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INGOFEOEREEHDZLEAME L,

PCR/RT-PCR ¥ : subtyping #EICEI L T, Dr
Songok, Ms. R. Kibaya, Mr. Lihana, Dr. Lwembe 73
ERRETHERITO, BEFRBEZET LTS,
FAIMHMERREIL Mr. Muriuki BRESRKETHHE
FTha, T, R vA LRAEORIE, BEHE
# (M. Kiptoo F.), CD4/CD8 FBHET U v 3k
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ORER EOEBBELET LTINS,

BHE., =7 TiIh b ORENEL OWEE T
bhThad, 2OREFERHMATBh TV
EREWEEY, 4%, KEMRI B9l & o TINb
DR OEENEIT 5 = L BAHkAE KEMRI 84
=7 @O HIV/AIDS 2 @ reference laboratory & L
TROEhIZ BB EEL S,

2. H=TIZBiT 5 Blood safety system DOIER &
®’E

=7 CHREBMIZAW B TNWA KO R 2
FEBHEBENADICTRHEL, F=7kBiT5
NAT REOHLEEEREGHICHET 2882 =7
EA%E (MOH) E~EitT23 2 L#Bme Lk,

T v U (RASL, SE#EEER) =7 v ¥
JWBE (REREE. L0 —RBVeHRKR) TXZY—=
¥ EhT (HIV fidk, HBs 5, HCV HfEs
) BRf A —# % RT-PCR./PCR &E#H W
THREL, Zhbo VAN ARBOFECEEZEL
Nz LlE.

T ETEEORRO—DTHHTA B URRET
Bimlzge S iz iR 900 Bk &SIz (RTIPCR &
RV TN A LA (HIV, HBV) OBRE
EfT-oTnd, SHTHERICETEES L M
Lihana #A90& 740 . BT-PCR %W HIVD
BEEITo M, Tl Tthok, 4%, PCRE
EFAWC, HBVOHRRETHTETH D,

< =Ty SRR TCERIL ST Ak 814 IR E R
B2, FRETORAZ V—= (HIV Hifk, HBs
mE., HCV Hilk) #E52L RT-PCR/PCR O#ERE %R
WeRad Lo, Mr. Mwangi 738 4EF %= coEHTHEL
me () ICBRHETo ERIAEM, fE
fgr), BEF =7 CRL ALK G LTiThh T
B MiREN D 4 A (HIV, HBY, HCV) OHiF./
HERZ ) —= AV bhTWhWaREF > b

($eiz HOV HulkieE) OREL b CIZRIEFHOK
EEBELUNEORMAHSZ L HIV ICEHL TR
RO MEOESEN (ERL) +amfEhT
WHZ & Eh, NAT OFEAIRFERICHEL LT
b FRUVANADRAZ J—=1 723 HBe HifkiR
EDEA, HCVHEREDEA, TLTRFF—4 7
TORBEOMENRMETHSZ LEATREENE,
b OFERN, MOH #3467 =7k} 5 ik
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2MREEEL D ETHERRT— 2L LTHEREN
BLERHFLTWS,

3. HIVRE{THOE=F Y 7

7B TEOL SR HIVEMSTATL TS
DA%, KEMRI ToFEEMRETETI 2 LItk b
Bz L, HIV fifTHhE B e —5 5
ARFAERHILTHLEEANE L, MOH, AMREF
RELERTr =72t bmEy I 2 EH
WHDD VAT AERLL, F=7 &M THRITL
TWHHIVERODE=F Y TR T TETL 48 b,
=7 BMFORKCOHIVY 75 A FTOHBEE
HAMICEEL TV L LREERRILEELS,

(2) MEREYYE (STI) BFEMTHATL T 5 HIV R
2F: £}

STI 7 V = o 7 THERFRIT IR L 7= 8 (2000 £,
2003 £, 2004 €, 2005 £) T3 K, FA 2D
STI BEMTHRATL T 5 HIV BROFEREES %
Mr. Lihana (REELREEEY) BpLeRVK
FLTWB, 2000 FZHATH T &4 7 AL B
L. A2 #3901, recombinant I 2 THA L5 TH
Do

b)) =TI FEREREII ST 5 HIV Tk

W7 VA EET D7 =7 OF - EF T,
YTEAT A PEBERFATHRTHY (K 80%). &
=TABMOFAECT TR T FA4 7 C BEDT
BRETHD (0%LL), $T7FAA7 A L C DFAT
ORFBROWBR PN OB KOFELF BT
THEDIT, FeTLEREERMRTER LY ANV
ABREEE LA, Y7 F AT AL CHRARE
WAITLTWAZEBHAENE o, YT FAAT A
L C OB ZEOFRITOECETTTHD (M
Khamadi),

(FEEHO

- HIV-1 subtypes in circulation in Northern
Kenya. 8. A, Khamadi, W. Ochieng, E. M. Songok,
et al. AIDS Res. Hum. Retroviruses 21(9):810-4,
2005.

- Identification of Env CRF 10 among HIV
Variants Circulating in Rural Western Kenya. E.M.
Songok, H Ichimura. AIDS Res.
Retroviruses 19 (2} 161-165, 2003.

Hum,
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4. BT =7 2f— O follow-up
7Yy bCHIVETERRICE TS 28—
HREITV, 825 HADEROBMNERI, ZHbHD
o2t L C eounseling/education 17> T& s,
HIV fikRfEiE OB#s2 (seroconversion rate) A3
EEERAIES - (F—F% FER) . Voluntary
counseling and testing (VCT) program D% [H
—HUECRT LEMERERE 7 BT OT, XFERR
A B (20067 H, #F) TRRLL.
Tmpact of a voluntary counseling and testing
program in a rural population in Kenya' eight
years after.
5. KEMRI # 7 > & —— s DE{L (B, L)
REXE
SLFOF —=T KEMRI # 17 #—/%— h DIl
(B (fEk, 1) RBoXEL2Ft] 27T
i, HEETI, Z0o7udcy FEBUT2A
BHELSEZREL. 2 ABELSEREL TS,
T, BLELELEEHELTE 3 AR ET
-2TW5 (TERBHR),

FLEFREE : Dr E. M. Songok,

Dr. Makeokha,

Dr. 5. A, Khamadi.
E+-ESHEH :  Ms. R. Kibaya, Mr. M. Kiptoo
HEEREEEE . Dr R Lwembe,

Mr. M. Kiptoo.
& LIREEES  Mr. J. Mwangi,

Mr. J. Muriuki,

Mr. R.W. Lihana.

(a) HIV BRI A 7 = X LD & 2O T84
WHEERREEANTHI Y PO Edv)oEH#
iz k5 HIV B TRBRETFHOar— MFREIT2 72,
RETOHENETH Iy =T HEROBITHIE L
WU, HIV @S L CW AR E2 &I Zdy &4
WRT1 4+ ARIRE T2 ik v HIV BFRREH
13 1A SE/IZE, 2LC Ty 2REENE
BEPLOREIRE SN2 HBEIPLORICEL
A, FOELERFRICELTLZENHLNER
o, Fk, BREOYASAVAZIE ZDV R0
ERITEENZENOT I BBRIIA LN
SfeZ b, RLNCER ZIDV 58k oRHo Y
A NRF a—wD—iz ZDV R0 xR 42
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ENRDZFEMOT L) BEREIVL LB NRTH,

W 2 REBOLTHoT-Z L LY, EH# ZDV

BEL b TEBTFRENE - s EEHRAR.
ZDV T A VABRFEEIRR~RY L2 LI
LFBLOTIHAVI EBRBINE,

(BRI

» Maternal immune responses and risk of infant
infection with HIV-1 after a short course
Zidovudine in a cohort of HIV-1 infected pregnant
women in rural Kenya. Makckha EP, Songok EM,
et al. East Afr Med J. 2002 Nov;79(11):567-73. .
(Doctor Thesis of Dr. E.P. Makokha)

- Prenatal
mortality in children born to HIV-positive mothers
in rural Kenya.. Eljah M. Songok, Hiroshi
Ichimura, et al. J Infect Dis 183 (10):1540-1541,
2001. {Doctor Thesis of Dr. E.M. Songok)

+ Experiences on the use of short course

short-course zidovudine reduces

zidovudine to prevent perinatal transmission of
HIV in rural Kenya. Elijah M. Songok, Yoshihide
Fujivama, Hiroshi Ichimura, et al. Am. J. Trop.
Med. Hyg. 69 (1): 8-13, 2003,

» The effects of short-term zidovudine treatment
on mother-to-child HIV-1 transmission. (Master
Thesis of Ms. Rukia M. Xibaya;
preparation)

(b) HIV DEEPIE(L & 9w, R AT A T
= X hORRE & BIETFE

HIV OfFEPMELLFEL OFEZHALPICTD
iz, HIVF19 75 A 7A L DIRERELTWS
btk {(r=7 ADEE) OBHREERTo L A,
HRTIIF7#A 7 AL DOk EOREE L IER
BEAMITEPNTWS Z EBALNRLR - (D
Songok), HIV-1 @R 5957 ¥ A FEOMME 2 FR
RIBETICE O L S RERERIETHRE, 58O
BETHD, £ /DN ARFERRICT S HIV
D FEZ OV THALPNCTBEMIL, FARrE
M (r=7) oxA XIMERITAF LTS HIV £
FRELZEMHICEREEL TS (Dr
Lwembe),

(FFRFH0)

- Active generation and selection for HIV

paper in
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intersubtype A/D recombinant forms in a
co-infected patient in Kenya. Elijah M. Songok,
Hiroshi Ichimura, et al. AIDS Res.
Retroviruses 20(2):255-8, 2004.

(© 97 %47 BEHIV-1 OEFITHHEIC->WT
1990 FAUEZ BT/ o T, BAEPLIC AZT %43
L& b2 MEFERHAERS T T 7 —EHEA
WX BN RERIGARE (HAART) BEROHT
BACEREZRS LI ICHRY, HIV BESEICR T2
TRRRIT R & 2R 2R, FRCERCKIZI T AIDS
WL AEEHEIIEHE L, LiL, BROKEeH
BTz & o T _EFREAC - D SR e w7 A L2 A
HL, BEROEES AIDS BEOTFEHOTR L
WA ERREREE ThD, EbIZZh bEH
AN RBEREACRENE, BFRRERET
B L. HIV FIEE - REEREIZRB VTS, T2
MEE b2V A NV ADFERBHREL TS, HE,
EL{HAA SN TN AEAmHEICET 27— 237
A7 BIBIIALORFKETHY, HRIEH
TTHYTFAT CiEVbYS nonB B HIV
KRBT BF-FRZLVOBRRTHSE, ¥=TI
AT T AT T2 TRIFELEA LR non-BRTHBD
T, PIFFATARCEIRICDET LY TFAT
B 9.0k L EAHE HIV OBRBEENHRHE
{genotype) & #FHH (phenotype) & DEIEEH & A
AR, FAOoEH (F=7) oA XMRE
BRIZART LT3 HIV B FREEE O T HAART #
2 T2 REEHWITER L, &Ny A 1R
DT %4T o T3 (Dr. R. Lwembe, Mr. Muriuki),
e, BY=TIBIT 3R ET ErE AW HIV1
BFRETHOaF— MIRIZBWT, BEIREE
OHEBIZ2WNTREF T T3 (Mr Kiptoo),
HIV-1 OEHREROHBEIL., LV br DA AR
HBRER FE~EENCEA SN TWAEE, 3
BEERMELZ->TETWS, B ad=s b
¥T#H, HIV-1 OEFTHEROE=FY VAT
BERESIT HT7oDIT, JCAPBMELD 7 0 —T
vy 7T B I E EEARMCES L TWS,

(BERR)

RTI-resistance mutations among HIV-1

infected children in enya. Lwembe R, Songok EM,

Ichimura H et al. # 19 B HA& A X% (BEX,

Hum.
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2006412 A 1 H).

E=EWE (TCTP)
B1EMALETEZ T2 TENTAHESE N
Ve, FIHOEIEAS L, BIE T KEMRI ©
FHERB L b, TCTP OEEICHE L TLIRROM®E
HEBREL LD, TCTP ORENE 1N L 2EIZ
B0, ERBMELYMD 16 Arb 30 AR E~E
BiNLTEY KEMRI OE#OBENLE LTHMETE
b, Zhb® TCTP &MFO Ry FU—I K, 5%
KEMRI B3 =77 TR{ET 7V H . ELTHEA
FURET 7Y A CHRENREYZEELTWET
HBEARMERRo T ZEMHHFEIRE, Lk
2T, E2E[EENS TCTP ORFIEAL Ttk
HBEZLZDREODTIRMMELEbhEME, =7
(REMRI) iz & - T, TCTP OiIIERICEE L
ExB,

BEANELEOZF AN

ZLDFEES IOV FPTRITARTHEREE,
DhBEHLTWS, OB L TWAE&RKEE
D b 24 £ DAL (2000 452005 ) IS
ANTHWEEW, B (ER) BHhoRE0RE
BLEEOEFEEFCIHDTEL, £ TCTP 2iF
R =TOERLELOZERZEREL, RVOFIEZE
FUREFEAENMITEA Y Thofe, 2001 EOEART
TCTP IZ8ML ., REHUTORILE/ER L. H
B (EED BWCEEO H D ANF 2T DI,
DL hFEEOTET s DB T ARITHEE
WERTHBELED,

(BFER)

s BATEELET 7 U AERICIIT B EI0 - &
AT A BUBE, BAREE TR,
BELES, T £ BCmimm 5 16 % 2 §
151-156, 2003 .

Bboic

BABIIZ 9 8RR, EHEMARLLT
KEMRIWJICAZ7 2V c 7 MIBES¥TWEREHE
SRWEEEELE, 27, ZORBICHENTTE
S EMREREERECLILBHRHER LHITBK
BT, Ty ii—4ABGMEHLTEES2HY T
TH, Falzs bAENFRRTETRONEEFE]
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FFFCWEEEZLE, DhOEHEHEFLHITE
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EBTE, MALORENEXBTHZLENTERLD
EERKVEZEREZSTWEY, S LbLAbLR
ORTEERAOSFICEL> THNERLNWEEST
BVETOT, HXE0OEEEEZELBEVHAL
HIFET,

2000 2001 2002 2003 2004 2005 2006
| | | L L L
May Aprxil
—————
&= PESENETO V= S0 = 7‘%1 = Eﬂ'xﬂl F_FEREWRNEIOAIOF
aJx
EEWMS /TCTPEEE LT o Z 7 (REMRI ST (FHD
. . . * s oo LR s oo -
KEMRI S5 O¥EN - EMWEAOS L h
(ERAZEFENRH 27 A2 EREHNT)
[et—a= Mr. 1.0. Genga
- —————p M E W Kibaya
-——— Dr.EM. § k
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18.

w4 —s,3—} - Njoroge -

S IEFA:1996/11/03-1996/12/07 ()
1997/05/07-1999/05/06 {(E33)
AL LRy ERRE

REAZEBRERL s —ERERGVHRERIF R

BitaE

Duv FroZek

#HD4ETHE (Wilfred James Njorogel. fHit ¥4
30 R T, EAOBEHETH S HIVAIDS 0OEERN
W F == b OVE D Thots, ICEHFEERR
PEMEGoTW LR WE, HEKEA X AD
ny R CEEBMAEH 2 RaEHIC 4 FaicBF L
T, FERBEII/ =TIZR3 20 ok, Ll
EIFEER L F =T ICRRL T FUngRY
oy FrORRICEB L, BB g Ty, ik
Br=TRRREoTERNVWEES L] REEHREN
ZLEEE-TH, I BrRELE2TWENS
SDIRIZLTWEN, ] LEWEloTWE, 5254,
o7 EEOHERA XY REIETITS = LIER
BT, b/ XV ApHETZELTERD
Sl ZARD I 4 ES T o3,
W B AT L T,

1998 SR A ANV o — T CELBH Y, &
EHIIDELEEBINTEI LI, EiTE
NFA RS Y2 R—F I RETER R, BT
[Zoein--) ey RUERZORTEBOEE
FHLThLboT,

Mficez ahb k] LHICETE, [{Teon
Vv R TORD #IFEITD T 2FEER, R
DORVBXIISHE LB, 7D L EIRRES
Y THELIIEETTRTLLANETS IS B L
g, ] &, ERBERIZRZ>TWe, LHL, B
EEdHs, r=7EEOEHR, W{LFFrVy b
LEEFTLA XY RACAETEZOFEAD by,
Th, RARALR L BEEOHE -7,

Pak—ThEORYEEOO Y ROZBET,
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FidfEl TFR—, BETARTERO WG
o, W ETBIERES o TAEBLTHR
Wl & Eofk, TR, RoiREhLERRE
21 &, BEIAEERBL TR ELEEREENE
i, R, ABEEOF I LEAL OO NE
TEEOE, ABRLELTWEBRYICHEETE -1,
HEABRLTHRTT 7 ) AROFVEHEETRL T
WE =T, [Njoroge iz T &, 234
Oz SRl BAEALRES T, FLEL, BIE
D EZ A Dr. Kakimoto G343 EF&EMTH
iz, FOaMd Njoroge D& iE o7, THITAR
TEENSTEL ST FERELIZETL L, R

DESEEBo) MLIEEEFEL L., EERN
EIRTTRIIAETCE TRIIAE T 2ol
EZR Do, LALIhBHEETHY LT
bR RLE o,

FATERr =7 TETHIFEBELTWAZ LR A
ATCORESOFER EEEZC L THIT R, Mk M
CHELTHLW, | LmoRERBLELZRICFE
Ui, BERLIcET S0 EPs Thihoicd
T, R ATV ERAS AFaab—- L+ &
—ohiff, Vo LLITWTHLE-RLER2NnDT,
AEBUHETAZ LT, HBOAY QAN
o, Livl, #OAY A LIRHESEEID VF
—EHELTERNMEEOTRR AL LBbholk,
bhaA, PRDEN,

Yz TZZ TR0 DT TTLEEN, #
EHEFIIERTL AMb -, TLith, BV
Hirex b &, HIFCHIIHERREEZ LT,
BUZHEHNIC AR, ZBROPTTICRELROH
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ZAOHAERY OFRE, ZANFFERELE
2k, LirL, BV, BOoFidfEirbbboak
By oRBLELERESRP-ERBLERL- T,
A& I TERWD, | Bk, FOEERh-E
TEEMENMELOFRTITEIT DI EBTERND
tEZE, £ T, RREOEE SRR LES
FoTBUHEHEEEICLEY, HEFERIK T2
NIE L DOFELY THE> THIZFELRAATLES
ol L rol Y EEoTBEWE L TR, 14
AJoREM ] =7 CTEAREHKRE, t0FETIR
ARYILEERITTROICEAIC No problem] &%
DBTEGRFILHELZOFRICBIT T NG, Bx
BT I EBEATVWDIORb)-27, ZANFEATE
EMBEFEE> TS, #k TZHIEABFTLY
B, AEFRLbo i CEATHLTED,
EEWVW 23MEIZFFERELLFORLEILES T,
Zhnd, ZAOKEOHNIZE D EI1TEORRIZIE
AL lrholz,

@ B AHE

1999 FEDFRIT Njoroge 23, B ILIERIFER KEEH
EILREICBEFFEIZR, FLTOFHEDRNIZE
HOMEMBIT I it LEMLGEENH-
o BRIEATVWERTFEBR THERETIT>T
FEERY ICfIcS - T, HEITIZAOEBRRE G
Poated, Wo LITELLIBEZR-T ISEX
MEREE - BRICETHR] S>> Thlhis,

A28 &7~ A H OBICE LEHAERAED
HRLOMBICEBE N H o7, [Njoroge MBIz
WA &, EBRV? &, HEELTWS
BRFiEof, FEMNICEE - BERICEREN 2T
BN, FIRETLELDTEEINW L2IMKITTD
L9RBTHRW, [Z6hREZICVnEbhbi
Wit ¥, FEiIRomhEKE ) EBEVL
TEFx-o, M1FMTBIIEEETEEH -,

MEIXEEOFRIZW=E, Th, b5 EHEEN-
ool FLITEFORIZITE-TNBEIZENEH
BETELRpoTz, (227 [ERIZbhabRNITENR
v RO ETHENL TV, b IIHmE R TWTEI
HhabhMo TV &, EBxbhiz, TARIL
S THERYIZEADNMEL Ao Tz,
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HOESDOREOHERO = DEO ZBIEIXTED
LEATICE N, fAd, BOFHBRTTEIC A,
WEBANICBEWLTEHSI®Tbbot, HOF
OfOREFEEFWOL ERLE2, BITTHRETZ
KIFEFE-TEOT, ok [T o] LEELEME-
T [Ro W LEELS] LE-2T{NDLELIE
ool [HEVIZBRWLREL 2. &,
BBV BRIIK-> T, ThH, HOESE
AOBHZELRTET, BbHahol, Bt 2T
ZARIEBELWEADEEZZER LEOIPHTE-
e, TERYIZELWE 2 ITHRAHZ WA &,
FHTH-T=,

TS bEOEEEZFLORMPICM> TV 5, i
ELHE ok, LEALE S, ZhhoBE LR
SkEAIIZHETH 30 BTHlioTLE-, T,
FIEHDOEOHRIITRE - TELOEINTELT
Wh, 5Th, HOEEZRD &MERL{ERED
LAADIFERELEEZNTHEZTTVWBHIELZ O )
b,

BEH1 19984, AA R PaFx—70% 12 EERET
A XALEEITHM, £ Njoroge

EHE 2 FRALADELD~VAELF—TRMIZETL
NIERE AL FHED
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19. HIVIAIDS 870V 2 7 PRENDFPIK Y L T

FER:
hEGHELDTERANRT ) =9 7
RRREEZRE EHAH
LEEiE

25 Eff KEMRIFJICA 7ux? b, REOH
PIEL LTHEEFTWERE, EThEL DI
ERECELE, TORTEHK T x—X 5 £/ETE
WoEELTHExAZ L cEd, UF 10 EHO
HIV/AIDS 5Bz 2Tk EHE Lk,

HIV/AIDS #7%5 10 42]

HIV/AIDS 53BFBAF— M L7aDiX, B4 72—
Z (1996 4E) M b TF, 10EMT. BEHERERR
Db e, 5 HDEHEME, BLUILOHMEME
23 KEMRI IR &h . L,

BRUOEHEMER. HIV ifbREx v b
(PAHIV-1 ¥ b) ORFBEET oK EMAFRR
Tl ZHHRELVEFORAICTEREN, &
=T EANTH F— b EHE X 5 HIV Frifiial
vy PERRLELETH, BEECEETED x> b
ELTHERLTEELE, PA v MERIZBELT,
By s —r— hO— A BATHHESR 513, BE
REERROEEA L A—D— AL LTERELTY
9, ROBEMRIZ, HIV BFRLETHO M vy
hREF 4 BH T F—r— b LF o R ERMEE
BETT, ¥=77T0 AZT (P70 2ERL
T BRAOBFRETHORETY, BERr =7
NVP (REF ) BEMTCORFRETFHEIT-T
WETH, RAMESOMELSH . FEER AZT.
NPV 2 BRI LTI I s nHmaxnbv E
. FRI08ER, REBEOHIVICET 3<w==
FAMNICERXEE LTRSEEATWET. 5 7
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= — AORPNLNHEGFFERR CH Y, HIV D58
BIORT VANV AORESHEYILE LR, HIV
DR P3 SHRTAITF—— R IZHEEL, *
TS EA TOREEZERTONRE L, KOKF
HEEMRIZ. FFRORERFEMRLE & bICkE#o
HIV fiffgEsx v Ths KEMCOM O, 7=
7ENIZET S HIVY 7 & A FOEEIT 20T
RHE, TS ETOMRORREZRESRETIX
HITHRBEL T EIWnELE, MEME, XKFE
FIEAEM IR TER D L REEEX LBXITRS
H5ELTWET, BREMEE LTOREZFOER
i, =T s BIV EE IC b 5 B RIEE
LLTOFERENRABIOHPY (k b r—<r
A2) OFE (BEE 1), HIV fiikx v FB LT
HIV F— 7 OEB#ROFR- T Lk, BIET
i, HIV Bid Tiadedies X v b HPV Bl E
FBTHY., FTEHBANMERELEVWI LBbHLE
BHTRERIWELE, ZOFRBEELC, F=7T
MORBARBHEIZL D TFEB RS E KEMRI & ¥
s b REEIOBATIRILH LS ELT
WET, BARBEIL, AFREORENESEMIC
ZER-FAEREHRL, TAERKRBINTHREE
TWwa L Z 50T, HIV JA—7DHR Tk, &
V=R OEE=A X, T7U VEE
4 REHBETHERE2ITV, FE72d=2 FE2BEBL
THREETIC 2408 L5, 24 0ETEREER
ET, #Hixs®, F=TOHIVHEDE—NH L
RoTERBLTWC Z & ERWET,
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ANE LT B o mHEFEYEMARE, HIV @
Woex 10 ERBLTATLEEVWE L, M0
HIV Mihbir— oY —E- ey 72470
FE. HH 7 Z—r3— FOFEREICNES X T,
2EZER LTV AIEMRR N ERLZE, BED
HIVZFEABHdERNVET,

=7 AAEMESERICT, HIV FROFIZ/
A= RHED P3 TARBELRE L, R
1999 2 ATH Y., ¥ =7 THRHD P3 7R TT.
FOHRYETEEITV, WIEOP3 ZHTIE, BART

FHEL T&E e U F—r3i— +®O— AH HIV & 4Bk,

EELIELTVnET, BEREBRLEL N,
KEMCOM ik, Y=7ENTERATES LS
IZREEDOEBEEED, §BO~Y—4F v FEREL
TWAERRETT,

HIV IZBET AR AT LT IVWEE T
HATEY, il TERT AR L EME O
2R MBELML. TOMTIIRELZ EBH ) F7,
PAHIV-1 %y MEASSSFNIL HIV # A 7 1 5 L
LTWELEDS, TOE HIVE A 72 08HLHE
sz Eiz/zy, KEMCOM MBI ELL,
F-LHL P3 FARTHIVAEOKEZFELTWY
LR, BEZHLIEBALLZIZY BEMTT,
=7 BUAOKRRIZEEEZMRITOOb. =7
TRMETRENL NI ZLEFFICZBLTTHTS
ZEFETHELWEREEELE,
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EH 4

BEERREE 7 2—X, BBREbozA v o F—
—+ 7%, H#E® KEMRI TOHELLICE-Z
LB EAHLYETE, #HbE—RHIEELT 4
=V RT— I~ fToTEREZEBICLTRESET
FWELEZEEAO—EDELLEVELE,
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1. Experiences and Thoughts of a former KEMRI/JICA

Program Coordinator

Current: Assistant Director,

Research Collaboration and Consultancies
KEMRI

Peter M. Tukei

Dr. Peter M Tukei has had the privilege of being
closely associated with the beginnings of this
project and also the operations of the project from
1979 to 2000. Dr. Tukei is the founder Director of
the Virus Research Centre -VRC [now Centre for
Virus Research- CVR] since its inception in 1977
till 2000. The CVR was and is still one of the
CORE centers for this project.

The initial VCR included the current Centre for
Microbiology Research [CMR]. The VRC and the
Clinical Research Centre [CRC] now renamed The
Centre for Clinical Research [CCR] were the two
main Centres catered for in terms of the
Laboratories and clinical facilities and Equipment
at the KEMRI Headquarters constructed by JICA.
The Traditional Medicines and Drugs Research
Centre [TMDRC] was provided with Laboratory
space but no equipment.

The
laboratories” as had been envisaged by Professor
Thairu — the then Chairman of KEMRI, were
eventually taken over by TMDRC.

The subseguent creation of more Centres
introduced other changes in the allocation of
laboratory spaces in KEMRI Headquarters.

Memories of The Project and Its Achievements:

1. The KEMRI-JICA project materialized at a
very critical time when KEMRI was just being

original space for “Physiological
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formed. KEMRI needed a very close and an
understanding Partner to help its development. In
my view the KEMRI/ JICA project fulfilled this
role very amicably.

2. The construction of KEMRI Headquarters
and Laboratories on Mbagathi way by JICA must
be viewed as one of the giant steps in the historical
development of KEMRI.

3. The initial projects of KEMRIAJICA, focused
clearly on priority health problems in Kenya and
the region. These were causes of diarrhea and
Acute Respiratory Infections in young children
which were considered and are still considered a
priority. Although the project activities tackled the
major issues of defining the major causative
agents [Bacterial as well as Virall, the issues of
their management through vaccination still
remain a big challenge.

4. It is instructive to observe that the
KEMRI/ICA project has over the years changed
gears every five years in order to align itself with
the prevailing health priorities in Kenya and the
Region. One of the most successful projects has
been “Viral Hepatitis”. The justifications for
initiating this project were based on:

a. Epidemiological importance of the wvarious
outcomes of acute viral hepatitis B.

b. The fact that a hepatitis B wvaccine had
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become available globally hence there was
opportunity to do some critical interventions. It is
gratifying to see that through the activities of the
KEMRI/JICA project, the MOH of the government
of Kenya was scientifically guided to rational
introduction of universal Hepatitis B vaccination
for children under the Expanded Program of
Immunization — KEPL. The KEMRI/AJICA preject
has also pursued a first in this program by
pioneering the development of a Hepatitis B
screening reagents — “The KEMRI-HEPCELL".
Unlike most public sector laboratory curiosities,
the KEMRI/JICA project has gone beyond the
laboratory and built “A Production Unit” within
KEMRI to manufacture and market this reagent.

5. Development of Human Resources for basic
Medical Research in KEMRI, has to be credited to
a very large extent to the presence and facilitation
and influence of the KEMRI/MJICA project. Many
Scientists have benefited immensely by the
training in Institutions in Japan and perhaps
much more so by working hand in hand and
interacting with Japanese Experts in Kenya and
in Japan.

Observations, Comments and Suggestions to the
KEMRI/JICA Project*

1. The KEMRI/JICA project is still very relevant
to the Health Research and Development
challenges of Kenya and this Region.

2. The HIV/ATIDS Pan-endemic has introduced
the need for more involvement in the delivery of
critical services in addition to the traditional pure
academic research undertakings. Operational
research issues concerning the confrol of the
spread of HIV/AIDS are a global emergency and
the KEMRI/JICA project has great relevance and
must therefore engage actively in this feld.

3. The Third Country Training Program has
conducted many training sessions in Kenya but
the “TMPACT” of this training in the neighbouring
countries may not become visible unless drastic
changes the
implemented. The level of the Trainees is perhaps

in follow up programs are

appropriate for technical operations of the new
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technologies but not for POLICY development and
Operationalization of the necessary programs or
projects to benefit from these technologies.

4. One of the initial difficulties the project had in
Human Resource Development concerned the
award of recognized Degrees and Diplomas by
Japanese Institutions. Kenya operates in line with
the Western or specifically the British system of
progression based on acquiring recognized
qualifications. I believe this issue is receiving the
attention it deserves from both the Kenyan system
and the Japanese system. The project did loose
some bright scholars who preferred to participate
in projects that gave opportunities for acquiring
recognized qualifications.

5. The chronic and most difficult issue concerns
the inability of the KEMR/JICA project to
recognize [or it ignores it] that the government of
Kenya salary scales do not adequately remunerate
scientists and yet the officers are required to be
productive. Some other programs operating under
similar circumstances to the KEMRI/JICA project
in Xenya, have worked out “Topping-up”
arrangements such that the officers on their
programs are given some monthly allowance to
supplement their meager salaries. This motivates
officers to concentrate on their projects rather
than seeking other outlets for extra incomes. I
make these pleas passionately because I have been
a Coordinator for the KEMRI/JICA project for
several years and I have witnessed the low moral
of the officers called upon to deliver.

6. The KEMRI/JICA project was instrumental in
facilitating establishment of an Electron
Microscope Unit in KEMRI. This facility has
currently two Transmission Electron Microscopes.
A number of sctentists trained in Japan and on the
project to implement research activities utilizing
these facilities, have come and gbne. There is
currently only one senior technologist manning
this unit. It is my view that this unit has great
challenges in this era of “Emerging Infections”.
There “Rapid
Diagnostic” technologies such as PCR and

is need to supplement other

Mbolecular Sequencing with Transmission and



Scanning Electron Microscopy. I would therefore
appeal for “a Scanning Electron Microscope” for
this and the
strengthening of activities within this unit.
of
emerging infections are a worthwhile and justified
investment within the context of KEMRI/JICA

co-operation and collaboration.

unit vigorous revival and

Regional capabilities for rapid diagnosis

Experts who have influenced the achievements
of the project:

It is not easy to catalogue the numerous Experts
that have performed their duties under this
project. I find it best to state that most of the
Experts that the project Leaders in Japan selected
were equal to their tasks. It is not unusual that
under such circumstances, one or two Experts

turned out not to be productive due, at times, to

their inability to communicate adequately in the
English language.

I would personally like to appreciate the role the
Program Leaders in Japan have played in steering
this project over the years. I have great admiration
for Professor Yano’s role in Hepatitis, Professor
Kurimura in HIV/AIDS, and Professor Chiba in
viral diarrheas. Professor Akai was one of the
outstanding Team Leaders whose influence both in
Japan and in Kenya facilitated the introduction of
some perceived difficult changes in procedures
within the project.

I take this opportunity to salute all the
Japanese Experts that I was privileged to interact
with. T learnt a lot from them and hopefully we
enlightened them also on the KEMRI and Kenyan

systems in general.

Dr. Abdullah (Chairman of KEMRI Board), Dr. Kakuno (Chief Advisor), Dr Tukei (Head of VRC), and Dr. Koech
(Director, KEMRI) take the JICA President, Mr. Fujita for the tour of the Institute during his visit to KEMRI (Editorial

Committee)
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2. The Communicable Diseases Research and Control Project

(1979-1984)

Current: Assistant Director (Training)
KEMRI
Peter G. Waiyaki

I. Background

I feel deeply honoured in being requested to
contribute an article for the commemoration book
“KEMRI/JJICA PROJECT (1979-2006). This
project has contributed towards the development
of health sciences research and the enhancement
of the health status of Kenyans and others in the
region and the world. Because of the extensive
nature of the Project’s activities, my paper will
focus on the historical phases of the Communicable
Diseases Research and Control Project (CDRCP,
1979-1984) and the contributions made.

In the late seventies, the Government of Kenya
requested the Government of Japan for technical
assistance to develop biomedical research capacity.
The Japan International Cooperation Agency (JICA)
dispatched an Implementation Survey Team and
the Records of Discussion were signed on 7th March,
1979, in essence extending for a period of five years
the earlier technical cooperation. The objectives of
the CDRCP were to conduct basic and applied
research on prevalent infectious diseases, with
Aspects of
bacteriology, virology and parasitology were to be

emphasis on diarrhoeal diseases,

covered.
schistosomiasis, intestinal parasitosis and filariasis.
For the latter three areas, it was envisaged that the

Other investigations were to cover

studies would be carried out in a predesignated
model area in Kwale District, Coast Province and
the results arising therefrom would form a basis for
enacting preventive measures not only in the area
itself but also in areas in other parts of Kenya.
Studies on diarrhoeal diseases were to be based in
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different parts of Kenya. Dr. Muhohe'’s article will
give information on parasitological studies and
findings.

At the time the Project was initiated, there was a
shortage of qualified Kenyans who could carry out
high quality research. The laboratories were
poorly equipped and with marked financial
constraints. These were viewed as factors that
would impede the implementation of any measures
that would effectively lead to the achievement of
the Project’s objectives. For these and other
reasons, technology transfer was 1dentified as being
fundamental if the Project was to be a success.
Thus, the participation of expert technical and
scientific personnel from Japan, provision of
equipment, lahoratory consumables, vehicles and
direct financial infusions by JICA became necessary.
The training of Kenyan personnel in Japanese
institutions was also identified as
component in technology transfer and by mid
1980s a number of Kenyans had either been

a key

trained or were being trained in Japan.

I became involved in the Communicable
Diseases Research and Control Project in May
1983 when I joined KEMRI and worked under Dr.
Peter M. Tukei who was then the Director of the
Virus Research Centre. The Japanese Team
Leader of the CDRCP was Professor Yoshiki Acki
from the School of Medicine Nagasaki University.
The CDRCP lasted five years but despite its short
life, research results with practical value in
interventions were obtained and the foundation

for future technical cooperation in health sciences
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research was laid. Prof. Acki left in February
1984 and I took over as the head of the CDRCP.

In December 20 and 21, 1983 the KEMRI Board
Golf Hotel in
Kakamega and reorganized KEMRIs research

of Management met at the

structure and Centres’ mandates and also created
new ones. One of the centres was Centre for
Microbiology Research (CMR) which became
functional in July 1984. I was appointed Director
of CMR and was charged with the responsibility of
formulating Terms of Reference and mandates as
well as charting out direction for the centre’s
future.
the yet uncompleted but highly successful

To me the logical thing was to continue

research activities previously done under the
CDRCP before embarking on new ones. Luckily
CMR benefited tremendously from continued
assistance by JICA and the research activities
under CDRCP were extended and expanded
during later years i.e. 1985-1996 when technical
cooperation between KEMRI and JICA grew by
leaps and bounds.

IL. Studies on bacterial diarrhoea

I will now summarise the key scientific findings
of CDRCP. In bacteriology, the seasonal variation
of diarrhoeogenic bacterial pathogens
established and analysis of drinking water in Waa,
Ngombeni, Likoni and Tiwi in Coast Province
carried All  water
contaminated with intestinal bacteria i.e. Proteus

was

out. samples were
species, Pseudomonas, Klebsiella, Enterobacter
and Citrobacter, Shigella, Salmonella
entevopathogenic Escherichia coli (EPEC) most of
which are aeticlogical agents of diarrhoea.
Twenty eight (28) different E. colf serotypes were
identified and the most prevalent was 027:kt.
There were cases of double infections.
Enterctoxigenic Escherichia coli (ETEC) were
also isolated and checked for production of labile
toxin (LT) and stable toxin (ST). From 782 stool
samples, an ETEC infection rate of 6% was found.
Subsequent studies established that ST producers
were predominant and that the rates of ETEC

and

isolation in Kenya was relatively low compared
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with those reported in some other countries. The
data pointed out the need to carry out expanded
studies on the epidemiology of ETEC and their
relative contribution to the aeticlogy of diarrhoea
Studies addressing this problem were
later carried out wunder the auspices of
KEMRI/JICA and other groups and it has been
established that ETEC are a significant cause of
diarrhoea, especially in European and American

in Kenya.

travellers visiting Kenya.

I will now turn my attention to studies on
cholera. There were seven surveillance studies
carried out in 1982 in the Coast Province. Water
sources at Shirazi camp yielded two positive cases
for Vibrio cholerae Ogawa serotype. There were
no Kappa phage isolated.

A final surveillance on outpatients in medical
facilities in the study area was carried cut in June
1982 and the results indicated that there were
either fow or no cholera cases detected after May
1982. It was concluded that the cholera outbreak
in 1982 was a relatively minor one and that there
were few healthy carriers. Improvements in
sanitary and hygienic practices of the people in the
study were noted. This was due to the tireless
efforts of the public health officers who carried out
aggressive and extensive public health education
activities and also made follow up visits to the
patient and other household contacts. From the
data obtained, isolation and treatment of patients,
management of contacts, improvements in
environmental sanitation and surveillance were
identified as having played crucial roles in the
control of cholera.

There were other studies on the characterization
of Vibrio cholerae isolated from different parts of
Kenya, with the majority of the strains originating
from Nyanza Province. Most isolates were
serotype Ogawa with a few in the Inaba serotype
category. All strains were El Tor Celehes original
type and resistant to phage IV. Cut of 247 strains
examined for sensitivity/resistance to polymyxin B,
only one strain was sensitive and all the other 247
strains were resistant. High resistance (194/246)

to tetracycline, streptomycin and ampicillin was
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observed but no strains were resistant to
gentamicin. The majority of the strains ie.
247/247 were positive in the chicken erythrocyte
agglutination test. All were lysogenic but none
were sensitive to the Kappa phage. Considering
that in 1975 only 11% of Vibrio choleraeisolated in
Kenya were haemolytic and that in 1983, the
majority were haemolytic, it appeared that the
haemolytic behaviour of Vibrio cholerae was
shifting considerably. The isolates were tested
for fermentative activities using sucrose, mannose
and arabinose and all belonged to Heiberg group 1.

Other studies included investigations on the
occurrence of Campylobacter jejuni in patients at
From a study in 1983 on 779
children ranging in age from 0-8 years isolation
rate of 17% during the month of July (cool season)
declined to 5.4% in September and then rose to 12%
in November of the same year Cases of mixed
infections with EPEC, Shigella and Salmonella
species were quite common. The majority of the

the Coast Province.

Campylobacter infections were due to biotype 1.

III. Studies on rotaviruses

During the early phases of my tenure as
Director CMR, the investigations on diarrhoeal
cases due to rotaviruses started earlier during the
life of CDRCP and under the direction of Dr.
Peter Tukei. The studies were completed and the
results of
Communicable Diseases Research and Control
Project (JICA Publication No.34, March 1985).
Briefly the highlights of the studies included but
were not limited to the following:

compiled in the Final Report

Monthly survey of rotaviruses in faeces from
children in Nyeri and Mombasa established that
up to 50% of the diarrhoeal cases were due to
rotavirus and the virus could be detected during
all seasons.

The analysis of rotavirus genomic ribonucleic
(RNA)

electropheresis was carried out on rotavirus

acid using Polyacrylamide gel
strains in two provinces from early 1982 to the
middle of 1983. Eighteen electropherotypes were

detected in 30 specimens in Nairobi and included
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six short types. From the coastal region 16
electropherotypes (including three short types
were detected from 70 virus specimens. Except
for one strain, there identical
electropherotypes detected between the groups of
rotaviruses obtained from the two provinces. It
was  surprising that different
electropherotypes from the two provinces could be
found in such a relatively short period of time.

were no

50 many

This was not the experience of rotavirclogists
working other The results
demonstrated that characterization of rotavirus

in countries,
was important in elucidating the epidemiology of
rotavirus infections in the tropical countries.
Further expanded studies on rotavirus infection
were carried out in the Coast and Nairobi Provinces.
Seventy-one percent (71%) of the
electropherotypes detected were of the long type
and 29% of the short type, thus indicating a
predominance of the long type in the two provinces.
There were also mixed electropherotypes. However,
it was not established whether the mixed
electropherotypes resulied from
mutation or mixed infections with different strains.
Other studies on rotavirus infections in African,
Asian and European children attending a private
clinic in Nairobi did not detect differences in
incidences of rotavirus infection among the

rotavirus

reassortment,

different racial groups.

IV. Concluding Remarks

From the above brief, it is apparent that much
useful data on the aeticlogy of diarrhoeal diseases
in Kenya was obtained and set the stage for
further expanded studies with a view to taking
appropriate measures to reduce the menace of
diarrhoeal diseases.

V. Acknowledgement

Before I conclude this article, I want to express
my deepest appreciation tc all the Japanese
Experts and Kenyan Counterparts for creating
harmonious working relationships, overcoming
cultural barriers and achieving the objectives of
the CDRCP.
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3. My Memories about JICA

Current: Assistant Director,
Communications
Mawuli W, Kofi-Tsekpo

Introduction

My experience with the KEMRI/JICA Project
could be considered to be proportionately small,
but interesting and rewarding. Although I joined
KEMRI July 1983, it was not until 1994 that I had
a direct contact with the Project. I was however,
occasionally invited to the cocktail/dinners where I
met the experts and officials who were very
friendly.

First Official Contact

Sometime in 1994, following an informal
discussion with the JICA Chief Advisor, Professor
Akai, it was agreed that a scientist from Nagasaki
University would come and spend two weeks with
me at the Centre for Traditional Medicine and
Drug Research. Accordingly, the scientist Dr Jun
Maki arrived sometime in June of that year. He
spent the first three days at CMR before he was
brought to me at CTMDR.

On the first day of Dr Maki’s arrival at CTMDR,
he told me that he specialized in filariasis and he
had been informed that I had a complete database
of medicinal plants and traditional medicines for
treating filariasis. He demanded to have that
information immediately! No of
explanation that such a database did not exist and
that I had not done any specific research project in
this field was acceptable to him. On seeing that
this misinformation was beginning to create a

amount

crisig, I invited Professor Akai to resolve the issue.
After that I had a fruitful interaction with Dr
Maki in the subsequent nine days. We made a

field trip to Taveta and lake Jipe, and afterwards
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we also travelled to Kilifi district. Dr Jun Maki
took away a few freeze dvied materials from
medicinal plants and we later published a paper
titled: Non-effectiveness of Azadirachta indica
{neem) leaf extract against the larvae of
Angiostrongylus cantonensis and Trichinella
spiralis (Trop. Med. 1997; 39 (2) 65-68).

This first contact with Dr Maki created a bond of
friendship hetween us and also increased my
friendship with Professor Yoshiki Aoki who was Dr
Maki’'s head of department in Nagasaki
University.

Formal Imvolvement of the CTMDR in the
KEMRI-JICA. Project

The initial preparations for the official
involvement of CTMDR in the KEMRI-JICA
Project started in June 1995. Discussions were
carried out to determine the overall goal of the
collaboration and to identify the
outcomes. In September 1996 Professor Shiraki of

expected

the Department of Virology from the Toyama
Medical and Pharmaceutical University visited
CTMDR in KEMRI. In November-December 1996
I visited Japan to cement the collaboration with
the Department of Virology of the Toyama Medical
and Pharmaceutical University.

Collaboration between the two departments
started in earnmest in 1997 and Dr Kurckawa
visited KEMRI to carry out technology transfer on
methodologies for evaluating medicinal plant
extracts for the HIV
Methodologies for investigating the anti-HSV
properties of plants were also developed and

inhibitory properties.
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transferred. Mr. Festus Tolo also travelled to
Toyama to acquire further some more technology
skills.

By late 1999, severn medicinal plants were
identified whose extracts were potent inhibitors of
HIV-1 reverse transcript and were also potent
inhibitors of HSV-1 and HSV-2, The success of this
investigation was unswrpassed in the field of
screening medicinal plants for anti-HIV and
anti-HSV activities. Two extensive publications
were produced from these results.

It was about this time that I left the directorship
of the Centre for Traditional Medicine and Drug
Research.

Participation in the KEMRI-JICA Building
Design Team for the Construction of the Training
and Production Centres

I was requested by Director KEMRI to join the
Design Team for the above named buildings which
were completed a few weeks ago. I was specifically
the
equipment although I participated in all other
aspects of the design of the buildings. This was
because the Japanese team was exceptionally

KEMRI counter-part for acquisition of

accommodating and very friendly. I believed that

114

we developped professional and life-long

friendships.

General Obsgervations

The interactions in the KEMRI-JICA Project
have been truly partnerships whereby Kenyan and
Japanese counter-parts work side by side in the
laboratory or in the filed. This has been
commendable because technology transfer is
carried out smoothly and the Japanese scientists
should be praised for this.

My interactions with scientists from Japan as
well as the design team were exceptionally very
good. I worked with them at the highest levels of

teamwork and comradeship.

Suggestions

It has been noted that some programmes under
the Project have been terminated. A serious
consideration should be given to re-examining and
renewing them. For example, it is felt that the
termination of medicinal plants programme was
premature, considering that this collaboration
only started in 1996 and the success was
phenomenal by any standards in this field.
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4. Achievements of KEMRI/JICA Project (1979-2006)

Current: Director, Centre for Virus Research
Fredrick. A. Okoth

I joined KEMRI in 1984 and got involved in JICA
Project in 19856 when Dr. Yamanaka started the
Hepatitis project in Maragua, Muranga. This was
a community-based project from which we learnt a

lot about hepatitis B virus (HBV) in central Kenya.

From this study it was found that the prevalence
of HBV in Central Kenya is about 1% as opposed
to 30% in North-Western Xenya. It was also found
that vertical transmission of HBV is not as
important in Kenya as it is in S.E. Asia. Tt 1s with
this information that KEPI was able to carry out a
pilot project in 1990 of incorporating hepatitis B
vaccine into KEPI vaccines that was very
successful. This was followed in November 2001,
by incorporation of Hepatitis B vaccine into KEPI

vaccines in Kenya.

We also visited the provincial hospitals in Kenya
and carried out serological surveys and ultrasound
screening of chronic liver disease patients. It was
found that cases of hepatocellular carcinoma (HCC)
present at an advanced stage. Most cases are
diffuse or large at presentation and would not
benefit from therapeutic maneouvres like alcohol
injection. It was found that 50% of HCC cases
would be alphafetoprotein (AFP) positive and the
rest would be negative. Ultrasound screening (US)
would pick most of the HCC. Therefore US
screening and ATP monitoring would be useful in
following up chronic liver disease patients to detect
HCC as soon as it develops considering that liver

biopsy is difficult to do in most provincial centers.

The other notable achievement has been the
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development of KEMRI HEP-CELL KIT for
screening for hepatitis B surface antigen (HBsAg).
We managed to produce this kit using local
material with technology from dJapan. In the
initial stages serum was brought from Japan and
used to produce a kit by local scientists under the
supervision of Japanese expert. Later we used
serum from local blood donor units and sheep red
blood cells from local slaughter houses under local
experts trained by the Japanese. The initial kit
was a wet preparation which meant that the
package was bulky and required special storage
and transportation. This was overcome by
Iyophilizing the kit. KEMRI supplied the kit to all
provincial hospitals for screening for HBV in blood
The
government then agreed to buy the kit at a

donor units for free for over 10 years.

nominal fee to enable us to sustain its production.
The production was being carried out in the
hepatitis division on a small scale in congested
area. The government of Japan through
appropriation — in aid built for us a production
unit which is going to allow us to produce the kit
on a commercial scale. The project started a third
country training programme (TCTP) through
which participants are invited from other African
Countries for training in the use of the KEMRI
HEP-CELL kit.
the use of the kit in other countries in the region
and would improve sustainability of preduction.

This would enable us to expand

The dJapanese experts who worked in the
hepatitis division during this period contributed in

special ways and their contributions are

acknowledged,
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5. My Memory of the KEMRI/JICA Project (1990-1996)

ICIPE: International Centre of Insect Physiology and Entomology

Head, Human Health Division
John Githure

My memory of the project

I was involved in the Project from 1990 to 1996
as the Coordinator and the Director KEMRI
representative in the Project. At that time, the
Project involved only two Centres in KEMRI,
namely VRC, CMR. Having not worked in the
field of virology and microbiology which were the
two areas the Centres were addressing, I felt a bit
out of place and wondered how I would cope.
Fortunately for me, I met the most accommodating
Project Chief Advisor, Prof. K. Akai and JICA
Coordinator, Mr. T. Endo. They took me through
" the process and introduced me to the Japanese
way of thinking, so that by the end of one year, I
was acting and thinking like the Japanese team.
This impressed Prof. Akai who arranged for my
visit to Japan in 1992 for 3 months and again in
1995 for 6 weeks.

He made my stay in Japan very comfortable
since he had already alerted the Japanese to treat
me well and show me around. My relationship
with Prof Akai and Mr. Endo exposed me to an
The three of

us were in constant communication and were able

efficient way of running the Project.

to make forward planning and solve problems as
Prof. Akai used to remind me that the
Japanese make their scientific plans 20 years in

they arose.

advance and for the national development plan as
many as b0 years in advance and that curs which
was only 2 years in advance was a simple matter.
At that time, we were running 5 projects,
namely, schistosomiasis and filariasis in Kwale,
bacterial diarrhoea in Malindi, viral diarrhoea in

Nakuru and viral hepatitis in Maragua. The
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most successful project was viral hepatitis, which
had a tangible output. Development of test kit
and capacity building to adopt this technology
were the highlights of this project. In the projects,
it was difficult to assess the impact as well as
deliverables. I remember a lot of inputs were
made into the schistosomiasis project, where
water pipes and swimming pools were constructed
for the community. This was not sustainable
because of lack of community involvement and the
scheme collapsed. Likewise, in the filariasis and
the diarrhoea projects it was not easy to measure
impact despite a lot of resources allocated to these
projects. Some of the major inputs were the
construction of a laboratory in Malindi and a
Guest House in Kwale.

Towards the end of the 5 years of Phase 2, the
JICA and KEMRI teams felt there was a need te
address national priority areas and involve other
Centres the
Schistosomiasis were dropped while the viral and

in Project. Filariasis and

bacterial diarrhoea were scaled down and
although they were
Viral
hepatitis was retained with the addition of acute
respiratory infections and HIV/AIDS. As a result,
all the 10 Centres of KEMRI were incorporated in
running the Project.

eventually wound up,
occasionally revisited in the HIV project.

This made the running of the project more
cumbersome and difficult to manage especially
with the new centres that were not familiar with the
operations of the JICA Projects. It is for this reason
that Dr. Orege from Alupe and I were sponsored to
go to Japan for 6 weeks to acquaint ourselves with
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the new partner institutions in J‘apan.

With the increased numbers of counterparts
aspiring for training, the most challenging issue
was to select counterparts to train in Japan. A
trip to Japan seemed to be the overriding incentive
for one to be involved in the Project, since they
were assured of returning home with electronics or
even a car. There was a lot of lobbying by the
Kenyan counterparts who felt they were qualified
enough to go to Japan but the final decision to
send anyone rested with the JICA Chief Advisor.

By the time I left the Project in 1996, Prof. Akai
had left the Project and was replaced by Dr.
Kakuno who did not command the same respect as
Prof. Akai.

Achievements of the Project
According to the
achievements of the project during my time as the

my personal view,
Coordinator were as follows:

-The Chief Advisor was able to negotiate with
JICA in Tokyo to allow for long-term training of
Kenyan counterparts leading to a PhD. Drs.
Mwandawiro and Songok were the first to benefit
from this negotiation.

+ It was tentatively agreed that Kenyan
counterparts could be trained in third countries.

- The project expanded to include ARI and
HIV/AIDS and embraced all the KEMRI Centres
in addition to the original CMR and VRC, which
started in 1979.

-The viral hepatitis project became a showcase
for the Project because of the test kit and training
of provincial and district health workers in Kenya
and the eastern African region.

- A tripartite collaboration was established
KEMRI, Institute
University of Zambia.

- A Guest House and a Laboratory were
constructed in Malindi and Kwale district hospitals
respectively.

A P3 Biosafety Laboratory was constructed at
KEMRI Hqs to handle pathogens,

‘Prior to this, all procurements were arranged

between Noguchi and

by Japanese experts and procured in Japan. This
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changed to local after

negotiations by Mr. Endo so as to ensure after-sale

was procurement

maintenance.

Observations/suggestions to JICA

The JICA experts were not selected on the basis
of the requirements of the Project. This to my
observation depended on willingness of an expert
to come to Kenya and selected from a University
where the Chief Advisor wanted collaboration.
More often than not, the experts were ill prepared
to interact effectively with the Kenyan
counterparts because they believed in top-down
technology transfer with no questions asked.
This did not work in some cases where the experts
happened to know very little on the subject
compared to their Kenyan counterparts.

My suggestion is that JICA should drop the
word Expert and replace it with a collaborator or
Partner.
inexperienced, they can also learn something from

Since some of the experts are young and
the Kenyan counterparts

Observations/Suggestions to KEMRI

I observed that the only incentive that attracted
Kenyan counterpart to the Project was a trip to
Japan. Although this was meant to be a training
attachment, most of the participants could not
The

where to train was given by the expert working

show any expertise gained. decision on
with the counterpart. This in most cases did not
address the needs of the project and adding
language barrier to this, some of the training
conducted in Japan was basic and monoctonous to
the participants.

My suggestion is that KEMRI should conduct an
evaluation exercise of those trained in Japan and
also select only a few institutions that can offer the
technology required for the Project and those that
have Japanese with less of a language baryier.

In addition, third country training in Europe or
other African countries should be encouraged.

The experts who influenced the Project
In my view, Prof Akai who was the Chief
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Advisor and Mr. Endo, the JICA Coordinator made
a significant improvement in the relationship
between JICA and KEMRI. His advance in age
and his interest in the welfare of the Project made
some of the rigid JICA policies to be revised. This
included, counterpaxt support, long-texrm training,
infrastructure development and procurement

system.

Memorabilia of the Project

I feel very privileged to have been appointed to
lead a team of Kenyan Counterparts to interact
with JICA
implementing priority projects in Kenya and the

experts in developing and

region. This exposure for seven years taught me

a few tricks about planning and using simple
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strategies to solve complicated problems. The
approach to problem by JICA was always with
reference on how they as a nation emerged from
extreme poverty in the early 1900s to rise to where
they are today by simply working hard and
utilizing the available resources effectively. One
of the often-misused resources is TIME. My
interaction with JICA helped me to appreciate
that planning ahead and tackling the problems as
they arise is the most effective way of improving
my welfare and those directly working with me.
Compared with other major collaborators that I
interacted with at KEMRI, JICA seems to be the
only one that impressed me as having long-term
interest in the welfare of Kenyans.
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6. Fond Memories about JICA

Current: Chief Administrative Officer (R&D)
J. N. Kariuki

I joined KEMRI on Ist August 1986, By that
time JICA was still one of the major collaborators
in KEMRI. Since then, I have watched with
appreciation the very strong support the Institute
has received from JICA.

The very significant kind of support has been in:

(a) Infrastructures Development

The main infrastructure one can see is the
KEMRI Headquarters office and Laboratory
complex, the Laboratory in Malindi, the Kwale
Guest House and wvery recently, the Training
Centre and Production Department at KEMRI
Headquarters.

(b) Staff Development:-

JICA has contributed immensely in the staff
development. Several scientists, technologists
and members of administrative staff have been
trained in Japan. The same cadres have also
learned a lot through technology transfer from the
Japanese experts who have served in the Institute.

I am a beneficially of this training. I travelled to
Japan on a Management and Administration
Ohservation Tour in 1992 and the visit was an eye
opener, I was able to observe the Japanese
culture of work and also visit several Universities
and hospitals, which were hosting KEMRI staff for
training.

(c) Equipment Supply:

The capacity that KEMRI has to undertake high
level research and training has evolved from the
high quality equipment supplied by JICA over the
long period of collaboration. JICA has over the
staif and also

years trained maintenance
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dispatched maintenance engineers regularly.

JICA support has also been very significant
during the African Health Sciences Congresses
held in Kenya, South Africa, Ghana, Tanzania,
Uganda Ethiopia and Egypt in the last 26 years.
Several scientists and technologists as well as
experts have been facilitated generously by JICA
to atfend and present papers during these
congresses. This has made it possible for the
participants to present results form the
KEMRBI/JICA projects during the African Health
Sciences Congress and other international forums.
A lot of this information has also been published in
the African Journal of Health Sciences and other
important journal all over the world.

Generally one cannot but thank JICA for the
above contributions. It is through this
collaboration that KEMRI has taken a Centre
stage in research, training and improvement of
health in the region.

Support in the Third Country Training
Programme on Blood Safety and the International
Parasite Control Initiative has also been immense.
These courses are very important in the region.

Finally, our working relations with JICA
International Office in Japan, The Country Office
in Kenya and the KEMRI/JICA Programme have
been very amicable over the years. JICAs
contributions over the vears have been well
utilized. One can see over the years, Japanese
assistance as having a direct and major
contribution in this country. I look forward to
continued collaboration with JICA
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15 June, 1983

The Contractor, from Takenaka KoMuTen, is taking the Minister of Science and Technology, Hon. Nicholas K Biwott
on a tour of the construction ground where KEMRI HQ would be constructed, accompanied by Japanese Ambassador
H.E. Mr. Teruo Kosugi, (behind the minister), Area MP, Hon. Mr. Philip Leakey (ext. left), The Chiarman of KEMRI
Board of Management Prof K. Thairu (second right) and PS of Ministry of Regional Science and Technology, Prof
Githinji (ext. right}
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7. Impact of JICA in KEMRI 1997-2006

Current: Director, CRDR

Association of the Acute Respiratory Infections
(ARI) team and later Opportunistic Infections (OI)
team dates back to 1997. The biggest difference
that hit me in the beginning was that JICA
supported activities but the funds available were
not clear. The high profile activities were also
encouraged, this included dissemination made on
ARI that was aired during the ceremonies to mark
20 years of KEMRI's existence.
including KEMRI communicated much more with
fellow scientists or the officer(s) that the science
would be useful to and not the general public.

This has made the general public remain in the
dark not knowing the technology that the Institute
contributes towards science and health in general.

The project has brought also collaboration
within and outside the Institute. The key drive of
OI has been CRDR and CMR but CVR, CBRD
Public Relations Officer among others have

We, in research

worked very closely.

CTMDR and CIPSDR, Busia, though part of OI
have been working semi-dependent. We were
able to work very closely with NPHL in developing
curricular and training laboratory technologists in
all major public health hospitals.

We have divided the presentations into:

1. Infrastructure

2. Training and Exchange Program

3. Factors which have influenced the

achievement of the Project

4. Observations

1. Infrastructure

Since the inception of EEMRI /JICA
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KEMRI
Evans Amukoye
collaboration, there has been tremendous

development and improvement in technical and
infrastructural capability for
infectious and opportunistic diseases. During this
period the institute has witnessed the
establishment of two main research facilities for
use in diagnosis and research on bacterial and

research in

mycological conditions. ARI being one of the
leading causes of mortality and morbidity in
Kenya, the initiative by KEMRI to establish and
fund research in this area of health significance is
an indication of commitment by JICA and KEMRI
to improve on health care system of the population
of Kenya and reduce mortality assoctated with
ARI. This was done by first establishing the
bacteriology and mycology with a joint effort of
scientist and staff of CMR and CRDR.

1.1 Bacteriology Laboratory

The bacteriology which is located in the main
CRDR compound is one of the big contributions by
JICA towards realization of health and reduction
of mortality associated with bacterial infection.
The facility is the only one in KEMRI dealing with
bacteriological investigations of respiratory nature
other than TB. From its inception in 1997, the
facility has enjoyed generous support in terms of
state of art equiﬁment essential for research and
control of acute respiratory infections. One of the
equipment includes a bronchoscope a facility
provided by JICA that has enabled research and
diagnosis in respiratory related infections which
has led to better understanding of common causes
of ARI in children and common opportunistic
infection in HIV/ATDS and the drug susceptibility
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profiles. From this it has clearly emerged that
public education on symptoms of ARI and health
seeking behaviors are essential factors in reducing
ARI related complications. It is from this that a
video was developed as an educational tool for
health secking behavior which has a significant
impact on the mortality related ARI,

Further development was witnessed since the
inception of the project in 1997 in tferms of
recruitment of new personnel and training in both
specialized techniques and post graduate level.
During the tenure of the project we have realized
acquisition of technical expertise in the area of
diagnosis of important microbial pathogens.
Among this techniques includes molecular
identification studies
mechanisms associated pathogenicity or bacterial
pathogens. Some of the findings have been
documented in highly indexed scientific journals
and have contributed significantly to the reduction
of morbidity and mortality associated with
bacterial infections.

1.2 Mycology Research Facility

It was through KEMRI/JICA project that the
only medical mycology laboratory was built. In
1997 when ARI project started, it was felt that
diagnosis and research in mitotic diseases is an
important aspect of the health of Kenyan
population. With the HIV/AIDS epidemic fungal
infections are emerging significant pathogens.
This area all along has been ignored but the onset
of HIV has led to the realization that fungal
infections are significant opportunistic pathogens
which contributes significantly to the morbidity
and mortality of the HIV/AIDS patients. It's from
this that JICA together with its long time research
partner KEMRI decided to include mycological
investigation as part of the research activities in
the institute. This is when the only mycology
laboratory was build and equipped with the entire

and on virulence

necessary biosafety infrastructure. Located in
Center for Respiratory Disease Research the
facility is of its kind in the country and can carry
of important
other

out diagnosis opportunistic

pathogens and mycological research.
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Through counterpart training in Japan, it is now
possible to isolates and identifies important fungal
pathogens from clinical sources. Fungal infections
ranging from cryptococoses, aspergillus infection,
dermatophytosis and candidiasis can now be
diagnosed. Of great importance is the recognition
of pneumoncystis pneumonia caused by
Pneumocystis jirovecl as one of the significant
pathogens in HIV/ATDS mainly from patients not
receiving  cotrimoxazole The
confirmation of the existence of these important

is one of the important

prophylaxis.

fungal pathogens
contributions the project has realized during its
tenure. These findings have been documented
{Chakaya et al 2003) and have contributed
significantly towards the of
HIV/ATDS patients.

management

2. Training and Exchange Program

Apart from the gains in scientific exchange,
there has been tremendous exposure socially
among the Kenyan and Japanese participants
both to Japanese and Kenyan culture and way of
life which
collaboration.

Through the Exchange Program, several skills
were acquired. In clinical field Broncoscope
stands out. Dr Chakaya and Dr Amukoye were
trained in this feld.
gource were donated by JICA. Before Kenyatta
National Hospital brought their own scope,
KEMRI was the only one that offered the service
countrywide.

Several laboratories scientists were also trained
in Japan. Dr Bii successfully undertook a PhD

is wvital for such international

Bronchospes and light

Several technologies in diagnosis of strep
chlamydia, Tuberculosis,
pneumoncystis jirovence and even tryptosomiasis

course,

preumonia,

were acquired.

The visits to Japan were eye opener. It was the
first time I was booked in 1st class flight and
treated like a VIP. I learnt some Nihongo, the
culture of Japanese and saw a beautiful Country
that has more forest covers than any area in our
country. I also cbserved that the Japanese work
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and play hard. Most of them leave work well past
working hours and reach home four hours later
after visiting several entertainment areas. The
case for visas was explained. I would have
wished that the individual trainings were more
structured and books provided.

The training to KEMRI Staff was targeted and
helped in acquiring new fechnologists but training
that would have led to getting Msc. and PhD were
few. Such training would have offered better
career advancement to more Kenyan counterparts.

Locally, the O team was able to benefit from the
wide exposure of lectures from CMR, CRDR,
CTMR, NPHL, EKNH
technologists in all the provincial hospitals and

to train laboratory
some major district hospitals. There were 3 such
training over the life of OI. We visited all the
hospitals where a participant came from, before
and after the training. The report of these visits
are in the booklet to be presented to the Head of

NPHL.

3. Factors which have influenced the achievement
of the project

Commitment both from JICA and KEMRI has
contributed significantly to the success of the
project. The close working relationship between
the Kenyan and JICA together with identification
of priority areas of health concerns has not only
contributed
significantly towards the success of the project.
Unlike other projects, JICA funded project is
designed in such a way that local’s participation

impacted positively but have

and sense of ownership is highly emphasized.
Qualified and experienced scientist both from
KEMRI and Japan has contributed significantly
toward the success of the project. Despites lack of
financial incentives especially to the Kenyan
counterparts, their commitment towards the
success of the project was noteworthy. While all
the experts did their best for the success of the
project some experts were noted for their
exemplary dedication and commitment to the
success of the project. Dr. Kazuko Kumon must be
lauded for her tireless effort and contribution
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towards the success of the project. Being a
pediatrician, she showed a very good example
working with the sick children. Dr. Haruhiko
Taguchi from Kyorin University school of medicine
has been here from the initial phase of the project
and the establishment of both
bacteriology and mycology laboratory. His tireless
effort saw the project from its inception to a fully
equipped and capable facility, To achieve this Dr.
Taguchi has made more than 10 visits to the
KEMRI in order to transfer some the technical
expertise he felt were inadequate. Professor S.
Kamiya who has also worked tirelessly to ensure
adequate funding, counter part training and

oversaw

experts were available for the project.

4. Observations

While tremendous infrastructural and technical
capability was realized during this period
resulting in wider areas and larger number of
individual participating in the project. This makes
coordination and control of the project very
difficult especially procurements. It would be
possible to identify key areas of research and key
scientist (PI) to man and execute smaller area.
This will be cost effective in terms of responsibility,
procurement, and scientific input and monitoring.
Having one huge project may be difficult but less
cost effective in terms of implementation

KEMRI played its role in providing staff
salaries and allowances. It has also repaired and
maintained KEMRI cars. It provided the buildings
and renovated them for laboratories.

The only thing I would have liked was for all the
funds to have been put in one kitty. The activities
KEMRI should have been taking over as JICA
disengage, should have been clearly stated.

3.1 Equipment maintenance

While a lot of equipments were donated during
this period, lots of breakdowns have been
witnessed. Maintenance has been rather low and
we suggest that each arm of the study allocate
funds for equipment maintained and even include
experts in this area.

I would like to state that the OI team and I
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thank the Director, KEMRI for the opportunity
given to us to work with JICA and we will greatly
miss the close working relationship with the
Japanese counterparts. The assimilated gradual
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friendship and exposure will ensure better
working relationships with different experts in
future,
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8. The 5th Phase of KEMRI/JICA Project (May 2001-April 2006)

Coordinator, KEMRI/JICA Infectious Diseases Programme

KEMRI
Solomon Mpoke

My association with the KEMRI/AICA project
started soon after I joined KEMRI in 1998. I was
deployed to the Immunology laboratory at what
was then the Biomedical Sciences Research Centre
(now Centre for Biotechnology Research and
Development). With my research interests in
Immunology, particularly of HIV, I immediately
joined on-going HIV research in the Immunology
laboratory. At the time, research work on the
product Viron-50® for management of HIV
infected individuals was just about to commence.
However, there was already on-going work from
the 4th phase of the EKEMRI/JICA project
(1996-2001),  which
epidemiology and pathogenesis of HIV disease in a

involved molecular
cohort of pregnant mothers in Western Kenya and
also in HIV-infected children in an orphanage
situated in Karen, Nairobi. These studies had
several arms that included elinical, biochemistry,
haematology and mmmunology. It was our
Immuneclogy laboratory that was charged with the
responsibility of providing an in-depth analysis of
the immunology aspects of these studies. In this
regard, we used a modern FACSCalibur flow
cytometer installed in the immunclogy laboratory
to obtain measurements of the levels of various
cells of the immune system such as CD3, CD4,
CD8, and the CD456 subsets of T-lymphocytes,
Natural killer cells, and B-lymphocytes.

Upon joining the Immunoclogy laboratory, I
found on-going training sessions on sample
processing for flow cytometry being conducted by a
team of JICA experts led by Prof Hireshi
Ichimura. Flow cytometry was not quite new to me,
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as I had prior exposure during my doctoral studies.
Within a short time, therefore, I had mastered the
necessary skills on sample processing and
acquisition, but more important, the competency
of using the flow cytometer equipment itself, and
the Macintosh computer system accessory. This, 1
believe, must have impressed the then JICA
experts, for a short while later; I was listed as one
of the Counterparts to the KEMRI/JICA project.
The Laboratory Director, Dr. Davy Koech, had
already entrusted me with responsibilities as
Head of the Immunclogy laboratory. I was
therefore in charge of handling and processing
data from the wvarious projects, including the
KEMRI/JICA project. In addition to this, I would
also deputize, from time to time, for Dz Peter
Tukei (the then Cocrdinator of the 4th phase of the
KEMRI/JICA project). These responsibilities gave
me an opportunity to gain experience working
with collaborative projects, and on 1st May 2001, I
was appointed the Coordinator of the 5th phase of
the KEMRI/JICA project. I feel privileged and
honoured to have served the project in this
capacity.

The 5th phase of the KEMRI/JICA project was
titled “The Research and Control of Parasitic and
Infectious Diseases Project”. It began on May 1st,
2001, ushering in yet another phase of the “Project
type” technical cooperation between KEMRI and
JICA, started some 22 years earlier. Like the four
phases that preceded it, this phase was also
designed to run for five years, effectively therefore,
scheduled to end on April 30th, 2006. Each phase
has had its own unique characteristics, with
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differences in the scope and type of research
activities done.

The 5th phase of the KEMRI/JICA project was a
special one in a number of ways. Firstly, it was a
period best characterized by an exponential
growth in project activities within the framework
of the KEMRI/JICA technical cooperation. For the
first time in the history of the cooperation, two
global health initiatives were brought together
under this phase. the
Hashimoto Initiative on one hand, and the
Qkinawa Initiative on the other, addressed diverse
areas of human health. Within the context of the
KEMRI/AICA project, the Hashimoto Initiative
concentrated on control of parasitic diseases
soil-transmitted helminths,

malaria, and filariasis} with training as its main

These initiatives,

(Schistosomiasis,

component; the Okinawa Initiative focused on the
(HIV/AIDS,
Infectiocus hepatitis and opportunistic infections),

control of infectious diseases
with research as the main activity,
Bringing together two global Initiatives with
seemingly diverse areas of focus was not without
some inherent challenges. One of the most notable
of these challenges, and which was perhaps a
catalyst for eventual separation of the 5th phase of
the KEMRIJICA project inte two, was effective
administration or coordination of such a diverse
project. Although a total of four (4) Coordinators
{two from the JICA side and two from KEMRI)
were assigned to the Project, there was only one
Chief Advisor for both Okinawa (Infectious) and
Hashimoto (Parasitic) Diseases
Unlike the Infectious Diseases part of the Project,
which inherited certain components such as

programmes.

personnel, laboratory  space and  other
infrastructure from the previous phase, the
Parasitic Diseases programme was being

implemented for the first time wunder the
Hashimoto Initiative. Moreover, it had to be
modeled along its sister programmes in Thailand
and Ghana. In the latter countries, both the
Infectious and Parasitic Diseases Programmes
were being implemented as separate and distinct
programmes, and at least in the case of Thailand,

126

were even hosted in different Institutes (the
Infectious Diseases at the National Institutes of
Health, and Parasitic Diseases at Mahidol
University), with a Chief Advisor assigned to each
programme. KEMRI had the capacity to host both
programmes, but effective implementation and
coordination probably required two Chief Advisors,
and perhaps the need therefore to separate the
two programmes,

Arising from the aforementioned, discussions
were held between KEMRI and JICA on
modalities for effective implementation of the 5th
KEMRI/JICA project. These discussions led to yet
another historic moment when this project was
put in place through the Record of Discussions of
12th January, 2001 and titled “Research and
Control of Infectious and Parasitic Diseases”
project, was split into two, appropriately entitled
“Research and Control of Infectious Diseases” and
“Research and Control of Parasitic Diseases”
projects, to address
infections and parasitic diseases. These changes
heralded the birth of the KEMRI/JICA Infectious
Diseases Programme (IDP) and Parasitic Discases
Programme (mow hcused at the Eastern and

issues on, respectively,

Southern Centre for International DParasite
Control- ESACIPAC), and the signing of two
separate Records of Discussions on 21st March,
2003. These changes provided for the required two
Chief Advisors, in addition to the four coordinators
mentioned earlier, Though a welcome move, in as
far as streamlining overall coordination of the two
projects is concerned, IDP was, however, to remain
without a substantive Chief Advisor for the next
two years.

The second unique attribute of the fifth phase of
the KEMRI/JICA is that it was during this phase
that a Third Country Training Progamme (TCTP)
on Blood Safety became more visible and
entrenched within the calendar of JICA-supported
programmes at KEMRI, It is through TCTP that
the project activities begun to be felt, for the first
time, within the region, through training of
laboratory health personnel from selected
countries in Africa. The philosophy of TCTP is
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“Availability of affordable, safe blood at all times”,
This requires the development and use of simple,
cost-effective blood screening tools, so that the cost
of screening a unit of blood is reduced significantly,
in effect implying that many more blood units can
be screened, which in turn means availability of
more units of safe blood. The blood screening kits
developed under the KEMRIAJICA project meet
this requirement, and are therefore particularly
useful in many African countries with poor
resource settings. TCTP is also about creating a
blood safety network in Africa. Thus, although
TCTP is being conducted as an independent
programme, it cannot be considered entirely
separate and unrelated to the KEMRIAJICA
project, for TCTP. utilizes products from the
Project. Furthermore, TCTP is likely to be one
mechanism through which JICA activities will be
coordinated and strengthened in the participating
countries served by the JICA Regional office in
Nairobi. The KEMRIAJICA project, from which
TCTP arose, shall therefore continue to have a
positive impact on the health delivery systems in
many countries for a long time,

Thirdly, there was a purposeful effort to
consolidate the key achievements from the last
two phases of the KEMRIJICA project, and
translate them into tangible products with direct
benefits to the society. The production of
diagnostic kits for viral hepatitis and HIV offers
an excellent illustration. After many years of
KEMRI and JICA,
sufficient transfer of technology has been achieved

collaboration between
for development and production of kits for
detection of hepatitis surface antigen (the KEMRI
HEPCELL II kit), and antibodies against HIV-1
{The KEMRI HIV-1 Particle Agglutination kit).
Furthermore, these kits have undergone extensive
field evaluation, with quality and reliable test
results.
exercise, the kits have been approved by the
Government for use in healih facilities across the
country. In addition, the kits have also been
introduced to the regional countries through TCTP.
All these developments are hkely to translate to

Following this successful evaluation
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widespread use of the KEMRI kits, in Kenya and
in the neighboring countries. This, in turn, is
expected to lead to significant improvement of
supply of safe blood, and ultimately improved
health of the people of Kenya and those from
neighbouring countries. In anticipation for such
increased demand for the kits, it is during the 5th
phase of the KEMRI/JICA that construction work
for the Production Unit commenced. For the first
time in the history of the cooperation, products
that have been developed and evaluated under the
project will be produced on commercial scale under
GMP-compliant facilities. Also constructed along
with the Production Unit was a Training facility,
which to
programmes of the Institute, particularly those

is meant strengthen training
targeting infectious and parasitic diseases.

As mentioned above, the Infectious Diseases
Programme adopted the broad philosophy of the
Okinawa initiative. This Initiative, announced at
the Kyushu-Okinawa G8 summit in June, 2000
commits to fighting against HIV/AIDS, polio,
parasitic diseases, tuberculosis, malaria and other
infections diseases. The Initiative recognizes the
fundamental observation that poor health leads to
increased medical costs, loss of productive time
due hospitalization, and generally, increased
poverty. The situation is particularly of great
concern in developing countries already battling
with high rate of population growth, fragile health
infrastructures, malnutrition, lack of clean water
supply, etc. Fighting infectious diseases should
therefore be a central part of the development
programmes of any developing country. Through
the Infectious Diseases Programme, jointly
implemented by KEMRI and JICA, Kenya has
taken positive steps in addressing some of the
infectious diseases covered under the Okinawa
Initiative.

The Infectious Diseases Programme, which
begun in earnest on 21st March, 2003, had three
main components. The first and largest was the
HIV/AIDS component. First incorporated into the
KEMRI/JICA project in 1996, HIV/AIDS continued
to remain an important research activity during
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the b5th phase. The HIV/AIDS programme
emphasized on aspects of molecular epidemiology
in order to understand the predominant HIV
subtypes circulating in Kenya. Efforts were made
to reach the not-easily accessible Northern parts of
Kenya, where, interestingly, HIV subtype C was
found to be quite common, Other aspects of HIV
included studies on the evolution of HIV disease
and drug The
commissioning of a P3 level Biosafety facility in
1999, and further strengthening of P2 laboratory
infrastructure during the 5th Phase accelerated
many of the basic research activities on HIV, To

resistance. completion and

curb the spread of HIV, a moadel programme on
Public Health Education (PHE) was initiated in
Western Kenya. Increased use of Voluntary
Counseling and Testing services, as well as a
notable decrease in cultural practices that
increase risk of HIV infection are some of the
success stories of the PHE program. On diagnostic
tools for HIV/AIDS, guality control and quality
assurance of the KEMRI HIV-1 Particle
Apglutination kit continued. For the first time, a
HIV dizgnostic kit able to detect both HIV-1 and
HIV-2 was developed, and is currently undergoing
evaluation.

The second component of IDP was viral
Hepatitis. Emphasis here was on quality control
and quality assurance of the KEMRI HEPCELL II
kit {a kit for the detection of Hepatitis surface
antigen developed during the previous phase).
Another kit developed with success is for the
detection of Hepatitis surface antibodies. This kit,
named KEMRI HEPSAB, is useful for monitoring
the success of vaccination programmes, especially
now that the Government of Eenya has
incorporated vaccination against hepatitis into her
immunization programme, Qther activities carried
out included development of a kit for detection of
Hepatitis  e-antigen  (HBeAg).  However,
unavailability of purified e-antibody limited
further development of this kit. Efforts were made
to monitor the prevalence/incidence of Hepatitis C
virus, with results showing a prevalence of less
than 0.9%. This is remarkably lower than the
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estimates available at the Ministry of Health of
about 3%.

The third component of IDP focused on
Opportunistic infections (OIs). The emphasis here
was the strengthening of laboratory capacities to
diagnose Ols, of
epidemiological profiles of OIs in children and
adults. In addition, there was a programme in
traditional medicine that carried out activities on
identification of novel cost-effective plant products

and determination

with biological activities against some of the
common OIs associated with HIV/AIDS. Later in
the project phase, a programme on opportunistic
tumors initiated that
strengthening the capacity to screen and confirm

was focused on
cervical cancer and Human Papilloma Virus
(HPV) typing. The main outcome from these
studies 1s that capacities have been developed in
01, both human and laboratory, which are poised
to lead to better control and management of Ols,
especially in the era of HIV. The KEMRI
laboratories can now provide the much needed
quality to
neighbouring public and private hospitals, for
better management of OIs in research and clinical

laboratory  diagnostic services

practice.

Within the framework of the above three
components, IDP continued to make tremendous
contributions to human rescurces development. A
programme s0 diverse and highly technical as IDP,
required trained and qualified personnel. About
fifty (50) counterparts (CPs) were assigned to the
Praject. Many of these CPs have received long or
short term fraining in Japan during the past two
phases of the KEMRI/JICA project. Within the 5th
Phase alone, a total of fifteen (15) CPs have
received training at various institutions in Japan
for durations ranging from 3 — Il months. Two
CPs obtained PhD degrees in Japan, using project
proposals but financial support from non-project
resources. The project has also sponsored many
CPs to locally
internationally. As part of laboratory technical
capacity development, the project has trained a
total of three hundred and fifty two (352)

various conferences and
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laboratory health personnel (through in country
training programmes for Kenyans, and TCTP for
other African countries).

In terms of operationalization of the financial
aspects of the project, there was a clear
demarcation of those aspects of the activities
whose expenses were borne by JICA and those
borne by KEMRI. Generally JICA met such costs
as on reagents and other laboratory supplies,
provigion of equipment, fuel for project vehicles
and their maintenance, and commutation
allowance for field workers attached to the project.
KEMRI covered, among other expenses, salaries
and field allowance for all CPs including drivers
for project vehicles, and salaries for project field
workers. Indeed, it was during the 5th phase that
KEMRI started meeting more and more of the
costs hitherto borne by JICA. For example, unlike
previous phases where certain expenses for the
coordinator, such as accommodation and air travel
while on official field visits were paid for by JICA,
the office of the Coordinator during the 5th Phase
was wholly supported by KEMRI. This included
for the Coordinator,

recruitment and deployment of a secretary,

setting up an office

administrator and auxiliary staff, and provision of
a vehicle and driver. And to better coordinate
disbursement of funds for field and other expenses
related to the project, the Institute committed an
itemized annual budget for IDP to service such
expenses.

The above achievements of the project could
only have been possible because of a dedicated
Earlier, to

commencement of the project, a management

team of players. just  prior
structure was put in place that ensured better
coordination and sense of responsibility among the
KEMRI administration and all the CPs. The CPs
worked in very close consultation with the JICA
experts. Activities were carried out as spelt out in
the Project Design Matrix (PDM) agreed upon on
21st March, 2003, with the various groups (HIV,
viral Hepatitis, OI and PHE) hclding separate
meetings in their respective stations, on a weekly

basis. These meetings were convened and
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chaired by the respective core-CPs. Then a general
evaluation meeting, combining all the groups, was
held every six months, to review activities done
during the last six months, and to plan for the next
six months. This meeting convened by myself and
chaired by the Project Director or Project Manager,
would usually be attended by other stakeholders
such representatives from the National Public
Health Laboratory Services, Kenya Medical
Training College, National AIDS Control Council,
and AMREF. At the end of such a meeting, I
would prepare a Workshop report, and submit a
copy to JICAs project office
transmission to JICA headquarters in Tokyo,
Japan. These meetings were quite valuable in that

for onward

they provided a framework for continuous
assessment of the progress of the project activities
against set targets.

I wish to deeply acknowledge the contributions
from the office of the Project Director, Dr. Davy
Koech, in facilitating the activities of the bth
phase. It is important to recognize that the project
required and received approval from the Project
Director prior to commencement of any project
activity through signing of the Record of
Discussion document that was to become the
project’s blueprint. The Project Manager, Mr.
Dunstan Ngumo, provided a lot of support for the
day to day management of the project, in close and
regulax consultations with the office of the
Coordinator. The overall administrative support
from the Directors of the Centres hosting the
project counterparts (Dr. Fred Okoth ~CVR; Dr.
Gerald Mkoji-CBRD; Drz. Evans Amukoye-CRDR.
Dr. Geoffrey Rukunga-CTMDR; Dr. Monique
Wasunna-CCR; Dr. Njeri Wamae-CMR; Dr. John
Vulule-CVBCR; and Dr. Nick Adungo-CIPDCR) is
highly appreciated. The project core-counterparts
directly supervised day-to-day implementation of
project activities within the various components of
IDP, and together with the project counterparts
and respective JICA experts, were instrumental in
the generation of raw data and assimilation of the
same into measurable indicators of the project

activities.
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The contributions from the JICA collaborators
were crucial to the success of the project. One, Prof,
Takashi Kurimura, has undoubtedly been the
force behind the 5th phase of the KEMRI/JICA
project. As Chairman of the JICA Advisory
Committee, Prof. Kurimura played a prominent
role in shaping this project rigﬁt from inception, by
identifying, in close comsultation with KEMRI
counterparts, each and every activity to be
undertaken in the areas of HIV/AIDS and blood
safety. His leadership and genuine love for KEMRI
was quite conspicuous throughout the 5th phase of
the project. Similar contributions, at the project
inception level, were received from Prof. Shigeru
Kamiya and Prof. Michitani Yano, for respectively,
opportunistic infections and wviral hepatitis.
Although IDP remained without a substantive
Chief Advisor for a long time, the support from the
then acting Chief Advisor, Dr. Isao Oishi was quite
commendable, Despite hig substantive designation
as HIV/AIDS long term expert, Dr. Oishi paid keen
attention to requests or suggestions by project
counterparts, and where possible, made every
effort to attend to such requests. This ensured
smooth implementation of the project. Special
thanks also go to all the other JICA experts, both
long term and short term, who served the project
at various capacities with great dedication. Finally
special thanks to Dr. Koji Yano who joined the
project during the final year as the substantive
Chief Advisor. Dr. Yano did a commendable job in
reviewing the progress of activities against set
goals, as specified in the project's PDM. The
results from this exercise were very useful during
final evaluation of the
October/November, 2005,

Infectious diseases will undoubtedly continue to
pose serious health challenges to mankind.
HIV/AIDS, which was declared a national disaster

project in
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in Kenya in, November, 1999, is still claiming
many human lives each year, impacting negatively
on virtually every sector of national development.
There is not yet any vaccine available. Moreover,
highly active anti-retrovirals {ARVs) that can
effectively bring down the viral load, sometimes to
undetectable levels, are still not widely available.
Even then, widespread use of such ARVs may
present other challenges such as development of
drug resistance. One can envisage such a
scenario in sbout any of the other infectious
disease. We should therefore never down our
tools until such time that infectious and parasitic
diseases are no longer a health burden. In the case
of HIV/AIDS for example, we should intensify
efforts to monitor emergence of epidemic strains,
molecular basis for development of drug resistance,
a thorough understanding of the immune system
correlates to protection against HIV infection and
SO on,

After more than a quarter century of excellent
partnership in health research, the KEMRIJICA
project has made truly outstanding contributions
in the control and management of infectious and
parasitic This book
commemoration of 27 years of this partnership,
and one would therefore rightfully consider the
bth phase as the final phase of the KEMRI/JJICA

technical cooperation. Whereas this may be the

diseases. is about

case, it is important to bear in mind that there is
still quite a bit of “unfinished business” in the
control and management of infectious diseases.
We should therefore only consider the 5th phase as
the final phase of the first 25 years of cooperation.
We look forward to another many years of even
greater and stronger partnership in the provision
of solutions to better health for the benefit of
mankind.



Madam Ogata, President of JICA, Dr. Koech, Director KEMRI and Dr. Oishi, acting Chief Advisor, on a tour of
KEMRI, during her visit, in April, 2004.
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9. My Memory of the KEMRI/JICA Project

Director, BSACIPAC
KEMRI

Charles Mwandawiro

I was first involved in the KEMRI/JICA Project
in 1992 when I was appointed as the officer in
of entomoclogical investigations on
lymphatic filariasis in Kwale. At that time I was
only two years old in KEMRI, stationed at CPHR,
and this was one of my first main research projects

charge

to undertake. These investigations were done in
Kinango division and they involved three villages,
namely Lutsangani, Dzivani and Gandini. We
collected, identified and dissected mosguitoes to
recover filarial larvae for a whole year in 1992 and
thereafter concentrated on wet months in 1995. In
this established that Culex
quinguefasciatus was gaining ground into the
hinterland of coastal Kenya to become an
important vector of lymphatic filariasis in rural

survey we

set-ups alongside Anopheles gambize and
Anopheles funestus.

I still have fond memories of the Kwale study,
which also involved visiting the villages early in
the morning and late at night, when elephants
were most active. Perhaps my most important day
in the field was when an evaluation team
comprising Professors, George Kinoti and Ole
Moiyoi, among others visited me while on duty.

They were very impressed with what we were

doing and made positive comments about our work.

Indeed, it was through the Kwale project and its
recognition that I was offered a chance to go to
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Japan in 1993 on JICA sponsorship and from 1995
to 2000 for a PhD on Monbusho scholarship. This
to me stands out as the most significant benefit T
got from the Project.

Suggestions to JICA

I personally feel that JICA sends experts for too
short
field-based, is a long term exercise and JICA
should consider sending experts for longer periods
(5 years at least) so that the Project is not

a time. Research, especially when

interrupted in-between when there is change-over

of personnel.

Suggestions to KEMRI

KEMRI needs to adopt a multi-Centre approach
in dealing with JICA Projects so that all Centres of
the Institute with the needed expertise .are
involved. This way the Institute will give the best
of its qualified manpower to the Project.

The experts that I feel have most profoundly
influenced the achievements of the Project are:

Prof. Kenichiro Akai (the best Team Leader)

Dr. Yasunori Fujimaki

Mr. T. Endo (the best coordinator I have ever
seen in the Project)

Prof. Yoshiki Aoki,

Dr. Yoshinori Mitsui.
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10. The Story About KEMRI/JICA Project on Parasite Control in

Kwale

Current’ Principal Research Officer, CMR
Ng'ethe Muhoho

1. Introduction

I joined the project in 1983 as a Research Officer
and the main KEMRI counterpart and the
I was new from
my first

coordinator of the programme.
University in USA and this was
assignment in Kenya.

KEMRI/JICA Parasitology project in Coast
Province started in 1379 as a surveillance study of
parasitic diseases in the region., Programme for
of Schistosoma
haematobium in Kwale was initiated in 1981 in
Mwachinga Village with an aim of finding feasible
method (s} for of the

Chemotherapy was the main method of control

epidemiology and control

control infection.

measures. A modified approach of contrel
methods was initiated in a second village
(Mtsangatamu 1985 -1995) where distribution of
streams was different from the former. The two
projects ran in phases of five years each (1979 —
1984, 19856 — 1990, 1990 — 1995).

however an extension of one year (1996) for the

There was

purpose of evaluation. The project was handed
over to the community to sustain in 1996.

Despite the discontinuation of funding of the
project by JICA, in 1996 Professor Yoshiki Acki of
the Institute of Tropical Medicine, Nagasaki
University and the former head of the project has
up to date been able to sponsor small scale follow
up studies with funds from their Institute. KEMRI
has also continued to contribute funds for such
studies.
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2. My memories of the project

My first memories of the project is the general
condition of the of the study area in 1993. Kwale
study site area struck me as a desolate place. I
realized that the ideas that I had formulated for
disease control measures on my desk in Nairobi
would not work in that situation. I had to go back
to the drawing board for appropriate proposals. I
did not know that places such as this existed in
Kenya. 1 was new from USA and I grew up in an
entirely different environment in Central Kenya.
The general infrastructure was very poor and
school structures were dilapidated and screaming
for repairs. There were no desks in classrooms and
children sat on the sandy dusty floors or on chips
of stones collected from outside.

Urinary Schistosomiasis was endemic in the
area. We collected urine from school children in
Mwachinga Primary School for, assessment of
prevalence of the disease in the community. It
was shocking to see all-red urine from more than
half of the sample population. Further laboratory
investigations indicated that all the children
harbored Schistipsoma haematobium parasites.
Schistosomiasis was just one of the many parasitic
diseases found in this community and the villagers
seemed to have given in to their fate.

Dedication and teamwork in JICA/KEMRI project
team:

The fist Japanese team that I found in the
project was enthusiastic on their work. Dr
Shinichi Noda and Dr. Kasyuki Sato demonstrated
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high level of dedication and endeavoured towards
developing a sense of teamwork all the time.
This saw a creation of a committed and dedicated
group of scientists and Kenyan technical staff.
This attribute of teamwork persisted to the end of
A big task lay before the team- to
come up with feasible measures of control of
to
epidemiological data,” which would lead to

the project.

schistosomiasis and gather sufficient
appropriate control measures that other endemic
regions could emulate. Various other related
laboratory investigations were also required to
support epidemiological findings.

Working conditions/Construction of a laboratory
block:

Working conditions and facilities in the field
were poor. We operated in the Division of
Vector-Borne Disease (DVBD) laboratory in the
Ministry of health Kwale, a place where many
other groups who collaborated with the Ministry of
Health There
congestion and not enough space to conduct many
We

wanted to expand our activities but, Nairobi

occasionally worked. was

laboratory activities by the various groups.

laboratories were more than 500 kilometers away.
We lost many specimens through spoilage as we
transported them to Nairohi for processing. The
Medical Officer of Health in Kwale District was
requested to provide space for construction of a
KEMRI laboratory within Kwale hospital. He
allocated a space within the hospital complex and
gave a go-ahead for construction of laboratory in
March 1993. JICA, in collaboration with KEMRI
constructed a medical laboratory facility, which
was handed over to KEMRI in May 1994,

Accommodation/Construction of a KEMRI staff
house by JICA!

Poor accommodation may affect the outcome of
any undertaking. Good results were expected
from us but accommodation was a nightmare for
us. The only rental rooms were in public bars and

lodges. These were very unhygienic, without
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water most of the times and it required a strong
person to withstand the noise from beer halls just
outside.
cotton balls in the years to block out the
drunkards’ noises for just a few hours of sleep. To

It was not uncommon therefore to put

alleviate this problem, I was given a mandate to
negotiate with the local authority in Kwale
District for an allocation of a plot in which KEMRI
could construct a house for members of staff
Finally, District
authorised this allocation in December1992 and a
five-acre plot was allocated to KEMRI with the
hope that the Institute would put up more health

research related facilities for the development of

Deavelopment  Committee

the area. The plot was allocated near the main
road in a low-density area behind the Post Office.
JICA and KEMRI collaborated to construct a
modern house in 1994. The facility was handed
over to KEMRI in May 1994.

Development of safe water supply system to
control schistosomiasis:

Chemotherapy was the major component of
bilharziasis both
Mwachinga Village and Mtsangatamu Village.
However, repeated selected mass treatment did
not reduce the infection to the levels, which could
have long-term effects on transmission of the
The rate of
re-infection and new high.
bilharzias parasites thrived by infecting fresh
water snails through contamination of water in
It

was clear that the local source was highly

control programme in

disease in the community.

infections was

local streams and ponds by infected persoms.

contaminated by Schistosoma parasites.

An alternative source of clean water was
therefore needed if transmission was to be reduced
and maintained at low levels such that the
parasite would not be a health problem in the
community.

JICA/KEMRI however, did not have the
mandate to provide water in the community. At

the same time, however there was a JICA
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programme, which was sinking hore wheles for the
communities working in the sugar farms at
This team was

requested to supply safe water to our study site in

Ramisi region in South Coast.

Mwachinga Village by extending water pipes from
the pipeline which
The villagers were hither

to not allowed to use this water.

main Marere-Mombasa

transverses the village.

Five communal standpipes were introduced at
strategic points in the wvillage. Six communal
standpipes were constructed at strategic points
around the village.
at the local school (Mwachinga Primary School) so
that the children could take shower before going

Water showers were provided

home or in the morning as an alternative to
washing in potentially contaminated river on their
way home or to school. It was a happy occasion
when JICA representative handed over safe water
facilities to the community in 1984. The pipeline
was controlled by the Water Department as a
result of which the villagers paid for water usage.
This pay system made it difficult for the
community to sustain the system due to high
water tariffs from the Water Department.
Enhancing safety of water at the local steams:
Mtsangatamu schistosomiasis contrel project
was stated in 1985. The area had a better
distribution of stream water than Mwachinga
Village but the level of contamination of water at
the major water sources by schistosoma parasites
was also high.
provide aliernative water source for the villagers.

It was, therefore, necessary to

It was important to introduce a water supply
JICA/KEMRI

Schistosomiasis control programme and one that

programme directly under the

the community would be involved in so as to create
a sense of ownership of the project. Community
ownership of the project was essential to ensure
sustainability of the control measures.

I convinced the JICA Team leader (Professor K.
Akai) that it was possible to improve on the safety

of the existing local stream water by tapping and
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piping it from parasite free uncontaminated spring
source in the adjoining ridges in Shimba Hills
Forest to the village bellow. The community was
to be involved right from the planning phase,
provide labour and maintain the project. JICA
agreed to support the project and with the
enthusiasm and support of Dr. Kenichi Takeuchi,
who was the Japanese counterpart at that time, we
set out the appropriate mechanism to pipe water
from the cercariae-free Votie spring source to a
standpipe at one point in the village. To reduce
level of human water activities in the local streams
we also provided water contact facilities ineluding
laundry block bathing shelters, and an artificial
swimming pocl for the children as an imporiant
tools of intervention. It was a momentous occasion
when the community received the new safe water
supply facilities from JICA representative in July
1994, The

maintenance

community formed a water
We had
attempted to provide safe hand-pump water from
shallow hand-dug wells but the water proved
unpalatable due to high salinity levels.

It was important to extend safe water pipes to

committee. earlier

more points in the village for effective reduction of
potential sites of contamination of stream water.
JICA of
Schistosomiasis in Kwale was, coming to an end
{March 1995) after duration of more than 15 years.
We invited Plan International, which was an NGO

conducting a programme for child education and

However, contract for control

development in the area, to further develop this
water system as an important component of their
programme. As a result of this collaboration,
numerous safe water standpipes are presently
found in strategic points in the Mtsangatamu
community and further extensions have been
to the villages. Plan

International has been working closely with the

made neighbouring
community to sustain the water supply system.
Community Health Centre- a noble gesture from

a Japanese expert:
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Health seeking behaviour in the community is
important for control and prevention of diseases,
but this, depends on the accessibility to health
service facilities and the ability of the community
to procure the necessary drugs. Health facilities in
Kwale District were poor and far away from our
study communities. Social-economic status of the
villagers was poor and so was the transportation
system to and from health facilities.

important to bring health services closer to the

It was

people and make them responsible for their own
health, JICA/KEMRI programme for parasite
contrel did not have a mandate to construct Health
Centres but Dr Moji; one of the JICA experts came
to the rescue of Mwachinga community by donating
funds to construect a Community Health Centre
near the school. The community provided a plot on
which to construct the Health Centre in February
1996. Mr, Muhammad Karama and I mobhilized the
villagers for the construction of the facility using a
local constructor.
1997 to December the same year. The doors to the
Community Health Centre were opened in March
1998.

The health centre is run on a community

Construction started in June

cost-sharing basis and managed by the community

Health Centre Committee. The community

oversee the purchase of drugs and its maintenance.

Health personnel from the local hospital assist in
Dr. Moji

continuous to support to the health centre to date.

the daily operation of the centre.

The centre has also become the point of many
important studies towards control of parasitic
diseases in the community.

Impact of the control measures

Any scientist becomes excited to see the outcome
and impact of his work and more so when it is
The
major aim of the project was to come up with
feasible methods of control of the infection.
Different methods were attempted for the control
of the infection and finally we concluded with

community-oriented control programme.
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integration methods approach, which included,
selected mass chemotherapy, community oriented
health education, snail control, provision of safe
water and safe water contact facilities.

The main indicators of the effects of the control
measures in the community were, reducing
morbidity of the disease and change in prevalence
or reduced transmission. It was an exciting
moment to note drastic
transmission of infection at the end of the
programme. Disease morbidity reduced drastically
(75 — 90%) in school children. Prevalence of
infection stabilised around 25 —40 % from pre-test
levels (92% in school children in Mwachinga and

Community level of

a reduction in

71% in Mtsangatamu).

awareness about the disease elevated remarkably.

3. What I pexsonally view as the achievements
of the project

Local recognition:

During our operations in Kwale, we also
invegtigated other helminthic parasites, which
co-existed with schistosomiasis {Seil transmitted
helminths, Filariasis, ete) and as a result our
laboratory became a recognized center for parasite
control in Kwale. Our laboratory can now be
considered a referral centre in this region. Based
in the of

and soil-transmitted parasitic

on our past experience area
schistosomiasis
infections in Kwale our laboratory has been
approached to coordinate parasitological data
collection in the whole District in order to initiate
a district-wide programme for de-worming of
school children (UNICEF, etc). The newly formed
partnership between KEMRI and Nagasak:
University, Institute for Tropical Medicine is the
sign of good international relationship, since our
laboratory was established, jointly with Nagasaki
University and various Japanese counterparts
from different
JICA/KEMRI project for parasite control has also

been directly or indirectly associated with the

Japanese institutions.
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creation of Hashimoto Initiative, which is a Global,
programme for control of parasitic diseases and
represented in this region by the Eastern and
Southern Africa Center of Interrnational Parasite
Control (ESACIPAC) in KEMRI.

Numerous scientific presentations emanating
from these studies have been made in different
health science forums and/or published in various
regional and international referred journals.
Training was also an iniportant component of the
programme and many scientists and technical
staff working in the programme benefited from
practical training from various institutions in
Japan. On my part, ] was awarded my PhD
Degree from the Nagasaki University based on

studies conducted in the programme.

4, My observations/comments/suggestions to
JICA

Good results in any undertaking are the product
JICA has demonstrated this by
making it possible for the Japanese experts and

of good tools.

Kenyan counterparts to work in good facilities in
order to give good results. Example of this is
construction of Kwale laboratory and staff house
not to mention the physical facilities that houses
KEMRI Head Quarters in Nairobi.

Differences between Japanese scientists and

JICA office personnel:
As would be expected in a programme of this
magnitude, we encountered some forms of

problems. The major problem always occurred
during proposal writing stage where JICA office
would encourage Japanese and Kenyan scientist
to prepare ambiticus proposal documents but to
our disappointment only a small portion would be
supported. There was always an indication that
JICA office and the Japanese scientist had
different ideas of the ohjectives of the project.
There
between JICA office and the scientists,

Lack of individual benefits in JICA programmes

is a need to improve communication
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a hindrance:

Although individunal benefits in any undertaking
are important in determining the outcome of the
project a major setback in the JICA programme
was its lack of individual benefits to KEMRI
counterparts. JICA stringent requirements to
the host government make it difficult for Kenyan
counterparts to benefit from the project. Many
serious scientists do not desire to work in JICA
projects in favour of programmes from other
international collaborators.

Unlike other international bodies collaborating
with KEMRI, e.g. CDC, Walter Reed Project,
Wellcome Trust, University of Washington, ete.
do

remuneration package or programme for KEMRI

JICA programmes not have personal
counterparts to train for higher university degrees.
Persons working in JICA projects, therefore feel
disadvantaged.

Appropriate human resources development
package should therefore accompany physical and
research development programmes. This may be
in the form of a programme for a university degree
course in a third country (English speaking),

JICA silence to counterpart recommendations:

JICA is good at evaluating its projects and these
reports are forwarded to the main office.
Numerous evaluating teams have received our
reports directly or indirectly. Kenyan counterparts
made major recommendations at the end of every
operational phase for improvement of the
programme but no change seem to come from JICA
and one tends to wonder about the sericusness of

such reports.

5. Observations/comments and suggestion to
KEMRI

Problem of sustaining control measures:

Problem of sustaining confrol measures by
community was a major setback in our programme.
JICA operations produced good results but

sustainability becomes a problem. It was not the
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mandate of KEMRI to sustain such programmes
but the necessary advice was given to the
government. Many communities where such
programmes were introduced are poor and
programmes to change social economic status in
such communities must be put in place by the
government to make sustainability of such
programmes possible. An alternative method
would, however, be to bring in a third player to
facilitate sustaining of these programmes by the
community. JICA and KEMRI can work towards

creation of such a partnership.

6. Japanese experts who influenced success in
the project

In my view, Kwale project was a success story
and it is worth mentioning the key players
towards this success.

1. Professor Yoshiki Acki of Nagasaki University
was the Head of the project (1979 —1996). His
ability to guide the project was unquestionable. He
understood the thinking and desires of the Kenyan
counterparts well and earned good respect from
JICA

contract on the project came to an end in 1996 but

the Japanese experts in the project.

Professor Aoki has been able to support follow up
studies to date.
2. Professor K Akai. He was the Team leader

Dr. E. Kimura and Director CMR-Dr. P. Waiyaki

inspecting snail survey site in Kwale, Mtsangatamu

1990 -1996. He was sensitive to counterpart
thinking and understood the priorities of the
project from the point of view of local needs. He
convinced JICA that the idea of improving the
safety of local stream water for the control of
schistosomiasis in Mtsangatamu was feasible

3. Dr. Shinichi Noda and Dr Kasyuki Sato. They
are remembered for setting up the basis of the
project and the structures of teamwork. They first
introduced me to the field of epidemiology and
control of schistosomiasis

4. Dr. Kenichi Takahashi—Worked tirelessly in
project in

the initiation of safe water

Mtsangatamu Village. His continued advice on
matters related to the programme even after
returning to Japan was always appreciated.

5. Dr. Kazuhiko. Moji-. A medical sociologist,
he introduced medical sociology aspect in the
programme and he is associated with sensitizing
of the community on the diseases through health
education and disease awareness campaigns. He
saw the need for a health facility in Mwachinga
Village and made his personal contribution to
construct a community health centre, which he
continues to support to date.

6. Dr. Masaki Shimada. He initiated the project
and occasionally contributed to its follow up

studies.

- s . - g
Prof. Akai-JICA Team leader, Dr. Awazawa and Mr.
Muhoho inspecting progress of construction of safe water

facilities at the water source, Mtsangatamu
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11. The KEMRI-JICA Collaboration: The Best Came at Sunset

Current: Senior Research Officer, CVR
KEMRI
Elijah M, Songck

I got involved in the KEMRI-JICA Project in
December 1995 after my then Centre Director, Dr.
Peter Tukei called me up from the then Medical
Research Centre-CVR Annex, to attend the
Africa International AIDS Conference which was
taking place that month in Kampala Uganda.,
He informed me that I was receiving sponsorship
from Japan International Cooperation Agency,
JICA and I was to travel to Kampala together with
Prof. Takashi Kurimura, a re-knowned Japanese
HIV/AIDS professor from Osaka University. I
gathered from Dr. Tukei, that Prof. Kurimura had
been designated by JICA as the Advisor for
HIV/AIDS in the proposed KEMRI-JICA project. I
had read a lot about Prof Kurimura. He was
indeed the real expert. Not only had he authored
more than sixty publications on HIV/AIDS in peer
reviewed journals but was one of the key Japanese
virologists to identify the contamination of
imported blood products from the United States
that sparked the first wave of the HIV/AIDS
The tainted blood product
catastrophe popularly referred to by the Japanese

epidemic in Japan.

as vakugal eizu jiken became a major national
scandal in Japan and lead to the successful suing
of the Japan government by hemophiliacs. For
JICA to identify a person of Professor. Kurimura’s
stature to advice on the KEMRI project showed
the seriousness the Japan government viewed the
impending collaboration.

The project had three specific and defined roles.
One, technology transfer in counterpart training,
Two dispatch of experts and Three provision of

equipment and reagents.
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At the start of the project in 1996, I was
designated not only as a counterpart but given an
added role of supporting Dr. Tukei in the
establishment of a HIV/AIDS Biosafety level three
laboratory (BSL-3). The facility’s main role was to
be used to culture HIV for the local manufacturing
of a diagnostic kit for blood screening. Basing on
his experiences in the Japan blood scandal, Dr.
Kurimura successfully defended the blood safety
line as our national priority and hence our first top
objective. The second role of the BSL-3 was to
monitor HIV strains in the country-especially the
emergence of those that may be a challenge to the
KEMRI diagnostic kit. There was hence a need for
counterparts to be trained on these two fronts.
And this is where we faced our first hurdle.

The KEMRI-JICA HIV project was coming in
with a modus operandr that was a reverse from
what most research staff in KEMRI were by then
used to. Majority of HIV/AIDS projects in KEMRI
funded by foreign organizations came along with
payment of top-up salaries for KEMRI staff, huge
field allowances in form of per diems and
scholarships for higher education. The
KEMRI-JICA project had none of this. It was
geared to train staff members in house and in
Jdapan and provide them with reagents and
equipment for them to increase their productivity.
It was akin to the scenario of tutoring the
fisherman rather than providing the fish. Few
staff understood this concept then. Without the
above incentives, being posted to work in the
KEMRI-JICA project in 1996 was viewed as being
“deployed to a hardship area”. To add to our woes
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there was squeeze in public expenditure which
severely limited KEMRI employing new staff.

As JICA experis were already streaming in we
had, as a stop gap measure, bring in two
postgraduate students from local universities. We
gave them proposals within the KEMRI-JICA
Project interest to do for their degree studies.
This arrangement worked well for ns under the
had

expenditure to make in form of salaries, no

prevailing circumstances-since we no
university fees to pay and most of all no per diems.
However, we faced with an impending problem.
As non KEMRI employees, they could not benefit
from training in dapan.

In 1997, KEMRI
employed three new young staff (Kiptoo, Lihana
and Akuku) and confirmed one of the students-Mr.

Njoroge, to employee status. The arrival of the

after intense lobbying,

three marked the proper beginning of the
technical transfer in our laboratory. By then we
had lost 2 years. However nine years down the line
(October 2005), we had recouped most of the losses
we had incurred on counterpart time. The
laboratory was boasting the highest concentration
staff (twelve) trained under the KEMRI-JICA
project. Majority was either doing or had finished
their Masters degrees and two had acquired their
PhD’s in areas of molecular virology and blood
safety. Several of the trained staff were later taken
up as key members of the National ATDS Control
Program Task force while others had been
recruited to other HIV/AIDS projects locally
requiring highly trained laboratory personnel.
Capacity development in terms of staff training
hence became one of the greatest hallmarks of the
project that have had a national impaet.

On experts, JICA employed two types of
personnel, long term experts and short term
experts. The long term experts stayed longer in
KEMRI and were involved in the day to day
running of the projects together with the key
counterparts. The short texrm experts were mainly
university academic staff or company technical
personnel -who due to their being needed back
home could not stay for more than 3 months in
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Kenya. Though all the experts were well trained
in their respective fields, the short term experts
appeared to be more focused and delivered the
most This

understandable for the long term experts became

technical  transfer, was
more mired in the day to day administrative
duties of the project which took their time away
from the laboratory. A specific case in point was
the long term expert who had been dispatched to
train on HIV isolation at the BSL3 laboratory. Due
to administrative needs, he had to act as the Chief
Advisor to the project for most of his 2 year stay
compromising the full utility of the facility.

Relationship between the experts and the
counterparts was generally good especially with
the young. The younger the counterpart the better
the association and the more impact the
technology transfer. Language, though sometimes
a barrier was not a major obstacle for the
expert-counterpart association. At the earlier
phase of the project, one drawback that we
experienced from the experts was a spillover from
their rivalry inherent in Japanese universities.
For the Japanese, which University you graduated
from was akin to what tribe a Kenyan belonged.
Probably due to an absence of clear terms of
reference, experts who had graduated from
different universities were pushing different and
opposing research agendas. It wasn't unfamiliar
for a counterpart to begin a project with an expert
then before it ends and the experts term ends, to
begin again a new study or approach with an
incoming expert from another university. By the
beginning of the second phase in 2001 however,
this had largely been corrected after we began
dealing with experts from only one Japanese
university or a closely collaborating alliance.

As the per diems and salary top-ups were a
major the
publication of research data emanating from the

issue for Kenyan counterparts,
project as first authors was the burning issue for
Japanese experts. The KEMRI-JICA project
barricaded experts from being first authors of
research papers. Prof. Kurimura put down his foot

firmly on this one. That this was a technical
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transfer not a “collaborative” project. That first
authorship was the preserve of the counterparts
unless otherwise stated. The project rightly
argued that if experts were to publish as first
authors thexi the project have to pay the dreaded
top up salaries to KEMRI staff for they, Kenyans,
were building the careers of the Japanese experts.
Though this notion was unpopular to the experts,
majority adhered to it. This issue -of none first
author publication by JICA experts, went along
way in holding the project together.

The development for research infrastructure in
KEMRI by JICA was by far the most wisible
contribution to the project. From 1996 all through
to 2005, KEMRI
equipment worth more than 700 millions Kenya
shillings from JICA. The quality of the equipment
was excellent though there were often delays in

received major research

provision. (Equipment ordered for 1996 could find
its way to our labs in 1999). The laboratory
infrastructure developed though the project has
made the Institute a centre for HIV biomedical
research and training. KEMRI staff can now
compete for grants both locally and abroad because
of the available infrastructure. Though the
maintenance and servicing of these equipments will
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be future challenge, it provides more opportunities
to the Institute to collaborate with others.

What impact did the JICA project have on the
common mwananchi?. This is the main guestion
that is often asked for donor funded programs? Did
the iraining of KEMRI counterparts to perform
high tech research or the tens of papers that were
published in journals contributed to the health of
Kenyans or added them any sufurias of ugall. 1
helieve that the greatest national impact of the
KEMRI-JICA project will be felt not through
research training of counterparts or provision of
equipment but the setting up of production unit.

This facility which was put up through JICA
grant aid at the last year of collaboration will
provide an alternative to expensive imported blood
screening kits for the country and the region as a
whole. The unit, if well managed, may not only
assure a sustainable blood safety programmeé for
the country but will provide the funds for KEMRI
to meet her cbligations as a public institution. The
best contribution of the JICA project to Kenyans
through KEMRI appears to have come during the
sunset hours of the collaboration.

1t fits well into the age old Japanese custom of
reserving the best to the time of saying goodbye.
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12. The Viral Hepatitis Programme of the KEMRI/JICA Project

Chief Laboratory Technologist, CVR
KEMRI
Peter M. Kaiguri

It has been a great honor and pleasure to serve
the Institute and indeed my country, Kenya under
the coveted KEMRI/JICA Technical Cooperation
Programme. Jeining the project in 1986, I have
fragrant memories of this Cooperation which 1
have witnessed grow from strength to strength, A
case in point is in the area of Viral Hepatitis
Research in which I have been involved through
the three phases of the Cooperation.

The started the VH
programme were Dr. P. Tukei (then Director, CVR),
Dr. F. Okoth, the late Mr. D. Kaptich, Mr. P.
Kaiguri, Mr. G. Kamau (retired), Mr. N. Ragot, Mr.
V. Osidiana. The latter day members that joined
the team include Mr. J Kulundu, Ms. A, Watahi,
Mz, Julius Tuei, Mr. T. Muasya and Mr. J. Gikunda.
The key JICA expert and Principal Investigator
was Dr. T. Yamanaka from Sappore Medical School,
Japan. He was later followed by Drs. Takayanagi
and K. Baba.

Several achievements

Counterparts who

realized
through out the period and the following are some
highlights.

Initiation of a community based longitudinal

have been

study of viral hepatitis B in Maragua, Muranga
District. This study was able to establish the
prevalence of hepatitis B to 3% within this region.
. Family members of infections mothers identified
during the study were vaccinated against hepatitis
B, courtesy of the project. The findings and the
recommendations from this study and the
Gatundu HBV study on children below five years
and the youth below 24 years (supported by PATH)
helped to develop a policy on the integration of
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HBV vaccine into the Kenya Expanded
Programme on immunization (EPI). This was
implemented by the Ministry of Health in the year
2000.

Development of hepatitis B virus diagnostic test
kits based on the principle of reverse passive
haemagglutination (RPHA) was initiated in
1986.Initially, JICA provided RPHA diagnostic
reagents to the National Bleoed Bank,
Nairobi .HBsAg positive blood was selected and
used as training material by Counterparts in
Japan on production methodologies of diagnostic
test kits for HBsAg. It was during the period, 1988
to 1990 that the VH laboratory was equipped by
JICA with all the pertinent equipment related to
production of the kits and diagnosis of viral
hepatitis infections including HAV, HBV, HDV and
HCV.

Three counterparts trained at the Institute of
Immunology, Japan during the period 1987 to
1990 {(D. Kaptich, P. Kaiguri and V. Osidiana). Prof.
M. Yano stewarded this

programme to even greater heights from 1991

has successfully
to-date. It was during his tenure that many of the
achievements below were realized.

Liver functions tests and ultrasonographic
diagnostic procedures were established in the
Centre for Clinical Research. Epidemiological
studies on liver disease patients were conducted in
all the provincial hospitals through organized visits
by the Radiographers and VH staff from 1992 to
1995.A portable ultrasound machine was used and
peripheral blood obtained from all patients and
tested at KEMRI for HBV and HCV. Training of
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Radiographers & Physicians on ultrasonographic
diagnosis was conducted during this period.
KEMRI HEPCELL was fully develeped and
recognized by the MOH from 1991. It was accepted
for use as a screening kit for HBsAg in all the
of
laboratory Technologists/Technicians in all the
provincial hospitals started on the use of the
KEMR]I HEPCELL. A total of 112 participants
from the provincial hospitals were trained from
1991-1997, the venues for these was at KEMRI,
Nairobi. From 1998 to 2005 training on the same
was extended to the District hospitals and the
venues for these were the provincial hospitals. All

provincial hospitals. Extensive training

these training workshops were facilitated by
KEMRI/JICA and the Ministry of Health resource
personnel.

Training of laboratory scientists in Africa on
blood safely initiatives through Third country
Training Programme (TCTP) was initiated by
KEMRI/JICA project in year 2001 and is ongoing A
total of 156 participants have been trained to-date.
The broad ohjective of this programme has been to
educate and train participants on all issues
related to blood safety (eg. epidemiology, diagnosis
and management of transfusion transmissible
infections partieularly HIV, HBV and HCV).
KEMRI HEPCELL and HIV1-PA kits have heen
extensively used on these trainings, with the VH
staff playing very important roles in facilitation.

The of the
Chemo-sero-therapeutic Research Institute and
the Nagasaki Medical Centre- all in Japan have
been our main supporters in capacity building and

Institute Immunology,

also in providing extremely know ledged and

resourceful Experts in diverse fields of science.
All the experts immensely contributed to the

training of staff on site and in the foregoing
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Institutions. I personally would like to recognize
and appreciate all of them in totality for their
commitments and friendly disposition. To mention
but a few of the and thanking them all are-:

Dr. initiated the
seroepidemiological studies on HBV in Maragua
diagnostic manufacturing at the Institute of
Immunolegy, Japan {1987-1990)

Prof. M. Yano for ensuring complete success of
the production of KHC, initiating production of
AFP, HEPSAB and QC issues on all these
reagents.

-Dr. Koga for cooxdinating mother to child HBV
transmission and overseeing the vaccinations in

T. Yamanaka wheo

Maragua.

-Dr. Naruse for training VH personnel on QC
procedures and imitializing the lyophilization
process in 1996. Mr. Nakashima, Mr. Aoyama and
Dr. Naruse for facilitating complete transfer of
production technology to VH staffin 1998.

- Dr. Tanaka for facilitating very focused
epidemiological study of HBV, HIV in the
provincial hospitals.

+Dr. Y. Omoto for helping to start production of
KEMRI HCV,HEPSARB Kits and training staff on
approaches to research,

-Dr. K. Yano for facilitating the process of the
final evaluation of the KEMRIJICA Project
2001-2006. ’

At the close of the technical co-operation
between KEMRI and JICA after 25 years of
fruitful cooperation the Institute will inherit
ultramodern laboratory infrastructure, well
trained manpower, and a state of the art Training
Centre and Production units equipped with latest
technology equipment. My personnel wish is that
this cooperation continues.

Long Live KEMRI, Long Live JICAI!
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