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ACRONYMS
ADS   -  Anglican Development Services
AIDS   -  Acquired Immunodeficiency Syndrome
AGYW   - Adolescent Girls and Young Women
APTDC   - African Pro-Poor Tourism Development Centre
ART   - Anti Retro-Viral
ASAL   - Arid and Semi-Arid Land 
AYPs   - Adolescents and Young People
C2R   - Connect to Retain
CAG   - Community ART Groups
CASCO   - County AIDS and STIs Coordinators
CATS   - Community Adolescent Treatment Supporters
CBO   - Community-Based Organisation
CCC   - Comprehensive Care Centre
CMMB   - Catholic Medical Mission Board
CPPs   - Comprehensive HIV Prevention Packages
CSOs   – Civil Society Organisations
DEK   - Deaf Empowerment Kenya
DOT   - Direct Observation Therapy
EMAC   - Empowering Marginalised Communities
eMTCT   - Elimination of Mother to Child Transmission
FMP   - Families Matter Program
FSW   - Female Sex Workers
GBV   - Gender-Based Violence
GoK   - Government of Kenya
GP   - General Population
HCBF   - Healthy Choices for a Better Future
HIV   - Human Immunodeficiency Virus
HRIOs   - Health Records Information Officers
HTS   - HIV Testing Screening
KDF   - Kenya Defence Force
KELIN   - Kenya Legal & Ethical Issues Network on HIV and AIDS 
KEMRI   - Kenya Medical Training Institute
KNASF   - Kenya National AIDS Strategic Framework
KP   - Key populations
KRCS   - Kenya Red Cross Society
KYR   - Know Your Rights
LGBTQ   - Lesbian, Gay, Bisexual, Transgender and Queer or Questioning
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M&E   - Monitoring and Evaluation
MAAYGO  - Men Against AIDS Youth Group
MHMC   - My Health My Choice
MSM   - Men who have Sex with Men
MSW   - Male Sex Workers
NACC   - National AIDS Control Council
NASCOP  - National AIDS & STI Control Programme
NSP   - Needle and Syringe Programme
OST   - Opioid Substitution Therapy
OTZ   - Operation Triple Zero
OW   - Outreach Workers
PEs   - Peer Educators
PLHIV   - People Living with HIV
PPE   - Personal Protective Equipment
PR   - Principal Recipient
PRC   - Post Rape Care
PrEP   - Pre-exposure Prophylaxis 
PWID/UDs  - People Who Inject and Use Drugs
PWIDs   - People Who Inject Drugs
RCT   - Reachout Centre Trust
RRIs   - Rapid Results Initiatives
S2S   - Sister to Sister
SAPTA   - Support for Addiction Prevention and Treatment in Africa
SGBV -   Sexual and Gender-Based Violence
SR   - Sub Recipients
SRH   - Sexual and Reproductive Health
SSA   - sub-Saharan Africa
TB   - Tuberculosis
TCS   - Treatment Care and Support
UNAIDS   - United Nations Programme on HIV and AIDS 
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MESSAGE FROM THE SECRETARY 
GENERAL
 

The UNAIDS HIV/AIDS data report 
(2020) indicates that Kenya is among 

the worst affected countries with a burden 
of 1.6 million people living with HIV as of 
2018. Positively, the AIDS related deaths 
have been decreasing steadily and I am 
glad that the Kenya Red Cross Society 
(KRCS) continues to play a pivotal role 
towards this success.
 
The Kenya Red Cross Society (KRCS) was 
honoured to have been selected once 
again as the Principal Recipient (PR) 
of the Global Fund HIV Grant that was 
implemented between January 2018 
– June 2021. This was the second time 
that KRCS was serving the country in the 

The Kenya Red Cross Society 
(KRCS) was honoured 
to have been selected once 
again as the Principal 
Recipient (PR) of the Global 
Fund HIV Grant that was 
implemented between January 
2018 – June 2021. 
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same capacity, having been first selected in 2012. I believe that 
our selection was a testimony to our effectiveness during the 
previous Grant.
 
The target of the 2018-2021 funding cycle was to contribute 
towards the achievement of Kenya’s Vision 2030 through 
universal access to comprehensive HIV prevention, treatment 
and care for all. The amount of the grant was USD 76.9 million. 
During its implementation, the Kenya Red Cross Society (KRCS) 
partnered with 67 organisations making it one of the most 
diverse grants in our portfolio.
 
I am proud to report that in the course of implementation, 
we have consistently received a high rating from the Global 
Fund. The level of expectation and confidence that our 
communities have bestowed on the Society contributed 
greatly to our success. This was a confirmation that not only 
are we the leading humanitarian agency but also the strongest 
humanitarian brand in Kenya, the Region and Africa.
 
KRCS is a volunteer and membership based organisation 
that was enacted through an Act of Parliament as auxiliary 
to Government and in 2010, this was revised to include the 
county governments. Our goal is to serve communities by 
alleviating human suffering and we work through a network 
of 47 branches (one in every county) that are coordinated in 
eight regional offices. We have been at the forefront delivering 
programs on HIV prevention, family health, treatment 
adherence and anti-stigma campaigns since the early 80s. All 
these are factors that have contributed towards our success 
as a PR.

 
I cannot forget to mention that the COVID-19 pandemic 
came with its own challenges, affecting the programme and 
disrupting systems in unprecedented ways. Beneficiaries 
were unable to access services as a result of the government 
measures to reduce the spread by imposing curfews and total 
lock downs in some areas. Fear of contracting the virus also 
stopped some of the beneficiaries from visiting hospitals 
while reduced incomes as a result of loss of jobs relegated HIV 
related matters to the background as physiological needs took 
centre stage. Fortunately, KRCS was able to use its auxiliary 
role to work with the national and county governments to 
ensure that patients continued to receive services and did not 
miss their medication.
 
I wish to extend our sincere appreciation to the Government 
of Kenya, Global Fund, Ministry of Health, Kenya Coordinating 
Mechanism, NASCOP and all other stakeholders for the 
confidence to rely on the experience and expertise of KRCS.
 
KRCS is committed to the successful implementation of the GF 
Programme.
 
 
 
Dr. Asha Mohammed
Secretary General, KRCS
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MESSAGE FROM THE DEPUTY-SECRETARY 
GENERAL, PROGRAMMES
 Kenya has made tremendous strides towards understanding 

the HIV epidemic, which has resulted in a decline in the 
overall prevalence among adults aged 15-49 from 6% in 2013 
to 4.5% in 2019. The country’s annual new HIV infections has 
also continued to decrease over the years, with about 55% of 
the counties currently falling in the low incidence category of 
below 500 cases annually.
 
The Global Fund (GF) Program has achieved much in Kenya. 
Some of the major contributions include reduction; in number 
of HIV infections, in number of people dying from AIDS related 
causes, and stigma and discrimination especially towards 
PLHIVs and the key population (KP) across the country.
 
The GF HIV grant implemented from January 2018 – June 2021 
had a primary target group that consisted of 161,236 adults (25+ 
years), adolescents (10 – 24 years) and children (2 – 10 years) 

living with HIV 
receiving care and 
support outside 
facilities through 
community health 
volunteers (CHVs), 
Peer Educators 
(PEs) and Peer 
Champions (PCs).
 
As the Principal 
Recipient (PR), 
Kenya Red Cross 
Society (KRCS) 
coordinated the 

The Global Fund (GF) Program 
has achieved much in Kenya. Some 
of the major contributions include 
reduction; in number of HIV 
infections, in number of people 
dying from AIDS related causes, 
and stigma and discrimination 
especially towards PLHIVs and 
the key population (KP) across the 
country.
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implementation of this grant through 67 sub-recipients 
(SRs) across the country. We worked with community based 
organisations (CBOs) including networks of people living with 
HIV, key populations and adolescents and young people. 
Our role involved capacity building, providing technical 
support and oversight to enable them conduct community 
based engagements and responses at the community 
level. We also partnered with the national government 
and our key partners included; the Ministry of Health who 
are responsible for the delivery of HIV and other health 
programs; NASCOP for technical leadership’ and the Kenya 
Coordinating Mechanism (KCM) responsible for coordinating 
the implementation of the GF grant in the country. At the 
county level, we worked with the county governments.
 
We achieved tremendous success in terms of the impact 
of the program particularly with preventing new infections 
because viral suppression went up to 95-96% from 57% 
at the start of the programme. One of the reasons for our 
success was the strategy of the complementarity approach 
with our various partners. We conducted joint planning and 
oversight for the different interventions to come up with 
comprehensive and integrated approaches. The result was 
greater efficiency, less wastage of resources and time saving 
because with the establishment of comprehensive care 
packages, clients received all the services at once.
 
When the COVID-19 pandemic reared its ugly head in March 
2020, the KRCS humanitarian side stepped in to integrate the 
communities served under the GF Grant into their COVID 
Response Program. The communities benefited through 

food distribution, the cash transfer programme, distribution of 
sanitizers, soap, and masks.  
 
It has been an immense opportunity for KRCS to work with our 
various partners and stakeholders including our sub-recipients 
over the last three and half years to accomplish the successes 
highlighted in this document.
 
 
Annette Msabeni
Deputy Secretary General – Programmes, KRCS
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OVERVIEW

Figure 1: Reduction in New HIV Infections (2014-2019)

UNAIDS HIV/AIDS Data Report (2020) 
indicates that Kenya is among the worst 
affected countries with a burden of 1.6 
million people living with HIV in 2018. 
On the positive side, in 2019, the HIV 
prevalence was estimated at 4.4%, an 
over 50% decline from a peak of 11% in 
the mid-1990s. The country achieved 61% 
reduction of new infections among adults 
between 2013 and 2019. The country 
has also managed to reduce HIV related 
deaths by 64%. In addition, the number 
of people on antiretroviral treatment 
(ART) increased by 45%.

New HIV infections reduced from 100,000 
in 2014 to 41,408 in 2019 (Figure 1). This 
reduction is attributed to the scale up of 
innovative HIV prevention interventions, 
engagement of communities and sectors 
as well as scale up of treatment for all 
PLHIV as guided by the Kenya Prevention 
Revolution Roadmap which focuses on 
combination prevention targeted for 
populations and geographies.

Kenya is among 
the worst affected 
countries with 
a burden of 1.6 
million people 
living with HIV 
in 2018.
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Kenya is one of the Global Fund’s ‘high 
impact’ countries and had a grant of USD 
384 million for the period January 2018 
to June 2021 across 38 counties. The 
program was designed to address priority 
as captured in the Kenya National AIDS 
Strategic Framework (KNASF), which seeks 
to contribute to attainment of Universal 
Health Coverage through comprehensive 
HIV prevention, treatment and care for 
all people in Kenya. The Kenya Red Cross 
Society (KRCS) has been a non-state 
Principal Recipient (PR) for the Global 
Fund HIV Grant, since 2012. 

The New Funding Model (NFM) 2 key 
grant areas of interventions included; 

increasing access and uptake of HIV 
testing services through promoting 
community based approaches to testing, 
increase retention in treatment, care 
and support for people living with HIV 
through intensified treatment literacy, 
adherence support and defaulter tracing 
at household level, elimination of mother 
to child transmission (eMTCT) through 
mentor mother approach to reaching 
and supporting expectant and lactating 
HIV positive mothers, and HIV prevention 
programs for sex workers, men who have 
sex with men, people who inject drugs 
and adolescents and young people aged 
10 – 24 years to reduce their vulnerability 
and risks to HIV.

The overall goal of the program was to 
contribute to the attainment of universal 
health coverage through comprehensive 
HIV prevention, treatment and care for 
all people in Kenya. The two program 
objectives were to: 

• Reduce new HIV infections by 75%
• Reduce AIDs related mortality by 

50%

The program coverage was in 38 out of 
the 47 counties in Kenya, where various 
activities targeting; people living with HIV 
(PLHIV) were carried out in 28 counties, 
Key Population (KP) in 21 counties and 
Adolescent Girls and Young Women 
(AGYW) in five counties. 

The program also identified, trained and 
engaged 9,566 community resources 
persons (Figure 2) namely; 6,183 
Community Health Volunteers CHVs, 
1,427 peer educators (PEs), 163 outreach 
workers (OWs), 450 Mentor Mothers, 
316 Paralegals, 502 Peer Champions, 188 
Adolescents and young people (AYP) and 
Peer Educators (PE) and 337 community 
adolescent treatment supports (CATS) in 
the course of implementation.

 

Figure 2: Number of Community Resource Persons 
Trained
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To develop lasting change, KRCS 
has leveraged institutional capacity 
strengthening for the sub-recipients (SRs) 
in various ways. The grant emphasizes 
the utilisation of community own 
resource persons for implementation 
to ensure that the knowledge and 
skills gained are institutionalized in the 
community. This approach impacts 
the community attitudes and practices 
leading to lasting change. In terms of 
integration, all interventions are layered 
to ensure that the target beneficiaries 
are reached with a comprehensive HIV 
service package to reduce their risks 
and vulnerability to HIV. To cater for 
innovation, continuous cross-learning 
with other countries to infuse strategies 
that have been proven to create the 
greatest impact for scale up.

The overall programmatic performance 
exceeded expectations across all periods 
except at the beginning and during the 
onset of COVID-19 pandemic. The fund 
absorption rate was also the best in the 
country at 95% out of a budget of USD 
76.9 million. 

The icing on the cake was that the 
program impacted a total of 460,465 
beneficiaries (directly and indirectly).

 
References
Kenya HIV Estimates Report, 2020

Kenya HIV prevention revolution road map, June 2014
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Kenya is one of the Global 
Fund’s ‘high impact’ countries 
and had a grant of US$384 
million for the period January 
2018 to June 2021 across 38 
counties.

The overall programmatic 
performance exceeded 
expectations across all periods 
except at the beginning and 
during the onset of COVID-19 
pandemic
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TREATMENT 
CARE AND 
SUPPORT (TCS)

BACKGROUND
Treatment, care and support services 
are needed from the point of diagnosis 
throughout the course of HIV-related 
illness, regardless of ability to access 
antiretroviral therapy. 

HIV care and support refers to key non-
antiretroviral therapy clinical services, the 
treatment of HIV-related infections and 
non-clinical services that in combination 
with antiretroviral therapy contribute 
towards the reduction of rates of ill health 
and AIDS-related deaths among people 
living with HIV (PLHIV). Care and support 
is a comprehensive set of services that 
includes medical, psychosocial, physical, 
socioeconomic, nutritional and legal 
support. These services are crucial to 
the wellbeing and survival of PLHIVs, 
their caregivers and all those who are 
vulnerable.
 
As access to antiretroviral therapy 
expands around the world and the 
number of AIDS-related deaths continues 
to fall, these services are becoming 
increasingly important. A UNAIDS 
publication, HIV care and support, 
illustrates how essential these services 
are, taking into account the World Health 
Organization’s Consolidated guidelines on 
the use of antiretroviral drugs for treating 
and preventing HIV infection.
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Care and support is important for 
the following reasons: to facilitate 
immediate access to treatment when a 
person is diagnosed with HIV; to support 
adherence to treatment to attain viral 
suppression for PLHIVs, for the sake of 
their own health and to prevent infecting 
other people with HIV; to enhance the 
prevention and management of HIV-
related infections; and to enhance coping 
with the challenges of living with HIV.
 
Receiving and consistently staying on HIV 
treatment reduces the number of the HIV 
virus in the blood (also called the viral 
load) to a very low level. Routine care and 
treatment is the best way to keep people 
living with HIV (PLHIV) healthy. PLHIVs 
who take medication as prescribed can 
achieve and maintain an undetectable 
viral load (or viral suppression), resulting 
in effectively no risk of transmitting HIV 
to their sexual partners. Low HIV viral 
loads also ensure that the patient doesn’t 
develop opportunistic infections and 
advanced ADIS defining illnesses that 
result in increased mortality.

OVERVIEW OF KENYA
Kenya has made significant progress in 
HIV Response in the last three decades 
since the first case was reported and 
the epidemic was declared a national 

disaster. This has taken great efforts and 
determination by the government and all 
stakeholders working in the HIV and AIDS 
space. Kenya has cut a niche in the global 
HIV space as a leader among her peers.

The 2020 HIV estimates shows that the 
number of adult PLHIVs on treatment 
increased from 689,156 in 2014 (53% 
coverage) to 1,042,164 in 2019 (75% 
coverage) while that of children increased 
from 66,070 in 2014 (42% coverage) 
to 70,090 in 2019 (63% coverage), 
respectively. The national aspiration 
is to sustain the gains made in the care 
and treatment component of the HIV 
response towards achieving the second 
and third ‘90s’ of the HIV cascade.

THE PROGRAM
The Kenyan program was designed to 
contribute to the reduction of new HIV 
infections by 75%, reduction of HIV/AIDS-
related mortality by 25%, and reduction 
of self-reported stigma and discrimination 
related to HIV/AIDS by 50%. This was to 
be done across, Prevention Program for 
the General Population, HIV Treatment, 
Care, Support and removal of Human 
Rights and Gender Barriers to accessing 
health care services and access to justice. 

Receiving and 
consistently staying on 
HIV treatment reduces 
the number of the HIV 
virus in the blood (also 
called the viral load) to 
a very low level. Routine 
care and treatment 
is the best way to keep 
people living with HIV 
(PLHIV) healthy. 
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The Program’s scope included but was not limited to: 
• Provision of community HIV services to a cohort of 

beneficiaries (i.e., by age and gender categories); 
• Increasing access to HIV testing services among 

beneficiaries and their households; 
• Demand creation for HIV treatment referral and linkage; 
• Supporting treatment cascade and HIV awareness and 

services as well as Sexual and Gender-Based Violence 
(SGBV) for men by men. 

The interventions were guided by the Global Fund Modular 
Framework: Treatment adherence, Counselling and Psycho-
social support, Behavioural interventions as part of programs 
for General Population (GP), reduction in stigma and 
discrimination, legal literacy (‘Know Your Rights’) among other 
intervention(s) to reduce human rights-related barriers to HIV 
services. 

The treatment, care and support focused on achieving the 2nd 
and 3rd 90s of the 90-90-90 HIV management cascade and 
supported interventions that sought to bridge the treatment 
gaps by strengthening and leveraging on the community health 
systems, ensuring inclusion and participation of the clients in 
treatment in a differentiated service delivery approach. 

The prevention program for the General Population mainly 
focused on GBV prevention targeting men to champion the 
SGBV agenda at the community level. The program also sought 
to enhance the capacity of networks for People Living with HIV 
(PLHIV) on the implementation of Global Fund programs. The 
programs were implemented by 36 sub recipients (SRs) and 
PLHIV Networks spread across 28 counties of Kenya.

 The specific objectives of the program were to:

Enhance the capacity of the 
Networks of people living 
with HIV and AIDs on the 
implementation of Global 
Fund Programs.

Increase awareness on 
human rights related to HIV 
and improve the enabling 
environment to address 
human rights violations.

Increase coverage of adults 
and children living with 
HIV who receive care and 
support services outside 
facilities reaching out to 
137,485 people.

Contribute to the 
achievement of 2nd and 
3rd 90% respectively 
in the counties of 
implementation.

90%
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Towards these objectives, the Anglican 
Development Services (ADS) in Homa Bay 
County worked with several categories 
of PLHIVs in three sub-counties; the 
newly identified clients; the defaulters, 
those with high viral loads, adolescents, 
men and young mothers within the 
reproductive age and those that are 
lactating or pregnant. “We now have over 
14,000 beneficiaries compared to our 
target of 12,500, 85 support groups and 
352 CHVs each linked to up to 20 clients 
each,” said Kennedy, a Project Officer 
with ADS.
 

Annette Atieno (40) a mother of four has 
greatly benefited from the interventions. 
“I was a defaulter, in poor health and 
suffering from self-stigma when CHV Rose 
Odoro recruited me into the program,” 
explains Annette. Rose encouraged her to 
join a support group, prioritize nutrition 
by starting her own kitchen garden and 
adhere to her medication. Today, her 
body is healthy, leading a full life and has 
a suppressed viral load. “Had it not been 
for adhering to the medication and Jane’s 
advice, I would not be where I am today.”
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According to Kennedy one major limitation with the TCS module 
is that it only focuses on education, psychosocial support and 
adherence support. “The CHVs reported that there was great 
need to support the household economically because the 
inability of the clients to purchase some basic commodities was 
affecting adherence.”
 
Rose Ondoro, a community health volunteer (CHV) attached 
to ADS comes across unfortunate situations in the course of 
her work. “Sometimes when we go for home visits, our clients 
normally tell us that we are going to visit and treat them empty-
handed. They cannot take medication without food because 
their bodies have become weak.”
 
Mattheas Odando (31) an adherence counsellor supporting 
the Catholic Medical Mission Board’s (CMMB) in Semenya, 
Ugunja sub-County, Siaya County explained that some of the 
other factors that contribute to non-adherence include non-
disclosure and when a client is unable to accept their HIV status 
often leading to a client taking their medication inconsistently. 
A case in point is Lydia Agengo who tested HIV positive during 
her first antenatal visit. “She was newlywed and could not 
accept her results let alone disclose to her husband,” continued 
Mattheas. Whenever she visited the clinic, they would conduct 
a pill count and realise that she had missed taking some drugs.
 
Together with CHV Jane, they worked discretely to ensure that 
Lydia’s husband also tested for HIV without disclosing that his 
wife already knew her status. “His initial reaction on seeing 
that his wife’s test had turned positive was panic. He even 
contemplated separation but later called me to enquire about 
what he should do, now that his wife was positive,” said Jane. 
Fortunately, she was able to help them understand that they 
could still live as man and wife as long as they followed the 

doctor’s instructions. Today, Lydia’s husband is her greatest 
support system, he ensures that she has taken her medication 
at the right time and that she never misses any of her clinic 
days.
 
In Emotoroki, Kajiado Central, CHV Reuben Ntimama attached 
to African Pro-Poor Tourism Development Centre (APTDC) 
has had to support many of his 36 clients through disclosure, 
acceptance and adherence. Poverty, illiteracy, lack of transport 
and communication are some of the challenges he has been 
forced to endure in the course of his duties. “The pastoralist 
lifestyle led by the Maa Community means that they are never 
in the same place for long making it difficult to conduct follow-
ups. This also makes it difficult to monitor a client as I may 
not find them where I left them last.” Seneya, one of clients 
stopped taking her medication after travelling to Tanzania 
where a herbalist replaced them with his own concoctions. 
“When I eventually managed to trace her, she was sickly and 
coughing badly. I collected her sputum sample and took it to the 
laboratory in Bisil Health Centre.” She tested positive for TB and 
was placed on treatment. Today, Seneya is now healthy, with an 
undetectable viral load and adhering.

At Kikoneni Health Centre in Lunga Lunga, Kwale County, 
Nicholas Mdata, the Clinician in Charge has 492 registered clients 
at the comprehensive care centre (CCC). One challenging case 
that they had been handling for several years is that of Osman 
Ali (14), an orphan living with his grandmother. “Despite being 
on medication, Osman continued to deteriorate. We initially 
suspected adherence to be the cause but after conducting 
home visits we realised that his grandmother had set an alarm 
to ensure that Osman stuck to his time.” Sadly, Osman was so 
malnourished that Mdata had to constitute a multidisciplinary 
team (clinician, adherence counsellor, nurse, peer educator 
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and a volunteer for support) to discuss 
how best to help the boy. The team made 
the decision to admit him in a hospital for 
three weeks to monitor and also provide 
the necessary nutritional support. Upon 
his return home, Mdata was mandated 
to administer direct observation therapy 
(DOT); however, one and half months 
later Osman began to deteriorate again, 
now weighing 13kgs. “We acknowledged 
that the first line of treatment had failed 
and changed to the second line.” Three 
months later his viral load had reduced 
and he was much healthier. Today he has 
a suppressed viral load.

Community Adolescent 
Treatment Supporters 
(CATS)
Community Adolescent Treatment 
Supporters (CATS) are volunteer 
counsellors aged 18-24, who are HIV 
positive themselves. They are trained to 
provide peer support to young people 
living with HIV and AIDS in communities 
to build resilience in other young people 
and reduce their vulnerability to HIV/
AIDS. CATS provide support through 
group meetings, and home and health 
facility visits. Some of the children and 
adolescents living with HIV have faced 
stigma, discrimination and sometimes 
rejection by families as well as abuse 
leading to failure in adherence to 

their treatment when issues remain 
unresolved. CATS address sexual 
reproductive health issues, life skills, 
adherence, and coping skills and are also 
instrumental in identifying and referring 
to child welfare and child protection cases 
in the community. 
 
The ‘cash’ component has also had a 
positive socio-economic impact on the 
CATS, “The stipend has changed their 
lives. Some of the CATS realized that they 
can do something else beyond consuming 
it and waiting for the next month. Some 
of them have gone back to college, others 
have established income generating 
activities and can now support themselves 
beyond the project funding period and 
we have evidence about that,” says Paul 
of MildMay. A case in point is Angela, a 
20-year-old CATS who has established 
a thriving business at the local trading 
centre using her monthly KES 4,500 
stipend. Angela travels to Kampala, 
Uganda to purchase fabric and cosmetics. 
She plans to join a medical college to 
study counselling.
 
Angela supports a cohort of 30 adolescents 
that she contacts regularly, she reminds 
them when their clinic day is coming up 
and follows up to ensure that they are 
adhering. “The first step to becoming a 
CATS is acknowledging that you are HIV 

TREATMENT CARE AND SUPPORT (TCS)
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positive, then you have to be empathetic 
and must be ready to give your time. I 
do not get tired, particularly with those 
who are still suffering from self-stigma. 
I persist until they can trust me then we 
can walk together,” continues Winnie. 
“We also run the operation triple zero 
(OTZ) program to encourage the young 
people to live by the mantra, ‘zero missed 
drugs, zero missed appointments and 
zero viral load’. We meet once a month 
(the last Saturday) and learn through fun 
and games,” says Winnie.
 

Joyce Mutinda (23 years old) from Kilifi, a 
former sex worker is now a peer champion 
and a CATS with an undetectable viral 
load. She supports 18 clients and has also 
been trained on gender-based violence 
(GBV) and PrEP. “I now realise that sex 
work is not the only way that I can make a 
living,” says Joyce with a wide smile on her 
face. The health workers are happy about 
this turnaround given that in July 2020, 
her viral load was so high (252,635) that it 
attracted the attention of the team at the 
Kenya Medical Training Institute (KEMRI). 
“We are very proud of Joyce because of 
what she has managed to achieve. She 
uses her life and situation as an example 
to encourage her peers and the results 
of her work are evident among those in 
her cohort,”says Nurse Magdalene from 
Mtwapa Health Centre.

Martha Mwamburi of ADS Pwani, also 
attributes Osman’s involvement with 
the operation triple zero (OTZ) club and 
disclosure to his improvement. “OTZ 
made him open up because he could share 
with others and can now understand why 
he is taking the medication.” The OTZ 
Club allowed him to share with his peers. 
He now understands why he is taking 
the medication and can encourage and 
demonstrate to them that they can still 
live a normal life despite HIV. Prior to 

disclosure Osman did not know why he 
was taking drugs, he was shy and quiet.
 
In Machakos County, Deaf Empowerment 
Kenya (DEK) recruited 30 CATS with each 
CAT supporting approximately 20 clients. 
“Besides receiving training on HIV/AIDS, 
CATS make regular visits to their clients 
to check whether they are adhering 
and also encourage other young people 
to know their status for going for HIV 
testing,” explains Hesboners, Program 
Coordinator at DEK. Nzisa (24 years old) 
has been supporting 19 clients and all 
except one have an undetectable viral 
load. To gain their confidence, she first 
reaches out to them over the phone 
simply to chat and catch up. “I also make 
a point of visiting them once a month.,” 
In the event that one does not turn up for 
their clinic despite the phone calls and 
home visits, she will persist until there’s 
a breakthrough. Nzisa faults parents for 
not informing the facility when there is 
a change of circumstances (socially or 
economically) in the family life because it 
often results in missed appointments and 
eventually non-adherence.

“Besides receiving 
training on HIV/AIDS, 
CATS make regular 
visits to their clients 
to check whether they 
are adhering and also 
encourage other young 
people to know their 
status for going for HIV 
testing,”
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37%

Only 37% of people living 
with HIV (PLHIV) were 
receiving HIV treatment, 
leaving more than 22 million 
PLHIV without treatment 
as of December 2013, which 
necessitated scaling up HIV 
treatment (UNAIDS, 2014).

90-90-90 Treatment 
Cascade
Despite the wide array of effective HIV 
prevention tools and methods and a 
massive scale-up of HIV treatment to 
reach the global goal of providing HIV 
treatment to at least 15 million people 
by 2015, a substantial coverage gap 
existed as of 2013. Only 37% of people 
living with HIV (PLHIV) were receiving HIV 
treatment, leaving more than 22 million 
PLHIV without treatment as of December 
2013, which necessitated scaling up HIV 
treatment (UNAIDS, 2014).

Whereas previous treatment targets 
sought to achieve incremental progress 
in the response, the aim in the post-2015 
era was to end the AIDS epidemic by 2030 
by bringing HIV treatment to all who need 
it. The 90-90-90 HIV treatment targets 
were that by 2020:

• 90% of all people living with HIV 
will know their HIV status. 

• 90% of all people with diagnosed 
HIV infection will receive sustained 
antiretroviral therapy. 

• 90% of all people receiving 
antiretroviral therapy will have 
viral suppression.
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Kenya has made progress towards the 
90-90-90 targets. The overall cascade 
shows that 90% of PLHIV know their HIV 
status; 74% of PLHIV are currently on ART 
and 68% of PLHIV on ART have achieved 
viral suppression - Figure 9. However, for 
Children 0-14 years, only 63% of those 
living with HIV know their status, with 63 
% on ART and only 51% of those on ART, 
achieve viral suppression. Similarly, the 
cascade for men age 15+ in comparison 
to that for women age 15+ reveals lower 
coverage for men across all the three 
indicators. 

The treatment, care and support module 
focused on achieving the 2nd and 3rd 
90s of the 90-90-90 HIV management 
cascade and supported interventions 
that sought to bridge the treatment gaps 
by strengthening and leveraging on the 
community health systems, ensuring 
inclusion and participation of the clients 
in treatment in a differentiated service 
delivery approach.

Anglican Development Services Pwani 
(ADS PWANI), implemented treatment 
care and support, HIV testing services 
and prevention programs for the general 
population in Lunga Lunga and Kinango 
sub-counties in Kwale County. They 
reported that in Kinango sub-county, the 
90-90-90 cascade was at 47, 57, and 67 in 
2018, In 2021, the cascade stood at 90, 90 
and 92 respectively. According to Martha 
Mwamburi, M&E, ADS Pwani, the reasons 
for this success included teamwork from 
partnering with the Ministry of Health and 
the community health volunteers (CHVs). 
“The CHVs are the gatekeepers of the 
community so they can trace and follow 
up with the clients easily.” Behaviour 
change of the clients is another reason for 
the success because they now know the 
benefits of taking and adhering to their 
medication. They have been empowered 
and understand that they are not taking it 
for anybody else!

Kennedy of ADS Homa Bay also reported 
that they were able to retain above 90% 
and that 96% of those retained during the 
period were now virally suppressed.

Successes/Best

90% 
of PLHIV know their HIV status

74% 

of PLHIV are currently on ART

68% 

of PLHIV on ART have achieved viral 

suppression

 Progress towards 90.90.90
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Successes/Best 
Practices

• High linkage to treatment and 
adherence - (linkage at 100% 
and viral suppression at 94% in 
2020).

• Defaulter tracing and 
adherence counselling linked 
to successful viral load 
suppression and prevention of 
new infections.

• Improved quality of health in 
the lives of PLHIVs.

• Increased retention rates in the 
facilities and counties due to 
monthly follow-ups of PLHIVs 
by CHVs. 

• Psychosocial support at the 
community level boosted 
adherence amongst PLHIV 
through home visits.

• Increased awareness of HIV 
related human rights among 
PLHIVs due to the Know Your 
Rights (KY) Campaign.

Challenges
• Significant treatment defaulters 

among male PLHIVs, paediatrics 
and adolescents.

• GBV was found to be rampant 
- men are the perpetrators and 
women tend to cover up.

• Sustainability planning is not part 
of the program design.

• Lack of economic empowerment 
support to the communities.

• Inadequate human resources 
among sub recipients.

• Shortage/stock out of 
commodities such as lubricants, 
condoms, HTS and other sexually 
transmitted infection (STI) drugs.

• Poor linkage of adolescent young 
people living with HIV (AYPLHIV) 
to care and treatment.

Lessons Learnt
• Support extended to CHVs 

motivated them to follow-up on 
the PLHIVs in the community 
leading to reduced mortality 
and defaulter rates.

• There is a need to expand reach 
to capture PLHIV in the rural 
and difficult to reach areas 
who have limited access to 
treatment and care services.

• Greater government 
involvement for sustained 
community health service 
delivery is required.

• Look beyond GF and help 
communities identify other 
avenues for resources such as 
Sacco’s and credit cooperatives.
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BACKGROUND
Key populations are defined groups who, 
due to specific higher-risk behaviours, 
are at increased risk of HIV, irrespective 
of the epidemic type or local context. Key 
Populations often have legal and social 
issues related to their behaviours that 
increase their vulnerability to HIV. The 
UNAIDS identifies Key populations (KP) 
identified as female sex workers (FSW), 
men who have sex with men (MSM), 
people who inject and use drugs (PWID/
UDs), and transgender people. This group 
has the highest risk of contracting and 
transmitting HIV. They experience stigma, 
discrimination, criminalisation and 
violence which further increases their 
HIV and STI risk and vulnerability. KPs are 
socially marginalized, often criminalized 
and face a range of human rights abuses 
that increase their vulnerability to HIV.

Globally, the risk of HIV acquisition among 
KPs compared to the general population is 
higher; for female sex workers (FSWs) the 
risk is 30 times greater, 26 times for men 
who have sex with men (MSM), 29 times 
for people who inject drugs (PWIDs) and 
13 times for transgender people.

OVERVIEW OF KENYA
Kenya has one of the highest national 
HIV prevalence in sub-Saharan Africa 
according to UNAIDS global AIDS 2020 
update. The different key population 
subgroups that have been identified 
and considered to be at high risk of HIV 
infection include FSWs, MSM and PWIDs. 
According to the Kenya AIDS Response 
2018 progress report by NACC, the HIV 
prevalence among FSWs is 29.3%, 18.2% 
among MSM and 18.3% among PWIDs. 
Other studies show that HIV prevalence 
and incidence among these KPs remains 
2-5 times higher than in the general 
population. 

A KP mapping and 
estimation exercise 
conducted in 2018 
estimated that there were 
206,000 FSWs, 50,000 
MSM, 19,000 PWIDs, 
and 5,000 transgender 
people
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Figure 3: Estimated Number of KPs in Kenya (2018)

There is gender disparity among key populations in the way service provision 
is done. KASF II continued with the prioritisation of KPs and estimated 
populations and those left behind like women who inject or use drugs, young 
KPs and KPs in migrant settings and prisons, through trusted access platforms. 
In 2019, a similar exercise was conducted by NASCOP in 34 counties. The size 
estimates of the three key population categories had a mean of 167,940 
FSWs, 32,580 MSMs, and 16,083 PWIDs respectively (Figure 4).

A KP mapping and estimation exercise conducted in 2018 estimated that there 
were 206,000 FSWs, 50,000 MSM, 19,000 PWIDs, and 5,000 transgender people 
(Figure 3). The exercise also reported that 9-11% of the KPs in the hotspots 
were below the age of 18, confirming the need for inclusion of younger KPs in 
programming. 
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Figure 4: Estimated Number of FSWs, MSMs & PWIDs (2019)

Currently, statistics show that 4.9% of 
Kenyans (1.6 million people) live with HIV. 
Notably, the HIV prevalence is higher in 
women, at 6.6%, than in men which stands 
at 3.1%2. In Kenya, the HIV epidemic 
prevalence varies from 21% to 0.1% in 
Siaya and Wajir counties respectively; 
whereby the greatest burden is on KPs 
who include FSWs, MSM, PWIDs and 
transgender (TG) population with age, 
gender and geographical variations.  

Guidelines and strategy documents that 
articulate the country’s plan for KPs 
have been developed jointly by NACC 

and NASCOP. In addition, they have 
also defined the Kenya HIV Prevention 
Revolution Road Map, which stresses the 
importance of geographically prioritizing 
population-driven interventions with 
special focus on KPs, among other priority 
populations.

During the period under review, the GF 
through Kenya Red Cross Society (KRCS), 
supported provision of comprehensive 
HIV prevention packages (CPPs) in 19 out 
of the 34 counties.

THE PROGRAM
As the non-state Principal Recipient 
(PR) for the GF HIV Grant, KRCS offered 
funding, monitoring and evaluation 
services to the four following programs: 

• Comprehensive prevention 
programs for MSM.

• Comprehensive prevention 
program for sex workers and their 
clients.

• Comprehensive prevention 
program for PWIDs and their 
partners.

• Removal of human rights and 
gender barriers to accessing health 
services and justice.

The grant also supported the creation of 
an enabling environment that safeguards 
Human Rights and Gender affirming 
mechanisms by providing awareness 
and utilization of available avenues for 
dispute resolution. 

The programs were implemented by 24 
sub-recipients (SRs) and networks spread 
across 19 counties in Kenya (Figure 5) and 
were structured into three categories 
of interventions namely; behavioural, 
structural and biomedical.
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There were defined packages for 
every category: 

• Female Sex Workers: 
A combination of risk 
assessment, health education 
on safe behavior/Risk 
Reduction Counselling and 
Condoms. The program has 
invested in Rapid Results 
Initiatives (RRIs) to promote 
access to services among 
FSW at the DICEs and 
hotspots.

• People Who Inject Drugs 
(PWIDs): Needle and 
syringes, risk assessment, 
health education on safe 
behavior/risk Reduction 
counselling and condoms 
combined.

• Men Who Have Sex With 
Men (MSMs): A combination 
of risk assessment, health 
education on safe behavior/
Risk Reduction counselling 
and condoms.
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Table 1: Counties where the KP Program 
was implemented

NO COUNTY
1. Elgeyo Marakwet
2. Kajiado
3. Kericho 
4. Kilifi 
5. Kisii 
6. Kisumu
7. Kwale
8. Laikipia
9. Machakos

10. Mombasa 
11. Nairobi
12. Nakuru
13. Nyamira 
14. Nyeri
15. Taita Taveta
16. Trans Nzoia
17. Uasin Gishu
18. Vihiga 
19. West Pokot Map showing where the KP program was implemented

KEY POPULATION (KP)
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our already marginalized and vulnerable 
populations,” concludes Daniel.

The scenario is similar in the Coast Region, 
“One of our achievements was reaching 
out to the MSM community because they 
are unable to access services because of 
stigma and discrimination. Having our 

own drop-in-centre (DIC) has provided our 
target population with a safe space,” says 
Gilbert Asuri, the Program Coordinator 
at AMKENI in Malindi. “The current 
perception in the community is that there 
are high numbers of MSMs and gays in 
the community because of AMKENI but 

Status of the program 
among MSMs
Men Against AIDS Youth Group (MAAYGO) 
is a community-based organisation (CBO) 
that is working to increase access to 
holistic health and rights-based services 
for the wellbeing of young gay men, 
bisexual men, men having sex with men 
(MSM), and male sex workers (MSW) 
in Kisumu County and its environs. 
They have robust innovative strategies 
that are tailored to the needs of the 
marginalized groups, program evidence 
that inform policy and quality of 
interventions, quality and integrated 
services, person-centred approach in 
delivering services, and community 
informed and led interventions. 

“In terms of defined package of 
services, we achieved 102%; for STI 
screening we had a target of 2,122 and 
we managed 1,861 (85%); HIV testing 
services the target was 2,076 and we 
managed 1,669 (80%),” says Daniel 
Okumu, the Clinician at the MAAYGO 
DIC located at the Kisumu Railway 
grounds. This was quite an achievement 
given that their target population faces 
both external and internal stigma that 
affects how they access and adhere to 
HIV prevention and treatment. “We seek 
to engage stakeholders at different levels 
with the aim of reducing stigma towards 

the truth is that they have always been 
with us but have been hiding.” Previously, 
stigma and discrimination would follow 
whenever a member of their target 
population presented their male partner 
at the local health facility after being 
diagnosed with an STI.
 
AMKENI has continued to organise 
sensitization meetings with Wazee wa 
Mtaa (Village Elders) to stop the violence 
meted out on their target population. 
The meetings revealed that most of the 
community believe that the idea of men 
having sex with men is foreign having 
been imported by foreigners.

On 8th March 2020, 
Reachout Centre Trust 
(RCT) launched 
a beauty corner to 
encourage female PWID 
beneficiaries to visit 
the drop-in centre in 
Mombasa.
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Status of the program 
among FSWs
Bar Hostess Empowerment and Support 
program (BHESP) continued to come up 
with innovative initiatives that contributed 
towards an increase in the uptake of 
services among FSWs at the Jogoo Road 
DIC in Nairobi. “At BHESP, our strategy 
is to serve the community so they make 
the decisions. The FSWs must feel that 
they own the program. This means that 
it has to be within their set-up, friendly 
and offering what they need,” says Mercy 

Mutonyi, the Program Coordinator. She is 
also happy that the stigma around PrEP 
has now been lifted and 20% of their FSW 
community are now on PrEP.

The organisation has introduced theme 
days such as juice and biscuits Tuesday 
and Urembo (beauty) Wednesday that 
encourage the beneficiaries to visit the 
clinic. “Our community feels at home 
when they come to the clinic because 
there is no judgement, discrimination 
or stigmatization,” continues Mercy. 
These innovations have also provided 

mentorship, guidance and built the 
capacity of the community. One of the 
beneficiaries is Mary Maingi (24), an 
FSW who has now established a nail and 
make-up studio close to her home. “I 
am responsible for Urembo Wednesday 
and it is one of the ways that we thought 
would bring in young FSWs to the clinic,” 
Mary charges KES 400 for a full-face 
make-up and on most Wednesday’s, 
she can hardly take a break. The savings 
accumulated from Urembo Wednesdays 
are responsible for helping her establish 
her business.

Status of the program 
among PWIDs
On 8th March 2020, Reachout Centre 
Trust (RCT) launched a beauty corner to 
encourage female PWID beneficiaries to 
visit the drop-in centre in Mombasa. “I 
had noted a decrease in the number of 
women PWIDs with regards to service 
uptake,” said Faiza Mafud, the Program 
Manager at RCT who is also responsible for 
establishing the beauty corner initiative. 
Female PWIDs are a hard-to-reach 
population because they believe that all 
the programs are tailored for men. “We 
started small but have since witnessed an 
increase in the number of women coming 
in for services.” Previous records showed 
a low score for cervical cancer testing 
among the current cohort of 218 women 
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with only a quarter of visiting the DIC. 
“Since we started the beauty corner, our 
cervical cancer update is almost at 100%. 
The uptake on other clinical services such 
as antenatal care has also gone up,” says 
Faiza. The beauty corner serves as a safe 
space for the women.

At Teenswatch in Diani, the 
PrEP 
Champion is Achieng, a PWID/FSW who 
has consistently taken the medication 
as prescribed as the only one who is 
HIV negative in her hotspot. “I visit the 
Teenswatach Clinic every three months 
to replenish my PrEP stock,” says Achieng. 
During the visit the Clinician tests her for 
HIV and, screens her for Hepatitis and 
TB because she is also on methadone. 
“We also screen her for STIs and cervical 
cancer,” explains Stephen the Clinician.

“At SAPTA, we surpassed our client outreach target of 5,500 and ended up with 5,968,” 
says Philemon Koskei of Support for Addiction Prevention and Treatment in Africa 
(SAPTA). “All the clients received continuing education at our drop-in centres (DICs), 
HIV Testing Screening (HTS), screening for STI and TB. They also benefited from condom 
demonstration and distribution of needles through the needle and syringe program 
(NSP).” Those who presented TB symptoms were also treated. SAPTA runs the Opioid 
Substitution Therapy (OST) program, a methadone program supported by the Kenya 
Red Cross Society (KRCS) with 463 active clients out of the 800 enrolled. The NSP 
program managed to reduce the HIV infection rate to about 3-4% bringing the PWID 
HIV prevalence rate to about 18%.
 
To deal with the stigma faced by PWIDs when they return home, SAPTA introduced 
education sessions for parents. A case in point is a former Kenya Defence Force (KDF) 
soldier in Garissa who was dismissed for using heroin after being deployed from 
Somalia. “I reached out to his parents but they wanted nothing to do with him. He 
had offended so many people in the community and brought ‘shame’ onto the family 
so they shunned him. The pain of rejection can cause a recovering PWID to go back to 
using drugs,” explains Philemon.
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The punitive laws also do more harm 
than help. “Why arrest the user and not 
the pusher? Penalties should be given 
to the pusher and not the user who is 
sick.” The establishment of Community 
Advisory Boards comprising religious 
leaders, community leaders, and the 
police have helped to advocate for PWIDs 
within the community. Paralegals helped 
tremendously by intervening in several 
instances when clients were arrested and 
sentenced for violating curfew hours. In 
one case, when a female PWID received 
a six-month sentence, they advocated 
for her to be moved from Ruiru to 
Langata Women’s Prison where she was 
eventually released.
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Successes/Best Practices
• Acceptance and recognition of 

the FSWs and PWIDs as members 
of the community and their social 
inclusion such as reintegration in 
families.

• Decrease in stigmatization and 
discrimination.

• Improved personal safety and 
security within the community.

• Creation of awareness on HIV 
prevention and treatment within 
the community at large.

• Improved livelihoods especially for 
those engaged by the programs.

• Reduction of HIV and STI positivity 
rate within the community.

• Improved self-esteem as a result of 
sensitization and empowerment.

• Positive changes in health seeking 
behaviours and improved uptake 
and adherence to HIV treatment.

• Community empowerment where 
some peer educators set aside 
some of their stipend and used it 
to venture into IGAs.

Challenges

• Negative reception of MSMs in the 
community.

• Perception that the program was 
supporting the LGBTQ agenda.

• Assumptions that the program 
was glorifying FSWs and MSM 
activities.

• Increased hostility to KPs by some 
community members due to 
identification and demarcation of 
hotspots.

• Increased self-stigmatization and 
overconfidence among some of 

the KPs.

Lessons learnt

• The establishment of beauty corners 
led to more female client flow at 
the DIC thus improving the cervical 
cancer screening uptakes.

• There should be frequent monitoring 
and evaluation of the program to 
establish and address gaps in a timely 
manner.

• Regular training of peers should be 
conducted within the targeted KP 
community.

• Sexuality education of young sex 
workers should be extended.

• There is a need to seek political buy-
in f to ensure support and success of 
the  program.

• Provide support of KPs’ needy and 
bright students with school fees and 
mentorship

• It is critical to increase program 
coverage to the rural areas.

• Ensure the involvement of 
gatekeepers, HCWs, S-CASCOs, HRIOs 
and HTS.

• Integrate KP services in health 
centres.

• Train health care providers in public 
health facilities on how to be friendly 
to KPs.

• It is imperative that program 
implementers and community actors 
work as a team.

• Ensure that there is sufficient 
funding and a consistent supply of 
commodities.
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The punitive laws also do more harm than help. “Why arrest the user 
and not the pusher? Penalties should be given to the pusher and not 
the user who is sick.” The establishment of Community Advisory Boards 
comprising religious leaders, community leaders, and the police have 
helped to advocate for PWIDs within the community. 
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BACKGROUND
The primary aim of the Adolescent Girls 
and Young Women (AGYW) program is 
to raise awareness and facilitate access 
to sexual health and reproductive health 
justice for adolescent girls and young 
women. The program utilizes safe spaces 
within which the adolescent girls and 
young women can learn more about their 
sexual and reproductive health, and how 
to access justice when their rights are or 
have been violated. 

By partnering with existing community 
structures, such as youth groups and 
activity clubs, the approach ensures that 
the adolescent girls and young women are 
able to obtain and generate information 
on their sexual and reproductive health 
rights, freely and effectively express 
themselves, strengthen their life skills, 
as well as have unlimited access to legal 
aid and advice on their rights. In addition, 
the program is meant to address the 
gap in sex education which has not been 
addressed at the societal level because 
of the collapse of the traditional cultural 
structure.

Young people face barriers accessing 
sexual and reproductive health (SRH) 
interventions at government public 
sector health care facilities including cost, 
transportation, clinic hours, privacy and 

confidentiality, lack of adolescent and 
youth friendly health services in primary 
health care facilities, and negative health 
worker attitudes. To reach adolescents 
and youth, interventions should also be 
made available outside of the context of 
government health care services. Out-of-
health facility approaches involve service 
provision at places where adolescents live 
and congregate, such as in communities 
and schools. 
 
Women bear a disproportionate burden of 
infection due to underlying mechanisms 
spanning biological, behavioural and 
social factors. These include socially-
constructed gender differences between 
men and women, the ability to negotiate 
safer sex, access to resources, and gender-
based violence. 
 
Interventions in communities and 
schools are important because many of 
the factors that contribute to HIV and 
unintended pregnancy among AGYW lie 
outside of the health sector. For example, 
a supportive social environment for 
adolescents’ SRH service use, high quality 
education, employment opportunities, 
and the absence of interpersonal violence 
are at least as important as health 
service provision. A holistic approach to 
adolescent and youth health therefore 
implies inter-sectoral action.

Interventions in 
communities and schools 
are important because 
many of the factors that 
contribute to HIV and 
unintended pregnancy 
among AGYW lie outside 
of the health sector. 

Globally, 15% of all women living with 
HIV are young women aged 15–24 years. 
Of these, 80% live in sub-Saharan Africa 
(SSA) where new HIV infections among 
young women 15–24 years old are twice 
as likely as young men. 
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Increased vulnerability to HIV infection 
in African countries is linked to limited 
knowledge about HIV, low risk perception, 
early marriage, poverty, gender inequality, 
sexual violence, lack of education, 
unemployment, unequal power relations 
with older male partners, limited access 
to and utilization of health services, 
inconvenient clinic hours or locations, and 
cost of services. Key enablers of effective 
HIV response, that is – equitable access to 
education and healthcare, and laws and 
justice systems that protect the rights of 
the most marginalized within society - 
remain neglected in dozens of countries 
across multiple regions. Gender violence 
and inequalities continue to drive the 
epidemic, worldwide 243 million women 
and girls (aged 15 to 49 years) were 
reported to have experienced sexual and 
or physical violence perpetrated by an 
intimate partner in the past 12 months, 

within the year in 2020. Studies have 
shown that women who experience such 
violence are 1.5 times more likely to 
acquire HIV than women who have not 
experienced violence. 

OVERVIEW OF KENYA
More than half (51%) of all new HIV 
infections in Kenya in 2015 occurred 
among adolescents and young people 
(aged 15-24 years), 

a rapid rise from 29% in 2013. Many of 
these infections occurred among young 
key populations (Figure 5).

Young women accounted for 33% of 
the total number of new infections 
(23,312) in 2015. In comparison, young 
men accounted for 16% of all new HIV 
infections (12,464).
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OVERVIEW OF KENYA

More than half (51%) of all new 
HIV infections in Kenya in 2015 

occurred among adolescents and 
young people (aged 15-24 years)

Young women accounted for 
33% of the total number of new 

infections (23,312) in 2015. 

a rapid rise from 29% 
in 2013. Many of these 
infections occurred among 
young key populations 
(Figure 5).

In comparison, young men 
accounted for 16% of all 
new HIV infections (12,464).
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Kenya adopted a plan to fast-track an end 
to HIV/AIDS among AGYW, in September 
2015. The plan was to reduce new HIV 
infections among AYP by 40%, reduce 
AIDS related death among AYP by 15% 
and reducing stigma and discrimination 
by 25% between 2014 and 2017. The 
United Nations Political Declaration 
on Ending AIDS adopted, in June 2016, 
calls for reducing new HIV infections to 
fewer than 500,000 per year, and more 
specifically a reduction of 75% (fewer 
than 100,000) among AGYW (aged 15 to 
24 years old).
 
A number of factors contribute to the 
increasing rate of HIV infection among 
young people including incorrect 
perception of HIV risk; and having 
unprotected sexual intercourse under 
influence of alcohol or drugs. Forced 
sex and sexual violence also increase 
young people’s vulnerability to HIV. This 
particularly affects young Kenyan women 
who are three times more likely to be 
exposed to sexual violence than young 
Kenyan men. It is estimated that 33% 
of girls in Kenya have been raped by 
the time they reach the age of 18, with 
22% of girls aged 15-19 describing their 
first experience of sexual intercourse as 
forced. 
 

In 2018, HIV rates among AGYW aged 15-24 years remained high with a 
prevalence rate of 2.6% compared to 1.3% among males. Notably, as at 
2020, AGYW aged 15-24 years contributed a third (30%) of the 34,610 new 
adult HIV infections in Kenya (Figure 6). The drivers of the high HIV infection 
rates reported among AGYW include early sexual debut, intergenerational 
sex, teenage pregnancies, sexual and other forms of gender-based violence 
(GBV), poor transition rates from primary to secondary education, prevailing 
gender norms, poor access to sexuality and sexual reproductive health 
(SRH) information, as well as limited access to HIV, STI, SRH services. The 
other factor remains poor socio-economic status for the majority of the girls 
rendering them vulnerable to ‘sponsors’.

Figure 6: Number of HIV AGYW Infections as at 2020
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THE PROGRAM
The Global Fund Strategy 2017–2022 
committed to scaling-up programs to 
support AGYW in 13 countries including 
Kenya. The AGYW program was 
implemented between January 2018 and 
June 2021 using focused interventions 
in selected sub-counties in Turkana, 
Machakos, Kilifi, Kisii and Siaya counties, 
through youth-led or youth-focused SRs. 
The program was implemented by 17 
sub-recipients (SRs) in close partnership 
with relevant departments of the county 
governments (see Table listing SRs and 
counties). Key partners involved in the 
program included the National AIDS & 
STI Control program (NASCOP) and the 
National AIDS Control Council (NACC) as 
well as relevant ministries of the National 
Government of Kenya (GoK).
 
The defined package for the Adolescent 
Girls and Young Women (AGYW) 
program includes: Comprehensive 
health education, adolescent sexual 
and reproductive health information, 
risk assessment and counselling on 
safe behavior as a minimum package of 
services to promote the adoption of HIV 
preventive behavior and service uptake. 
Additional services included family 
planning information and commodities, 
HTS, STI screening and treatment, TB 
screening and treatment, ART services, 
PAC, PrEP, PRC and Cervical cancer 
screening and treatment
 

The interventions aimed to ensure that 
AGYW accessed the defined package of 
biomedical, behavioral and structural 
interventions to reduce their vulnerability 
to HIV infection. Several EBIs were 
successfully implemented including 
Families Matter Program (FMP), My 
Health My Choice (MHMC), Healthy 
Choices for a Better Future (HCBF), Sister 
to Sister (S2S), and SHUGA Series.

In Kilifi County, through the AGYW 
Module, Connect to Retain (C2R) reached 
many girls in the five wards of Kilifi South 
through the various interventions that 
targeted girls between the ages of 9-24 
years old. “We had over 6000 beneficiaries 
under the Mentorship program, one of 
the interventions that has brought real 
change in communities,” says Nasim, the 
Founder and CEO of C2R. Baseline data, 
conducted in 2019 before the beginning 
of the grant, revealed that Kilifi South 
Sub-County was the second leading 
in teenage pregnancies data after the 
program showed that the sub-country 
had dropped to fourth place.

 “This means that the knowledge has been 
consumed by the targeted population and 
a change in behaviour has taken place.”
 

“There is a high 
demand for Shuga now 
because it has helped in 
the reduction of STI 
infections and risky 
behaviour such as drug 
abuse. This is particularly 
true for Machakos 
County, which is a 
conduit for miraa (khat) 
from Embu and Meru 
passes,”
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KenFaith, Project Officer with C2R 
indicated that for the various EBIs 
they had trained 56 facilitators and 18 
peer educators (PEs) whose role was 
to mobilise for outreaches. Due to the 
vastness of Kilifi County, the program 
had to enlist the support of community 
health volunteers (CHVs) from the areas 
where they did not have PEs to mobilize 
the girls. Healthcare workers were also 
trained to talk to those AGYWs who are 
hyperactive sexually on the concurrent 
use of condoms. “Most of the girls that 
had dropped out of school are now 

determined to return to school but do 
not know the channel to follow. This has 
led to the creation of an advocacy forum 
at the community level to educate them 
on the ‘back to school’ policy,” concludes 
KenFaith.

In Machakos County, Deaf Empowerment 
Kenya (DEK) has succeeded in reaching 
young people with several interventions. 
They have partnered with several learning 
institutions like Machakos University and 
Scotts University to implement SHUGA 
Series. “There is a high demand for Shuga 

now because it has helped in the reduction 
of STI infections and risky behaviour such 
as drug abuse. This is particularly true 
for Machakos County, which is a conduit 
for miraa (khat) from Embu and Meru 
passes,” says Hesboners, the Program 
Coordinator at DEK. Shuga facilitators 
are identified within the local community 
for ease of communication because in 
some instances, they would have to 
translate concepts into vernacular. “This 
has created employment for the young 
people within the County, kept them 
busy and opened their eyes to business 
opportunities,” concludes Hesboners.
 
Scotts University ran two full cohorts 
and the third one was interrupted by 
the COVID 19 pandemic. “Our rate of 
pregnancy was really high especially 
among the 1st year students as a result 
of experiencing total freedom after 
coming from a structured high school 
environment. We had also begun to enroll 
Government sponsored students and our 
population had increased,” confirmed 
Belinda Nyangase from the Office of the 
Dean of Students. “I remember a session 
where many students confessed about 
the wild lives that they were living as a 
result of peer pressure and the need to 
fit in.”
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The Healthy Choices for Better Future 
targeted young people within ages 9-12 
years and was carried out within primary 
schools. Complementing this program 
was the Family Matters Program, 
which targeted parents with children 
between 9-12 years in a bid to enhance 
the relationship between parent and 
child relationships through effective 
communication. The parents attended 
five sessions and for the sixth session they 
came with their children. Mary Mutisya 
(36), a community health volunteer (CHV) 
in Machakos County and a mother of two 
paid glowing review to the program. “I 
have learnt that I should remain calm and 
not shout at them when handling them. I 
now listen more even as I offer my advice. 
We are now close and I have acquired the 
skills and confidence to discuss issues that 
I often avoided such as sex and drugs. The 
fear is gone!” concluded an excited Mary.

Grace Mumbua (21), a mother of two 
girls benefitted from the FMP and the 
Mentorship programs after she came into 
contact with Fiona who is a mentor with 
DEK. “Fiona did not dismiss me when 
I turned up at her house seeking help. 
She made it possible for my daughter 
and I to attend the two programs,” says 
Grace explaining that having been a 
teenage mother she understands the 
repercussions that come with making 

mistakes as an adolescent. “I can now 
talk to my daughter about the changes 
that her body will undergo and stop her 
from using miraa (khat) which is common 
in this area.” Fiona also guided Grace 
on how to save through the Safaricom 
M-Pesa platform when she wanted to 
save money to move her daughter to a 
better school.

Another key component of the program 
was the cash transfer program, where 
a specified amount was paid to 
approximately 9,000 girls every quarter 
to reduce their involvement in behaviours 
that expose them to HIV. Piloted in 
2017 it was eventually expanded to the 
five counties from 2018. The program 
includes ‘in and out of school’ behavioural 
interventions for 10-17 year olds as well 
as dignity kits and was implemented with 
Kenya Red Cross Society.

Machakos County Social Service Director 
Zuhuru Rajab Khamis
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Successes/Best Practices
• Improved, correct knowledge on 

HIV/AIDS and SRH.
• Shift towards more responsible 

sexual behaviour.
• Improved uptake of HTS among 

young people.
• Better health seeking behaviour 

and adherence.
• Improved reporting and response 

to SGBV cases.
• Awareness of human rights.
• Change from negative attitudes 

and reduction in stigma and 
discrimination.

• Cash transfers improved the 
standards of living, relationships 
and reduced over dependence.:

Lessons learnt
• Behaviour change is a long-term 

outcome if the program is to be 
successful.

• The reduced period of 
implementation did not yield the 
expected success.

• Multi-sectoral approach was 
critical in rolling out the AGYW 
programming for successful 
implementation of the grant.

• The use of bulk SMS can ensure 
100% attendance and target reach 
in EBI and mentorship sessions.

• Involvement of the beneficiaries 
from the onset of the program is 
necessary to get beneficiary buy-
in.

• Life skills building through EBIs and 
mentorship programs empowers 
AGYWs as well as young boys to 
openly and confidently discuss 
sexuality matters with their 
teachers, parents, guardians and 
mentors.

Recommendations
• COVID-19 Pandemic – Tweak the 

program design by introducing 
online resources to help with 
adaptation to the evolving 
epidemiological situation.

• Behaviour change - Assess the 
possibility of having a longer cycle 
to ensure funding stability.

• Document more success case 
studies linking it to education 
outcomes and efforts aimed 
at prevention of teenage 
pregnancies.
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Another key component of the program was 
the cash transfer program, where a specified 
amount was paid to approximately 9,000 girls 
every quarter to reduce their involvement in 
behaviours that expose them to HIV. 

GBV Facilitator - Celine Nthenya
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HUMAN 
RIGHTS AND 
GENDER 
(HRG)

Despite the strong national and 
international legal frameworks 
and commitments to the 
protection of human rights, 
Kenya still faces challenges.
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BACKGROUND
Barriers to HIV care can be broken down 
to individual, community and health 
systems issues, overlapping all three 
areas. Population-based surveys have 
identified myths and misperceptions 
and misperceptions about HIV infection, 
stigma and discrimination, including self-
stigma and fear of disclosure, social and 
cultural beliefs, limited availability of 
services, distance to health facilities, lack 
of social support systems, inadequate 
service provider capacity and attitudes, 
legal systems, inadequate health care 
financing options, etc. Some of the factors 
limit and/or hinder people from acquiring 
information and services for entry and 
retention in care.
 
Despite the strong national and 
international legal frameworks and 
commitments to the protection of human 
rights, Kenya still faces challenges. There 
remains human rights, gender and age-
related barriers to HIV and TB services 
in Kenya. In appreciation of this, a study 
was commissioned by the Global Fund 
and other development partners to 
determine the nature and scope of these 
barriers to access to services. A baseline 
assessment aimed to support efforts 
to scale-up programs to reduce human 
rights and gender-related barriers to HIV, 
TB and malaria services. 

The study identified some of the barriers 
as punitive laws, policies and practices; 
stigma and discrimination; gender 
inequality and gender-based violence; 
poverty and economic and social 
inequality, as well as barriers concerning 
insufficient availability and accessibility 
of services and government and health 
service coordination. Legal and human 
rights literacy and access to justice for 
PLHIV and TB and key and vulnerable 
populations whose rights have been 
violated remains a challenge. 

Human Rights and Gender-
Based Violence
A small brief on the size and country 
context on GBV
The Know Your Rights (KYR) campaign 
reached out to adults and young people in 
the community and provided information 
on where to report gender-based violence 
(GBV) issues. The campaign also helped 
to establish links with mitigating agencies 
such as the Kenya HIV and AIDS Tribunal 
and the Kenya Legal & Ethical Issues 
Network on HIV and AIDS (KELIN).

Legal literacy through the KYR campaign 
also contributed to increased awareness 
of HIV-related human rights among PLHIV. 
Local administration, community leaders 
and law enforcers were also sensitized 

and were able to educate communities 
and mitigate human rights violations. 
Deaf Empowerment Kenya (DEK) reached 
1,860 youth through the various activities 
carried out by GBV champions. 

The key challenge to this intervention was 
identified as the community itself due 
to their unwillingness to pursue justice. 
Family members and often the community 
structures proved to be a hindrance to 
seeking justice for individuals affected.

Issues of culture and male masculinity 
continue to be a challenge in addressing 
GBV and seeking justice for those who 
experience SGBV especially in the family 
setting and in instances where abusers are 
those in authority. Cases of defilement, 
incest, coerced sex, especially affecting 
young people were reported to be on the 
increase.

Speaking about a defilement case, 
Brenda Moraa a pro bono lawyer with 
MAGI Limited who is also a senior legal 
officer and an advocate of the High 
Court of Kenya working for the County 
Government of Kisii was candid about 
the unique challenges in Kisii County. 
“Our biggest challenge are the kangaroo 
courts, which are informal courts that 
comprise several individuals who gather 
and decide to make adverse orders 
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against a survivor.” In most cases chiefs are the 
ones in charge of these informal courts, because 
they hold the administrative power and also have 
the community’s ear. These courts issue traditional 
justice that is often unjust and by so doing, are 
taking over the role of the legal profession. “They 
either end up scaring the survivors or victims away 
besides issuing harsh punishments on witnesses. You 
cannot win a case without a witness,” says Brenda.
 
Esther was 14 years old when she was defiled by a 
neighbour who masqueraded as a doctor because 
he is an employee of NHIF. Ravine Moraa, MAGI 
Pprogram Officer, believes that the family may have 
initially sought the help of the informal courts and 
when the initial discussions did not go well, they 
decided to seek justice, the legal way. Under the 

The North-Eastern counties also 
reported high cumulative effects of 
stigma, such as loneliness and weakened 
family bonds and regrets. 
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guidance of Brenda, MAGI collected 
information from the police, the hospital, 
prepared the post rape care (PRC) and 
P3 forms then forwarded them to court 
in readiness for the hearing. The case is 
ongoing.
 
Since 2019, MAGI Limited has managed to 
reach over 13,000 adolescents and young 
people (AYPs) with HRG interventions 
to sensitize them at the community 
and sub-county levels. “The number of 
SGBV or defilement cases being reported 
has increased. Our engagement and 
sensitization activities have made the 
community realise that human rights are 
crucial,” says Ravine. In most cases the 
perpetrator is a close family member and 
the matter is discussed and finalised at 
the community level. “In some instances, 
the fine can be something negligible such 
as a cow or a little money.”

There was also the perspective that 
though there is awareness of the 
vulnerability of girls and women, gender 
is downplayed in the case of non-binary 
genders such as in key populations. 

Mike Muriithi, the M&E Officer at 
Empowering Marginalised Communities 
(EMAC), a sub-recipient that implements 
the HIV prevention module for MSMs 
in Machakos County, spoke about 

the backlash they received from the 
community and police at the onset. “We 
became victims of arbitrary arrests by the 
police and they even raided our offices 
at one point.” The peer educators were 
arrested for carrying condoms because 
they assumed that they were out looking 
for sex partners. “Recently, some of 
our employees were arraigned in court 
because the police did not believe that 
we had authentic documents authorizing 
us to work in the community.” EMAC 
sought support from the PR and Dignity 
Africa.  

Irene Kalunde, the Legal and Advocacy 
Officer, EMAC is a trained lawyer tasked 
with creating an enabling environment 
for MSMs so that they can access services 
with ease. “If this does not take place the 
KPs will be violated by the community 
due to the social culture, religious culture 
and how the community perceives them.” 
EMAC has had to conduct sensitization 
sessions, dialogue with religious leaders 
and the national police prior to going 
for outreaches because the services are 
integrated with the Ministry of Health 
(MoH). They also sensitize healthcare 
workers because most have never been in 
contact with MSMs. “We also conducted 
sensitisation sessions with the boda boda 
operators because they would not offer 
transport to anyone coming into our 

premises under the believe that EMAC 
was promoting sodomy.”

Stigma
HIV related stigma and discrimination 
refers to prejudice, negative or 
unfavourable attitude towards people 
living with HIV as well as their loved 
ones and associates. Stigma and 
discrimination are great components that 
lead to seclusion of people living with 
HIV and AIDS. Stigma has been stated 
to be the highest killer than the virus 
itself. A global call by UNAIDS of zero 
discrimination by 2015 continue to be 
shadowed by increased stigma despite so 
much information on HIV and AIDS. HIV 
related stigma and discrimination exist 
worldwide, although it manifests itself 
differently across countries, communities, 
religious groups and individuals.

The Kenya HIV and AIDS Prevention 
and Control Act (2006) safeguards the 
rights of PLHIVs, promotes voluntary 
HIV testing, confidentiality and privacy, 
non-discrimination in employment and 
education, and unfettered access to 
quality healthcare services. Nevertheless, 
the Kenya National HIV and AIDS Stigma 
and Discrimination Study rated HIV-
related stigma and discrimination levels 
in Kenya as ‘high’ with regional variations. 
High ratings of indicators such as fear of 
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HIV status disclosure and people fearing 
to contract HIV from non-invasive contact 
with PLHIV directly impact access to HIV 
care and treatment.

While awareness of HIV and AIDS is 
comparatively high, PLHIVs still experience 
stigma and discrimination. Location-
specific stigma and discrimination have 
been widely reported in health care 
settings. In 2015 18.1% of respondents in 
national study on human rights violations 
against PLHIVs reported experiencing 
human rights violations within health 

care settings (third only to discrimination 
within the family (79%) and in workplace 
settings (34%).

Stigma and discrimination are reported to 
be higher in rural areas than urban areas, 
and particularly in the arid and semi-arid 
land (ASAL) region. This is particularly 
true in the North-Eastern counties where 
PLHIVs lost family ties and face spousal 
abandonment because of their HIV 
status. When Khadija first discovered that 
she was HIV positive, she did not disclose 
the information to anyone. “I took 
my daughter to be tested and she too 
turned positive,” Fearing the worst, she 
took to hiding the medicines under the 

bed in their grass thatched house. “My 
daughter and I would take our medication 
secretly when no one was around,” She 
eventually opened up to her mother 
who then disclosed the information to 
her stepfather. Fear of discrimination 
against the entire family drove her 
parents to take drastic measures. “They 
decided to bind me in chains and tell the 
community that I was deranged and that 
the medicine I was taking was for mental 
illness.” Tethered to a peg for almost six 
months, one night Khadija was eventually 
able to escape. “I dug out the peg with 
my hands and stealthily walked out of 
the homestead holding the chain in my 
hands.” She made it to the home of one 
of the paralegals who nursed her back to 

“They decided to bind 
me in chains and tell the 

community that I was 
deranged and that the 
medicine I was taking 

was for mental illness.”
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health. Khadija was eventually reunited 
with her daughter through the support 
of Ali Noor the Chairperson of OPAHA. 
“He drove me to my mother’s homestead 
and convinced her to hand over the child 
for testing. She agreed but with the 
understanding that in the event that my 
daughter turned negative she was to live 
with her but if found positive then she 
would stay with me.” Today, Khadija lives 
with her daughter away from the family.
 
The North-Eastern counties also reported 
high cumulative effects of stigma, such as 
loneliness and weakened family bonds 
and regrets. Born in rural East Wajir, 
seventeen-year-old Rashida has never 
felt wanted nor set foot in a classroom. 
Her mother died when she was a child 
and her father, a herdsman, left her 
with his relatives because he could not 
travel with a child. “I was a sickly child!” 
Her stepmother eventually took her to 
Wajir where she tested positive for HIV. 
“When she found out my status, she did 
not disclose it to anyone including me, 
instead she said that I had contracted 
tuberculosis.” Rashida became ostracized, 
“I was not allowed to eat with the family or 
sleep near them.” Once she had stabilized, 
she was taken back to the rural areas. 
“They disregarded me when I reminded 
them about my medicine.” Back in the 
wilderness the beatings and suffering 

continued unabated. A sympathetic 
neighbour encouraged and guided her 
to escape to her maternal relatives. One 
morning, Rashida escaped, “I pretended 
that I was going to pee.” There was much 
excitement and joy when she arrived in her 
late mother’s homestead and to avoid any 
conflict with her paternal relatives, they 
sent her off to Nairobi where her mother’s 
sister lived. It was in Nairobi that she 
eventually became aware about her HIV 
status. “I had been sick for a while. I could 
not eat because I had sores in my tongue 
and everywhere else, my stomach hurt 
all the time and my brain felt foggy but 
my aunt did not think much of it.” In the 
end, Fatuma, a concerned neighbour who 
was also her aunt’s friend, took charge of 
the situation. “She took me to Mama Lucy 
Hospital and that is where I tested positive 
for HIV.” Unable to accept the results, her 
aunt accompanied her to four different 
Muslim-affiliated clinics. When she could 
finally not deny the truth, her aunt turned 
against her. “She instructed the house 
help not to wash my clothes because I 
would infect her with HIV.” They resorted 
to segregation and discrimination. “I 
was not allowed to leave my room after 
that.” Rashida was eventually kicked 
out and it was up to Fatuma, the kindly 
neighbour whose motherly action saved 
the day. “She is not Somali, yet she felt 
that it was wrong to send me off to Wajir 

alone on a bus.” Once in Wajir, Fatuma 
was shocked to find all doors closed, no 
relatives wanted Rashida. Word had 
already circulated among the relatives 
and nobody wanted the young girl. “That 
is how I was handed over to the Children’s 
Department who then reached out to 
OPAHA.” Today, Rashida lives with Rukia, 
a 40-year-old PLHIV who is a mother of 
four sons. “I have found a mother and 
a home. All the love I needed has been 
provided by Rukia.”
 
Self-stigma and layered stigma due to 
HIV status and membership of a key 
population serves as a deterrent to 
attending health facilities for fear of being 
reported to the police. Stigma was blamed 
for late presentation of MSM living with 
HIV resulting in disproportionately higher 
HIV related morbidity and mortality.
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Successes/Best Practices
• Increased reporting of GBV cases.  
• Increased awareness of HIV-

related human rights among 
PLHIV as a result of legal literacy 
through the KYR campaign. 

• Sensitization of local 
administration, community 
leaders and law enforcers to 
educate communities and 
mitigate human rights violations.

• Training of paralegals increased 
awareness on human rights and 
HIV tribunal issues, though it 
needed to scale up to ensure 
more people are reached.

• There were appointments of 
SGBV focal persons in some 
counties.

Challenges
• Impact of the KYR campaign was 

affected by high turnover of law 
enforcement officers and the 
nature of the capacity building 
that did not necessarily include, 
for example, orientation for new 
officers being stationed.

• The community was unwilling to 
pursue justice. Family members 
and community structures proved 
to be a hindrance to seeking 
justice for individuals affected.

Recommendations
• Orientation for new officers is 

required.
• Introduce regular refresher training 

to update paralegals’ knowledge. 
• Linkages to law enforcement 

agencies and protection units to 
secure survivors and encopurage 
reporting
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Lessons Learnt
• There is a need to create follow-

up mechanisms for prosecution 
of perpetrators of GBV and other 
forms of violence.

• Increased peer education and 
continuous sensitization can result 
in upholding of human rights and 
reduction in barriers to accessing 
health services, as well as 
promotion of justice among KPs.

• Providing awareness and utilizing 
the available avenues for dispute 
resolution created an enabling 
environment that safeguarded 
human rights and gender affirming 
mechanisms.

• Advocacy forums on human rights 
violations at community level 
and SGBV response committees 
ensured easy access to justice for 
victims.

• Creation of a paralegal team 
to work closely with the court 
system and prison brings harmony 
between PWIDs and law enforcers.
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Kenya reported its first case of the 
COVID-19 on March 13, 2020, and by 
December 2021 has experienced four 
waves of increased COVID-19 incidence. 
Immediately after the first cases were 
reported, Kenya implemented several 
mitigation strategies that included, border 
closures; a ban on international travel, 
social gatherings, closures of schools, 
religious places, bars, and restaurants; 
movement restrictions; and a curfew.
 
The public health interventions while 
necessary to curb the unprecedented 
burden of the COVID 19 pandemic 

had far reaching social and economic 
impacts that included, massive disruption 
to the economy leading to poverty, 
health systems, gender aspects such as 
inequalities around the access to care 
and social life across the country. Given 
the significant vulnerabilities and specific 
healthcare needs of people living with 
HIV (PLHIV), the pandemic had some 
significant effects on the implementation 
of the GF program.
 
According to the recently conducted 
Rapid Assessment of the impact of 
COVID-19 by the Ministry of Health 

in conjunction with KRCS, COVID-19 
negatively affected service delivery; 
49.3% of facilities reported their service 
delivery experienced severe disruption, 
while 42.4% reported services were 
disrupted to some extent. Further, a 
majority (72.3%) of facilities reported 
reduction of client numbers, staff missing 
work (17.7%) or conversion of facilities 
to COVID-19 isolation centres (7.5%) 
while about 19.5% of facilities reported 
an increase in clientele, mostly due to 
receiving increased traffic when adjacent 
facilities were converted to isolation 
facilities.
 

EFFECTS OF 
THE COVID-19 
PANDEMIC
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In Nairobi, Mombasa and Kilifi where 
there was complete lock down, service 
uptake was disrupted. In Nairobi, the 
program had to work with the Nairobi 
Metropolitan Services (NMS) to provide 
special pass cards for peer educators 
to enable them collect and dispense 
commodities. 
 
In Kajiado and Narok counties, out 
of fear of contracting COVID-19, the 
PLHIVs shied away from visiting the 
health facilities for refills. In Narok, the 
implementing partners worked closely 
with the County CASCOs Office to form 
and support Community ART Groups 
(CAG) for PLHIVs. The CAG leader would 
travel to the facilities to collect the drugs 
on behalf of the other members thus 
solving the challenge of transport/cost 
as a result of the distance to the facilities 
thus strengthening adherence. In Kajiado, 
the team worked closely with facilities to 
meet the costs of using a motorbike rider 
to distribute the drugs to those clients 
who consented to this arrangement.
 
A severe third wave of the pandemic 
across several counties including the 
Western part of Kenya impacted service 
provisions for PLHIVs negatively at the 
facility and in the community, resulting in a 
reduced cohort. However, the volunteers 
received PPEs to ensure infection control 
during home visits.
 

The emergence of external system shocks 
such as COVID-19 and other humanitarian 
emergencies have demonstrated the value 
addition of community-led and trusted 
access platforms. Virtual platforms led 
by community members such as those 
by adolescent girls and young women 
(AGYW), PLHIV and KPs provided a safe 
space for continuous demand generation 
and referrals for HIV, SRHR and other 
health services.
 
At BHESP, they had to change their 
routines because they could no longer 
visit hotspots because the clubs were 
closed and some of the sex workers (SW) 
kept away from the clinics out of fear of 
contracting COVID-19. “We came up with 
some strategies such as the differentiated 
care model for the FSWs that are living 
with HIV, especially those that were stable 
by giving them drugs for six months to 
reduce their visits to the DIC,” said Mercy 
Muthonyi, Program Coordinator, BHESP. 
They also experienced shortages of kits 
and STI treatment drugs.

“Everything changed with COVID-19. Our 
service uptake from the DIC to the den 
changed,” says Fredrick Radome, M&E, 
SAPTA. The organisation had to devise 
ways to regulate the number of clients 
at the DIC by staggering them without 
interrupting the services.

Kenya implemented 
several mitigation 
strategies that included, 
border closures; a ban 
on international travel, 
social gatherings, closure 
of schools, religious 
places, bars, and 
restaurants; movement 
restrictions; and a 
curfew.
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 “We came up with rules to ensure that 
every client coming to the DIC had a 
mask and ensured proper hand hygiene 
measures were observed.” We lobbied 
for masks from the area leaders for those 
who could not afford them while KRCS 
was at hand to support by providing 
PPEs. SAPTA also began to administer 
counselling services virtually through the 
peer educators who were always present 
at the hotspots to refer those clients 
that needed services of the prevention 
counsellor. 

Tackling Violence 
against Women and 
Girls
The COVID-19 pandemic story when 
told in the future will include an intense 
retelling of how it not only disrupted 
every aspect of society but also how it 
brought to the fore secrets long covered 
up by communities. The government’s 
restrictive policies to contain the 
pandemic led to increased exposure of 
women resulting in increased reports of 
defilement, incest, violence and assault 
against adolescent girls and young women 
(AGYW). Media reports citing data from a 
government-managed health information 
system stated that up to 4,000 adolescent 
girls visited health facilities for antenatal 
services in Machakos County alone 

between January and May. In Lodwar, a north-western town, teenage pregnancies 
nearly tripled to 625 in June-August 2020, a hike of 28% compared to 2019. 

Programs to stem gender-based violence (GBV) against AGYWs were already ongoing 
before the pandemic, unfortunately during the long period when people stayed at 
home many of the gains made were in danger of being reversed. Schools and other 
social spaces that have traditionally been considered ‘safety nets’ were no longer 
accessible making AGYWs vulnerable. Efforts by the Ministry of Education to ensure 
continuity in learning through radio, television and the internet only served to amplify 
the economic and social disparity within the society. The risk of AGYWs engaging in 
transactional sex to support their families and access essential needs increased with 
the onset of COVID-19.

Support to survivors of sexual and gender-based violence was delivered through 
targeted COVID-19 Response Mechanisms investments focused on violence prevention 
activities and strengthening access to medical and psychosocial care for survivors. In 
Machakos County, Deaf Empowerment Kenya (DEK) working in partnership with the 
Social Welfare Department of Machakos County Administration established a Gender 
Based Violence (GBV) Committee Technical Working Group (TWG) to look into the 
issues that contributed to the rise in the number of GBV cases in the County. “To get 
to the root cause of the problem, the TWG decided to start at the village level working 
with stakeholders such as chiefs, wazee wa nyumba kumi, police, judiciary, and health 
workers,” said Zuhuru Rajab, the Chief Executive Officer of Social Welfare in Machakos 
County. It was at this point that the community began to report the cases. One case 
of particular concern involved a father-daughter incestuous relationship that has 
resulted in two children. Asked why she did not say anything prior to this, the mother 
of the girl said that one does not expose what is going on within a family. The technical 
working group took the opportunity to sensitize the community on how to make 
use of the law to deal with these matters instead of using silence or using kangaroo 
courts to adjudicate and settle these issues. “We work with the judicial system who 
provide pro-bono lawyers to represent the victims in court due to lack of resources,” 
explains Ms Rajab. The other free services available to the victims include police P3 
forms and health facility services. Through DEK, some of the victims have also had the 
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...acts or threats of 
violence during the 
pandemic occurred 
within and away from 
home.
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opportunity to go on radio and sensitize 
people about GBV matters. Machakos 
County Government has recently built a 
large GBV Centre and is on the lookout 
for sponsors and partners such as DEK to 
help run the establishment. “The public 
will now have access to counselling and 
psychosocial support services at the 
rescue centre,” concludes Ms Rajab.

An assessment of the gendered effects 
of the pandemic on households by the 
Government of Kenya and the United 
Nations (COVID-19 Gender Assessment: 
Gender Perspective, 2020) found that 
acts or threats of violence during the 
pandemic occurred within and away 
from home. The recommendations 
presented by the report included; 
making efforts towards creating more 
awareness on where victims can 
seek help by ensuring that different 
stakeholders partner with the national 
and county governments. The report also 
recommended partnering with mobile 
service providers to craft and send SMS 
based information to the populace on 
behaviour change and where to get help 
in case of GBV. 

“We work with the 
judicial system who 
provide pro-bono lawyers 
to represent the victims 
in court due to lack of 
resources,”
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Successes/Best 
practices 

• Partnership with county 
governments such as Nairobi 
Metropolitan Services (NMS) 
ensured that clients in 
areas where movement was 
restricted did not miss their 
medication or services. 

• The utilisation of online 
platforms to mobilize clients 
helped to ensure that clients 
did not miss out on services.

• Community structures and 
resource persons filled the 
gap while facility based 
interventions were disrupted.

Challenges
• Lack or shortage of PPE.
• Disruption of services as 

a result of restrictions 
on movements, curfews, 
suspension of outreaches and/
or gatherings.

• Increased travel transactional 
costs.

• High handed approach by 
security forces while enforcing 
government measures.

• Lack of medication for chronic 
care patients.

• Stigma and fear of contracting 
COVID-19 kept clients away 
from health facilities.

Lessons Learnt
• There is a need to realign 

service delivery strategy in 
accordance to COVID-19 
guidelines.

• Need to have contingency 
plans for service delivery 
should external disruptions like 
the pandemic, post-election 
violence etc occur to forestall 
and avoid service disruptions.

• It is important to be adaptable 
to the unexpected changing 
dynamics, disasters and 
epidemics.
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THE HEROES

In honour of all the heroes who 
selflessly work to serve humanity 
through the GF Program, 
we have proflled a few as 
representatives.
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The phrase ‘it takes a village’ is the most appropriate way of defining the dynamics required to have a successful program. Community 
health volunteers or CHVs as they are commonly referred to form the backbone of the TSC program as do the community adolescent 
treatment supports (CATS) among the adolescent and young people (AYP); peer educators are instrumental in the success of KP 
programing; and without the paralegals and pro bono lawyers, it would be difficult to eliminate some of the barriers that hinder HIV 
care and treatment.
 
In honour of all the heroes who selflessly work to serve humanity through the GF program, we have profiled a few as representatives.
 

Reuben Ntimama is a community 
health volunteer (CHV) serving the 
predominantly Maa Community living 
in Emotoroki sub-location in Kajiado 
Central. He is based at the Emotoroki 
Dispensary located 70km away from the 
nearest health centre in Bisil Town.
 
I became a CHV by pure accident. I had 
a neighbour who was living with HIV 

but was a defaulter because her partner, 
unaware of her status, did not know why 
she kept visiting Bisil Health Centre. She 
reached out to me and requested that I 
accompany her to the comprehensive 
care centre (CCC) at Bisil Health Centre 
for her medication. When she eventually 
disclosed her status to her husband, he 
refused to support her and I decided to 
accompany her to Bisil whenever her 
appointments came up. She was my first 
client.
 
The nursing officer at Bisil Health Centre 
began to request for my assistance with 
tracing defaulters because she only knew 
their names but had no idea how to track 
them. Some of them had not set foot at 
the Centre in over six months. I started off 
with 24 clients but the number has since 
grown to 36.
 

Most of my clients have to commute over 
long distances. One of them has to cover 
at least 30km (one way), a journey that 
can sometimes take him two days on foot 
because he has to take a break when it 
gets dark. The only opportunity available 
to travel to Bisil Town is during the market 
days (Monday and Friday) when they 
can get lifts from the vehicles/trucks 
collecting or delivering farm produce. On 
any other day, they would have to pay at 
least Ksh 1,000 one way and even more if 
they opt to use a motorbike. This was one 
of the reasons behind the large number 
of defaulters at the health centre. In 2019, 
Emotoroki Dispensary became a pick-
point and this has helped the community 
members.
 

Reuben Ntimama, (26 yrs) 
CHV, APTDC
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A large number of my clients are illiterate 
so they have no way of remembering 
their appointment days. It is my duty to 
call them up at least three days prior and 
remind them that their appointment is 
due. In the event that there is no other way 
of contacting them, then I make the point 
of visiting them. I communicate to them 
in Maa thus bridging the language barrier. 
Illiteracy also makes them susceptible to 
fraudsters and holding onto superstitions 
resulting in some of them often opting 
for traditional or herbal remedies. One of 
the clients stopped taking her medication 
after travelling to Tanzania where a 
herbalist replaced them with his own 
concoctions. When I eventually managed 
to trace her, she was sickly and coughing 
badly. I collected her sputum sample and 

took it to the laboratory in Bisil Health 
Centre. She tested positive for TB and 
was placed on treatment. She is now 
healthy, with an undetectable viral load 
and adhering.
 
The pastoralist lifestyle led by the Maa 
also means that they are never in the 
same place for long, making it difficult 
to conduct follow-ups. I may want to 
monitor a client but will not find them 
where I left them last.
 
Poverty is also another challenge that 
my clients face because it affects their 
nutritional requirements. The clients 
want to adhere but it is difficult because 
they cannot take the medication on 
an empty stomach. Some of them also 

require nutritional supplements and this 
is one of the reasons that I take the time 
to visit them at home. They rely on milk 
but during the drought season the cows 
cannot produce sufficient quantities.
 
One of the challenges I face in the course of 
executing my work is means of transport. 
While I would like to see multiple clients 
in a day, the long distances between them 
makes it difficult. To ensure that everyone 
is catered for, I take advantage by working 
on Saturday and Sunday because there 
are two churches near the centre.   
 
I am proud to say that except for one 
client, the rest of my clients have 
undetectable viral loads (VL). I have 
supported my clients through disclosure, 
acceptance and adherence.”

My name is Jane Akinyi Ouma and I 
am 51 years old. I am a community 
health volunteer (CHV) and I serve the 
community of Semenya in Siaya County. 
I have a client base of more than 20 and 
I am proud to say that their viral loads 
are suppressed. 

When the Catholic Medical Mission 
Board (CMMB) recruited us as CHVs, 
we were empowered through several 
training sessions to guide us on how 
to woo those who had defaulted. A Jane Akinyi Ouma (51 

yrs), CHV, CMMB

defaulter is an HIV positive patient 
who had been on ART treatment and 
missed two or more monthly clinical 
appointments. We were then assigned 
10 clients each and asked to scout for 
another 10 within the community. The 
purpose was to find out if we had the 
skills to identify and convince new clients 
to join the programme. As a member of 
the community, my strategy is to endear 
myself by visiting different homes so that 
they can get used to having me around. 
I also welcome new members in the 
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community including brides who have 
just joined the community. 

Once I identify a defaulter, I pursue them 
and seek to develop a relationship that is 
based on trust. I encourage them to get 
back on track and also take the initiative 
to accompany them to the facility. 
Thereafter, it is my duty to remind them 
when their appointments are coming up. 
I also encourage and train my clients on 

how to start a kitchen garden because 
they need to eat a balanced diet so that 
the ARVs can work well in their body. 
For protein, I encourage them to keep 
chickens.

I have a good working relationship with 
the health centre and I use this for 
the benefit of my clients. If any one of 
them has an issue, I will go ahead and 
alert the doctor beforehand so that we 

Phoebe Ngalaka (60 yrs), 
Community Gate Keeper, DEK

can discuss available options and come 
up with solutions together with the 
client. On several occasions, I have been 
approached by individuals who wish to 
know their status and request that I sit 
with them as they get tested. I usually 
explain that this is against the rules but 
will be on standby in case they require my 
assistance. 

“I am the Community Gatekeeper and my 
role is to understand and assess exactly 
what an organisation wants to do within 
the community and the impact and value 
that their work will add to the residents,”

Phoebe is happy with the Evidence Based 
Initiatives (EBIs) that have been conducted 
by Deaf Empowerment Kenya (DEK). Early 
pregnancies, drugs, prostitution and crime 
among the adolescents have plagued 
the community. The DEK programmes 
are playing a big role in educating and 
changing perceptions of the residents.

As the Community Gatekeeper, Phoebe 
ensured that the participants were well 
recruited by engaging women’s groups, 
youth and church groups and by talking to 
parents first so that they could understand 
the purpose of the programme. 

“This was a prerequisite to the parents 
releasing their children. I was also 
encouraged to see that the adolescents 
were excited about learning new things,” 

She believes that as the pillars of the 
home, parents should bring up their 
children with the confidence to open up 
about all issues.

She encouraged mothers to enroll for My 
Health My Choice and Family Matters 
programmes because they will need all 
the skills taught in the programmes.

Phoebe’s greatest wish is to see an 
enlightened community, people who 
know what they are doing and are 
working towards the betterment of all. 
“I want a community that is not looking 
at girls as commodities for sale!” she 
concludes.
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My name is Mwanajuma Omari Msoe, I 
am a wife and a mother of five. I work as 
a community health volunteer (CHV) and 
also as a gender based violence (GBV) 
Champion to support girls and women.
 
My passion for the girl-child stems from 
the fact that when I was in Class 7, my 
father decided to marry me off. I ran away 
to my uncle who was a doctor, explained 
what had transpired and told him that I 
did not want to return home because I 
wanted to complete my education. He 
tried to convince my father to take me 
back but he was categorical, I was never 
to be seen in his homestead again.
 
I passed my primary school examinations 
and was invited to join Bura Girls 
Secondary School. Unfortunately, 
due to financial constraints, my Uncle 

was unable to pay my school fees and 
instead, suggested that I enroll in the 
village polytechnic for a tailoring course. 
Tailoring was not my thing so I refused 
and decided to get married to my teacher.
 
It was a terrible mistake because not 
only did I find out that he already had a 
wife but he also mistreated me terribly. 
I escaped and decided to return home 
but the reception from my father was 
hostile and I took off to Malindi where I 
later met my husband. We got married 
after two years of dating and I am forever 
grateful to him because despite having 
two children, he supported me through 
high school until I finished form four.
 
My story is the reason that I say that giving 
birth is not the end of learning neither is 
being rejected at home. My experience 
has led me to the girls who are victims of 
early pregnancies.

Mwanajuma Omari 
(48yrs), CHV, C2R

 
I urge parents to start educating their 
girls from as early as six years old to 
recognise when someone touches them 
in a wrong manner, how to say ‘no’ and 
tell them the truth about matters that 
affect them. To mothers, I ask you to be 
friends with your daughters, open up to 
them and encourage them to report to 
you whatever happens to them.
 
My warning to those that prey on 
young girls is ‘stay clear’ of school 
going girls because if you are found in a 
compromising situation we will have you 
jailed.
 
One of the challenges I face in the course 
of my work is lack of funds. I require 
money to pay for tests, treatment and P3 
forms for victims of defilement. Another 
is the refusal by doctors to complete the 
post rape care (PRC) forms.
 
My dream is that, in the next 5-10 years, 
the ongoing dialogues that we have been 
conducting will result in reduced early 
pregnancies and early marriages.
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*Catherine Syombua (24 
yrs), CATS, DEK

*Not her real name

Catherine Syombua is a community 
adherence treatment supporter (CATS) 
with Deaf Empowerment Kenya (DEK) 
and alos an adolescent livng with HIV. She 
is also a facilitator, and a mentor. 

One of the programmes that she is 
involved with is My Health My Choice 
targeting adolescents between 13-
17 years. “My role is to mentor them 
about the choices they make in their life 
concerning their health. We also train 
them on how to come up with goals and 
how to protect themselves from HIV, 
sexually transmitted diseases (STIs) and 
early pregnancies.” 

As a CATS Catherine works in the 
community to support the adolescent 
young people living with HIV (AYPLHIV) 
with high viral loads and those who have 
defaulted. “In this category, I work with 10-
24 year olds. I encourage them to return to 

the clinic and walk with them to the point 
when their viral load is undetectable.“ 
Some of the reasons presented by the 
adolescents for defaulting include school 
and work engagements for those who are 
working. 

To gain their confidence and create a 
relationship Catherine first reaches out 
to them over the phone simply to chat 
and catch up. In the event that one does 
not turn up for their clinic despite the 
phone calls and home visits, Catherine 
will persist until there is a breakthrough.

Catherine has 19 clients and all except 
one has a high viral load. “When the 
facility first handed them over to me, 
ten were defaulters and nine had a high 
viral load,” says Catherine with a look of 
achievement on her face. 

She also faults parents for not informing 
to the facility that they had lost their jobs 
after COVID-19 hit the country. “Those 
who live in Kagundo and the outskirts 
could no longer afford the fare to travel 
to the facility. In some cases, I ended u 
meeting the cost of their transport so that 
they do not miss their appointments.” 

“My role is to 
mentor them about the 
choices they make in 
their life concerning 
their health. We also 
train them on how to 
come up with goals 
and how to protect 
themselves from HIV, 
sexually transmitted 
diseases (STIs) and 
early pregnancies.
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*Karis (40 yrs), Peer 
Educator, SAPTA

Karis has 51 clients that he monitors 
every day, “I live in Gaza which is on the 
way to the drug den so I meet about 20 
of them in the morning and by 1:00 p.m. 
I have seen them all,” This proximity to 
the dens means that he has to ensure 
that his supply of needles and condoms 
never dwindles. “I have to be prepared at 
all times.”

His work as a peer educator was 
recognised a few years ago when he was 
honoured with an award during a key 
population meeting. “It was surreal! I 
could not believe it when I heard my name 
being called out and the entire Lower 
Eastern Region crowd cheering me on as 
I held onto my trophy,” recalls Karis, his 
voice filled with emotion.

Life was not always this good for Charles. 
He was addicted to herroin for a long 

time having began started in high school. 
“Besides the usual shenanigans that 
adolescent boys can get involved with, 
I was also chewing miraa and smoking 
bhangi [cannabis].” 

Karis began to understand the 
consequences of his addiction after he 
realized that his mother and siblings 
wanted nothing to do with him. He was 
registered as number 49 in the first 
methadone programme and graduated in 
2017. He still recalls how quickly his life 
changed the moment he started taking 
methadone. It is now four years since he 
had his last methadone dose.

Today, Karis is now a happily married 
man and father of two boys and a girl. His 
relationship with his mother and siblings 
has also been completely restored. “I 

would like my wife to know that I love her 
and my prayer is that God will grant us 
many more years together. My greatest 
desire is that our sons will study hard, go 
to the university and get good jobs. I have 
high hopes for my daughter and I would 
like her to have a career,” concludes Karis. 

*Not his real name
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PROGRAM 
SUCCESSESS, 
GAPS AND 
LESSONS LEARNT
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The goal of the Global Fund grant implemented from January 2018 to July 2021 was to contribute to the attainment of universal 
health coverage through comprehensive HIV prevention, treatment and care for all people in Kenya. This programmatic performance 
exceeded expectations across all periods except at the start and during COVID-19.

The KRCS Program achieved the following successes:
There was a general improvement in behaviour change 
among the key population (KPs) evidenced through:

• Enhanced (95%) hotspot-based peer education.
• Reduced incidents of harassment by police and 

city askaris (guards).
• Increased (70%) condom use with a non-paying 

partner.
• Increased (92%) HIV testing.
• Increased enrolment (88%) into the HIV care 

and treatment.
• Increased access (95%) to viral load testing.
• Increased access to PrEP (86% - FSWs, 69% - 

PWIDs, 66% - MSMs).
• Increased treatment and/or referral for those 

diagnosed with STI among all KPS (58% - FSWs, 
48% - PWIDs, 49% - MSMs).

Among the general population (GP), treatment, care 
and support (TSC) the following were recorded:

• High linkage to treatment and adherence. 
• Increased number of beneficiaries accessing 

CD4 count.
• Increased number (97%) of PLHIV reported an 

improvement in their health.
• Home-based care and support worked well 

through home visits.
• The know your rights (KYR) campaign 

contributed to increased legal literacy and 
awareness of HIV related human rights among 
PLHIV.

• The capacity of Civil Society Organisations 
(CSOs) was enhanced for efficient and effective 
implementation of GF Grant for absorption of 
allocated funds.
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In line with best practices, several evaluations were conducted to provide a comprehensive and detailed 
understanding of the implementation across the different populations and to provide a platform of comparison 
across different studies and previous evaluations. The evaluations revealed insightful findings that will be key for 
learning and considerations for improvement.

The following program gaps were identified:
• Significant treatment defaulters are found among paediatrics, adolescents and male PLHIVs.
• GBV was found to be deeply rooted in culture, especially among men who are the perpetrators. Women 

tend to cover these acts by not reporting them when they occur.
• Delayed recruitment of implementing partners adversely affected the implementation.
• There was weak involvement of the devolved government structures’ in the GF grant-making process.
• Sustainability planning was not part of the program design.
• Lack of economic empowerment/support to the communities.
• Inadequate human resource as most SRs reported only engaging 3 staff while covering a vast county. 

Staff had to do double roles in the spirit of teamwork.
• Shortage/stock out of commodities (lubricants, condoms, HTS and other STIs drugs).
• Poor linkage of AYPLHIV to care and treatment.
• Lack of resilience/contingency plans in case of unforeseen disruptions.
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Some of the lessons learnt from the program included:
• Involvement of community led networks in implementation gave the community ownership 

resulting in good mobilization and turn out for services.
• Engagement of the SCHMT in the implementation at the field level improved documentation in 

the KHIS and integration of ART including viral load surveillance.
• Advocacy and involvement of law enforcers improved the work relationship and support.
• Community involvement in the advisory boards enhanced community understanding of the KP 

program and facilitated feedback of the program.
• There is a need to develop a communications campaign to raise awareness and disseminate 

information on GBV and provide support services for survivors.
• County specific approaches are necessary for successful implementation of the program.

 

Thank you for taking the time to go 
through ‘Finiding Hope’, a report on the 
impact and successes of the Global Fund 
HIV Grant (January 2018 – June 2020) 
popularly referred to as new funding 
model (NFM) 2.

The documentation process carried out 
in four regions of the country over a 
seven-week period supported what the 
evaluation reports had already revealed, 

that through the various interventions, 
our beneficiaries have been impacted 
positively on the health, social, and 
economic front. 
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At the end of the program, we had 
increased viral load (VL) suppression 
from 57% to 95-96% among people 
living with HIV (PLHIV), a key factor in 
stemming the transmission of HIV from 
one person to another. Among the 
adolescents, responding to the COVID-19 
needs in the course of programming was 
a real win as it allowed us to engage with 
them through various evidence based 
interventions (EBIs). Testing amongst the 
key populations and adolescents who 
often remain hidden also went up and 
we recorded signification achievement in 
linking them to care.

On the programmatic front, my team and I 
continue to celebrate that not only did we 
consistently attain an A1 overall rating, we 

also managed an absorption rate of 95% 
with the remaining 5% used for COVID-19 
response. All these are a result of great 
partnerships with our stakeholders, 
partners, sub-recipients, communities, 
national and local governments. It took 
great team work to finish well even as 
the pandemic reared its ugly head at the 
mid-point of the implementation process. 
Fortunately, despite the lockdowns 
and guided by the newly developed 
government protocols we developed 
guidelines on how to continue with the 
implementation process. We are grateful 
to Global Fund for their quick action 
that allowed us to use some of the grant 
money (flexibility funding) to support the 
COVID-19 implementation process.

CONCLUDING REMARKS

At the end of the 
program, we had 
increased viral load 
(VL) suppression from 
57% to 95-96% among 
people living with 
HIV (PLHIV), a key 
factor in stemming the 
transmission of HIV 
from one person to 
another. 
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We worked with sub-recipients drawn from community based 
organisations (CBOs) and networks of KPs and PLHIVs that 
were able to identify their members through snowballing, then 
proceed to provide the necessary services. Their ability to meet 
people beyond the health service through their social networks 
and convince them cannot be downplayed. This is also a lesson 
that we are carrying forward into the new phase. 

It has also been exciting to witness the tremendous growth 
among the sub-recipients as the funding stream has steadily 
increased over the years. 

It has also been exciting to witness 
the tremendous growth among the 
sub-recipients as the funding stream 
has steadily increased over the years. 
We have sub-recipients (SRs) that 
initially began with as little as KES 
1.5 million handling one module 
and are now commanding over 
KES 100 million to implement 
an entire program as a result of 
building the capacity over the years

We have sub-recipients (SRs) that initially began with as little as 
KES 1.5 million handling one module and are now commanding 
over KES 100 million to implement an entire program as a result 
of building the capacity over the years. 

We are grateful for your continued support.

Emily Muga
Head, Global Fund Program, KRCS
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Thank you for taking the time to 
go through ‘Finding Hope’, a 
report on the impact and successes 
of the Global Fund HIV Grant 
(January 2018 to June 2020) 
popularly referred to as new 
funding model (NFM) 2.
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We are Agents of hope


