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EXECUTIVE SUMMARY

Malaria prevention and control are major foreign assistance objectives of the U.S. Government
(USG). In May 2009, President Barack Obama announced the Global Health Initiative (GHI), a
comprehensive effort to reduce the burden of disease and promote healthy communities and
families around the world. Through the GHI the USG will improve health outcomes, building upon
and expanding the USG’s successes in addressing specific diseases and issues.

The President’s Malaria Initiative (PMI) is a core component of the GHI, along with HIV/AIDS,
maternal and child health, and tuberculosis. The PMI was launched in June 2005 as a 5-year, $1.2
billion initiative to rapidly scale up malaria prevention and treatment interventions and reduce
malaria-related mortality by 50% in 15 high-burden countries in sub-Saharan Africa. With passage
of the 2008 Lantos-Hyde Act, funding for PMI has now been extended through FY 2014.
Programming of PMI activities follows the core principles of GHI: encouraging country ownership
and investing in country-led plans and health systems; increasing impact and efficiency through
strategic coordination and programmatic integration; strengthening and leveraging key partnerships,
multilateral organizations, and private contributions; implementing a woman- and gitl-centered
approach; improving monitoring and evaluation; and promoting research and innovation. Kenya is
a GHI plus country, and is receiving additional technical and management resources to accelerate
the implementation of GHI’s innovative approach.

A decline in the burden of malaria in Kenya has been observed in recent years resulting in low
malaria transmission intensity in most parts of the country. The 2010 MIS results confirmed that
malaria prevalence is three times as high in rural areas (12%) as in urban areas (5%), but documented
that moderate to high levels of transmission remain in certain endemic zones. Malaria prevalence in
the lake endemic zone remains concerning at 38%, while prevalence in other non-endemic zones has
dropped to less than 5%. Consequently, as part of the Division of Malaria Control’s IDOMC) 2009-
2017 National Malaria Strategy, prevention and control interventions are tailored to the current
epidemiology of malaria.

Kenya’s Round Four malaria grant from the Global Fund to Fight AIDS, Tuberculosis and Malaria
(Global Fund) ended in January 2011 with a no-cost extension until July 2011. Kenya submitted a
successful application for a $138 million Round 10 malaria grant, and negotiations are underway to
finalize the grant and disburse funding as soon as possible. This new grant will, over the next five
years, provide critical support for maintaining universal ITN coverage, ensuring a nationwide supply
of ACTs, and rolling out the national diagnostic policy and getting RDT's into lower-level health
facilities.

The PMI 2012 Malaria Operational Plan was developed in close consultation with the Ministry’s
DOMC and with participation of numerous national and international partners involved with
malaria prevention and control in the country. The activities that PMI is proposing for FY 2012 are
matched with identified needs and priorities described in the DOMC’s National Malaria Strategy
(2009-2017) and build on investments designed to improve and expand malaria-related services
during the first four years of PMI funding. The proposed FY 2012 PMI budget for Kenya is $32.4
million.

To achieve the goals and targets of the DOMC and PMI, the following major activities will be
supported with FY 2012 funding:



Insecticide-treated nets (ITNs): The 2009-2017 National Malaria Strategy promotes universal
ITN coverage, defined as one net per two people, within prioritized regions of the country. In 2011,
Kenya is conducting a rolling mass distribution campaign to scale up to universal coverage of I'TNs
in priority endemic areas. This is the first mass distribution of ITNs in Kenya since 2007. Other
distribution strategies include free or highly-subsidized I'TNs provided through antenatal care (ANC)
clinics, routine I'TN distributions through the expanded program on immunization services, child
health action days, community-based initiatives, and retail outlets. In 2010, household ownership of
ITNs was 48%, while proportions of children under five years and pregnant women who slept
under an ITN the previous night were 42% and 41% respectively.

By the end of 2011, PMI will have purchased approximately 5.85 million I'TNs and distributed over
4.5 million to support both the routine free distribution to vulnerable populations, as well as the
2011 rolling universal coverage mass distribution campaign. To continue supporting national I'TN
policies, PMI will procure 1.5 million ITNs with FY 2012 funding for free routine distribution
through ANC clinics. PMI will support the DOMC to pilot innovative ways to replace worn out
nets at the community level. Additionally, PMI will continue to work with non-governmental
organizations on community-based information, education and communication/ behavior change
communication (IEC/BCC) campaigns to increase demand for and correct usage of ITNSs.

Indoor residual spraying (IRS): The Government of Kenya’s IRS program in epidemic-prone
districts ended in 2010, and has transitioned towards districts with higher malaria transmission rates.
PMI has supported the national IRS program since 2007. PMI currently targets ten districts in
Western and Nyanza Provinces and protects over 1.2 million people annually. With FY 2012
funding, PMI plans to spray in up to ten districts, covering an estimated 747,321 houses and
protecting an estimated 1.4 million people. Additionally, PMI will support entomological monitoring
to detect and respond to resurgences of mosquito populations in districts transitioning away from
IRS programs.

Intermittent preventive treatment of pregnant women (IPTp): The 2010 Malaria Indicator
Survey results showed improved though continued low coverage of IPTp—only 25% of pregnant
women receive two or more doses of sulfadoxine-pyrimethamine, despite high ANC attendance
(86% of women attend ANC two or more times during their pregnancy). A pilot study conducted in
2010 confirmed that implementation of a simplified version of the IPTp policy with add-on
supervisory visits to ANC staff increased IPTp uptake in targeted districts. Since 2008, PMI has
trained approximately 7,000 community health workers on focused antenatal cate/malaria in
pregnancy, reached 40,000 women with educational messages, and worked with the DOMC to
strengthen pre-service curricula for health workers, and simplify provider guidelines on how and
when to provide IPTp. With FY 2012 funding, PMI will fund supportive supervision to ensure that
the implementation of the revised IPTp policy among health facility workers is underway. PMI will
also strengthen community-based behavior change and social mobilization activities that are
designed to increase client demand for ANC and IPTp services.

Case management: The third edition of Kenya’s national guidelines for diagnosis, treatment and
prevention of malaria was issued in 2010, and recommends diagnosis-based treatment as part of
effective case management. Since 2008, PMI has trained 485 health workers in malaria diagnosis
while procuring and distributing 280 microscopes. By the end of 2011, PMI will have also procured
over two million rapid diagnostic tests (RDTSs) as part of its support in rolling out the DOMC’s new
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diagnosis policy. By the end of 2011, PMI will have procured approximately 23 million treatments
of artemether-lumefantrine (AL) for Kenya and distributed 19 million to nearly 5,000 health facilities
nationwide. With FY 2012 funding, PMI will procure 1.5 million RDTs and support their roll out in
malaria endemic areas, as needed, and will support training to strengthen microscopy practices
nationally. Additionally, PMI will procure up to 6 million treatments of AL to help ensure adequate
supply of ACTs in Kenya throughout the year. PMI will also continue to strengthen the supply
chain and logistics systems to ensure reliable access and a steady supply of these essential
medications. To ensure that AL is properly used and to improve the quality of malaria case
management, PMI will help strengthen the DOMC’s direct supervision system.

Behavior change communication (BCC): Through community mobilization, interpersonal
communication and use of mass media and/or local radio stations to disseminate key messages and
encourage correct health seeking behavior, PMI is promoting increased I'TN use, prompt diagnosis
and treatment for fever, and demand for IPTp in targeted prioritized communities. With FY 2012
funding, PMI will continue to support this cross cutting BCC investment at community and national
levels.

Monitoring and evaluation (M&E): The PMI/Kenya program works to ensure that critical gaps
in the DOMC M&E strategy and plan are filled and helps to standardize data collection and
reporting. During its first three years, PMI has supported pre-service epidemiology training, iz vive
antimalarial drug efficacy monitoring, the 2008-2009 Demographic and Health Survey, and the 2010
Malaria Indicator Survey. With FY 2012 funds, PMI will support a malaria module in one of these
nationwide household surveys in 2013 and continue support to increase the DOMC’s M&E capacity
to analyze routine data and conduct ongoing program monitoring for specific interventions. These
areas of support include: epidemiologic surveillance in IRS districts to inform scale back timelines
and to track epidemic detection; continuous monitoring of malaria in pregnancy activities;
monitoring quality of care for malaria case management; and the logistics management information
system to monitor commodity stockouts. PMI will also continue its support to the DOMC and the
Ministry of Public Health and Sanitation to improve supervision of malaria activities and effective
management and administration of its Global Fund grants, by creating tools to collate and report
required data.

Health Systems Strengthening and Integration: In line with GHI principles, PMI has
reinforced its efforts to build capacity and integrate across programs. PMI/Kenya strengthens the
overall health system by improving governance in the pharmaceutical sector; strengthening
pharmaceutical management systems, expanding access to essential medicines, and improving
service delivery in the different intervention areas. In 2010, PMI supported the implementation of
the malaria commodity logistics management information system, emergency AL distribution to
avoid stockouts, and drug quality monitoring. PMI also trained community health workers in
focused antenatal care and malaria in pregnancy, supported training and supervision of health
workers in IPTp, and trained laboratory technicians in malaria diagnosis. In 2011, PMI is working
with Walter Reed, DOMC and the Office of the Chief Medical Technologist to implement quality
assurance and quality control systems for malaria diagnostics. To build human resource capacity and
improve service delivery, PMI continues to train health workers at the facility and community levels.



GLOBAL HEALTH INITIATIVE

Malaria prevention and control is a major foreign assistance objective of the U.S. Government
(USG). In May 2009, President Barack Obama announced the Global Health Initiative (GHI), a
comprehensive effort to reduce the burden of disease and promote healthy communities and
families around the world. Through the GHI, the United States will help partner countries improve
health outcomes, with a particular focus on improving the health of women, newborns and children.
The GHI is a global commitment to invest in healthy and productive lives, building upon and
expanding the USG’s successes in addressing specific diseases and issues.

The GHI aims to maximize the impact the United States achieves for every health dollar it invests,
in a sustainable way. The GHI's business model is based on these key concepts: implementing a
woman- and girl-centered approach; increasing impact and efficiency through strategic coordination
and programmatic integration; strengthening and leveraging key partnerships, multilateral
organizations, and private contributions; encouraging country ownership and investing in country-
led plans and health systems; improving metrics, monitoring and evaluation; and promoting research
and innovation. The GHI will build on the USG’s accomplishments in global health, accelerating
progress in health delivery and investing in a more lasting and shared approach through the
strengthening of health systems. Framed within the larger context of the GHI and consistent with
the GHI’s overall principles and planning processes, BEST (Best practices at scale in the home,
community and facilities) is a United States Agency for International Development (USAID)
planning and review process that draws on our best experience in Family Planning, Mother and
Child Health, and Nutrition to base our programs on the best practices to achieve the best impact.

PRESIDENT’S MALARIA INITIATIVE

The President’s Malaria Initiative (PMI) is a core component of the GHI, along with HIV/AIDS,
maternal and child health, and tuberculosis. The PMI was launched in June 2005 as a 5-year, $1.2
billion initiative to rapidly scale up malaria prevention and treatment interventions and reduce
malaria-related mortality by 50% in 15 high-burden countries in sub-Saharan Africa. With passage
of the 2008 Lantos-Hyde Act, funding for PMI has now been extended through FY2014 and, as part
of the GHI, the goal of the PMI is to achieve a 70% reduction in the burden of malaria in the
original 15 countries by 2015. This will be achieved by reaching 85% coverage of the most
vulnerable groups — children under five years of age and pregnant women — with proven
preventive and therapeutic interventions, including artemisinin-based combination therapies (ACTs),
insecticide-treated nets (ITNs), intermittent preventive treatment for pregnant women (IPTp), and
indoor residual spraying (IRS).

Kenya was selected as a PMI country in FY 2007. Large-scale implementation of I'TNs, ACTs and
IPTp began in FY 2008 and has progressed rapidly with support from PMI and other partners. This
FY 2012 malaria operational plan (MOP) presents a detailed implementation plan for Kenya, based
on the PMI Multi-Year Strategy and Plan, and the Division of Malaria Control’s (DOMC) national
malaria strategy. It was developed in consultation with the DOMC and with participation of national
and international partners involved with malaria prevention and control in the country. The activities
that PMI is proposing to support fit in well with the DOMC’s strategic plan and build on
investments made by PMI and other partners to improve and expand malaria-related services. This
document briefly reviews the current status of malaria control policies and interventions in Kenya,



describes progress to date, identifies challenges and unmet needs if the targets of the DOMC and
PMI are to be achieved, and provides a description of planned FY 2012 activities.

BACKGROUND

Kenya’s 2009 population is approximately 38.6 million people, with an estimated population growth
of 2.8% per year." Children under five years of age account for about 16% of the total population.’
Geographically, the country falls into two main regions: lowland areas, both coastal and around lake
basins, and highland areas on both sides of the Great Rift Valley. Kenya has approximately 42
ethnic groups, and is a predominantly agricultural economy with a strong industrial base. Kenya is
ranked 128 out of 169 countries on the 2010 United Nation's Human Development Index, which
measures life expectancy, adult literacy and per capita income. Life expectancy in Kenya has seen an
overall downward trend since the late 1980s, but has recently increased to 58.9 years.’ The
HIV/AIDS estimated adult prevalence is 6%." The total expenditure on health increased from 4.1%
of the gross domestic product in 2004 to 7.9% in 2007. The per capita health expenditures in Kenya
have also risen from $9 in 2000 to $33 in 2009.> There has been a remarkable decline of 36% in
under-five child mortality from 115 deaths per 1,000 live births recorded in the 2003 Kenyan
demographic and health survey (DHS) to 74 deaths per 1,000 observed in the 2008-2009 DHS.*

Malaria control efforts under PMI Years 1, 2, and 3 were organized around a long-standing older
district structure, which had prioritized 72 districts for targeted interventions. Starting with the FY
2011 MOP, PMI referred to the new administrative structure of eight provinces and 265 districts.
Despite the changed structure, the population and geographic coverage for PMI activities remains
the same.

Following the Constitutional Referendum of 2010, Kenya will in 2013 institute a devolved
government, with provinces giving way to 47 counties as the unit of administration. This change will
necessitate the alignment of intervention implementation to the new administrative units in 2013.
This organizational change may impact operational costs, due to new county level malaria focal
points to equip, train and support, and other logistical and political pressures.

Ministry of Health

Following the signing of the National Accord and Reconciliation Act of 2008, and as part of
Government’s re-organization process, the Ministry of Health was split into the Ministry of Public
Health and Sanitation (MOPHS) and the Ministry of Medical Services. The role of MOPHS is to
provide focus on public health and preventive measures and leadership in ensuring that public
health policy objectives are implemented. The strategic goals and priority investments of each
Ministry are designed to ensure that adequate human, infrastructure, and financial resources are
available to support program implementation. In addition, within its 2008-2012 Strategic Plan, the
MOPHS has a stated goal of "reducing malaria incidence to 15% through utilization of cost-effective control

12009 Kenya Population and Housing Census

2 Ibid, page 38

3 Ibid, page 28

4 Ibid, page 239

5 WHO Global Health Obsetvatory—IKenya Profile. www.apps.who.int/ghodata last accessed on May 24, 2011
¢ KNBS and IFC Macro, page 129
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measures”. Although each of the Ministries has different functions, they work closely together to
avoid duplication of efforts. At the central level, both Ministries oversee, govern and facilitate
health activities, while passing on more responsibility for service provision and supervision to the
province, district, and soon to be county levels.

The DOMC is part of the MOPHS, and is staffed by technical professionals who are seconded from
other departments and divisions in the ministry. The division has six technical units (vector control,
diagnosis and case management, malaria in pregnancy, epidemic preparedness and response,
advocacy communication and social mobilization, and surveillance, monitoring and evaluation).
Each unit has a focal point and one or more technical officers. In 2009, the MOPHS supported a
Malaria Program Performance Review which found that the DOMC was strong in its structure and
functioning at the central level, but had a weak coordinating capacity at provincial and district levels.
This resulted in a lack of support for the delivery of malaria control interventions as well as for
monitoring and evaluation. The devolution to a county structure will likely pose continued
challenges to the DOMC in overseeing the country’s malaria control program.

Figure 1: Map of Kenya

EASTERM

/ o H
“‘mursahwl A N !

V i L [
~ .00 F N bN % e
g, i Y RLET vy - |HLajir SOMALIA
L 1 ) - )
. I VAlL Ly, ] \ -
- S .y e b o’
LA i
Lo ;
sl iy 7
i I ey —Thadi
A Bacshi

-
1, J;j;iuln Al

gt ”“’“,.’“.y;n'%y £t {

X R _,ﬁ, et e

2 e DT

et v o ¥ Garizza

T CEnTRA [ YEmbul NN
ST O o Sl

—— Intemational boundary

| @ Hational capital
®  Province capital
+——— Failroad
Fioad

K

TANZAMIA |
Lk

[] 50 igo Kilomcters

§ ] 60 iles %“4{ ]2“&:‘%-:!;;_“
e




MAILARIA SITUATION IN KENYA

Malaria transmission and risk in Kenya is determined largely by altitude, rainfall patterns and
temperature and therefore varies considerably across the country. The variations in altitude and
terrain create contrasts in the country’s climate, which ranges from hot and humid tropical along the
coast to temperate in the interior and very dry in the north and northeast. There are two rainy
seasons—the long rains occur from April to June and the short rains from October to December.
The temperature remains high throughout these months. The hottest period is from February to
March and the coldest from July to August. All four species of human Plasmodium occur with
Plasmodinm falciparum causing the most severe form of disease and accounting for 98% of all malaria
infections. The major malaria vectors are members of the Anopheles gambiae complex and Anopheles
Sfunestus.

About 70% of the population of Kenya is at risk for malaria. The majority of this at-risk
population (27 million) lives in areas of low or unstable transmission where P. falciparum parasite
prevalence is less than 5%. However, an estimated 3.9 million people live in areas of Kenya where
parasite prevalence is estimated to be > 40% and malaria remains a serious risk.

For the purposes of malaria control, the country has been stratified into four epidemiological
zones:

¢ Endemic areas: This area of stable malaria has altitudes ranging from 0 to 1,300 meters
around Lake Victoria in western Kenya and in the coastal regions’ of the country.
Transmission is intense throughout the year with a P. faliparum prevalence between 20%-
40% and high annual entomological inoculation rates. Of the total Kenyan population, 29%
lives in a malaria endemic zone.

e Highland epidemic-prone areas: Malaria transmission in the western highlands is
seasonal with considerable year-to-year variation. The entire population is vulnerable and
case fatality rates during an epidemic can be up to ten times greater than in regions where
malaria occurs regularly. Approximately 20% of Kenyans live in these areas; their malaria
prevalence ranges from 1% to 5% but with some areas experiencing prevalence between
10% and 20%.

e Seasonal malaria transmission areas: This epidemiological zone comprises arid and semi-
arid areas of northern and southeastern parts of the country which experience short periods
of intense malaria transmission during the rainy seasons. Approximately 21% of the Kenyan
population lives within these atid/semi-arid ateas of the country; the malaria prevalence is
less than 5%.

¢ Low malaria risk areas: This zone covers the central highlands of Kenya including
Nairobi. Approximately 30% of Kenyans live in these areas where there is little to no
disease transmission.

7'The DOMC is maintaining Coast Province in this zone even through the area has seen a recent decrease in malaria
(currently carrying an estimated malaria risk classification of less than 5%). This is because this reduction is not yet stable
and the risk for a resurgence of malaria burden in the area remains.
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The country’s endemicity map (Figure 2 below) was updated in 2009, and depicts the current malaria

transmission intensity for the entire country, with high transmission intensity in endemic zones
highlighted by the dark shaded areas.

Figure 2: 2009 Kenya Malaria Endemicity Map
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The assembly of limited outpatient and more comprehensive hospital inpatient data® provides
additional strong evidence that many previous malaria at-risk areas are transitioning towards low,
stable transmission conditions.

National Malaria Control Plan and Strategy

The Government of Kenya (GOK) remains committed to improving health service delivery and
places a high priority on malaria control. In order to address malaria morbidity and mortality burden
in Kenya, the Government has prioritized malaria prevention and treatment interventions and
outlined them in the 2009-2017 National Malaria Strategy (NMS), which has six strategic objectives:

1) Objective 1: By 2013, to have at least 80% of people living in malaria risk areas using
appropriate malaria preventive interventions

2) Obijective 2: To have 100% of fever cases which present to a health worker receive
prompt and effective diagnosis and treatment by 2013

8 Snow RW, Okiro EA, Noor AM, Munguti K, Tetteh G, Juma E. The coverage and impact of malaria intervention in Kenya
2007-2009. Division of Malaria Control, Ministry of Public Health and Sanitation, December 2009
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3) Obijective 3: To ensure that all malaria epidemic-prone districts have the capacity to detect
and the ability to respond to malaria epidemics annually

4) Obijective 4: To strengthen surveillance, monitoring and evaluation systems so that key
malaria indicators are routinely monitored and evaluated in all at—risk malaria districts by

2011

5) Obijective 5: To strengthen advocacy, communication and social mobilization capacities for
malaria control to ensure that at least 80% of people in areas at risk of malaria have
knowledge on prevention and treatment of malaria by 2014

6) Objective 6: By 2013, to strengthen capacity in program management in order to achieve
malaria programmatic objectives at all levels of the health care system

Strategies to support the achievement of NMS objectives include adopting a multi-sectoral approach
to malaria control; decentralizing malaria control operations to the province, district and county (in

the near future); tailoring interventions to the prevailing epidemiology; and strengthening the malaria
control performance monitoring system. Given the varied and changing malaria epidemiology,
Kenya is targeting appropriate intervention measures for specific malaria risk areas. Figure 3, below,
compares the changes in Kenya’s endemicity map from 2001 to 2009, and notes the shift towards
focusing interventions on key geographic areas for the highest impact. The DOMC has strategically
reprioritized the approved malaria control interventions according to malaria risk, in order to target
resources towards achieving the highest impact possible.

Figure 3: Kenya’s Changing Malaria Epidemiology, 2001-2009

Kenya’s 2001 Endemicity Map,
by key interventions

LLIN / IRS
ACT/RDTs

LLIN (R&C)
ACTs
IPTp

Classification
Category

Legend
Endemnicity

al (1

lalometers

T

Kenya’s 2009 Endemicity Map,
by key interventions

LLIN (R&C) 1N "

IRS b

ACTs/RDT

CCM RDT
IPTp ACT

Surveillance

RDT
ACT
LLIN (3
Districts 7
S
acts
[rLIN
I |®&O)
ACTs
S ROT
&

o Ed
Hiamators

12



CURRENT STATUS OF MALARIA INDICATORS

Main Data Sources

In Kenya, coverage with effective interventions and the ensuing health impact are measured largely
through national household surveys. The country purposes to undertake a Malaria Indicator Survey
(MIS) once every three years and a DHS once every five years. Routine surveillance through the
country’s Health Management Information System (HMIS) and Demographic Surveillance System
(DSS) is intended to provide additional data for supplemental analyses.

The 2007 MIS and the 2008-09 DHS provided evidence of Kenya recording progress in
achievement of national targets. Data from the 2010 MIS, funded by PMI, Department for
International Development (DfID) and Population Services International, has provided more
current evidence on the status of key malaria control indicators (Table 1).

Table 1: Summary of Selected Malaria Indicators Intervention

2003 2007 2008-2009 2010
Kenya Kenya Kenya Kenya
DHS! MISi DH St MIS
Proportion of households with at least one ITN 6% 48% 56% 48%
Proportion of children under five years old who 5% 39% 47% 42%
slept under an I'TN the previous night
Proportion of pregnant women who slept under 4% 40% 49% 41%
an ITN the previous night
Proportion of women who received two or 4% 13% 14% 25%
more doses of sulfadoxine-pytrimethamine (SP)
during their last pregnancy in the last two years
Proportion of children under five years old with N/A 4% 4% 11%
fever in the last two weeks who received
treatment with ACT's within 24 hours of onset
of fever
All cause under-five mortality 115 per - 74 per 1000 -
1000 live live births
births

i Pre-PMI baseline data for all-cause under-five mortality
i PMI baseline data for coverage indicators
ii PMI baseline data for all-cause under-five mortality

The 2010 MIS has demonstrated minor changes in malaria coverage levels since the baseline which
was carried out in 2007. Indicator changes are described under the various intervention sections.

MAILARIA CONTROL FUNDING SOURCES

Although the DOMC’s NMS budget request for the 2012-2013 financial year is approximately $384
million, the available funding to the DOMC, from all sources, for the FY 2012 implementation
period (October 2012-September 2013) falls short of the need. An analysis of known bilateral and
multilateral donors (Table 2) shows that during the period in question (shaded) the confirmed

13




contributors to malatia control will be from Global Fund, DfID and PMI, with the Affordable
Medicines Facility-malaria (AMFm) support ending by June 2012. Based on this analysis, the PMI
Kenya team has concluded that its FY 2012 budget ($32.4 million) will need to fill significant priority
gaps, leaving little flexibility to meet less essential yet still important activities. As discussed in the
following sections, the FY 2012 budget and activities have been developed in light of available
donor funding.

Table 2: Malaria control donor funding & contributions, by USG fiscal year and quarter
(shaded quarters indicate when PMI’s FY 2012 funding will be available)

Donor Source 2011 2012 2013
Q3 Q4  |Ql Q2 Q3 ?Z’a; AR Q4
Global Fund
Round 10, Year 1 $ 0 / //
Round 10, Year 2 $38 0
Round 10, Year 3 $40 0
DfID
FY 2011 8 0
FY 2012 0
FY 2013 0
PMI
FY 2070 BEEN
FY 2011 $36.4 0
FY 2012 $32.4 0
FY 2013 (est.) TBD

"]
AN (g GT R4 SHA I

Global Fund: The Malaria Round 10 grant covers a five-year period and is valued at $138 million,
with about $12 million budgeted for its first year of implementation. The DOMC decided to
reprogram the remaining funds in its Round 4 grant in order to meet essential prevention and
treatment gaps before it ends in July 2011, including supporting the universal coverage campaign
and the AMFm, which is providing ACTs for public health facilities.

DSID: The UK’s Department for International Development (DfID) has renewed its commitment
to supporting malaria control in Kenya for another five years (2011-2015). The new strategy will
continue to support the distribution of free I'TNs through antenatal care (ANC) clinics (£32m),
strengthen Kenya’s vector control efforts as outlined in the DOMC’s malaria strategy (£5m), and
will add support for IRS programs and strengthening the country’s malaria information systems
(£21m). Additionally, with its scale up of international public health funding, DfID will invest £510
million in health system strengthening in Kenya over the five year strategy. This expanded support
for the malaria control program and the health sector overall has just been announced, and PMI is
working closely with DfID staff to identify how these new investments may complement those of
PMI. As of writing, the DfID budget for the 2012/2013 fiscal yeat, which ovetlaps with the PMI
fiscal year discussed in this MOP, is planned at £16.8 million, including the procurement of 1.225
million I'TNs for distribution through the routine system.
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Affordable Medicines Facility—Malaria (AMFm): The funding for the AMFm proposal is from
the Global Fund’s Round 4 grant, which had a budget of $18,329,872 for ACT procurement. These
funds were reprogrammed to support AMFm interventions, with approximately $2 million
designated for ACT procurement. With this level of funding, approximately 12 million ACT's
(including 1.1 million ACTs for community-level distribution) have been procured and will arrive in
country on/about July 2011. An additional 12 million ACTSs will be procured and distributed to
public sector facilities in the coming year. Implementation of the AMFm extends from June 2010-
June 2012. It is anticipated that the Global Fund Round 10 grant will take over once the AMFm
funds end.

World Bank: While no new World Bank funding is available for malaria control support in Kenya,
the World Bank did reprogram some of its existing funding to procure 2.3 million I'TNs for the 2011
rolling universal coverage campaign.

EXPECTED RESULTS—YEAR FIVE (FY 2012)

By the end of 2013, the PMI together with other partners will have achieved the following key
results:

Prevention:

e Approximately 2.7 million I'TNs (of which PMI will provide 1.5 million) will have been
distributed to children under-five and pregnant women through ANC and child welfare care
clinics.

e Atleast 85% of targeted houses in the up to ten districts supported by PMI for IRS will be
sprayed. (Pending insecticide selection for the 2013 spray season, PMI estimates that up to
750,000 houses will be targeted, protecting up to 1.4 million people of the 8 million needing
protection from IRS).

e Intermittent preventative treatment with sulfadoxine-pyrimethamine (SP) in pregnant
women will have been enhanced by supporting implementation of the IPTp policy by health
workers and community mobilization in all malaria endemic districts.

Treatment:
e Up to 6 million treatments of artemether-lumefantrine (AL) will be procured and distributed.
e Up to 1.5 million rapid diagnostic tests (RDTs) will be procured and distributed to support
the roll out of the new malaria diagnostic policy.

e Supply chain distribution systems will be strengthened to improve drug distribution,
quantification of drug consumption, and stock monitoring.
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PREVENTION ACTIVITIES

Insecticide-Treated Bednets

Background:

Under the 2009-2017 Kenya NMS, one of the objectives of the DOMC is to attain universal
coverage of ITNs, defined as reaching a ratio of one I'TN for every two people, in conjunction with
increasing use of those nets to 80%, within prioritized regions of the country by 2013. Universal
coverage is to be achieved through multiple distribution channels including mass distribution of
ITNss to all households in the targeted regions every three years, routine distribution to all pregnant
women and children under one year, and social marketing of nets at subsidized prices in targeted
markets. Funding from the successful Global Fund Round 10 malaria grant, in combination with
significant contributions from other donors, will enable Kenya to maintain national coverage targets
through the following distribution strategies (summarized in Table 3, below):

Mass Distribution: The ongoing mass I'TN distribution campaign, which will provide over 20
million people with access to free ITNs, should reach the country’s universal coverage targets by
December 2011. The DOMC plans to conduct mass distribution campaigns every three years, and
estimates that for the next campaign in 2014 about 12 million nets will be needed to maintain
universal coverage in endemic and epidemic-prone districts in Nyanza, Western, Rift Valley and
Coast Provinces. There are enough funds in the Global Fund Round 10 grant to cover 60% of the
2014 mass distribution replacement campaign, while the balance of support will need to come from
partners (such as PMI). In anticipation of reaching universal ITN coverage by the end of 2011, a
key challenge for Kenya will be developing a systematic way of replacing worn out nets among
targeted households. Developing a tracking and replacement system to methodically identify
households that need replacement nets on a routine basis and finding additional distribution
channels to cost effectively reach them (and, thus, reduce the demand for replacement nets in the
2014 mass distribution campaign) is a critical step in maintaining high coverage levels in between
periodic campaigns.

Routine Distribution: The DOMC continues to support routine distribution of free I'TNs to
pregnant women and children through ANC and child welfare clinics. Routine distribution is
targeted for all vulnerable populations living in all malarious areas in Kenya, and exceeds the
geographic areas targeted in the mass distribution campaign. It remains the primary channel for
access to I'TNs between mass distribution campaigns.

Social Marketing: Through its support to a private sector partner, Population Services International,
DfID has supported a small social marketing program, which sells about 500,000 I'TNss per year on
the open market. These I'TNs sell for KSH 50 (~USD $0.75) each and are primarily sold in in rural
areas in endemic and epidemic-prone districts. The DOMC estimates that demand for socially
marketed nets exceeds current supply levels, and is a program that could be expanded.

Private Sector: While the national policy supports only the distribution and sale of I'TNs, local
manufacturers are still producing untreated nets. Consequently, Population Services International,
with DfID support, has bundled some of these locally manufactured nets with a long-lasting
retreatment kit and is selling them at a subsidized price through its retail outlets. However,
Population Services International does not have funding to continue this activity and is in
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discussions with the DOMC and local manufacturers to try to ensure that locally-produced nets
continue to be bundled with insecticide. The DOMC supports strategies to promote a sustainable
ITN market, including decreased taxes and tariffs on netting material and development and airing of
generic demand-creation messages from which manufacturers can promote their individual brands.

Table 3: National ITN Distribution Strategies, by approach

Target Current
Population Target Areas Method Donors
Priority malaria
Universal coverage endemig and Global Fund,
. 1 ITN for every | epidemic-prone World Bank,
via mass 5 ) ovin o Free of charge World Vision
distribution people provinces Weste , o sion,
Nyanza, Rift Valley PMI
and Coast)
Routine Pregnant Endemic, epidemic
distribution to women and and seasonal
ANC and child children under transmission Free of charge DAID, PMI
welfare clinics one districts
Routine Nationwide, but
distribution to HIV/AIDS prioritized by Free of charoe PEPFAR and
comprehensive care | infected persons | HIV/AIDS & Global Fund
clinics endemic provinces
Imported ITNs sold at full | Financed by

Commercial sector

Those who can

afford

Urban/rural centers

cost (USD$7-10) in urban
shops.

private sector

sales commercially Nets, bundled with DfID
priced nets insecticide, are sold for (funding
KSH 100 ($1.50) in rural retreatment
shops and kiosks kits)*
Rural areas in I'TNs sold for $KSH 50
- . . priority malaria ($0.75) at health clinics
Social marketing to | Houscholds in endemic and DfID

communities

targeted areas

epidemic-prone
provinces

* Activity on hold. There is currently no available funding from DfID for this activity.

ITN Coverage: Data from MIS and DHS surveys over the past decade have shown considerable
progress in access to I'TNs. ITN ownership increased from 6% in 2003 to 48% in 2007 following a
mass distribution campaign. With consistent support for routine distribution through ANCs, the
2010 MIS results document that household ownership of at least one ITN remained at 48%.
Likewise, the I'TN use among pregnant women (41%) and children under five (42%) has also
remained stable from the 2007 MIS baseline (where use was ~40% for both target groups). The
MIS measured that in 2010, the ITN ownership ratio was one I'TN for every five people at risk in
Kenya. While the I'TN coverage levels have not increased since 2007, given that 11 million nets are
scheduled to be distributed in 2011, the DOMC expects that ITN ownership will increase
dramatically during the next national household survey.

17



ITN Gap Analysis: As detailed below, the I'TN gap analysis for FY 2012 highlights the risk
associated with anticipated net loss following mass distribution. By 2013, PMI estimates that among
the at-risk population living in malaria endemic provinces who qualify for universal ITN coverage,
there will be a 3 million ITN gap, based on the estimated population growth and an estimated net
loss rate of 20% (at 24 months after the end of the mass distribution campaign). For the routine
distribution system, based on pledged I'TNs from PMI and DfID, PMI anticipates that the routine
system needs will be met.

Table 4: FY 2012 ITN Gap Analysis Table

A. Targeted UC Districts (endemic districts in Western, Nyanza and Coast Provinces)

Data Inputs Country data
At-Risk Population (2010 Estimates) 19,692,220
Expected annual population growth 2.80%

Average number of persons per net 1.8
Distributed I'TNs

Distributed ITNs in 2010 (UC Campaign only) 0

Distributed ITNs in 2011 to date (UC Campaign only) 0

ITNs pledged to be distributed in 2011 (UC Campaign only) 11,000,000
Pledged I'TNs

ITNs pledged to be distributed in 2012 (UC Campaign only) 0
UC ITNs Need Calculation for 2013

Population at risk in 2013 (UC Campaign Districts) 21,393,115

Total number of ITNs needed (UC Campaign Districts only) 11,885,064

Viable Nets from Previous years (3 year durability, UC Campaign
Districts). (Assumes 20% I'TIN loss at 24 months post distribution, per the

Harmonization Working Group recommendation) 8,800,000
Nets in-country 8,300,000
ITNs gap or (surplus) 3,085,064

B. ANC/EPI Routine Distribution (nationwide to vulnerable populations)

Population at risk in 2013 (Routine System) 2,837,475

Total number of ITNs needed (Routine System) 2,837,475

Viable Nets from Previous years 0
Pledged I'TNs

Pledged ITNs in 2013 (via routine distribution) 2,800,000

(includes pledged ITNs from: PMI: 1,500,000; and DfID

1,300,000 )

ITNs gap or (surplus) 37,475

Data Soutrce: 2010 Global Fund Round 10 Kenya Proposal
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Progress to Date

Routine Distribution: PMI continues to support the DOMC’s routine distribution program, to
ensure that vulnerable populations (pregnant women and children under one) have consistent access
to I'TNs. From January 2010 through May 2011, PMI procured an additional 300,000 I'TNs for
distribution through the routine system, building upon previous investments in this channel. PMI
continues to partner with DfID to ensure that 100% of the ITN needs for distribution through the
routine system are fully met.

Universal Coverage Mass Distribution: PMI procured 2.6 million nets to support the rolling mass
campaign, which began in the first quarter of 2011. This distribution effort will roll out to the
targeted districts in Western, Nyanza and Coast Provinces as the ITNs arrive in country, and is
scheduled to conclude before the end of 2011. PMI is also supporting the campaign’s logistic costs
and will contribute to a post-campaign evaluation scheduled for the last quarter of 2011. PMI
continues to promote increased use of I'TNs distributed through both the universal coverage
campaign as well as through the routine system, through national and community-based
communication activities (discussed in detail in the BCC section).

In summary, as of the end of FY 2011, in support of both Universal Coverage policies as well as the

routine system, PMI will have procured over 4 million I'TNs and distributed approximately 3.5
million nets - the bulk of which will have gone out in the past year.

Proposed PMI Activities with FY 2012 Funding: (§70,760,000)

1. Procure ITNs for Routine Distribution: Fill 50% of the ITN gap for routine distribution by
purchasing 1.5 million I'TNs to distribute free-of-charge to pregnant women and children
under one through the ANC and child welfare clinics. (§8,760,000)

2. Laogistics and Program Support for Routine Distribution: Provide logistical support, including
transportation and storage of nets, for distribution of the 1.5 million I'TNs within the
national routine distribution system. (§7,500,000)

3. Commmunity-based I'TN tracking and replacement distribution system: Support the establishment of a
community-based I'TN tracking and replacement program to maintain the universal coverage
levels achieved in 43 priority districts in the aftermath of the 2011 mass distribution
campaign. This activity will identify ways to replace worn out nets, track ownership at the
community level, and promote correct and consistent use over time through the existing
community-based community health worker (CHW) network. First year start up activities
include training CHWs, collecting baseline data, collecting and analyzing quarterly data,
monitoring net replacement activities and evaluating results. Annual maintenance of this
activity over time will be supported through the Global Fund Round 10 grant. (§500,000)
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Indoor Residual Spraying

Background

Through 2010, the DOMC’s IRS program targeted sixteen highland, epidemic-prone districts in
Western Kenya. As I'TN coverage has expanded throughout Kenya, malaria prevalence has fallen
sharply, particularly in those highland districts that had been targeted for IRS activities. The Global
Fund (Round 4 malaria grant) and PMI funded IRS campaigns in the highland districts, with PMI

providing concentrated technical assistance and capacity building.

With the 2009-2017 Kenya NMS, the DOMC has phased out IRS in the highland, epidemic-prone
districts and begun to focus on endemic districts, particularly those bordering the highlands.
According to the national strategy, IRS should be implemented for at least three years while ITNs
are scaled up to achieve universal coverage, after which IRS may be phased out. Rachuonyo, a
lowland district bordering these endemic districts had already been sprayed with PMI funds since
2008. Surveys showed a greater than 50% reduction in malaria and anemia prevalence 12 months
after the initial round of IRS in Rachuonyo. Beginning in May of 2010, the PMI supported IRS
program expanded to cover 10 lowland districts’ along Lake Victoria which border highland,
epidemic-prone districts. These districts are located in areas with some of the highest P. faliparum
prevalence rates in the country. While PMI is currently the only partner supporting IRS campaigns
in these important lowland districts, DfID has very recently pledged £21m for four years to support
further expansion of IRS campaigns to other areas around the lake.

With IRS efforts shifting away from the highlands, the DOMC has shifted to an epidemic
surveillance and response system to detect rising cases of malaria and respond using a combination
of targeted IRS and improved case management. The details of this are described in the section on
Epidemic Surveillance and Response.

Progress to Date

The PMI IRS program in Kenya began in 2008. PMI spraying was done in conjunction with the
Kenya DOMC which conducted IRS in focal areas in 16 highland districts. PMI assumed
responsibility for spraying two highland districts aiming for complete coverage. In addition, PMI
sprayed one lowland endemic district that bordered the highlands as an initial phase of plans to
create a buffer between the lowland endemic districts and the highland epidemic districts where IRS
was slated to be phased out. PMI sprayed the same three districts in 2009.

In the 2010 spray round, the DOMC assumed responsibility for IRS in all 16 districts in the
highlands while PMI supported IRS in 10 lowland districts targeting an estimated 747,321 houses
and 1,444,066 people. Spray operations for 2010 began in May and included one endemic district
(now divided into two districts) that had been previously sprayed by PMI in 2008 and 2009, as well
as eight additional endemic districts, resulting in a total of ten targeted districts under the new
districting scheme. To date, all IRS in Kenya has been conducted using pyrethroid insecticides.

° These ten endemic districts reflect the reorganized district structure. The geographic coverage of these ten new lowland
endemic districts is the same as the three districts referenced in previous MOPs. With the new constitution, Kenya will
be divided into counties which may not correspond to the current geographic target area. This may have some
implications on the actual geographic and population targets for IRS in 2013.
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The 2011 spray round was underway as of the writing of this operational plan. The start of the
spray season was delayed until June due to the timing of the universal coverage ITN distribution
campaign in the districts. The target population for 2011 is the same as that of 2010.

In addition, PMI and other donors provided support for surveillance and monitoring to document
the effectiveness of IRS in areas with high ITN coverage. Entomological surveys showed high
insecticide susceptibility of the major malaria vector in the targeted districts, and wall bioassays
indicated the insecticide remained effective for at least eight months. In August 2009, twelve
months after the first round of IRS and four months after the second round of IRS, malaria
prevalence across all age groups in the lowland IRS district (Rachuonyo District) was approximately
67% lower than that observed in a neighboring, unsprayed district (Nyando District). In related
work supported by the Malaria Transmission Consortium, an incidence cohort that was followed in
the same two districts showed a 58% decline in the incidence of new infections. These declines
were observed in the context of moderate net ownership and use—one year after the initial spray
round, 46% of all people in Nyando District and 48% of all people in Rachuonyo district reported
sleeping under an I'TN the previous night.

While these initial surveys indicated a reduction in the incidence of parasitemia and the prevalence of
parasitemia and anemia, more recent national data from the 2010 national MIS suggest that malaria
prevalence in these areas remains high in spite of multiple interventions, including the scale up of
ITNs. While IRS is expected to reduce malaria prevalence in the targeted districts, heightened
surveillance is needed to monitor progress.

One factor that may influence the DOMC’s IRS program is the emergence of insecticide resistance.
Insecticide resistance monitoring has been conducted at eight sites in western Kenya. Moderate to
high levels of DDT and pyrethroid resistance have been detected in An. gambiae s.s. in sites near the
Uganda border. Observed resistance in this species has ranged from 38 to 67% for DDT, 72 to
84% for permethrin and 37 to 58% for deltamethrin. However, An. gambiae is currently rare or even
absent in sites along the lake shore, including the districts where PMI has been conducting IRS
operations. The predominant mosquito species in these areas is An. arabiensis and this species
remains susceptible to all four classes of insecticides available for IRS. However, there is the threat
of resistant populations of An. gambiae s.s. and An. funestus expanding to and rebounding in areas
where they are currently under control. The most recent data from PMI monitoring indicates
pyrethroid resistance levels within An. arabiensis of up to 15%; while this is below the critical
threshold of 20% resistance, it suggests that pyrethroid insecticides may not be a viable option for
IRS in 2012. Given the increased operational costs associated with using non-pyrethroid
insecticides, this decision is likely to have significant impact on the geographic coverage and the total
population protected by future IRS programs.

Proposed PMI Activities with FY 2012 Funding: (§7,067,400)

With FY 2012 funding, PMI will spray up to ten endemic districts'’ pending the choice of
insecticide. PMI will also provide support to the DOMC to monitor disease trends in both highland

10 e L. . .. . . . .
With the new constitution, Kenya will be divided into counties which may not correspond to the current geographic
target area. This may have some implications on the actual geographic and population targets for IRS in 2013.
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areas where IRS is being phased out and in lowland areas where IRS is being scaled up. Specific
activities include:

1. IRS implementation: Support IRS in up to ten endemic districts (estimated to reach 747,321
houses) with a target of 85% coverage in all districts. This is approximately the same
number of houses that PMI has sprayed in the last four years. Currently, the same districts
will be targeted as were sprayed with FY2011 funds although the target may have to be
revised downward if pyrethroid insecticides are not a viable option due to insecticide
resistance ($6,850,000);

2. Epidemiological surveillance: Support epidemiological surveillance and monitoring from 40 sites
in endemic IRS districts to provide information that the DOMC can use to make decisions
on the best strategy for IRS. The surveillance will include disease burden monitoring (for
which the methodology will be determined in subsequent discussions with the PMI/Kenya
and PMI/M&E teams). This activity will be designed to monitor malaria burden over time
and to provide the DOMC with data that will guide the scale down of IRS in the wake of
universal I'TN coverage. (This activity is budgeted under the M>E section)

3. Insecticide resistance monitoring: Given the expansion of IRS in lowland areas of western Kenya
and the detection of low levels of insecticide resistance in border areas near Uganda, PMI
will continue entomologic and insecticide resistance monitoring in eight sites in western
Kenya. With additional funding through the DOMC, the number of sites will be expanded
to over 40 for 2012 to assist with planning of IRS operations for the future. (§750,000);

4. Conduct environmental monitoring assessment: Conduct the required bi-annual, independent
environmental monitoring evaluation of the PMI IRS program. (§25,000);

5. Technical assistance: Support one visit from Centers for Disease Control and Prevention
(CDC) to provide technical assistance in the entomological monitoring of IRS activities
($12,400).

Malaria in Pregnancy
Background

Kenya’s malaria in pregnancy (MIP) program is based on a close working relationship between the
Division of Reproductive Health and the DOMC. The Division of Reproductive Health manages
program implementation, while the DOMC is responsible for technical oversight. Prevention of
MIP is an integral component of the focused antenatal care (FANC) approach in Kenya. The 2008-
2009 DHS showed that 92% of women in Kenya receive antenatal care from a medical professional
during pregnancy; however, only 15% of women obtain care in the first trimester and only 52%
before the sixth month of pregnancy. Overall, only 47% of pregnant women make four or more
antenatal visits during pregnancy, with the median gestational age at first visit being 5.7 months.
While ANC visits provide an opportunity for administration of IPTp doses, other approaches will
be necessary to increase the uptake of IPTp.
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The proportion of pregnant women receiving two or more doses of SP for intermittent preventive
treatment of malaria in pregnancy increased from 13% in 2007 to 25% in 2010. In 2009, with PMI
support, the DOMC began to clarity IPTp guidelines and provide supportive supervision for
delivery of this intervention by health workers.

The first-line treatment for malaria in pregnancy is oral quinine in the first trimester of pregnancy
and AL or oral quinine in the second and third trimesters. The DOMC recommends diagnosis by
blood smear. It also recommends that pregnant women receive ferrous sulfate (200mcg) and folic
acid (5mg) at their second and third ANC visits, and that signs and symptoms of anemia are
evaluated during their first and fourth ANC visits.

The recently revised National Guidelines for the Diagnosis, Treatment and Prevention of Malaria in
Kenya (May 2010) emphasize the integration of MIP in the overall antenatal care package for
maternal health that includes IPTp, ITNs, prompt diagnosis and treatment of fever due to malaria,
and health education.

IPTp with SP has been a policy in Kenya since 1998. According to the national guidelines:

e [PTp is recommended in areas of high malaria transmission

e [PTp should be administered with each scheduled visit after quickening to ensure that
women receive a minimum of two doses of SP

e [PTp should be given at an interval of at least four weeks

e [PTp should be given under directly observed therapy

e Tolic acid tablets should only be administered 14 days following the administration of IPTp

Although the 2009-2017 NMS has a 2013 target of 80% of people living in malaria risk areas using
appropriate malaria prevention interventions — including IPTp among pregnant women— the uptake
of IPTp in Kenya has remained low. The 2007 MIS national results showed that only 25% of
women received IPTp1 and 13% received IPTp2, while the 2008-2009 DHS data showed that 36%
of women received at least one dose of IPTp and 14% received at least two doses. The proportion
of women receiving two doses of IPTp increased to 25% in 2010 (MIS, 2010).

In 2008 and 2009, PMI supported the DOMC in a pilot to distribute simplified policy guidelines on
MIP to health workers in three malaria endemic districts to improve the uptake of IPTp. The
process involved orientation of members of the District Health Management Teams on the IPTp
guidelines with an emphasis on administering IPTp during each ANC visit after quickening unless
SP had been taken in the prior four weeks. During supervisory visits to ANC facilities, ANC staff
were observed assessing patients and were provided feedback.

A significant increase in IPTp uptake was observed in those areas where the simplified guidelines
were disseminated. In three divisions within Nyanza Province, pregnant women receiving one dose
of IPTp increased from 48% to 76% (Asembo division), from 44% to 67% (Gem division) and
from 39% to 66% (Karemo division). In the same areas, 48%, 44%, and 39% of pregnant women,
respectively, received two doses of SP (Ouma P, Calhoun, L, 2010). This PMI-supported study also
showed that SP was available in over 80% of the health facilities. Based on these results, the
DOMC with the support of PMI has developed and is currently rolling out the dissemination of the
simplified MIP guidelines to all 67 malaria endemic districts in the country.
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The dissemination of simplified messaging and guidelines focuses on service providers in MCH
clinics and the sensitization of community health workers (CHWSs) on prevention of malaria in
pregnancy - especially the importance of IPTp. With this support, it is estimated that 5,456 service
providers will be otiented on the guidelines/policy and provided with simplified messaging on IPTp
and 3,480 CHWs sensitized. The target is sensitization in 67 districts (this includes newly created
districts which numbered 55). The CHWSs will be expected to reach all women of reproductive age
with appropriate information on prevention of malaria in pregnancy and MCH service providers will
ensure that eligible women attending ANC receive IPTp.

In areas with stable moderate to high malaria transmission, the main strategies for controlling
malaria in pregnancy are I'TNs and IPTp. However, the progress made in the last decade is now
under threat from increasing resistance of the parasite to SP, the only antimalarial currently
recommended for IPTp. There is now evidence from Malawi, Tanzania and Zambia suggesting that
SP resistance could be adversely affecting IPTp efficacy. In addition, western Kenya has moderate to
high levels of SP resistance, experiencing a dramatic increase in dihydrofolate reductase (d/f#) and
dihydropteroate synthase (d/ps) quintuple mutations that confer clinically relevant levels of parasite
resistance among pregnant women, from 7% in 1997 to 89% in 2009 (Ya Ping Shi, unpublished
data). This has implications for the current policy of using SP for IPTp in endemic areas including
Western Province.

With the increased availability of malaria RDTs, and the observed reductions in malaria transmission
in many parts of Kenya, screening for infection is becoming a key feature of malaria control in
pregnancy. In the context of increased SP resistance and decreasing transmission, intermittent
screening and treatment in pregnancy (ISTp) provides a potential alternative strategy that is
increasingly being considered for women protected by I'TNs. ISTp consists of scheduled screening
using a malaria RDT three or four times during pregnancy as part of FANC, and treating RDT-
positive women with a long-acting ACT for symptomatic malaria in the 2* and 3™ trimesters. There
is already some evidence from a single trial in Ghana, conducted in an area that had low levels of SP
resistance, that ISTp may be as effective as IPTp-SP as a future strategy for areas with low or
markedly reduced levels of transmission.

Progress to Date

In 2008 and 2009 PMI procured a total of 840,000 SP treatments for IPTp. During the same period,
an estimated 7,000 CHWs were trained on FANC/MIP in Nyanza and Western provinces. An
estimated 39,498 women in 12 districts in Nyanza and Western provinces were reached with
information on the prevention and treatment of malaria through community Behavior Change
Communication (BCC) activities. In 2009/2010, through one of PMI’s implementing partners, an
estimated 12,636 women were reached directly or indirectly with messages on prevention of malaria
in pregnancy in target districts in Nyanza, Western and parts of Rift Valley. PMI continues to
support information, education and communication (IEC)/BCC at the community level for
prevention of malaria in pregnancy. PMI support also ensures strengthened monitoring of MIP,
including ensuring improved reporting.

PMI has also supported a review of the pre-service curriculum to include IPTp as an essential part
of all pre-service training targeting clinicians and nurses. To date, the clinical officers training
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curriculum at the Kenya Medical Training College and the Kenya Methodist University has been
updated and the process initiated to update the nurses and laboratory technologists’ curriculum. This
has been accompanied with sensitization of tutors to improve their knowledge on MIP. The updated
curricula will ensure that MIP is an integral part of pre-service training, thus reducing the need to
update health practitioners on MIP through in-service training, as is currently the practice.

PMI supported the production of 3,000 simplified guidelines (with simplified messages) on
FANC/MIP and their distribution in endemic districts. As discussed above, this three-pronged
approach of 1) dissemination and orientation on the new guidelines, 2) emphasis on ensuring
availability of SP, and 3) BCC activities, has had an impact on improving the uptake of IPTp2 in
target divisions in Nyanza Province. With the completion of this successful pilot, the simplified
messages and guidelines will be rolled out in 2011 to all districts in Western, Nyanza and Coast
provinces in line with the national strategy of targeting IPTp in endemic areas.

Proposed PMI activities with FY 2012 Funding: ($600,000)

PMI will support the following activities:

1. IPTp supportive supervision in target endemic districts: Building on PMI’s efforts to roll out the
simplified IPTp guidelines in 67 target malaria endemic districts and supportive supervision
activities in FY2011, PMI will continue to fund supportive supervision for the trained MCH
service providers and CHWs who will have been sensitized on the simplified messaging on
IPTp. An estimated 8,936 MCH service providers and CHWSs will be supervised to consolidate
gains that will have been achieved through the more intensive FY2010 and FY2011
investments. The supervision will focus on reinforcing provider skills to improve IPTp2
uptake. ($450,000)

2. Intermittent screening and treatment in pregnancy pilot: Support a research study on intermittent
screening and treating of pregnant women in selected areas in Nyanza Province to facilitate the
DOMC maintaining a robust MIP policy in a context of increasing SP resistance. The
information generated through this pilot will be instrumental in influencing national policy on
the prevention of malaria in pregnancy. (§750,000)

3. Malaria in pregnancy monitoring and evaluation: Support monitoring and evaluation of IPTp2
uptake in targeted endemic districts by the DHMTs and DOMC with technical support from
KEMRI/CDC and implementing partners. This will include specific monitoring of the
supportive supervision activity such as the quality of supervision provided and health provider
perceptions and practice. At the end of the intervention, an evaluation will be undertaken to
determine the uptake of IPTp2 among pregnant women. This will provide programmatic
information to the DOMC to guide continued implementation of IPTp. (This activity is budgeted
under the ME section)

4. Bebavior change for malaria in pregnancy: Support targeted community BCC and social

mobilization to increase demand for and uptake of IPTp. (This activity is budgeted under the BCC
section)
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CASE MANAGEMENT

As part of the overall effort to achieve malaria elimination in Kenya, a key objective of the 2009-
2017 NMS is to scale-up and sustain access to prompt and effective treatment to at least 80% of the
population by 2013 and maintain this through 2015. In support of this objective, there is a national
commitment to ensure that ACT's are accessible at all public health care levels, including through
community health workers, and in the private sector through subsidy schemes. As the intervention
programs are scaled up, there will be an increased need for emphasis on laboratory diagnosis for all
age groups presenting with clinical symptoms of malaria at all levels of the health system, except at
the community level, and in all epidemiological zones.

Malaria Diagnosis

Background

Following adoption of a laboratory diagnosis-based malaria treatment policy, the DOMC has
produced a third revision of the National Guidelines for Diagnosis, Treatment, and Prevention of
Malaria in Kenya (MOH, 2010). Although the new guidelines recommend that the diagnosis of
malaria in public health facilities should be based on the detection of parasites in the blood, it
stresses that under no circumstances should a patient with suspected malaria be denied treatment,
nor should treatment be delayed for lack of a parasitological diagnosis. It also encourages clinicians
to confirm malaria even after presumptive treatment has been administered.

Ensuring that all public health facilities have the ability to undertake parasitological diagnosis is
proving to be a huge undertaking for the DOMC. The DOMC’s RDT implementation plan calls for
RDTs to be used as the primary method of malaria diagnosis at dispensaries and health centres.
While microscopy remains the gold standard for diagnosis at sub-district, district, provincial and
national referral hospitals, the DOMC plans to procure and distribute RDTs for use in these same
facilities, when microscopy is not feasible. However, RDTs will not be provided to CHWs at the
community level until 2013, by which time the DOMC anticipates that dispensaries and health
centres will be stocking and properly using RDT's and will function not only as a referral center for
CHWs at community level but also be able to properly supervise malaria diagnosis by CHWSs. Until
2013 therefore, CHWs will continue to stock and provide ACTs to patients presumptively.

Since 20006, case management trainings targeting clinicians and laboratory staff have incorporated a
module on RDT use, but only epidemic-prone districts have been supplied with RDTs. To support
the use of RDTs, beginning in 2011, the DOMC intends to procure and distribute RDT's on a
national scale. It is assumed that there will be 43.5 million fever cases presenting in 2011 that will
require a diagnostic test. The country’s target for diagnostic coverage in 2011 is 25% (all through
health facilities) with 5% being RDTs (approximately 2.2 million RDTs). By 2013, when funds from
the FY 2012 MOP will be available, diagnostic coverage will be 55%, with 30% coming from RDT's
(approximately 11.5 million). This assumes that in 2013, total number of fever cases expected will be
approximately 42.7million"" and therefore total RDTs needed in the public sector would be about
11.5 million. The Global Fund Round 10 grant will fund an estimated 10 million RDTs, leaving,

11 Tt is estimated that fever cases account for 60% of OPD attendance at health facilities. Of the fever cases, 50% are
diagnosed (largely clinically) as having malaria [HMIS 2008]
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therefore, a gap of 1.5 million RDTs. While rolling out RDTSs in a phased manner, the DOMC will
continue to support microscopy services by strengthening microscopy capabilities and producing
and disseminating appropriate job aids and standard operating procedures.

As the DOMC strengthens malaria diagnosis at community and health facility levels, it is putting in
place a malaria reference laboratory to coordinate laboratory-based parasitological and entomological
testing at national and sub-national levels. Through this reference laboratory, the DOMC will
support all malaria intervention areas, including case management and malaria in pregnancy, vector
control, epidemic preparedness and response, and surveillance, monitoring, evaluation and
operational research. Support for this laboratory comes from the GOK and malaria stakeholders.

Progress to Date

PMI support for malaria diagnosis in Kenya is in line with DOMC priorities. Initially, the DOMC’s
focus was to increase the availability of microscopes and the quality of microscopy. With the
adoption of RDTs in Kenya, PMI support has shifted towards ensuring correct use of RDTs in low-
risk malaria areas, as well as providing RDT's for surveillance in low-risk, seasonal transmission and
endemic districts in Coast Province which are currently demonstrating low parasite prevalence rates.

In 2009, a joint PMI-DOMC assessment of PMI-funded laboratory capacity building activities
performed in 2008 identified the following gaps in the attainment of proficient malaria diagnosis
nationwide:
e Taboratories lack standard operating procedures and refresher trainings.
e Major malaria diagnostic commodities and microscopes were in short supply.
e There is a shortage of laboratory staff, especially at the health center level, as well as
supervisory support visits.
e [Laboratory rooms are poorly designed and are too small in many health facilities.
e Tew facilities were performing malaria parasite identification and density determination, and
less than 10% of facilities had quality assurance procedures.

To address these gaps, PMI has procured a total of 280 microscopes. Eighty have been distributed
to priority facilities in malaria endemic and epidemic-prone districts. The second procurement of
200 microscopes was received in Kenya in May 2011, and will be distributed by the end of 2011. To
further improve the quality of malaria diagnosis, PMI and its implementing partners are currently
working with the DOMC and Office of the Chief Medical Technologist to implement a quality
assurance/quality control (QA/QC) system for the laboratory diagnosis of malaria. A major
component of this system is the provision of supportive supervision and on-the-job training of
health facility laboratory and clinical staff. A total of 562 laboratory technicians have been trained to
date, and PMI will train another 120 individuals by the end of 2011. Supervisors, some of whom are
drawn from the pool trained by PMI in 2008, are equipped to undertake supervisory visits and while
in the field, assess staff capabilities, provide on-site remedial action, conduct internal and external
quality assurance of malaria smear preparation and reading, and ensure quality control of reagents
and equipment.

In January 2010, PMI supported two DOMC staff to attend the World Health Organization (WHO)
accredited course on microscopy in Kenya. The two officers are being utilized as part of the
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national-level training team supporting outreach supervision as part of QA/QC and will also
supportt the operation of the malaria reference laboratory. The QA/QC system utilizes existing
microscopy capacity at district, provincial and national level for supportive supervision of hospitals,
health centers and dispensaries and on-the-job or outreach training (as necessary). The shortage of
laboratory staff remains a concern, and the Ministry of Health continues to meet staffing needs
through task shifting. As PMI implements the QA/QC system, it will validate quantification of staff
needs alongside quality improvements.

Until sufficient funds are available through the Global Fund for nationwide RDT roll out and use,
PMI will continue to support a targeted RDT roll out in priority areas. During 2011, PMI will
distribute 547,800 RDT's to public health facilities. Of the RDTs distributed, 110,600 will serve
selected facilities in epidemic-prone districts with 437,200 RDTs distributed for use in all level 2-3
facilities (which include dispensaties, health centers and maternity/nursing homes) in five selected
districts in all four epidemiologic zones. It is anticipated that over the next 12 months, PMI will
procure an additional 1.5 million RDTSs to serve primarily facilities in high malaria endemic zones. In
addition, PMI will support the training and supervision of laboratory and clinical staff in the correct
use of RDTs. PMI and the DOMC will monitor the RDT roll-out process and gain experience that
will be used to guide interventions aimed at improving health worker adherence to RDT results. In
2011, PMI assisted in the review of national laboratory policy guidelines and drafted job aids for
RDT's and microscopy. Both documents will be printed and disseminated with PMI support.

Proposed PMI Activities with FY 2012 Funding: ($2,572,400)

PMI will support the following malaria diagnostic activities:

1. Procurement of RDTs: In support of DOMC’s RDT scale-up plan, procure and distribute 1.5
million RDTs to dispensaries and health centers in malaria endemic areas as needed. This
will be done in coordination with other partner contributions. The main funding partner, the
Global Fund, will provide approximately 54 million RDTs for use in low-risk and seasonal
transmission areas between 2011 and 2016, which leaves a gap in endemic areas where
