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Status at a glance

HIV prevalence in Kenya had fallen to 7% in 2003 from a peak of 10% in adults in the mid 1990s (Ministry
of Health, 2005); this is only the second time in more than two decades that a sustained decline in national
HIV infection levels has been seen in a sub-Saharan African country (AIDS Epidemic Update,
UNAIDS/WHO 2005). More recent sentinel surveillance data indicates that adult prevalence has fallen
even further to 6.1% as at end 2004 (Kenya HIV and AIDS Data Booklet, NACC 2005).  

Evidence suggests that this dramatic turnaround is the result of a combination of factors which include
higher death rates, lower incidence, and behaviour change. Though behavior change is only one factor
which may affect a prevalence decline, in the case of Kenya, evidence suggests that significant numbers
of Kenyans have adopted safer sexual behaviors in recent years, including increased condom use, delay
in first sexual experience and reduction of partners (AIDS Epidemic Update, UNAIDS/WHO 2005). 

Following widespread initial reluctance to tackle the epidemic in the early 1980s, there is now strong
political will to reverse the spread of HIV and AIDS in Kenya, and to take constructive steps toward
mitigating the effects of the epidemic. The fight has public support and leadership from President Mwai
Kibaki and from many senior political leaders. 

The active and collaborative involvement of a wide range of partners—including government entities, civil
society organizations, the faith-based community, the private sector and development partners, all working
under the coordination of the National AIDS Control Council (NACC)—is also undoubtedly a factor in
Kenya’s success to date.

Kenya’s response to the epidemic is based upon the “Three Ones” principles: one national strategic action
plan, one national coordinating authority, and one national M&E system. The new Kenya National AIDS
Strategic Plan (KNASP) 2005/6 - 2009/10 was developed in a broad-based and highly participatory
fashion, and thus enjoys broad ownership among stakeholders. The KNASP is evidence-based and results-
oriented, and its progress is reviewed each year in the annual Joint AIDS Programme Review (JAPR). The
national M&E framework was developed in a similar way, and progress in developing the systems needed
to implement the framework effectively is monitored by a newly-reconstituted M&E Working Group. Both
of these vital strategic documents were developed under the leadership of the NACC, which is recognized
by all stakeholders as the one national coordinating authority on AIDS in this country. 

Given that these critical “Three Ones” building blocks are in place, the challenge for Kenya now is to build
upon our successes, safeguard against complacency and re-double our efforts to tackle the many
challenges that still remain. Kenya must use its strategic documents, its technical capacities, the goodwill
and energy of the stakeholder community, and the significant new resources available, to assure that all
available resources (human, technical and financial) are used efficiently and effectively to dramatically
scale-up the national response towards our aim of universal access to prevention, treatment and care for
all Kenyans in need by 2010.

4



Overview of the AIDS epidemic

Trends in prevalence

The epidemic in Kenya peaked in the late 1990s with an overall HIV prevalence of 10% in adults; this
declined to 7% in 2003, and the most recent sentinel surveillance evidence indicates that adult prevalence
has now fallen to 6.1% as of end 2004 (Kenya HIV and AIDS Data Booklet, NACC 2005). Infection levels
in urban residents peaked in the mid-1990s; this occurred before similar peak in rural residents. Infection
levels in rural populations subsequently dropped, though at a slower rate than the urban residents (Ministry
of Health Kenya, 2005). This is only the second time in more than two decades that a sustained decline in
national HIV infection levels has been seen in a sub-Saharan African country (AIDS Epidemic Update,
UNAIDS/WHO 2005). 

Although the Kenya Demographic and Health Survey (KDHS) provides an estimate of the level of
prevalence in 2003, no previous surveys measured prevalence in the general population. By using KDHS
data to compare prevalence of recently pregnant women with that of the general population, it has been
possible to estimate the prevalence in the general population over time.

Curves based on the KDHS have been created for each sentinel surveillance site, using the Estimation and
Projection Package (EPP) developed by the UNAIDS Reference Group on Estimates, Model and Projections.
Adjustments have been made to predict rates in the general population. These curves are then weighted
using SPECTRUM software to create a national estimate of trends of HIV prevalence for both urban and
rural populations.

Prevalence rates are a reflection of both new infections within a group and deaths of those infected. Within
a certain age group (in this case, adults 15–49 years), prevalence rates also change as children join the
age group and older people move out of it. 
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Figure 1. HIV Prevalance among Adults 15-49, 1990-2004 

Source: Kenya HIV/AIDS Data Booklet, NACC 2005



Very few young people are infected with HIV before their 15th birthday, but an increasing number of men
and women over 50 are surviving with HIV infection.

The most dramatic drops in prevalence have been among pregnant women in urban Kenya—especially in
Busia, Meru, Nakuru and Thika, where median HIV prevalence dropped from approximately 28% in 1999
to 9% in 2003. There have been significant declines also in Garissa, Kajiado, Kisii, Kitale, Kitui and Nyeri,
while prevalence in pregnant women has dropped in the capital, Nairobi, as well (Baltazar, 2005). 

The declines in HIV incidence and prevalence are likely to have been caused at least partially by
behavioural change, but two ‘natural’ progressions in AIDS epidemics could also have contributed to
lowered prevalence. Behavioural change is only one aspect of what effects declines in HIV incidence and
prevalence but evidence in Kenya suggests that it has been a major contributing factor.

There is strong evidence that significant numbers of Kenyans are adopting safer sexual behaviour. Condom
use with casual partners has increased, most strikingly among women: in 2003 almost 24% (23.9%) said
they used a condom the last time they had casual sex, compared with 15% in 1998. In addition, the
proportions of men and women with more than one sexual partner reduced by more than half in
1993–2003, and more young men and women are delaying their sexual debut (Cheluget et al., 2004). 

Signs that other sexually transmitted infections are occurring at a slower rate are also apparent. Kenya
has established and expanded HIV information campaigns, voluntary counselling and testing (VCT)
programmes, and has gradually improved access to antiretroviral therapy. 

Still however, the vast majority of Kenyans with HIV infection are in the adult age group of 15–49, and
trends in this age group are the international standard for measuring the burden of HIV infection.
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The 2004 sentinel surveillance indicates that 6.4% of Kenyan adults are infected with HIV, showing a
reduction of 0.3% from 2003. The direct estimate, using the actual site data for 2001 – 2004, is 5.7%.
This represents a significant drop of 1% from the 6.7% found in 2003. These two estimates represent a
range (5.7% - 6.4%) within which the actual prevalence is likely to fall, and thus the midpoint 6.1% is
used as the point estimate.

Natural progressions

1. As the epidemic matures and greater numbers of people die of AIDS-related conditions, death rates
can be higher than the rates at which new infections are occurring. As a result, the total number of 
people living with HIV would decrease (and prevalence would drop)—but the rate of new HIV infections
would not necessarily have slowed. 

2. In the early stages of the epidemic, HIV spreads primarily among those people who are most at-risk
of acquiring and transmitting the virus. Their eventual deaths remove them from the circuits of HIV 
transmission and (all else being equal) could cause HIV incidence to decline, which could translate into
lower prevalence, too. 



The SPECTRUM software model estimates that the peak incidence (new cases) of infection 
in Kenya occurred around 1993, with over 200,000 new adult infections.

The annual number of adult AIDS deaths has probably doubled in the last eight years, reaching about 105,000
per year in 2004. This translates to approximately 300 deaths per day due to HIV, as shown in Figure 2.

As noted above, both lower rates of new infection and higher death rates contribute to this lower
prevalence.

Kenya’s National AIDS and STI Control Programme (NASCOP) has been conducting anonymous testing
for HIV at selected antenatal clinic (ANC) sentinel sites since 1990. Initially there were 13 sites, mainly
located in urban areas, but over the years the programme has expanded, to 22 sites by 1995 and to 44
sites in 2004.

Rates of HIV infection in pregnant women are not expected to be the same as the rates for all adult women.
Pregnant women tend to be younger, with a peak age range of 20 to 24 years. Also, all pregnant women
are assumed to be sexually active, so the figures from ANC sites do not represent those women who are
not sexually active, nor those who are currently using contraceptive methods or those who are infertile.
Finally, rates in pregnant women cannot represent rates of HIV in adult men. It is for these reasons that the
2003 KDHS included testing for HIV infection. It provides a better estimate of HIV in the general adult
population of men and women and gives the sentinel surveillance a calibration factor to better estimate the
trends of HIV prevalence in the general adult population.
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GOOD NEWS - the rates and numbers of new infections have dropped significantly in the last decade,
with approximately 90,000 new adult infections occurring in 2004. 

BAD NEWS - the number of deaths per year in HIV infected people continues to rise.

0

20,000

40,000

60,000

80,000

100,000

120,000

140,000

160,000

180,000

200,000

1980 1982 1984 1986 1988 1990 1992 1994 1996 1998 2000 2002 2004

New infections
AIDS deaths

Figure 2. Number of new infections and AIDS deaths among adults,
1980-2004

Source: Kenya HIV/AIDS Data Booklet, NACC 2005 



Table 1. National HIV estimates for 2004

In Kenya, almost 1.3 million people are infected with HIV. Of those infected, about one million are adults
(15-49); 100,000 are over the age of 49 and 117,000 are children.

Urban residents have a significantly higher risk of HIV infection (9.7%) than rural residents (5.2%).

HIV prevalence in women age 15–49 is 8.3%, while for men 15–49 the rate is 4.3%. This female-to-male
ratio of 1.9 to 1 is higher than that found in other population-based studies in Africa. 

Young women are particularly vulnerable to HIV infection compared with young men. For example, 4.9%
of women aged 15–24 are HIV infected, compared with 0.9% of men aged 15–24 (see Table 2).

Table 2. Prevalence estimates for youth aged 15-24 in 2004
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Adults 15-49

Total 6.4% 1,057,000

Male 4.3% 360,000

Female 8.3% 696,000

Urban 9.7% 421,000

Rural 5.2% 636,000

Adults 50+ 96,000

Children 0-14 117,000

Total 1,270,000

Number HIV+Prevalence

Source: Kenya HIV/AIDS Data Booklet, NACC 2005

Male 0.9% 35,911

Female 4.9% 189,372

Total 2.9% 225,284

Number HIV+Prevalence

Source: Kenya HIV/AIDS Data Booklet, NACC 2005

Table 1 shows the estimated adult prevalence and number of adults infected with HIV disaggregated by
gender in 2004.



Figure 3 shows HIV prevalence by age group and sex in 2003.

The differences in HIV infection in different regions of the country are significant. Nyanza Province (13%
in adults) and Nairobi (9%) have the highest prevalence rates, while Eastern (3.7%) and North Eastern
Provinces (3%) have the lowest rates (see Table 3).

Table 3. Adult HIV prevalence by province in 2004

The estimates of HIV infection among adults are used to calculate the number of children that become
infected through mother-to-child transmission (see Table 4).
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Source: 2003 Kenya Demographic and Health Survey

Total 1,057,000 6.4% 4.3% 8.3%

Nairobi 159,000 9.0% 7.1% 10.9%

Central 124,000 5.6% 2.3% 8.9%

Coast 84,000 5.7% 4.8% 6.6%

Eastern 90,000 3.7% 1.4% 5.9%

North Eastern 17,000 3.0% 2.1% 4.0%

Nyanza 292,000 13.1% 10.2% 16.0%

Rift Valley 207,000 5.0% 3.5% 6.6%

Western 85,000 4.5% 3.6% 5.4%

Number

HIV+
Prevalence

Province
Total Male Female

Source: Kenya HIV/AIDS Data Booklet, NACC 2005



Table 4. Number of children infected through mother-to-child transmission

In 2004, 83,000 pregnant women were estimated to be HIV positive, and about 30,000 children were
infected through mother-to-child transmission.

Current estimates are that there are 120,000 children living with HIV in Kenya. The vast majority (~80%)
acquired infection through mother-to-child transmission. The HIV epidemic in Kenya has resulted in a 30%
increase in mortality among infants and young children. This means that one third of all infant deaths can
now be attributed to AIDS. Thus the AIDS epidemic is rapidly reversing the gains in child survival accrued
through decades of child survival programme effort.

Impact of the epidemic

Economic impact

Kenya is a low-income country with a per capita gross domestic product (GDP) of USD 354 in 2002.
Approximately 80% of its 31.5 million people live in rural areas and subsist mainly on agricultural
production. Over 70% of the people employed are in the informal sector.

Though further research is required to quantify the impact, sectors reviews suggest that Kenya’s poor
economic performance has been compounded by HIV/AIDS, which has increased the poverty level of
individuals and the nation as a whole (Sector Impact Studies, Futures Group Europe/DFID 2004). For
example, it has particularly affected the supply of teachers. The increase in morbidity and mortality among
teachers and education officials has caused a decline in education quality. The demand for teachers is also
effected. Over the last decade school enrolment declined and the dropout rate was high. However, since
the introduction of free primary education in 2003, available evidence indicates that now primary school
classes typically have more orphans than teachers can cope with, further compromising the quality of
education. 

Gender disparities in education have also emerged. Girl children, more often than boys, are expected to
stay at home to care for parents or other relatives dying from HIV/AIDS related illnesses or to work on the
farm. 

The negative effect of HIV/AIDS on food production and commercial agriculture in Kenya is also marked.
Areas where traditionally food production has been high have recently experienced major shortfalls, even
with favourable weather conditions (Impact of HIV/AIDS on Labour Productivity in Kenya. Tropical
Medicine and International Health, March 2004).

A well-developed human resource base has been one of Kenya’s economic mainstays but there has been
a striking effect from the pandemic on the labour force. This is caused by absenteeism, frequent sick leave
and funeral attendance. Funerals play an important role in Kenyan culture; combined with poor
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Child AIDS deaths 18,000 

Number of births 1,393,000

Births to HIV+ women 83,000 

HIV+ births 29,022

Source: Kenya HIV/AIDS Data Booklet, NACC 2005



communications and the long distances which people travel to find work, attending a funeral can take a
week and they are occurring increasingly frequently. This marked detrimental effect from HIV/AIDS on the
workforce and productivity has led to low profit margins and in some cases has caused businesses to close
(AIDS in Kenya 2005, NASCOP – MoH). 

Orphans and vulnerable children (OVC)

Kenya has observed an upsurge in the number of orphans due to the high number of parental deaths
resulting from HIV/AIDS-related infections. The 2003 KDHS sought information on orphan-hood and
fostering (see Table 5).

Table 5. Children’s living arrangements and orphan-hood (%)

The Rapid Assessment, Analysis and Action Planning Process (RAAAPP) for Orphans and Other Children
Made Vulnerable by HIV/AIDS, conducted by the Ministry of Home Affairs (MoHA) under the auspices of
the national OVC Steering Committee in 2004, and a similar study by UNICEF (Children on the Brink,
2004), have pointed out the magnitude of the detrimental socio-economic effects of HIV/AIDS on children.
Their findings include:

� Half of the 31.5 million people in Kenya are children under 18 years of age
� There has been no comprehensive assessment of the OVC situation in the country, but it is estimated 

that 1.5 million Kenyans have died of AIDS, leaving approximately 1.7 million orphans
� From 55 to 60% of orphaned children (aged 0-14) have lost their parents due to HIV/AIDS 
� An estimated 8.6 million children form part of the 56% of the Kenyan population that is living below 

the poverty line. It is a concern that a number of household surveys on OVC have not included data 
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Source: 2003 Kenya Demographic and Health Survey 

<2 68.5 26.0 2.1 0.2 0.0 0.5 0.1 0.2 0.1 2.3 100 2,433

2-4 65.2 20.3 4.0 1.2 0.5 4.5 0.7 0.6 0.9 2.2 100 3,443

5-9 56.7 18.9 6.4 2.3 1.2 7.5 0.6 1.6 2.3 2.5 100 5,348

10-14 50.6 16.5 8.3 3.1 1.8 9.6 0.9 2.1 3.7 3.5 100 5,304

Sex

Male 58.7 19.5 5.8 2.2 1.0 6.2 0.6 1.2 2.3 2.5 100 8,372

Female 57.8 19.5 5.9 1.8 1.2 6.9 0.7 1.5 1.9 3.0 100 8,154

Residence

Urban 60.5 18.2 4.8 2.4 2.0 4.9 0.8 1.4 2.0 2.9 100 2,609

Rural 57.8 19.7 6.0 1.9 0.9 6.8 0.6 1.3 2.1 2.7 100 13,918

Living
with
both

parents
Father
alive

Living with
mother but
not father

Father
dead

Living with 
father but not

mother

Mother
dead

Both
alive

Not living with
either parent

Only
father
alive

Only
mother
alive

Both
dead

Missing
info

Total No of
children

Age

Mother
alive



for all children up to the age of 18. The estimates do not include orphans aged 15–18, despite the fact
that 20% of orphans fall within this age group.

Orphans are usually considered to be disadvantaged compared with children whose parents are living.
Ninety-two percent of children aged 10-14 whose parents are both alive and who are living with one or
both parents are in school compared with 88% of children who have lost both parents (“double orphaned”)
(KDHS, 2003). The ratio of school attendance among orphaned to non-orphaned children is 0.95 (KDHS,
2003). This implies that orphans have only a slight disadvantage in school attendance compared with
children who are living with one or both parents.
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National Response to the AIDS epidemic

Leadership and coordination 

Kenya’s Ministry of Health instituted an AIDS Control Committee in 1987, and developed the country’s first
five-year strategic plan for AIDS control (1987–1991). The second plan was elaborated for the period
1992–1996. The Sessional Paper No. 4 of 1997 on AIDS in Kenya marked an important change on the
political front and outlined a new institutional framework. Increased public political commitment was
apparent in 1999 when former President Daniel arap Moi declared AIDS a “national disaster”. A
declaration of “Total War on AIDS” was one of President Mwai Kibaki’s first acts when he took office in
2002.

One national AIDS coordinating authority

The National AIDS Control Council (NACC) was established in 1999 to spearhead the national response
and to serve as the GoK’s coordinating body. NACC’s location-in the Office of the President–is an
expression of government commitment to the multisectoral fight against AIDS. The establishment of the
Cabinet Committee on AIDS reinforces this commitment. 

NACC’s identity as a state corporation under the Office of the President, the presence on the Council of
the Permanent Secretaries of a wide range of Ministries, the oversight role of the Cabinet sub-committee
on AIDS, and the recognition of AIDS as a priority in the Economic Recovery Strategy (ERS), create an
enabling environment supported at the most senior political and administrative levels.

The large majority of development partners and many key GoK officials now appear to be committed to the
“Three Ones” principles. These principles are the foundation of the Kenya National HIV/AIDS Strategic Plan
(KNASP) 2005/6-2009/10. The NACC endeavours to coordinate all Kenyan efforts to stamp out HIV and
AIDS but, as in many other countries, the concept of “one national coordinating authority” is an over-
simplification of the reality of the coordination task in Kenya. The NACC takes the lead in coordination, but
within a complex web of organisations, fora and sub-networks that together implement Kenya’s national
response. As a result, the NACC is able to influence stakeholders in different ways, depending on their places
in government structures, civil society, partnerships with external agencies, or business. For example, the NACC
acknowledges the crucial role played by civil society in the fight against HIV/AIDS and is promoting capacity
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The “Three Ones”

An increase in the number of actors and resources in the global response to AIDS has caused unintend-
ed difficulties in the coordination of national responses. Recognition of these problems led to a
September 2003 meeting of AIDS officials from African nations, multilateral and bilateral agencies,
NGOs and the private sector on the sidelines of the International Conference on AIDS and STIs in Africa
(ICASA). Kenya and other countries agreed to three guiding principles for national responses:

� One agreed AIDS action framework that provides the basis for coordinating the work of all partners 
� One national AIDS coordinating authority, with a broad-based multisectoral mandate 
� One agreed country-level monitoring and evaluation system



building for the sector to make coordination with it easier, and to enhance civil society’s contribution to the
national response (Assessing the Application of the “Three Ones Principles” in Kenya. DFID, 2005).

In 2003, the new Government decentralized the NACC to the constituency level in the form of Constituency
AIDS Control Councils (CACCs) in each of Kenya’s 210 constituencies in order to increase community level
action. This included the specification of broad, community-based membership of CACCs, the
establishment of CACC secretariats and the identification of a “patron” role for Members of Parliament.
This new arrangement is critically important for integrating the national response into efforts at local level.
It has also creates both opportunities and challenges for coordination between the NACC and local
government (Assessing the Application of the “Three Ones Principles” in Kenya. DFID, 2005).

Policy and strategy development and supervision is spread across a range of bodies including the Policy
and Strategy Department and the Coordination and Support Department in the new NACC structure, and
the Inter-agency Coordinating Committee for HIV/AIDS (ICC-AIDS). In addition, the stakeholder fora
established and coordinated by the Ministry of Health also contribute to policy and strategy development.
These bodies include the Joint Inter-agency Coordinating Committee (JICC) and the Country Coordinating
Mechanism (CCM). 

The ICC AIDS is the primary forum for deliberation on AIDS policies and strategies; like other ICCs, it is
open to all stakeholders. This body presents its decisions on issues related to the Global Fund at the CCM.
It is the primary forum for bringing stakeholders together on the national response to AIDS. 
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The civil society perspective

More meaningful engagement 

Civil society representatives need to be more effectively engaged in the design and 
implementation of Kenya’s national response, on an ongoing basis. We should be included in the
policy and planning processes at all times. NACC is increasing civil society engagement but we
are still often left out from the MoH and other Ministries. Our role is reduced to endorsement, when
a final plan, study or programme is presented to us only when it has reached its final stages. We
are given little if anytime to study such documents. Moreover, civil society is too often left out when 
applications for funds are discussed and made!

The bulk of activities, such as in HBC, care and support, clinical care, IEC, and BCC, is done by
CSOs. Unfortunately, civil society representation at the JICC, CCM and even ICCs is weak and 
lacking in authority.

The representation requires to be strengthened by demanding prerequisite inclusion before any
decision, plan or activity is undertaken. CSOs should not be a mere rubber stamp of GoK 
deliberations.

More targeted representation 

Decision-making fora, whether at the local, regional or national level, should include effective civil
society representation. Often it is the spiritual head of an FBO that is invited to attend higher-level
policy and planning meetings. This person’s expertise is pastoral work, and is not often linked to
the nitty-gritty of field level HIV/AIDS technical support. Guidelines are formulated from technical 



Part of Kenya’s planning and budgeting process is the annual Public Expenditure Review (PER) for each
Ministry or ERS-defined sector. The NACC had not been effectively included in the process until this year
but over the last months of 2005, the NACC and stakeholders have started a process of systematic
engagement in the GoK budget or Medium Term Expenditure Framework (MTEF) process. The process
involves mainstreaming HIV/AIDS into the budgeting process across all sectors. The NACC will provide
input into the Budget Outlook Paper for FY 2006/2007 and will work with the Sector Working Groups to
ensure that funding for HIV/AIDS activities is included in key public sector budgets.  

One agreed AIDS action framework

Kenya’s first AIDS National Strategic Plan (KNASP) ran from 2000/1 to 2004/5. The second covers the
period 2005/6 - 2009/10. It is the product of a highly consultative process involving a great many
stakeholder organisations and networks, led by the NACC in the context of the 2004 Joint AIDS
Programme Review (JAPR). As a result there is a strong sense of ownership of the KNASP across the
diversity of Kenyan civil society, business, UN agencies, development and government communities.  

The KNASP 2005/6 - 2009/10 sets out national policies and priorities; its three main pillars are prevention,
quality of life of people infected and affected (incorporating care, treatment and protection of human rights),
and impact mitigation. Monitoring and evaluation are included in a fourth section (“support services”). The
strategy includes a rolling Results Framework that identifies priority actions and the lead and support roles of
stakeholders. This reflects a national decision that sector strategic plans should focus on the achievement of
results rather than merely list a series of activities (KNASP 2005/6 – 2009/10, NACC 2005). 

It was agreed that the institutional arrangements for implementing the KNASP needed to reflect the multisectoral
nature of the strategy. No single agency has overall implementation responsibility; hence it is essential to have
strong coordination mechanisms to ensure that key stakeholders cooperate effectively to achieve the results set
out in the results framework, and work towards achieving overall strategic objectives. This national coordination
responsibility is a core function of the NACC (KNASP 2005/6 – 2009/10, NACC 2005).
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The civil society perspective

Wider dissemination of information (policies, planning documents, studies)

Beyond the boundaries of Nairobi, civil society awareness about key reference materials is very
low, and access to such documents is very limited. There is not yet a system to disseminate the 
information from the national to the grassroots levels.

Continued

working groups mainly constituted by researchers, government representatives and donors who
support the programme. Member selection is not always democratic or formalized. It has always
been a token invitation to sometimes compromisable CSO leaders, and the true views of civil 
society are thus often left out.

Achieving fair and balanced representation of civil society can be very difficult. Agreement on
which groups and individuals can speak on behalf of wider constituencies, and ensuring that they
are genuinely accountable for the positions they take, is one of our major challenges. NGO 
technical teams would help to ensure appropriate representation. Such teams must sit in all policy
formulating and implementation committees including fiscal and programmatic desks. 



Monitoring and Coordination Groups (MCGs) have been established for each of the three priority areas
of the KNASP and for support services. Membership of each MCG reflects the key implementing agencies
in relevant areas and other key strategic partners. The MCGs are responsible for monitoring progress
against the Results Framework, supported by reports from the KNASP M&E system, and feedback from
MCG members. The MCGs help stakeholders cooperate to overcome implementation delays and
bottlenecks, and where necessary make specific recommendations for policy action to the ICC. The MCGs
have a key role in preparing for the annual JAPR, presenting progress reports for, and proposing
revisions to, their respective sections of the KNASP Results Framework (KNASP 2005/6 – 2009/10,
NACC 2005).

The KNASP does not have a detailed budget, but includes a financial framework that has been developed
and agreed by the main stakeholders.

HIV/AIDS is integrated into the National Development Plan (NDP), the United Nations Development
Assistance Framework (UNDAF) for 2004 – 2008, and the Poverty Reduction Strategy Plan (PRSP) (in
Kenya, this is the Economic Recovery Strategy, or ERS).  All these three documents address, to varying
extents, reduction of gender inequalities related to HIV/AIDS prevention and care as well as the reduction
of income inequalities as relates to HIV prevention and care.  However, there is need for increased linkages
between the three documents and the KNASP.

One agreed country-level monitoring and evaluation system

The construction of Kenya’s framework for one M&E system was participatory and inclusive, with
consultations at all levels to secure consensus, commitment and ownership, and to support effective
implementation. An M&E operational manual has been finalized, describing how the M&E system will
operate in practical terms (including indicator definitions, standardised tools and requirements, reporting
formats, and data flow).
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Continued

Civil society is reached best by radio, newspaper, schools, word of mouth, and posters, but most
adverts are only in newsprint. The use of radio, in both the national and vernacular languages
should be promoted.

Improve communication among and with civil society organisations

Civil society needs fora, at both national and regional levels, to share information, network and
strengthen partnership. The fora must have official approval and recognition. Members should
have a mandate to their seats there.

Umbrella organizations at the national level must have their capacities appropriately built to 
effectively transmit any information to, and lift responses from, the grassroots to GoK and donor
groups. 

The One Coordinating Authority should place a permanent employee for civil society affairs 
andcreate a system to guarantee continue civil society engagement. 



The guiding principles for the National M&E Framework follow:

� Mainstreaming: M&E is mainstreamed/integrated into all HIV/AIDS programmes and interventions in
the country at each level and by all players. 

� Integration: national and routine indicators (both clinical and non-clinical) for monitoring the national
response will be integrated into the Country Response Information System (CRIS). All systems will be 
strengthened and linked to CRIS.

� Decentralization: analysis and storage of data will take place at the level where it is collected. Simple
analytical tools and equipment will be introduced for this purpose where none exist. 

� Simplicity: the ease with which data are collected, analysed, and reported remains crucial. Procedures
should remain manual as much as possible. Data collected at facility, household, and community levels
should be able to be entered into registers and forms. 

� Action Orientation: data collected must be used for programmatic and technical decision-making.
There must be a direct link between data collection, analysis, reporting, and decision making at all 
levels of HIV/AIDS interventions.

� Transparency and Accountability: M&E of the national response to HIV/AIDS has to be open and 
participatory for stakeholders and participants at all levels.

Stakeholders recognise the NACC as the coordinating authority for the new M&E framework. An M&E unit
has been established in the NACC under the Policy, Strategy and Communication Department. 

Within the NACC, the Head of the M&E unit is charged with the task of coordinating all HIV/AIDS M&E
initiatives in the country, with assistance from the Monitoring and Coordinating Group for Coordination
and Support as outlined in the KNASP 2005/6 - 2009/10.

The NACC has assumed the responsibilities below in the area of M&E:

(i) Preparation of national reports for use in the review of the implementation of the KNASP 2005/6 
-2009/10

(ii) Coordination of the development of the HIV/AIDS M&E operational manual
(iii) Coordination, management and participation in the implementation of the HIV/AIDS Monitoring 

and Evaluation system as outlined in the M&E framework and the operational manual.
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The civil society perspective

Build civil society capacity

Civil society has a comparative advantage in reaching the grassroots, collecting and collating
data, and recording, storing and retrieving such data. Civil society may not easily be able to
authenticate or validate data. Data must always be compared in a Central Data Centre before
being synthesized.

Consequently, in order to roll out the M&E system effectively, the NACC and its partners will need
to assure that civil society receives the massive capacity building in the area of M&E that it requires.
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Prevention

The last five years have produced dramatic changes in Kenya’s HIV prevention efforts. 

Voluntary counselling and testing

Joint efforts by the Kenyan government, international donors and partners, non-governmental
organizations and faith-based organizations have resulted in a rapid increase in VCT sites from 3 in the
year 2000 to 650 sites in 2005. Over the same period, annual VCT service uptake increased from about
1,000 to 500,000 (JAPR Reports, 2004 and 2005). 

Client-initiated VCT has been the predominant model of HIV testing in Kenya up to the end of 2004,
although an increasing number of people are being tested through prevention of mother-to-child
transmission (PMTCT) services, hospitals, and other care programmes. Expanding the number of people
who are tested in medical facilities is an essential part of expanding access to AIDS care and treatment
(AIDS in Kenya 2005, NASCOP – MoH).

Ongoing and planned expansion of VCT services will continue to provide more Kenyans with the
opportunity to know their HIV status. But recognizing the increased need for HIV testing in varying settings,
the Ministry of Health has developed and published broader policies to make testing more accessible in
clinical settings (Guidelines for HIV Testing in Clinical Setting, NASCOP 2004).

In spite of the rapid increase in the number of VCT sites in Kenya, challenges remain. For example,
according to the KDHS of 2003, only 13% of women and 14% of men said they had been tested for HIV,
although approximately two-thirds of respondents said they were willing to learn their status. This means
that most Kenyans do not know their own HIV status or that of their spouse or sexual partner, and many
may therefore be unknowingly exposed to HIV (see Table 6).

Women

Age

15-19 43.9 6.4 0.6 90.9 2.0 100 4.1 1,856

20-24 57.4 17.8 1.5 79.2 1.5 100 9.3 1,691

25-29 51.9 16.9 1.9 78.2 2.0 100 8.7 1,382

30-39 47.9 15.4 2.1 81.3 1.1 100 3.9 1,309

40-49 38.1 9.1 0.9 89.0 1.0 100 6.6 3,547

15-24 50.3 11.9 1.0 85.3 1.8 100 6.6 3,547

Residence

Urban 70.0 22.4 1.5 75.3 0.8 100 11.3 2,056

Rural 40.7 10.0 1.6 86.6 1.8 100 5.1 6,139

Heard of

VCT

Never

tested

Don’t know

/ missing
Total Tested and

received
results in
past 12
months

NumberEver tested

Received

results
No results

Table 6a. Population who had an HIV test and received results (%) - Women



Prevention of mother-to-child transmission 

PMTCT services were introduced on a pilot basis in 2000; today there are 759 facilities countrywide. It
is estimated that 60% of pregnant mothers visiting ANCs are now counselled and tested for HIV.
Nevirapine uptake at ANCs is estimated at 38% and the maternal uptake at 60%. Infant Nevirapine
uptake is 58%. Nineteen percent of postnatal mothers are counselled (Report on the Joint AIDS
Programme Review 2005, NACC). There has been good progress towards reaching the national targets,
which are to introduce these services to at least 80% of all facilities offering antenatal care by 2007 (AIDS
in Kenya 2005, NASCOP – MoH). 
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Heard of

VCT

Never

tested
Don’t know

missing

Total Tested and

received

results in

past 12

months

NumberEver tested

Source: 2003 Kenya Demographic and Health Survey 

Received

results
No results

15-24 58.8 9.3 0.7 89.2 0.7 100 6.0 1,537

Residence

Urban 81.7 22.0 1.8 75.8 0.4 100 12.5 856

Rural 55.8 11.7 1.3 86.4 0.7 100 5.9 2,506

The civil society perspective

Promote ‘afro-centric’ programmes

There is often a tendency to impose recommendations without considering culture (in PMTCT, for exam-
ple, TBA are not as involved as they should be according to their traditional role in the community).

Cultural practices must be taken into account when policy documents are being developed. For net-
works and partnerships to succeed, local traditions and culture must be taken into account. In this
regard, only CSOs have the comparative advantage to provide effective inputs.

This afrocentrism must be integrated into donor conditionalities. Quite often, application forms are long
and complex, and lack an afrocentric approach. This could result in the failure of important initiatives. 

Men

Age

15-19 47.1 5.2 0.7 93.0 1.1 100 3.6 856

20-24 73.4 14.5 0.8 84.5 0.3 100 9.1 681

25-29 67.9 21.2 3.0 75.3 0.6 100 10.7 509

30-39 69.2 18.6 1.9 79.4 0.2 100 9.3 811

40-49 56.9 15.9 1.1 82.1 0.8 100 6.3 506

Table 6b. Population who had an HIV test and received results (%) - Men



Blood safety

Blood safety is recognized as a national public health priority. Policy Guidelines on Blood Transfusion in
Kenya was released in 2001 in response to an increasing demand for a safe and sufficient blood supply
in the country. 

The policy aims to protect and promote the health of both blood donors and blood recipients. These
guidelines stipulate that all donated blood must be screened, and only units in which no infections that are
transmissible by transfusion are detected may be used.

In accordance with this policy, the National Blood Transfusion Service (NBTS) has spearheaded the
transition from a hospital-based transfusion system to a national one. It comprises a network of regional
and satellite transfusion centres, which aim to achieve national coverage.

The national policy stipulates that all blood must be screened for HIV, hepatitis B virus and syphilis. Since
the beginning of 2003, NBTS has additionally tested all blood for hepatitis C virus. Screening methods
used are highly sensitive, making it exceedingly unlikely that donors positive for any infectious agent will
be missed. All blood units that test positive are discarded. In Kenya, the percentage of transfused blood
units screened for HIV is equal to 100%.

Condom promotion

The use of condoms has increased rapidly in recent years. Free distribution has been supported by
Government under the World Bank-funded DARE project (Decentralized AIDS and Reproductive Health)
of the Ministry of Health.

Condom distribution has increased from 8.5 million in July 2004 to 10 million in June 2005 (Report on
the Joint AIDS Programme Review 2005, NACC).

Brand-name condom sales grew to 27.4 million in 2004—a 28% increase over the previous year—
contributing approximately 22% of all condoms distributed in Kenya (AIDS in Kenya 2005, NASCOP–
MoH).

Social marketing plays an important role in increasing demand for and use of all condoms. Mass media
campaigns have greatly reduced the social stigma associated with condoms, which in turn have facilitated
their increased availability and use. A generic “condom efficacy” behaviour change campaign has
increased Kenyans’ faith in the effectiveness of condoms in preventing disease from 50% to over 80%
(AIDS in Kenya 2005, NASCOP – MoH).

Almost all condoms distributed and used in Kenya are male condoms. Since their introduction into Kenya
in 2002, female condoms have become more popular and between July 2004 and June 2005, one
million female condoms have been distributed (Report on the Joint AIDS Programme Review 2005,
NACC). Nonetheless, female condoms still account for only 0.5% of condom use (AIDS in Kenya 2005,
NASCOP – MoH).

Treatment of sexually transmitted infection 

Sentinel surveillance in sexual transmitted infection (STI) patients began in 1990. In 2003, HIV prevalence
was 23% in women with an STI syndrome and 37% in women with genital ulcer disease; prevalence was
22% in men with genital ulcers (KDHS, 2003).
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The 2003 KDHS also indicates that both women and men seek treatment when they have an STI. Two
percent of the men and women who had had sex in the 12 months before the study said they had an STI;
among them, 90% of the men and 68% of the women sought treatment or advice for their problem. More
men (71%) than women (59%) sought treatment from a health facility (see Table 7).

Table 7. Women and men seeking treatment for STI (%)

NASCOP provides guidelines, flow charts and training protocols that guide in managing STIs to all public
health facilities. The Ministry of Health also provides standard drug kits for managing common STI syndromes.

Knowledge and behaviour change 

Knowledge of HIV/AIDS and its transmission

According to the 2003 KDHS, almost all Kenyan adults have heard of AIDS, and three-quarters know
someone personally who has AIDS or has died of AIDS. In the Behavioural Surveillance Survey (BSS) of
2002/03, nearly all youth and adults surveyed (over 98%) had heard of HIV/AIDS. In-school youth were
more likely to know the difference between HIV and AIDS than out-of-school youth.

Knowledge of HIV prevention methods is lower, with marked differences between women and men. The
KDHS reported that only 55% of women and 65% of men aged 15-24 know that using condoms and
limiting sex to one faithful partner can reduce the risk of getting HIV (see Table 8). 
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Clinical/hospital/health professional 59.0 70.8

Traditional healer 14.8 33.1

Advice or medicine from shop/pharmacy 15.7 16.9

Advice from friends/relatives 8.7 28.5

Advice or treatment from any source 68.2 89.6

No advice or treatment 31.8 10.4

Number with STI or symptoms of STI 296 88

Sought care for STI
Source of advice for treatment

Women

Source: 2003 Kenya Demographic and Health Survey

Men

The civil society perspective

Meaningful engagement of young people 

While young people are well recognized as being especially vulnerable, the general trend is to 
initiate programmes for young people and not by young people. The youth should be involved in
the planning and implementation of all programmes aimed at young people. The notion that they
are young, inexperienced and therefore not capable of providing high-quality input should be
reversed to assure their meaningful involvement in the national response.
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Table 8. Knowledge of HIV prevention methods (%)

In both the KDHS and the BSS, male youth and adults were more likely to be knowledgeable about
condoms than females, but knowledge of other prevention methods was similar. Prevention knowledge is
higher in urban areas and among those with higher levels of education (KDHS, 2003).

Most Kenyans also know that HIV can be transmitted by breastfeeding (about 70%), but only one-third of
women know that taking drugs during pregnancy can reduce the risk of mother-to-child transmission
(KDHS, 2003).

Misconceptions about HIV transmission and prevention are still common in Kenya. Only about half of
women and 65% of men know that HIV cannot be transmitted through mosquito bites or sharing utensils
with someone with AIDS, and that a healthy-looking person can have HIV (see Table 9).

15-19 52.6 72.0 47.8 60.4 77.2 56.9

20-24 65.1 82.0 61.8 78.1 92.5 75.6

25-29 69.7 84.1 67.0 75.7 90.9 74.0

30-39 65.2 84.2 62.5 77.6 94.5 76.7

40-49 52.3 79.9 50.1 71.0 92.2 69.2

15-24 58.6 77.2 54.5 68.3 84.0 65.2

Residence

Urban 69.2 85.2 66.3 79.6 92.3 77.6

Rural 58.3 78.9 55.0 69.5 87.6 67.3

Limiting sex to

one faithful

partner

Using condom and

limiting sex to one

faithful partner

Using

condom

Limiting sex to

one faithful

partner

Using condom

and limiting sex

to one faithful

partner

Using

condom

Age

Women Men

Source: 2003 Kenya Demographic and Health Survey
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Women

Age

15-19 57.7 65.3 78.3 43.5 1,856

20-24 66.2 74.2 87.8 56.0 1,691

25-29 65.3 77.0 85.6 55.7 1,382

30-39 62.6 73.9 87.8 53.6 1,957

40-49 52.7 66.0 84.5 44.2 1,309

15-24 61.6 69.5 82.9 49.4 3,547

Residence

Urban 75.2 80.9 91.2 66.6 2,056

Rural 56.3 68.0 82.6 45.3 6,139

Men

Age

15-19 64.6 70.5 79.0 50.3 856

20-24 84.3 86.5 94.6 75.3 681

25-29 78.7 82.6 93.6 71.3 509

30-39 76.3 85.6 95.0 70.0 811

40-49 68.9 78.9 90.4 60.2 506

AIDS cannot be
transmitted by
mosquito bites

A person cannot
become infected by

sharing utensils
with someone with

AIDS

A healthy
looking person
can have the

AIDS virus

% who reject both
misconceptions

and says a
healthy-looking
person can have
the AIDS virus

Background

characteristics

Number

Table 9. Beliefs about AIDS

Residence

Urban 86.8 87.7 93.6 78.2 856

Rural 69.9 78.0 88.7 60.2 2,506

15-24 73.3 77.6 85.9 61.4 1,537

Source: 2003 Kenya Demographic and Health Survey



Despite knowledge of HIV prevention methods and correct information about HIV transmission, stigma and
discrimination against people with HIV is widespread (see Figure 4). 

Sexual behaviour

In the 2003 KDHS, higher-risk sex is defined as sex with a non-marital, non-cohabitating partner in the
12 months preceding the survey. 

Overall, 18% of women engaged in higher-risk sex in the year before the survey, compared with 40% of
men. Less than one-quarter of these women and one half of these men used a condom at their most recent
higher-risk sex encounter (KDHS, 2003).

Young women and men age 15–24 also engage in higher-risk sex. About one-third (30%) of young
women and 84% of young men report engaging in higher-risk sex. Among those who had higher-risk sex,
25% of young women report using a condom at the last higher-risk sex encounter, compared with 47% of
young men (KDHS, 2003). 
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Figure 4. Attitude towards people living with HIV

Source: 2003 Kenya Demographic and Health Survey
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15-19 46.7 619 23.4 289 97.1 258 41.3 250

20-24 21.4 1,207 27.6 258 77.2 459 50.7 355

25-29 13.9 1,190 25.8 166 35.3 421 51.8 149

30-39 10.8 1,693 23.1 184 18.6 765 38.6 142

40-49 10.9 1,000 14.9 109 9.6 476 50.0 46

15-24 30.0 1,826 25.4 547 84.4 717 46.8 605

Residence

Urban 23.8 1,381 33.0 328 42.5 655 59.1 279

Rural 15.7 4,329 19.5 678 38.5 1,725 41.2 663

% 
engaging
in higher

risk sex in
the past

12 months

Number of
women

who had
sex in 

the past 12
months

% 
who used
condom at
last higher

risk sex

Number of
women

who had
higher risk
sex in past
12 months

% 
engaging in
higher risk
sex in the
past 12
months

Number of
men who
had sex in 
the past 12

months

% 
who used
condom at
last higher

risk sex

Number of
men who

had higher
risk sex in

past 12
months

Women Men

Age

Source: 2003 Kenya Demographic and Health Survey

Despite this high awareness of the disease, a significant number of sexually active respondents across the
target groups had many non-regular sex contacts. This persistent behaviour indicates that heightened
awareness of the HIV/AIDS and STIs, and of the efficacy of condom use and knowledge of HIV prevention
methods, were not translating into safer sex. 

Many out-of-school youth were sexually active (65%) and engaged in early and risky sex. Mean age at
first full sexual encounter was 15.7 years (BSS, 2002). The KDHS reports that 14% of women and 29% of
men aged 15 to 24 had sex before the age of 15. The risk of infection associated with the early
commencement of sexual activity is especially high among young females, who may have sex with older
men who have already been exposed to HIV or other STIs. 

There appears to be much room for improvement in using condoms among all target populations. Sex with
non-regular partners or sex workers without a condom is prevalent. Unprotected sex with higher-risk
partners is most common among out-of-school youth (78%). Among out-of-school youth, condom use is
particularly low at first sexual encounter (21%) and remained relatively low with non-commercial sex
partners (AIDS in Kenya 2005, NASCOP – MoH). 

Table 10. Higher risk sex and condom use at last higher risk sex



Improving quality of life of those infected and affected:
care, treatment and protection of human rights

Care and treatment

Kenya is committed to supporting the WHO and UNAIDS global “3 by 5” initiative, which aims to provide
ART to 3 million people in developing countries by the end of 2005. To this end, Kenya has developed a
national ART programme which aims to progressively deliver effective ART, reaching 50% of those eligible
by 2005 and 75% by 2010, so as to improve the quality of life and survival of people infected and affected
by HIV/AIDS. By September 2005, 54,000 people were on ARVs (Report on the Joint AIDS Programme
Review 2005, NACC).

Currently all provincial hospital and 70 district hospitals are providing comprehensive HIV care including
core components of counselling services, prevention and treatment of OIs and ART (Report on the Joint
AIDS Programme Review 2005, NACC). 

In order to standardise care, standard treatment
guidelines were developed in August 2002. These
include standard regimens that simplify ART delivery
and commodity management and that minimise
procurement costs.

Because of reduced costs, mobilisation of resources,
and the development of guidelines and systems, there
has been a six-fold increase in the number of patients
on ARV therapy from 3,000 patients in 2002 to
54,000 by September 2005 (Report on the Joint AIDS
Programme Review 2005, NACC). Just over nineteen
and a half percent (19.7%) of women and men with
advanced HIV infection received antiretroviral therapy
in the first 3 quarters of 2005.

By September 2005, about 3,500 children were on ART (Report on the Joint AIDS Programme Review
2005, NACC). The NASCOP has developed a strategy to guide paediatric treatment. Under the
supervision of the NASCOP/ART Expert Committee a curriculum has been developed and is in use, and
training of health workers is underway (Report on the Joint AIDS Programme Review 2005, NACC). Civil
society can plan an especially helpful role in addressing issues related to adherence.

More effective protection of human rights

PLWHA are vulnerable to AIDS-related human rights violations, including discrimination, and denial of
women’s and orphans’ property and inheritance rights. 

Kenya does not have non-discrimination laws or regulations which specify protection for certain groups of
people identified as being especially vulnerable to HIV/AIDS discrimination.  However, anecdotal evidence
suggests that there has been an increase in court cases related to human rights abuse due to HIV/AIDS
(NCPI, NACC 2005).

There are still laws in Kenya that present obstacles to effective HIV prevention and care for most at risk
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Costs of treatment in Kenya: 

A cost-waiver facility exists for patients who
need drugs but are not available to afford
them. 

In 2000, the cost of drugs was prohibitively
high for the majority, at USD 10,000 per
year. Today the first-line regime costs
between USD 77 per year in the public 
sector and USD 700 in the private sector
(AIDS in Kenya 2005, NASCOP – MoH).



populations. Specifically, homosexuality and sex work are criminal offences in Kenya, and this makes it
difficult to effectively engage with these most at risk populations for prevention or supportive service
provision. Although Kenya has a policy to ensure gender equality in access to prevention and care, a
similar policy does not exist for most at risk groups (NCPI, NACC 2005).

Mitigation of social and economic impact

Impact studies

Impact studies have been planned in key sectors including the macro economy and public finances, the
productive sectors, and social services with particular reference to women and children. The impact of
HIV/AIDS on livelihoods and social security at the national level, and in communities, families and
individuals will be assessed and quantified (KNASP 2005/6 – 2009/10, NACC 2005). 

Advocacy

Advocacy initiatives will be developed and implemented to increase awareness of the impact of HIV/AIDS
and the need for comprehensive mitigation action among policy makers and the general population.
Initially, advocacy initiatives will target policy makers to ensure that mitigation is championed at the highest
levels in all sectors. Advocacy initiatives will also target communities to raise awareness of the need for
initiatives at the local level (KNASP 2005/6 – 2009/10, NACC 2005). 

Mitigation policy

An effective policy framework is critical for harmonising and focusing the national response to the impact
of HIV/AIDS. A comprehensive national policy on mitigation of the impact of HIV/AIDS will be
developed to provide the framework in which all partners involved in mitigation will work. Sectoral
policies in place will also be revised to bring them in line with national policy (KNASP 2005/6 –
2009/10, NACC 2005).
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Challenges facing people living with HIV and AIDS

� Promotion of rights of PLWHA through public education and advocacy programmes is limited, 
especially with regard to the rights of women and children

� Counselling on legal, treatment and reproductive health rights is not included in the comprehensive 
care services packages offered to PLWHA

� Health care workers (HCW) have limited knowledge of human rights and reproductive rights 
� Linkages of HIV/AIDS programmes to organisations providing legal services is weak
� Training of PLWHAs on human rights and more specifically reproductive health rights is inadequate
� Communication and advocacy programmes have not effectively mainstreamed the rights of vulnera

ble groups, including men having sex with men (MSM), people with disabilities and commercial sex 
workers (CSW)

� A policy framework to assure justice for people affected and infected by HIV/AIDS is lacking
� Violations of the rights of PLWHAs are experienced in all sections of the society.

Source: Report on the Joint AIDS Programme Review 2005, NACC



Community empowerment

KNASP aims to empower community organisations and local governance institutions to utilise and
strengthen existing systems for coping with the impact of HIV/AIDS, with particular reference to caring and
providing access to education for orphans (KNASP 2005/6 – 2009/10, NACC 2005).

Workplace initiatives

Increased mortality and morbidity are having an ever more severe impact on both public and private
sector workforces. HIV/AIDS needs to be mainstreamed within human resource (HR) planning and
management approaches and procedures.  

To address the negative HIV/AIDS effects on productivity, measures are currently being undertaken in the
public sector through the AIDS Control Units (ACU) in line ministries in order to develop workplace
programmes that inform staff and treat those infected. Some ministries have developed comprehensive
HIV/AIDS policy and implementation plans (AIDS in Kenya 2005, NASCOP – MoH).

Only 1.7% of large enterprises/companies have HIV/AIDS workplace policies and programmes
(UNGASS indicator based on a workplace survey, NACC). The low value is due to the fact that the
indicator captures only the companies that meet all the criteria1 listed in its definition.

That said, private sector entities are increasingly establishing and implementing comprehensive care
programmes at the workplace. They have put in place a private sector HIV/AIDS coalition to develop and
implement policies and programmes and to build the capability to handle them. Some businesses
implement awareness-raising activities and a comprehensive care package that includes treating STIs and
opportunistic infections, and providing ART. Their policies promote non-discriminatory practices such as
not laying off staff on the basis of their HIV status and not making testing mandatory. Most of the corporate
companies are providing comprehensive medical cover (AIDS in Kenya 2005, NASCOP – MoH).

Current workplace policies emphasise the provision of prevention and treatment services. There is a need
to broaden the scope to include strategies for mitigation of the impact of HIV/AIDS on individual worker
performance and the overall productivity of institutions. Specific strategies will be developed to address
small and medium enterprises and the informal private sector, which currently lack the capacity to
implement formal HR policies (AIDS in Kenya 2005, NASCOP – MoH).

Mitigation programmes

The KNASP calls for specific mitigation programmes in line with the developing policy framework, at both
national and at community level. The effective engagement and coordination of civil society will be
particularly important to the success of community mitigation interventions (KNASP 2005/6 – 2009/10,
NACC 2005.
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1 1 Prevention of stigmatization and discrimination on the basis of HIV infection status in: (a) staff recruitment and promotion; and, 
(b) employment,sickness and termination benefits. 2 Workplace-based HIV/AIDS prevention activities that cover: (a) the basic facts on
HIV/AIDS; (b) specific work-related HIV-transmission hazards and safeguards; (c) condom promotion; (d) voluntary counselling and testing;
(e) sexually transmitted infection diagnosis and treatment;and, (f) provisions for HIV/AIDS-related drugs.



Orphans and vulnerable children (OVC)

Kenya has an obligation to implement the five UNGASS deliverables2 that pertain to OVCs, but little
progress to that end has yet been made. The country index score—the measure of success in implementing
the deliverables—for the five deliverables was a very low 1.43 in the 2001 baseline and was only 2.3 by
July 2004 (AIDS in Kenya 2005, NASCOP – MoH). 

That said, the government’s progressive acknowledgement of the plight of OVCs led it to make financial
commitments specifically for HIV/AIDS and children in 2002/2003 when the government set aside USD
633,000 towards setting up a national bursary fund for HIV/AIDS orphans and children with disabilities
(AIDS in Kenya 2005, NASCOP – MoH).

The OVC National Steering Committee was constituted in May 2004 and is chaired by the permanent
secretary in the Office of the Vice President and Ministry of Home Affairs. It has representatives from
government line ministries and departments that deal with OVCs, as well as the NACC, interagency
organisations, umbrella national and international NGOs, development partners, FBOs, civil society
organisations and the private sector.

OVC programs are still limited. Due to the varied needs of OVC and their sheer numbers, many
programmes are not able to provide comprehensive support. Mechanisms for the effective coordination
and harmonization of programmes targeting OVC need to be put in place. This will ensure that OVC
beneficiaries receive a combination of psychosocial support, nutrition, education, and shelter.

The government recognizes its responsibility to ensure that the most vulnerable children are protected. It is
therefore making ongoing efforts to improve policy and legislation, and to mobilize and make resources
and services available to communities through existing community structures such as the Community AIDS
Control Councils (AIDS in Kenya 2005, NASCOP – MoH).
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Focus on vulnerable groups

Vulnerable groups – sexually active youth and all adult risk groups, such as discordant couples,
pastoral and nomadic communities, people with disabilities, IDUs, sex workers, men having sex
with men – are often not sufficiently targeted across the board. There are only a limited number of
loosely coordinated programmes targeting these groups. Scaling up of the national response must
focus on prioritising such groups. 

2 The five are: 1) disseminate and promote the Convention on the Rights of the Child, 2) combat childhood diseases, strengthen PHC, prioritise 
prevention and treatment of HIV/AIDS, 3) overcome malnutrition, 4) reduce maternal mortality, 5) support parental responsibility and alternative
care.

The main strategies of the national OVC action plan

� strengthen the capacity of families to protect and care for OVC;
� provide economic, psychosocial and other forms of social support; 
� mobilize and support community-based responses; and,
� increase OVC access to essential services including food and nutrition, education, health care, water

and sanitation, and housing shelter. 



Women and HIV/AIDS in Kenya

Women in Kenya are particularly vulnerable to HIV/AIDS. Of the 1.1 million adults infected with HIV,
about two-thirds are women. HIV prevalence among women aged 15 – 49 years is 8.3%, compared to
4.3% in men of the same age group. Gender differences are most striking in young people: in the15–24
age group, 4.9% of women and only 0.9% of young men are infected. The majority of new infections occur
among women between the ages of 15 and 24 (Kenya HIV/AIDS Data Booklet 2005, NACC). 

High rates of infection can be attributed to a combination of biological and social factors. Available
evidence indicates that girls start sexual activity earlier than boys, have large numbers of sexual partners,
a high prevalence of sexually transmitted infections, and are victim to a high incidence of violent sexual
contact. 

The disproportionately high rates of HIV infection among women and girls are starting to trigger a national
awareness of violence against Kenyan women and its effects. Traditional, deep-rooted gender inequalities
are often expressed in violence, coercion or physical or emotional intimidation. Women may also give in
to male demands for unprotected sex, despite the danger, as they often have nowhere else to go, limited
financial options, limited land rights and fear of losing their children (A Situation and Response Analysis
on Violence against Women in the Context of HIV/AIDS in Kenya. UNAIDS Kenya, not yet published).
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Promote a comprehensive approach for children 

The country is recording a tremendous rise in orphans and vulnerable children (OVCs). Many of
these OVCs are HIV positive. The burden of nutritional support and adherence to ARV 
prescriptions for OVC is enormous. This is left to the CSOs and communities.

Programmes targeting children mainly address physical needs. A comprehensive approach 
including education, social and psychological support as well as protection of children’s rights
should be advocated for and implemented widely.

Paid sex

� 6% of women report receiving money, gifts or favours for sex (in the past 12 months)
� 16% of girls 15-19 report receiving money, gifts or favours for sex 
� Almost 4% of 15-24 year old men report they paid for sex in the previous 12 months

Source: 2003 Kenya Demographic and Health Survey



Customary laws and procedures, and issues such as succession, child custody, marriage and matrimonial
property, are outdated in Kenya. Women must often survive under completely inadequate legal protection,
leaving them without alternatives but to stay in abusive relationships or suffer worse consequences. Kenya's
failure to eliminate discriminatory property inheritance practices, for example, exacerbates the havoc
already caused by HIV/AIDS (A Situation and Response Analysis on Violence Against Women in the
Context of HIV/AIDS in Kenya, UNAIDS not yet published).

According to one report, women living with AIDS, virtually all of whom were infected by husbands or
regular male partners, were essentially condemned to an early death when their homes, land, and other
property were taken when they became widows (Double Standards: Women’s Property Rights Violations
in Kenya. Human Rights Watch 2003).

Challenges

� Limited linkage between mainstream women’s groups and those groups working on HIV and AIDS, and
limitations in capacity among both types of groups to broaden their perspectives (capacity limitations
include financial and human resources, and time).

� Data on HIV and AIDS is still generally not disaggregated by gender; this presents a particular
challenge in the area of treatment.

� There has been active and meaningful involvement of women’s groups in shaping policy but these are
usually organizations working directly with HIV/AIDS.  There is still a need to involve more fully those
organizations that work in women rights-related issues and mainstream women and development 
groups.

� Evidence collected to date indicates that there are particularly critical gaps in the area of services 
provided for girls and young women.
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Violence Against Women in Kenya

� In the 2003 Kenya Demographic and Health Survey, 49% of Kenyan women reported experiencing 
violence; one in four had experienced violence in the previous 12 months.

� Over 60% of Kenyan women and children who have been abused did not report the event to any
one. Only 12% of Kenyan women who have been physically or sexually abused reported to someone 
in authority such as village elder or police (Violence and Abuse of Kenyan Women and Girls, 
Population Communication Africa, 2002).

� In Kenya, 25% of 12-24 year olds lost their virginity by force.
� A majority of the victims of violence are girls: 60% of women who have experienced violence 

reported age at first abuse between 6-12 years (34% at age 10; 20% at 12); 24% between 13-19 
years (35% age 15) (Population Communication Africa, 2002).

The civil society perspective

Special attention to the girl child

The girl child is a helpless victim of this pandemic. The ratio of 4:1 for girls and boys respectively
infected is a worrying trend. A more specific emphasis should be given in the KNASP to 
interventions for protecting girls. 



Major challenges faced and actions needed to
achieve the goals/targets

Leadership and coordination

One coordinating authority

As mentioned above, the NACC is universally recognised as the country’s One Coordinating Authority.
Challenges remain, however, including: 

� encouraging an extremely diverse set of organisations and consortia at national and local levels to 
coordinate effectively with each other; and,

� focusing on coordination rather than financial management and implementation. 

Harmonisation requires alignment behind commonly held objectives and coordinated action to achieve
them. The extraordinary diversity of organisations and networks involved in Kenya’s response to AIDS
means that harmonised commitment and action are a significant and perpetual challenge. The NACC must
continuingly refine its coordination skills in order effectively to meet this challenge (Assessing the
Application of the “Three Ones Principles” in Kenya. DFID, 2005).

The NACC and stakeholders aims to focus on network effectiveness by: 

� Ensuring local and national organisations (and their networks) have access to up-to-date information;
� As part of capacity building, ensuring that local organisations and sub-networks are themselves able 

to network effectively;
� Ensuring that CACCs are resourced sufficiently to carry out the work expected of them – including 

implementers and local government fora such as District and Divisional Development Committees; and,
� Building coordination capacity at national, district, and constituency levels.

32

The civil society perspective

More accountable decentralised structures 

Civil society is concerned about the capacity and impartiality of decentralised structures – the
CACCs and DTCs – to guide and coordinate implementation at the local level. There needs to be
more open and transparent mechanisms for determining membership, and for reporting back to
communities on decisions taken and progress made. In particular, there is concern about the role
of MPs. Whilst there is some support for the positive contribution which MPs can make in commu-
nicating HIV/AIDS messages and community mobilisation, this is outweighed in the eyes of civil
society by concerns over the lack of clearly defined limits to the power of MPs, especially in rela-
tion to financing decisions, and the potential for bias and favouritism.



One agreed action framework

The KNASP is Kenya’s One Agreed Action Framework and it has widespread ownership. Moving from
planning to implementation is the next major challenge. Priority actions include developing a good
financing framework and a process to encourage implementing organisations to focus on priorities, cover
gaps, and avoid duplication.

The NACC is working towards promoting stakeholders’ knowledge and understanding of the plan and
how it can best play a role in implementing it. In reaching out across the stakeholders and their networks,
efforts will be made to assure linkages with local government structures. 

The successful implementation of the KNASP will depend on strong, effective strategic partnerships being
built between national and international stakeholders, Government, civil society and the private sector
(Assessing the Application of the “Three Ones Principles” in Kenya. DFID, 2005).  

A partnership approach for the implementation of the KNASP is being promoted through available fora
and networks: the AIDS ICC; civil society and business bodies; fora of the UN and donor communities,
and the CCM. One of the major outcomes at the recent JAPR was a recognition of the fact that civil society
engagement needs to be enhanced, because civil society efforts form the backbone of Kenya’s response to
HIV/AIDS (Assessing the Application of the “Three Ones Principles” in Kenya. DFID, 2005). 

Financial sustainability 

Donor funds account for the largest portion of HIV/AIDS expenditure. This raises questions as to the
sustainability of such financing contributions and also as to whether such funding causes a reduction in
donor spending in other priority areas.

Although financing by households or PLWHA may not contribute to the largest total health expenditures,
the share it contributes is significant, particularly in light of the equity issue. PWLHA spend approximately
3 times more on health care than the general population. They account for 8% of total out-of-pocket
spending on health although they constitute only 3% of the population. In what is a very poor country, this
raises serious concerns over the financial burden faced by PWLHA. Also, households account for 46% of
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Better coordination among civil society organisations 

Civil society is vibrant in Kenya, and there are a great many civil society organisations. Although
umbrella organisations exist, they experience a lack of resources on a long-term, sustainable basis,
and this leaves many of the various organisations included under the “umbrellas” alone, unin-
formed and uncoordinated. 

Civil society is not able to present itself with one face, but rather with thousands of voices, and there
are different interests that increase competition among ourselves. This can lead to donor confusion
and mistrust. Clearly, while we need to organize ourselves, umbrella bodies must be supported to
play a coordination role. These umbrella networks should also be funded by both GoK and donors
so that they can effectively deliver resources to grassroots CSOs.



curative HIV/AIDS expenditure in the country with donors financing mainly prevention and public health
programmes (National Health Accounts, Ministry of Health, 2001/02)

In the absence of a financial support system that subsidises patients’ access to care, treatment of
HIV/AIDS-related diseases is defined by patients’ socio-economic background and ability to pay. 
Out-of-pocket expenditures amount to US$ 58 per year per seropositive individual; that is, nearly eight
times more than is spent on health for these patients than on the general population (AIDS in Kenya
2005, NASCOP – MoH).

The KNASP implementation, according to initial estimates, will require the equivalent of USD 180-200
million per year (KNASP 2005/6 – 1009/10). At present there is no indication that the government and
donors will be able to provide this full amount. We will therefore have to make hard choices about
allocating limited resources between national priorities. 

Those involved with the national response to the epidemic must build stronger links between the KNASP
and national planning processes, or risk our cause being marginalized. The most relevant processes are
those associated with the ERS, MTEF and the related national M&E systems being organised by the Ministry
of Planning. These processes must be integrated or run the risk of undermining the support of any of the
partners who align themselves increasingly with the ERS and MTEF. This year therefore, the NACC and
interested partners have made a concerted and systematic effort to integrate HIV/AIDS into national
development planning processes.
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Increase government funding for civil society 

Civil society is responsible for the majority of Kenya’s programmes and FBOs provide almost 40%
of health care delivery. However, we receive little or no government funding. Exacerbating this
problem is the fact that when the government does a survey or sets a target it includes and relies
on our programmes but doesn’t contribute to our operations. We need a formal commitment from
the Government to work with civil society and to allocate funds to us.

Increase donor funding for civil society

Civil society believes that clear expressions of partnership with civil society should be required 
within all calls for proposals.

Increase transparency in funding allocation

Decisions about the allocation of funds are currently undertaken without clear criteria or proper
consultation. Civil society representation in decision-making fora is ensured on paper, but in 
reality our voices and contributions are often ignored.

More effective regulation of claimant organisations

There is a need to have more effective regulation of organisations which are eligible to receive
grants. However, it is also important to recognise the constraints to mobilisation at the local level;
regulation should not inhibit genuine applicants from poor and vulnerable groups who may lack
the capacity to fulfil bureaucratic procedures.



Challenges faced by PLWHA

Lack of finances, bureaucracy in accessing funds, delay in disbursements, and lack of skills in proposal
writing all help to further marginalise PLWHAs. They are not empowered with the necessary knowledge
and skills, especially for dealing with the issue of tokenism. PLWHA feel that there is a lack of commitment
and transparency by some partners in establishing partnerships with them, that there is unfair
competition/commercialisation in HIV/AIDS programming, and no genuine commitment to fighting
HIV/AIDS. For many groups, they say, the driving force is financial (Third Kenya Joint HIV/AIDS
Programme Review. Summary report. NACC 2004). 

There is still discrimination and stigma in the work place, churches, schools and at all levels (national to
grassroots). Care and support programmes need scaling up, particularly access to treatment, OI
management and ARV provision (Third Kenya Joint HIV/AIDS Programme Review. Summary report,
NACC 2004.)

The implementation of the Greater Involvement of People Living with HIV/AIDS (GIPA) principle needs to
include PLWHA capacity building and empowerment in all areas, including policymaking, advocacy,
prevention, care and support, and M&E (Third Kenya Joint HIV/AIDS Programme Review. Summary
report, NACC 2004).

PLWHA believe there is a lack of well-defined national policy on their greater involvement, and a lack of
information/education on the sexual and reproductive health of PLWHAs.
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The civil society perspective

Strengthen the GIPA principle

Although the KNASP promotes the GIPA principle, there is an urgent need to fully operationalise
it throughout all the strategy components and interventions.

Promote coordination of funding allocation

All funding mechanisms such as the World Bank’s programme of support, the Constituency
Development Funding, and the various multilateral and bilateral initiatives must coalesce around
one coordinating body to avoid multiplicity of funding to singular components, geographic areas
or implementers.

Resource tracking

There is an urgent need to track where funding is going and who is benefiting from it, and to make
sure it reaches those in need and that those organizations are able to use the resources appropri-
ately. Make the money work!



Support required from country’s development
partners

Development partners coordinate to different degrees with the NACC Secretariat and take part to differing
degrees in AIDS-related fora, either within the NACC (technical and working groups) or, for example, in
the Ministry of Health coordination structure.  

Overall, the level of engagement with development partners should be strengthened in order to increase
harmonisation with the KNASP.  Some bilateral donors tend to work with little communication with the
NACC, NASCOP or other coordination entities, though consultation has improved with the introduction of
the KNASP 2005/06-2009/10. 

Development partners are encouraged to work closely with the NACC to develop the financing
arrangement for the KNASP, thus ensuring that available resources are well-allocated, gaps are filled, and
duplication avoided. 

Development partners need to continue to support the NACC in increasing their understanding and
interaction with the MTEF and ERS processes. This process has begun through the work of the MTEF Task
Force but issues such as basket funding, budget support and the reflection of all significant funding,
including project support, in the MTEF must still be addressed. 
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While some development partners recognise the importance of civil society, this does not yet 
translate to optimal engagement with civil society as equal partners, nor does it address the long-
term, sustainable financing needs of civil society implementers.

Development partners should harmonise the way they work with civil society. The different
approaches and requirements of individual donors create confusion among CSOs and increase
their workload. The requirements related to calls for proposals and reporting should be as simple
as possible in order to avoid discouraging applicants who may lack the capacity to fulfil 
bureaucratic procedures.

Donors should stop all going to the same geographic area to provide support. A system to track
where interventions are taking place (disaggregated by geographical area and target group)
should be immediately developed and donors should transparently adhere to it.

Because civil society is often represented by big NGOs, development partners may misinterpret the
CSO capacity. The smaller NGOs/CBOs are often still weak, and their capacity limited.
Development partners should support their capacity building, perhaps through the allocation of a
percentage of each grant specifically for capacity development.

Development partners should also create a way to fund civil society more effectively. The idea of
providing funds directly to civil society rather than through governments should be explored. 



Monitoring and evaluation environment

Kenya pioneered the idea of having a regular joint national forum for reviewing progress. This is an
annual meeting called the Joint AIDS Programme Review (JAPR). All four annual JAPRs held to date were
charged with the role of examining and assessing progress made in the national response and identifying
challenges and lessons learned, while highlighting strategic issues facing the country. 

The JAPR in 2004 decided to task a Technical Group to finalise the M&E framework and ensure it will form
an integral part of the new KNASP 2005/6 - 2009/10. 

The national M&E framework

The monitoring of implementation of HIV/AIDS programmes in the KNASP 2005/6-09/10 will be done
through the following:

I. Community Based Quarterly Programme Activity Reports (COBPAR) by NGOs, CBOs, ACUs and 
private sector organisations working on HIV/AIDS.

II. Quarterly programme reports (QPR) by health facilities, detailing services and outputs by 
programmes specific to HIV/AIDS. 

III. Financial management report (FMR). These will be reports on Financial Monitoring provided by the
implementers of the programmes; they will be linked to programme activity reports. 

IV. Kenya Service Provision Survey (KSPA) - assesses availability and quality of service provision in the
facilities in the country. 

Evaluation of achievements/impact of the response will be achieved by:

I. DHS+, which is a population based survey, conducted by the Central Bureau of Statistics of Kenya 
with technical assistance from ORC MACRO, NACC and NASCOP. Apart from behavioural 
indicators collected, blood samples are also taken from individuals interviewed for HIV testing with their 
consent.

II. Sentinel Surveillance (SS) contacted by NASCOP. 
III. Behavioural Sexual Surveillance (BSS) will be carried out after every two years on selected HIV 

high-risk populations. The survey will be coordinated by NASCOP or the NACC. 
IV. Lot Quality Assurance Sampling will be applied by the NACC for the purpose of estimating coverage

at various implementation levels and determination of priority areas by CACCs that are potential 
areas for funding through Community Imitative Activities proposals. 

V. Incidence studies may be carried out through small studies to ascertain the direction of the epidemic
by determination of new infections of HIV during specified periods.
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National HIV/AIDS M&E framework rationale 

� Provide opportunities to develop integrated national and sector specific M&E systems to guide a 
national response to HIV/AIDS.

� Provide a platform for partnership, networking, and collaboration between national-level and local-
level stakeholders in monitoring and evaluating national and decentralized responses to HIV/AIDS.

� Meet regional and international reporting requirements.



VI. Demographic Surveillance Surveys will complement incidence surveys and will elicit demographic 
and other impact of HIV/AIDS on communities. 

VII. Special surveys will be done by implementers as operations research and institutions with capacity 
for the purpose of addressing areas of interest in the implementation of HIV/AIDS programmes

Figure 6 describes the data flow (i.e. the relationship between existing institutional structures created for
the coordination of the national HIV/AIDS programme, including constituency, district, provincial, and
national level structures for data collection, processing, dissemination and use).

Challenges of one national M&E system

In spite of the participatory process established to design the one national M&E framework, some partners
are still relying on their own M&E systems. Sharing of M&E information by the UN and other bilaterals
with the NACC has started on a small scale, but needs significant strengthening. Individual agency
programmes have not yet been reviewed to harmonize M&E indicators with those of Kenya. Parallel
implementation of these systems may consume scarce resources and create confusion amongst people
responsible for data collection. 
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DISSEMINATION

CRIS

� The Public
� Policy Interventions
� Politicians
� Partners/Donors

NACC
NATIONAL DATABANK AND RESOURCE

CENTRE
� The Director
� M&E Management

NASCOP
� Director
� M/E Manager
� Programme

Managers

Referral Hospitals
� CEOs
� Specialists

MoPND
NATIONAL FRAMEWORK FOR
ERS/MDGs
� The Permanent Secretary
� Head M/E

The Province
� PMO
� PASCO
� PARTO
� PHRIO,  PCO.

The District
� DMO
� DASCO,
� DARTO, data entry clerk
� DHRIO

The District
� DTCs

The Public Sector
� Line Ministries (ACU)
� ACU Coordinator
� M&E Manager/Officer

The Private Sector
� HIV/AIDS Coordinator
� M/E Manager/Officer

Research
Institutions/Organizations/Universities
� CEO
� M&E Managers
� Researchers

The Constituency
� CACCs

Health Facility
� Public sector
� FBO etc.

NGOs/CBOs/FBOs
(nonclinical)

Communities
Individuals

    HMIS

Source: National M&E Framework, NACC

Figure 6. Data flow of the M&E system



The current Health Management Information System (HMIS) is still not optimally effective, which reduces
the value and accuracy of the AIDS-related data collected through that system. 

While the links with the Ministry of Planning and the over-arching national M&E system have been made,
there is a need to ensure that the chosen indicators truly reflect programme performance. In addition, close
interaction between CBS and the NACC M&E officials is required so as to enhance the understanding of
the Ministry of Planning about AIDS-related issues.

Many stakeholders consider that M&E on AIDS is the prime responsibility of the NACC, however the
implementation of the M&E framework will require the mobilisation of resources and important capacity
building activities at all levels and amongst many stakeholders: this includes M&E capacity of civil society
and faith-based organisations as well as in line ministries. Priority should be given to strengthen the
COBPAR by NGOs, CBOs, ACUs reporting on activities at the community level and private sector
organisations working on HIV/AIDS and the QPR reporting on HIV/AIDS service provided at the facility
levels through the NASCOP infrastructure. Such strengthening needs to be one of the first steps in the
implementation process and NACC should be responsible for mobilizing resource, including technical
assistance, to assure the rolling out of the M&E framework. 
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Build civil society capacity to document its achievements

Civil society organisations represent the backbone of Kenya’s national response. We continue
working every day to ensure services and support; however we are not often able to demonstrate
the effectiveness of our interventions. The implementation of an M&E system that is able to 
monitor and evaluate civil society programmes will be essential to document our successes. 

Harmonisation of reporting framework 

All stakeholders, especially donors, should buy into the national M&E framework and harmonise
their reporting requirement to it. Civil society organisations are overwhelmed by the paper work
that the different funding agencies are requesting of them. A simple and agreeable reporting
framework (including information, format, frequency of reporting) should be used by all 
stakeholders. 
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Annex 1: Consultation/preparation process
for this national report

The NACC (M&E Unit) was responsible for the collection of the UNGASS indicators and for the
development of the UNGASS report.

The Sub-committee on Monitoring and Evaluation (including M&E stakeholders from civil society,
development partners, government and private sector) oversaw the process providing technical feedback
and ensuring stakeholder involvement.

The steps for the development of the report follow:

1. Data needs identified through a desk review and consultation with responsible organization 
including the Ministry of Home Affairs; Ministry of Education; Public sector representative at the 
NACC and NASCOP.

2. Discussion held with key stakeholders from the full spectrum of civil society (including non 
governmental organizations, faith-based organizations, PLWHA, and the youth)

3. Data collected and analysed from already available source and with ad hoc surveys
4. Data inputted into the CRIS
5. Report drafted, based on information form key documents 
6. Draft report circulated to collect stakeholders comments
7. Stakeholders meeting held, including government agencies and civil society to comment on the 

draft report
8. Report finalised

To develop the UNGASS indicators, the NACC recruited an external organization to carry out the
following surveys:

1. Orphans survey
2. School survey 
3. Workplace place policy and program survey within the private and public sector
4. National Composite Policy Index 

An editor was hired to draft the UNGASS report in the UNAIDS suggested format assuring the wide
participation of major country response stakeholders. 

Civil society engagement

Several briefings about the Declaration of Commitment and the process to develop the UNGASS report in
Kenya were held to create awareness among and receive feedback from civil society. 

The NACC, in preparation of the annual Joint AIDS Program Review (JAPR) meeting, organised
consultative workshops for NGOs/CBOs, PLWHA and the private sector. The workshops were held in the
month of November 2005 and included a brief on the Declaration of Commitment and the UNGASS
reporting.

To guarantee civil society contribution to the development of the UNGASS report, a civil society working
group was established to work closely with the M&E sub group with the following objectives:
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� To identify and strengthen collaboration between different civil society stakeholders
� To provide (quantitative and qualitative) information to augment the data collected by governments
� To highlight gaps and emerging issues of the national response that are of special concern for civil society
� To review and vetting the Government progress report
� To define and oversee the process to increase civil society participation in the General Assembly special

meeting in 2006

Members of the civil society working group:

1. Kenya AIDS NGOs Consortium (KANCO)
2. Kenya Consortium to Fight AIDS, Tuberculosis and Malaria (KECOFATUMA)
3. Kenya Network of Women with AIDS (KENWA)
4. National Network of People Living with HIV/AIDS in Kenya (NEPHAK)
5. National Organization of Peer Educators (N.O.P.E)
6. Catholic Secretariat of Kenya
7. Supreme Council of Kenya Muslims (SUPKEM)
8. National Council of Churches in Kenya (NCCK)
9. KENUNECO
10. UNAIDS

M&E sub committee membership:

GOK

1. NACC 
2. NASCOP
3. National Council for Population and Development  (NCPD)
4. Central Bureau of Statistics (CBS)
5. Kenya Medical Research Institute (KEMRI)
6. National Blood Transfusion Centre (NBTC)
7. National Tuberculosis and Leprosity Programme (NLTB)
8. Ministry of Health - Health Information System (HIS)
9. Ministry of Home Affairs (MOHA)
10. Ministry of Transport (MoT)
11. Ministry of Agriculture (MoA)
12. Ministry of Education, Science and Technology (MoEST)
13. Directorate of Personal Management (DPM)

International Agencies and Bilateral Partners

10. UNAIDS
11. CDC
12. USAID 
13. FUTURES
14. DFID
15. WORLD BANK
16. SIDA
17. WHO
18. UNDP
19. STD Project/University of Manitoba
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Civil Society

17. KECOFATUMA
18. KANCO
19. KAWI
20. FHI
21. Tropical Institute for Community Health
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Annex 2: National composite policy index
questionnaire

Introduction
The National Composite Policy Index (NCPI) survey was carried out in December 2005 using 
pre-developed guidelines. Areas covered in the guideline with key informants were as follow:

1. Strategic plan
2. Political support
3. Prevention
4. Care and support
5. Monitoring and evaluation
6. Human rights
7. Civil Society involvement 

The above areas were included in two sets of guidelines to be used in interviews with Government and
civil society. The guideline covering Part A was administered to Government of Kenya officials while Part
B was administered to stakeholders such as UNAIDS, civil society organizations and PLWHA networks. 

Two consensus building meetings were held on 6th December 2005 and 16th December 2005 during
which findings for the NCPI survey were presented. Participants at the meetings included key Government
officials, UNAIDS representatives, civil society organization representatives, representatives of PLHIV
networks and representatives from faith based organizations. Participants at the meeting on 16th

December 2005 arrived at consensus on all the issues covered in the NCPI.

Findings

1. Strategic Plan

Kenya has established a multi-sectoral HIV/AIDS strategy covering the period 2005/06 – 2009/10. The
Kenya National AIDS Strategic Plan (KNASP 2005/06 – 2009/10) was developed with input from civil
society and PLWHA networks and was endorsed in March 2005. It includes attention to major sectors such
as Health, Education, Labour, Transportation, Military, Women, Youth, Finance and Agriculture. The
KNASP is broad based and addresses major programmatic areas such as HIV/AIDS and poverty, human
rights and PLWHA involvement.

The KNASP includes an operational plan and states the formal programme goals which are to: reduce the
spread of HIV, improve the quality of life of those infected and affected, and mitigate the socio-economic
impact of the epidemic. The KNASP does not have a detailed budget, but includes a financial framework
that has been developed and agreed by the main stakeholders.

HIV/AIDS is integrated into the National Development Plan, the UNDAF, Kenya 2004 – 2008 and the
Poverty Reduction Strategic Plan. All these three documents address reduction of gender in-equalities
related to HIV/AIDS prevention and care as well as the reduction of income inequalities as relates to HIV
prevention and care. However, there is need for increased linkages between the three documents and the
KNASP.

A separate strategy has been developed to address HIV/AIDS issues among Kenyan national uniformed
services, military, peacekeepers and police. This strategy addresses HIV prevention, care and support
among the uniformed services, including VCT.
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The table below shows the overall rating of strategy planning efforts for HIV/AIDS programmes in 2005
and 2003:

2. Political Support

The President of the Republic of Kenya speaks publicly in favour of HIV/AIDS efforts at least twice a year.

Parliamentarians and other high Government of Kenya officials also speak in favour of HIV/AIDS efforts.
A national multisectoral HIV/AIDS management body, known as the National AIDS Control Council
(NACC), was established through Government Legal Notice No. 170 of 1999. The legal notice specifies
the terms of reference of the NACC and defines its membership. The NACC has a functional Secretariat
headed by a Director.

The NACC promotes interaction between Government, PLWHA, the private sector and civil society for
implementing HIV/AIDS strategies and programmes. NACC has established a co-ordination group that
meetings regularly to support coordination of HIV/AIDS-related service delivery by civil society
organizations.

The table below shows the overall rating for political support for HIV/AIDS programmes:

3. Prevention

Kenya has a strategy that promotes information education and communication on HIV/AIDS to the general
public. A committee has also been established to strengthen this strategy based on lessons learned from
previous years. An active programme to promote accurate reporting by the media was implemented in the
last year with the assistance of civil society organizations.  

Kenya does not have a separate policy or strategy to promote IEC and other health interventions for most
at risk populations. The KNASP 2005/06 – 2009/10 intends to develop specific strategies to address HIV
prevention and other HIV/AIDS-related needs for most at risk populations such as injecting drug users
(IDU) and men who have sex with men (MSM).
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2005

2003

Note: Discrepancies between 2003 and 2005 are due to improved strategy based on lessons learned from previous years

Overall rating of strategy planning efforts in HIV/AIDS programmes

0 1 2 3 4 5 6 7 8 9 10

0 1 2 3 4 5 6 7 8 9 10

2005

2003

Overall rating of political support for HIV/AIDS programmes

0 1 2 3 4 5 6 7 8 9 10

0 1 2 3 4 5 6 7 8 9 10



HIV/AIDS is part of the curriculum in primary and secondary schools in Kenya. The Government has a
strategy to promote HIV/AIDS related reproductive and sexual health education among young people. The
KNASP strategies for preventing infection among young people include mobilizing the education system
to provide comprehensive prevention and care for youth in schools and to improve girls’ access to
education and skills training and protecting their rights. The school curriculum in Kenya provides the same
reproductive and sexual health education for young men and women.

The following activities were implemented in 2003 and 2005 in support of the HIV-prevention
policy/strategy:

� A programme to promote accurate HIV and AIDS reporting by the media
� A social-marketing programme for condoms
� School based AIDS education for youth
� Behaviour change communications
� Voluntary counseling and testing
� Programmes for sex workers
� Programmes for men who have sex with men (on a small scale)
� Programmes for injecting drug users (on a small scale)
� Programmes for other most at risk populations
� Blood safety
� Programmes to prevent mother-to-child transmission of HIV, and
� Programmes to ensure universal precautions in health care settings

The table below shows the overall rating for policy efforts in support of prevention:

The table below shows the overall rating for efforts in the implementation of HIV prevention programmes:
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2005

2003

Note: Discrepancies between 2003 and 2005 are due to increased political commitment. A Bill on prevention and care
has been drafted and is awaiting discussion and approval by Parliament.

Overall rating for policy efforts in support of prevention

0 1 2 3 4 5 6 7 8 9 10

2005

2003

Note: Slight difference between 2003 and 2005 is due to increased targeting of most at risk populations.

Overall rating of efforts in the implementation of HIV prevention programmes

0 1 2 3 4 5 6 7 8 9 10

0 1 2 3 4 5 6 7 8 9 10

0 1 2 3 4 5 6 7 8 9 10



4. Care and support

Kenya has a strategy that promotes comprehensive care and support with sufficient attention to barriers
for women, children and most at risk populations.  The care and treatment programme in Kenya is broad
based and addressed key areas such as HIV screening of blood transfusion; universal precautions;
treatment of opportunistic infections ART; nutritional care and STI care, family planning services,
psychosocial support for people living with HIV and their families, home based care, palliative care and
treatment of common HIV-related infections, clotrimoxazole prophylaxis among HIV-infected people.  The
care and treatment programme has also enhanced efforts to address issues of post exposure prophylaxis
in occupational exposure to HIV and rape.

Kenya has established a policy to address additional HIV/AIDS related needs of orphans and other vulnerable
children (OVC). Under the policy on OVC a school fees programme was implemented under the Conditional
Cash Transfer (CCT) Programme. Other community level programmes were also implemented to address the
needs of OVC at that level, under the leadership of the Ministry of Home Affairs.

The table below shows the overall rating for efforts in care and treatment of the HIV/AIDS programme:

The table below shows the overall rating for efforts to meet the needs of OVC:

5. Monitoring and evaluation

A monitoring and evaluation (M&E) plan was endorsed by stakeholders in June 2005. The M&E plan was
developed in consultation with civil society and PLWHA networks. An M&E operational manual has been
finalized, which describes how the M&E system will operate including indicator definitions, standardized
tolls and requirements, reporting formats and data flow. A committee has been established and meets
regularly to coordinate M&E activities.

NACC employed the services of a dedicated M&E Advisor in 2001 and this has enhanced efforts in
monitoring and evaluation. Sharing of M&E information among the UN and other bilaterals has started
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2005

2003

Note: Discrepancies between 2003 and 2005 are due to increased access to ART in 2005.

Overall rating for efforts in care and treatment of the HIV/AIDS programme

0 1 2 3 4 5 6 7 8 9 10

2005

2003

Note: Discrepancies between 2003 and 2005 are due to committed leadership by the Ministry of Home Affairs.

Overall rating of efforts to meet the needs of OVC

0 1 2 3 4 5 6 7 8 9 10

0 1 2 3 4 5 6 7 8 9 10

0 1 2 3 4 5 6 7 8 9 10



on a small scale but needs strengthening. Individual agency programmes have not yet been reviewed to
harmonize M&E indicators with those of Kenya.

There is a functional Health Information System (HIS) at the national level but more work needs to be
carried out at the sub-national level to strengthen implementation at that level. A civil society partner, The
Policy Project, is currently piloting an HIS in five Districts with a view to rolling out nationally. 

There is a functional Education Management Information System at the national level. The Ministry of is
currently piloting a District Education Management Information System (DEMIS).

The table below shows the overall rating for M&E efforts of the HIV/AIDS programme:

6. Human Rights

Kenya does not have non-discrimination laws or regulations which specify protection for certain groups of
people identified as being especially vulnerable to HIV/AIDS discrimination. However, evidence suggests
that there has been an increase in court cases related to human rights abuse due to HIV/AIDS. There is
also a Bill pending in parliament that will address issues of HIV/AIDS discrimination if passed.

There are still laws in Kenya that present obstacles to effective HIV prevention and care for most at risk
populations. Specifically, homosexuality and sex work are criminal offences in Kenya and this makes it
difficult to target some of the most at risk populations. Although Kenya has a policy to ensure gender
equality in access to prevention and care, a similar policy does not exist for most at risk groups.

There is a policy in the country to ensure that research protocols are reviewed and approved by a national
ethical review committee. Although this committee exists it does not include PLWHA or civil society.

The table below shows the overall rating of the policies and regulations in place to promote and protect
human rights in relation to HIV/AIDS:
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2005

2003

Note: Discrepancies between 2003 and 2005 are due to increased support for M&E efforts from Government, the UN
system and other partners.

Overall rating  for M&E efforts of the HIV/AIDS programme

0 1 2 3 4 5 6 7 8 9 10

0 1 2 3 4 5 6 7 8 9 10



The table below shows the overall rating for enforcement of existing policies, laws and regulations:

7. Civil society participation

The following table shows the ratings for civil society participation and contribution in ensuring political
commitment of top leaders and national policy formulation; planning and budgeting process for the
KNASP; providing complementary services in the areas of prevention and care; and reviewing the KNASP.
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2005

2003

Overall rating of for enforcement of existing policies, laws and regulations

0 1 2 3 4 5 6 7 8 9 10

0 1 2 3 4 5 6 7 8 9 10

Rating for civil society contribution to
strengthening the political commitment of
top leaders and national policy formulation

Rating for civil society involvement in
planning and budgeting for KNASP

Rating for inclusion in KNASP of
complimentary services provided by civil
society in the areas of prevention and care

Rating for civil society participation in the
national periodic review of the KNASP

0 1 2 3 4 5 6 7 8 9 10

0 1 2 3 4 5 6 7 8 9 10

0 1 2 3 4 5 6 7 8 9 10

0 1 2 3 4 5 6 7 8 9 10

2005

2003

Note: Discrepancies between 2003 and 2005 are due to the inclusion of human rights issues in the strategic plan and
also due to enhanced efforts by civil society actors.

Overall rating of the policies and regulations in place to promote and protect human rights in relation

to HIV/AIDS

0 1 2 3 4 5 6 7 8 9 10

0 1 2 3 4 5 6 7 8 9 10



Annex 3: Core indicators for the Declaration
of Commitment on HIV/AIDS

Reporting period 2003 - 2005

National Commitment and Action

Expenditures

National Programmes: education, workplace policies, STI case management, blood safety, prevention
of mother to child transmission coverage, antiretroviral combination therapy and services for orphans
and vulnerable children
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Data Source 2003/04 2004/05

Amount of national funds
disbursed by governments in 
low and middle-income 
countries

2,480,437,677       33,072,502 2,493,425,289       33,245,670

KShs US$ KShs US$ 

Ministry of Finance,
Kenya Budget

Definition

Definition Data source 2005    

Percentage of schools with teachers who have been trained
in life skills based HIV education and who taught it during
the last academic year

School based survey 60.8%

Percentage of large enterprise/companies which have
HIV/AIDS workplace policies and programmes

Work place survey 6.7%

Kenya Service Provision Assessment
Survey (KSPA) and facility based
surveys - NCAPD

N/A*

Facility based report 
PMTCT program NASCOP

9.3%

Facility based report
ART program NASCOP

19.7%

Percentage of orphans and vulnerable children whose
households receive free basic external support in caring for
the child

Household survey on orphans 10.3%

Percentage of transfused blood units screened for HIV National Blood Transfusion Centers
report

100%

Percentage of women and men with sexually transmitted
infections at health care facilities who are appropriately
diagnosed, treated and counselled

Percentage of HIV positive pregnant women receiving a
complete course of antiretroviral prophylaxis to reduce the
risk of mother to child transmission

Percentage of women and men with advanced HIV infection
receiving antiretroviral combination therapy

* Not Available



Knowledge and Behaviour 
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Definition Source 2003

Percentage of young women and men
aged 15-24 who both correctly identify
ways of preventing the sexual
transmission of HIV and who reject major
misconceptions about HIV transmission

2005
Special Survey 

N/A* N/A* 58.3% 79.5%

Percentage of young women and men
who have had sex before the age of 15

13.7% 28.8% 17.05% 20.4%

Percentage of young women and men
aged 15-24 who have had sex with a
non marital, non cohabiting sexual
partner in the last 12 months

30% 84.4% 8.6 % 15.5 %

Percentage of young women and men
aged 15-24 reporting the use of a
condom the last time they had sex with
a non marital, non cohabiting sexual
partner

2003 
Kenya Demographic
and Health Survey and 
2005
Special Survey 

25.4% 46.8% N/A* N/A*

2005

Women Men Women Men

2003 
Kenya Demographic
and Health Survey and 
2005
Special Survey 

2003
Kenya Demographic
and Health Survey and 
2005
Special Survey 

* Not Available

Definition Source 2003

Ratio of current school attendance among
orphans to that among non orphans,
aged 10-14

2003 
Kenya Demographic
and Health Survey and 
2005
Special Survey 

88%/92% = 0.95 0.97

2005



Impact
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Definition Source
2003

Percentage of young
women and men aged
15-24 who are HIV
infected

1.3% 4.9% 0.9% 2.9%

2005

Women Men Women Men

6.1% 3.7%

Total

Definition Source

Percentage of adults and children with
HIV still alive 12 months after initiation of
antiretroviral therapy

Facility based report
ART program NASCOP

Indicator value

N/A*

Percentage of infants born to HIV infected
mothers who are infected

Based on formula (SPECTRUM) 35.2%

2003 
Kenya
Demographic 
and Health 
Survey and 
2005
Sentinel
Surveillance
and estimation
with EPP and
Spectrum Software

* Not Available

Total



54

PSS/EN23569/200copies/Jan2006/JS



United Nations General Assembly 
Special Session on HIV/AIDS  

Country Report - Kenya 

REPUBLIC OF KENYA

 2006


