and Promotive Health Services, Dr Jackson Kioko at the launch
of the IPT rollout at Siaya Stadium on World TB Day 2015

Success Story: Transformational Steps In TB Prevention - Use Of Isoniazid
Preventive Therapy
In 1998, the World Health Organization (WHO) endorsed the use of Isoniazid Preventive Therapy (IPT) as a key measure towards the prevention of
Tuberculosis (TB) among those highly at risk particularly among people living with HIV and children under the age of five in contact with active TB.
Kenya began the use of IPT in 2010, however its uptake was mainly project based,
with the execution mainly supported by implementing partners in their respective regions. Uptake was minimal and reporting was not integrated nationally.
During the commemoration of World TB Day 2015 in Siaya County,
the National Tuberculosis, Leprosy and Lung Disease Program (NTLDProgram) in collaboration with the National AIDS and STI control Program (NASCOP) launched the national rollout of IPT. This was in the
continued efforts to benefit all eligible people living with HIV, children under the age of five with contact to TB as well as prisoners.
With support from USAID through the Tuberculosis Accelerated Response and Care (TB ARC) activity and prior to the national launch of
IPT, NTLD-Program and NASCOP technical teams developed the requisite Standard operating Procedures (SOPs), sensitization materials and in planning for the launch and rollout of IPT in the country.
In the build up to the launch, USAID through the TB ARC activity supported
the printing and distribution of 6,000 IPT SOPs, 7,000 IPT registers and 500 IPT
brochures that were distributed to the then five high burden counties (Nairobi,
Mombasa, Siaya, Kisumu and Homabay). USAID and the Global Drug Facility
(GDF) availed 500,000 doses of the Isoniazid drug in readiness for the rollout.
Subsequently, USAID through the TB ARC activity has continued to offer support at the national level by providing technical support to the TB/
HIV Technical Working Groups (TWGs). This support has included coordination of stakeholders including implementing partners, NASCOP and
NTLD-Program Officers through quarterly TB/HIV partners’ forums where
best practices for scale up of IPT are shared among participants, and implementation challenges addressed. Several challenges have also taken center
stage during these meetings including commodity availability, sensitization

of health care workers, as well as recording and reporting mechanisms.
The task forces that include members of County Health Management Teams
and implementing partners are mandated to provide leadership in laying
down systems for the implementation of TB/HIV activities, particularly IPT.
This includes organizing county, sub county and facility level health care
workers sensitisations, providing and distributing IPT recording and reporting
tools, distribution of IPT commodities as well as setting targets based on the
number of people living with HIV on care in different facilities and counties.
Establishment of county task forces has led to increased IPT scale up.
It is through these task forces that implementation challenges at county level have been addressed. The USAID supported Regional Officers have continued to support county supervision to
evaluate IPT progress and provide technical support as needed.
As a result, the procurement and distribution of IPT commodities has
improved and changed from the ‘push’ system based on the availability of commodities centrally, to the ‘pull’ system where commodities are distributed and consumed on demand at county level.
Likewise, reporting of IPT has been streamlined, from the use of an interimreporting tool, to the use of the national District Health Information System
(DHIS) to provide reports on all people living with HIV initiated on IPT unlike
before. With the formation of joint NTLD-Program and NASCOP technical
working groups, it has become easier to account for most of the commodities utilized, as this is now comparable to patients initiated month on month.
The quarterly TB/HIV partner forums have remained useful in addressing implementation challenges on the ground, and the most remarkable success has
been the increase in the number of people living with HIV on IPT from four
(4) as reported on DHIS in March 2015 to 342,571 by the end of June 2016.
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Barkebo (TB ARC) with SCTLC- Garbatulla, Hassan Guyo during a support visit to the care taker of a DR
TB client during a home visit

Success Story: The Silent Pain of Undiagnosed Tuberculosis
The World Health Organization (WHO) endorsed the GeneXpert test in
2010. In 2011, the news about the use of GeneXpert in Kenya was received in the health sector with excitement as this meant improved diagnostics in TB detection. GeneXpert test is a molecular test that detects
Mycobacterium Tuberculosis (TB) and identifies resistance to rifampicin.
The USAID funded Tuberculosis Accelerated response and care (TB ARC) activity supported the installation of the first three machines in public hospitals in the Coastal region; which is a high burden TB region. These hospitals included: Coast General Hospital, Port Reitz Hospital and Likoni District
Hospital. USAID further supported the procurement and installation of 20
more machines. Currently, there are about 126 machines in the country.
USAID funded TB ARC activity in partnership with National Tuberculosis Leprosy and Lung Disease (NTLD-Program) and other partners are working to
scale up GeneXpert use as well as ensuring that the quality of testing is high.
This has further been cascaded to all 47 counties who have formed GeneXpert technical working groups. In addition, equipment networking is being
carried out to ensure access to eligible presumptive TB patients countrywide.
USAID funded TB ARC activity further supported the roll out of a GeneXpert
alert system developed in collaboration with ABT associates, Clinton Health
Foundation, and NTLD-Program This ensures real time delivery of GeneXpert results to the clinicians through short message text on mobile phone
hence reducing the turnaround time in generating results. In addition, there
is an online reporting tool ensuring up to date data and commodity management. In July 2016, 119 out of the 126 (95%) machines were utilising
the online reporting system with only 5% having challenges in connectivity.

To ensure routine preventative maintenance support and trouble shooting of machines at county level and reducing down time of machines,
identified lab technologists were trained as “super users”. So far there
are 45 super users in Kenya and USAID through the TB ARC activity reimburses their monthly support to county facilities around them and airtime to help them seek further support from national level when necessary. Each super user supports an average of 2 equipment. This has
greatly contributed to reduce the error rate from 4% to 2.5 % in 2016.
USAID funded TB ARC activity and its partners, have come up with
various interventions to increase GeneXpert utilisation from a low
of below 10% to 56% in 2015. Consequently, this has increased
the number of tests done from 970 in 2011 to 77,861 in 2015.
The GeneXpert machines have further reduced the turnaround time for TB
diagnosis and rifampicin resistance testing from about 6 weeks to 48-72
hours when phenotypic culture testing was the only test in use for checking
resistance. USAID funded TB ARC activity, will continue supporting NTLDProgram in the scale up and optimisation of the use of GeneXpert machines.
In March 2016, the Permanent Secretary for Health gave a policy directive to use GeneXpert as the first test for diagnosis in the facilities with the
equipment. This directive is further expected to maximize the utilisation
and increase the bacteriologically confirmed TB cases specifically DR TB.
The awaited ultra cartridges that are more sensitive than
the current ones will ensure more case identification of TB.
GeneXpert technology is indeed a game changer in TB diagnosis and control.
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Tuberculosis Accelerated Response and Care (TB ARC)
Goal

To reduce the burden of TB in Kenya

TB ARC Consortium Partners
·
·
·
·

Centre For Health Solutions – Kenya (CHS)
Program For Appropriate Technology in Health (PATH )
Safaricom
Tangazo Letu

TB ARC Sub-Recipients
·

Kenya Association for the Prevention of Tuberculosis and Lung Diseases (KAPLTD)
Kenyan AIDS NGOs Consortium (KANCO)

Project Principles
1.
2.
3.

Fostering country ownership
Investment for impact
Multi-sectorial involvement

4.
5.

Building on existing systems
Optimal management of project resources

Objectives
1.
2.
3.
4.

To ensure NTLD-Program is supported to provide reliable leadership and coordination of TB services in Kenya
Ensure development, implementation and scale–up of new TB program areas
Ensure local adoption and scale-up of globally proven TB interventions
Ensure technology driven programming and monitoring of TB services in Kenya Goal

If you have any feedback or comments please contact
Dr Brenda Mungai , TB ARC Chief of Party on info@chskenya.org

Centre for Health Solutions - Kenya,
Kasuku Road off Lenana Road, CVS Building, 4th floor, North Wing
P. O. Box 23248 - 00100, Nairobi, Kenya, Tel: +254 (0) 271 0077
info@chskenya.org www.chskenya.org

