


KENYA TREATMENT ACCESS MOVEMENT (NATIONAL ADVOCACY ACTION PLAN Draft 1)
Introduction and Overview of Kenya Context

During the past decade, the international community has continually committed to scale up
access to health services and reduce the burden of HIV among women and children.In the
Declaration of Commitment on HIV/AIDS adopted at the United Nations General Assembly
Special Session on HIV/AIDS in 2001 , countries committed to reduce the proportion of infants
with HIV by 50% by 2010 by ensuring that 80% of pregnant women and their children have
access to essential prevention, treatment and care services to reduce the mother-to-child
transmission of HIV.

These commitments were re-affi rmed by the Group of Eight (G8) countries in 2005 and 2007,
the Abuja Call to Action Towards an HIV-free and AIDS-free Generation in 2005 and the Political
Declaration of the United Nations General Assembly High-Level Meeting on AIDS to work
towards universal access to HIV prevention, treatment, care and support in 2006. These global
commitments have been accompanied by regional commitments beyond the goal of ensuring
an HIV-free and AIDS-free generation, global action to prevent the mother-to-child transmission
of HIV directly contributes to achieving the Millennium Development Goals 4, 5 and 6 , which
target reducing by two thirds the mortality rate of children younger than five years, reducing by
three quarters the

maternal mortality ratio and halting and beginning to reverse the spread of HIV/AIDS by 2015.

Currently the HIV prevalence rate in Kenya is at 7.4% for adults (15-49 years) *and every 3 out
of 5 people living with HIV/AIDS is a woman. About 10% of the total population of the country
is HIV positive, though this is not a true representation as this accounts only for those who have
tested.

In Kenya currently, HIV testing at Anti Natal Clinics increased from 50.4% in 2003 to 78.6% in
2007 where us the HIV prevalence amongst pregnant women was 9.0% in 2007°

Kenya is one of the 20 Contributing countries with the largest numbers of women needing
antiretroviral for preventing the mother-to-child transmission of HIV to the global gap to reach
80% of those in need, we are at 110 000 [53 000-160 000] 8% 49 000 [25 000-71 000] 7%
Kenya is currently at 5% 3

Currently, 27,000 children are on ARTs whereas 90,000 are in need. Despite increased attention
to pediatric AIDs during the last joint AIDS programe review (JAPR) by NACC (2008) only 30% of

children born to HIV +ve mothers or are exposed to HIV accessed pediatric treatment, this was

! Kenya AIDS indicator Survey report 2008
% KIAS final report 2009
* UNAIDS universal access report



due to poor procurment and distribution chain systems and management, unstable pediatric
formulation hence causing difficulty in adhrence, storage and efficacy.

At this time, moreover, insecurity and strife due to the recent post electoral violence have led
to a fall of Kenya's main foreign income earners: revenues have fallen in tourism, tea and
horticulture. The violence further caused the disruption of other economic activities that
sustain the local economy. In addition the unchecked and rapid spread of HIV/AIDS is claiming
an estimated to 700 lives daily, exerting its toll on both the economic and social welfare
indicators (NACC Strategic Plan, 2000-2005). It is further estimated that the nature of violence
during the post election violence (rape of women, many people suffering from brutal cuts),
disruption of services at Anti-Retral Treatments Centres and the displacement of caregivers has
escalated the impact of the AIDS virus.

During a period of humanitarian crisis, the vulnerable, HIV-infected pediatric population had
disruptions in clinical care and in medication adherence, putting children at risk for viral
resistance and increased morbidity. Conflicts, population displacement, and the economic
consequences of disasters affect children disproportionately. Children are more vulnerable to
communicable diseases and environmental exposures than adults and they have special dietary
needs for growth and development, and they are generally dependent on their families. Studies
have shown that children under five have the highest mortality rates in conflict-affected
settings.Furthermore, while acute illnesses and injuries are important in humanitarian
emergencies, exacerbation of underlying chronic illnesses can lead to significant morbidity and
mortality. When these emergencies occur in the setting of pre-existing poverty, low nutritional
status, and immune-compromising diseases such as HIV, children face even greater risks,little is
known about the provision of care for HIV-infected children during complex emergencies. In a
small study from an area with long-standing conflict in Uganda, children on ART had high
adherence and low mortality. However, there are few guidelines to direct HIV care in these
settings, and the optimal methods to coordinate services for conflict-affected populations have
seldom been studied.

Kenya, which has long been one of the most stable and economically developed nations in East
Africa, experienced political and humanitarian crises following contested presidential elections
held on 27 December 2007. The election results sparked widespread, ethnically related violence
and internal displacement of hundreds of thousands of families. By official estimates, over
1,200 people were killed, and over 300,000 people were displaced from their homes.The extent
to which the children of Kenya were affected is unknown. HIV-infected children in Kenya may
have been particularly vulnerable during this conflict period. Kenya has over 1.4 million persons
(7.8% prevalence) living with HIV (including 150,000 children)._ As of 30 November 2007, the
USAIDS-Academic Model Providing Access to Healthcare (AMPATH) clinical care system was
caring for over 10,000 HIV-infected and exposed children in 17 clinics in western Kenya.



Because the western portion of Kenya was severely affected by the violence and displacement
of persons these pediatric patients may have been affected. *

Currently in the world 9.2 million children die every year on treatable diseases.An additional
400000 will die in the next 10 years on the same factors.To curb this 40 billlion dollars annually
is requered .One of the contributing factors is severe drought and floods in the sub saharan
Africa. — “Nearly all of the 9.2 million under-fives who die unnecessarily - 97 per cent - are from low- or
middle-income countries, and disproportionately from the poorest and most marginalised communities
within those countries, a report published by the Save The Children Alliance said.”

"We know what needs to be done - we need to mobilise resources, to invest in healthcare in developing
countries, to tackle under-nutrition, and to pay special attention to the plight of newborns, who
continue to die in extraordinarily high numbers,"

The Campaign to End Pediatric HIV/AIDS (CEPA) seeks to increase coverage rates for
prevention of mother-to-child transmission (PMTCT) and pediatric treatment to the
globally agreed-upon target of 80% and ensure high-quality services. The campaign works
to expand and activate in-country advocacy networks that can help catalyze reforms at the
national and global levels; hold governments and other decision-makers accountable for
tangible progress toward their commitments; and overcome key policy and
implementation bottlenecks around CEPA'’s four core strategic objectives:

1. Family-Centered Care and Nutrition. Expand access to PPTCT+ and
pediatric treatment, care, and support, including nutrition services, and
integrate child and family services with other health services in order to
improve survival rates and health outcomes for children, HIV-positive
mothers, and their families.

2. Early Infant Diagnosis and Treatment. Expand access to early infant
diagnosis and earlier and improved pediatric treatment in order to improve
survival rates and health outcomes for children.

3. Access to Appropriate Medications. Reduce distribution barriers and
increase the global supply of high-quality, low-cost lifesaving medicines for
children and their families, including ARVs, drugs to treat opportunistic
infections, and first and second-line regimens to ease dosing and
administration.

4, Full Funding to Eliminate Pediatric AIDS. Secure the financial resources
needed to facilitate country-level scale-up of PPTCT+ and pediatric and
maternal treatment programs.

4 http://www.conflictandhealth.com/content/3/1/5
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CEPA objective one: Family Centered Care and Nutrition

Bottlenecks

e  Fear of accessing RH/SRH
services ( Disapproval by
spouse)

e  Cultural ( traditional norms)
and religious barriers that
hinder women from accessing
PMTCT services

e  Stigma and discrimination by
health care providers a major
barrier to access of services

e Lack of budget line (2009/2010
budget) to purchase infant
formula for HIV+ infants ( few
infant feeding choices)

. Low male involvement in
PMTCT/RH/MCH

. Long ques and waiting time
before one can access PMTCT
services leading to high drop
out amongst women

e  Health care providers not
following the VCT protocols
when doing pre and post test
counseling thus leading to high
drop outs.

e  PMTCT /RH/MCH services
delinked

e Inadequate information about
availability of services

e  Lack of a comprehensive ECD
policy

e Proximity of health facilities

e under utilization of facilities
thus

. Increased access to reproductive health

. Increased male involvement in PMTCT
. Decentralized PMTCT services

Beneficiary outcome: \

and MCH services for +ve mothers

J

/Advocacy Activities: \

. Dissemination of information on
the FLTP (national life training
program)

. Lobby government to support
and fund ECD programmes and
increase funding for infant formula

. Conduct meeting with the
relevant MOH, MOF and other
relevant stakeholders on the
integration of Rh/PMTCT services

. Advocate for the review of VCT
protocols

. Dissemination of |.E.C materials
on PMTCT.

. Advocate for the need to train

\ TBA’s on PMTCT J
L]

Advocacy outcome:

. Integrated PMTCT/RH/ECD services
NLTP is effected in communities
Training of health care workers on ECD
. A comprehensive ECD policy formulated
. Revised VCT protocols

. Increased funding for infant formula

. Increased community awareness of
PMTCT services

Advocacy Output:

Information on FLTP is

disseminated in the

community

. Government task force to
review VCT protocols

. Government to review its ECD
policy

. Government to intensify

training of health care

workers on ECD

Increased Community
awareness on PMTCT




e  High levels of corruption

e  Medical personnel not
adequately trained

e  Financing ( home deliveries
due to harsh economic
times and increased poverty

Key Performance Indicators:
e A national comprehensive ECD guidelines accredited
e Integration of PMTCT/RH services

e Current VCT protocols revised



CEPA Objective 2: Early Infant Diagnosis and treatment

Bottlenecks

e  Few machines to test for Hb
levels in children of 6 weeks
(PCR machines)

e  Logistical issues when it comes
dry blood samples thus it takes
a longer period for the mother
to know her status

e  Few medical personnel are
trained on diagnosis, initiation
and management of pediatric
HIV

e Procurement for pediatric ART
will stop in 2010 ( by Clinton
foundation) the only agency
that procures Pediatric ART

e  High levels of Corruption
within the health care system

e  Currently in Kenya there is not
enough BCG vaccination for
infants

e Financing (giving birth at
home) thus making it hard to
diagnosis an infant born of a
HIV +ve mother

e  Thereis no clarity in the
government ( two health
ministries)

e lack of harmonization of
pediatric treatment guidelines

Beneficiary outcomes: \

e  Access to a comprehensive

Advocacy outcome:
pediatric diagnosis, care and

treatment More infants tested, diagnosed and

treated
equal distribution of medical
personnel countrywide

. laboratory testing protocols revised
EID/EIT guidelines harmonized

Advocacy Activities:

o Policy dialogue with the
government (MOH,MOF) to
procure more PCR and CD4
machines

Advocacy Output:

. . . Government to promulgate
o Have a policy dialogue with

NASCOP on how to effectively
manage DBT

pediatric testing guidelines
and training curricula

Laboratory testing protocols

. Dialogue with MOH,MOF and the
procurement committee to set

reviewed

aside funds to procure ped ART and
BCG vaccines

More PCR and CD4 machines
purchased

. Policy briefs with MOH and
NASCOP on harmonization of

\ guidelines and training curricula /




Key Performance Indicators:

e New pediatric testing guidelines formulated and rolled out



CEPA objective Three: Access to appropriate Medication

Bottlenecks

. Poor health systems infrastructure

. Few qualified medical personnel
to initiate ART

. Few health facilities and
personnel at the marginalized
areas

. Cultural ( traditional norms that
affect gender equality) and
religious beliefs and practices in
some communities

. PMTCT medications Is currently
being procured together with
other medications

. Clinton foundation is the only
agency that’s procurering pediatric
ART

. There is no clarity in the
government ( two health
ministry’s)

. Quality of access to treatment

. Not all fixed drug combination for
pediatrics are available in the
country

Beneficiary outcomes:

e Health systems strengthening
which leads to improved service
delivery a

e increased and improved access to
PMTCT medication

e improved quality of life for infants
born to HIV +ve mothers

Advocacy Activities:

Link up with Knock out stock out campaign to map out
PMTCT medicine that are available

Policy dialogue with MOH/PHC on the UNITAD patent
pool

Policy dialogue with MOH, KEMSA and other relevant
agency on procurement of PMTCT medication

Policy dialogue with MOH.MOF, procurement
committee on increased funding for drug

procurement

Call for increased staffing in hospitals in rural settings

Advocacy outcome:

Government endorsement of UNITAID
patent pool

Increased funding approved by MOF for ped
ARVs, PMTCT medications and commodities

Procurement guidelines and policies
amended by MOH and supply chain agency

Advocacy Output:

Government endorsement of
UNITAID patent pool

Call for increased government
funding on PMTCT
medications and commodities

Review of current
procurement guidelines

Increased staff in rural
hospitals who can initiate and
manage pediatric ART




Key performance indicators
e Government call for upon pharmaceutical companies to join the UNITAD patent pool

e Improved procurement, distribution and supply chain management systems



Bottlenecks

Kenya is currently at 4% in
meeting its obligation towards
achieving the 15% of the
budget to health ( Abuja
Declaration)

Misappropriation of funds
Poor absorption capacity of
funding ( disbursement of
GFTAM funds)

Poor governance

Only Clinton foundation
supplies ART for pediatrics (
fund for procurement or ped
ART)

There is no clarity in the
government ( two health
ministry’s)

No domestic budget allocation
for peadiatric ARV

CEPA objective four: Full funding to Eliminate peadiatric Aids

Beneficiary outcomes:

Scale up of PMTCT and
pediatric services

Advocacy Activities:

Policy dialogue with MOH,MOF and PHC on
increasing national budget for health to be

in line with the Abuja declaration

Dialogue with CHIF to increase its funding

to the country

Develop a budget tracking and monitoring

tool for devolved funds and GFTAM

Advocacy outcome:

Establishment of a budget line for PMTCT in
the national budget

Increased donor funding for PMTCT

Advocacy Output:

Commitment by government
to allocate funds towards
health

Increased accountability and
absorption of available funds




Key performance indicators:

e Government commitment to the Abuja declaration of 15% budget to health



