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KICD : Kenya Institute of Curriculum Development
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PRELIMINARIES

Establishment and Mandate of the Committee

The Standing Committee on Health is established pursuant to standing order 228 (3)
and the Fourth Schedule of the Senate Standing Orders and is mandated to consider all
matters relating to medical services, public health and sanitation.

Pursuant to Standing Order 228(4), the Committee is specifically mandated to-

1)

2)
3)
4)
5
6)
7)
8)
9)

investigate, inquire into, and report on all matters relating to the mandate,
management, activities, administration and operations of the Ministry of Health
and its departments;

study the programme and policy objectives of the Ministry of Health and its
departments, and the effectiveness of the implementation thereof;

study and review all legislation referred to it;

study, assess and analyze the success of the Ministry of Health and departments
assigned to it as measured by the results obtained as compared with their stated
objectives,

consider the Budget Policy Statement in line with the Committee’s mandate;
report on all appointments where the Constitution or any law requires the Senate
lo approve;

make reports and recommendations to the Senate as ofien as possible, incl uding
recommendations for proposed legislation;

consider reports of Commissions and Independent Offices submitted to the
Senate pursuant to the provisions of Article 254 of the Constitution;

examine any statements raised by Senators on a matter within its mandate; and

10)follow up and report on the status of implementation of resolution within its

mandate; and

11)follow up and report on the status of commitments made by the Cabinet

Secretaries in their response to questions under Standing Order 51C

Committee Membership

The Committee is comprised of the following members-

30 PRl ON Bhus L e

Sen. Jackson K. Arap Mandago, EGH, MP - Chairperson

Sen. Mariam Sheikh Omar, MP - Vice-Chairperson
Sen. Justice (Rtd.) Stewart Madzayo, EGH, MP - Member

Sen. Ledama Olekina, CBS, MP - Member

Sen. Richard Onyonka, MP - Member

Sen. Tabitha Mutinda, CBS, MP - Member

Sen. Hamida Kibwana, MP - Member

Sen. Joseph Githuku Kamau, MP - Member

Sen. Vincent Kiprono Cheburet Chemitei, MP - Member






CHAIRPERSON’S FOREWORD

The Autism Management Bill, 2025 (Senate Bills No.19 of 2025) was published in the
Kenya Gazette Supplement No. 163 of 2025 on 26™ September 2025.The Bill was
introduced in the Senate by way of First Reading on 26" November, 2025 and thereafter
stood committed to the Committee on Health for consideration.

The principal object of the Autism Management Bill, 2025, is to provide for an
integrated and coordinated approach to the management of autism in Kenya. The Bill
seeks to establish a comprehensive legal framework for early screening, diagnosis,
management and support of persons with autism spectrum disorder (ASD), while
promoting public awareness, research, and the allocation of adequate resources towards

autism programs

In accordance with the provisions of Article 118 of the Constitution and standing order
145 (5) of the Senate Standing Orders, the Committee through public advertisements
that appeared in the Daily Nation and Standard newspapers that appeared on
Wednesday, 3™ December, 2025 invited the interested members of public to submit any
representations that they may have on the Bill by way of written memoranda. The
memoranda were to be received by the Senate on or before Monday, 22™ December,
2025 at 5.00 p.m. At the close of public participation period, the Committee received
written memoranda from thirty - five (35) different stakeholders. These submissions
and proposed amendments were prepared into a comprehensive matrix for Committee
consideration.

During its consideration, the Committee observed that, the Autism Management Bill as
currently drafted adopts a predominantly medical and welfare-oriented approach to
autism, without adequately grounding it in the constitutional rights framework or
Kenya’s obligations under the United Nations Convention on the Rights of Persons with
Disabilities (UNCRPD). The Bill does not explicitly prohibit discrimination against
persons with autism in education, healthcare, employment, or access to public services
and does not frame autistic persons as rights-holders. This is inconsistent with Article
27 and Article 54 of the Constitution and with the CRPD’s social model of disability.

The Committee observes that there is need to have a legal provision that makes it a duty
of healthcare facilities, education institutions and community health promoters to
identify, refer and assist parents to register children with autism within a specified
period after diagnosis and identification. Consequently, the Committee noted that there
is need for criminalization of the habit or parents concealing persons with autism as to
deny them the benefits provided under this law or any other law.

That the Bill recognizes only “medical practitioners™ and does not mention occupational
therapists, speech and language therapists, physiotherapists, clinical psychologists,
behavioral therapists, or special needs educators who are critical experts in the
management of autism. This is a significant gap, as effective autism management
requires multidisciplinary, and interdisciplinary approach.



Kenya’s current workforce of approximately 900 occupational therapists is far
insufficient, and the Bill misses an opportunity to mandate the expansion of this
workforce and its integration into autism service delivery at both national and county
levels. According to APHRC research data, occupational therapy (38.7%) and speech
therapy (35.3%) are the most recommended interventions for autistic children, yet
availability does not meet demand and cost is a primary barrier.

The Committee further observed that while the Bill references “community-level
caregiver support groups,” it does not define the role of caregivers, provide for caregiver
training frameworks, establish respite care services, or guarantee psychosocial or
financial support for caregivers. Given the research evidence that the vast majority of
caregiver-parents experience significant mental health burden, financial stress, and
social isolation, the absence of structured caregiver support provisions is a critical gap.

The Committee observed that the Bill’s financing provisions use aspirational
language without establishing specific, enforceable budget lines, ring-fenced
allocations, timelines for implementation, or reporting obligations. The Bill does not
mandate coverage of evidence-based autism therapies under the SHA/SHIF or require
insurance providers to cover autism interventions, diagnostic assessments, or assistive
communication devices. Without such provisions, the Bill’s objectives will remain
inaccessible to the majority of Kenyan families who cannot afford private autism care.

In light of the Committee analysis and the extensive views received from stakeholders,
the Committee is satisfied that the Autism Management Bill, 2025 addresses a critical
gap in the legal and policy framework on autism in Kenya. Accordingly, the Committee
recommends that the Senate approves the Autism Management Bill, 2025, subject to
the amendments set out this report.

As I conclude, I wish to sincerely thank the Office of the Speaker and the Office of the
Clerk of the Senate for the support extended to the Committee in execution of its
mandate. I also wish to extend my gratitude to the Committee members for their
diligence, commitment and insightful contributions throughout consideration of this
Bill.

It is now my pleasant duty, pursuant to standing order 148 (1) of the Senate Standing
Orders, to present the Report of the Standing Committee on Health on its consideration
of the Autism Management Bill, 2025 (Senate Bills No. 19 of 2025).

. JACKSON K. ARAP MANDAGO, EGH, MP,
CHAIRPERSON, STANDING COMMITTEE ON HEALTH.
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2)

3)

4)

5)

6)

CHAPTER ONE

INTRODUCTION

The Autism Management Bill,2025 (Senate Bills No.19 of 2025) was published in
the Kenya Gazette Supplement No. 163 (Senate Bills No. 19) on 26" September,
2025. The Bill was introduced in the Senate by way of First Reading on 26"
November, 2025 and thereafter stood committed to the Standing Committee on
Health for consideration. A copy of the Bill the Bill Digest are attached to this report
as Annex 2 and 3.

The principal object of the Autism Management Bill, 2025, is to provide for an
integrated and coordinated approach to the management of autism in Kenya. The
Bill seeks to establish a comprehensive legal framework for early screening,
diagnosis, management and support of persons with autism spectrum disorder
(ASD), while promoting public awareness, research, and the allocation of adequate
resources towards autism programs.

In compliance with the provisions of Article 118 of the Constitution and Standing
Order 145 (5) of the Senate Standing Orders, the Committee proceeded to undertake
public participation on the Bill. In this regard, the Committee published an
advertisement in the Daily Nation and Standard newspapers on 3™ December, 2025
inviting members of the public to submit written memoranda to the Committee on
the Bill. A copy of the advertisement has been attached to this report as Annex 4.

At the close of public participation period, the Committee received written
memoranda from thirty-five (35) different stakeholders. These submissions and
proposed amendments were prepared into a comprehensive matrix for Committee
consideration. The matrix of stakeholder submissions is attached to this report as

Annex 3.

1.1. Background

According to World Health Organization (WHO) Autism Spectrum Disorders
(ASD) also referred to as Autism refers to a diverse group of conditions. They are
characterized by some degree of difficulty with social interaction and
communication. Other characteristics are atypical patterns of activities and
behaviours, such as difficulty with transition from one activity to another, a focus
on details and unusual reactions to sensations.

The abilities and needs of autistic people vary and can evolve over time. While some
people with autism can live independently, others have severe disabilities and
require life-long care and support. Autism often has an impact on education and
employment opportunities. In addition, the demands on families providing care and
support can be significant. Societal attitudes and the level of support provided by
local and national authorities are important factors determining the quality of life of
people with autism.



7)

8)

9)

1.2. The Problem that the Bill Seeks to address.

According to the National Council for Persons with Disability (NDPWD) Analytical
Monograph on Autism (2024), approximately 75 million people worldwide have
autism spectrum disorder, representing 1% of the global population. The WHO
estimates that one out of 59 children are born with autism and related developmental
disabilities, making this a significant public health concern that requires dedicated
legislative attention.

According to a report done by the Autism Society of Kenya in the year 2007, about
one in every 25 children suffer from autism. This accounts for about 4% of the
general population in Kenya. Since there is no central data collection center for
autism cases in Kenya however, the statistics are not quite accurate and therefore
affecting the policy and budgetary issues towards autism in Kenya.

The challenges surrounding management of autism in Kenya include late diagnoses,
a shortage of trained professionals, limited access to specialized education and
therapeutic services, and inadequate data on autism prevalence. There is no
comprehensive legal framework specifically addressing the needs of persons with
autism, resulting in poor service delivery and insufficient coordination between
national and county governments.

10)Currently, persons with autism are covered under the general provisions of the

Persons Living with Disability Act, 2025 (Act No. 4 of 2025), which provides for
the rights and protection of persons living with disabilities. However, this legislation
does not provide specific provisions for the unique diagnostic, management and
support needs of persons with autism spectrum disorder. The lack of autism-specific
legislation has resulted in inadequate specialized services, poor diagnosis, and
insufficient training for medical practitioners and caregivers dealing with autism.

11)Kenya adopted the World Health Organization’s 2014 global Autism Resolution

titled “Comprehensive and Co-ordinated Efforts for the Management of Autism
Spectrum Disorder,” which was co-sponsored by 50 states and supported by all 194
WHO member countries. To give effect to this international commitment and
address the gaps in domestic legislation, this Bill seeks to establish a comprehensive
legal framework specifically for autism management.

12)The Bill is anchored in Article 43(1)(a) of the Constitution which guarantees every

individual the right to the highest attainable standard of health.

1.3. Overview of the Bill

13) The Bill seeks to provide for the comprehensive management of autism (ASD) in

Kenya, covering early screening, diagnosis, treatment, support services, data
collection, training, public awareness, and resource allocation at both national and
county levels.



14) Clause 4 mandates the National Government to-

a)
b)
c)
d)
€)
f)
g
h)

i)
i)

develop, establish, coordinate and monitor the implementation of national
standards and policies relating to autism;

formulate and monitor a National Autism Strategy that aligns with international
best practices;

establish National Diagnostic Centers in all existing referral hospitals to ensure
early detection and management of autism;

undertake capacity building through continuous training of medical
practitioners and caregivers;

promote public awareness by undertaking continuous public education and
sensitization campaigns to eradicate stigma and foster inclusivity;

promote research and innovation and establish linkages with international
research agencies;

develop a framework to increase accessibility of affordable medical services
for persons with autism;

in collaboration with county governments and non-state actors, develop a
national database of persons with autism for planning purposes;

provide technical assistance and capacity building to county governments; and
ensure that education and information on autism prevention, treatment and
management forms part of healthcare services.

15) The Bill further requires the Cabinet Secretary to set aside specific allocations from
the national health budget to support autism prevention activities including early
screening programs, diagnostic infrastructure, training, and public awareness

campaigns.

16) Clause 5 mandates County Governments to-

a)
b)

c)

d)
€)

)

implement national standards and policies relating to autism;

formulate and monitor a county autism strategy aligned with the national
strategy that aligns with the national strategy;

Establish County Diagnostic Centers in Level 4 and 5 hospitals for early
detection and management of autism;

Establish community-level caregiver support groups;

establish a county database of persons with autism and share this information
with the national government for purposes of planning and share the
information with the national government for purposes of updating the national
data base; and

put in place measures for accessibility of affordable medical services for
persons with autism within county hospitals.

17) Further, county governments are required to set aside specific allocations from
county health budgets to support autism prevention and management activities.



Establishment of Autism Units

18) Clause 6 of the Bill requires both the Cabinet Secretary and each county executive
committee member to establish autism units within the Ministry of Health and the
relevant county department dealing with public health matters and to ensure
diagnostic centers are staffed with trained professionals and appropriate diagnostic
tools.

19) These autism units shall be responsible for-

a) Collecting and collating data on autism prevalence at national and county
levels;

b) establishing and updating national and county databases;

c¢) coordinating all autism programs including training and public awareness
campaigns; and

d) performing other duties as directed by the Cabinet Secretary or county
executive committee member.

20) County autism units are further required to periodically share data with the National
Government for updating the national database.

21) The Bill requires the National Government and county governments, in
collaboration with stakeholders, to-

a) promote public awareness about the causes, means of prevention, treatment and
management of autism through comprehensive nationwide education and
information campaigns;

b) conduct education and information campaigns in schools, institutions of
learning and communities throughout Kenya;

¢) provide training, sensitization and awareness programs on the prevention,
treatment and management of autism to medical practitioners, community and
social workers, educators, and other stakeholders;

d) ensure the involvement and participation of individuals and groups affected by
autism in education and information programs; and

¢) ensure that information provided covers support, attitudes towards affected
persons, and psychological support for caregivers.

22) Clause 8 of the Bill mandates the Kenya Institute of Curriculum Development
(KICD) to ensure that autism awareness is integrated in both pre-service and in-
service teacher training and develop a training curriculum to be integrated into
syllabuses on the management of autism to ensure care of persons with autism is
taught at all levels of education.

23) The Bill provides that in addition to its specific provisions, persons with autism
shall enjoy all the rights, protection and privileges provided for under the Persons
Living with Disability Act, 2025, and other relevant laws



CHAPTER TWO

2. STAKEHOLDER SUBMISSIONS

24) This Chapter presents the Committee’s analysis of the Autism Management Bill,
2025 (Senate Bills No. 19 of 2025), incorporating views obtained through public
participation from thirty-five (35) stakeholders, including professional medical
bodies, civil society organizations, disability rights advocates, occupational
therapists, legal practitioners, parents and caregivers of persons with autism, autistic
adults, patient advocacy organizations, and individual citizens. A summary of the
submissions is provided below.

2.1. TITLE OF THE BILL

25) The Kenya Occupational Therapists' Association (KOTA) submitted that the title
of the Bill should be amended from "Autism Management Bill" to the
"Neurodevelopmental Conditions Management Bill, 2025." KOTA's justification is
that autism and other neurodevelopmental conditions, including Attention-Deficit
Hyperactivity Disorder (ADHD), dyslexia, dyspraxia, dyscalculia, and Tourette
syndrome share common barriers in screening, diagnosis, management, education,
and social inclusion.

26) KOTA submitted that limiting the title solely to autism risks marginalizing these
related conditions and may lead to over-diagnosis of autism where other conditions
are not recognized. This position was also supported by Margie N. Koech an
occupational therapist and stakeholder by the name Alfred Gicheru Mazerah.

27) The Neurodivergents Society of Kenya (NSK) and Andy Speaks 4 Special Needs
Persons Africa submitted that the Bill should establish a multi-sectoral national
coordinating mechanism involving Ministry of Health, Ministry of Education,
Ministry of Labour & Employment, Ministry of Social Protection, National Council
for Persons with Disabilities, Autistic-led organizations, Caregiver associations,
Kenya Occupational Therapists Association (KOTA), Occupational Therapist
Council of Kenya (OTCK), Speech & Language Pathologists Association (SLPA).
Balance investments between education, community support, and rehabilitation.

28) They further proposed introduction of mandatory inclusive-education standards at
county level. NSK's justification is that current provisions assign autism
management solely to Ministry of Health, lacks inter-ministerial coordination,
creates fragmented, siloed service delivery and focuses heavily on diagnostic
centres instead of comprehensive support ecosystems.

10



2.2. DEFINITIONS (CLAUSE 2)

Definition of "Autism"

29) Calvince Omondi, a Special Education Teacher and Practitioner, submitted that the
definition of autism in Clause 2 should be expanded to include, recognition of
autism as a spectrum with varying support needs; explicit inclusion of co-occurring
conditions, noting that 70% of autistic people have mental health conditions; a
definition of "appropriate support" and "reasonable accommodations"; use of age-
inclusive language covering lifespan needs, and recognition of autism as a
neurodevelopmental rather than purely medical condition.

30) Mr. Omondi's justification is that the Bill provides a minimal definition, referencing
only "autism spectrum disorder (ASD)", and does not reflect legislative provisions
in the UK and US which have comprehensive legal frameworks for ASD, thus
failing to address comorbidities that complicate interventions.

31) Kimberly Wanjiru Njau, a Parent of child with autism, submitted that Clause 2
should expand the definition of autism as a neurodevelopmental condition and not
a disease or mental illness, and should recognize autism as a spectrum with varying
support needs across the lifespan. Ms. Kimberly further submitted that definitions
should be included for early intervention, reasonable accommodation,
Individualized Education Plans (IEPs), learning support or shadow teachers and
behaviour support with appropriate safeguards.

32) The justification is that the current definition is insufficient in the Kenyan context,
where autism is frequently misunderstood, mislabeled as mental illness, or
attributed to poor parenting or superstition.

33) The Neurodivergents Society of Kenya (NSK) and Andy Speaks 4 Special Needs
Persons Africa submitted that the definition should be broadened to cover
neurodevelopmental disability within the autism spectrum, including common
comorbid conditions. NSK proposed a rights-based definition aligned to United
Nations Convention on the Rights of Persons with Disabilities (UNCRPD) Article

1, with additional definitions for: supports, reasonable accommodation,
independent living, education support, caregiver, multidisciplinary team,
habilitation and rehabilitation. NSK's justification is that the current definition
defines autism strictly as ASD, ignoring comorbidities such as ADHD, epilepsy,
intellectual disability, learning disabilities and does not align with the UNCRPD or
the PWD Act definition of disability.

34) Michael Amara, a county occupational therapist from Kisumu County and the
KOTA submitted that a definition of "occupational therapist" be added, meaning a
person who, having successfully undergone a prescribed course of training in a
training institution, is a holder of a certificate issued by that institution and is
registered under the relevant Act (CAP 253H). The justification is that occupational
therapists are an integral component of multidisciplinary interventions in autism
spectrum disorder.

11



35) Melba Katindi, an Advocate of the High Court of Kenya and a Managing Partner at
the Katindi & Company Advocates, submitted that the definition of autism should
be reframed to read: "Autism means a lifelong neurodevelopmental condition
characterized by differences in social communication, sensory processing,
behaviour, and cognition, which may manifest across a broad spectrum of abilities
and support needs and which shall be recognized and addressed within a rights-
based, person-centred and neurodiversity-affirming framework."

36) The justification is that the current definition of autism is purely medical with no
recognition of autism as a neurodevelopmental variation or rights-based

perspective.

Definition of ""Persons with Autism"

37) Fed Oinga Oyagi an adult with autism, submitted that "Persons with autism" should
be defined to include children, adolescents and adults, whether diagnosed in
childhood or adulthood.

38) The justification is that the Bill does not explicitly recognize adults with autism,
including individuals who were not diagnosed in childhood, were misdiagnosed or
masked symptoms due to social, cultural, or economic factors, or are only
discovering their neurodivergence later in life. This omission risks excluding adults
from diagnostic services, support programs, data collection, and policy planning.

Definitions of '"Caregiver' and "Inclusive Education"

39) Melba Katindi further submitted that "Caregiver" should be defined as a parent,
legal guardian, family member, or any other person who provides ongoing,
substantial support for the daily care, wellbeing, development, or inclusion of a
person with autism, and includes persons providing emotional, social, educational,
or practical support, whether on a permanent or temporary basis. The justification
is to formally recognize the essential role of caregivers in autism management and
support.

40) Melba Katindi further proposed that "Inclusive Education" be defined as an
education system, philosophy, and practice that ensures equal access, participation,
and achievement for all learners, including learners with autism, through the
provision of reasonable accommodation, individualized support, accessible
learning environments, and appropriate teaching methodologies, within mainstream
educational settings. The justification is to ensure a comprehensive understanding
of inclusive education that supports all autistic learners.

Definition of '"Neurodevelopmental Conditions"

41) Alfred Gicheru Mazerah, a Concerned Kenyan with lived experience of
neurodevelopmental disability, submitted that a new definition under Clause 2 be
inserted to include "neurodevelopmental conditions" as encompassing Attention-
Deficit/Hyperactivity Disorder (ADHD), specific learning disorders (including

12



dyslexia and dyscalculia), developmental coordination disorder (dyspraxia),
Tourette syndrome, and such other conditions as may be classified under ICD-11
or its successor.

42) The justification is that this anchor the Act in internationally recognized diagnostic
classification systems and avoids repeated legislative amendments as science
evolves.

43) Alfred Gicheru Mazerah also proposed insertion of a new interpretive clause
immediately after Clause 1 to read: "This Act shall be interpreted and applied in a
manner consistent with the Constitution of Kenya and Kenya's obligations under
the United Nations Convention on the Rights of Persons with Disabilities, including
the principles of dignity, non-discrimination, autonomy, equality of opportunity,
accessibility, and full and effective participation in society." The justification is that
CRPD-compliant interpretation clauses are standard in modern disability legislation
and ensure implementation respects rights, not charity or medical control.

Multidisciplinary Professional Definitions

44) Margaret Thongori submitted that the definition provisions should be expanded to
explicitly include all licensed professionals involved in multidisciplinary autism
management, including: Occupational Therapists, Speech and Language
Therapists, Clinical Psychologists, Counselling Psychologists, Psychiatrists,
Paediatric ~ Neurologists, Special Needs Educators, and Behaviour
analysts/therapists. The justification is that the current restrictive definition
excludes crucial professionals who form the backbone of autism assessment,
therapy, and long-term management.

OBJECTS OF THE BILL (CLAUSE 3)

Removal of "Prevention of Autism' Language

45) The Neurodivergents Society of Kenya (NSK) and Andy Speaks 4 Special Needs
Persons Africa submitted that "prevention of autism" language should be removed
entirely from the Bill and that the objectives should be expanded to cover inclusive
education, habilitation and rehabilitation services, community-based support,
caregiver support, anti-discrimination protections, inclusive employment pathways,
and public accessibility and accommodations. NSK's justification is that the current
provisions are focused almost entirely on screening, diagnosis, and medical
management. Including "prevention of autism" language is scientifically inaccurate
and discriminatory.

46) African Population and Health Research Center (APHRC) submitted that the
objective statement should be revised to exclude prevention. APHRC noted that
autism is a neurodevelopmental disability rather than a disease or illness, and
research evidence shows that ASD presents difficulties in social
communication/interaction and restrictive and repetitive behaviour patterns.

13



APHRC (urther submitted that sensitization, awareness and training programs
should focus on the provision of care and support services including therapy and
education services.

47) Sanaipei Ntimama, a Co-Founder Kalel ABA Program and a Mother of 8-year-old
with ASD, submitted that, in terms of language, the Bill should note that there are
no known causes of autism and there is no medical means of prevention of the
condition. She submitted that the Bill should avoid using language about
'prevention’ of autism as this is scientifically inaccurate.

48) Samwel Maina Wangari, a parent of autistic child from Kiambu County, submitted
that references to 'prevention of autism' should be removed and replaced with
language that focuses on early identification, support, inclusion, and
accommodation. The justification is that autism is not a disease and cannot be
prevented. Using this language increases stigma and may harm autistic children and
their families and could lead to bad policies and directives that do not protect the
child or the parents.

Expansion of Objectives to Include Rights-Based Framework

49) Melba Katindi submitted that the objects of the Bill should be reframed to adopt a
rights-based, ncurodiversity-affirming approach, proposing that the objects read:
"The objects of this Act are to promote the dignity, autonomy, and social inclusion
of persons with autism; ensure access to coordinated screening, diagnostic,
therapeutic, educational, and support services; prevent exclusion and rights
violations; and support caregivers, community participation, and lifelong
inclusion." The justification is to clarify that the purpose is not prevention of autism,
but prevention of exclusion, neglect, and rights violations.

50) Dr. Ann Kioi, a Healthcare Professional, Author and Mother of two autistic
children, submitted that Section 3 should be expanded to expressly include long-
term, multidisciplinary intervention and caregiver support as core objectives of the
Act. The justification is that autism management does not end at diagnosis. Families
experience the greatest strain in the months and years that follow, when structured
intervention and guidance are absent.

Amendment to Clause 3(a) — Inclusion of Late Diagnosis

51) Fed Oinga Oyagi submitted that Clause 3(a) should be amended to read: "...provide
a framework for integrated approach towards the early and late screening,
diagnosis, management and support of persons with autism." The justification is
that while early screening is essential, repeated emphasis on early detection without
corresponding provisions for late diagnosis creates a structural bias against adults.
Autism is a lifelong neurodevelopmental condition, and diagnosis at any stage of
life remains clinically valid and beneficial.

14



52) Alfred Gicheru Mazerah submitted that Clause 3(a) should be amended by inserting
after "persons with autism" the words: "and to recognise and provide a policy
pathway for addressing related neurodevelopmental conditions, including
Attention-Deficit/Hyperactivity Disorder (ADHD), specific learning disorders
(including dyslexia and dyscalculia), developmental coordination disorder
(dyspraxia), and Tourette syndrome." The justification is that international
experience demonstrates that autism policy is most effective when situated within
a broader neurodevelopmental and rights-based framework.

Amendment to Clause 3(d) — Expansion of Training Scope

53) APHRC submitted that the objective in Clause 3(d) should be revised to include
teachers and parents as additional groups to undergo continuous training in addition
to medical practitioners and caregivers. The justification is that children and youth
with autism spend most of their time either at home or in school, therefore there is
a need to build capacity of teachers and parents in care and support services within
these contexts. APHRC's own study shows skills gaps and a need for trained
teachers and empowered parents.

54) Michael Amara submitted that Clause 3(d) should be amended to read: "provide for
continuous training for medical practitioners, Occupational Therapists and
caregivers in relation to autism." The justification is that occupational therapists
play a critical role in autism management and should be included in training
provisions.

2.3. FUNCTIONS OF THE NATIONAL GOVERNMENT (CLAUSE 4)
Minimum Autism Service Package

55) Dr. Ann Kioi submitted that a new subsection should be inserted under Section 4 to
mandate the Cabinet Secretary responsible for health to develop and gazette a
Minimum Autism Service Package including: screening and diagnosis;
multidisciplinary intervention services; caregiver training and psychosocial
support; and education support linkages. The justification is that in the absence of
national standards, services remain fragmented, inconsistent, and dependent on
geography or income. Families are left to 'figure things out' on their own, often at
great emotional and financial cost.

Multidisciplinary Coordinating Mechanism

56) The Coalition of Parents, Caregivers, Professionals, Disability Rights Advocates
and Persons with Lived Experience on Neurodivergence submitted that a
multidisciplinary, representative national team should be explicitly provided for in
the Bill, comprising developmental pediatricians, neurologists, behavioural experts,
speech and occupational therapists, educators, parents, self-advocates, disability
rights advocates, and professionals with lived experience.

15



57) The Coalition further submitted that formulation of the National Autism Strategy
should be led by professionals with experience in population health and
international best practice, but who are grounded in Kenya's cultural, institutional,
and resource realities.

58) The Neurodivergents Society of Kenya (NSK) submitted that a multi-sectoral
national coordinating mechanism should be established involving the Ministry of
Health, Ministry of Education, Ministry of Labour and Employment, Ministry of
Social Protection, National Council for Persons with Disabilities, Autistic-led
organizations, Caregiver associations, Kenya Occupational Therapists Association
(KOTA), Occupational Therapist Council of Kenya (OTCK), and Speech and
Language Pathologists Association (SLPA). NSK submitted that investments
should be balanced between diagnostics, education, community support, and
re/habilitation, with mandatory inclusive-education standards at county level.

National Autism Strategy — Timelines and Accountability

59) Melba Katindi submitted that the Cabinet Secretary should be mandated to develop
national autism service standards (screening, therapy, education support) and
publish a National Autism Strategy within 180 days of enactment, with ring-fenced
funding subject to annual reporting to Parliament. The justification is that without
enforceable national standards, there is a risk of fragmented services, inconsistent
quality of care, and long delays, leaving caregivers to bear the burden of navigating
complex systems alone.

60) Alfred Gicheru Mazerah submitted that Clause 4(1)(b) should be substituted with a
provision requiring the Cabinet Secretary to formulate and monitor a National
Autism Strategy and a complementary National Neurodevelopmental Conditions
Strategy addressing autism, ADHD, specific learning disorders, developmental
coordination disorder, and Tourette syndrome, in alignment with international best
practices. The justification is that international practice (CRPD, WHO) encourages
integrated strategies to avoid fragmentation of services and ensure equity across
neurodevelopmental populations.

61) Alfred Gicheru Mazerah also submitted that a new sub-clause should be inserted
under Clause 4 and Clause 5 requiring the Cabinet Secretary and County Executive
Committec Member to table an annual report before Parliament or the County
Assembly respectively, detailing allocations, expenditures, and outcomes under the
Act. The justification is that international best practice requires monitoring,
evaluation, and reporting to ensure accountability and effective use of public funds.

Diagnostic and Therapy Standards for National Centres

62) Fed Oinga Oyagi submitted that national diagnostic centres should provide autism
screening and diagnostic services for adults, including late-diagnosed individuals.
The justification is that the Bill assumes diagnosis occurs exclusively through
public health screening pathways and assumes autism to be a childhood condition,
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with most provisions implicitly oriented toward early childhood intervention. This
creates a risk of inconsistent diagnoses across counties and dismissal of adult cases
due to lack of clinician training or standardization.

Amendment to Clause 4(1)(j) — Language Correction

63) Christopher Mutunga and Anyes Nyaga, Parents of child with autism, submitted
that Clause 4(1)(j) should replace "prevention, treatment and management" with
"detection and management." The proposed wording ensures that education and
information dissemination on the detection and management of autism and the care
of persons with autism shall form part of healthcare services by healthcare
providers. The justification is that the section assumes that autism is a disease that
can be prevented and treated which is not true since no one can predict whether a
child will be born with ASD.

Amendment to Clause 4(2) — Deployment of Occupational Therapists in Schools

64) Constanza Wairimu Muriuki, a parent and caretaker of child with autism, submitted
that occupational therapists and caretakers should be deployed in public learning
institutions to lift the burden of occupational therapy charges which is part of the
learning process. She further submitted that caretakers who help learners with
activities of daily living (ADLs) while at school should be deployed, and that the
Cabinet Secretary, Ministry of Education, should be actively involved in budget
allocation for upgrading and maintenance of Autism units in public schools and to
ensure special needs teachers are well placed. The justification is grounded in the
Persons with Disabilities Act 2025 Part III, Section 20(6), which states that children
with disabilities shall not be excluded from free and compulsory early childhood,
primary or secondary education.

Amendment to Clause 4(d) — Inclusion of Occupational Therapists in Capacity

Building

65) Michael Amara submitted that the responsibilities of the national government
should include "undertake capacity building for various stakeholders including
continuous training of medical practitioners, Occupational Therapists and
caregivers." The justification is that capacity building for occupational therapists is
essential for quality autism management services.

Amendment to Clause 4(g) — Inclusion of Therapy Services

66) APHRC submitted that Clause 4(g) should be revised to include therapy services in
addition to medical services. The justification is that therapy service provision is an
important aspect of the achievement of developmental milestones for children with
autism. APHRC's study shows occupational therapy (38.7%) and speech therapy
(35.3%) are the most recommended but availability does not match demand. Parents
cited high cost as the main challenge limiting access.
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2.4. FUNCTIONS OF COUNTY GOVERNMENTS (CLAUSE 5)

67) Dr. Ann Kioi submitted that Section 5 should be expanded to require county
governments to ensure access to multidisciplinary intervention services directly or
through accredited providers and to assign each diagnosed child an individualized
care and intervention plan, coordinated through the county autism unit. The
justification is that counties are required to diagnose but are not clearly obligated to
ensure post-diagnosis intervention and follow-up. Diagnosis without an
intervention pathway leaves family distressed and directionless.

68) The Coalition of Parents, Caregivers, Professionals, Disability Rights Advocates
and Persons with Lived Experience on Neurodivergence submitted that Clause 5
should place significant responsibility on county governments with clear guidance
and support, including developing aligned county autism strategies, community-
level caregiver support groups, and decentralized services to address rural and low-
income inequities.

69) Melba Katindi submitted that minimum service requirements should be introduced
for counties, requiring counties to integrate autism services into County Integrated
Development Plans. The justification is that most families cannot access county-
level services due to lack of trained personnel, facilities, or adequate funding,
forcing reliance on costly private care or total exclusion.

70) Fed Oinga Oyagi submitted that county diagnostic centres shall offer autism
diagnostic services for both children and adults, and establish referral pathways for
adult assessments. The justification is that the Bill assumes autism to be a childhood
condition, with most provisions implicitly oriented toward early childhood
intervention.

Amendment to Clause 5(1)(f) — Nutritional Interventions

71) Christopher Mutunga and Anyes Nyaga submitted that Clause 5(1)(f) should
emphasize affordable supplements and autism-friendly diet to parents/caregivers to
support their diet monitoring to enable autism individuals to avoid hyperactivity
triggering diets, and that the clause should not be limited to general medical services
but specifically address nutritional and dietary interventions. The justification is
that the clause is ambiguous since it does not specify whether the affordable medical
services are for which ailments, since autism is a spectrum not a disease.

72) Dr. Ann Kioi submitted that Clause 5(1)(f) should be further strengthened to ensure
adequate support for expensive treatment and medication for autistic persons,
including government subsidies or other forms of support to alleviate the financial
burden on families caring for autistic children. The justification is that many autistic
children require ongoing medication, such as Risperidone, Concerta, Epilim,
Lamictal, which are extremely expensive and often unaffordable for many families.
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Amendment to Clause 5(2) — Budget Allocation

73) Christopher Mutunga and Anyes Nyaga submitted that the County Executive
Committee Member should set aside specific allocation from the county health
budget to support autism activities including early screening programs, diagnostic
infrastructure, supply of autism diet related supplements, training of professionals
and caregivers, and public awareness campaigns. The justification is that nutritional
interventions and dietary support should be explicitly recognized in budget
allocations.

2.5. AUTISM UNITS (CLAUSE 6)

74) The Neurodivergents Society of Kenya (NSK) submitted that Autism Units should
be redesigned as Multidisciplinary Support and Resource Centres, not medical
units. NSK proposed that occupational therapy, speech and language therapy,
physiotherapy, behavioural support, psychosocial services, and caregiver training
should be mandated for inclusion. The justification is that units are currently located
only within health departments, reinforcing a medical model, with no mention of
multidisciplinary teams and no reference to rehabilitation frameworks or

community-based programmes.

75) Hannah Rise Autistic Community-Based Organization submitted that there should
be stage-based pathway curriculum in all early childhood learning centres tailored
to children with autism spectrum disorder (individualized educational plans). The
justification is that every child with autism is unique with their own strengths,
challenges and learning styles, and an individualized education plan ensures that
educational programming is tailored to meet the specific need of each student.

76) APHRC submitted that a new clause 6(2)(e) should be added to provide that "the
autism unit shall act as a respite centre for parents and caregivers." The justification
is that since ASD presents in a diverse range of ways, caring for children with
autism may be challenging due to their broad spectrum of needs. APHRC research
shows that a majority (94.9%) of parents need psychosocial support. They report
caring for a child with autism is costly (21%), stressful (20%), emotionally
challenging (17%), and physically exhausting (15%).

77) Alfred Gicheru Mazerah submitted that Clause 6(2)(c) should be amended to read:
"co-ordinating all autism and related neurodevelopmental programs in the area of
operation, including training, research, and public awareness campaigns." The
justification is that this improves efficiency by leveraging the same infrastructure
to support closely related neurodevelopmental conditions, consistent with WHO
recommendations on integrated service delivery.

Autism Management Centres

78) Margaret Thongori submitted that "Diagnostic Centres" should be replaced with
comprehensive "Autism Management Centres" (AMCs), which must provide: early
screening and diagnosis, intervention therapies, parent/caregiver training,
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counselling and psychosocial support, school ftransition support, assistive
technology services, and vocational preparation. The justification is that autism
requires lifelong support — not only diagnosis. Limiting these facilities to
diagnostics minimizes the broader needs of autistic persons and their families.

79) Margaret Thongori further submitted that enforceable compliance clauses,
timelines, and sanctions for failure to operationalize autism management centres,
autism units, and data systems should be included. The justification is that the Bill
assigns duties to national and county governments without specifying deadlines,
penalties, or performance audits, creating a risk of non-implementation.

2.6. EDUCATION AND INFORMATION (CLAUSE 7)

80) Alfred Gicheru Mazerah submitted that Clause 7(4) should be amended to read:
"ensure the meaningful involvement and participation of individuals and groups
affected by autism and other neurodevelopmental conditions, or their caregivers, in
the education and information programs." The justification is to align with CRPD
Article 4(3): participation of persons with disabilities in decision-making (‘nothing
about us without us').

81) Christopher Mutunga and Anyes Nyaga submitted that Clause 7(3) should provide
sponsored training, sensitization and awareness programmes on the detection and
management of autism to other stakeholders involved in the dissemination of
information to the public on autism detection and management. The justification is
that awareness programs need to address the broader community and multiple

stakeholders.

82) APHRC submitted that sensitization, awareness and training programs should focus
on the provision of care and support services including therapy and education
services. The justification is that autism is a neurodevelopmental disability rather
than a disease or illness, and that awareness programs should be focused

accordingly.

83) Michael Amara submitted that occupational therapists should be added to the list of
groups to receive training, sensitization and awareness programs on the detection
and management of autism. The justification is that occupational therapists need
specific training and recognition in autism detection and management.

84) Dr. Ann Kioi submitted that Section 7 should be amended to require inclusion of
caregivers and persons with autism in awareness initiatives and to link awareness
campaigns to measurable outcomes, including stigma reduction and early help-
seeking. The justification is that awareness activities are not required to include
caregivers or persons with lived experience, nor are outcomes defined. Stigma is a
major barrier to care and social inclusion.
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2.7. KENYA INSTITUTE OF CURRICULUM DEVELOPMENT /
EDUCATION (CLAUSE 8)

85) The Coalition of Parents, Caregivers, Professionals, Disability Rights Advocates
and Persons with Lived Experience on Neurodivergence submitted that the Bill
should not be limited to childhood and school-age interventions but must explicitly
provide for lifelong support, including vocational training, supported employment,
independent and assisted living options, ageing-related care, and long-term
rehabilitation services. The justification is that early intervention is not only
essential for individual well-being but also represents a long-term cost-saving
investment for families, communities, and the State.

86) Dr. Ann Kioi submitted that the Bill should include provisions for special education
and training for autistic children, tailored to their unique needs and abilities. She
further submitted that the Bill should make provisions for special examination
arrangements for autistic children, including oral examinations as an alternative to
traditional written assessments for autistic learners who demonstrate significant
difficulties with written assessments. The justification is that traditional written
exams disproportionately disadvantage autistic learners who have high cognitive
abilities but struggle with handwriting, processing written text, or time-bound
testing.

87) Hannah Rise Autistic Community-Based Organization submitted that autism
spectrum disorder specific provisions should have a clause under the Persons Living
with Disability Act 2025 of Kenya, just like other disabilities enjoy singular
recognition without being generalized, to ensure autism-specific provisions are
complementary with existing disability legislation and given appropriate
recognition.

88) Alfred Gicheru Mazerah submitted that Clause 8(1)(a) should be amended to read:
"ensure that autism and other neurodevelopmental conditions awareness, including
ADHD, specific learning disorders, developmental coordination disorder
(dyspraxia), and Tourette syndrome, is integrated in both pre-service and in-service
training." The justification is that international education standards emphasise
inclusive education addressing diverse learning and developmental needs, not
single-condition awareness.

89) Dr. Ann Kioi submitted that Section 8 should be expanded to require development
and implementation of Individualized Education Plans (IEPs) for learners with
autism. The justification is that the Bill does not impose obligations on schools to
implement individualized supports for learners with autism.

Mandatory Individualized Education Plans and School Inclusion

90) Kimberly Wanjiru Njau submitted that the Bill should explicitly provide for
mandatory Individualized Education Plans (IEPs) for learners with autism;
reasonable accommodations in all learning institutions; regulation of learning
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support/shadow teachers including qualifications, safeguarding, and clarity on
payment responsibility; and a formal complaints and escalation mechanism for
parents when schools fail to comply. The justification is that the Bill does not
impose enforceable obligations on schools to include and support learners with
autism. In practice, parents are forced to privately fund learning support or accept
exclusion.

91) Albert Wanjeri, Rights-Based Advocate, submitted that IEPs should be required for
autistic learners in public schools; that pre-service and in-service teacher training
on autism should be mandated; that the Basic Education Act should be aligned with
these provisions; and that reasonable classroom accommodations including sensory
supports and flexible assessments should be provided. He further submitted that
Care Units in schools should be established with at least 10 schools per county
staffed by trained caregivers or specialists, with minimum county service standards
to ensure equitable access regardless of location.

92) Beatrice Namunyak John (Health Economics and Policy, Caregiver and Autism
Advocate) submitted that the Bill should include practical guidelines for inclusive
education, teacher training on individualized learning approaches, and clear
pathways for school acceptance of autistic children, regardless of developmental
milestones like toileting. The justification is that current educational practices often
present barriers including school ultimatums and stigma that prevent autistic
children from being admitted.

Teacher-Student Ratios and Structured Learning

93) Pauline Wamukowa, a Director, Mali Therapy Center for Kids with Autism,
submitted that every established learning support for children on the spectrum
within public and private schools should be staffed by a Special Needs Education
(SNE) teacher who possesses cross-disciplinary competencies in every grade from
pre-primary to Grade 9. Learning support departments should be equipped with a
speech therapist, occupational therapists, and BCBA trained therapists such that
morning lessons continue seamlessly followed by therapy in the afternoon. She
submitted that the Bill should specify a maximum ratio of 7 pupils per teacher
within an autism unit to ensure that the educator can manage the diverse sensory
and behavioural needs of each learner effectively.

94) Betty Jean Nyambura, a Director, St Albans Autism Centre, submitted that the
trainer-student ratio should be one-on-one, and that three students should be
handled by a teacher, a therapist, and a caregiver. She submitted that the training
hours should be 8am to 4pm Monday to Friday with structured activities with
parents over the weekend, and that children aged 3-5 years should be in a centre
where they receive therapy (speech, sensory, applied behaviour modification,
occupational therapy) plus education running concurrently. Betty Jean further
submitted that toilet training should be a mandatory part of the training and that in
24 months of training the child should have completed pre-primary education and
be ready for integration to regular school.
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Teacher Training and Digital Tools

95) Nyaga Alex Muthuma, Founder GrowBright App, submitted that teacher training
institutions should introduce compulsory foundational special needs education
units, noting that no teacher should enter a classroom unprepared to support all
learners. He further submitted that Parliament and relevant ministries should
support inclusive education reforms, integrate assistive digital tools into
classrooms, and explore funding pathways for innovations like GrowBright that
address gaps in teacher competence and learner communication. The justification
is that many regular teachers are not equipped with foundational skills needed to
support learners with disabilities.

96) APHRC submitted that a new clause 8 (2)(a) should be added to read: "The Ministry
of Education shall ensure the learning institutions are well resourced (both
infrastructural, teaching and learning resources and trained personnel) to support
the educational and learning needs of learners and trainees with autism." The
justification is that APHRC's study shows the high cost of education was the most
cited challenge by parents of children with autism, with most parents citing being
required to pay extra fees and costs related to expensive resources and shadow
teachers, as well as a shortage of trained teachers.

2.8. TRAINING, PROFESSIONAL STANDARDS AND WORKFORCE
DEVELOPMENT

97) Sanaipei Ntimama, Co-Founder Kalel ABA Program, Mother of 8-year-old with
ASD, submitted that training should be mandatory for all officers of the State
Department for Children Services, Kenya Police Force, State Department for
Correctional Services, and all Medical Personnel (Doctors, Dentists, Nurses) so
they know how to manage a child with ASD when they report to a medical
institution. The justification is that the Bill needs to expand the range of
professionals and service providers who need training in autism recognition and
management.

98) The Occupational Therapists, KUTTRH submitted that occupational therapy must
be explicitly recognized as an essential, standalone component of screening, early
intervention, treatment, and long-term support for persons with Autism. They
submitted that the Bill should mandate rapid onboarding of occupational therapy as
a degree course in all major universities in Kenya, from undergraduate levels to
masters and PhD level, with ongoing training while in service. The justification is
that the current number of hired occupational therapists is 900, which is extremely
low to support the management of this class of patients.

99) Margaret Thongori submitted that the Bill should include a statutory requirement
for KMTC to develop specialized higher diploma-level autism training programs
specifically for Occupational Therapists, Speech and Language Therapists, and
Community health workers, including: autism assessment frameworks, behavioural
intervention techniques, sensory integration therapy, communication intervention
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