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Kenya HIV Estimates, 2018

HIV Prevalence =
4.9%

e o Adults living with HIV (15+)
Female = 6.2% ; Male = 1,388,200
=3.5%
PLHIV (all ages) = h Children living with HIV (0-14)
1.5M = 105,200
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Number of new HIV
e &nfectionsin 2017

New infections = 8,200
w * Adults (15+ = 44,800)

L. Children (0-14) = 8,000

Young Adults 15-24 years

s o PLHIV = 184,700
w @ New infections = 17,700
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2018 ART Guidelines

Guidelines on Use of Antiretroviral Drugs
for Treating and Preventing HIV in Kenya

2018 Edition

» “Differentiated care

minimizes inconvenience
and unnecessatrily
frequent follow-up, thus
reducing costs and time
related to clinic visits. It
also allows resources to
be focused on those
patients who require
additional attention.”
National ARV Guidelines
2018
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DC - integral part of routine Service delive f*;;" o
il

The standard package of care should always be applied using a patient- and family-
centered approach. Patient-centered care includes: considering the individual patient’s health
needs; eliciting and addressing the patient’s concerns and expectations; involving the patient's

(and their family and friends as appropriate) in decision-making, and; respecting the patient’s
values and preferences. Family-centered care identifies, engages and provides care to all HIV-

[ 3.5.2. Differentiated Care for Children, Adolescents and Pregnant/breastfeeding
Women

Children, adolescents and pregnant/breastfeeding women should not be excluded from
differentiated care (DC). The “stable/unstable” criteria in Table 3.5 are used to identify patients
f who qualify for longer follow-up periods vs. those that may benefit from closer follow-up.

p

[

ART Refill Distribution Points for Stable Patients

The health facility is responsible for ART prescription, dispensing, and distribution for all patients
enrolled into care. ART distribution for stable patients can take place at the health facility or
through a community distribution system, depending on patient preference and health facility
systems and resources. No patient should be pressured into receiving ART at a
community-based distribution point or through a fast-track process.
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- Facility coverage of DC model implementation

® Number of sites offering ART ® Number implementing some formof DC

ﬁ




Outreach-based ART clinics, including .
ART initiation B 12%

Outreach-based ART clinics that do not .
orovide ART initiation B 17%

Community ART distribution/pick-up | GG 21%

Community-based ART groups [ 29%

DC Model

Facility-based ART groups, sometimes I 68%

called “clinic adherence groups”

Appointment spacing, sometimes I 88%

called “multi-month scripting”

Fast Track Drug Refill | 07 %

0% 20% 40% ©60% 80% 100%
Performance
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Mean cost ( on travel and HIV care
services) by stable PLHIV within 12-
month period

Mean cost ( on travel and HIV care
services) by PLHIV within 12-month
period

Mean total time spent ( on travel and HIV
care services) by stable PLHIV within 12-
month period

Mean total time spent ( on travel and
HIV care services) by PLHIV within 12-
month period

Level of patient satisfaction with DC ART

models

Level of availability of ART patient data in 400 national Sitds g
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I 22%

I 21%

I 33%

I 40%

. 58%
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/N&SCOProportlon of stable clients on more tha
. 3 months refill,Vihiga

Vihiga
3500 3293

2988 3007 3079
3000

2500

2000

1623 1640

1441 1562

1500 1228

1000

500

Dec-17 Jan-18 Feb-18 Mar-18 Apr-18 May-18
H Stable Clients  ®Clients on >3 Month Refill




/N&SCOProportlon of stable clients on a >3
. months refill, Homabay

Homabay

4000
3475
3500 3248
2000 3019 2901 3006
2625

2500

2000
1495
1500 1343 1271 1420
1050
1000 684
500 III
0
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B Number of stable clients B Number on >3 months refill
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N'_\SCOP Differentiated care data parameters in the
EMRs

€@ Patient Examination @ Patient Management
PATIENT MANAGEMENT
| —
Adherence Assessment ARV Adherence Select v CTX/Dapsone Select v

Adherence

Stability Assessment aius UnStable v

GBV Assessment GBV Assessment No

done?

& i . < ART Fast Track
LN

Advanced: @ Date: | 04-0ct-2018 12 v;i My | 55 v/ Location; Ma};ongem Health Centre 10358

ART Fast Track for Stable Patients
Stable: 1] ART Refil Model v]
Unknown (Missing Baseline
( 2 o Current Regimen: TENOFOVIR, LAMIVUDINE, NEVIRAPINE (1 decade ago)
WEHIO Stage o CD4): Treatment Supporter: Phone Number:
Unstable:
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» Nationwide DC experience

sharing forum — August 2018

» Counties identified 10 high
volume facilities implementing DC

for at least one year

= ]
r » Template developed to collect key

variables and this presented in

form of poster presentations

» Top 3 Counties with most
innovations and most facilities

implementing DC were awarded

=~—




Differentiated Care Implementation Performance

Nairobi County
Authors: Dr. Carol Ngunu, Levitan Ombima, Esther Mbithi, Vanessa Chelimo, Diana Odock,
Eric Omasaja NAIROBI CITY
MINISTRY OF HEALTH 1. NASCOP 2. Ministry of Health - Kenya 3. Nairobi City County Health Services COUNTY

rE Al
HOW I — 01%

n. Numberof all ART patients receiving clinical E 100%
h. Mean total time spent to 01% SnANaGoRs par doy par oW 91%
provide HIV care services for 9%
PLHIV within 12-month penod 9% 0% 20% 40% 60% B0% 100% 120%

u Is this measure important?  m from special studies  m Routine program / M&E data

g.Knowledge and skills in % 91%
delivering DC ART services ) 45%
DISCUSSION ON BEST PRACTICES, CHALLENGES AND WAY FORWARD

LOCAL BEST PRACTICES AND SUCCESS STORIES

AVAILABILITY OF DATA ON HEALTH CARE WORKER (HCW) EXPERIENCE

£. HOW level of satsfaction with o * Reduced waiting times and long queues for clients who are stable with the introduction of
DI AST Ihotels 36% fasttrackforOC  +Increase in the number of viral load uptake in most of the selected DC
facilities *Health Care Workers in selected sites are now conversant with DCM Qltools which
0% 20% 40% 60% 80% 100% they can now use to solve issues affecting their health facilities in Nairobi county «For health
care workers there is reduced cases of burnout and increased focus to support the unstable
m ks this measure important? @ from spedial studies m Routine program / M&E data CHALLENGES AND KEY BARRIERS

*Insufficient OC tools at the facilities i.e differentiated care register * Skepticism from some of

IMPLEMENTING PARTNERS & SERVICES OFFERED the HC\w's about DCM especially the private sites *Inadequate funds to support sub county

coaches when visiting the selected DCM sites for mentorship and coaching + Skills gaps on
250 DCin some facilities
203
CURRENT, PLANNED, OR RECENTLY COMPLETED RESEARCH EXAMINING DC

150 . Mairobi County has undertaken some operational researchin Jericho and Shofco and
written 2 abstracts that will be presented in the NASCOP HIV conference in September. They

100 64 . - o ) . -~ ) )
are: * Continuous quality improvement in improving patient categorization for differentiated
50 14 10 care model implementation at Jericho Health Centre * Continuous quality improvement
0 — approach inimproving EMTCT outcomes- a case study at shofco Mathare, Nairobi County
Numberof Number of Number of health Numberof health
implementing partnersimplementing partners facilities offeringHIv  facilities offeringany Pl s L Ny
supporting HIV supporting DC treatment DC models CDC mn : NXSCOP
treamentinthe  implementation in the L) The Global Fund )
County County e PEPFAR
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Identified Best practices (1/2)

Training of peer educators to facilitate community based models

CARGs implemented in the County under PSSG in the community

Use of Quality Improvement Teams/Work Improvement Teams for

DC

Use of low level facilities as drug pick up sites for high level sites

Tiered approach in roll out of DC models from high volume facilities

to low volume facilities.

Establishment of family clubs who are used to pick up drugs for

b tati | basi
i § i members on rotational pasis. =
A
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"*“Best Practices (2/2)  Colour coding
Kikuyu Hospital

» Color coding client files for ease in
locating the various categories of clients

* Viremia clinics- clinics dedicated clinics
for patients with high viral loads

Special clinics for client cohorts e.g. — —
Children, TB/HIV; adolescents weekend =~ = ‘q
clinics, early morning clinics for working

class and college students  FEMALE e

* Dedicated clinics for PMTCT mothers

« Suspected treatment failure clinics two
weekly group clinics

« Patient self care classes for newly
diagnosed clients up to 6 months

=~—
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Challenges cited

Staff turnover and competing tasks in some facilities leading to

inefficiencies in HR issues

« Breach of confidentiality among some community ART refill groups
resulting in members opting out to rejoin facility track models

« Little priority investment in community ART DC models

» Lost to follow up (LTFU) of clients already on DC

« Targets affects IPs decisions to implement DC

« Lack of patient awareness on DC leading to low uptake

=—’
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l * What is scale up? When do we say we have optimally scaled up?
» Can the adolescent and pediatrics have family centered categorization?
* Which is the most effective model of differentiated care?
 Patient satisfaction with DC?
e HR —
« What is the effect of DC on staff job satisfaction?

« Has DC addressed the HR needs as purported?
» Perception of unstable clients on DC; Community ART & drug security
* Investments in EMRs

» Use of data to guide areas of focus

1




@ SCopP

In the spirit of ? centered approach
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‘\so» Key highlights

l * Proportion of stable clients ranges between 30-45 %

* This will definitely reduce with new regimens which require close monitoring

* Focus on the first 90
« The biggest gap in the cascade is 15t 90
» Fast track models more popular
» Breach of patient confidentiality in community models

« Counties lack standard approach despite guidelines

* Need for regular supportive supervision by national program and
IPs

 Dissemination of Operational Guides and other tools

* Need for equal investment in EMRs/HIS solutions

» to track service delivery and enable use of data for decision
making

» Selling DC as a parallel program/project has also affected its
implementation
- Counties cited staffing constraints

=—’
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