Ministry of Health

Malaria Epidemic
Preparedness and Response

Rapid Assessment Report

NOVEMBER 2019

%%}; DIVISION OF NATIONAL
§  MALARIA PROGRAMME







Ministry of Health

Malaria Epidemic
Preparedness and Response
Rapid Assessment Report

NOVEMBER 2019

This assessment has been supported by the President’s Malaria Initiative (PMI) through the United States
Agency for International Development (USAID) under the terms of MEASURE Evaluation cooperative
agreement AIDOAA-L-14-00004. MEASURE Evaluation is implemented by the Carolina Population
Center at the University of North Carolina at Chapel Hill, in partnership with ICF International; John
Snow, Inc.; Management Sciences for Health; Palladium; and Tulane University. Views expressed are not
necessarily those of PMI, USAID, or the United States government.

ssssssssssssss
~~~~~~~~~~~~~~~~~~~~

FROM THE AMERICAN PEOPLE %, (

Malaria Epidemic Preparedness and Response Rapid Assessment Report NOVEMBER 2019 iii



ACKNOWLEDGMENTS

Epidemic preparedness and response is one of the key strategies for malaria control and elimination. In Kenya, 26 counties
and 127 sub-counties are stratified as epidemic-prone because of the unstable nature of malaria epidemiology in those
areas. Between February and March 2019, the Division of National Malaria Programme (DNMP)—with support from
the United States Agency for International Development (USAID)- and the U.S. President’s Malaria Initiative (PMI)-
funded MEASURE Evaluation project—facilitated training and development of malaria epidemic preparedness plans in
all the counties and sub-counties prone to malaria epidemics.

The DNMP, in collaboration with the division of disease surveillance and response, undertook a rapid assessment of
malaria epidemic preparedness and response capacity in 10 counties in November 2019. The purpose of the assessment
was to establish strengths and weaknesses in epidemic preparedness and response in selected counties. This report presents
the process, methods, and findings of the assessment.

The rapid assessment would not have been possible without the support of USAID/PMI through the MEASURE
Evaluation project. As the national malaria programme, we sincerely appreciate this support. Specifically, we acknowledge
the support of Dr Mildred Shieshia and Dr Daniel Wacira, of USAID/PMI, for their guidance, and of the MEASURE

Evaluation project team, led by Dr Abdinasir Amin, for their operational and technical support.

We acknowledge the team that carried out the rapid assessment: James Sang, Jacinta Omariba, Andrew Wamari, Yusuf
Suraw, and Abduba Dabbasa, of DNMP; Philip Ngere and Ann Muange, from the division of disease surveillance and
response; Eunice Muinde and Abdi Hudan, from the Kenya Medical Supplies Authority; Rosebella Kiplagat, from the
division of national public health laboratories; Esther Kinyeru and Lenata Sipulwa, consultants; and Charles Ogari and
Elizabeth Mwangeka for operational support during the field work. We acknowledge the contribution of Stephen Munga
in providing the technical guidance during the assessment. Finally, we appreciate all the county and sub-county health
management teams, health workers, and community health assistants who participated in this assessment. The findings,
lessons learnt, and recommendations from these teams will no doubt strengthen planning and implementation of future
activities to avert and respond to malaria epidemics.

Dr. Grace Ikahu Muchangi

Head, Division of National Malaria Programme

Suggested citation

Ministry of Health. (2020). Malaria Epidemic Preparedness and Response Rapid Assessment Report. Nairobi, Kenya:
Ministry of Health, Republic of Kenya.

iv Malaria Epidemic Preparedness and Response Rapid Assessment Report NOVEMBER 2019



CONTENTS

Acknowledgements . ...... ... ... ii
ADDreviations . ... ... ... . v
Executive SUMmMAry ... ... 1
Introduction .. ... ... ... 3
Objectives of the Rapid Assessment ... ........... . -+
METHODDS . . 5
Selection of Study Sites .. ... ... . 5
Development of Assessment Tools . .......... . 6
Composition of the Rapid Assessment Teams ... ..... ... i 7
Data Collection, Management, and Analysis ......... ... ... 7
RESULT S ... 8
Assessment of EPR at the CHU Level . ... o 9
Assessment of EPR at the Health Facility Level ..... ... ... .. 11
Assessment of the Epidemic Response at the Health Facility Level .. ... oo oo 13
Assessment of Malaria EPR at the Sub-County Level ..... ... ... .. . 14
Epidemic Response at the Sub-County Level ........ ... 16
Assessment of Malaria EPR at the County Level ....... ... .. .. . 17
Epidemic Response at the County Level ....... .. .. 18
Challenges Experienced . ..... .. .. 19
DIESCUSSION. . . . o 22
Recommendations . .. ... .. . 24
Limitations of the ASSESSIMENT . . .. ...ttt et e 24
CONCIUSIONS . e 25
RefOrences. . .. .. ..o 26
Annex 1. Rapid Assessment Checklists ............. .. .. .. ... .. ... 27

Malaria Epidemic Preparedness and Response Rapid Assessment Report NOVEMBER 2019 v



FIGURES

Figure 1. Epidemic-prone and nonepidemic-prone countiesin Kenya ......... ... .. ... ... ... ... 4
Figure 2. Counties assessed in November 2019 . ..... .. ... . 5
Figure 3. Coordination structures for malaria EPR at 11 CHUs ......... ... ... o i 9
Figure 4. Surveillanceand SBCat 11 CHUs ... o 10
Figure 5. CHU response to malaria epidemic ........ ... ... .. 11
Figure 6. Coordination structures for malaria EPR at health facilities. ... ........... ... .. ... ... .o L. 12
Figure 7. Surveillance, case management, and SBC at the health facility level ............. ... ... ... ... .. ..., 13
Figure 8. Coordination structures for malaria EPR at the sub-countylevel ........ ... .. .. . ... o .. 14
Figure 9. Surveillance, pre-epidemic response, and SBC at the sub-countylevel . ......... .. ... ... .. .. 15
Figure 10. Coordination structures for malaria EPR at the countylevel.......... ... ... ... ..o o oo 17
Figure 11. Surveillance, pre-epidemic response, and SBC at the county level .......... ... ... ... ... ... 18

TABLES

Table 1. Key aspects included in the rapid assessment checklist ........... ... .. .o 6

Table 2. Counties, sub-counties, health facilities, and CHUSs assessed . ... ...t 8

vi Malaria Epidemic Preparedness and Response Rapid Assessment Report NOVEMBER 2019



ABBREVIATIONS

ACT

CDH
CHC
CHMT
CHU
CHV
DDSR
DNMP
EPR
IEC
IRS
LLIN
MOH
PMI
RDT
RRT
SBC
USAID

artemisinin-based combination therapy
artemether lumefantrine

county director of health

community health committee

county health management team
community health unit

community health volunteer

Division of Disease Surveillance and Response
Division of National Malaria Programme
epidemic preparedness and response
information, education, and communication
indoor residual spraying

long-lasting insecticidal net

Ministry of Health

U.S. President’s Malaria Initiative

rapid diagnostic test

rapid response team

social and behaviour change

United States Agency for International Development

Malaria Epidemic Preparedness and Response Rapid Assessment Report NOVEMBER 2019  vii



EXECUTIVE SUMMARY

Malaria epidemics usually occur in the western highlands and the arid and semi-arid regions of Kenya. These epidemics
are characterised by high morbidity and mortality. Malaria epidemic preparedness and response (EPR) is geared towards
the reduction of morbidity and mortality during epidemics through timely detection and response. A malaria programme
review conducted in 2018 revealed suboptimal performance on EPR indicators and activities. Thus, the Division of
National Malaria Programme (DNMP)—with support from the United States Agency for International Development
(USAID)- and the U.S. President’s Malaria Initiative (PMI)-funded MEASURE Evaluation project—conducted malaria
EPR planning and review workshops for 127 sub-counties in 26 epidemic-prone counties in Kenya. The workshops were
conducted between January and March 2019 to build the capacity of health managers to set thresholds to monitor and
detect epidemics early and initiate appropriate responses. Rapid assessment visits were conducted in November 2019 to
assess the level of preparedness and response to malaria epidemics in the counties and sub-counties trained. Ten of the
counties trained were randomly selected for the rapid assessment.

A rapid assessment tool was developed through a consultative process involving the DNMP, the Division of Disease
Surveillance and Response (DDSR ), and MEASURE Evaluation. The tool assessed the level of preparedness and response
to malaria epidemics in the counties and subcounties selected. The objectives of the rapid assessment were to assess
vulnerability to malaria epidemics in the selected counties and establish the level of preparedness and readiness of counties
and sub-counties to respond to detected outbreaks and their resource needs to respond to potential epidemics.

Two multidisciplinary teams were formed to conduct the assessment. The teams comprised programme officers from the
DNMDP, DDSR, Kenya Medical Supplies Authority (KEMSA) and MEASURE Evaluation project staff. These teams were
accompanied by the respective county/sub-county malaria control coordinators during the assessment. Data were collected
through paper-based checklists that were administered at the county, sub-county, health facility, and community levels. For
each level, pre-epidemic preparedness, epidemic response, and post-epidemic response were assessed.

The results of the rapid assessment showed generally reliable coordination structures across all levels. Support for basic
operations and logistics for epidemic response was lacking across all the levels. None of the four levels assessed gave reliable
estimates of the proportion of available emergency funds mobilised to respond to the epidemics. Shortage of trained
health workforce and increased workload, especially during epidemics, were reported across all levels. Stakeholder support
for malaria EPR was generally limited, with most of the counties and sub-counties reporting no malaria-specific partners.
Stockouts of malaria commodities were reported across all levels. Emergency orders made during the epidemic were
delayed or not delivered.

Field response during the epidemic phase was well organised, with most counties and sub-counties deploying rapid
response teams(RRTs) and establishing outbreak committees. Critical response activities, such as testing, treatment, and
referral of cases, were done in all areas that had experienced epidemics after the EPR training. Targeted distribution of
long-lasting insecticidal nets (LLINs) and focalised indoor residual spraying (IRS) were conducted in a few areas. Some
facilities were using field stain instead of the recommended Giemsa stain for microscopy slides, which could lead to false
positives. All the levels assessed had pre-designed social and behaviour change (SBC) messages that were adapted and
deployed to areas that had experienced an epidemic. Community communication channels, such as barazas, school health
programmes, dialogue days, mother support groups, and interpersonal communication, were commonly used to deploy
the messages. However, post-epidemic assessment was poorly performed across all levels.

The rapid assessment made the following recommendations:
¢ Strengthen resource mobilisation for EPR activities.
¢ Improve commodity security for malaria EPR.

¢ Enhance malaria surveillance to avert epidemics and provide timely response.
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¢ Strengthen notification of onset of an epidemic and declaration of its end.

¢ Encourage regular monitoring of natural events and population movements, which could trigger malaria outbreaks.

¢ Conduct post-epidemic assessment as soon as the epidemic is declared over to review the outbreak response and
document lessons learnt for better management of potential epidemics.

¢ Enhance prompt national-level technical and operational support to areas experiencing epidemics.

In conclusion, the malaria EPR training workshops had a positive impact on some aspects of EPR at the county and
sub-county levels. Greater efforts need to be put in place to increase the capacity of health facilities and community health
units to effectively respond to malaria epidemics. Efforts to build capacity for EPR should focus on improving the weak

areas identified in the assessment.
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INTRODUCTION

Malaria remains a major public health problem, particularly in sub-Saharan Africa, which carries 90 percent of the
global burden of this disease (World Health Organization, 2015). In Kenya, the disease accounted for 18.7 percent of all
outpatient consultations, based on data from the routine health information system. Malaria transmission and infection
risk across geographic regions in Kenya is determined largely by altitude, rainfall patterns, and temperature. Malaria
epidemics in Kenya occur in two malaria epidemiological zones; the western highlands, where malaria is seasonal with
year to year variation, and the arid/semi-arid lowlands of the northern and south-eastern parts of the country, which
experience short periods of intense malaria transmission during the rainy seasons (National Malaria Control Programme,
Kenya National Bureau of Statistics, & ICF International, 2016; Ministry of Health [MOH], 2019). The epidemics are
associated with unusual climatic conditions, such as rainfall accompanied by other factors like suitable temperatures that
favour breeding and longer survival of the malaria vectors (MOH, 2019). Malaria epidemics are preventable with proper
planning, preparedness, and timely response. Effective surveillance systems are necessary for early detection of malaria
epidemics, which are normally preceded by increased incidence of the disease.

Malaria is one of the priority diseases for integrated disease surveillance and response and falls under the category of
diseases of public health importance. Malaria EPR remains a priority in disease surveillance and response, with a main
objective of reducing associated epidemics and reducing morbidity and mortality that occur during epidemics through
early detection and response. A total of 127 sub-counties spread across 26 counties in the western highlands and the arid/
semi-arid zones are classified as malaria epidemic-prone areas in Kenya (MOH, 2016). Figure 1 shows the epidemic and
nonepidemic counties in Kenya.

In recent years, malaria epidemics have occurred in different parts of the country. In September and October 2017, malaria
upsurges were reported in nine counties: Baringo, Isiolo, Mandera, Marsabit, Samburu, Tana River, Turkana, Wajir, and
West Pokot. More than 2,000 adults and children were diagnosed with the disease. More than S0 fatalities occurred from
these upsurges, and more than 400 people were hospitalised. Marsabit was the worst hit county, with 26 reported deaths
and 1,300 adults and children diagnosed with malaria (Mulambalah, 2018). In 2019, Baringo and West Pokot Counties,
along with some parts of Turkana County, were again hit by malaria epidemics.

In response to these recurring epidemics, the DNMP, with support from the USAID- and PMI-funded MEASURE
Evaluation project, conducted EPR training workshops for health managers in all epidemic-prone counties and sub-
counties. The workshops, conducted between January and March 2019, targeted county and sub-county malaria control
and disease surveillance coordinators. A total of 320 health managers were trained on how to set thresholds to monitor
increases in confirmed malaria cases and develop EPR plans. The managers were guided to select five sentinel health
facilities representing the local malaria epidemiology in their respective sub-counties and set weekly epidemic monitoring
thresholds using data from the five preceding years. The managers were expected to monitor the weekly confirmed malaria
cases against the set thresholds to detect abnormal increases and take necessary actions to avert epidemics.

In October 2019, the DNMP, in collaboration with the DSRU and with technical support from MEASURE Evaluation,
developed a standard rapid assessment tool to assess the level of preparedness and response to malaria epidemics in
epidemic-prone areas. The tool was used to assess EPR capacity in 10 of the 26 counties trained in 2019. The 10 counties
were randomly selected to represent both the western highlands and seasonal malaria transmission zones.
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Figure 1. Epidemic-prone and nonepidemic-prone counties in Kenya
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Objectives of the Rapid Assessment

The specific objectives of the assessment were as follows:

¢ To assess vulnerability to malaria epidemics in the selected counties

¢ To establish the level of preparedness and readiness of counties and sub-counties to respond to and contain detected
outbreaks

¢ To assess county and sub-county capacity and resource needs to respond to potential epidemics
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METHODS

Selection of Study Sites

Ten out of the 26 epidemic-prone counties trained in 2019 were randomly selected for the rapid assessment. Five of the
counties were in the western highlands (Baringo, Nandj, Kisii, Nyamira, and West Pokot), and the other five were in the
seasonal transmission zone (Embu, Kitui, Marsabit, Meru, and Samburu) Figure 2 shows the 10 counties assessed and
location of some of the places visited.

A letter was sent to the county directors of health (CDHs) in the 10 selected counties explaining the purpose of the
assessment. The letter requested the CDHs to allow the national team to conduct the exercise in selected health facilities
and community health units (CHUs) and to interview the county and sub-county health management teams. Health
facilities and CHUs that had experienced malaria epidemics in the six months prior to the assessment (May to November
2019) were purposively selected in consultation with the county health management teams (CHMTs). If no such facility
was identified in the county or sub-county, a facility that was considered a malaria hotspot was selected. Only public health
facilities were included in the assessment.

Figure 2. Counties assessed in November 2019

. County level
. Sub-county Level

. Health facility

. Health facility and community
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Development of Assessment Tools

A rapid assessment tool was developed through a consultative process involving the DNMP, DDSR, and other
stakeholders. A two-day workshop was held on 2 and 3 October 2019 to develop the tool. The draft tools were revised
during a review workshop for EPR guidelines held from 7 to 11 October 2019. A small team comprising of DNMP,
DSRU and MEASURE Evaluation experts was selected to finalise the tool on 14 October. The team finalised four
checklists to assess EPR capacity across the community, health facility, sub-county/county, and national levels (Annex 1).
Most of the questions on the checklists were closed-ended with yes/no responses or tick boxes. The checklists included a
few open-ended questions to document key challenges and recommendations from each section.

Each checklist had three sections covering three phases of the epidemic cycle: pre-epidemic, epidemic, and post-epidemic.
Table 1 summarises the key aspects assessed in each phase.

Table 1. Key aspects included in the rapid assessment checklist

Phase ‘ Key components ‘ What was assessed
Pre-epidemic | Coordination structures ¢ Availability of EPR guidelines and annual work plans
phase ¢ Inclusion of EPR in the annual work plans

¢+ Existence, membership, and training of RRTs

¢ Stakeholder groups for malaria

Surveillance structures ¢ Availability and use of meteorological information
* Routine entomological surveillance

¢+ Epidemic thresholds to monitor and detect outbreaks

EPR preparedness ¢ Stock status before epidemic onset and social behaviour change
Epidemic Outbreak notification and ¢ How the epidemic was notified
phase declaration ¢ When it was officially declared

¢ Who declared the outbreak

Coordination structures and | ¢ Existence and membership of response teams and resource
field response mobilisation

Enhanced surveillance ¢ Qutbreak case definitions
¢ Daily line listing and reporting to higher levels
¢ Preparation of situational reports

¢ Feedback across the different levels

Social behaviour change and | * Existence of social behaviour change messages, adoption,
information, education, and dissemination, and channels used
communication materials

Post-epidemic | End of outbreak declaration | ¢ How the end of epidemic was determined

phase ¢ Who declared the end of the epidemic

Post-epidemic review meeting | ¢ Post-epidemic meeting held
and report ¢ When it was held

¢ Post-epidemic report developed and disseminated

Post-epidemic ¢ What recommendations were made

recommendations ¢+ Implementation of post-epidemic recommendations
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Composition of the Rapid Assessment Teams

Two teams conducted the assessment in the seasonal transmission and highland epidemic zones. Each team comprised the
following members:

¢ 2 DNMP programme officers (group leader and one other officer)
¢ 1 DDSR programme officer
¢ 1 Kenya Medical Supplies Authority officer

¢ 2 MEASURE Evaluation staff

The teams were accompanied to the field visits by the respective county/sub-county malaria control coordinators.

Data Collection, Management, and Analysis

The assessment teams administered paper-based checklists to the in-charges of the selected health facilities and to
community health assistants at the CHUs. At the sub-county level, the teams administered the checklists to selected
members of the health management team: the sub-county medical officer of health, sub-county malaria control
coordinator, sub-county pharmacist, and sub-county disease surveillance coordinator. At the county level, the teams
administered the checklist to the CHMT, specifically to the CDH, county pharmacist, county malaria control
coordinator, and county disease surveillance coordinators.

All data were entered, cleaned, coded, and analysed in Microsoft Excel. Simple frequency distribution tables were
generated to summarise the number and percentage of responses for each question and results presented in charts and

figures.
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RESULTS

All' 10 sampled counties were assessed for malaria epidemic preparedness, response, and post-epidemic response at the
community, health facility, county, and sub-county levels. Table 2 shows the counties, sub-counties, health facilities, and
CHUs assessed.

Table 2. Counties, sub-counties, health facilities, and CHUs assessed

Health fucilicy

Highland epidemic | West Pokot | Pokot North Konyao Dispensary Nakuyen CHU
Baringo Baringo South Kiserian Dispensary Iingarua CHU
Nandi Aldai Kapsabet CRH Kaptumo CHU
Kisii Kitutu Chache Kemeloi Health Centre Mogusi CHU
South
Nyamira Matongo Health Centre Ikobe CHU
Nyamira South
Tinga Health Centre
Kisii TRH
Seasonal Marsabit Moyale Ramata Health Centre Loglogo CHU
transmission zone
Samburu Samburu Central | Walda Health Centre Walda CHU
Meru Samburu East Loglogo Health Centre Kiltamany CHU
Embu Igembe Central Samburu CRH Kiunyene CHU
Kitui Runyenjes Lkuroto Government of Kenya Karurumo CHU
Dispensary
Kitui West Katatu CHU
Kiltamany Dispensary
Akachiu Health Centre
Meru CRH
Embu Referral Hospital Level 5
Karurumo RHTC
Kitui CRH
Katutu Health Centre
Kinakoni Health Centre
Total 10 11 20 11
CRH=county referral hospital, TR H=teaching and referral hospital, RHTC=rural health training centre
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Assessment of EPR at the CHU Level
Pre-Epidemic Preparedness at the CHU Level

Eleven CHUs were assessed for pre-epidemic preparedness across the 10 counties. This section presents the results of the
analysis of coordination structures, surveillance, and SBC at the community level.

Coordination Structures

Nine CHUSs (81.8%) had annual work plans, of which seven (63.6%) included malaria EPR (Figure 3). All CHUs had
established community health committees (CHCs). Six CHUS (54.5%) discussed malaria EPR in their monthly CHC
meetings. All CHUs held monthly meetings for community health volunteers. Only five (45.5%) CHUs had community
health volunteers (CHVs) sensitised on malaria EPR. Five (54.5%) CHUs had stakeholder support for malaria EPR
activities. Stakeholders mentioned included UNICEF, Concern Worldwide, Kenya Red Cross, and Network for
Ecological Agriculture Development, in Kisii County.

Figure 3. Coordination structures for malaria EPR af 11 CHUs

Stakeholder support for malaria EPR

CHVs sensitised on malaria EPR

Malaria discussed in CHV monthly meeting
Malaria EPR included in annual work plan
Annual work plan available

Malaria EPR discussed in CHC meetings

Coordination structures

Monthly CHC meetings held

CHC established

o

50 100

Percentage of community health units

Surveillance

Three CHUs (27.3%) had updated lay case definition surveillance charts. Community health reporting tools were available
in most of the CHUs: household register (90.9%), CHV monthly reporting referral tools (81.8%), and chalkboard
(72.7%). Nine CHU s (81.8%) said that they regularly captured malaria data using the tools. Eight CHUs (72.7%) regularly
submitted the reports to the community health assistant and regularly received feedback. Only two (18.2%) of the CHUs
had programmes in place to monitor population movements and natural events to predict malaria epidemics (Figure 4).

Community Case Management and SBC

Only one CHU tested and treated malaria at the community level (community case management for malaria). All the
CHU s assessed had mapped channels for communication in their communities.
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Figure 4. Surveillance and SBC at 11 CHUs
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Epidemic Response at the CHU Level

Only six CHUs had experienced a malaria epidemic in the six months prior to the time of assessment. The CHUs were in
Baringo, Marsabit, Nandi, Nyamira, and Samburu counties.

Three of the CHUs learnt about the epidemic from the health facility, and one CHU detected it from the number of
suspected malaria cases referred. Two CHUSs had adequate malaria EPR commodities during the epidemic (Figure 5).
None of the CHUs assessed had adequate funds for operations during the epidemic.

CHYVs in all six affected CHUs were sensitised on malaria EPR. Only one CHU had a temporary treatment centre set

up during the epidemic. Three CHUs held outbreak meetings attended by health facility staff, a public health officer, a
community health assistant and other community leaders. Four CHUS received support from the link health facility and
the sub-county within one week of onset of the epidemic.

Testing and treatment was done in three of the CHUs. All CHU s referred cases to health facilities. Targeted distribution
of LLINs was done in two CHUs, and three received an outbreak case definition. Five CHUs reported sending reports
on the epidemic and receiving feedback from the health facility. All six CHUs conducted active case searches during the
outbreak. Only two CHUs carried out enhanced vector surveillance.

Challenges reported across the six CHUs during the epidemic phase included difficulties in accessing health services due
to heavy rains and vast distances, commodity stockouts, mistrust of CHVs by the community members, and community
preference for injections as opposed to the recommended first line oral treatment for malaria.
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Figure 5. CHU response to malaria epidemic
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Post-Epidemic Assessment at the CHU Level

None of the six CHUSs declared a formal end of the epidemic. However, four CHUs noticed the end of the epidemic
through the reduced number of cases and referrals. Three CHUs conducted a post-epidemic review, and two of those
wrote a report. One of the CHUs shared the report with the sub-county. Overall recommendations from the post-
epidemic reports were to strengthen SBC messages, drain water, conduct larval source management, improve case
identification, and improve the availability of stocks. One CHU recommended IRS, citing its success in previous years.

Assessment of EPR at the Health Facility Level
Pre-Epidemic Preparedness at the Health Facility Level

Coordination Structures

Twenty health facilities were assessed across the 10 counties (Table 1). Eighty percent of the health facilities had costed
annual work plans, but only 60 percent of them factored malaria EPR into the annual work plan. Seventy-five percent
of the health facilities had designated focal persons for malaria surveillance. Only 40 percent of the health facilities had
established outbreak committees, and stakeholder support for malaria EPR was only available in 35 percent of the facilities

(Figure 6).
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Figure 6. Coordination structures for malaria EPR at health facilities
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Surveillance

Twenty-five percent of health facilities regularly received meteorological information and used it to forecast malaria
outbreaks (Figure 7). Eighty-five percent of the health facilities had the weekly surveillance data reporting tool and used

it to make weekly reports. Fifty-nine percent of the health facilities received feedback from the weekly surveillance reports
and shared it with other health workers. However, only 25 percent of the health facilities prepared malaria threshold charts
from the weekly data. Only four health facilities regularly updated the weekly threshold charts and interpreted or shared
feedback on the thresholds. Seventy-five percent of the health facilities had standard malaria case definition charts. The
current malaria case management guidelines were available in 65 percent of the health facilities. Seventy-five percent of the
health facilities had procurement plans, and 73 percent factored emergency commodities for malaria epidemics.

Pre-Outbreak Response

Six facilities (30%) had reached malaria alert threshold levels. Response actions undertaken included feedback to affected
areas (five facilities), data quality assurance and external quality assurance for slide microscopy (five facilities), description
of cases (two facilities), focalised IRS (one facility), and environmental modification (two facilities).

SBC

Only five (25%) of the health facilities had a pre-designed malaria SBC package, and information, education, and
communication (IEC) materials were available in only three (15%) of the health facilities.
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Figure 7. Surveillance, case management, and SBC at the health facility level
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Assessment of the Epidemic Response at the Health Facility Level

Five health facilities (Konyao in West Pokot, Aldai in Nandi, Matongo health centre in Kisii, Tinga health centre

in Nyamira, and Lkuroto Government of Kenya dispensary) had experienced recent epidemics. All five epidemics

were detected by the health workers following increased referrals, high confirmed malaria cases, and increased use of
antimalarials. None of the facilities made an official declaration of the epidemic. All five facilities formed an outbreak
response committee, comprising membership from the following departments: clinical, laboratory, surveillance/health
records and information, pharmacy, and nursing. Three of the health facilities received stakeholder support to respond to
the epidemic. Only one facility reported receiving funds for response operations during the epidemic, but it was not clear
what proportion of the budgeted emergency fund was availed.

Four health facilities had inadequate stocks of routine malaria supplies (artemisinin-based combination therapies [ACTs]
and rapid diagnostic tests [RDTs]) at the onset of the outbreak. Only two of these facilities received adequate supplies

to respond to the epidemics. One health facility set up a temporary treatment centre. Health facilities received clinical
support to respond to the epidemic from the county and sub-county. Arrival time for the RRT ranged from three days to
one month. All five health facilities did testing, treatment, and external quality assurance as part of the epidemic response.
Four health facilities received an outbreak case definition and used it. Two health facilities prepared and sent outbreak line
lists, but none received any feedback. None of the health facilities prepared daily situation reports from the line lists. Four
facilities disseminated epidemic SBC messages using interpersonal communication and community networks, and two
facilities distributed IEC materials for malaria during the epidemics.
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Challenges experienced in responding to the outbreaks included commodity stockouts, personnel shortages, and heavy
workloads. Other challenges experienced included lack of LLINSs for targeted distribution, poor accessibility, and lack of

operational vehicles for response and referral.
Post-Epidemic Assessment at the Health Facility Level

Only one facility declared an end of the epidemic, which was done 30 days after its onset. Declaration of end of the
epidemic was informed by the reduced number of cases and consumption of malaria commodities. Two facilities held
post-outbreak review meetings, and one prepared a report. The report recommended the introduction of community case
management and improvement of community sensitisation on malaria epidemics. Challenges experienced in the post-
outbreak phase included commodity stockouts and lack of knowledge on post-epidemic evaluation.

Assessment of Malaria EPR at the Sub-County Level
Pre-Epidemic Preparedness at the Sub-County Level

Coordination Structures

Eleven sub-counties were assessed using the pre-designed checklist. Three sub-counties had the national malaria

EPR guidelines (27.3%). All sub-counties had a costed malaria EPR plan, eight (72.7%) of which had been endorsed.
Implementation of the plan was on course in six (54.5%) sub-counties. All sub-counties had a dedicated malaria focal
person and an RRT. The RRTs comprised the following departments: clinical, laboratory, surveillance, pharmacy, and
environmental health. Six sub-counties (54.5%) had stakeholder groups for malaria control. Stakeholders mentioned were
Population Services Kenya, UNICEF, and the Red Cross. Five sub-counties (45.5%) discussed malaria EPR during their
quarterly stakeholder meetings (Figure 8).

Figure 8. Coordination structures for malaria EPR at the sub-county level
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Surveillance

Five sub-counties (45.5%) regularly received meteorological information and used it to forecast malaria outbreaks. Two
sub-counties (18.2%) conducted routine entomological surveillance and used the results to predict malaria outbreaks.
Nine sub-counties (81.8%) regularly received updated weekly malaria thresholds from sentinel health facilities, but only
five (45.5%) routinely reviewed them and gave feedback to the reporting health facilities. Only two sub-counties (18.2%)
had programmes in place to monitor population movements and natural events to predict malaria epidemics (Figure 9).

Pre-Outbreak Response

Malaria cases had reached alert thresholds in eight sub-counties (72.7%). Responses undertaken included feedback
to affected areas (87.5%), data quality audit (75%), and description of cases and external quality assurance for slide
microscopy (62.5%). Quantification of emergency commodities for malaria was done in 10 counties, but only 6 sub-
counties did forecasting of the commodities.

SBC

Only four sub-counties (36.4%) had pre-designed SBC packages and IEC materials for malaria EPR.

Figure 9. Surveillance, pre-epidemic response, and SBC at the sub-county level

IEC materials for malaria available

Pre-designed SBC package for malaria EPR

Slide microscopy external quality assurance
Description of cases

Data quality audit

Feedback given to affected areas

Malaria cases reached alert thresholds

Forecasted malaria EPR commodities

Quantified emergency malaria EPR commodities

Monitoring events to predict malaria epidemics
Entomological surveilllance results to predict epidemics
Entomological surveillance conducted

Meteolological information used to forecast outbreaks
Meteorological information regularly received
Threshold feedback received from higher levels
Thresholds regularly shared with higher levels

Thresholds regularly reviewed and feedback given

Weekly thresholds regularly received

(@}
N
o
IN
(@}
[oN
(@}
Q@
(@}

100

15 Malaria Epidemic Preparedness and Response Rapid Assessment Report NOVEMBER 2019



Epidemic Response at the Sub-County Level

Outbreak Notification

Four sub-counties (Aldai, Nyamira South, Pokot North, and Samburu East) had experienced malaria epidemics in the six
months preceding the assessment. All four epidemics were notified, three of them through calls from health facilities and
one from a mobile outreach clinic. Increased workload and high consumption of artemether lumefantrine (AL) led to
detection of the outbreaks. Notification was immediate in Nyamira South Sub-County, one week in Aldai, two weeks in
Pokot North, and one month in Samburu East.

Coordination of Response

All four sub-counties formed an outbreak committee that met weekly, except the Nyamira South committee, which met
monthly. Similar to the pre-epidemic phase, the committee comprised membership from clinical, laboratory, surveillance,
pharmacy, environm