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Executive Summary
Introduction
Kenya’s HIV response is heavily donor dependent, with 62 percent of the total HIV
expenditure financed by external resources (MOH, 2019), creating a need to mobilize
domestic resources to ensure financial sustainability of HIV service delivery. One approach
to increase domestic resources is to enhance the role of the private sector in HIV service
delivery. The U.S. Agency for International Development (USAID)-funded Health Policy Plus
(HP+) project is supporting the National AIDS & STI Control Programme (NASCOP) to pilot
a model in which stable HIV clients can have their antiretrovirals (ARVs) refilled through
community pharmacies. This ARV refill and pickup model is an alternative differentiated
service delivery (DSD) model, in which stable clients who are willing and able to pay a
dispensing fee, pick up their government-procured ARVs from community pharmacies.
Participating clients will collect their ARVs from a community pharmacy every three months,
and then return to their parent antiretroviral therapy (ART) site for their clinical review
every six months. NASCOP, with technical support from HP+, will pilot this model in Busia,
Kajiado, and Nairobi counties in the hopes to scale-up implementation across Kenya.
To inform the design of this model, HP+ mapped the geographic location of community
pharmacies in the three pilot counties relative to ART sites supported by the U.S. President's
Emergency Plan for AIDS Relief (PEPFAR). Facility-based surveys in each county
established client and pharmacy preferences around ARV refill and pickup at community
pharmacies, clients’ willingness and ability to pay, and pharmacies interest and willingness
to accept the DSD model. This report presents the findings of the client and pharmacy
interviews.

Methodology
Busia, Kajiado, and Nairobi counties were purposely selected for the pilot and assessment by
USAID. Using the mapping results, HP+ identified PEPFAR-supported ART sites with
registered community pharmacies in their catchment areas. To create the client survey
sample, in each county, HP+ selected five PEPFAR-supported ART sites—three publicly
owned sites, one faith-based organization site, and one private for-profit site with the highest
client load. In total, 1,379 clients were interviewed across the three counties.
Based on findings on clients’ reported preferences for specific pharmacies for ARV refill and
pickup, 41 pharmacies were identified. Data were collected from 38 community pharmacies
as three pharmacies declined to participate in the survey.

Findings
Summary of Findings from Client Interviews
Across the three counties, about 46 percent of clients surveyed expressed interest in the
hypothetical model that would allow them to pick up free ARVs from community pharmacies
after paying a dispensing fee. The county with the highest interest was Busia County (51
percent), followed by Kajiado County (35 percent), and lastly Nairobi County (32 percent).
Survey results indicate most clients may be eligible for the proposed ARV refill and pickup
through the community pharmacies model. Across the three counties, 96 percent of the
respondents reported having been on ARVs for more than one year, suggesting that many
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clients meet NASCOP’s definition of stability. Furthermore, most of the clients already had
multi-month ARV dispensing arrangements, with 80 percent of the clients across the three
counties refilling ARVs every three months and about 9 percent refilling ARVs every six
months.
The assessment sought to establish clients’ current experiences to inform the design to make
the ARV refill and pickup model an attractive alternative. The results show that on average
across the three counties, clients wait 75 minutes for consultations and 27 minutes for ARV
pickup. They travel 61 minutes and pay 157 Kenyan shillings (KSh) (US$1.461) one-way to get
to their ART site. Clients in Nairobi reported traveling 74 minutes to pick up their ARVs,
incurred higher transport costs (one-way) to get to their ART site, and spent more time
waiting for ARV pickup. Clients in Busia County traveled on average for 45 minutes and
waited for 25 minutes for ARV pickup while clients in Kajiado County travelled for 54
minutes on average to their ART sites and waited for 20 minutes to pick up their ARVs.
Survey results indicate strong potential demand for the proposed model of ARV refill and
pickup through community pharmacies. Results suggest clients would, on average, travel one
kilometer or less to their preferred pharmacy, with an average travel time of 28 minutes. The
most important factors that would influence the respondents’ decision to pick up ARVs at
private pharmacies included location, privacy, quality of care, availability of supplies, and
waiting time. Respondents not interested in the community pharmacy model (53 percent)
cited concerns of lack of privacy, unaffordability of the service fee, fear of stigmatization, and
compromised quality of care.
HP+ also estimated willingness and ability to pay a dispensing fee for ARV pickup at a
community pharmacy using client survey data. Across the three counties, the average
maximum dispensing fee respondents were willing to pay per pickup ranged from KSh 181
(US$1.68) in Busia County to KSh 274 (US$2.5) in Kajiado County per pickup. It was
established that willingness to pay a dispensing fee increased with the client’s age (between
20 to 65 years) in Kajiado and Nairobi but decreased with age in Busia County. Willingness
to pay was positively associated with the client’s wealth (Figure 1) and clients who incurred
higher transportation costs to their current pickup point reported higher willingness to pay.
Willingness to pay also varied by gender, as it was specifically higher among male than
female respondents. During the pilot, implementers should set a dispensing fee that is
attractive to clients with these different characteristics.
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Figure 1. Average Willingness to Pay (WTP) by Wealth Quintile
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Summary of Findings from Pharmacy Interviews
Ninety-five percent of the 38 pharmacies interviewed expressed interest in dispensing ARVs
to stable clients referred to them by the ART sites and 92 percent reported they would charge
a dispensing fee to clients. Two pharmacies in Kajiado County felt that charging a dispensing
fee would dissuade clients from picking up their medication as they are currently offered for
free at nearby facilities. Across all counties, pharmacies were willing to accept an average
minimum dispensing fee per ARV pickup of between KSh 163 (US$1.5) in Busia County and
KSh 200 (US$1.86) in Nairobi County.
Community pharmacies identified potential benefits for participating in the model. To begin
with, pharmacies anticipate that by offering ARV refill services their premises may
experience an increase in the number of clients, that is, those who refill their ARVs and
anyone accompanying them. The increased number of clients may increase the sales of HIV
commodities (excluding ARVs) and non-HIV products. The community pharmacy owners
and managers also expect that participation in the model would provide an opportunity for
their staff to receive additional training on ARV dispensing; such dispensing would further
improve the skillset of the staff at the community pharmacies. Owners and managers of
community pharmacies also felt that this model would give pharmacies an opportunity to
participate in public health interventions typically offered in the public sector.
The pharmacy interviews sought to establish the preparedness of the community pharmacies
to dispense ARVs and participate in the pilot implementation. It was established that across
the three counties, 22 (58 percent) of the surveyed pharmacies were eligible for the pilot as
they met the required criteria regarding registration, human resources, and the availability of
private consultation space. The assessment established that the largest capacity gap to
effectively dispense ARVs concerned staff knowledge on ART guidelines. About 58 percent of
the pharmacies mentioned they would need physical and/or infrastructural improvements,
while 22 percent would need to extend operating hours during the weekdays and weekends.
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The intersection between clients’ average willingness to pay, the average minimum
dispensing fee that pharmacies would be willing to accept to dispense ARVs, and clients’
ability to pay informed an upper limit to the dispensing fee pharmacies can charge for the
pilot. In each county, the average maximum amount clients are willing to pay is used to
determine the recommended upper bound. In Busia County, the assessment recommends
the dispensing fee upper limit be set at KSh 180 (US$1.67) for each ARV pickup. In Kajiado
County, the assessment recommends an upper limit of KSh 250 (US$2.32) while in Nairobi
County the assessment recommends an upper limit of KSh 230 (US$2.13). The fee upper
limit for the proposed dispensing will be subjected to further consultations with county
teams and pharmacies prior to pilot implementation.

Recommendations
Based on the findings from the assessment, HP+ recommends:
1. Kenya should pilot the model of ARV refill and pickup through community pharmacies
for stable HIV clients. The assessment established that this is an acceptable alternative
differentiated service delivery model for most clients interviewed.
2. NASCOP, with support from service delivery partners, should train community
pharmacy staff on ART guidelines, ART commodity management, ART dispensing, and
monitoring and evaluation for effective rollout of the pilot and scale-up of the model.
3. During the pilot implementation, participating pharmacies will determine their own
dispensing fee based on the recommended upper limit, which will not exceed KSh 180
(US$1.67) in Busia County, KSh 250 (US$2.32) in Kajiado County, and KSh 230
(US$2.13) in Nairobi County. This limit has been determined by estimating clients’
willingness and ability to pay and the amount pharmacies are willing to accept as a
dispensing fee. The proposed dispensing fee limit will be further discussed with county
teams and community pharmacies prior to the rollout of the pilot.
4. ART sites, with the support of service delivery partners, should undertake intensive
demand creation at the primary ART site to generate demand for the ARV refill and
pickup model through community pharmacies and alleviate some of the fears of clients,
such as privacy issues.
5. A digital solution (i.e., an app) should be developed to support monitoring of client
adherence and commodity management in the ARV refill and pickup model.
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Introduction
Background and Rationale
Kenya’s HIV response is heavily donor-dependent,
with 62 percent of expenditures related to HIV and
at least 90 percent of HIV commodity
requirements financed by external resources
(MOH, 2019). As Kenya transitions into middleincome status by 2030, donor funding is expected
to decrease, raising concerns about the financial
sustainability of epidemic control in the country
(Box 1).

Box 1. HIV Financing Landscape
•

Donor contribution as a
percentage of total health
expenditure declined from 34.5
percent in fiscal year 2009/10
to 23.4 percent in 2015/16.

•

The proportion of current health
expenditure received by private
providers has been growing
over time from 19.7 percent in
2009/10 to 28.7 percent in
2015/16.

It is therefore critical that Kenya enhance its efforts
to mobilize domestic resources to fill the
anticipated gap. Strengthening the role of the
• HIV consumed a fifth of total
private sector in HIV service delivery will enable
health expenditure (20.1
the country to mobilize the resources available in
percent) in 2015/16.
the sector to complement public sector services
and ensure sustainability of key programs. Kenya,
Source: MOH, 2019
like other African countries (Nigeria, South Africa,
Uganda, and Zambia), is preparing to roll out
decentralized drug distribution through the private sector to promote efficient and
sustainable HIV treatment services (EpiC, 2019). Several decentralized drug distribution
approaches have shown promising results in Africa, including community pharmacy,
automated dispensing, and private hospital approaches. Additional approaches including
home delivery and alternative pickup points, such as drop-in centers, are also being
implemented (EpiC, 2019).

The community pharmacy model is particularly favorable in the Kenyan context owing to the
high utilization of outpatient services from chemists/pharmacy shops. The 2013 Kenya
Household Health and Utilization Survey established that 13 percent of total outpatient
visits were in chemists or pharmacy shops (MOH, 2014). The level of utilization of outpatient
services was higher among urban populations (15.7 percent) compared to rural populations
(11.5 percent) (MOH, 2014). Registered community pharmacies provide an alternative
approach for decentralized distribution of antiretrovirals (ARVs) while leveraging demandside benefits, including offering additional convenience to clients by reducing their wait
times, offering longer operating hours, providing discrete areas for consultation, and
promoting better and continued treatment adherence. Devolving clients to community
pharmacies will also minimize risk of exposure to COVID-19 for high-risk populations by
reducing time spent at public facilities, which may also be used to test and treat COVID-19
patients. In addition, decanting clients to the private sector may improve treatment
adherence and viral load suppression through increased convenience to the client, while
leveraging voluntary out-of-pocket payments to offset the costs to pharmacies. In the long
term, channels such as health insurance could be created for clients’ pre-payment for ARVs
to minimize out-of-pocket expenditure at the point of care or pickup points.
Since 2017, the Ministry of Health has been implementing different models of differentiated
service delivery (DSD) for antiretroviral therapy (ART) that seek to minimize the burden on
clients and on health facilities (Kigen at al., 2018). These include facility-based multi-month
5

dispensing and community-based ART groups. In facility based multi-month dispensing,
stable clients refill their ARVs in pharmacies within ART sites, while in the communitybased ART groups, clients meet at an agreed-upon area in the community and have a peer
educator or health worker refill their ARVs.
The U.S. Agency for International Development (USAID)-funded Health Policy Plus (HP+)
project is supporting the government to implement an ARV refill and pickup model through
community pharmacies. This is another type of DSD model in which stable clients who are
willing and able to pay a dispensing fee pick up their government-procured ARVs from
community pharmacies. Participating clients will receive their ARV refills through a
community pharmacy every three months, returning to their primary ART site for clinical
review every six months. The National AIDS & STI Control Programme (NASCOP), with
technical support from HP+, will pilot this model in Busia, Kajiado, and Nairobi counties
before potentially scaling up to other sites. To further maximize the benefits to clients, the
Ministry of Health may consider revision of ART guidelines such that clinical review for
stable clients is only once per year. This would enable clients to pick up their ARVs from the
community pharmacies three times per year.
The 2017 Kenya Supply Chain System Strengthening: Expanding HIV/AIDS Care
Provision Through the Private Sector draft report (McKinsey, unpublished) sought to assess
the current HIV care market, focusing on patients’ preferences and willingness to pay for
HIV care and on barriers to private sector provision of HIV care. The assessment was
conducted in five counties—Kiambu, Kisumu, Machakos, Mombasa, and Nairobi—via mobile
phone and patient interviews. The assessment concluded that approximately 24 percent of
patients in the five counties were willing to pay more than US$100 annually for HIV
treatment in the private sector. HP+ sought to collect additional information on client and
provider preferences for ARV refill and pickup from community pharmacies in Busia,
Kajiado, and Nairobi counties.
To inform the design of an ARV refill and pickup model through community pharmacies,
HP+ mapped community pharmacies to establish their geographic positioning relative to
U.S. President's Emergency Plan for AIDS Relief (PEPFAR)-supported ART sites in the three
pilot counties (Khaoya et al., unpublished). This was followed by facility-based surveys in
each county to establish client and pharmacy preferences on the model.

Assessment Objectives
The county assessment was undertaken to generate evidence to inform the design of the ARV
refill and pickup through community pharmacies model in Busia, Kajiado, and Nairobi
counties. The objectives were:
•

To assess the preferences of clients on ART for the refill and pickup of ARVs from
community pharmacies and to estimate their willingness and ability to pay a
dispensing fee to access these services from community pharmacies

•

To assess the willingness of registered community pharmacies to participate in the
model and determine a dispensing fee range they are willing to accept, which will
offer sufficient financial incentive and readiness of community pharmacies to act as
an ARV refill and pickup point for stable clients

6

Primary Research Areas
To address the above objectives, two sub-populations were interviewed: people living with
HIV who access HIV chronic care and treatment services from PEPFAR-supported ART sites
(“clients”) and community pharmacy owners or managers (“pharmacies”). Each interview
collected the following information:
•

Clients’ characteristics, current HIV care experience, preferences around picking up
their ARV refills from community pharmacies, willingness to pay a dispensing fee to
pick up their ARVs from private pharmacies, and socioeconomic status data to
enable analysis of clients’ ability to pay

•

Pharmacies’ characteristics and perceptions of the proposed model of ARV refill and
pickup, preparedness to be ARV refill and pickup points, capacity needs to
participate in the pilot, and dispensing fee they will accept to offer these services

Methodology
Selection of Counties and PEPFAR-Supported ART Sites
Three counties, Busia, Kajiado, and Nairobi, were purposely selected for the assessment
because they have a high presence of HIV service delivery partners funded by the U.S.
government, whose synergies could be leveraged for implementation and scale-up of the
proposed model. The counties were also selected to represent urban (Nairobi County), rural
(Busia County), and peri-urban (Kajiado County) settings.
A multi-stage sampling methodology was employed to select PEPFAR-supported ART sites
and clients. HP+ first conducted a mapping assessment of all PEPFAR-supported ART sites
and registered private pharmacies in the three counties (Khaoya et al., unpublished). The
mapping assessment established PEPFAR-supported sites that had pharmacies in their
catchment area and was used to create a sampling frame from which the assessment sites
were selected. ART sites with the highest volume of virally suppressed clients 20 years of age
and over, in line with ART guidelines, were selected from the sample frame. The listing was
stratified by facility ownership so that the final sample of
ART sites included three public sites, one faith-based
Box 2. Sampling Equation
site, and one private for-profit site per county, resulting
per County
in a total of 15 ART sites.

Selection of Clients

𝒏=

HP+ used DATIM treatment load data to estimate a
representative sample of clients over 20 years of age per
county.2 HP+ used the Yamane sample size formula to
calculate the number of clients to interview per county
(Box 2). The county sample was then apportioned
proportionately by adult treatment load among the five
selected ART sites per county. This approach ensured
that the total survey sample was representative of the

𝑵
𝟏 + 𝑵 ∗ 𝒆𝟐

Where: n = Sample size;
e = 0.05 (margin of error);
N = Total number of enrolled
clients 20 years of age and
above across the 15 sites.
Source: Yamane, 1967

Data for Accountability, Transparency, and Impact Monitoring (DATIM) is a system that collects
HIV data to analyze PEPFAR program effectiveness and efficiency and to help improve overall
accountability.
2
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adult client load in each of the selected ART sites (USAID, 2020). At the ART site, clients
were then selected at exit to be interviewed after consenting to participate in the survey. The
total sample across the three counties was 1,379 clients (Table 1).

Table 1. Detailed Sample of Busia, Kajiado, and Nairobi Counties
County

Busia

Selected PEPFAR-supported
ART sites

Nairobi

Clients
interviewed

Pharmacies
interviewed3

Busia District Hospital
(public)

5,760

17

189

4

Port Victoria Hospital (public)

2,540

2

82

4

Bumala-A Health Centre
(public)

1,443

1

50

4

Holy Family Nangina Hospital
(faith-based organization)

2,262

2

71

2

344

9

11

0

Total

12,349

31

403

14

Kitengela Health Centre
(public)

1,795

9

114

2

Loitokitok District Hospital
(public)

1,228

4

78

7

Ongata Rongai Health Centre
(public)

1,208

6

77

2

422

11

27

3

Beacon of Hope (private forprofit)

1,225

14

78

4

Total

5,878

44

374

18

Kenyatta National Hospital
(public)

8,839

9

178

Mbagathi District Hospital
(public)

4,779

1

130

Riruta Health Centre (public)

3,376

5

100

Coptic Hospital (Ngong Road)
(faith-based organization)

9,030

4

184

Guru Nanak Hospital (private
for-profit)

180

4

10

26,204

23

602

6

1,379

38

Tanaka Nursing Home
(private for-profit)

Kajiado

Number of
Number of
clients 20 years pharmacies in
of age and over
ART site
on ART
catchment

St Mary Health Centre
(Kiserian) (faith-based
organization)

Total
County assessment sample total

6

The pharmacies interviewed were determined from preferences mentioned in the client survey and
were not limited to the ART site catchment.
3
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Selection of Registered Community Pharmacies
Community pharmacies were selected based on clients’ preferences from each of the 15
selected ART sites. Based on the three most frequently mentioned pharmacies per ART site,
38 pharmacies were selected for the provider assessment in Busia (14), Kajiado (18), and
Nairobi (nine) counties. The fewer pharmacies interviewed in Nairobi County was due to
similarity in pharmacy preference mentioned by clients in different ART sites. Additionally,
interviews were undertaken in the main pharmacies where the decisionmakers (owners and
managers) were based, though respondents mentioned different branches. Three of the
community pharmacies in the sample in Nairobi County declined to participate in the
assessment.

Data Collection and Analysis
Interviews were conducted between August and October 2020. In each county, the county
leadership team selected administrators, monitoring and evaluation records officers, the
county AIDS and STIs coordinator, and sub-county AIDS and STIs coordinator staff to book
appointments with the ART sites and collect data within their counties. HP+ trained
enumerators on the objectives of the assessment and the survey instruments. The training
was conducted virtually due to COVID-19 restrictions and included a module on COVID-19
prevention protocols administered by the county AIDS and STIs coordinators. Data was
collected using paper-based research tools (questionnaires). To minimize the risk of
exposure to COVID-19 during data collection, HP+ provided personal protection equipment
and hand sanitizer to the enumerator teams. HP+ deployed one staff who supervised data
collection on the ground in Busia and Kajiado. Three officers supervised data collection in
Nairobi County. The supervisors entered the collected data into KoBo Toolbox and cleaned
the data daily. Any questions or issues from the researchers were answered by staff or
escalated to a central coordinating unit at HP+ offices in Nairobi. HP+ also held debriefing
sessions every two days to check whether the enumerators understood the questions in the
client and provider tools. Survey participation was voluntary, and both client and pharmacy
interviews were administered in sessions approximately 30 minutes long. HP+ analyzed data
in Excel and Stata.
HP+ employed a contingent valuation approach to capture willingness to pay among clients
who were interested in the ARV refill and pickup from community pharmacies using doublebound dichotomous choice survey design. In this design, respondents were asked iteratively
whether they would be willing to pay a starting “bid” (yes/no) and predefined successive bids
based on their response to the starting bid. The initial bid for the dispensing fee, KSh 300,
was informed by stakeholder consultations. The process continued until a maximum
amount, above or below the starting bid, was reached. This was used to establish the range of
willingness to pay. Interviews for respondents who were not interested in the model
terminated before the elicitation of willingness to pay.
The assessment used an interval regression to further define visit factors or individual
characteristics that could affect an individual’s willingness to pay a dispensing fee. Factors
such as age, gender, wealth status (measured by asset ownership), and transport cost to the
primary ART site were included in the regression analysis.
Ability to pay was estimated to assess affordability of the estimated dispensing fee using the
clients’ household monthly discretionary expenditure (O’Donnell et al., 2008; Russell, 1996).
During the interview, clients were asked how much the household spent the previous month
on non-essential, non-food items (such as clothing, entertainment, personal care items, etc.).
9

Ability to pay was estimated relative to the average demand-side rate (willingness to pay
estimates) and the supply-side rate (i.e., willingness to accept estimate elicited from the
private pharmacy owners). HP+ used a 100 percent threshold, that is, HP+ estimated the
number of clients for whom the dispensing fee was greater than discretionary spending in
the month prior to the interview.
The assessment also carried out a pharmacy survey among owners and managers of private
pharmacies to establish their interest in distributing ARVs and the possibility of charging
dispensing fees for the service. Additionally, details of pharmacy operating hours, inventory
management, the pharmacies’ human resources capacity, and reporting mechanisms of the
pharmacy were collected to inform eligibility criteria and the infrastructure and capacity
development that would be needed to enable them to participate in the community
pharmacy ARV distribution model. The survey used the double-bound dichotomous choice
methodology to elicit the minimum dispensing fee community pharmacies were willing to
accept.

Ethical Considerations
Ethical approval to undertake this assessment was obtained from the University of Nairobi
Ethics Research Board under protocol number P110/02/2020. The assessment also received
ethical approval from U.S.-based Health Media Lab Institutional Review Board under review
ID 748PAL20. HP+ also informed county leadership and ART site managers in Busia,
Kajiado, and Nairobi regarding this assessment.

Limitations of the Assessment
This county assessment has the following limitations:
•

Because of Ministry of Health restrictions on inter-county movement, HP+
collaborated with the counties to nominate county officers who would support data
collection. Some of those nominated offer services at the ART sites or are known as
county officials by the facility and community pharmacy staff. This situation may
have influenced responses, particularly those related to client satisfaction. To
minimize this bias, county officers were allocated to different sites than those they
worked at.

•

During the assessment period, enumerators learned that ART sites served different
groups of clients (men, women, children, and unstable clients) on ART on different
days of the week. This situation would potentially affect the representativeness of the
sample. To mitigate this problem, the enumerators collected data over a longer
period to capture the views of all targeted clients and randomly selected samples
based on the proportion of clients enrolled at the sites.

•

During the initial stages of the facility survey, there was a misunderstanding among
clients and health providers that the ARV refill and pickup through the community
pharmacy model would replace the parent ART sites. This negatively affected client
interest in the model. This impact was mitigated by requesting the enumerators to
further explain the model design to facility staff and ART clients before asking about
client interest and willingness.

The economic impact of COVID-19 may have had a direct effect on household income and
thus affected household discretionary spending. As such, the willingness and ability to pay
may be underestimated, as the effects of COVID-19 are expected to affect the economy and
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households over the medium term. Household discretionary spending may have also been
limited by the one-month recall period.

Assessment Findings
Findings from the Client Survey
Demographic Characteristics
Most of the respondents interviewed were in the economically active age category (Figure 2).

Figure 2. Age and Gender Distribution of Interviewed Clients
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Most respondents had at least some primary school education (Figure 3). Respondents in
Nairobi County had, on average, more education compared to those from the other two
counties. Busia County had the highest proportion of respondents with no education (15
percent). The difference in the average levels of education could be attributed to differences
in urbanization of the different counties.

Figure 3. Educational Attainment of Clients
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Client Experience with the Current ARV Pickup Model
Nearly all respondents (96 percent across counties) had been on ARVs for more than one
year, which means they met NASCOP’s criteria for stability.4 More than 90 percent of the
clients were on a multi-month ARV dispensing arrangement refilling their ARVs every two,
three, or six months.
On average, clients reported spending approximately three hours to seek HIV services.
Specifically, clients reported having to wait 75 minutes for consultation and 27 minutes for
ARV pickup and reported traveling 61 minutes one way to their ART site (Figure 4). Clients
in Nairobi reported the longest travel times, noting that some of the Nairobi clients travelled
from different parts of the country, i.e., from the Coast, Western, and Eastern regions, to
seek services from ART sites in Nairobi County. Clients in Nairobi County also reported
spending more time waiting for ARV pickup, compared to clients in the other counties, and
on average paid more one-way transport costs (KSh 206, US$1.91) to get to their primary
ART site compared to clients in Kajiado (KSh 128, US$1.19) and Busia (KSh 100; US$0.93).

Figure 4. Average Time Spent to Seek HIV Services
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Using a Likert scale, the survey sought to rank clients’ opinions and preferences about ARV
pickups at their primary ART site. Ninety-six percent of the clients reported high satisfaction
with the care they currently receive. This finding suggests that intensive demand creation
will be required to transition stable clients to pick up their ARVs from community
pharmacies.
The survey established that currently clients generally do not pay any direct fees to access
HIV clinical care. The assessment also found that other than HIV clinical care, clients also
received other services from their ART sites including consultation, diagnostics, and
supplies, as well as counseling and nutritional talks (Figure 5). Therefore, the proposed
model must ensure clients do not go without these services by offering them at ART sites
when clients return for consultation after six months (MOH, 2017).

According to the NASCOP HIV treatment guidelines, a “stable” client has been on the current ART
regimen for at least 12 months, has had no active opportunistic infections in the previous six months,
has been adherent to scheduled clinic visits in the last six months, has a most recent viral load of
undetectable, is not pregnant and is not breastfeeding, has a body mass index of at least 18.5, and is at
least 20 years of age (MOH, 2018).
4
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Figure 5. Other Services Received at ART Sites
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Client Preferences around ARV Refill and Pickup through Community
Pharmacies
Across counties, about 80 percent of the respondents reported having used community
pharmacies. When presented with the hypothetical model, 46 percent were willing to pick up
their ARVs from community pharmacies. The county where there was the highest interest
was Busia County (51 percent), followed by Kajiado County (35 percent), and then Nairobi
County (32 percent) (Figure 6). Among these respondents, most would prefer to travel one
kilometer or less to the pharmacy, travelling an average of approximately 28 minutes. Clients
in Kajiado were willing to travel the longest (30 minutes), while those in Nairobi and Busia
preferred to travel 24 and 20 minutes, respectively. Respondents not interested in the
community pharmacy model cited concerns of lack of privacy, unaffordability of the service
fee, fear of stigmatization, and compromised quality of care.

Figure 6. Interest in Picking up ARVs at Community Pharmacies
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The respondents who were willing to pick up their medication from community pharmacies
cited convenient location of the pharmacies (65 percent), reduced travel time (37 percent),
reduced wait time (35 percent), privacy and discretion (31 percent), quality of care and
availability of supplies (24 percent), and longer operating hours (20 percent) as some of the
factors that would influence their decision (Figure 7).
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Figure 7. Factors Influencing Decision to Refill ARVs in Community Pharmacies
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Client Willingness to Pay a Dispensing Fee to Access ARV Refill and Pickup
Services through Community Pharmacies
The assessment used double-bound dichotomous choice survey design to elicit how much
clients were willing to pay as a dispensing fee to refill their ARVs every three months from
community pharmacies. The willingness to pay (WTP) ranges were compared with the
amount pharmacies were willing to accept to define the upper limit of a dispensing fee
during the pilot. The assessment established that the average maximum amount clients in
the three counties were willing to pay as a dispensing fee to refill ARVs at the community
pharmacies every three months ranged between KSh 181 (US$1.68) (Busia County) and KSh
274 (US$2.50) in Kajiado County.
Interval regression analyses were run separately for each of the three counties, identifying
individual and visit characteristics that influence WTP. Findings are presented in Annex A.
The assessment established that the age of clients in Busia County negatively influenced
client WTP. In Kajiado County, the wealth status of a client (whether in the middle or highest
wealth quintile) influences WTP while transport costs had a positive significant correlation
with WTP in Kajiado County. Specifically, WTP in Busia County decreased with the client’s
age but increased with age in Kajiado and Nairobi for clients between 20 to 65 years of age,
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who are in the economically active age category, hence the increased WTP. In both Kajiado
and Nairobi counties, clients above 65 years had a lower WTP.
In Busia County, the mean WTP (KSh 105) was lowest among clients in the second wealth
quintile. The mean WTP increased among clients in subsequent wealth quintiles, increasing
to KSh 185 among clients in the highest wealth quintile. The mean WTP among clients in the
lowest wealth quintile (KSh 142) was higher than that of clients in the second and middle
quintiles. In Kajiado County, the mean WTP among clients in the lowest wealth quintile was
KSh 183, KSh 249 among clients in the middle wealth quintile, and KSh 335 among clients in
the highest wealth quintile. This finding is in line with findings from other WTP studies for
healthcare, where clients in higher wealth quintiles expressed higher WTP (Ogundeji et al.,
2019). In Nairobi County, WTP increased among the wealth quintiles with the exception of
the highest wealth quintile, in which WTP decreased.
In Kajiado and Nairobi, clients who travelled more than 100 kilometers to refill their ARVs
were willing to pay a higher dispensing fee. Results also indicated that WTP is higher among
male clients than female clients.

Findings from the Pharmacy Survey
Most pharmacies surveyed were willing to participate in the model and were willing to
charge a dispensing fee that was lower than what clients were willing to pay. Detailed
findings are presented in the following sections.

Pharmacy Owners’ and Managers’ Perceptions of ARV Refill and Pickup
through Community Pharmacy and Willingness to Accept a Dispensing Fee
Ninety-five percent of the 38 pharmacies interviewed were interested in dispensing ARVs to
stable clients referred to them by ART sites. Ninety-two percent reported that they would
charge a dispensing fee to such clients. Two pharmacies in Kajiado County felt that charging
a dispensing fee would dissuade clients from picking up their medication, as ARVs are
currently offered for free in nearby facilities.
On average across counties, pharmacies were willing to accept an average of KSh 161–200
(US$1.49 to US$1.85) as a dispensing fee for pickup or refill after every three months.
Community pharmacies identified potential benefits resulting from their participation in the
model. Pharmacies anticipate that by offering ARV refill services their premises will
experience an increase in the number of potential clients, i.e., from clients seeking ARV refill
services and those accompanying clients to buy additional over-the-counter and/or non-HIV
drugs. The increased number of clients would lead to a potential increase in the sale of HIV
commodities (excluding ARVs) and non-HIV products. Most importantly, pharmacies felt
that this model would enable them to participate in public health service delivery and train
staff on ARV dispensing (Figure 8).
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Figure 8. Anticipated Benefits of Dispensing ARVs
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Intersection of Client and Pharmacy Results and Implications for
Pilot
Pharmacy Capacity and Preparation Needs
This section presents pharmacy eligibility and preparation needs for the pilot
implementation of the model. For pharmacies to participate in the pilot they must meet the
following registration criteria:
•

Be fully licensed and registered with Kenya’s Pharmacy and Poisons Board (PPB) and
maintain an up-to-date registration

•

Have at least one qualified personnel licensed in pharmaceutical practice by the PPB;
person to be responsible for dispensing ARVs

•

Have a valid annual practice license certificate for all staff involved in ARV
dispensing

•

Have available a private consultation area or room for counseling and dispensing of
ARVs to ensure confidentiality

Of the 38 pharmacies in the county assessment, 31 (82 percent) had valid PPB registration at
the time of the interview, meeting the first eligibility criteria for participation in the model.
The assessment established that at least 21 percent of the pharmacies had a pharmacist on
their premises, while 66 percent had employed pharmaceutical technologists—only
pharmacists and pharmaceutical technologists are allowed to dispense medication.
Approximately 80 percent of the pharmacies had screening areas or private rooms where
private consultations during dispensing of ARVs could be conducted. Establishing that
pharmacies have private consultation rooms was a critical finding as 31 percent of clients had
said that privacy and discretion were important factors that would influence their decision to
accept ARV refill services from community pharmacies.
Twenty-two pharmacies (58 percent) met the required PPB registration, human resources,
and private consultation space criteria. In Busia, only six pharmacies (43 percent) met all the
16

criteria, while two pharmacies lacked the private space (though they had PPB registration
and human resources). In Kajiado, 12 pharmacies (67 percent) met the full criteria. In
Nairobi, 67 percent of the pharmacies were duly registered, had qualified staff licensed by
PPB, and had private consultation rooms. One pharmacy was not registered but had
qualified staff and a private consultation room, while one other was registered and had
qualified staff but did not have a private consultation room.

Figure 9. Number of Pharmacies Meeting Inclusion Criteria
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Pharmacy owners and managers were also asked how many clients the pharmacy would be
able to dispense ARVs to per month with their current staff establishment. Across the three
counties, most pharmacies stated they would comfortably dispense ARVs to 50 to 100 clients
per month. Pharmacies in Busia County anticipated capacity to serve the most clients, with
43 percent of pharmacies willing to serve more than 200 clients. This suggests that eligible
pharmacies would be able to meet demand for ARV pickup. During the scale-up phase,
pharmacies that meet the enrollment criteria should be continuously enrolled into the model
to meet increasing demand.
The largest capacity gap found was staff knowledge of Kenya’s ART guidelines and
commodity management. Though some of the interviewed pharmacies dispense HIV
commodities, including oral test kits (8 pharmacies) and blood sample kits (17 pharmacies),
few dispense ARVs (three pharmacies). About 58 percent of the pharmacies would need
physical and/or infrastructural improvements. To provide additional convenience to clients,
22 percent of the pharmacies interviewed indicated they would consider increasing their
hours of operation during the weekdays and weekends. Modification of hours of operation,
however, is not a criterion for inclusion into the model.
Figure 10 illustrates additional elements of pharmacies’ readiness to dispense ARVs and
systems and processes that could be leveraged during pilot implementation. The assessment
sought to determine systems in place that could be leveraged for effective reporting. Twentyone (55 percent) of the pharmacies use manual registers to manage their inventory. Fifteen
pharmacies reported having an electronic system to capture client information, which
included Dynamic RMS, MEDIPLUS, and Maisha Meds dispensing tools. Most pharmacies
capture client name, age, and contact details as they are dispensing medication. Twenty-nine
(76 percent) of the pharmacies reported having cold-chain storage.
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Figure 10. Pharmacy Capacity to Dispense ARVs
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Estimating Dispensing Fees for ARV Refill and Pickup from Community
Pharmacies
This assessment identified an overlap between clients’ average willingness to pay a
dispensing fee to refill government-procured ARVs and the average minimum dispensing fee
that pharmacies would charge. The assessment sought to establish household affordability
(ability to pay) of both above-mentioned demand- and supply-side estimates. Ability to pay
was estimated using household discretionary spending as reported by respondents in the
month preceding the interview. If clients’ monthly discretionary spending was greater than
or equal to the average WTP, the client was deemed able to pay the dispensing fee. The
assessment will consider those who can afford the average WTP since the average is higher
than the average minimum willingness to accept stated by pharmacies.
The average dispensing fee, using either demand estimates, is considered affordable for most
of the respondents (Table 2). In Busia County, the average WTP was higher than household
discretionary spending for about 10 percent of respondents. This means that for most clients
(90 percent), the average dispensing fee clients are willing to pay is affordable. Respondents
from Kajiado County reported higher ability to pay, with the average dispensing fee clients
were willing to pay higher than household discretionary spending for only 3 percent of
respondents. In Nairobi County, the average WTP was higher than household discretionary
spending for 7 percent of respondents. The proposed upper limit of the dispensing fee was
therefore affordable to 93 percent of the respondents in Nairobi County.
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Table 2. Intersection of Clients’ Willingness and Ability to Pay and Pharmacies’
Willingness to Accept (WTA)

Clients’
average WTP
(KSh)

Busia
Kajiado
Nairobi

Pharmacies’
average
minimum WTA
(KSh)

181

163

(144–238)

(161–215)

274

177

(226–359)

(169–319)

235

200

(195–313)

(200–333)

Proportion of
clients for whom
WTP is greater
than household
discretionary
spending in
previous month

Proportion of
clients for whom
WTA is greater
than household
discretionary
spending in
previous month

Recommended
pilot
dispensing fee
upper bound
(KSh)

10

10

180

3

1

250

7

7

230

The assessment recommends an upper limit to the dispensing fee pharmacies can charge in
each county during the pilot based on the intersection between maximum fee clients are
willing to pay and the minimum fees pharmacies are willing to accept. The upper limit is
based on the average maximum amount clients are willing to pay, which was higher than the
pharmacies’ average willingness to accept, to ensure that the model is attractive to providers,
while ensuring the model is client centered and mitigates the risk of vulnerable populations
paying more than they are willing or able to pay.
Most pharmacies interviewed expressed interest in the model as a community service and
only expect that the dispensing fee will cover the direct costs of providing the ARV refill
services. In Busia County, the assessment recommends the dispensing fee limit be set at KSh
180 (US$1.67) for each ARV pickup, in line with the maximum amount that the majority of
clients were willing to pay. In Kajiado County, the assessment recommends an upper limit of
KSh 250 (US$2.32) while in Nairobi the assessment recommends KSh 230 (US$2.13). The
proposed upper limit for the dispensing fee will be subjected to further consultations with
county teams and pharmacies prior to pilot implementation and is likely to be revised based
on feedback received during the pilot.

Conclusions and Recommendations
Across the counties, there exists a pool of clients (96 percent of respondents) who have been
on ART for more than one year. About 87 percent of the respondents were on multi-month
dispensing and therefore the proposed model would provide them with an alternative
approach to ARV refill and pickup. However, the high levels of satisfaction with the care they
were receiving at their current ART sites suggests that intensive demand creation will be
required to generate demand for the ARV refill and pickup model.
The assessment found that clients reported spending an average of three hours and 45
minutes every roundtrip to their ART site to seek HIV consultation and pick up their ARVs.
Specifically, it took an average of one hour and 15 minutes to seek HIV clinical consultation
and 27 minutes to pick up ARVs. Implementing the community ARV distribution model
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would offer convenience for clients, shorter travel distance to the pharmacy, and less waiting
time.
Aside from HIV clinical care, respondents across the three counties said that they also seek
other services—including consultation, diagnosis, and supplies—during their visit to the ART
site. They also received counseling, nutrition talks, antenatal care, and treatment for
tuberculosis. Therefore, the ARV refill and pickup model will collaborate with service
delivery partners to ensure that other services are offered when clients return to the hub ART
site for six-month clinical review.
Across the three counties, 46 percent of respondents expressed interest in the model when
presented with the hypothetical scenario of picking up government-procured ARVs from
community pharmacies. These results build on a previous study in Kenya that found
willingness among clients receiving HIV care to seek HIV services in the private sector
(McKinsey, unpublished). Similar to the findings from the McKinsey report, the most
important factors that would influence the decision to refill ARVs at community pharmacies
included the proximity of the community pharmacies to their place of residence or work,
privacy, quality of care, and reduced waiting and travel times.
Clients not interested in the model mentioned fear of stigmatization, cost implications of
accessing the services in community pharmacies, and compromised quality of care. To
mitigate these concerns, the model must ensure that pharmacy staff are trained on ART
guidelines, ART commodity management, and ART dispensing, including how to maintain
client confidentiality and how to offer quality services. During enrollment, clients will be
briefed on the training of pharmacy staff. A communication channel will be developed in
which clients can raise any concerns they may have with the services received in the
community pharmacy.
This assessment has established that the ARV refill and pickup model is a viable
differentiated service model. At least 46 percent of clients across the counties were willing to
pick up ARVs through the community pharmacy model. In addition, 95 percent of the
pharmacies were willing to participate in the model.
Defining the typical client likely to be attracted to the model will be useful in price setting
and demand creation. During scale-up of the model, implementers should target clients with
the willingness and ability to pay, including both men and women and clients who travel
longer distances.
The assessment recommends the dispensing fee limit be set at KSh 180 (US$1.67) for each
ARV pickup in Busia County, KSh 250 (US$2.32) in Kajiado County, and KSh 230 (US$2.13)
in Nairobi County. The similarity in the proposed upper limit in Kajiado and Nairobi
counties reflects the proximity of the two counties and the fact that most people interviewed
who reside in the catchment area of the ART sites in Kajiado County work in Nairobi County.
The upper limit for the proposed dispensing will be subjected to further consultations with
county teams and pharmacies prior to implementation of the pilot.
Across the three counties, 22 (58 percent) of the interviewed pharmacies met the required
pilot criteria regarding registration, human resources, and availability of private consultation
rooms. Pharmacy staff from these premises should be trained on ART guidelines, ART
commodity management, and ART dispensing. Long operating hours of the pharmacies will
provide additional convenience to clients collecting their ARV refills.
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Based on the findings from the county assessment, HP+ recommends the following:
1. Kenya should pilot the model of ARV refill and pickup through community pharmacies
for stable HIV clients. The assessment established that this is an acceptable alternative
differentiated service delivery model for most clients interviewed. (See Annex B for key
design features.)
2. NASCOP, with support from service delivery partners, should train community
pharmacy staff on ART guidelines, ART commodity management, ART dispensing, and
monitoring and evaluation for effective rollout of the pilot and scale-up of the model.
3. During the pilot implementation, participating pharmacies will determine their own
dispensing fee based on the recommended upper limit, which will not exceed KSh 180
(US$1.67) in Busia County, KSh 250 (US$2.32) in Kajiado County, and KSh 230
(US$2.13) in Nairobi County. This limit has been determined by estimating clients’
willingness and ability to pay and the amount pharmacies are willing to accept as a
dispensing fee. The proposed dispensing fee limit will be further discussed with county
teams and community pharmacies prior to rollout of the pilot.
4. ART sites, with support from service delivery partners, should undertake intensive
demand creation at the primary ART site to generate demand for the ARV refill and
pickup model through community pharmacies and alleviate some of the fears of clients,
such as privacy issues.
5. A digital solution (i.e., app) should be developed to support monitoring of client
adherence and commodity management in the ARV refill and pickup model.
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Annex A. Client Willingness to Pay (WTP) a
Dispensing Fee
Measurement

Busia

Kajiado

Nairobi

Range of WTP

144–238

226–359

195–313

181

274

235

Mean WTP

REGRESSION OUTPUT
Busia

Kajiado

Nairobi

Age 35–64

-51.51*

2.54

-0.55

Age 65+

-35.05*

-120.96

-20.05

Gender (Base = Female)

34.9*

49.04

37.81*

Married

11.56

336.48

-22.75

Primary

16.82

-97.52

112.26

Secondary

6.83

-89.57

90.68

Vocational Training

37.59

-93.83

191.36*

Higher

46.70

-80.10

203.04*

Second

-25.03

-11.98

43.09

Middle

-6.80

70.34*

41.92

Fourth

23.72

32.83

—

Highest

14.63

170.45*

33.28

ARV pickup every 3 months

-63.21*

-48.93

-24.59

ARV pickup every 6 months

32.12

-112.11

87.22

ARV pickup wait time

-.22

-.80

-.001

ARV pickup distance

.25

-.018

.28

Transport Cost

.09

.26*

.08

0.94

55.78

-9.96

—

59.09

11.4

202.42*

188.69

30.46

185

122

223

Covariate
Age Group (Base = Under 35)

Education Group (Base = No Education)

Asset Quintile (Base = Lowest)

Frequency of ARV Pickup (Base = Monthly)

Level of Satisfaction (Base = Not Satisfied)
Satisfied
Very Satisfied
Constant
N
* p ≤ 0.05
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Annex B. Key Design Features of the ARV Refill and
Pickup Model
Clients transitioned and ARVs supplied for three-month refill

Patient information:

Referring Facility

• Honored appointment refills
• Missed appointments
• Referral to clinic in case of
reported opportunistic infections

Commodity information:
• F-Maps: Number of patients per
regimen
• F-CDRR with quantities of ARVs
needed

Six-month clinical review, stability recategorization
Note: The proposed model is in line with the Differentiated Care: Operational Guide for the minimum
frequency of clinical review (six months) and ARV refills (three months) for stable clients (MOH, 2017).

Activities at the Referral Site during Enrollment into the Community
Pharmacy Model
●

At the referring site, the clinician will continuously sensitize clients on existing
differentiated service delivery (DSD) models including the community pharmacy
model.

●

During the clinical visit in month 0, the clinician will categorize clients either as
stable or unstable following the DSD guidelines. Clients recognized as stable and
willing to participate in the model will be enrolled into the pharmacy model.

●

Enrolled clients will be provided with a list of all participating pharmacies from
which to select their preferred ARV refill pharmacy after the three-month period.

●

The clinician will then refer the client to the preferred community pharmacy and will
provide to the client the referral form and the ARV prescription for the clients’ threemonth ARV refill.

●

The facility will inform each pharmacy of the list of clients referred to their pharmacy
and provide a supply of ARV commodities for the clients enrolled in the model.

24

Activities at the Community Pharmacy during the Three-Month Refill
Clients enrolled in the community pharmacy model will collect their refill from their
preferred pharmacy three months after enrollment or clinical review. During the refill visit:
●

The licensed and trained pharmacy staff will receive the prescription and the patient
comprehensive care clinic card (MOH 258 card) to identify the client and confirm the
refill appointment date.

●

The pharmacy staff will then check the prescription and retrieve the medicine.

●

The client will then receive adherence messaging on medication use and side effects.

●

The ART distribution form will be completed for each client and screening for any
new symptoms is done. Any client presenting with any symptom is referred to the
facility for clinical review and is not given refills by the pharmacy.

●

The client will then be required to pay an agreed upon dispensing fee to the
community pharmacy.

●

The pharmacy staff will then remind the client of their next clinical review
appointment date as indicated in the MOH 258 card.

During the clinical review visit, the client reverts to their parent health facility where the
standard package of care is provided and client is recategorized. At the referral site, the
clinician gives a three-month ARV refill, a prescription, and appointment for their next ARV
refill which will be collected at the community pharmacy.
To effectively participate in the model, community pharmacies must also be willing to:
●

Have all designated staff undertake relevant trainings related to the decentralized
drug distribution model

●

Sign an agreement of engagement with the relevant county departments of health

Community pharmacies will liaise with the ART sites for the collection of ARVs. Health
Policy Plus is exploring the development of a digital solution, which will simplify reporting
and communication among the ART site, community pharmacy, and client.
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1331 Pennsylvania Ave NW, Suite 600
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