A CASE STUDY FROM KENYA

Monitoring and Evaluation for
Key Population Programme

01
BRIEF OVERVIEW OF
KENYA’S HIV CONTEXT

Kenya has the joint third-largest largest HIV epidemic in

1.5 million people in Kenya
live with HIV.
the world. Nearly

However, over the years, the country has made significant
progress in its HIV response. There has been a progressive
decline in HIV prevalence among adults (15-49 years) in
the general population, from 10% in the mid-1990s to 4.5%
in 2020.
10% in 1990
4.5% in 2020

In its national strategic plan for 2020/21-2024/25, Kenya
has prioritised universal access to comprehensive and
integrated HIV prevention services.
The aim is to reduce new HIV
infections by 75% by 2025.
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OVERVIEW OF KENYA’S KEY POPULATION PROGRAMME
Key population and their partners in Kenya are at a heightened risk of contracting HIV. They contribute to about a third of
the new HIV infections in the country1. Key population includes female sex workers, men who have sex with men, people
who inject drugs and transgender people.

Female sex workers

29.3%

Men who have sex
with men 18.2%

People who inject drugs

18.7%

A recent national mapping and population size estimation exercise estimated that there are 197,096 female sex workers,
61,650 men who have sex with men, 27,056 people who inject drugs and 4,370 transgender people in Kenya2. KASF II
acknowledges and prioritises the key population in epidemic control and response. Surveys conducted by the Ministry
of Health (MoH) in 2010/11 showed that HIV prevalence among female sex workers was 29.3%, 18.2% among men
who have sex with men and 18.7% among people who inject drugs3. In addition to this, the key population experience
high levels of violence, stigma and discrimination, which reduced their accessibility to HIV services and increased their
vulnerability to HIV.
The National AIDS and STI Control Programme (NASCOP) and the National AIDS Control Council (NACC) within the
MoH, lead the key population programme in Kenya. The programme aims to reach a high proportion of key population
and ensure access to a combination of targeted behavioural, biomedical, and structural interventions. The programme
has also been scaled up in Kenya with the funding support from PEPFAR, the Global Fund and the Government of
Kenya in 36 out of 47 counties in Kenya. 100 implementing partners implement the programme out of which 25% of the
implementing partners are key population led organisations. Currently, the programme in Kenya reaches over 80% of
estimated female sex workers, men who have sex with men and people who inject drugs nationally. However, the current
programme for transgender people is still sub-optimal. Further efforts are required to scale it up even further.

National AIDS Control Council (NACC). Kenya HIV prevention response and modes of transmission analysis, final report. Nairobi: Government of Kenya; 2009. https://icop.
or.ke/wp-content/uploads/2016/09/KenyaMOT-2009.pdf’
National AIDS and STI Control Programme (NASCOP). Key Population Size Estimates in Kenya, 2020: Final Report. Nairobi, NASCOP. July, 2021
3
National AIDS and STI Control Programme (NASCOP). Integrated bio- behavioural survey, 2010/11: Final Report. Nairobi, NASCOP. July, 2021
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OVERVIEW OF THE KEY POPULATION PROGRAMME MONITORING AND
EVALUATION SYSTEM
Key activities undertaken by the key population programme to establish a robust monitoring and evaluation system:
3.1 Mapping and population size estimation
The NASCOP key population programme conducts regular mapping and key population size estimation to identify the
venues (physical and virtual) where key population congregate. This helps in estimating the number of key population
individuals in each of these locations. In 20124, Kenya conducted its first mapping and key population size estimation
exercise. Subsequently, size estimation exercises were conducted in 20185 and 20206. Kenya also conducted virtual
mapping in 2018 to estimate and profile men who have sex with men in Kenya. The results of this virtual mapping study
showed that conventional population size estimation approaches underestimated the total number of key population
members7. In its mapping and estimation exercise, the programme has used multiple approaches involving the key
population community as key informants, data collectors and/or as analysts. Validation of data collected was conducted
in consultation with the key population community members and county level stakeholders like the County AIDS and
STI Coordinator (CASCO) and County Health Records and Information Officer (CHRIO) and implementing partners.
In addition to this, the programme has been using mapping and population size estimation evidence to determine
denominators for measuring optimal coverage of quality HIV prevention and treatment services to key population. This
has helped in advocating for resources that support scaling up of interventions including achieving the target of 90%
reach of estimated key population. At the implementation level, mapping and size estimation has helped in prioritising
sites for initiating interventions.
Please click the link for more information on key population size estimates: https://www.nascop.or.ke/key-populationsdownloads/)
3.2 Monitoring system
As and when the implementing partners are on board, they are encouraged to use the mapping and population size
estimation data to consult with the key population community members in their intervention locations and conduct
microplanning.
The key population programme registers all key population who have consented to be registered in the programme
using a standard tool. Upon registration, an algorithm generates a unique identifier code (UIC) which is allocated to the
member8.
This minimises duplication within
implementing partner programmes,
across partners and counties.

The UIC also ensures unique counts
of key population during enrollment
and reporting.

It provides anonymity and
confidentiality.

The system was developed and rolled out in 2016, in consultation with stakeholders. The need for a unique, nationally
standardised algorithm that enables identification of individuals enrolled into key population programme came from
the general lack of implementer/ funder based - systems which uniquely identify individuals. This is vital for record
keeping and individualised tracking, ensuring a single view of individuals in a database. The UIC includes geographic,
demographic and incremental variables.
For more details on the UIC, click the link:http://childrenandaids.org/sites/default/files/2018-11/Unique%20Identifier%20
code%20for%20Key%20Population%20Programmes%20in%20Kenya.pdf
National AIDS and STI Control Programme (NASCOP). Key most and risk population size estimation: Final consensus report, Nairobi. Government of Kenya. 2013
National AIDS and STI Control Programme (NASCOP). Key Population mapping and size estimation in selected counties in Kenya, Phase 1 report. Nairobi: Government of
Kenya, 2019 .
6
National AIDS and STI Control Programme (NASCOP). Key Population mapping and size estimation in selected counties in Kenya – Final Report. Nairobi: Government of
Kenya, 2021
7
Emmanuel F, Kioko J, Musyoki H, Kaosa S, Ongaro MK, Kuria S, et al. Mapping virtual platforms to estimate the population size of men who have sex with men (MSM) who
use internet to find sexual partners: implications to enhance HIV prevention among MSM in Kenya. Gates Open Research. 2020;4:131.
8
This UIC has been developed by the national KP programme led by NASCOP and NACC in consultation with stakeholder and KP led organisations. All implementing
agencies in Kenya, implementing programmes for key populations are guided to use this UIC.
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First two letters of first, middle and last name
Implementing partner code
Sub-County
County

Hotspot code
Ward

KP’s serial number
Month of birth

KP Type

40 226 1129 ADT 001 01 JOATOM 10 0001
Josephine Atieno Omondi is from Busia county, Teso South sub county, Chakol North ward. She is registered at ADT as
a female sex worker with a serial number 0001, and her hotspot is Stanbradox. She was born in October.

Micro-planning in key population programme is an approach that aims at efficient scale-up of service delivery by
identifying and prioritizing key locations, hotspots, networks and individuals with the greatest need of services.
Micro-planning decentralises outreach planning, management and monitoring, facilitates engagement of key
population by the peer educators, and empowers the peer educators to make decisions on how to best reach key
population in their cohort or network or location and address their needs. This approach employs a set of simple
tasks, which allow peer educators and outreach workers to collect and use data in their work with key population
regardless of their HIV status. Microplanning is done at regular intervals to update information and guide outreach
activities.
For more details:
http://www.childrenandaids.org/sites/default/files/2018-11/Learning%20site%20-%20Micro%20planning%20tools.pdf
https://docs.gatesfoundation.org/documents/Microplanning%20Handbook%20(Web).pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6211676/pdf/pone.0205056.pdf

IN
2013

The KP programme also mapped the implementing partners who were implementing programmes for key
population. This mapping exercise helped in understanding the implementing partner landscape in each
county. It also helped with establishing a denominator for reporting units for the key population programme
in the country.

IN
2014

The key population programme developed standard data collection and reporting tools9, with the support
of the implementing partners and stakeholders. The stakeholders included key population community
members, donor community, implementing partners, national and county government specially CASCO
and CHRIO. A national summary reporting tool (of aggregate data) was also developed which helped the
implementing partners to use the tool for reporting to NASCOP, on a quarterly basis.

The development of key population reporting tools was critical; the team was able to develop a tool kit consisting of
26 routine data collection tools to document behavioural, biomedical and structural interventions and a user guide.
Using these tools, the implementing partners submitted an aggregate quarterly report to NASCOP since 2014.
These tools were later revised in 2018 to incorporate changes in programme services.

9

http://www.childrenandaids.org/sites/default/files/2018-11/Key%20population%20data%20collection%20tools%20in%20Kenya.pdf
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To ensure uniform knowledge of the tools, the programme conducted a series of trainings for users. These trainings
built the capacities of the implementing partner staff in the use of the tools, understanding of indicators, variables and
responsibilities of various staff cadres in tool completion, and the periodicity of filing the tools. The training was cascaded
to staff (of all cadre) and volunteers including outreach workers and peer educators/workers. As the programme
progressed, the capacity of the team was strengthened to analyse the data collected. This analysis was then used to
understand gaps at site, implementation, sub-county, county and national level.

Key Population Data Collection
Tools in Kenya

Ministry of Health

KEY POPULATIONS PROGRAMME

DATA COLLECTION TOOLS

Reference Manual
2014

REVISED REFERENCE MANUAL - 2018
National AIDS and STI
Control Programme
Key Populations Programme Data Collection Tools

www.nascop.or.ke

1

With the scaling up of the programme and the change in the global guidance, a review of the reporting tools was
conducted in 201710. During the review, some of the old tools were revised to suit the current programme while new tools
were added to report on new programme elements such as PrEP, Medication Assisted Therapy (MAT), etc. This review
also led to the:

Decision of using the Kenya Health
Information System (KHIS) platform11
for reporting to NASCOP instead of
the national summary reporting tool
as mentioned above.

Specific Key Population Programme
modules (MoH 731 Plus and MoH
739) were developed within the KHIS
platform for implementing partners
and facilities to report data for the
key population programme to the
county and NASCOP.

The KHIS based reporting tool
was rolled out in 2018 with 100
implementing partners from 36
counties reporting monthly to
NASCOP using this tool with a
reporting rate of 80% or more as
of 2021.

The data that is received by county (CHRIO) and NASCOP using the KHIS system is aggregate data and not
individualised data. Instead of a parallel system of reporting for the key population programme, the programme has a
system that aligns with the mainstream health management information system and HIV reporting framework in the
country. The KHIS platform allows NASCOP, the county and the implementing partners (only those individuals who are
provided rights to access) to access data on a monthly basis, conduct analysis and share that with other stakeholders for
planning and decision making.
With the increase in the usage of the key population programme reporting tools,data quality was enhanced through
Routine Data Quality Audits (RDQAs) at implementing partner level. Partners were encouraged to do internal DQAs to
ensure continuous improvement in the quality of data. The RDQAs are conducted every 6 months by the joint team of
NASCOP, county officials (especially CASCO and CHRIO), donor representatives and implementing partners.
https://hivpreventioncoalition.unaids.org/wp-content/uploads/2020/02/KP-Tools-Narrative-2019.pdf
The Kenya District Health Information System is used by Ministry of Health for reporting at facility, community unit,county,sub-county , ward and national levels. Currently
DHIS2 Kenya system is supporting both service and community data reporting.

10
11
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On a continuous basis, the national programme undertakes data analysis and shares progress data with stakeholders
in the form of dashboards and Power Point presentations of prevention and treatment cascades during the quarterly
National Key Population Technical Working Group (TWG) meetings. The national programme also builds the capacity
of the county and the implementing partners to conduct such analysis at the county or the implementing partner level.
County Key Population Technical Working Groups/ Committee of Experts are structured spaces where the county and
partner level data analysis is shared on a quarterly basis to monitor progress and identify challenges for joint solution
development. Using this data and analysis, policy makers, implementers, key population led organisations and key
population networks can identify gaps and develop strategies to address them. Data presented at these forums are
aggregate level data without any individual identifiers.
The need for a coordinated, multi-sectoral approach guided by accurate and timely data requires a robust system of real
time data collection, reporting and use. It is in this back-drop that the national Electronic Medical Record system (EMR)
was developed in 2018 and institutionalised in 2020, after a series of consultative meetings with implementing partners,
donors and county officials (CASCO and CHRIO) and KP networks. An EMR is a digital equivalent of paper records
which are filled at the Drop In Centre (DICE) or at the facility. An EMR system enhances the quality of care to clients
and provides convenience to service providers, in delivering efficient services and helps in reporting. The EMR system
uses the UIC protocol (described earlier) to ensure patient data confidentiality. The EMR data is stored at the data
warehouse and can be used (by selected individuals who have rights to access) for site, sub-county, county and national
level analysis and decision making.
The monitoring data flow is described below:
Data feedback report:
narrative report with areas of
Improvement shared with IP

IP collecting data and
reporting using standard tools

KP programme reviews and
shares comments with IP
IP submits the report to KP
programme for review

Quarterly data dashboard

NASCOP data repository
(M&E reverifies report before
analysis). Queries sent back
to IP for clarification

Presentations at national and county
KP Technical Working Groups
Donor and county level analysis
(color-coding scheme)
Partner level analysis (color - coded
scheme)

For more information on the management of the key population programme, please see the links: http://www.phdaf.org/
wp-content/uploads/2021/10/SSLN-Kenya-KP-Programme-Coordination-and-Management-case-study.pdf
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3.3 Outcome Impact Assessment
The NASCOP key population programme conducts national surveys in the interval of one to three years, to measure the
progress of the programme. In addition to this, the baseline and end line surveys are also used to measure impact when
a new strategy or product or approach is tested in the key population programme.

a

THE PROGRAMME USES TWO APPROACHES FOR EVALUATION:
Integrated Bio Behavioural Surveys (IBBS)
where the programme conducts face to face
interviews and collects biological samples to
measure specific, population-level estimates
of HIV and its related risk factors, along with
estimates for the coverage of prevention and
treatment services for key population.

b

Polling Booth Surveys (PBS) where the
programme conducts group interviews to assess
behavioural outcomes like condom use, PrEP
use or prevalence of violence at the population
level.

The Polling Booth Survey is a group interview
method, where respondents are selected using
random sampling methods and brought together
in homogeneous groups of 10-12 respondents.
The researchers ask the survey questions and the
respondents give their responses through a ballot
box, similar to a polling booth used during elections.
As this is a group interview method, the responses
are group responses and hence individual responses
of the respondents are anonymous and unlinked.
This anonymity increases the sense of confidentiality
among the respondents. Evidence shows that, in
comparison to face to face interviews, respondents
participating in Polling Booth Surveys respond more
honestly and correctly to questions in relation to
sensitive and personal behaviors.
For more details, please see
https://hivpreventioncoalition.unaids.org/wp-content/
uploads/2020/02/Third-national-behaviouralassessment-of-key-populations-in-Kenya-pollingbooth-survey-report-October-2018-1.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/
PMC6145580/pdf/pone.0203784.pdf

Kenya conducted a key population IBBS in 2010/1112 and three rounds of PBS in 2013/14, 2015 and 2017. The next
PBS will be conduct in 2022 and the individualized BBS is planned for 2023. PBS will provide data on a minimum set of
indicators from a larger set of geographies while the individualized BBS will provide more indepth information from key
populations in selected geographies. The data from these programme outcomes and impact surveys have helped the
key population programme assess the progress and prioritise key areas where there are gaps or needs. For example,
one of the surveys showed high drug overdose by people who inject drugs. This information was used to advocate and
scale up the Medication Assisted Therapy (MAT) for people who inject and use drugs in Kenya. Similarly, the evidence of
high experience of violence among key population generated by the surveys, encouraged the programme to develop and
implement a robust strategy which created an enabling environment for key populations in Kenya.

12

https://globalhealthsciences.ucsf.edu/sites/globalhealthsciences.ucsf.edu/files/pub/final_report_keypops_ibbs_nov_24_2014_print.pdf
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3.4 Special studies
There is an increased need to prioritise and promote science to answer questions regarding prevention among key
population. The Kenya key population programme conducts special studies that provide evidence towards scaling up of
newer intervention strategies, products or approaches among sub populations

HIV Self-testing study
NASCOP in collaboration with key population led
implementing partners conducted HIV self-testing
(HIVST) study among men who have sex with men in
2019 to evaluate the incremental benefit of community
based implementation of HIV self-testing strategies as
a part of existing HIV and sexual health services for
key population in Kenya. This study was conducted
in three geographically diverse counties in Kenya
namely Kisumu, Mombasa and Kiambu. The findings
provided evidence to scale up use of HIVST among
hard to reach population like men who seek partners
in virtual spaces.
https://bmcpublichealth.biomedcentral.com/track/
pdf/10.1186/s12889-019-7291-2.pdf
http://www.phdaf.org/wp-content/uploads/2021/08/
HIVST-Evidence-brief.pdf
https://www.youtube.com/watch?v=DqZfROSklqA

3.5 Data use
Data use at various levels is a critical element of a monitoring and evaluation system. Data is only good if it is used to
improve programming. The data generated by the key population programme is used at different levels:
National level

County level

Implementation level

Data Type

Data Use
National Level

County level

Implementation level

Mapping and size estimation

• Resource estimation for
the national key population
programme
• Establish denominator for
monitoring programme
reach
• Develop a prioritised
geographic scale up plan to
reach key population
• Set national targets

• Resource estimation for
the county key population
programme
• Establish denominator for
monitoring programme
reach at county level
• Develop a prioritised sub
county scale up plan to
reach key population
• Set county targets

• Develop an implementation
plan and initiate
interventions
• Recruitment of peer
educators (as per peer
educator – peer ratio)
• Plan for interventions based
on venue profile (time and
day of operation)
• Validate sites and initiate
microplanning
• Set targets for each site
and peer educator

Monitoring data

• Assess the reach of the
programme vis a vis
national targets set
• Assess programme
progress by county or sub
populations
• Assess programme
progress by individual
programme package
elements

• Assess the reach of the
programme vis a vis county
targets set
• Assess programme
progress by sub county
or sub populations or
implementing partners
• Assess programme
progress by individual

• Assess the reach of the
programme vis a vis
implementation partner
targets set
• Assess programme
progress by intervention
sites, sub populations
or outreach work/ peer
educator
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• Understand programme
gaps and share the same in
Key population TWG/ COE
• Develop national plans/
strategies to address the
gaps

programme package
elements
• Understand programme
performance and gaps
and share the same in Key
population TWG/ COE
• Develop county plans/
strategies to address the
gaps
• Develop capacity building
plans

Evaluation

• Assess outcome and
impact of the programme at
the population level
• Identify gaps in programme
areas
• Develop programme
strategies to address the
gaps

• Assess outcome and
impact of the programme
at the population level in a
specific county
• Identify gaps in programme
areas in the county
• Develop programme
strategies to address the
gaps

Special Studies

• Development of new
policies and programmes
• Advocacy with donors, MoH
and other departments

• Development of new
policies and programmes
• Advocacy with donors, MoH
and other departments

• Assess programme
progress by individual
programme package
elements
• Understand programme
performance and gaps
and share the same during
weekly or monthly meetings
• Develop plans/ strategies
to address the gaps by
prioritising sites or project
teams
• Develop capacity building
plans

• Improve implementation
strategies and scale up

04
KEY CONSIDERATIONS TOWARDS INITIATING A GOOD KEY
POPULATION PROGRAMME M&E SYSTEM
Understand the key population size that the programme needs to serve and where they could be
reached: Knowing the total population size that needs to be served gives insight into resource needs. The
mapping guided the programme in knowing where to place the interventions. The information also provided
a denominator, in terms of number of key population and number of sites, for monitoring programme reach.
Using multiple approaches have also helped in estimating the population size accurately. In addition to this,
the use of programmatic mapping and estimation approaches, along with the microplanning in each site after
the mapping, has helped in initiating interventions based on needs of the population and the site.

Ensure involvement of key population throughout the monitoring and evaluation process:
Involvement of the key population in mapping — finding fellow key population, identifying venues, locations
and settings as well as profiling the venues (peak hours and days when the key population visit the
venues)— is critical. The implementing partners also play a significant role in mobilising the key population.
Post mapping, the programme also does microplanning led by peer educators to understand each location
and the population in those locations. This helps in initiating outreach and services. Key population members
were also involved in the tools development process, training and in evaluation, as researchers and
supervisors.

Standardise the indicators and reporting tools to be used by all implementing partners: To address
inconsistency in reporting content and format, the national key population programme in early 2014 started
standardising the data collection and reporting tools and processes. They developed the first version of the
data collection tools, covering the three intervention areas (biomedical, structural and behavioural). The
programme involved all key population stakeholders including the key population partners, development

Monitoring and Evaluation for Key Population Programme

9

partners and the county governments for ownership. In addition to this, the programme developed a
guidance tool to guide the partners in filling the various tools and conducted a series of trainings for different
cadres of staff and volunteers such as the peer educators. Subsequently, based on user experience and
introduction of new programme components, the programme reviewed the tools in 2017 and revised them.
Donor meetings were then organised to advocate for the use of these revised tools, by all implementing
partners.

Consider mainstreaming the key population programme M&E system into the national MOH
systems: Initially, the national key population programme set up its own reporting system. This system
facilitated the collection of the key population data in a systematic way but limited its accessibility and use.
The mainstreaming of the key population programme into the national reporting system, by setting up a
reporting module within the KHIS platform, made the key population programme data (aggregate data not
individualised data) more acceptable and accessible. It also encouraged national and country stakeholders
to use it frequently.

Conduct routine data analysis with feedback: Routine data collected at the site level is analysed and
used at the site level to assess gaps and identify solutions, in consultation with implementation teams.
Implementing partners use “opportunity gap analysis”13 framework to conduct such analysis and joint
solutioning. The data is aggregated and shared with teams at all levels (national, county, sub county and
site) after which it is analysed and shared using dashboards and cascades. This shows progress made over
time along with the remedial measures that should be undertaken based on the observed gaps by teams at
each level. The key population programme institutionalised the practice of data analysis and use at all levels,
using simple tools like opportunity gap analysis at the site level by peer educators and outreach workers and,
cascade analysis and dashboards at the county and national level. Data analysis, dissemination and use is a
standing agenda item in all national and county level key population TWG/ COE.

Ensure constant stakeholder engagement as they are crucial in creating a good key population M&E
system: Design, development, review and launch of a key population M&E system should be an inclusive
process, bringing together key population stakeholders particularly the key population community, donors
and the county governments. Involvement of the CASCOs and CHRIO have proved to be useful for the key
population M&E system. Bringing the CASCOs and CHRIOs onboard, during the development of the tools
and data review meetings, has helped build their ownership. They have now become the champions for
the programme at the county level. This had also lead to improved data quality and reporting rates. It has
created an avenue for integrated services which comes with the increased access to services.

Conduct routine data quality assessments with the implementing partners: These assessments
conducted in partnership with county officials and donors ensured improvement of data quality. Feedback
from these assessments proved to be crucial since it gave insight into the challenges that partners faced and
the guidance that the county and the national M&E team could provide to address these gaps.

Effective coordination: The key population programme has a M&E sub-committee under the Key
Population National Technical Working Group/ Committee of Experts with membership drawn from NASCOP,
county, donors and implementing partners including KP led implementers. The committee meets on a
quarterly basis to review successes and challenges with monitoring systems, design new tools and studies,
plan for surveys and studies, share data quality issues etc. The subcommittee reports and recommends
changes and actions to the national TWG/ COE based on the deliberations within the subcommittee.

13

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6211676/pdf/pone.0205056.pdf
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05
PROGRAM ACHIEVEMENTS

1

2

3

4

5

6

The programme has done three size estimation
and mapping exercises for the key population
in the last 10 years. This data has guided the
programme and donors in determining where to
place interventions and resource allocation so
that they reach the estimated population with
the required services. This has also helped in
setting denominators for monitoring progress
and in prioritising locations for interventions.
The current size estimates stand at 197,096
female sex workers, 61,650 men who have sex
with men, 27,056 people who inject drugs and
4,370 transgender people in Kenya. Evidence
generated through these exercises has also
helped the programme advocate for programming
with transgender people and the young key
population.

Development and adoption of standardised
data collection and reporting tools has facilitated
consistency in data content and quality. With
the adoption of KHIS as the main platform for
reporting key population data and with the
current reporting rates at over 85%, the key
population programme data is now mainstreamed
within the MoH programme monitoring system.
This data is analysed and presented at the
national and county TWGs. This has helped in
taking corrective actions to enhance reach and
quality of services. Through its M&E system,
the programme has been able to measure
the quality of the programme. For instance,
programme data shows an improvement in peer
ratio (number of peer educators responsible for
a female sex worker cohort), improvement in HIV
testing and STI screening in all sub population
programmes and improvement in reporting of
experience of violence and response/ support
provided.

The M&E sub-committee that coordinates the
monitoring and evaluation issues has been
successful in coordinating the monitoring of the
programme across implementing partners and
the counties. The committee has supported
technical decisions related to reporting tools
and guidelines, analysis of data, development of
protocols etc.

The programme has achieved high coverage
of key population in the country as measured
by the robust monitoring system established by
the programme. By the end of 2021, against the
estimated population, the coverage of female
sex workers was at 84% while for men who
have sex with men, it was at 100%. For people
who inject drugs, the coverage was at 73%
(26% of the estimated population were on MAT)
while for transgender people, the coverage
was at 27%. Though there are specific gaps in
specific counties, the monitoring system has
helped in identifying these gaps and developing
targeted solutions.

The programme has managed to conduct one
IBBS and three national polling booth surveys
between 2010 and 2021. This helped it assess
the progress made towards achieving the
outcomes. The polling booth survey showed
that there was high condom use by female
sex workers at last sex with a client (92%) and
use of safe injecting equipment during the last
injection by people who inject drugs (88%). The
survey also showed that the programme needs
to prioritise access and utiliation of prevention
services (condoms and PrEP) among men who
have sex with men and improve access to MAT
and naloxone for people who inject drugs since
many experienced drug overdose.

Establishment and implementation of this system
has made the national and county governments
in charge of the key population programme data,
reduce the dependency on donors. This has also
increased ownership and accountability towards
the programme.
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06
KEY CHALLENGES

The programme has not managed
to do a bio behavioural survey in
recent years (the last PBS was
conducted in 2017 while IBBS was
conducted in 2010/11) in spite of
the crucial role the surveys play
in evaluating outcomes. This was
because of the low allocation of
resources and the inability in building
consensus on approaches regarding
the conduct of the survey. As of now,
the national programme has initiated
the discussions and is making efforts
to build consensus and agreement
with the key population members on
the survey method. Resources have
also been secured to conduct such
surveys in 2022.

The programme struggled with
data quality issues in the KHIS:
Some partners had a hard time
understanding the indicators that
informed the 90-90-90 treatment
cascade. Therefore, the programme
conducted consistency and quality
checks to understand how partners
addressed this challenge.
.
Based on the analysis, the
programme focused on targeted
capacity building of specific
implementing partners.

The uptake of the key population
EMR has been slow and gradual:
The slow uptake of the EMR system
is largely due to reliance of the
implementers on donors to support
the procurement of the necessary
infrastructure for installation. It
reached a high of 50% in Dec 2021.

07
COST CONSIDERATIONS
For the development and implementation of a robust monitoring and evaluation system for key population programme,
the following cost considerations have to be made:
1

Human resource costs: Competent data officers should be appointed at the implementation partner level and at
the county and national level

2

Costs towards consultation meetings and workshops to develop data collection and reporting tools

3

Training and capacity building costs for staff

4

Printing costs (if paper-based tools are used): Costs related to printing of the tools (if paper based tools are
used) or tablets or phones if the data collection is electronic

5

Survey budgets

6

Data analysis costs

7

Cost towards EMR setup and installation including money required to buy servers and LAN connectivity, human
resources, maintenance and procurement of electronic devices.

8

Cost towards attending data review and management meetings at national, county and sub county level.
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Japheth Kioko
Senior CoordinatorMonitoring and Evaluation
Key Population Technical
Support Unit
National AIDS and STI Control
Programme (NASCOP), Kenya
Email address:
meofficerkenya@gmail.com
The key population programme is more visible
right now compared to what it was a few years
back when key population data was showcased
only through NASCOP. Using the KHIS platform to
report progress on KP programme has enhanced
data accessibility and sharing. More people are
informed now and are aware of the programme.

Pascal Macharia
Monitoring, Evaluation,
Research and Learning
Manager,
Health Options for Young
Men on AIDS (HOYMAS)
Email address:
pmacharia0791@gmail.com

Community owned, managed and consistent
data generation and monitoring forms
the basis for successful key population
programme. It has been and is really exciting
to see key population community based
data aggregate nationally through the EMR.
I believe it shall provide opportunities for
exchange learning amongst those working for
vulnerable communities.

