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1. Executive Summary 
 
Kenya is one the last 22 high-burden tuberculosis (TB) countries in the world. The prevalence is one of the 
highest in the world, especially among its nomadic population. Since 2006 the tuberculosis prevalence has 
been declining in Kenya to 233 people per 100.000 in 2015. But in the West-Pokot County, the TB prevalence 
has been increasing in recent years to around 600 infections per 100.000 according to experts. Also, the first 
cases of MDR resistant patients have been discovered. Semi-nomadic populations in West-Pokot, Elgeyo-
Marakwet and Baringo Counties are at high risk for TB. As TB is a highly infectious disease, more action needs 
to be taken before the disease starts to spread on an even faster pace.  
A Dutch mission consisting of Dr. Mertens (former District Medical Officer in West Pokot), Dr. Stobberingh 
(microbiologist) and 2 students went to Kenya to learn about the situation in West-Pokot, Elgeyo-Marakwet 
and Baringo Counties regarding TB control.  
 
The three counties have relatively similar TB-programs and face the same challenges. Based on observations 
and discussions with local stakeholders, the mission came up with recommendations to achieve the following 
goals:  

a. Timely diagnosis and treatment of TB,  
b. Improvement of compliance of TB treatment,  
c. Reduction of TB. 

 
What are the options to achieve the goals listed above in West-Pokot County?  
The mission found 4 short-term options.  
The following options could be implemented within a period of 6 months: 

1. Increase the diagnostic and therapeutic facilities; quantitatively and qualitatively, 
2. Continuation of the two existing TB manyatta’s, 
3. Set-up of educational programmes, 
4. Increase the number of dedicated volunteers. 

 
All these options contribute to achieving the three goals, but not all recommended options necessarily have to 
be carried out, depending on the budget available. Carrying out all four options would cost €XXX (XXXKSH).  
 
In addition to the short-term options listed above, we aspire to open a center of excellence for TB-diagnosis 
and treatment and as a command post for the TB-control in West-Pokot County. Such a center should be 
equipped with a mobile X-Ray unit to detect open lung TB, the important source of TB-infections. 
  
The Dutch-Kenyan Health Foundation (DKHF) would like to contribute to TB-control by sharing our current 
expertise and knowledge regarding TB. The Dutch TB-control program is considered among the best in the 
world.  It’s DKHF’s goal to provide an international network between The Netherlands and Kenya in order to 
support TB-control among semi-nomadic populations. 
 
In conclusion, with the rising TB incidence rate, especially among the semi-nomadic populations in West-Pokot, 
Elgeyo-Marakwet and Baringo Counties, more action is needed. With these options devised by two Dutch 
doctors, TB might be reduced considerably.  
 
Because of practical reasons we first focus on West Pokot County. Please find more information about this 
project in this report.  
 
This report is a starting point for further discussion between the Dutch-Kenyan Health Foundation and the 
organizations in in West-Pokot, Elgeyo-Marakwet and Baringo Counties responsible for TB-control.  
Please feel free to contact us.  
 
Contact information: dkhf.info@gmail.com 
 

 
 

mailto:dkhf.info@gmail.com
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1.1. General justification 
 
The prevalence of TB in Kenya is one of the highest in the world especially among its semi-nomadic population 
(1-7). 
 
In April-May 2017 a mission visited Elgeyo Marakwet, West Pokot and Baringo Counties, with considerable 
semi-nomadic population. The mission consisted of 4 Dutch delegates and the county and sub-county TB-
coordinators of each county. 
The mission was a result of oral and written requests from Kenyan counties with large semi-nomadic 
populations, asking for our support on their TB control programs (10).  
One of the Netherlands delegation members has been supporting the basic health care in Kenya since 1980, 
with a focus on TB control (8). 
 
The suggestions and recommendations proposed by this mission are also in accordance with the Kenya 
National Strategic plan for TB, leprosy and Lung Health (NLTD (1) and its vision:  

 To reduce the burden of lung disease in Kenya and to render Kenya free of TB and goal: to 
accelerate the reduction of TB through provision of people-centred, universally accessible, 
acceptable and affordable quality services in Kenya, and its plea for: 

o Intra- and inter-ministry partnerships and a multipronged approach to working with, and 
through other health and non-health actors, both in the public and private for-profit and 
non-profit health actors, at both national and county levels, to support interventions 
covered within the plan, either directly or indirectly, in order to enable systematic 
application of the relevant standards of care in TB.  

o Mapping of needs and resources at county and sub-county level. 
o Strategic interventions specifically directed towards each county, with the greatest 

impact for case notification, childhood tuberculosis and drug resistant tuberculosis. 
 
The aim of the visit was to review the TB control in these counties and to propose suggestions for short- and 
long-term activities to improve the TB control in a sustainable way.  
 
The mission visited the capital cities of the Kenyan counties West Pokot (Kapenguria), Baringo (Kabernet), 
Elgeyo Marakwet (Iten and Eldama Ravine) and 21 health care facilities, including two TB-manyatta’s and other 
accommodations related to health care.  
In all three counties, the mission received a warm welcome by the minister of health and his TB-control team. 
 
Based on the observations and discussions with local stake holders in the three counties, interventions and 
activities are recommended in order to deal with the main observed challenges and to achieve the defined 
goals.  
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1.2. Goals/aims 
 
In order to deal with the main challenges observed in TB control in the three counties we aim to achieve the 
following goals: 

a. Timely treatment of TB, 
b. Improvement of compliance of TB treatment,  
c. Reduction of TB transmission.  

 

1.3. Observed challenges and recommendations 
 
The mission observed the same main challenges in the three counties visited regarding TB control. These main 
challenges are listed below together with our recommendations to address these observed challenges. 
 

i. Lack of knowledge among the population in general, health care workers, volunteers, staff and 
management regarding the symptoms of TB, the severity of the disease and the risk of transmission.  
Although leaflets are available about how to cough among, the literacy of the general population in 
West-Pokot is very low. Most people do not understand the information presented on the leaflets. 
This results in a considerable lack of knowledge regarding the severity of TB.  
Also, a better health education for the volunteers, the health care workers, the management and is 
very desirable and important. Health education will increase the knowledge and awareness of the 
population as a whole, of health care workers and staff members. It will contribute to the reduction of 
TB by providing “people centred, universally accessible, acceptable and affordable quality services in 
Kenya”, one of the goals of the National Strategic TB Plan (1).  
 
It is expected that adequate health education will contribute to TB control by: 

o Increasing the knowledge of (the severity of) TB, 
o Decreasing patient delay, 
o Reducing the transmission of TB within households, 
o Increasing treatment compliance.  

 
Recommendations:  
1. Develop and implement TB health education programs on different levels in close cooperation 

with the Chief Medical Officer, 
2. For each target group a tailor-made program should be developed addressing both scientific and 

social issues, 
3. Set up an education program in the local language adapted to the different groups; not only the 

general population, but also volunteers, health care workers, management etc., 
4. Focus on the severity of the disease, the most important symptoms, the risk of transmission to 

family members in case of patient delay and the importance of treatment compliance, 
5. For health care workers, volunteers, staff members and management special attention has to be 

paid among others to the typical signs and symptoms of the disease, the transmission routes, the 
infection control policy in the community, the clinic, the laboratory and the importance to comply 
with the treatment policy, 

6. Promote health education by organizing regular local meetings in close cooperation with the chief 
medical officer. 
 

ii. Insufficient diagnosis and treatment facilities and infection risks of health care workers. 
In West-Pokot County, there are 3 different types of health care facilities:  
a. Health care facilities without diagnostic facilities.  

In this setting, either the patient or the sputum sample is sent to a nearby laboratory with 
diagnostic facilities. This will result in a diagnostic and treatment delay as the patient had to walk 
to another facility, which is often 10-20 km away. If the patient uses public transportation to get 
there (in overcrowded matatus), there is a potential risk of TB transmission to other passengers. 
Sending the sputum samples to another laboratory will overcome that problem. However, the 
treatment delay still exists and the patient has to come back for treatment when the results are 
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available. The distance which the patient has to walk from his or her house to a treatment facility 
is often a real drawback. This is a problem which is difficult to solve. 

b. Health care facilities that perform only microscopy (mostly ZN, some use Immune fluorescence 
(FM/auramine)) 
If the ZN is positive the patient will be treated. Based on a positive FM, the patient will be treated 
as well. But using FM without positive confirmation using ZN, the possibility of a false positive 
result cannot be ruled out, as the result might be due to “contamination”.  
This will result in overtreatment of patients. To overcome this problem all positive FM tests need 
to be confirmed with ZN. 

c. Health care facilities with a GenXpert. 
According to the National guidelines, the GenXpert is considered as the gold standard. 
Laboratories with a GenXpert have to use this method for the diagnosis of TB, instead of 
microscopy. In 2 of the 4 facilities we visited the available GenXpert was not being used because 
of technical problems which could not be solved easily. 

 
Infection risk of health care workers: 
In the facilities using microscopy, infection control precautions are mostly absent: there often are no 
biohazard cabinets and protective masks available for the health care workers. 

 
Recommendations 
7. Focus on reduction of diagnosis and treatment delay and infection control precautions of health 

care workers. 
8. Improve the diagnostic and treatment facilities both quantitatively and qualitatively. Preferably, 

each health care facility (dispensary or health centre) should have the possibility for laboratory 
diagnosis of TB, according to the present state of the art, including biohazard cabinet. 

9. The laboratories linked to a hospital need to be provided with a GenXpert. 
Please note that ideally the DKHF would like to have an X-ray machine available at the 
laboratories linked to a hospital, but in this report X-ray machines are not included by reason of 
prioritisation. 

10. Education programs for health care workers and laboratory personnel that focus on: 
a. Improvement of skills needed for laboratory diagnosis, 
b. Knowledge of (the severity of) TB, 
c. Infection precautions in the laboratory and in the clinic. 

 
 
 
 
 
 
 
 
 
 
 

Image 1 and 2.  Laboratory in a dispensary in West-Pokot  
 
 
 
 

 
 
 
 
 
 
 
 
 
 

 
Image 3. Biosafety box in laboratory in Ortum Mission Hospital 
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iii. Shortage of personnel: health care staff.  
Most facilities, dispensaries and hospitals have a shortage of personnel. The majority of the facilities 
we visited was staffed by one clinical officer or community nurse and one laboratory technician (when 
a laboratory was available). During holidays or other reasons for absence of a staff member, there is 
often no replacement arranged. This results in patients being sent home without being tested. When 
the staff member has returned, the patient has to travel to the health care facility again. 

  
 Recommendations 

11. Solutions for the shortage of health care personnel is the responsibility of the (sub-)county 
coordinator in close cooperation with organisation on national level. 

12. Enhance treatment compliance of TB positive patients. 
 

iv. Shortage of TB manyatta’s 
Manyatta’s play an essential contribution to overcome the distance the patient has to walk for 
diagnosis and treatment. Manyatta’s are small houses linked to a hospital where TB positive patients 
(including patients with multi drug resistant TB) are admitted for two months to receive intensive 
health education, proper treatment and a medically indicated protein rich diet. This increases the 
chance of recovery and decreases the risk of the development of (MDR)-TB. At present, there are only 
two manyatta’s; one linked to the sub-county hospital of Kacheliba and one in Sigor. TB-manyatta’s 
contribute to the reduction of TB by providing people-centred, accessible, acceptable and affordable 
quality services as mentioned in the National Strategic TB Plan (1). 
 
The drawback of an admittance into a TB-manyatta is that the patients live far from their family and 
that they might feel lonely. Big advantages of admittance to TB-manyatta’s are the high compliance to 
TB treatment and the probability of TB transmission to other persons in the community or within their 
household is almost absent. Another advantage, especially in semi-nomadic areas, is that semi-
nomadic patients have a place to stay, get treatment and a medically indicated high protein diet.  
 
Recommendations 
13. Continue with existing TB-manyatta’s in Kacheliba and in Sigor 
14. (In the long run: set-up one or two new TB-manyatta’s, preferable in different geographical 

locations). 
15. Adapt the present organisation of the manyatta’s to have separate huts available for MDR-TB 

patients. Compose separate huts for: 
a. MDR patients, 
b. Newly admitted patients, 
c. Patients at the end of their treatment period. 

 
v. Limited “source and contact tracing” to control transmission in communities 

In order to address challenges iv. and v. attention should be paid to volunteers.  
Volunteers play an essential role in contact tracing and in motivating TB patients to take their 
medication properly. Although in most facilities volunteers are available, only a very few are active 
and motivated. The main reason for the limited number of dedicated volunteers is the lack of financial 
support, even for the use of a mobile phone or for transportation to visit the patients at home. 
Sometimes volunteers receive an allowance, but the allowance is only given when volunteers 
successfully trace TB-patients. As most patients are nomads, the probability of finding them is very low 
and demotivating for the volunteers. 
Also, adequate knowledge of the volunteers in order to convince the patients about the importance of 
the diagnosis, treatment and compliance is required. Unfortunately, their knowledge is often poor. 
Volunteers could also play a role in compensating lack of health personnel, not only in contact tracing 
and improvement of compliance but also in staffing of health care facilities. But, this requires 
improvement of the motivation of the volunteers. This could be done through adequate financial 
support and by setting up an education program to improve their knowledge. The latter will improve 
their curriculum vitae which will increase their chance on a paid job in the future. 
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Recommendations 
15. Realize adequate financial allowances for the volunteers, at least for the use of their mobile 

phone to contact the patients and for transportation to visit the patients at home. 
16. Offer volunteers an educational program on TB, public health, hospital hygiene and infection 

prevention. 
17. Develop a system in which each volunteer will be trained and will work for a period of three to five 

years. After this period, a new group will start and take over. This approach will result in a steadily 
increase of educated persons, who can disseminate their knowledge to their family and the 
community. 

  
 

vi. Risk groups like gold miners and their households are at high risk of contracting TB. 
 
Recommendation: 
18. Consider community screening of high risk populations, such as goldminers and health care 

workers. 
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1.4. Short-term activities (August 2018 – August 2019) 
 
In order to achieve the stated goals, we suggest the following actions on a short term: 
A. Increase the diagnostic and therapeutic facilities; quantitatively and qualitatively, 
B. Continuation of the two existing TB manyatta’s, 
C. Set-up of educational programmes, 
D. Increase the number of dedicated volunteers.  

 
Because of financial uncertainties to realize actions A, B and D we recommend starting with the education 
program for professionals and volunteers. 
 
Subjects of the program: 
Lectures on clinical symptoms, diagnosis and treatment in settings with limited diagnostic possibilities. Also, 
infection control measures will be discussed regarding households, the community, the hospital and the 
laboratory. 

1. Clinical symptoms and diagnosis.  
Special attention will be paid to the consequences of patient and diagnostic delay.  

o The risk of transmission to family members and friends as a result of patient delay. 
o The severity of the disease and the complications patients are not treated properly in time. 
o The consequences of poor treatment compliance: the increased chance of developing multi drug 

resistant TB and the complications for adequate treatment of MDR TB. 
 

2. Laboratory diagnosis of TB.  
Different laboratory methods will be discussed:   

o ZN and auramine/FM: the relevance to confirm FM positive smears with ZN. 
o Confirming the GenXpert result with ZN and/or with FM. 
o Infection control measures to be taken when preparing slide staining. 
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1.5. Long-term activities  
 
Currently, our primary aim is to focus on the short-term activities as proposed before.  
Especially continuation of the TB-manyatta’s in Sigor and Kacheliba is a top priority.  
 
Centre of excellence and mobile X-Ray diagnostics unit 
In addition to the short-term options listed above, we aspire to open a center of excellence for TB-diagnosis 
and treatment and as a command post for the TB-control in West-Pokot County.  
In such a center the professional staff should be equipped adequately for diagnoses and treatment of TB-
patients. For instance with Mobile X-Ray units to detect open lung TB, the important source of TB-infections. 
What’s more, the centre should have an information system in order to remain in contact with TB-patients 
under treatment at home. 
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1.6. Financial support (Short Term Activities)  
For the realization of the short term plans listed above financial support is needed. First, investments are 
necessary to upgrade TB care and prevention as shown underneath. Next, financial support is necessary for 
continuation of the newly implemented programmes as described on the next page.  
 
Investments:  
 
1. More and better diagnostic and therapeutic facilities and conservation of TB-manyatta’s 
Increase the number of locations with diagnostic facilities (April 2016, 27-29) so that at all treatment sites (April 2016, 51-
53) (9), laboratory diagnosis is available (n = 24). 
 

o Costs for basic supply per site: microscope, staining agents,  
biohazard cabinet:          €5.000 (625.000 KSH) 

o For all sites:       €120.000 (15.000.000 KSH) 
o Improve quality of laboratory diagnosis by training of laboratory  

technicians according to the principal of “train the trainers”:  €5.000 (625.000 KSH) 
o Provide each laboratory related to a hospital/manyatta with a GenXpert: €20.000 (2.500.000 KSH) 

o For all 5 sites      €100.000 (12.500.000 KSH) 
o Existing manyatta’s: continuation      €500 (62.500 KSH) 
o Improve the availability of the medication especially for children:  €20.000 (2.500.000 KSH) 
 
Total         €265.500 (+/- 33,187,500 KSH) 
 
2. Set-up of educational programmes 
 

o Set-up educational programs in the local language, give presentations  
for the general population, use radio broadcast and other media to bring  
information to the population:      €50.000 (6.250.000 KSH) 

o Develop educational programs on TB for health care workers, staff  
and management, give presentations and explore the possibilities 
to use social media        €10.000 (1.250.000 KSH) 

 
Total         €60.000 (+/- 7.500.000 KSH) 

       
 
3. Increase the number of dedicated volunteers  
 
o Develop and implement educational programs on public health,  

infection control and hospital hygiene:     €20.000 (2.500.000 KSH) 
 

Total         €20.000 (+/- 2.500.000 KSH) 
 

 
 
Total amount of necessary financial support 
 

1. More and better diagnostic and therapeutic facilities and  
conservation and expansion of TB-manyatta’s:   €265.500 (33.187.500 KSH) 

2. Set-up of educational programs:     €60.000 (7.500.000 KSH) 
3. Increase the number of dedicated volunteers:    €22.500 (2.500.000 KSH) 

 
Total          €347.500 (+/- 43.400.000 KSH) 
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Continuation of programs (per year):  

 
1. More and better diagnostic and therapeutic facilities and conservation of TB-manyatta’s 
o Manyatta’s:  

o Food:        €2000 
o Personnel:      €?  
o Maintenance      €? 
o Total:        €20.000 

o Additional maintenance cost laboratories     €X 
o Medication for children      €X 

         
 
Total         €?? (+/-X KSH)/year 

 
 

2. Educational programmes 
o Continuation of execution      €X 

 
Total         €?? (+/-X KSH)/year 

 
 

3. Dedicated volunteers 
o Allowance for volunteers for use of their mobile phones and  

transport costs:       €2.500 (350.000 KSH) 

o Execution of educational programmes    €X  
 

Total         €?? (+/-X KSH)/year 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

 
 
Total amount of necessary yearly  financial support:  

1. Diagnostic and therapeutic facilities and  
conservation of TB-manyatta’s:     €X (X KSH) 

2. Educational programs:      €X (X KSH) 
3. Dedicated volunteers:       €2.500 (350.000 KSH) 

 
Total          €X (+/- X KSH)/year 
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1.7. Attachments  
 
1.7.1 Participants of the mission 
The delegation consists of 4 Dutch people; including two professionals and two students. The mission leader, 
Dr. Paul Mertens, has been involved in (the improvement of) healthcare in Kenya for 37 years now. In the years 
1980-1984 he worked for the Kenyan Ministry of Health as a medical officer in the Nakuru Provincial Hospital, 
as district medical officer in Samburu District and as both a medical and a district medical officer in the West 
Pokot District. 
In 1982, he initiated the voluntary Foundation Medical Assistance Kenya in The Netherlands [Stichting 
Medische Hulp Kenia (SMHK)] in order to support the government health care in West Pokot through the Dutch 
doctors working in West Pokot through the Kenyan Ministry of Health. In 1999 Paul Mertens initiated the 
Netherlands Harambee Foundation for Health (NHF-H) in West Pokot as well as the Netherlands Harambee 
Foundation for Water. Since 1982 through these three organisations a total amount of around 3.000.000 euros 
(300.000.000 KSH) was invested in basic health care system in West Pokot.  
Through the program the building and maintenance of dispensaries, schools and waterprojects was supported 
as well as the cold chain of the KEPI-program. In Ortum Mission Hospital the building of a male dormitory was 
financed in order to make the education of male nurses possible. The training of around 350 health care 
workers was supported of which 80% still works in West Pokot. Also the building, maintenance and 
electrification of the TB-manyattas of Sigor and Kacheliba was supported. TB-manyattas are an initiative of the 
Kenyan Ministry of Health to support TB-control of semi-nomadic populations. Also the employment of patient 
attendances in the TB-manyattas was supported as well as the provision of high protein food, necessary in case 
of TB-treatment. The patients attendances took care of TB-treatment and the provision of protein food for 
patients and for tracing TB-cases among families of patients. Since 2013 Paul Mertens is visiting professor 
public health practice at Moi University, Eldoret. From this position, he initiated the mission.  
During this mission, Dr. Mertens was assisted by Dr. Ellen Stobberingh, a medical microbiologist and associate 
professor of the Maastricht University Medical Centre (MUMC). She was deputy head of the department of 
Medical Microbiology of the MUMC, senior scientific advisor of the centre for Infectious Disease Control of the 
National Institute for Public Health and the Environment and at present a senior advisor at the Municipal 
Health services in Rotterdam.   
Students Jasmijn Tam and Thomas Reitsma completed the team. Jasmijn is a medical and health care 
management student at the Erasmus University of Rotterdam. Thomas is studying international business 
administration at the same university.  
 
1.7.2. County coordinators 
The following TB County coordinators were present during the discussions with the mission:  

- Samuel Bargotio  Former tuberculosis coordinator of West Pokot County 
- Lawrence Kimosop Sub-county Tuberculosis coordinator of North-Pokot 
- Ramadhan Taurus Sub-county Tuberculosis coordinator of Central-Pokot 
- Nelly Soprih  Sub-county Tuberculosis coordinator of South-Pokot 
- Michael Lotekon  Sub-county Tuberculosis coordinator of West-Pokot 

 
1.7.3. Key persons and their function 
During the mission, we spoke to the following County Executive Committee (CEC) members to discover their 
viewpoint on TB in their county: 

- Hon. Joel Kiptoo Ngolekong   CEC Health & Sanitation West Pokot 
- Hon. Thomas Ruttoh    CEC Health Services Elegeyo Marakwet 

- Hon. Dr. Andrew Kwonyike  CEC Health Services Baringo 
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1.7.4. Group photos 
 
Photos of the mission with CEC’s and local officials:  
 
 

 
Photo after a meeting with all (sub)county TB coordinators of West Pokot in Kapenguria. 
FLTR: Thomas Reitsma, Lawrence Kimosop, Tarus Ramadhan, Simon Nimangole, Dr. Paul Mertens, Nelly Soprih, Samuel Bargotio (+), 
Jasmijn Tam, Michael Lotekon(?) and Dr. Ellen Stobberingh.  
 

 
Meeting in Eldam Ravine together with CEC Health Services Andrew Kwonyike and his local TB team.  
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The mission visiting CEC Health Services of Elgeyo Marakwet Thomas Ruttoh and his team in Iten.  

 
 

  
Visiting Prof. Paul Ayuo, Principal of the College of Health Sciences, Moi University, Eldoret.  
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A meeting with the medical team of Wakor as well as mango farmers from the neighbourhood.   
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1.7.5. Characteristics of the health care facilities visited and the key persons 
Tabel kopieren  
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1.7.6. Organisation of the TB control at the (sub) county and national level 

 
Figure. 1 The relation of DKHF to other parties.  

 
Figure 1 shows how the Dutch-Kenyan Health Foundation (DKHF) will be connected to other parties.  
 
Dr. Paul Mertens initiated this mission from his position of visiting professor at Moi University Eldoret.  
As an associate professor at Erasmus University as well, he connects the two universities form his position as 
liaison officer. Erasmus and Moi University are linked to each other by a Memorandum of Understanding 
(MoU). According to this MoU, both universities cooperate in education, science and public health programs. 
The objective of the DKHF is to support the MoU and the health care in Kenya.  
Being the chairman of DKHF, Dr. Mertens links the two universities and the DKHF.  
The board of DKHF further consists of Jasmijn Tam, Thomas Reitsma and a treasurer and is supported by an 
advisory committee. This committee is composed of experts in the fields of TB, TB diagnosis technology and 
business in Africa.  
In the most desirable setting, the foundation will be related to the three counties by a MoU.  
Baringo already offered a MoU to DKHF, while the Chief Officer Health & Sanitation of West Pokot requested 
through the Netherlands Harambee Foundation for Health for a continued partnership in the End TB Strategy 
(attachment). 
The three counties are linked to (inter-) national TB organizations like TB ARC, AMREF and the National TB and 
Leprosy Program.  
Using this network of organisations and connections it must be possible to give West-Pokot, Elgeyo-Marakwet 
and Baringo County a louder voice and more possibilities to obtain the necessary knowledge and funds to 
control TB among their peoples, especially among their semi-nomadic wananchi. 
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1.7.6. Advisory Committee 
The Advisory Committee provides binding advise to the board of DKHF.  
The following people are/will be asked to be member of DKHF’s advisory board.   
     
The Dutch advisory board members:  
 

- Annelies Verbon, MD, PhD Full Professor and head of the department of medical 
    Microbiology and Infectious diseases of the Erasmus Medical 
    Centre. 

- C.G. Koedoot   Lung Specialist, Municipal Health Services Rotterdam 
- Eric Schaftenaar    Eye Doctor, Microbiologist, Erasmus MC 
- Erik Pentinga   Project Manager Africa, Task Force Health Care, RVO 
- Femke Markus   Spring Associates, connected to AMREF 
- Femke Smeets    Program Development Manager, Pharmaccess  
- Jaap Hamel   Manyatta advisor, former KNCV   
- John Heys   Associate Professor Biology 
- Puck van de Bovenkamp  Innovation Manager Medical Technology, TU Delft 
- Thomas Abeel    Point of care diagnostics, TU Delft 
- Dr. Gerard de Vries  Senior TB-consultant, KNCV, RIVM  
- Dr. Suzanne Verver  Epidemiologist, Dept. of Public Health, Team Infectious  

    Diseases, ErasmusMC  

 
 
The Kenyan advisorsy board members: 
 

- Ramadhan Dhulkifl  Sub-County TB and Leprosy Coordinator Sigor 
- Lawrence Kimosop  Sub-County TB and Leprosy Coordinator Kacheliba 
- Simon Limangole   West-Pokot District Public Health Nurse 
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TB Control in West Pokot County, 2017-04-16. Authors: Simon Limangole & Samul Bargotio 

West Pokot County sees an average of 1500 cases of Tuberculosis (TB) annually. Approximately 45% of these cares are bacteriological 

confirmed. 

TB control activities have been zoned into four zones namely; 

1. West Pokot - County Referral Hospital. 

2. North Pokot - Kacheliba Sub - County Hospital 

3. Central Pokot - Sigor Sub - County Hospital-HQS 

4. South Pokot - Chepareria Sub - County Hospital-HQ 

 

West Pokot: Has 13 treatment sites with 8 being diagnostic sites. 

North Pokot: Has 16 treatment sites with 10 sites being diagnostic.  

Central Pokot: Has 11 treatment sites with 4 being diagnostic. 

South Pokot: Has 11 treatment sites with 5 being diagnostic sites. 

 

So West Pokot County 51 treatment sites with 27 diagnostic sites.  

West Pokot County is a vast county with difficult terrain & some areas still practice nomadic way of life. 

 

To enhance and contain TB in the county a number of measures need to be put in place among them: 

1. Increase the treatment sites to at least cover half the health facilities in the county initially but with a view of making all service 

provision points to offer TB treatment. This will ensure that patients can easily access treatment hence cutting infectious circle. This 

will necessitate capacity building for newly designated treatment sites. 

2. In line with above increase diagnostic sites. This will ensure all presumptive case of TB are offered a chance to be tested   and started 

on treatment or if TB ruled out then put on appropriate treatment. This will require the building of laboratories, equipping them and 

capacity building them. 

3. Both increasing treatment sites and diagnostic sites will need support of a regular support supervision to ensure standard 

recommended program guidelines are adhered to, to ensure its success. 

4. Also sensitization of all health workers would greatly raise awareness and would ensure all suspicious cases are offered a chance to 

be tested. 

5. There might also be need to track health workers on lung health.  

6. Other areas would be offer on Job Training and Mentorship to Health workers. 

7. Establishing new laboratory would require equipping them with FM Microscope Solar Energy in places without electricity. 

8. A key component in TB control is involvement of community. Through various local forums like baraza’s the community would be 

given a health talk. 

9. Also use of community health volunteers to visit households and do contact tracing for those living or in close contact with cases of 

confirmed TB. 

10. Also in areas with a significant number of cases mass active case finding could be undertaken. This will ensure all silent comes found 

and put on treatment. 

11. All treatment sites without diagnostic site should have a supported mechanism in place to ensure samples for testing and be able to 

receive results. 

12. Give difficult terrain and occasional migration of population in search for pasture areas like Central Pokot, North Pokot and zone 

areas of West and South Pokot would require establishment of Manyatta’s to ensure compliance and completion of treatment. 

13. This would necessitate support of food provision construction of Manyatta’s and other logistics. 

14. Another key area would be to enhance school health where regular health talks are regularly held and students screened. This will 

also apply in other congregates settings like prisons. 

15. Provision of information education and communication materials to be placed in strategic places. 

16. A key area that would ensure compliance would be to involve local administrators, village elders and assistant chief and chiefs. They 

could pass health messages in any forum that they are in and in case we have difficult cases within locality they would assist in 

ensuring compliance with treatment. 

 
 
 


