
NATIONAL KEY POPULATIONS

COMMUNICATION STRATEGY
Communication Strategy for Sex Workers, People Who Inject Drugs and Men who have Sex with Men

2014-2017





NATIONAL KEY POPULATIONS
  COMMUNICATION STRATEGY

Communication Strategy for Sex Workers, People Who Inject Drugs 
and Men who have Sex with Men

2014– 2017



NATIONAL KEY POPULATIONS COMMUNICATION STRATEGY   |   2014-2017NATIONAL KEY POPULATIONS COMMUNICATION STRATEGY   |   2014-2017

COLLABORATING INSTITUTIONS

•	 Ministry of Health

•	 National AIDS and STI Control Programme (NASCOP)

•	 National AIDS Control Council (NACC)

•	 Department of Health Promotion

•	 President’s Emergency Plan For AIDS Relief (PEPFAR)

•	 Population Services Kenya (PSK)

•	 University of Manitoba – Technical Support Unit

•	 Intrahealth International 

•	 United Nations Joint Team on HIV and AIDS

DONOR FINANCIAL SUPPORT

The development of this Communication Strategy was made possible through financial support from USAID through PSK and United 
Nations Populations Fund (UNFPA).

DISCLAIMER

The findings and conclusions in this report are those of the authors and do not necessarily represent the official position of USAID and 
UNFPA.

SUGGESTED CITATION:

National AIDS and STI Control Programme (NASCOP), Kenya. National Key Populations Communication Strategy 2014: NASCOP 
September 2014

ACCESS THIS REPORT ONLINE

National AIDS and STI Control Programme: www.nascop.or.ke 

CONTACT INFORMATION

National AIDS and STIs Control Program (NASCOP)
Ministry of Health
P.0. B0X 30016 GPO
Nairobi, 00100, Kenya
Telephone: +254 (0) 202630867 Fax +254 (0)20710518
Email: head@nascop.or.ke
Website: www.nascop.or.ke 



NATIONAL KEY POPULATIONS COMMUNICATION STRATEGY   |   2014-2017NATIONAL KEY POPULATIONS COMMUNICATION STRATEGY   |   2014-2017

1.0 Introduction  10
1.1. HIV Prevalence, Knowledge, Attitudes and Practices among Key Populations  ..........................................................................................................11
1.2. Situation Analysis of Policy Gaps Regarding Key Populations  ..............................................................................................................................................14
1.3. Situation Analysis of Key Populations’ HIV and STI Information and Communication Needs  ...........................................................................16

2.0 Overview of HIV Behaviour Change Communication Strategy for Key Populations 19
2.1. Definition and Rationale ................................................................................................................................................................................................................................20
2.2. Goal and Objectives of Key Populations BCC Strategy ...............................................................................................................................................................23
2.3. Target Audience for Communication Strategy  ...............................................................................................................................................................................24
2.4. The Communication Strategy Development Process .................................................................................................................................................................24
2.5. Other Relevant Guidance Documents On Key Populations ....................................................................................................................................................27

3.0 SEX WORKERS COMMUNICATION STRATEGY 28
3.1. HIV Related Risk Behaviors for Sex Workers-Problem Analysis ...............................................................................................................................................29
3.2. HIV Prevalence and Risk Behaviours among Sex Workers .........................................................................................................................................................31
3.3. SW Analysis and Audience Segments ...................................................................................................................................................................................................32
3.4. Change Matrix for SWs Populations ........................................................................................................................................................................................................33
3.5. SW Strategies, Communication Channels and Materials ...........................................................................................................................................................35
3.6. SW Communication Objectives and Message Framework ......................................................................................................................................................36
3.7. SW IEC/BCC Materials  .....................................................................................................................................................................................................................................39
3.8  SW WORK PlAN FOR BCC .......................................................................................................................................................................................................................................40

4.0 PEOPLE WHO INJECT DRUGS COMMUNICATION STRATEGY 41
4.1  HIV Related Risk Behaviours for PWID ....................................................................................................................................................................................................42
4.2  PWID Analysis and Audience Segments ..............................................................................................................................................................................................42
4.3. Change Matrix for PWID .................................................................................................................................................................................................................................44
4.4. Key Communication Objectives and Message Framework for PWID ................................................................................................................................49
4.5. IEC/ BCC MATERIAlS FOR PWID ...............................................................................................................................................................................................................55
4.6  PWID WORK PlAN .........................................................................................................................................................................................................................................................56

5.0 MEN WHO HAVE SEX WITH MEN COMMUNICATION STRATEGY 57
5.1. HIV Related Risk Behaviours For Men Who Have Sex With Men ............................................................................................................................................57
5.2. MSM Analysis and Audience Segments  ..............................................................................................................................................................................................58
5.3. Change Matrix for MSM Populations .....................................................................................................................................................................................................59
5.4. MSM Communication Objectives and Message Framework ..................................................................................................................................................63
5.5. IEC/BCC Materials for MSM ...........................................................................................................................................................................................................................66
5.6. MSM WORK PlAN FOR BCC ........................................................................................................................................................................................................................67

6.0 Monitoring and Evaluation of Communication Strategy 68
6.1. Suggested Core Indicators for M&E Framework .............................................................................................................................................................................68
6.2. How to Monitor and Evaluate BCC Activities  ...................................................................................................................................................................................69

7.0 ADDENDUM 73

Table of Content



NATIONAL KEY POPULATIONS COMMUNICATION STRATEGY   |   2014-2017NATIONAL KEY POPULATIONS COMMUNICATION STRATEGY   |   2014-20176

Acronyms and Abbreviations
AIDS Acquired Immunodeficiency Syndrome

ANC Antenatal Care

ART Antiretroviral Therapy

BHESP Bar Hostess Empowerment and Support Program

BCC Behaviour Change Communication

BCI Behaviour Change Intervention

CSO Civil Society Organisation

CTX Cotrimoxazole

EC Emergency Contraception

FHI Family Health International

FP Family Planning

FSW Female Sex Workers

GBV Gender based Violence

GFATM Global Fund to Fight AIDS, Tuberculosis and Malaria

GoK Government of Kenya

HIV Human Immuno-deficiency Virus

HBV Hepatitis B Virus

HCV Hepatitis C Virus

HTC HIV Testing and Counselling 

IBBS Integrated Bio-Behavioural Survey

IQR Interquartile range

IDU Injecting Drug User

IEC Information, Education and Communication

KAIS Kenya AIDS Indicator Survey

KDHS Kenya Demographic Health Survey

KNASP Kenya National AIDS Strategic Plan

KP Key Populations 

LGBTI lesbian Gay Bisexual Transgender and Intersex

M&E Monitoring and Evaluation 

MAT Medically Assisted Therapy

MARPs Most-at-risk populations

MSM Men who have Sex with Men

MSW Male Sex Worker

NACADA National Authority for the Campaign against Alcohol and Drug Abuse 

NACC National AIDS Control Council

NASCOP National AIDS and STI Control Programme

NGO Non-governmental Organisation

NSEP Needle and syringe exchange programme

PAC Post Abortion Care

PE Peer education

PEP Post-exposure prophylaxis

PMTCT Prevention of Mother to Child Transmission

PWUD People Who Use Drugs

PWID People Who Inject Drugs

PWP Prevention with Positives



NATIONAL KEY POPULATIONS COMMUNICATION STRATEGY   |   2014-2017NATIONAL KEY POPULATIONS COMMUNICATION STRATEGY   |   2014-2017 7

OST Opioid Substitution Therapy

RH Reproductive Health

STI Sexually Transmitted Infection

SW Sex Worker

TG Transgender

TB Tuberculosis

TWG Technical Working Group

UNAIDS Joint United Nations Programme on HIV/AIDS

UNFPA United Nations Population Fund

UNODC United Nations Office on Drugs and Crime

USG United States Government

WHO World Health Organization



NATIONAL KEY POPULATIONS COMMUNICATION STRATEGY   |   2014-2017NATIONAL KEY POPULATIONS COMMUNICATION STRATEGY   |   2014-20178

Forward
The Kenya National AIDS Strategic Plan (KNASP) recognizes three populations as key drivers of the HIV epidemic as they have significantly 
higher risk of HIV exposure compared to other people due to their behaviours, namely: female sex workers, men who have sex with men 
and people who inject drugs. In 2013 the national Key Populations Technical Working Group determined through consensus that the 
combined key populations are estimated at 165,021, with female sex workers (FSW) comprising 81%, people who inject drugs (PWID) 
11% and men who have sex with men (MSM) 8%. Although in Kenya these key populations jointly represent only about 0.5% of the 
overall adult population, however, according to the 2008 Kenya Modes of Transmission Study, these key populations including prisoners 
jointly contribute about one third of new HIV infections in Kenya. Various studies have confirmed that these three key population groups 
have increased HIV vulnerability as a result of their overlapping risky sexual and drug use behaviours. 

Since 2009 the Kenyan government through the leadership of the National AIDS and STI Control Programme (NASCOP) in collaboration 
with the National AIDS Control Council (NACC) and various key government and non-government stakeholders, including representatives 
from the targeted beneficiaries, has strived to address the disproportionate HIV vulnerability of this highly stigmatized and marginalized 
population as part of the overall national HIV response under the third national HIV strategic plan for 2009/10 to 2012/13. 

The National Key Populations Technical Working Group (TWG) has acknowledged that adoption of high impact HIV combination 
prevention interventions may be the most effective way of reducing new HIV infections among key populations. However, numerous 
structural, social and individual risk factors hinder key populations from accessing HIV prevention, treatment, care and support services. 
These include: limited availability of ‘MARPs-friendly’ or targeted health services for key populations, criminalization of their behaviours, 
restrictive laws and policies that hamper provision of evidence informed, human rights-based public health approaches, poverty and 
marginalisation as well as stigma and discrimination that perpetuate various forms of violence. The effectiveness of the recommended 
behavioural, biomedical and structural interventions can only be assured if complemented with targeted, behavioural change 
communication strategies that will facilitate the following: 

•	 Increased political support for targeted, high impact HIV combination prevention interventions for key populations

•	 Decline in stigma, discrimination and violence against key populations contributing to meaningful engagement 

•	 Ready access to user-friendly and quality health services increasing demand for those in need 

•	 Sustained adoption of safer behaviours with positive change

The National AIDS and STI Control Programme (NASCOP) will oversee the implementation of this Key Populations Communication 
Strategy in close collaboration with the National AIDS Control Council (NACC) with ongoing support from other government institutions, 
implementing and development partners, civil society, targeted key populations, and the media. To facilitate smooth integration of the 
existing HIV response efforts, high level advocacy, policy reviews, and technical support for this this Key Populations Communication 
Strategy will be coordinated through national HIV coordination  taskforces and technical working groups for key populations while 
resource mobilization and implementation of targeted communication and social mobilization will be undertaken through health 
management committees for counties where Key Populations contribute significantly to the HIV epidemic. It is our expectation that 
this guidance document will not only facilitate smooth planning, implementation, monitoring and evaluation of behavioural change 
communication interventions, but will ultimately reduce HIV prevalence among the priority key populations through building of political 
goodwill and achieving zero tolerance of stigma and discrimination in all targeted communities. 

Dr. Nicholas Muragui,

Director Medical Services,

Ministry of Health
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1.0 Introduction 
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Kenya has a generalised HIV epidemic with 
concentrated epidemics among key populations. 
According to the Kenya AIDS Indicator Survey 2012 
Report, HIV prevalence among adults aged 15-64 
years has decreased from 7.1% in 2007 to 5.6% in 
2012. About 57% of all people living with HIV are 
women. Since 1999 after declaring AIDS a national 
disaster, the government has demonstrated high 
level commitment through countrywide scale up 
of HIV and AIDS prevention, care and treatment 
interventions.  However, the 2013 Spectrum 
Modelling has confirmed that despite these sustained 
efforts over the past decade, an estimated 1.6 million 
people are currently living with HIV in Kenya with 
101,000 new infections and 58,000 deaths attributed 
to HIV annually (GARP 2014). 

Kenya’s high HIV burden poses considerable risk of 
HIV acquisition for HIV uninfected persons during 
any episode of risk behaviour.  Despite substantial 
efforts to address risky behaviours among the general 
population countrywide through behaviour change 
communication, the KAIS 2012 report revealed 
continued risk behaviours. These include: sexual 
debut at 10 years (IQR 9-12) among adolescents aged 
12-14 years, sub-optimal and inconsistent condom 
use among all age-groups engaging in high-risk 
sexual behavior, such as with partners of unknown 
HIV status or for anal sex. Only 7.1% of women and 
27.1% of men reportedly used condoms with sexual 
partners of unknown HIV status during the past 12 
months. Rates were highest among those having sex 
with casual and other non-regular partners (35.1% 
among women and 48.5% among men) and lowest 
among married and cohabiting partners (2.5% among 
women and 3.4% among men). Among respondents 
aged 15-64 years, 0.6% of males ever had sex with 
another man and 17.4% ever had transactional sex, 
5% of them during the previous 12 months.   Among 
female respondents, 1.8% ever engaged in anal 
intercourse, and 4.4% had transactional sex.

International and local evidence shows that key 
populations are disproportionately affected by HIV 
compared to the general population. The Kenya 
National AIDS Strategic Plan 2009/10–2012/2013 
(KNASP III) acknowledged Key Populations as a 
group of people whose behaviour puts them at risk 
of being infected with HIV. In Kenya, the primary key 
populations considered to have increased risk of 
HIV infection include: female and male sex workers 
(FSW), people who inject drugs (PWID) and men 
who have sex with men (MSM). According to the 
2008 Kenya Modes of Transmission Study (KMOT), key 
populations contributed about one third of all new 

infections as follows: male to male sex including in 
prison settings: 15.1%; sex work: 14.1%; and injecting 
drug use: 3.8%. However, the KMOT reported notable 
geographical disparities in the contribution of new 
infections across regions, with MSM contributing 
over 11% of new infections in Nairobi versus less 
than 6% in Nyanza, while PWID contribute 17% of HIV 
incidence in Coast but less than 4% in Nyanza. 

Evidence shows that HIV prevalence among key 
populations is significantly higher – up to four to five 
times higher – compared to the general populations. 
A 2011 integrated bio-behavioural survey (IBBS) of 
Key Populations in Nairobi by Population Council 
reported an HIV prevalence of 29.3% for FSWs, 18.7% 
for PWID and 18.2% for MSM. Another study of PWID 
in Nairobi and Coast provinces by the United Nations 
Office for Drugs Control (UNODC) revealed significantly 
increased vulnerability of females who inject drugs 
whose HIV prevalence was as high as 44.5%. 

Various studies have confirmed sub-optimal condom 
use among all key populations. Although condom 
use with non-regular partners is reportedly high 
(over 80%) among female sex workers, unfortunately 
condom use is significantly less frequent with regular 
partners. Nationally, only 54.9% of MSM surveyed in 
2010 reported using a condom the last time they had 
anal intercourse with a male partner. Another study 
revealed that men who are younger and poorer are 
less able to negotiate condom use than MSM with 
higher socioeconomic status (Sharma et al., 2008). 
Among injecting drug users surveyed in 2011, only 
24.7% reportedly used a condom at their last sex act.

To date, most HIV prevention efforts in Kenya have 
primarily focused on the general population, despite 
strong evidence of the concurrent concentrated HIV 
epidemic among key populations. An in-depth policy 
review led by the National AIDS Control Council 
(NACC) in 2013 confirmed that limited understanding 
of the contribution of key populations to the epidemic 
dynamics, inappropriate health worker attitudes and 
practices, restrictive policies and laws, plus prevailing 
stigmatization, marginalization, criminalization and 
violence are important contributors to the HIV burden. 

This situation demands for a dramatic shift in HIV 
prevention efforts for key populations in order to 
ultimately halt and reverse the national HIV epidemic. 
This evidence-informed and rights-based behavior 
change combination strategy was thus developed 
in order to influence social norms and practices 
regarding key populations more effectively, while 
fostering positive interactions among all concerned 
stakeholders.

1.1. HIV Prevalence, Knowledge, Attitudes and 
Practices among Key Populations 
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The Constitution of Kenya 2010, and especially 
Chapter 4 on the Bill of Rights, provides that all 
Kenyans have the right to the highest attainable 
standard of health, including the right to life, to a 
package of primary health care services that include 
reproductive health and other attributes of good 
health and the right to emergency treatment.

Kenya, being a State Party to the international 
conventions, has domesticated all human rights 
obligations under Article 2, sub article 5 and 6 of 
the Constitution to ensure that all Kenyans enjoy 
the rights thereof. Therefore, Key Populations like all 
other citizens, have a “right to the highest attainable 
standard to health, which includes the right to health 
care services, including reproductive health care” 
as contained in Article 43 (1) of the Constitution of 
Kenya, 2010. Therefore, the denial of health services 
is a violation of this right. When key populations 
face stigma and discrimination in the provision of 
health services, this violates provisions of Chapter 4 
of the Constitution of Kenya, 2010 that guarantees 
fundamental rights and freedoms of all citizens.

The Kenya Health Policy (NHP) 2012-2030 is based 
on principles of equity in the distribution of 
health services and interventions with a focus on 
inclusiveness. It is committed to the reduction of 
communicable diseases and putting interventions in 
place to support marginalized populations affected 
by communicable health conditions.

Despite the existence of a supportive legal framework 
as indicated above, various restrictive policies and 

legislation as well as criminalization of behaviour 
of key populations hamper the translation of the 
Kenyan Constitution and NHP into practice. Several 
Kenyan laws and policies are in direct contradiction 
to the rights provided by the Kenyan Constitution. 
For example, Kenyan laws do not allow for same 
sex marriages and only recognise two sexes: males 
and females with no provision for transgender 
persons. It is illegal to walk around with needles, 
syringes and other injecting paraphernalia in one’s 
possession. Current policy does not explicitly allow 
for the provision in prison settings of condoms or 
distribution of sterile needles and syringes nor opioid 
substitution therapy for people who inject drugs. As 
a result, most sex workers, men who have sex with 
men and people who inject drugs encounter much 
stigma, discrimination and violence at all levels while 
hostile health worker attitudes deter them from 
accessing available information and services when in 
need.  

In November 2012, the National AIDS Control 
Council (NACC) established a Key Populations Policy 
Development Taskforce to guide the production of 
an overarching policy framework for Key Populations 
in Kenya. An in-depth policy situation analysis 
was undertaken with implementing partners, 
government bodies, human rights and research 
organizations, Key Populations umbrella bodies and 
community members from Nairobi, Eastern, Central, 
Coast and Nyanza regions. The table below presents 
major policy issues that were raised from the policy 
review with recommendations for future policy 
considerations.

1.2. Situation Analysis of Policy Gaps 
Regarding Key Populations 
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Table 1: Key populations’ reported policy issues and recommended considerations

POLICY ISSUES POLICY CONSIDERATIONS

1. Structural barriers: criminalization of sex work, sex between 
men and injecting drug use hampering access to health care 
services and contributing to harassment from law enforcement, 
stigma, discrimination and violence

	ο Affirm the Key Populations right to health and to protection as 
citizens of Kenya in line with Constitution. Policy commitment 
to HIV combination prevention interventions with biomedical, 
behavioural and structural components

2.  Stigmatising terminology 	ο Consistent terminology and clarity in programming and 
budget commitment engagement of Key Populations in 
decision making and programming

	ο In the Kenyan context, there are no distinctions between very 
effeminate men and trans-women. 

3. Overlapping risks of Key Populations – multiple risk behaviours 
and being HIV-infected 

	ο Address overlapping risks

4. Stigma and discrimination in virtually all aspects contributing 
to rejection, ill-treatment and harassment by health workers, 
law enforcement.

	ο Stigma reduction within all service delivery points for Key 
Populations

5. Persistent threat of violence from community members, 
vigilante groups, law enforcement due to lack of legal 
protection.

	ο Structural interventions against violence 
	ο Eliminate unjust application of non-criminal laws and 

regulations against Key Populations

6. Gender disparity and poverty 	ο Acknowledge gender inequalities and adopt gender based 
programming

	ο Poverty reduction strategies for Key Populations

7. Health services not user-friendly for Key Populations, poorly-
defined minimum service package for SW and PWID and no 
standard service package for MSM

	ο Promote the right to health of Key Populations in line with the 
Constitution

	ο Support delivery of Key Populations friendly services with anti-
discrimination policies

The above review therefore determined the following policy areas of focus as priority: 

1. Strengthening the Key Populations evidence-base, 

2. Addressing the structural and social constraints to effective Key Populations programming, 

3. Definition of minimum packages of HIV prevention and care services for Key Populations, 

4. Capacity building of health workers and other service providers for delivery of user-friendly services for Key Populations 

5. Empowering Key Populations for involvement in programme design and delivery.
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In 2012/2013 the National AIDS and STI Control 
Programme (NASCOP), through the Round 10 HIV 
grant of the GFATM (Global Fund to Fight AIDS, 
Tuberculosis and Malaria), commissioned an 
assessment of the HIV-related communication and 
information needs of three key populations, namely: 
female sex workers (FSW), people who inject drugs 
(PWID), and men who have sex with men (MSM). 
The aim of the assessment was to: establish their 
knowledge, attitude and behaviour around key 
HIV prevention interventions; to identify specific 
information needs which can inform the development 
of targeted IEC materials; and to establish the best 
ways to deliver HIV-related information to the three 
groups and to uncover the potential barriers that 
might impede an individuals’ ability to respond to 
prevention and control messages.  Key findings from 
the IEC Assessment revealed that despite a generally 
high awareness of HIV, some misconceptions 
persist among these key populations regarding 

their self-perceived risk of HIV infection and sexually 
transmitted infections. Other findings from the IEC 
Assessment include: inconsistent condom use due to 
unwillingness of clients or other sexual partners and 
limited condom negotiation power due to poverty. 
Findings from the assessment also revealed limited 
awareness of availability of post-rape care services, 
prevention and treatment of tuberculosis, as well as 
drug dependence treatment. 

According to the above mentioned report, most 
key populations are out of reach of mass media, 
while health workers were the preferred information 
sources. To address identified information gaps, the 
national Key Populations Technical Working Group 
recommended targeted messaging to enhance 
knowledge, encourage modification and adoption 
of positive behaviour change. Further details of 
assessment findings are summarized in the table 
below.

1.3. Situation Analysis of Key Populations’ HIV and 
STI Information and Communication Needs 

KEY
POLULATIONS

Men who have sex
with men (MSM

Female sex
workers (FSW)

People who inject drugs (PWID)
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Summary of Key Findings from NASCOP’s Assessment of the Communication and 
Information Needs of Primary Key Populations in Kenya

Table 2: Summary of key findings from NASCOP’S assessment of the communication and 
information needs of primary key populations in Kenya

SW MSM PWID

Knowledge of HIV 	ο Despite high awareness of HIV 
transmission and prevention: 
condom use is not consistent

	ο Inadequate information on 
TB, post-rape care, drugs and 
alcohol treatment

	ο 70% have correct knowledge 
of HIV transmission

	ο Low awareness of HIV 
transmission via anal sex

	ο Low knowledge of types and 
use of lubricants and source

	ο Inadequate knowledge of 
PEP, how to disclose HIV 
status, plus legal and human 
rights issues

	ο High awareness of HIV risk 
transmission

	ο Low awareness of existence 
of essential services: MAT 
(medically assisted therapy), 
hepatitis treatment, 
psychosocial support, 
legal aid for human rights 
violations.

Perception of  
self-risk

	ο High perception of self-risk: due 
to refusal to use condom by 
some clients, condom breaks, 
rape, anal sex, limited access 
to PEP, and high prevalence of 
alcohol and drug use 

	ο Self-risk perception: high 
due to sharing within limited 
population, deliberate HIV 
infection (stamping), date-
rape, peer pressure, alcohol 
and drug use 

	ο Low condom use especially 
with newcomers and 
underage MSM 

	ο Perception of self-risk high 
due to sharing needles, blood 
exchange, unprotected sex, 
rape, sex work

Knowledge of STI 	ο High prevalence of STIs 
	ο Perception of self-risk: low as 

STIs perceived to be treatable 
	ο Unable to recognise some STIs

	ο High level of awareness for 
commonly occurring STIs 
(genital warts, chlamydia) 

	ο Inadequate treatment seeking 
practices

	ο High levels of awareness as 
STIs are a common problem

	ο Females who inject drugs: 
confirmed cases of syphilis, 
gonorrhoea, herpes,

Barriers to HIV 
prevention

	ο Clients reject use of condom
	ο Higher pay for sex without 

condom
	ο Alcohol and drug use
	ο Low STI awareness

	ο Fully reliant on sex work for 
income

	ο Only attained primary 
education

	ο Both female and male partners
	ο Fear of losing clients
	ο Alcohol and drug use
	ο Untreated STI
	ο Inability to recognize STI 

symptoms
	ο Life style, peer pressure
	ο Myths and misconceptions of 

anal sex
	ο Alcohol and drug use
	ο Rape common in party circuit 
	ο High cost of water and silicon 

based lubricants
	ο Fear of stigma and reprisals
	ο Reluctance of health workers

	ο Despair, hopelessness that 
HIV is inevitable

	ο Being high on drugs
	ο Poverty and lack of 

information
	ο Fear of HIV positive results
	ο Logistical constraints to SDP
	ο Perceived negative 

community attitude
	ο Fear of reprisal
	ο Carelessness e.g. cleaning 

used injecting material
	ο Inability to negotiate condom 

use – client preferences

Misconceptions 	ο Douching with urine or lemon 
for HIV prevention post-
exposure (PEP)

	ο HIV risk if man ejaculates
	ο Low STI threat as treatable

	ο MSM cannot get HIV
	ο Low risk perception of ‘tops’ 

(insertive partner)
	ο Low risk perception of anal 

sex as no fluids to transmit
	ο HIV virus cannot survive in 

anus due to heat
	ο Sex with uncircumcised men 

more enjoyable
	ο Bisexuals get HIV from female 

partners

	ο Low self-risk perception of 
STI due to low libido 
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SW MSM PWID

Facilitators for HIV 
prevention

	ο Having dependents
	ο Self-confidence/ discipline
	ο Alternative income

	ο High awareness of HIV 
infection risk

	ο Use of condoms and 
lubricants common, access to 
condom good

	ο Ability to seek HIV and STI 
services at existing drop in 
centres/special facilities

	ο High levels of HIV risk 
awareness

	ο Access to NSP
	ο Low sex drive

Common sources of 
information

	ο Clinic/ health facility 	ο MSM Support network e.g. 
GALCK

	ο Health facilities

	ο Outreach/peer educators

Preferred 
information sources

	ο Booklets pocket size
	ο Low literacy materials
	ο In Kiswahili
	ο Non-stigmatizing 
	ο No time to read books or to 

listen to radios

	ο Peers and MSM networks
	ο Small booklets and brochures
	ο Internet and mobile text 

messages
	ο Posters at health facilities
	ο Training at seminars
	ο Mass media engagement to 

increase gay tolerance

	ο Booklets, brochures and 
posters

	ο Use peer educators
	ο Simple, low-literacy materials 

in Kiswahili

Priority information 
needs

	ο Further information on 
condom use, TB, alcohol and 
drugs, post rape care, PAC, 
PMTCT and ART, GBV

	ο Promotion of condoms and 
lubricants

	ο Changing service provider 
perceptions of MSM/MSW

	ο Encouraging health care 
seeking among MSM

	ο Addressing stigma
	ο Alcohol and drug use
	ο Address rape and deliberate 

HIV infection among MSM

	ο Safe injecting practices 
and access to Needles and 
Syringe Programmes (NSP)

	ο Access to MAT (medically 
assisted therapy),

	ο Psychological support
	ο Vaccination, diagnosis and 

treatment for viral hepatitis
	ο Overdose prevention and 

management
	ο Promote respect for human 

rights
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2.0 Overview of HIV 
Behaviour Change 
Communication 
Strategy for Key 
Populations
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Behaviour Change Communication (BCC) 
is defined as a set of organized communication 
interventions and processes that are aimed at 
influencing social and community norms in order to 
promote individual behavioural change or positive 
behaviour maintenance for a better quality of life 
(UNFPA, 2006).

In other words, BCC is the strategic use of 
communication interventions to promote positive 
health behaviours among targeted populations 
which are appropriate to their settings. It also strives 
to cultivate a supportive environment that will enable 
targeted populations to initiate and sustain positive 
behaviours. 

BCC draws on numerous proven theories and models 
regarding what influences behaviour change. It 
employs a systematic process beginning with 
formative research and behavior analysis, followed 
by planning, implementation, and monitoring 
and evaluation of behavioural communication 
interventions. Audiences are carefully segmented, 
messages and materials are pre-tested, and both 
mass media and interpersonal channels are used to 
achieve defined behavioral objectives. 

A BCC strategy comprises of three key components1 
which are described below:

•	 Advocacy: aims to secure much needed financial 
resources and improve existing policies, guidelines 
and procedures by influencing concerned public 
leaders and other stakeholders. Examples of 
targeted advocacy activities include: engaging 
policy maker in review of policies and legislation, 
educating community leaders, or sensitization of 
the media.

•	 Behavioural Communication Intervention: 
seeks to increase awareness, influence social 
norms, induce behaviour change among targeted 
sub populations and improve interpersonal 
communication and counselling between service 
providers and the target community. Specific BCI 
activities may include disseminating accurate 
information and addressing misconceptions 
about HIV-related risky behaviours, educating 
and encouraging key population groups and 
individuals to access the available health services 
and promoting peer-based approaches that 
enhance service uptake. 

•	 Social mobilization: aims to change societal 
norms, to improve services and build community 
support by bringing groups together to fight 
stigma and address underlying social problems 
at the community level. Specific activities 
may include promoting dialogue and health 
seeking behaviour through awareness-raising at 
community level.

1 The three strategies adapted from the C-Change/AED. 2010. C-Modules: A Learning Package for Social and Behavior Change Communication Washington, 
DC: C-Change.

2.1. Definition and Rationale

2.1.1. Definition
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According to KNASP III, although the number of sex 
workers, MSM and PWID is relatively low (estimated 
total 165,021, representing 0.68% of total adult 
population above 15 years of age), this population 
has a high potential to transmit HIV infection 
through their large network of sexual and drug 
injecting partners.  National AIDS and STI Programme 
(NASCOP) established a national program for Key 
Populations (most at risk populations) to better 
address the overlapping HIV-related risks and other 
health needs of the key populations. Since 2009, a 

Technical Working Group (TWG) was established with 
a mandate of developing or updating HIV related 
policy, strategies, and service delivery guidelines for 
the national Key Populations program. Members of 
the Key Populations TWG comprise of representatives 
from government, civil society, research institutions, 
development partners and Key Populations networks. 

Existing national service delivery guidelines for Key 
Populations propose a variety of HIV combination 
prevention packages that include the following 
interventions: 

2.1.2. Rationale

•	 Behavioural interventions: support individuals to reduce behaviours that increase risk of HIV/
STI infection and adopt safe or protective behaviours. Often delivered through outreach by peer 
educators   

•	 Biomedical interventions: interventions that block infection, decrease infectiousness or 
reduce the risk of infection acquisition. Often delivered by health workers in clinical settings.  

•	 Structural interventions: these aim to increase demand for Key Populations health services 
by addressing physical, social, cultural, organizational, community, economic, legal, political, and 
environmental barriers to health care. Numerous actors are needed for structural interventions, 
such as: judiciary, law enforcement, County Government, local authorities, lawyers, and the media.

Table 3 on the next page presents a summary 
of recommended behavioural, biomedical and 
structural interventions for sex workers (SW), people 
who inject drugs (PWID) and men who have sex 
with men (MSM) including prisoners, as indicated in 
existing service delivery guidelines.

It is important to note that successful delivery of 
the recommended biomedical, behavioural and 
structural HIV interventions for key populations in 
Table 3 very much depends on the environment in 
which they live. Although the Kenyan government 
has made notable progress in setting up the national 

Key Populations program, numerous barriers 
deter members of key populations from accessing 
health services such as poverty, gender inequity, 
discrimination, marginalization and criminalization. 
Violence and stigmatization against key populations 
still prevails in Kenya, further driving them 
underground. While there is increasing prioritization 
of HIV interventions for sex workers, MSM and PWID 
by the government, the national key populations 
program is primarily donor dependant. Secondly the 
support of HIV interventions for other key populations 
is much lower, due to resource constraints and other 
issues. 

although the number of sex workers, MSM 
and PWID is relatively low (estimated total 
165,021, representing 0.68% of total adult 

population above 15 years of age), this 
population has a high potential to transmit 
HIV infection through their large network of 

sexual and drug injecting partners
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Components of recommended package of HIV Combination Prevention 
Interventions for Key Populations 

Table 3: Summary of recommended package of Key Populations services2

Component Intervention SW PWID MSM

Behavioural Peer education outreach x x x

Risk assessment, risk reduction counselling, skills building x x x

Promotion, demonstration and distribution of male and female condoms and water 
based lubricants

x x x

Screening and treatment for drugs and alcohol abuse x x x

Biomedical HIV testing and counselling x x x

HIV treatment including antiretroviral therapy (ART) and prevention of mother to child 
transmission (PMTCT)

x x x

Screening and management of sexually transmitted infections (STI) x x x

Prevention, diagnosis and treatment of tuberculosis (TB) x x x

Family planning, sexual and reproductive health care x x x

Post abortion care (PAC) x x

Post rape care (PRC) x x x

Cervical cancer screening x x

Post exposure prophylaxis (PEP) x x x

Prevention, vaccination, diagnosis and treatment for viral hepatitis x

Needle and syringe  program (NSP) x

Medically assisted therapy (MAT alias OST- opioid substitution therapy) x

Male circumcision x x

Structural Ensuring 100% condom use x x x

Mitigating and managing sexual and gender-based violence x x x

Mitigating violation of human rights x x x

Expanding choices beyond sex work x x

Psychosocial support x x x

Family and social services x x x

Livelihood assistance (e.g. Micro credit schemes) x x x

2 Republic of Kenya, Ministry of Public Health and Sanitation. National Guidelines for HIV/STI Programs for Sex Workers. September 2010.

 NASCOP 2013. Kenya National Guidelines for the Comprehensive Management of People Who Use Drugs (PWUD)National AIDS and STI Control 
Programme/MOPHS, February 2013
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NOTE: Guidelines on HIV/STI interventions for 
transgender populations in developmental stage. 

There is urgent need for a targeted and enhanced 
communication for behaviour change strategy for 
key populations in order to facilitate the following: 

•	 Coordinated and harmonized approach to 
behavioural communication and messaging 
by concerned implementing partners 
regarding issues affecting all key populations.

•	 A solid framework for advocacy and resource 
mobilization for key populations with policy 
makers and opinion leaders, 

•	 Established channels facilitating accurate and 
timely delivery of evidence-based information 

and allaying myths, misconceptions and 
rumours regarding key populations and HIV

•	 Open and constructive dialogue between 
key populations with policy makers, law 
enforcement, media, health workers and 
general public. 

•	 Positive media engagement and reporting on 
Key Populations-related issues

A comprehensive communication strategy will 
ultimately convince key populations of their ability 
to adopt positive behaviours, enhance community 
acceptance of recommended combination HIV 
prevention interventions. 

Communication for behaviour change is an integral 
component of a comprehensive national HIV/AIDS 
response as proposed in the new National HIV 
Prevention Revolution Road Map. The goal of this 
communication strategy is to reduce the HIV-related 
risk behaviour among key populations in order to 
attain zero new HIV infections in Kenya by the year 
2030. This goal will be achieved through the following 
objectives: 

•	 Improved understanding  and attitude of key 
populations toward HIV and STI prevention, 
care and treatment and thereby raise demand 
for information and services; 

•	 Enhance access to HIV/AIDS services by 
improving interpersonal communication skills 
and delivery of HIV/AIDS interventions by 
service providers; 

•	 Enabling environment through advocacy 
for the rights of key populations to health 

services and generate political commitment 
and support for evidence-based approaches 
among policy makers and opinion leaders; 

•	 Reduce barriers to HIV prevention, treatment 
and care by addressing stigma and 
discrimination and cultivate social support for 
marginalized key populations. 

Attainment of the above goal and objectives demands 
for the national government and HIV burdened 
counties to invest in high-impact, evidence-based 
behavioral change communication for targeting 
key populations.  This strategy emphasizes efficient 
delivery of tailored communication packages which 
are integrated with biomedical, behavioural and 
structural interventions with close monitoring and 
documentation of success. It is envisioned that this 
approach will sharply reduce the overall contribution 
to new HIV infections annually by key populations to 
less than 25% in 2030. 

2.2. Goal and Objectives of Key Populations 
BCC Strategy
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This document is intended to be used by all public 
and non-government stakeholders in Kenya that 
are directly or indirectly targeting one or more key 
populations. It is also relevant to senior policy makers, 
administrators, programme coordinators, project 
managers at national and decentralized levels plus 
service providers within the health, law enforcement, 
judiciary and other sectors. This strategy may be 
implemented by relevant Government institutions 
and partners at national and county levels concerned 
with HIV and drug use prevention, treatment and 

care for key populations such as: Ministry of Health, 
NACADA, sectoral AIDS Control Units, development 
partners, civil society organizations (CSOs), private 
sector and service providers including networks of 
key populations.

The following key populations may benefit directly 
from implementation of this strategy: SWs (female, 
male and transgender), MSM, and PWID. Other key 
populations such as fisher folk, truckers and prisoners 
may also gain from implementation of this strategy. 

2.3. Target Audience for Communication Strategy 

2.4. The Communication Strategy  
Development Process

2.4.1.  Methodology

The document was developed through a 
series of consultative meetings with numerous 
government and non-government stakeholders 
for Key Populations programming, complemented 
by in-depth desk review. A preliminary strategy 
development workshop was held in September 
2013 that brought together core partners concerned 
with HIV interventions for Key Populations. Further 
discussions were held with the beneficiary key 
populations that included FSW, PWID and MSMs. 
Follow up validation meetings with Key Populations 
Technical Working Group members and other 
stakeholders were convened between March and 
September 2014.

2.4.2. Socio-Ecological Model

A systematic approach was used to develop this 
communication strategy based on the diagnostic 
framework of the Socio ecological model adapted 

from Mckee, Manocourt, Chin and Carnegie (2000). 
The Socio ecological model displayed next to this 
paragraph is founded on existing theories, models 
and approaches from several disciplines. It combines 
ecological and psychological factors that help in 
the analysis and planning of various sections in this 
strategy. The Socio-ecological model incorporates 
newer approaches to social and behaviour where it 
focuses not only on individual change but on creating 
or reinforcing social conditions and relationships that 
facilitate and encourage healthy behaviour.

Based on findings from the communication situational 
analysis, relevant social and behaviour change 
strategies and communication objectives were 
proposed. Thereafter, a behaviour change analysis is 
done to identify the current risk behaviours, desired 
behaviours, and barriers to achieving behaviours, 
key message themes and delivery channels were 
proposed and a core set of indicators formulated 
for tracking progress and outcomes for each target 
group. 
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2.4.3. Scope Of Communication Strategy

This document covers the why, what, when, how 
and by whom of a communication strategy. In 
addition to the HIV epidemiological background and 
the theory of behavioural change communication, it 
presents the complete analysis and BCC strategies 
for the primary key populations, i.e. Sex Workers, 
People who Inject Drugs and Men who have Sex 
with Men. For each key population, an in-depth 
communication analysis first provides insight into 
the current gaps in HIV-related knowledge, attitudes 
and practices of individuals who are either directly 
affected by reported issues or concerned with 
recommended interventions. This process helps 
to identify the primary, secondary and tertiary 
audience, and thereby tailor proposed interventions 
as per identified information and communications 
gaps of each key population. 

This communication strategy recognizes that health 
behaviours are complex and influenced by both 
individual and external factors. The strategy therefore 
strives to address internal and external factors that 
may be susceptible to change such as self-efficacy, 
culture and access to services. It also acknowledges 
cross-cutting factors that are beyond the control 
of key populations affecting their behaviour. 
These factors may require sustained high level 
interventions such as review of restrictive policies 

and legislation. While, this strategy will primarily 
support the delivery of targeted and evidence-based 
behavioural communication programs to achieve 
positive behaviours among key populations with a 
more enabling environment to facilitate adoption 
of those behaviours, it is beyond the scope of this 
strategy to bring meaningful change in existing 
policies and legislation.  It will also be difficult to 
attribute any significant reduction in HIV prevalence 
directly to this strategy.

The 2013 National HIV Prevention Revolution Road 
Map: Count Down to Zero recommends a dramatic 
shift in the national HIV response in order to achieve 
zero new infections, zero deaths and zero stigma 
and discrimination by 2030. This demands for 
prioritization of targeted HIV combination prevention 
interventions by population and by geographic 
clustering to achieve greater impact in reversing 
the HIV epidemic and through more efficacious use 
of available resources. The Road Map groups the 
47 counties into three clusters - high, medium and 
low - based on Kenya’s geographical disparities in 
HIV prevalence and incidence among the general 
and high-risk populations. The table below illustrates 
the county grouping and population prioritization 
across the three clusters.

zero
NEW INFECTIONS

zero
STIGMA

zero
DISCRIMINATION

YEAR 2030
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Prevention Revolution Road Map Geographic Prioritization of Counties  
by HIV Profile  

Table 4: HIV Prevention Revolution Road map Geographic prioritization of Counties by HIV profile 

Counties HIV Profile Priority Populations 

High Incidence 
Cluster

Nairobi, Homa Bay, Kisumu, Siaya, 
Migori, Mombasa, Turkana,  Kisii

	ο HIV incidence: >3%
	ο HIV prevalence: 10 - 28% 
	ο No. PLHA: 900,900 
	ο Estimated population at risk: 

10,632,820 

	ο General population
	ο HIV infected individuals
	ο Discordant couples
	ο Youth (especially females)
	ο Sex workers
	ο MSM and transgender 
	ο PWID
	ο Fisherfolk

Medium 
Incidence 
Cluster

Busia, Nakuru, Kakamega, Kiambu, 
Trans Nzoia, Muranga, Machakos, 
Kajiado, Makueni, Bomet, Uasin Gishu, 
Kitui, Meru, Bungoma, Kericho, Kwale, 
Nandi, Narok, Kilifi, Nyeri, Vihiga, 
Nyamira, Kirinyaga, Nyandarua, Taita 
Taveta, Tharaka, Embu, Baringo, Elgeyo 
Marakwet, Laikipia, Samburu, Isiolo

	ο HIV incidence: 0.1-<0.3%
	ο HIV prevalence: 3% - 7%
	ο No. PLHA: 748,300
	ο Estimated population  at risk: 

24,521,050

	ο HIV infected individuals
	ο Discordant couples
	ο Youth (especially females)
	ο Sex workers
	ο MSM and transgender
	ο County specific bridging 

populations

Low Incidence 
Cluster

Garisa, Wajir, Mandera, West Pokot, 
Tana River, Marsabit, Lamu

	ο HIV incidence: <0.1% 
	ο HIV prevalence: 0 – 3%
	ο No. PLHA: 30,700
	ο Estimated population  at risk: 

3,456,227

	ο Bridging populations
	ο Mobile populations
	ο Refugees 
	ο PWUD/PWID 

Implementation of this communication strategy 
could initially focus on high and medium incidence 
counties that have documented evidence of high HIV 
prevalence among key populations. Thereafter, efforts 
are needed to scale up to other counties, in accordance 
with emerging new evidence and resource availability. 
Improved advocacy, interpersonal communication 
and social mobilization efforts plus skill building at 
targeted counties will enable key populations to 

adopt safer behaviours to prevent HIV and other STIs, 
to access Key Populations friendly health services 
and improve the quality of life for the HIV infected. It 
is therefore anticipated that implementation of this 
communication strategy at national and county levels 
will  contribute to zero new infections, zero deaths and 
zero tolerance for stigma and discrimination against 
key populations by 2030.

2.4.4. Other Relevant Guidance Documents On Key Populations

This communications strategy was developed to complement other existing policy documents and service 
delivery guidelines directly or indirectly addressing key populations, such as:

•	 2010 Constitution of Kenya and Bill of Rights

•	 Kenya HIV Prevention Revolution Road Map, 2013

•	 National Peer Educators Training Manual 

•	 Quality Assurance Standards for Key Populations Peer Education Programs, 

•	 National Guidelines for HIV/STI Programs for Sex Workers,

•	 Kenya National Guidelines for the Comprehensive Management of the Health Risks and 
Consequences of Drug Use, 2013 

•	 Standard Operating Procedures for the Needle and Syringe Exchange Programme, 2013

•	 Standard Operating Procedures for Medically Assisted Therapy, 2013

•	 Health Workers Training Curriculum for Key Populations 

•	 National Guidelines for Key Population HIV/STI Programming, 2014
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3.0 Sex Workers 
Communication 
Strategy
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•	 Public/Street-based sex workers: solicit clients on the streets, car parks and other public 
places. 

•	 Home-based sex workers: exchange sex for money or goods in one’s home. 

•	 Venue based typology

	ο Brothel/Sex Den based sex workers: operate from an establishment with a number of rooms. 

	ο Bar-based sex workers: exchange sex for money or goods in a designated structure or 
location like bars and, hotels without lodging and other locations. 

	ο Bar with lodging based sex workers: exchange sex for money or goods in a designated 
structure or location like bars and  hotels  with lodging

	ο Strip club and night club based sex worker: sex workers operate from night clubs  where the 
clients pick up strippers who also trade in sex work

	ο Massage parlour based sex workers: sex workers who operate from massage parlours

•	 Other sex workers: although they may operate as escort service through online services, the 
typology of male sex workers and transgender sex workers is not adequately defined in Kenya.

3.1. HIV Related Risk Behaviors for Sex 
Workers-Problem Analysis

Sex work is broadly defined as the exchange of 
money for sexual services. Persons who engage in 
sex work exchange sex acts for something of value 
including cash, material items that would otherwise 
not be extended to them by their sex partners3.  It 
is important to note that sex work is consensual 
sex between a sex worker and a client who gives 
something of value in exchange for sex. It may vary 
between and within countries and communities. 

The National Guidelines for HIV/STI Programs for 
Sex Workers (2010) acknowledges the existence of 
“female, male and transgender adults and young 
people over 18 years of age who receive money 
or goods in exchange for sexual services, either 
regularly or occasionally”. Female sex workers (FSW) 
are the most prominent type of sex workers in Kenya4.  
These women exchange vaginal, anal/or oral sex for 
money or other items of value primarily with men. 

Transgender is an umbrella term applied to persons 
whose gender identity and expression does not 
conform to the norms and expectations traditionally 
associated with the sex assigned to them at birth (WHO 
guidelines). Transgender people may self-identify as 
transgender, female, male, trans-woman or trans-man, 
trans-sexual, or one of many other transgender identities 
and may express their gender in a variety of masculine, 
feminine and/or androgynous ways.

Various criteria have been used in the past to 
categorize female sex work, e.g. by type of practice, 
mode of operation or organization, nature of the 
sex work, network, place of sex, primary place of 
solicitation, earnings, and level of autonomy from 
brothel owners. For programming purposes, the 
national guidelines categorize female sex workers 
by their primary places of work as shown below. 
However, this categorization is fluid and may change 
periodically, for a variety of reasons. 

In March 2013 members of the Key Populations 
Technical Working Group (TWG) reached consensus 
that there are an estimated total 133,675 regular FSW 
in Kenya (excludes those engaging in transactional 
sex).  The estimation of exclusive male sex workers 
was not very clear as they were included under 

the mapping of MSM. There has been no mapping 
of transgender sex workers. The following tables 
present the distribution of non-home based female 
sex workers in 3 major cities in Kenya and across 
different regions as per The 2013 Kenya Most at Risk 
Population Size Estimates Consensus Final Report.

3  The National Guidelines for HIV/STI Programs for sex workers, (2010)
4 The National Guidelines for HIV/STI Programs for sex workers, (2010)
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Table 5: FSW population size estimates by City and Province

FSW Population Size Estimates by City  

City Point Estimate % Total Female Population 15-49 Years

MOMBASA 11,660 7.6%

NAIROBI 6,834 --

KISUMU 2,524 1.6%

(Source: 2013 Kenya Key Populations Size Estimates Consensus Report)

FSW Population Size Estimates by Province 

Province Point Estimate % Total Female Population  
15-49 Years

% Urban Female Population  
15-49 Years

NAIROBI 29,494 3.0 4.0

RIFT VALLEY 21,929 0.9 3.9

COAST 20,143 2.5 5.8

NYANZA 19,406 1.5 5.8

EASTERN 14,258 1.1 4.9

WESTERN 14,135 1.4 8.1

CENTRAL 12,271 1.1 3.3

NORTH EASTERN 2,039 -- 2.3

NATIONAL 133,675

(Source: 2013 Kenya Key Populations Size Estimates Consensus Report)

Key Populations Technical 
Working Group (TWG) reached 

consensus that there are an 
estimated total 133,675 regular 

FSW in Kenya.



NATIONAL KEY POPULATIONS COMMUNICATION STRATEGY   |   2014-2017NATIONAL KEY POPULATIONS COMMUNICATION STRATEGY   |   2014-201728

As previously stated, FSW are highly vulnerable to HIV 
due to their risk behaviours – 29.3% HIV prevalence for 
Nairobi sex workers compared to 23.1% for migrant 
sex workers (NASCOP MARPs Surveillance Report, 
2011). A 2011 integrated bio-behavioural survey 
(IBBS) of FSWs in Nairobi reported a median age of 
16 years for first transactional sex (IQR 13-21 years), 
with 17% of first sexual acts being forced or coerced. 
Entry into sex work is reportedly driven by: poverty, 
dependency of children and other family members, 
gender disparity, low literacy (46% have primary level 
education; only 22% attained secondary), substance 
abuse and humanitarian emergencies. Over 60% 
of FSW have practiced sex work for over ten years. 
Majority (77%) of FSW meet their clients at bars while 
29% pick them from roadsides. The median number of 
male clients per FSW in the past 7 days was 7 (IQR 5-21).  

Despite high (95%) FSW awareness of condoms as 
a method for HIV prevention, the IBBS reported that 
39% did not believe that abstaining from sex was 
protective, 23% did not believe that they could get HIV 
from unprotected anal sex, or that there was medical 

treatment for HIV. Difficulty in negotiating for safe sex 
is evidenced by low rates of condom use: 62% with 
paying clients and 37% with non-paying partners. 
Trust and familiarity with clients was a commonly 
reported barrier to condom use. About 54% of FSWs 
accessed condoms from vendors and 30% from bars 
and night clubs. According to NASCOP’s Sex Worker 
guidelines 2010, 41% of female sex workers practiced 
anal sex with clients and 36.1% dry sex. 

Female Sex Workers (FSW) experience adverse 
consequences of sex work, such as: increased risk of 
HIV and STI, sexual and gender based violence, and 
unwanted pregnancy. According to the national sex 
worker guidelines, the risk of HIV/STI varies by type 
of sex work and literacy levels. FSWs with primary 
or lower education are poor, have limited condom 
negotiation skills, and engage in more risky sexual 
behavior (high number of clients, anal and dry sex). 
About 7% of FSWs in the Nairobi IBBS were pregnant 
and 15% had ever procured an abortion for unwanted 
pregnancies. Only 75% of FSW reported contraception 
use in the preceding 30 days, with Depo-Provera and 

3.2. HIV Prevalence and Risk Behaviours among 
Sex Workers

Societal Level Factors
• Economic conditions
• Social structures and gender dynamics
• Cultural and religious context
• Political structure
• Geography

Local Sex Work Environment
• Legal suppression
• Criminalization
• Client volume (demand)
• Client mix (local/ external)
• Organizers/ controllers

Sex Worker Characteristics
• Process of initiation
• Age distribution
• Economic dependency
• Addiction
• Duration in sex work

Vulnerability/Resilience Factors
• Economic control
• Latitude for decision-making
• Accessibility of services
• Social cohesion

Behavioural Risk Factors
• Client volume
• Other high-risk partners
• Condom use
• Utilization of services

Solicitation Process   
Work Patterns
Brokered vs. independent
Open spaces vs. fixed venuee
Opportunistic vs. planned clients

Full-time vs. part-time
Stationary vs. mobile

Regular vs. irregular clients

Venues
Brothel
Home

Sex Work Organization an Patterns
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Table 6: SW People analysis

Primary audience Secondary audience Tertiary 

•	 Sex workers
•	 Age segments: Majority below 30 years; 
•	 Gender: Female, male, transgender
•	 Marital status: Some are single, others 

married,
•	 Monthly Income: Earn between Ksh. 5,000 – 

70,000. Average is 15,000
•	 Education: 75% only attained primary 

education; some are illiterate
•	 Children: Average of 1-2 children especially 

FSW
•	 Geographical: Urban, peri-urban
•	 Settings: Street, homes and  venue 

(hotspots) based sex work

•	 Group leaders/gatekeepers in the 
different bases

•	 Health providers in public, private 
and NGO sectors

•	 Family 
•	 Brothel and bar owners
•	 Pimps and brokers
•	 Brothel managers 
•	 FSW leaders
•	 Clients and partners of sex workers

•	 law enforcement at national 
and county levels (Police, 
judiciary, prison)

•	 Chiefs 
•	 MOH at national and county 

levels
•	 Religious leaders
•	 Community members 
•	 law agencies, e.g. CREW
•	 Media practitioners 
•	 NGOs, CBOs

Source of data for primary audience: IBBS 2012, Population Council

Note: Although a similar analysis for MSW and TGSW has not been performed due to lack of relevant baseline information, the primary 
and secondary audiences are likely to reflect those in the table above.

male condoms being the most commonly used 
contraceptive methods. A 2007 Integrated Bio-
Behavioural Survey (IBBS) in Coast Province by Family 
Health International (FHI) revealed that two thirds 
of FSW experienced some sexual violence due to 
their sex work. It also revealed that ill-treatment and 
harassment by law enforcement officers is a common 
problem and (Tegang et al., 2009).

Various studies have reported high prevalence of 
drug use among FSWs in Kenya (alcohol, miraa and 
marijuana), and some have associated binge drinking 
with increased number of sexual partners, incidence 
of condom breaks, violence, as well as prevalence of 
STIs and HIV (Tegang, Chersich,). According to the 
2011 IBBS, most commonly used drugs are mirraa/
khat and marijuana while the prevalence of injection 
drug use among FSW in the past 12 months was 2%. 
Only 37% FSW had reportedly not used any drugs in 
the past 12 months.

The above figure illustrates numerous prevailing 
risks and vulnerabilities among FSW in Kenya. The 
pattern and degree of organized sex work adopted 
may be influenced by behavioural factors and coping 
mechanisms.  FSW have a high risk of HIV and STIs 
exposure due to the high volume of high-risk 

partnerships and unprotected sex in the presence of 
alcohol and drug abuse, and untreated STIs including 
potentially high HIV positivity of clients.  Applying the 
median 7 male clients per FSW per week as reported 
by 2011 IBBS by Population Council to the total 
estimated 133,675 FSWs indicates potentially over 
900,000 sexual acts per week. Underlying contributors 
to the FSW vulnerability include: poverty, punitive 
laws, police harassment, human rights abuse, gender 
based violence, and stigma and discrimination 
contributing to exploitative work environments with 
limited access to health, social and legal services. 

Stigma and discrimination has been described as 
a key driver of poor physical and mental health 
outcomes among other sex worker populations 
in Kenya. In addition to being disproportionately 
burdened by STI and HIV, male and transgender 
sex workers experience higher rates of depression, 
anxiety, substance use and suicide attempts as a result 
of chronic stress, social isolation and disconnection 
from a range of health and support services. From 
an HIV prevention standpoint, alcohol and substance 
use/dependence increase their risk for HIV due to 
diminished inhibitions. Selling sex to maintain drug 
supply also increases the risk for HIV infection. 

3.3. SW Analysis and Audience Segments

This section helps us to identify specific SW 
populations who are directly and indirectly affected 
by STI/HIV related risks and other stakeholders who 
are involved with them in some way. Those most 
affected are referred to as the primary audience; 
those who directly influence the primary audience 
are the secondary audience while those exerting 

indirect influence are referred to as the tertiary 
audience. When developing BCC interventions, all the 
three categories of audiences need to be targeted 
with messages and key actions. The following table 
identifies primary, secondary and tertiary audiences 
that need to be targeted with SW related behavioural 
change communication interventions. 
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3.4.1. Change Matrix for Sex Workers  

Table 7: Change matrix for Sex Workers

Current behaviors Desired changes Obstacles

Unprotected sex 
with multiple sexual 
partners: 

Increased risk perception and universal safe 
sexual practices:
•	 Increased comprehensive knowledge of HIV 

transmission and prevention including risk 
perception

•	 Enhanced condom negotiation skills
•	 Increased correct, and consistent use of 

condoms and lubricants
•	 Increased condom use with all sexual partners 

including the regular or non-paying partners
•	 Reduction in high risk sexual practices such as 

anal sex or dry sex

Most sexual acts are unprotected due to:
•	 	low access to condoms and lubes
•	 	lack of information
•	 	Inadequate personal risk perception
•	 	low condom negotiation skills 
•	 	Familiarity and trust in sexual partners
•	 	Higher pay for sex without a condom 
•	 	Poverty & limited income 
•	 	Myths and beliefs around condom use
•	 	Gender inequity hampers condom use 
•	 	Fear, risk of gender based violence
•	 	Excessive use of alcohol and drugs
•	 	Stigma of sex work 
•	 	lack of respect for sex worker human rights
•	 	lack of empowerment of sex workers

Regular drug and 
alcohol abuse. 

Reduced SW dependency on drugs and  alcohol:
•	 	Increased knowledge of HIV related and other 

health risks and consequences of alcohol and 
drug use

•	 	Adoption of safer drug use practices (non-
injection, non-sharing)

•	 	Reduced sex encounters while using alcohol 
and drugs

•	 	Pursuit of drug dependency treatment

•	 	Easy access to alcohol and drugs where sex 
work is done 

•	 	Peer pressure 
•	 	Alcohol and drugs used as a coping 

mechanism for stress of sex work

Low linkage to HIV 
care and treatment  

Correct knowledge of HIV status with prompt 
treatment initiation
•	 	Increased awareness of benefits of knowing 

ones HIV status and accessing treatment for HIV 
positive sex workers

•	 	Regular  HIV testing 
•	 	Early linkage to HIV care and treatment if HIV 

positive
•	 	Increased adherence to HIV treatment for HIV 

infected
•	 	Positive living for HIV infected sex workers 

•	 	low awareness of HIV treatment
•	 	Health services not accessible or affordable 

to FSWs
•	 	Negative attitude health care workers 
•	 	FSW fear of HIV-positive test results

3.4. Change Matrix for SWs Populations
This section addresses behavioural and contextual barriers that most SW populations face against HIV risk 
reduction and accessing health services. The SW key risk behaviours and vulnerabilities are discussed, including 
desired behaviours. The keys issues analysed under this section in the table below for SWs are as follows;

•	 Unprotected sex with multiple sexual partners

•	 limited knowledge of HIV-related risks for anal sex and confidence in HIV treatment

•	 Regular drug and alcohol abuse

•	 Poor health seeking behavior

•	 Frequent exposure to gender based and sexual violence

•	 low and insufficient access to long term contraceptive and its use

•	 Criminalization of sex work and same sex relationships

•	 Stigma and discrimination
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Current behaviors Desired changes Obstacles

Poor health seeking 
behavior for STI 
treatment

Early STI detection and prompt treatment seeking
•	 Increased SW knowledge of STI symptoms and  

risk for HIV
•	 Frequent SW clinic visits for STI screening 
•	 Completion of SW treatment of  symptomatic 

STIs 
•	 Increased consistent use of condoms and 

lubricants 

•	 High prevalence of STIs including herpes 
simplex, 

•	 Health services not accessible nor affordable 
for FSWs

•	 Poor quality of health services
•	 Insensitive  service providers

Frequent SW 
exposure to gender 
based and sexual 
violence 

Increased demand for SW protection and prompt 
action against sexual and gender based violence
•	 Increased SW awareness of  rights of sex 

workers and available violence prevention and 
response interventions 

•	 Functioning reporting system for SW incidents 
of violence 

•	 Prompt legal action against GBV perpetrators 
•	 Increased utilization of violence prevention 

and response services (clinical – PEP, legal, 
psychosocial)

•	 Negative attitudes towards sex work
•	 Prevailing moral, socio cultural and religious 

norms
•	 Criminalization of sex work 
•	 Absence of crisis management system
•	 Ill-treatment and harassment by law 

enforcement officers
•	 Fear of retribution from perpetrators and 

lack of legal aid desk for sex workers

Low uptake of  long 
term contraceptive 
use by FSW 

High contraceptive uptake
•	 Increased SW knowledge regarding risks and 

consequences of unwanted pregnancies 
•	 Increased SW uptake of long term or 

permanent contraception
•	 lower proportion of SW procuring unsafe 

abortion services
•	 Increased SW uptake of post-abortion care for 

those in need

•	 Over-reliance on short term contraception 
methods

•	 limited awareness and low access to long 
term contraception methods

•	 low awareness of post-abortion care 
services

•	 Hostile health worker attitudes
•	 High geographic mobility 
•	 Peer educators either not enough (ratio), 

not paid. not trained or not motivated

Inadequate political 
will and resources 
for SW programming 

Increased demand for decriminalization and 
community support
•	 Increased stakeholder knowledge of SW health 

needs
•	 Decriminalization of SW
•	 Domestic allocation for Key Populations 

programming

•	 Punitive laws and policies 
•	 limited awareness regarding influence of 

sex workers on general HIV epidemic and 
consequences of criminalization

•	 Prevailing moral, socio cultural and religious 
norms

Stigma and 
discrimination 
hampering SW 
access to health 
services

Sex-worker friendly services
•	 Reduction in stigma related incidents
•	 Increased understanding of service providers 

regarding SW health needs
•	 Increased positive media reporting on SW
•	 Increased community acceptance of SW

•	 Negative attitudes of Health workers, 
community, paralegals, social services

•	 limited awareness regarding influence of 
sex workers on general HIV epidemic and 
consequences of stigma
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The purpose of this communication strategy is to 
ultimately increase demand for HIV/STI information 
and services for female, male and transgender 
sex workers as stated in matrix 3.4.4. Behavioural 
communication strategies proposed in this section 
have been carefully selected to achieve maximum 
impact in HIV risk reduction and improve access to 
and uptake of services by the SW population. 

The desired change is influenced by various 
stakeholders including family, peers, community, 
work place, law enforcement, etc. A three-pronged, 
integrated communication for behaviour change 
approach will be used to bring about the desired 
change.  Concerned stakeholders will be engaged at 
every level in undertaking the following:

1. Raising SW demand  and utilization for HIV 
prevention, treatment and support services

2. Enhancing access to SW-friendly services by 
strengthening provider-client interpersonal 
communication 

3. Fostering an enabling and supportive 
environment for implementation of targeted HIV 
combination prevention services/programs for 
SW

Efforts will be made to strengthen partnerships with 
all stakeholders concerned with implementation of 
this strategy in order to attain proposed objectives. 
These stakeholders may include: policymakers, 
health workers, individuals and community (Refer 
to Table 7). The above stated behavioural change 
strategies will be designed, implemented, and 
monitored in consultation with the primary target 
audiences i.e. SWs, at each stage in order to achieve 
the desired impact.

I. Strategy one: Raising demand for services 
and utilization through interpersonal 
communication initiatives. This is done by 
increasing SW knowledge on HIV/STI reduction 
and thereby influence sustained healthy 
behaviour. It is achieved through changes in 
knowledge, attitudes, practices, norms, values 
using a variety of communications and tools. 
Interpersonal communication also helps to build 
behavioural skills and increase self-efficacy.  Skills 
in risk reduction counselling and demonstration, 
distribution of condoms and lubricants, and 
facilitating effective referrals and linkages to 
other service providers will be enhanced.
•	 The one on one communication can be 

achieved as follows;

	ο Peer to peer education and outreach

	ο Training and skills-building activities in 
small groups

	ο Provider –client education and 
counselling

	ο Use of mobile phones to disseminating 
messages

	ο Community mobilization to increase 
awareness on health rights, risks of HIV/STI 
and GBV, gather collective SW community 
solutions, and thereby enhance social support 
through SW groups and networks

	ο Capacity building among sex workers for 
leadership and ownership

II. Strategy Two: Enhancing access to SW 
friendly services by strengthening 
provider-client interpersonal 
communication. This may be achieved 
through ongoing training and sensitization 
of health workers on delivery of user-friendly 
services for STI, HTC, Care and treatment, FP, 
linkages to services related to GBV among 
others

III. Strategy three: Enabling environment 
through advocacy targeting various 
stakeholders to raise awareness about 
constitutional right for health for all. It should 
specifically target people with potential to 
influence decision making at National, County 
and Sub-County levels.  Activities may include 
sensitizations, joint planning/review, media 
special events, and seminars. This can be 
achieved through: 

	ο Sensitisation of national and 
county health officials

	ο Media advocacy with journalists 

	ο Advocacy with law enforcement, 
judiciary and legislature

	ο Advocacy with religious leaders

	ο Addressing stigma and 
discrimination 

The above will be achieved through dialogue, 
negotiation, consensus among different 
stakeholders at National, County and community 
levels concerned with SW HIV/STI risk reduction 
efforts and action. This will increase sustainability 
and assure mutual complementarity in SW 
interventions efforts.

3.5. SW Strategies, Communication Channels 
and Materials
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SW Message framework

Table 8: SW Message Framework

COMMUNICATION 
OBJECTIVES

KEY MESSAGES INDICATOR

Increased risk 
perception and 
universal safe sex 
practices among sex 
workers

•	 The risk of HIV infection from sexual 
intercourse is the same with any partner

•	 The risk of being infected with HIV 
increases as the number of casual 
partners rises 

•	 Avoid high-risk sex to keep away from 
HIV and other STIs

•	 Number of service contacts in which SW received 
targeted IEC on HIV sexual transmission and 
prevention

•	 Number of SW reached with targeted IEC on HIV 
sexual transmission and prevention

•	 Number of individuals within target groups 
reporting 2 methods for HIV prevention 

•	 Number of individuals reporting use of condoms 
every time they had sex

•	 Wear a condom for every vaginal or anal 
sex act to protect yourself against STIs

•	 Always use  a condom during sex with 
both regular and non-regular partners

•	 Percentage of sex workers with correct 
knowledge of condom use for HIV prevention

•	 Percentage of sex workers reporting use of 
condoms the last time they had sex

SW have correct 
knowledge of ones 
HIV status and prompt 
treatment initiation 
for those in need

•	 Knowing your HIV status helps you to 
stay safe and to avoid new infections

•	 Know your HIV status so that you can 
access appropriate treatment

•	 Number of service contacts in which SW were 
provided with targeted IEC on HIV testing and 
treatment

•	 Number / % reached with targeted SW on HIV 
testing and treatment

•	 Percentage of sex workers with correct 
knowledge of HIV testing and treatment

•	 Number of individuals within target groups 
that have received testing and counseling in a 
specified period of time

3.6. SW Communication Objectives and 
Message Framework

The table below provides simple guidance on how 
to design targeted behavioural communications 
efforts aimed at reducing HIV/STI risk behaviours 
and creating demand for HIV/STI and other services 
among different SW groups.  The table further 
defines indicators for tracking the achievement of 
the expected outcomes5 for SWs. To achieve positive 
behaviour change, implementers of behavioural 

communication interventions must ensure key 
messages are accurate, appropriate, respectful, assure 
confidentiality of the target population, and avoid 
sensationalization.

The messages need to be defined further and pre-
tested to gauge comprehension, relevance, and 
acceptability.

5 National guidelines for sex workers 2010
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COMMUNICATION 
OBJECTIVES

KEY MESSAGES INDICATOR

Early  STI detection 
and prompt treatment 
seeking by SW

•	 Having STIs does not mean a person has 
AIDS

•	 Untreated STIs can facilitate HIV infection 
or even reduce your fertility 

•	 Delaying STI treatment can increase your 
chances of being infected with HIV

•	 Seek medical treatment for any abnormal 
symptoms affecting your reproductive 
organs/ function

•	 Take your partner with you for treatment 
of STIs to avoid re-infecting one another

•	 Seek advice on how to protect yourself 
and your sexual partners from STIs 

•	 Number of service contacts in which SW were 
provided with targeted IEC on STI screening and 
treatment

•	 Number / % reached with targeted SW on STI 
prevention and treatment

•	 Percentage of sex workers with correct knowledge 
of STI

•	 Number of STI cases taking full prescribed dosage
•	 Number of patients with STIs reporting at health 

facilities for diagnosis, treatment and counseling 
according to national guidelines

•	 Number of patients who seek appropriate STI 
treatment together with their partner

•	 STI prevalence

Increased number  of  
SW expressing desire 
to reduce dependency 
on alcohol and drug 
use

•	 You can get HIV by sharing  needles and 
other injecting supplies

•	 The risk of being infected with HIV and 
death increases as the types and quantity 
of drugs consumed rises 

•	 Say No to Drugs and Alcohol
•	 If you still use drugs, then do not inject 
•	 If you still inject, do not share injecting 

equipment

•	 Number of service contacts in which SW 
were provided with targeted IEC on drug use 
prevention and treatment

•	 Number / % reached with targeted SW on drug 
use prevention and treatment

•	 Percentage of sex workers with correct 
knowledge of HIV testing and treatment

•	 Number of individuals reportedly having 
unprotected sex while drunk in the specified 
period of time

•	 Number of SWs reporting decrease in drug and/
or alcohol consumption

•	 Number of SWs who inject drugs reporting use 
of sterile needles/syringes the last time they 
injected.

Increased SW demand 
for protection and 
prompt action against  
sexual and gender 
based violence

•	 Protecting women from rape leads to an 
HIV free society 

•	 In case or rape or violence, seek medical 
and legal advice immediately

•	 In case of rape, ask for PEP and 
emergency contraception

•	 Number of service contacts in which SW were 
provided with targeted IEC on sexual and gender 
based violence

•	 Number / % SW reached with targeted SW on 
sexual and gender based violence

•	 Percentage of sex workers with correct 
knowledge of prevention and management of 
sexual and gender based violence

•	 Number of incidents of sexual and gender based 
violence against SW reported

•	 Number of reported perpetrators arrested/ taken 
to court/ and persecuted

•	 Number of victims that received PRC services

Reduction of 
incidence and adverse 
consequences 
of unwanted 
pregnancies 

•	 For maximum security use dual 
protection

•	 For your own health safety, always use 
protection

•	 Number of SWs with correct knowledge of 
contraception and post abortion care (PAC)

•	 Contraceptive Uptake among SWs
•	 Number of SWs reporting dual protection against 

HIV and pregnancy in the specific reporting 
period

•	 Number of sex workers accessing PAC services
•	 Number of post-abortion deaths averted
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COMMUNICATION 
OBJECTIVES

KEY MESSAGES INDICATOR

Increased demand for 
decriminalization and 
prioritization of SW in 
national HIV response

•	 Every Kenyan has right to highest 
standard of health care, including sex 
workers

•	 Sex workers have a right to confidential 
and non-judgmental treatment

•	 Support rather than punish sex workers 
in order to save lives

•	 HIV prevention, care and treatment for 
sex workers is everyone’s responsibility 

•	 Address the priority health needs of sex 
workers because the future of the HIV 
epidemic depends on you.

•	 Number / % individuals reached with targeted 
SW on human rights of SWs in national HIV 
response

•	 Number of stakeholders demonstrating correct 
knowledge of SW rights 

•	 Number of laws and policies protective of SW 
rights

•	 Number of individuals expressing accepting 
attitudes and support toward SW

•	 level of political support for SW interventions
•	 % of domestic allocation reserved for SW 

interventions

SW-friendly service 
providers

•	 HIV prevalence among female sex 
workers is more than five times that for 
the general adult population

•	 Exposing a sex worker who is seeking 
health care is poor quality care and 
unethical

•	 Always give proper health information 
and health services 

•	 Sex workers have a right to confidential 
and non-judgmental health services 

•	 Extend health services to sex workers for 
an HIV-free society

•	 Encourage sex workers to regularly seek 
HIV and STI screening in order to reduce 
HIV transmission risk

•	 Number / % individuals reached with targeted 
SW on human rights of SWs in national HIV 
response

•	 Number of service providers demonstrating 
correct knowledge of risks and rights of SW 

•	 Number of service providers expressing 
accepting attitudes toward SW

•	 Number of service providers routinely providing 
services to SW
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Table 9: SW IEC/BCC materials

Target audience Type of IEC materials 

Primary audience: SWs •	 Interpersonal Communication Materials (IPC)
•	 Brochures
•	 Posters
•	 Branded merchandise e.g. pouches, make up bags.
•	 Peer education job aids
•	 Documentaries
•	 Special website with online materials

Secondary audience: Healthcare service providers •	 Interpersonal Communication Materials (IPC)
•	 Counselling job aids 
•	 Documentaries
•	 Guidelines
•	 Posters
•	 Special website with online materials

Tertiary Audience: Policy  makers and other 
stakeholders

•	 Fact  sheets
•	 Policy briefs
•	 Newsletters
•	 Documentaries  
•	 Special website with online materials 

3.7. SW IEC/BCC Materials 
Key messages suggested in the previous section may be used to develop a variety of materials. To ensure that all 
IEC/BCC materials are appropriate for the intended audiences, the primary audience, i.e. SW, must be consulted 
during the development of these materials and messages.  All IEC/BCC materials need to be pre-tested with the 
target audience before dissemination.
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Table 10: SW BCC Activities

Strategy Activity

Advocacy and social mobilization  to 
mitigate HIV vulnerabilities

•	 Policy review with key decision makers via meetings, seminars, special fora
•	 Develop policy briefs for policy makers and media
•	 Conduct National and County Stakeholder meetings and events to address stigma 

and discrimination

Strengthen Service providers 
capacity for BCC

•	 Provide training and mentorship of health care providers at National, County and 
service delivery levels

•	 Develop BCC training packages and job aids for healthcare providers 

Interpersonal Communication  
initiatives for SWs 

•	 Conduct training and life skills-building activities peer educators and outreach 
workers to conduct effective BCC

•	 Develop messages and produce SW Brochures, posters, and branded pouches, 
including social media messages

•	 Identify and support regular SW social networks interactions
•	 Establish SW Dialogue groups in targeted areas of operation and support BCC 

initiatives

M&E •	 Baseline assessments on problem behaviours, risk factors plus barriers to health 
services

•	 Baseline and end line assessments 

3.8  SW WORK PLAN FOR BCC

These are planned activities for the SWs to be conducted at National level. It is expected that this framework will 
guide implementers at the county level to develop County level specific implementation plans.
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4.0 People Who 
Inject Drugs 
Communication 
Strategy
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The Kenya Key Populations Size Estimates Consensus 
Report (2013) estimated that there were 18,327 PWID 
in Kenya who were primarily concentrated in two 
regions: Coast had 8500 PWID with 6,216 in Nairobi. 
PWID populations in other regions represent less than 
0.05% of the adult population. NACADA estimates 
20,000 PWID nationally versus UNODC 49,167 for 
Nairobi and Coast region.

The Kenya Modes of Transmission Study of 2008 
attributed 3.8% of new HIV infections to injecting 
drug use nationally, and 17% for Coast province. 
Both the 2011 Rapid Situation Assessment of HIV 
Prevalence and Related Risky Behaviours among 
Injecting Drug Users in Kenya by UNODC and 
2011/2012 Population Council’s Integrated Bio-
behavioural Survey revealed a significantly higher 
HIV prevalence of 18.3% among PWID compared to 
5.6% among the general adult population aged 15-64 
years (KAIS 2012). HIV prevalence among PWID that 
had ever shared needles and syringes was six times 
higher than for those that never shared (31% vs. 5%). 
A recent assessment of the national response to the 
2010/11 heroin crisis also reported of direct exchange 
of flash blood during drug shortages plus many PWID 
having multiple sex partners, unprotected sex and 
untreated sexually transmitted infections (STIs). 

The UNODC/ICHIRA study determined that majority 
of PWID surveyed were males, not in union, had low 
literacy, and rely on casual labor or criminality for their 
livelihood. Drug use, including injection drug use may 
be initiated as early as 11 years of age through close 
friends while polydrug use with cannabis, rohypnol 
and other drugs is common. Indoor and outdoor 
shooting galleries and residence were commonly 
used venues for drug use. 

Recent studies have confirmed that People who 
inject drugs (PWID) constitute an important driver 
of the HIV epidemic due to their significantly higher 
frequency of engaging in risky behaviours compared 
to the general adult population. Reported high 
risk behaviours include: sharing and inadequate 
cleaning of injecting paraphernalia, flash blood, plus 
unprotected sex with multiple sexual partners.  Root 
causes for risky behaviours include poverty, family 
instability, criminalization of drug use, peer pressure, 
lack of awareness on safe injection practices and HIV 

transmission, plus limited access to sterile needles and 
syringes and medically assisted therapy (alias opioid 
substitution therapy (MAT/OST),. Consequences of 
drug use include HIV and STI transmission, greater 
vulnerability to TB, sex work to finance drugs, 
criminality, and death. Over 80% of PWID have ever 
been incarcerated, 7% injected drugs in prison, 
majority of whom shared injection equipment while 
in prison. PWID are also disproportionately affected by 
hepatitis C virus due to risky injection practices. lack 
of awareness and limited availability of HCV testing 
and vaccination is contributing to silent epidemic of 
Hepatitis C among PWID. TB is an emerging special 
concern among PWID and its transmission may 
be exacerbated by poverty, physical congestion6 
inadequate ventilation, lighting and sanitation

Recent studies also confirmed that females who 
inject drugs (FWID) are disproportionately affected by 
HIV (44.5% compared to 16.0% for males). According 
to a United Nations Reference Group review, FWID 
experience higher levels of risky behaviours, faster 
progression to dependence after initiating drug use, 
and higher morbidity and mortality rates. Numerous 
factors exacerbate the HIV vulnerability of females 
who use drugs in Kenya, such as: poverty, low literacy, 
unemployment, homelessness, gender inequality, 
restrictive policies, stigma and discrimination plus 
gender based violence. They also have limited 
awareness of HIV transmission risks and preventive 
measures. Females initiate drug injection earlier than 
for male counterparts (median age 20 versus 26 
years), and many engage in transactional sex or petty 
crime to nurture their drug use.

There is urgent need to scale up access to 
comprehensive HIV combination prevention 
package for PWID7 including Medically Assisted 
Therapy (MAT). Although much progress has been 
achieved since 2012 with respect to piloting of the 
needle and syringe programme (NSP), delivery of 
the complete comprehensive package of HIV and 
drug addiction treatment in Kenya is hampered 
by resource constraints, capacity limitations and 
inadequate policy environment. As a result, PWID, 
particularly females, have disproportionately limited 
access to high impact HIV prevention interventions 
relative to their HIV burden.

4.1  HIV Related Risk Behaviours for PWID

6 Division of Leprosy, Tuberculosis and Lung Disease (DLTLD) (2011) Strategic Plan 2011 - 2015, Ministry of Public Health and Sanitation
7 Refer to the National Guidelines for Comprehensive HIV Prevention among People who use Drugs
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This section identifies specific PWID Populations 
who may be directly and indirectly affected by HIV 
related risks and those who are involved with them 
in some way. Those most affected are referred to as 
the primary audience; those who directly influence 
the primary audience are the secondary audience 
while those exerting indirect influence are referred 
to as the tertiary audience. Different communication 

interventions and messages are designed for the 
different segments. The following table identifies 
primary, secondary and tertiary audiences that may 
be potentially targeted with behavioural change 
communication interventions in order to address 
issues affecting PWID as revealed by the 2011 bio-
behavioural surveys.

4.2  PWID Analysis and Audience Segments

Table 11: PWID People analysis

Primary audience Secondary audience Tertiary 

Profile of Injecting Drug Users (PWID)

•	 Age: 80% aged between 20-35 years, median age 
33 years (IQR 15-34)

•	 Geographical settings: Urban living in informal 
settings and formal settings??

•	 Gender: 90% male; 10% female 
•	 Marital status: majority not in union (Single, 

separated, divorced, widowed)
•	 Income: Most unemployed (about 90% casual 

labourer, criminality) 
•	 Education: 50% Primary; 44% secondary 
•	 Family: Very few have children who are very 

young, Most children are born out of wedlock
•	 Religion: Most PWID in Nairobi are Christians 

while majority in Coast region are Muslims
•	 Settings: Meet in dens as social groups and live 

close to source of drugs
•	 Criminality: 14% engage in petty crime for their 

livelihood(snatchers, pickpockets, shoplifters)
•	 Psychosocial factors: Self-stigma, perpetual 

despair, hopelessness, fear of law enforcement 

•	 Health providers from public, 
private and NGO sectors

•	 Outreach workers, 
•	 Spouse and other family 

members of PWID
•	 Non-injecting drug users
•	 Peddlers and pushers
•	 Peers 
•	 Children of primary targets 

as they are used to support 
the parents to sustain the 
behaviour

•	 law enforcement personnel 
(police, chief, prison officials, 
judiciary)

•	 Religious leaders 
•	 Media journalists 
•	 Ministry of Health
•	 learning institutions 
•	 General population 
•	 Donors

The Kenya Key Populations Size Estimates Consensus 
Report (2013) estimated that there were 18,327 PWID in 
Kenya who were primarily concentrated in two regions: 

Coast had 8500 PWID with 6,216 in Nairobi. 
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Generally the HIV-related risk behaviours affecting 
PWID include: illicit drug use, polydrug use, sharing of 
injecting equipment, taking flash blood, unprotected 
sex and untreated STIs. Various structural barriers 
may hamper PWID access to health services, such as: 
limited service availability, harassment and/or arrest 
by police, stigma, and associated criminal behavior 
and drug dependence.  

The policy environment may play a big role in either 
positively or negatively influencing the behaviour of 
PWID. Since 2012 efforts have been made to review 
existing policies and legislation, and develop national 
service delivery guidelines to facilitate delivery of 
evidence-based harm reduction interventions for 
PWID.  These include: 

•	 National Guidelines for Comprehensive HIV 
Prevention among People Who Use Drugs, 

•	 The Standard Operating Procedures for 
Needle and Syringe  Programme, 

•	 Standard Operating Procedures for Medically 
Assisted Therapy. 

•	 National Treatment Protocol for 
Management of Drug Dependence

•	 National Policy for HIV Prevention among 
People Who Inject Drugs (awaiting signature)

However, drug use is illegal in Kenya and possession of 
a needle for drug injection contravenes the Narcotic 
Drugs and Psychotropic Substances (Control) Act 
of 1994. As a result, PWID program implementation 
experiences numerous challenges as a result of  
this law.

Similarly, client-provider skills, efficacy and access to 
services also affect the behaviour of PWID. The PWID 
have limited awareness of availability of services 
targeted to them. They have limited access to sterile 
injecting equipment and medically assisted therapy 
with methadone. Strong craving for drugs and severe 
withdrawal symptoms drive PWID to further drug 
use. They lack of money to pay for drug dependence 
treatment and they lack family support.

The table below on change matrix for PWID 
summarises the current PWID behaviours, desired 
changes and obstacles. This analysis is important 
because it highlights the key areas of focus for 
messaging and BCC interventions.

4.3. Change Matrix for PWID

This section provides details on behaviour analysis 
of the PWID. According to the National Guidelines 
on Comprehensive Management of Health Risks 
and Consequences of Drug Use (2011), addiction or 
dependency of drug use is a brain disease. It may be 

associated with a variety of underlying mental health 
problems, and compounded by HIV-related risky 
behaviour and criminality that may have adverse 
legal consequences.

4.3.1. PWID key risky behaviours, vulnerabilities and  
contextual issues
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4.3.2.  Change Matrix For PWID 

Table 12: Change matrix for PWID

Current behaviors Desired changes Obstacles

Continuing drug use despite 
experiencing adverse consequences 
of dependency

Increased risk perception and decline in 
illicit drug use
•	 Increased knowledge about drug use 

prevention measures among non-drug 
users

•	 Increased ability to avoid drug using 
friends

•	 Reduced frequency in visiting drug using 
dens

•	 Increased violence against PWIDs
•	 Make drug use safer by using new needle 

and syringes
•	 Move from illicit drug use to medically 

assisted therapy

•	 Non-injection drug use from young 
age of 12-25 years

•	 low awareness about consequences 
of drug use 

•	 Curiosity, pressure from close friends 
and sexual partners.

•	 low self-risk perception among new 
drug users

•	 Uncontrolled supply and easy access 
to drugs

•	 Violence hampering access to care 
and treatment

•	 Criminalization of drug use drive 
PWID underground 

Incidents of drug overdose are 
common with high risk of death

Correct knowledge of overdose risks with 
prompt emergency response 
•	 Increased awareness of causes, 

prevention and management of overdose
•	 Increased awareness of naloxone 

distributors

•	 low awareness of risks of overdose 
and prevention methods 

•	 Self-stigma 
•	 Criminalization of injecting drug 

use deters seeking for emergency 
overdose treatment 

•	 limited availability of naloxone 
•	 Outreach workers cannot administer 

naloxone injection 
•	 limited knowledge of health 

workers regarding overdose 
prevention and management

High vulnerability to HIV and 
blood borne infections due to risky 
injection practices. 

Increased risk perception and demand for 
sterile injecting equipment
•	 Increased knowledge about risks of 

sharing and safe injection practices
•	 Sterile injecting equipment freely 

available
•	 Increasing proportion of PWID avoid 

share personal injecting equipment with 
others

•	 limited knowledge of transmission 
risk of HIV and other blood borne 
infections through drug injection

•	 Inconsistent supply of commodities 
for NSP programmes 

•	 limited availability and restricted 
access to sterile injecting equipment

•	 lack of personal needles and 
injection paraphernalia, 

•	 Earlier initiation of drug injection 
among females who use drugs 

•	 Peer pressure
•	 Drug quality
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Current behaviors Desired changes Obstacles

Limited access to drug dependence 
treatment and medically assisted 
therapy (MAT) services 

Increased uptake and compliance to 
medically assisted therapy and other drug 
dependence treatment 
•	 Increased awareness of benefits of MAT
•	 Increased demand for drug dependence 

treatment including MAT
•	 Increased treatment support for MAT 

clients

•	 Increasing craving over time deters 
discontinuation from drug use 

•	 High rates of relapse after drug 
dependence treatment

•	 High cost of drug dependence 
treatment

•	 Distance to drug dependence 
treatment facilities

•	 limited availability of drug 
rehabilitation services

•	 Restrictive eligibility criteria for drug 
dependence treatment

•	 Prolonged drug treatment 
requirements

•	 limited psychosocial support for 
those in treatment

Frequency of transactional sex for 
drugs

Increased sexual risk perception and 
demand for condom use:
•	 Increased awareness of sexual risk  for 

HIV and recommended HIV prevention 
measures

•	 Enhanced condom negotiation skills
•	 Decline in transactional sexual 

encounters for drugs

•	 Inadequate personal risk perception
•	 low access to condoms and lubes
•	 low condom negotiation skills 
•	 Availability of drug using or 

peddling partners
•	 Frequent and uncontrolled craving 

for drug use
•	 Poverty & limited income 

Limited access and weak linkage to 
HIV testing and treatment  

Correct knowledge of HIV status and 
demand for HIV treatment initiation
•	 Increased awareness of benefits HIV 

testing and treatment for HIV positive 
PWID

•	 Regular  HIV testing 
•	 linkage to HIV care and treatment for HIV 

infected
•	 HIV treatment compliance and positive 

living for HIV infected PWID 

•	 low awareness of HIV treatment
•	 Cost of health services 
•	 Distance from health facilities
•	 Negative attitude health care 

workers 
•	 Need for lifelong antiretroviral 

treatment
•	 Fear of arrest and report to law 

enforcement by health workers

Delayed  treatment for STI, TB and 
hepatitis prevention and treatment

Early detection and prompt treatment 
seeking for STIs, TB and hepatitis
•	 Increased PWID knowledge of STI, TB and 

hepatitis symptoms and  risks
•	 Regular screening for STI, TB and hepatitis 
•	 Hepatitis B vaccination for those at risk 
•	 Treatment support for identified cases of 

STIs, TB and hepatitis 

•	 lack of information about STI, TB 
and hepatitis, 

•	 Cost of health services 
•	 Distance to existing health services 
•	 limited availability of hepatitis 

diagnostics, vaccination and 
treatment

•	 Poor treatment compliance
•	 Hostile  service providers
•	 long treatment duration
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Current behaviors Desired changes Obstacles

Poor access to health care for 
Females who inject drugs (FWID) 

Increased demand and uptake of health 
services among FWID 
•	 Increased knowledge of available health 

services
•	 FWID friendly health care providers
•	 Expanded package of health services for 

FWID,  including reproductive health care 
and child care

•	 low awareness 
•	 Financial constraints
•	 limited availability of FWID friendly 

services 
•	 Females who inject drugs are more 

stigmatized than male counterparts
•	 Poverty and gender disparities
•	 Hostile health worker attitudes
•	 Females have greater risk 

of developing severe drug 
dependency

•	 Stigma and discrimination in the 
society

•	 limited coverage of targeted health 
services for PWID-DICs and special 
units 

•	 Inadequate outreach services for 
PWID

•	 Weak linkage of DICs to health 
facilities with ineffective referral 
systems 

•	 Self-stigma 

Inadequate political will and 
resources for PWID programming 

Increased demand for decriminalization and 
community support
•	 Increased stakeholder knowledge of 

PWID health needs
•	 Domestic allocation for PWID 

programming

•	 Punitive laws and policies 
•	 limited awareness regarding 

influence of PWID on general HIV 
epidemic and consequences of 
criminalization

•	 Prevailing moral, socio cultural and 
religious norms

Stigma and discrimination 
hampering access of PWID to health 
services

PWID friendly services
•	 Reduction in stigma related incidents
•	 Increased understanding of service 

providers regarding PWID health needs
•	 Improved interpersonal communication 

skills of service providers
•	 Increased positive media reporting on SW
•	 Increased community acceptance of SW

•	 Prevailing moral, socio cultural and 
religious norms

•	 Negative attitudes of Health workers, 
media, community, paralegals, social 
services

•	 limited awareness regarding 
influence of PWID on general HIV 
epidemic and consequences of 
stigma
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Proposed communication strategies in this section have been carefully selected to ensure greatest impact in HIV 
risk reduction and improvement of services demand by the PWID population.

Multiple channels may be used to influence change among the PWID, such as: Interpersonal communication 
(IPC) through peer to peer interventions, Community outreach, Advocacy, BCC capacity strengthening for 
healthcare service providers will be used. 

Mass media has limited appeal to PWID as it may not be accessible for majority of them. While, some may 
occasionally watch TV or listen to radio at eating places or drug using dens, many PWID perceive media as 
unfriendly. Nevertheless, mass media may be an important means for educating and sensitizing the general 
public including family and community members on how to treat PWID and encourage them to support PWID 
recovery.  

1. Strategy one: Create an enabling environment to address stigma and discrimination 
through Policy and Media Advocacy: This strategy will address specific vulnerabilities of PWID 
and advocate for changes in HIV policies, procedures and laws that might impede the HIV response 
among PWID. Advocacy with policy and decision makers, community and stakeholders to create an 
enabling environment that protects and promotes the rights of PWID and secure funding for effective 
programming and sustainability. This can be done through;

a. Media forums to help change the negative image of PWID and their families

b. Focussed PWID meetings and workshops with key players including media

c. Advocacy forums, both individual and group level consultations

d. Best practices media briefings.

e. Empower networks for PWID organizations and representatives to advocate for themselves, to 
support each other to facilitate the referral to access different services 

2. Strategy two: BCC Training for Service Providers:  Interventions are specifically designed 
to improve skills of service providers at targeted health facilities and sectors that offer essential 
services for PWID. These may include training and sensitization of health workers, the judiciary and 
law enforcement personnel, to ensure non-discriminatory treatment. Implementation can be done 
through: On job trainings and short courses, mentorship programs, continuous medical education, 
study tours or exchange learning visits.

3. Strategy three: Interpersonal Communication through Peer to Peer Interventions: This 
approach has been shown to reduce participation in high risk sexual and drug using behaviours and 
increase adoption of risk reduction behaviours such as correct and consistent use of condoms, safe 
injecting practices and proper disposal of injecting devices. It is also associated with increased uptake 
of essential services such as HIV testing, STI-screening and treatment, antiretroviral therapy (ART), 
plus addiction counselling such as motivational interview, relapse prevention and drug dependence 
treatment. 

IPC interventions for PWID may include the following: 

a. One-to-one communication using outreach workers 

b. Peer to peer interventions

c. Community based media engagement to address barriers to HIV risk reduction, reduce 
vulnerability, stigma and discrimination through small group sessions  at drop in centres

d.  Developing targeted IEC materials in consultation with the beneficiaries themselves, including 
songs or theatre, etc.

4. Strategy four: Community Outreach: Sensitization of community members on PWID awareness 
messages and HIV/AIDS. This may be achieved during outreach while delivering a package of HIV 
related services for sexual partners and families of PWID in order to curb the spread of HIV. 

a. PWID family forums to facilitate exchange of ideas for re-integration of PWID among other issues. 

b. Documentaries for sensitization of public: need to include success stories and highlight the 
positive role of former PWID that were transformed into productive members of society.

c. Community advisory board through which the information can be dissemination within the 
affected community.

4.3.3. PWID Strategies, Communication Channels and Materials
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This section proposes communication objectives and broad messages for PWID, policy makers and media. These 
may guide programmers to address obstacles to behaviour change faced by PWID. The goal is to reduce risky 
sexual behavior and drug use among PWID. 

Potential objectives for behavioural change communication for PWID may include any of the following:

•	 Increase PWID awareness about harm reduction

•	 Increased knowledge among PWID of Medically Assisted Therapy (MAT).

•	  Reduced number of PWID who do not know their HIV status 

•	 Increased awareness of PWID regarding their HIV positive status and need to initiate and adhere 
to ART treatment

•	 Increased knowledge of transmission risk of HIV and other Blood Borne Viruses through sharing 
of injecting equipment. 

•	 Increased knowledge of safe injecting practices to minimize harms caused by injecting drugs

•	 Reduced needle syringe  and equipment sharing

•	 Increased awareness of PWID of the benefits of STI screening and treatment for HIV prevention

•	 Increased knowledge of HIV/RH services

•	 Prompt care seeking for HIV/RH services among PWID

•	 Increased knowledge among PWID of the benefits of correct and consistent condom use and 
safe sex practices

•	 Increased awareness among PWID on TB testing, prevention and prompt treatment.

•	 Increased knowledge of viral hepatitis and need for prevention, diagnosis and vaccination

•	 Increased awareness and acceptance among families, friends, communities about drug 
addiction and human rights entitlements for PWID

•	 Increased knowledge and involvement of community in policy and program responses for PWID

The table below provides the specific communication objectives and broad messages for PWID.  

4.4. Key Communication Objectives and Message 
Framework for PWID

Recent studies also confirmed 
that females who inject drugs 
(FWID) are disproportionately 

affected by HIV (44.5% compared 
to 16.0% for males)



NATIONAL KEY POPULATIONS COMMUNICATION STRATEGY   |   2014-2017NATIONAL KEY POPULATIONS COMMUNICATION STRATEGY   |   2014-2017 47

4.4.1. PWID message framework

Table 13: PWID Message framework

Communication 
objectives

Key messages Indicator

PRIMARY 
AUDIENCE

Increased risk 
perception and 
desire to reduce 
illicit drugs

•	 Stop/never start using drugs
•	 If not possible, Do not use more than one drug
•	 If not possible, Seek Medically Assisted Therapy (MAT)
•	 MAT can help you to reduce and stop using opioid drugs 

such as heroin

•	 Number of service contacts in which 
PWID were provided with targeted IEC 
on drug use and HIV

•	 Number reached with targeted IEC on 
drug use and HIV among PWID

•	 Number  with correct knowledge 
about risks and consequences of drug 
use and HIV

•	 Number  reporting decrease in illicit 
drug use

Correct 
knowledge of 
overdose risks 
with prompt 
emergency 
response 

•	 Drug overdose is the main cause of death among people 
who inject drugs

•	 Consuming more than your usual dose of heroin can lead 
to death

•	 Never smoke/inhale/inject a larger than usual amount of 
heroin.

•	 Take a lower dose of heroin if you have not taken any for 
some time (e.g. after being released from detox or from 
prison)

•	 Watch out for danger signs for overdose: Pinpoint Pupils, 
Unconsciousness and Slow Respiration.

•	 Naloxone is a life-saving medication for treatment of 
overdose 

•	 Naloxone is only effective for overdose due to heroin, 
methadone and morphine.

•	 Seek MAT because: 
o It can reduce your risk of opiate overdose. 
o It can save you from dying of overdose.

•	 Number with correct knowledge 
of overdose risks, prevention and 
management

•	 Number of service contacts in which 
PWID were provided with targeted 
IEC on overdose prevention and 
management 

•	 Number reached with targeted 
IEC on overdose prevention and 
management

•	 Number of reported overdose 
incidents

Increased risk 
perception and 
demand for 
sterile injecting 
equipment

•	 Stop/never start using drugs
•	 If not possible, Do not inject drugs
•	 If not possible, Use new needle and syringe 
•	 Always use your own needles, syringe, spoon, pot, swabs, 

water, filters and tourniquet
•	 Use each needle and syringe only once
•	 If there are no new equipment, Re-use your own
•	 Never re-use another person’s injecting equipment
•	 Wash your hands before and after each injection
•	 If you cannot re-use your own equipment, clean available 

injecting equipment using approved method:
o 2 x water 2 x bleach for 30 seconds, then 2 x water 
o Soak in bleach for several minutes
o Boil for 10 minutes

•	 10 x with water after and before use 
•	 Seek Medically Assisted Therapy (MAT).  It can help you 

reduce or stop injecting drugs.

•	 Number of service contacts in which 
PWID were provided with targeted IEC 
on safe injection

•	 Number reached with targeted IEC on 
safe injection practices

•	 Number with correct knowledge of 
risks and consequences of needle 
sharing

•	 Number with correct knowledge of 
NSEP

•	 Number reached with NSEP
•	 Number aware of how to dispose 

used injecting equipment
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Communication 
objectives

Key messages Indicator

Increased uptake 
and compliance 
to Opioid 
Substitution 
Therapy (known 
as medically 
assisted therapy) 

•	 Medically Assisted Therapy (MAT) is the replacement of 
the primary drug of use (e.g. heroin) with a medically safer 
drug, such as Methadone.

•	 MAT   is the use of prescribed medication together with 
counselling and psychosocial support to treat persons 
who are opiate dependent.

•	 MAT with methadone is only beneficial for persons 
dependent on opiates such as heroin or opioid based 
pain medicines.

•	 An adequate daily dose of methadone: takes away hunger 
or craving, prevents uncomfortable withdrawal symptoms 
and does not make you feel ‘high’ or ‘drugged’

•	 When used in properly prescribed doses, Methadone 
is a safe and effective medication with a long history of 
success.

•	 If you are confirmed as opiate dependent, Seek MAT as 
adequately prescribed daily doses, can:

o alleviate uncomfortable withdrawal symptoms
o reduce your craving for heroin
o help you reduce or stop using heroin
o help you to reduce and stop injecting drugs 
o reduce your risk of HIV and other blood borne 

infections.
o reduce your need to sell sex for drugs or money
o help you adhere to treatment if you have HIV or TB 

infection.
o enhance your physical and mental well-being
o improve your social life and family stability
o help you to decrease your involvement in criminal 

activities in your effort to get drugs 
•	 If you start MAT, You will need to:

o Visit the clinic daily for your methadone dose
o Remain in treatment for at least 12 months in order to 

prevent relapse to drug use.
•	 Methadone alone is not effective for treatment of opioid 

dependence.  You need psychosocial support and other 
interventions.

•	 Methadone has minimal side effects or chances for 
overdose

•	 Number of service contacts in which 
PWID were provided with targeted IEC 
on benefits and risk of MAT 

•	 Number of individuals reached with 
targeted IEC on MAT

•	 Number of individuals with correct 
knowledge MAT

•	 Number of individuals still on 
treatment 6 months after starting MAT

Correct 
knowledge of 
HIV status and 
demand for 
HIV treatment 
initiation

•	 Know your HIV status so that you can protect yourself 
from HIV

•	 Know your HIV status so you can protect your loved ones 
from HIV.

•	 Although antiretroviral therapy does not cure HIV,  it can 
stop people from becoming ill for many years

•	 It is important that a person who is on ART adheres to 
treatment

•	 Failure to take ARVs as required can lead to HIV drug 
resistance and limit future treatment options 

•	 Seek MAT: It can help you to adhere better to antiretroviral 
therapy (ART) and other essential care

•	 Number service contacts reached 
with targeted IEC on HIV prevention 
and treatment

•	 Number reached with targeted IEC on 
HIV prevention and treatment

•	 Number reached with targeted IEC on 
positive living (PwP)

•	 Number who know of at least 
2methods to prevent HIV/STI 

•	 Number with correct knowledge of 
HIV testing

•	 Number who tested for HIV and know 
their status

•	 Number aware of positive living for 
HIV infected

•	 Uptake of PwP services
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Communication 
objectives

Key messages Indicator

Early detection 
and prompt 
treatment 
seeking for STIs

•	 Untreated STIs can increase your risk of HIV infection 
•	 If you inject drugs, your risk of contracting STIs and HIV is 

significantly increased if you:
o also sell sex, 
o are a man who has sex with other men

•	 Visit a health facility if you have signs or symptoms  of a 
STI 

•	 Number reached with targeted IEC 
on STI

•	 Number with correct knowledge of 
STI symptoms

•	 Number who know where to seek STI 
services

•	 Number reached with targeted IEC on 
reproductive health 

•	 Number with correct knowledge of 
reproductive health 

•	 Number who know where to seek 
reproductive health care

•	 Number who know about post-
exposure prophylaxis and post-rape 
care

Increased sexual 
risk perception 
and demand for 
condom use

•	 Use a condom every time you have sex 
•	 Condoms prevent HIV and STIs, as well as unwanted 

pregnancies
•	 If you cannot use condoms regularly, Seek MAT/OST. It can 

help reduce the need to sell sex for drugs.

•	 Number reached with targeted IEC on 
condom promotion

•	 Number with correct knowledge of 
condom use for HIV prevention

Early detection 
and prompt 
treatment 
seeking for STIs, 
TB 

•	 TB is contagious and can spread through air
•	 Visit a health facility if you have signs and symptoms of 

TB infection such as body weakness, weight loss, night 
sweats, cough and chest pain

•	 TB is treatable 
•	 Screening and treatment for TB is free at government 

health facilities

•	 Number reached with targeted IEC 
on TB

•	 Number with correct knowledge of TB 
symptoms 

•	 Number who know where to seek STI 
services

•	 Number who know where to seek TB 
services

Regular 
screening 
diagnosis, 
vaccination, and 
treatment of 
viral hepatitis 

•	 You can get Hepatitis B and C by sharing injecting 
equipment

•	 Visit the nearest health facility if you have symptoms 
of hepatitis such as yellowness of eyes and skin, loss of 
appetite, weight loss.

•	 Hepatitis infection may be diagnosed through a blood 
test

•	 Completing 3 doses of hepatitis B vaccinated can protect 
you from Hepatitis B infection

•	 Number reached with targeted IEC on 
hepatitis

•	 Number with correct knowledge of 
hepatitis symptoms 

•	 Number who know where to seek 
hepatitis services
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Policy makers and Media message framework

Table 14: Policy makers and media message framework for PWID

Advocacy objectives for policy 
makers & Media

Key message Indicator

•	 Increased awareness and 
commitment among policy 
makers for protecting human, 
health and social rights of 
PWID

•	 Increased awareness of 
law enforcement, local 
government authorities, 
religious leaders and  
communities about health, 
social, legal, economic and 
human rights

•	 Increased social awareness 
against stigma, discrimination 
and criminalization towards 
PWID and their sex partners

•	 Every Kenyan has right to 
highest standard of health care, 
including PWID

•	 PWID have a right to 
correct health information 
and confidential and non-
judgmental treatment

•	 Drug addiction is a brain 
disease

•	 PWID are victims of drug use 
and not criminals

•	 Arrest drug barons and 
peddlars, NOT drug users

•	 Arresting  PWID who are 
seeking health care is poor 
quality care and unethical

•	 Number of advocacy events
•	 Number of policy makers sensitized
•	 Number of law enforcement  and local 

government authorities aware and supportive 
of PWID rights

•	 Number of advocacy materials distributed

•	 Increased awareness among 
policy makers  and health 
authorities of the adverse 
consequences of drug use 
and benefits of strengthening 
community based support 
mechanisms for providing 
health, social, legal, economic 
and human rights for PWID

•	 HIV prevalence among PWID is 
more than 3 times that of the 
general adult population

•	 All PWID have a right to 
confidential and non-
judgmental health services 

•	 Extend health services to PWID 
for an HIV-free society

•	 Encourage PWID to regularly 
seek HIV and STI screening 
in order to reduce HIV 
transmission risk

•	 Number of advocacy events
•	 Number of policy makers sensitized
•	 Number of policy makers aware and 

supportive of addressing PWID health needs
•	 Number of advocacy materials developed and 

distributed

•	 Increase understanding 
among policy makers of the 
importance of engaging 
PWID during the design, 
implementation and 
evaluation of their HIV 
programs

•	 PWID have better 
understanding of which 
proposed approaches and 
interventions are preferable 
and likely to succeed

•	 PWID can reach out to hidden 
and risk-bearing sub-groups 
and improve the effectiveness 
of HIV prevention and harm 
reduction services

•	 Number of advocacy events
•	 Number of policy makers sensitized
•	 Number of policy makers aware and 

supportive of PWID engagement in HIV policy 
and programming

•	 Number of advocacy materials distributed

4.4.2. Key message framework for policy makers and media

As previously mentioned, majority of PWID encounter high levels of stigma and discrimination from the 
community, with major human rights violations as a result of their drug use,. This hostile environment hampers 
effective programming for HIV prevention, treatment, care and support for PWID. It is important to engage PWID 
at all levels of programming including: policy dialogue, design, implementation and monitoring of upcoming 
programs to enhance the effectiveness of HIV programming for PWID. There requires ongoing advocacy to 
assure effective PWID engagement and eventual achievement of desired outcomes for PWID interventions. 
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Advocacy objectives for policy 
makers & Media

Key message Indicator

•	 Improve understanding 
among policy makers, law 
enforcement, judiciary, 
legislature and religious 
leaders, regarding evidence 
based harm reduction 
interventions such as the 
needle syringe  program 
(NSP) and medically assisted 
therapy (MAT) 

•	 There is no evidence that 
distributing free needles 
syringes to PWID increases 
injecting drug use

•	 Needle and syringe program is 
a low cost, high impact harm 
reduction strategy

•	 NSP includes collection and 
disposal of used needles/ 
syringes

•	 Medically Assisted Therapy 
(MAT) controls illicit drug use, 
prevents HIV transmission, 
reduces criminality and 
improves overall quality of life 
of PWID.

•	 Number of advocacy events
•	 Number of policy makers sensitized
•	 Number of policy makers aware and 

supportive of NSEP and MAT
•	 Number of advocacy materials distributed

•	 Increase political support 
of policy makers and 
prioritization of PWID in 
national HIV response

•	 HIV prevention, care and 
treatment for PWID is 
everyone’s responsibility 

•	 Support rather than expose 
PWID to violence

•	 Address priority health needs of 
PWID, as the future of the HIV 
epidemic depends on you

•	 Number of advocacy events
•	 Number of policy makers  and stakeholders 

sensitized
•	 Number of individuals aware of drug use 

issues
•	 Number of advocacy materials distributed
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Table 15: IEC/BCC Materials for PWID

Target audience Type of IEC materials

Policy  makers and stakeholders
Media, specifically health journalists

•	 Factsheets, 
•	 Project briefs, 
•	 Guidelines, 
•	 Research findings dissemination,
•	 Best practices media briefings for law enforcers, policy makers and media
•	  PWID media kits for health journalists and editors

PWID •	 Counselling cards and other peer education job aids for peers and outreach 
workers.

•	 Fliers/brochures, small information booklets can be created for PWID providing 
information on various services and health issues but must include link to 
services/care. 

•	 Video documentaries to be watched at drop in centres

Community members •	 Factsheets, pamphlets, information booklets, for educating the community and 
family members 

•	 Mass media may be used to educate and sensitize family members on how to 
treat PWID and encourage them to support PWID recovery.

Healthcare service providers •	 Standard Operating Procedures and job aids for health care providers 
•	 IEC/IPC materials and equipment

4.5. IEC/ BCC MATERIALS FOR PWID
The following materials will be developed in consultation with the primary target audience i.e. PWID while 
ensuring that positive life stories are highlighted.
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4.6  PWID WORK PLAN

Table 16: PWID Activities

Strategy Activities

Policy and Media Advocacy 
strategies

•	 Develop and produce IEC materials to include: fact sheets, policy briefs and media kits 
for policy makers

•	 Media forums to help change the negative image of PWID and their families
•	 Focussed Advocacy forums, PWID meetings and workshops with key players 

including media
•	 Strengthen Networks of PWID through training of organization heads and other 

representatives
•	 Policy review dialogue with key decision makers through meetings, seminars, special 

events
•	 Develop information briefs for policy makers and media on new interventions for 

PWID
•	 Conduct National and County  Stakeholder meetings and events

BCC Capacity strengthening for 
service providers

•	 Training of health care providers at National and County level
•	 Develop BCC job aids for healthcare providers
•	 Strengthen linkages and referrals between NSP, MAT and HIV care and treatment 

providers

Interpersonal communication 
through Peer to peer Interventions

•	 Develop and produce Standard Operating Procedures and job aids for health care 
providers

•	 Build capacity of peer educators and outreach workers to conduct effective BCC
•	 Training and life skills-building activities 

Community Outreach 
&Sensitization on PWID awareness 
and messages on HIV/AIDS

•	 Develop and produce targeted IEC  to include;
•	 Counselling cards for peers and outreach workers.

•	 Fliers/brochures, small information booklets can be created for PWID 
providing information on various services and health issues but must 
include link to services/care. 

•	 Video documentaries to be watched at drop in centres

•	 Develop and support mass media programs to educate the general public on PWID 
issues

•	 Develop documentaries for sensitization of public

M&E •	 Baseline & end line assessments
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5.0 Men Who Have 
Sex With Men 
Communication 
Strategy
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5.1. HIV Related Risk Behaviours For Men Who 
Have Sex With Men

According to UNAIDS, ‘men who have sex with men’ 
are those males who have sex with other males, 
regardless of whether they have sex with women or 
have a personal or social identity associated with that 
behavior such as being gay, bisexual or transgender. 
Male sex workers (MSW) are men who exchange sex 
for money or items of value with other men but may 
also exchange sex for money with women. The 2013 

Kenya Key Populations Size Estimates Consensus 
Report indicates the total MSM population in Nairobi 
as 10,000 (0.9% of adult males over 18 years); in 
Kisumu it is estimated to be 3,019 (2.0% of adult 
males). The University of Manitoba 2011 National 
Mapping Survey provides the following distribution 
of MSM across regions: 

Table 17: MSM point estimates by Region

Region MSM Point Estimate

Coast 2,162

Eastern 1,665

Nairobi 2,000

Nyanza 4,626

Rift Valley 519

Western 1,016

Central  653

According to Population Council’s 2011 Integrated 
Bio-Behavioural Survey (IBBS), nearly 40% of all MSM 
have ever been married to women and almost half 
reportedly had sex with female partners in previous 
12 months. Over half of MSM in Nairobi and Kisumu 
self-identify themselves as gay, with over 60% having 
at least 2 regular male sexual partners. Three out 
of four MSM who had anal sex in previous 30 days 
reported of inconsistent condom use and 47% of 
MSM in Nairobi compared to 67% in Kisumu received 
payment for sex from a male partner in previous 2 
months. Majority of MSM engaging in transactional 
sex had unprotected sex with paying male clients. 
Despite relatively high HIV prevalence, 20-25% of 
MSM were unaware of high risk of HIV transmission 
through anal sex. Violence against MSM was relatively 
common: 37%) verbally assaulted, 7% physically 
assaulted and 6% sexually assaulted by non-MSM 
friends in past 12 months. less than 30% of MSM in 
Nairobi and Kisumu have accessed MSM-friendly 
services or been contacted by a peer educators in the 
previous 12 months.  The MSM that are younger and 
poorer are less able to negotiate condom use than 
MSM of higher socio-economic status. 

The 2008 Kenya Modes of Transmission Study 
attributed 15.2% of new infections to men having 

sex with men including in prison settings. The 
Kenya Epidemic updates 2012, reported higher HIV 
prevalence among MSM of 23-43%. The Population 
Council 2011 IBBS determined the HIV prevalence 
of 18.2% among MSMs in Nairobi compared to 
11.1% for Kisumu MSM. Among MSM/sex workers, 
HIV prevalence is significantly higher at 27.3% and 
25% among MSM over 25 years.  Reports indicate a 
3-fold increased risk of HIV among MSM with multiple 
partners and doing sex work. Similarly, MSM are 
more likely than other males to have STI symptoms; 
particularly gonorrhea, HSV-2 and chlamydia.

According to the Kenya Epidemic Update 2012, many 
MSM delay seeking medical treatment when in need 
due to fear of stigmatization or embarrassment.  The 
study further indicates low health seeking behavior 
with only 13% of MSM in Nairobi and 26% in Kisumu 
having visited an MSM-friendly drop-in-centre or clinic 
during the previous year. Only 17% of MSM in Nairobi  
and 28% in Kisumu had been contacted by a peer 
educator in the previous 12 months. MSM confront 
significant social disapproval and discrimination as 
sodomy is criminalized in Kenya with imprisonment 
of up to 14 years if convicted.
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Table 18: MSM analysis and audience segmentation

Primary audience Secondary audience Tertiary 

•	 Age segment: Median age 28 years (IQR 
24-35); 

•	 Geographic: Mostly urban and some rural
•	 Education: 80% primary or secondary 

education, 14% tertiary level
•	 Identity: Bisexual, Gay
•	 Marital status: 40% ever been married8. 
•	 Occupation:  Professionals, unemployed, 

students

•	 MSM networks
•	 Match makers
•	 Partners
•	 Popular people: opinion leaders, 

non-health community leaders
•	 Peers
•	  Programs that target MSM

•	 law enforcement  (police)
•	 Religious leaders
•	 Cultural leaders
•	 Media
•	 Health providers from public, 

private and NGO sectors
•	 National Commissions –

KNCHR and NGEC

5.2. MSM Analysis and Audience Segments 

This section helps us to identify specific MSM 
Populations who are directly and indirectly affected 
by HIV related risks and those who are involved with 
them in some way. Those most affected are referred to 
as the primary audience, those who directly influence 
primary audiences are the secondary audience and 
those exerting indirect influence are referred to as the 

tertiary audience. It should be noted that messaging 
for each audience segment varies based on their 
specific needs. The following table identifies different 
target audiences for MSM behavioural change 
communication based on issues revealed by bio-
behavioural surveys conducted in 2011.

8 KEY POPULATIONS report
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5.3.1. MSMs risk behaviours 
and vulnerabilities

The key MSM HIV risk behaviors identified in this 
section include: and elevated sexual risk taking 
behaviour such as unprotected anal sex, sex work, 
multiple concurrent or serial male and female sexual 
partners, group sex and drug use. Identified structural 
barriers exacerbating MSM vulnerabilities to HIV 
infection include: Punitive laws, widespread and 
entrenched stigma, violence, harassment and arrest 
by police, and gender based violence. 

5.3.2. Supportive 
environment, Skills, 
Efficacy and Access to 
services

MSM vulnerability to HIV is compounded by social 
and institutional rejection and discrimination.

Kenyan laws prohibit sex between people of same sex 
as well as selling of sex (Kenya Epidemic Update 2012). 
Sodomy is criminalized in Kenya with imprisonment 
of up to 14 years if convicted. MSMs are therefore 
highly stigmatized and marginalized and hindered 
from accessing services as they confront significant 
social disapproval and discrimination. Many MSM 
are treated with ignorance and insensitivity in health 
care settings. According to NASCOP’s programme 
guidelines, the minimum services package for 

MSM is still not defined. A basic package of MSM 
interventions may include HIV testing and counseling, 
STI screening, diagnosis and treatment, condom 
promotion, referral for HIV care treatment and other 
interventions. Poverty and gender based stigma 
limits MSM ability to access health care and negotiate 
condom use.

5.3.3. Values, Norms and 
Motivation to Act

Other contextual factors that may influence the 
behaviour of MSMs is motivation which is often 
represented by attitudes and beliefs of the MSMs 
population, perceived norms surrounding MSMs and 
HIV related risks which are expressed in socio-cultural 
and gender issues. Some of the motivating factors 
include; On-going dialogue and active engagement 
of MSM in the design and implementation of 
programme activities and availability of few MSM-
friendly service providers. While many MSMs may 
value their own health, however health services may 
not available to all of them.

When developing interventions MSM need to be 
engaged in order to build a sense of solidarity to 
protect themselves from external threat. They value 
respect, self-worth, and self-confidence. 

The table below on change matrix for MSMs 
summarises the current MSMs behaviours, desired 
changes and obstacles.

5.3. CHANGE MATRIx FOR MSM POPULATIONS

This section addresses behavioural and contextual barriers that the MSMs populations face in HIV risk reduction 
and accessing health services. 
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5.3.4. Change Matrix For Men Who Have Sex With Men

Table 19: Change matrix for MSMs

MSM Current risk  
behaviors

MSM Desired changes /behaviour Obstacles to achieving desired behaviour

Unprotected high risk 
sex with male and female 
partners

Increased sexual risk perception and adoption 
of universal safe sexual practices:
•	 Increased comprehensive knowledge of HIV 

transmission among MSM and prevention 
measures

•	 Enhanced condom negotiation skills
•	 Increased correct, and consistent use of 

condoms and lubricants
•	 Increased condom use with all sexual 

partners including the regular or non-
paying partners

•	 Reduced high risk sexual practices: anal sex 
or dry sex

•	 Inadequate knowledge on HIV 
prevention with misinformation 
regarding HIV transmission via anal sex

•	 Inconsistent condom use during anal sex 
with non-regular male partners 

•	 Most MSM are married to women
•	 Peer pressure in social circles and peer 

influence 
•	 Group sex
•	 limited access to condoms and 

lubricants, demand exceeds supply 
•	 Poor condom negotiating skills
•	 Inadequate information on HIV 

prevention 

Regular alcohol and drug 
abuse

Reduced MSM dependency on drugs and  
alcohol:
•	 Increased knowledge of HIV related and 

other health risks and consequences of 
alcohol and drug use

•	 Safer drug use practices (non-injection, non-
sharing)

•	 Reduced sex encounters while using alcohol 
and drugs

•	 Pursuit of drug dependency treatment

•	 lack of knowledge and skills to reduce 
alcohol and drugs intake 

•	 Intoxication with alcohol and drugs
•	 Use of alcohol and drugs as a coping 

mechanism for stress of being an MSM

High prevalence of 
untreated anal STIs among 
MSM

Early STI detection and prompt treatment 
seeking
•	 Increased MSM knowledge about STI and  

HIV risk 
•	 Frequent MSM clinic visits for STI screening 
•	 Increased percentage receiving treatment 

for symptomatic and confirmed STI cases 
•	 increased consistent use of condoms and 

lubricants 

•	 High prevalence of STIs including anal 
STIs, 

•	 limited availability of targeted STI 
services for MSM 

•	 limited skills of  service providers for anal 
STI care

•	 Self-stigma of MSM
•	 lack of access to condoms and lubricants, 

demand is higher than supply 

Frequent MSM incidents of 
gender based and sexual 
violence 

Increased demand for MSM  protection and 
prompt action against sexual and gender 
based violence
•	 Increased MSM awareness of  rights of sex 

workers and available violence prevention 
and response interventions 

•	 Functioning reporting system for SW 
incidents of violence 

•	 Prompt legal action against GBV 
perpetrators 

•	 Increased utilization of violence prevention 
and response services (clinical – PEP, legal, 
psychosocial)

•	 MSM and transgender people are 
often subjected to homophobia and 
transphobia

•	 Hostile attitudes towards sex work
•	 Prevailing moral, socio cultural and 

religious norms
•	 Male-to-male sex criminalized with 14 

years imprisonment for convicted
•	 Ill-treatment and harassment by law 

enforcement officers
•	 Fear of retribution from perpetrators and 

no legal aid desk for MSM
•	 Verbal, physical assault,  sexual assault by 

non-MSM friends 
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MSM Current risk  
behaviors

MSM Desired changes /behaviour Obstacles to achieving desired behaviour

Limited access and to HIV 
testing and treatment  

Correct knowledge of HIV status with prompt 
treatment initiation
•	 Increased awareness of benefits of HIV 

testing and treatment for HIV positive MSM 
•	 Regular  HIV testing for MSM
•	 Early linkage to HIV care and treatment if 

test result is HIV positive
•	 Increased adherence and positive living for 

HIV infected MSM 

•	 low awareness of HIV treatment
•	 limited availability of MSM friendly health 

services for MSM
•	 Negative attitude health care workers 
•	 Religious institutions and beliefs
•	 Fear of Media exposure
•	 Family discrimination 
•	 Delayed treatment seeking due to fear of 

stigma or embarrassment. 
•	 Poor health seeking behaviour 
•	 Unfriendly, stigmatizing health service 

providers

Strong political opposition 
for MSM programming 

Increased demand for access for health 
services for MSM with community support
•	 Increased stakeholder knowledge of MSMW 

health needs
•	 Domestic allocation for MSM programming

•	 Punitive laws and policies 
•	 limited awareness regarding influence 

of MSM on general HIV epidemic and 
consequences of criminalization

•	 Prevailing moral, socio cultural and 
religious norms

Stigma and discrimination 
hampering MSM access to 
health services

MSM- friendly services
•	 Reduction in stigma related incidents
•	 Increased understanding of service 

providers regarding MSM health needs
•	 Increased positive media reporting on MSM
•	 Increased community acceptance of MSM 
•	 Supportive policies and legislation

•	 limited availability of MSM targeted 
interventions

•	 Prevailing moral, socio cultural and 
religious norms

•	 Hostile Health workers, community, 
paralegals, social services

•	 limited awareness regarding influence of 
sex workers on general HIV epidemic and 
consequences of stigma
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1. Strategy one: Advocacy of policymakers and media: to sensitize policymakers on the need 
for supportive policies which facilitate expansion of health services for MSM while protecting them 
from marginalization and human rights violations. This helps to increase sustainability and mutual 
complementarity in MSM interventions. This can be achieved through; 

•	 Policy makers evidence presentation and sensitization at all levels  through one on one 
meetings, Workshops, seminars, conferences, evidence dissemination

•	 Media sensitization and training meetings 

2. Strategy two: Interpersonal communication (IPC): this may be done through the following 
avenues;

•	 Peer groups
•	 Small groups in drop in centres
•	 MSM outreach
•	 Venue based/hotspots
•	 Champions/role models
•	 Interactive video documentaries

3. Strategy three: Technology based HIV prevention and care Interventions: The technology 
based interventions can increases reach of priority populations, is flexible, and leverages important 
aspects of social interaction without the need for face-to-face dialogue.  Examples of technology 
based channels are:

•	 Online MSM sites and chat groups
•	 Social media: Twitter, face book, you tube, whatsup
•	 Community building and social networking: building online MSM communities can enhance 

positive prevention norms
•	 Dynamic websites: multimedia capabilities increase appeal and engagement of MSM
•	 Mobile technology 

4. Strategy four: MSM Community based media: to address barriers to HIV risk reduction, reduce 
vulnerability, stigma and discrimination. Demonstration, distribution of condoms and lubricants 
can be promoted through this strategy. These can stimulate dialogue, motivate collective solutions, 
provide social support, and provides feedback to broader MSM community.   This can done through:

•	 Social networks

•	 MSM community meetings 

•	 MSM organized events and parties

5. Strategy five: Social Mobilisation Interventions: to generate dialogue, build consensus among 
different players including religious and community (and other gatekeepers) leaders regarding targeted 
MSM HIV/STI risk reduction efforts and action. This may be achieved through ongoing advocacy that 
includes: community dialogue meetings, reality talks, experience sharing, etc.

MSM Strategies, Communication Materials and Channels 

This section highlights the strategies, communication 
channels and BCC materials that may be useful in 
reaching out to the MSM community. 

NASCOP’s audience needs assessment for the 
development of IEC materials for key populations 
revealed that use of internet and multi-media 
including mobile technology for HIV prevention and 
care messages were considered to be most popular 
strategy. Multi-media based HIV prevention and 
care interventions are very flexible channels that 
can easily organise message content and message 
or intervention delivery. They have the potential of 
high reach, can be visually appealing and engaging 
and it can mimic interactive engagement such as 

counselling and interpersonal interaction. Multi-
media can also be used to facilitate social connections 
and create community. Involving MSM as co-creators 
of information rather than passive recipients is vital. 
Careful considerations need to be given to goals of 
online messages including development of specific 
messages to be delivered through technology and 
web based media.

 However a variety of approaches need to be used 
to reach the MSM to increase reach for this priority 
audiences. These include, audio, visual aids, and 
network peer led communication approaches, and 
theatre, among others. 
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Table 20: MSM message framework

Communication objective Key message Indicator

Increased sexual risk 
perception and adoption of 
universal safe sexual practices

•	 Use a condom each time you have 
sex to protect yourself against 
infections.

•	 Always use  a condom and lubricant 
during anal sex 

•	 Avoid high-risk sex with both 
regular and non-regular partners

•	 Your risk of HIV infection from sexual 
intercourse is the same with regular 
and non-regular  partners

•	 Your risk of HIV infection is higher 
for anal sex compared to vaginal sex

•	 Your risk of being infected with HIV 
increases as your number of casual 
partners rises 

•	 Avoid high-risk sex to keep away 
from HIV and other STIs

•	 Number of MSM with correct knowledge 
and skills of condom and lubricant use for 
HIV prevention

•	 Number of service contacts in which MSM 
were provided targeted IEC on sexual risk 
reduction

•	 Number of MSM reached with targeted IEC 
on condom promotion and lubricants

•	 Number of MSM who know of at least two 
methods to prevent HIV/STI 

•	 Number MSM who know where to seek 
access condoms and lubricants

Early STI detection and 
demand for prompt treatment 
seeking

•	 Having a STIs does not mean a 
person has AIDS

•	 Untreated penile or anal STIs can 
increase risk of HIV infection 

•	 Delaying STI treatment can increase 
chances of being infected with HIV

•	 Seek appropriate treatment for any 
abnormal symptoms related to your 
reproductive organs or functions

•	 Take your regular partner with 
you for STI treatment to avoid re-
infecting one another

•	 Number of MSM with correct knowledge of 
STI symptoms and management

•	 Number of service contacts in which MSM 
were provided targeted IEC on sexual risk 
reduction

•	 Number of MSM reached with targeted IEC 
on STI screening and treatment

•	 Number  of MSM who know where to seek 
STI care services

Correct knowledge of HIV 
status raising demand for 
prompt treatment initiation

•	 Knowing your HIV status helps 
you to stay safe and to avoid new 
infections

•	 Know your HIV status so that you 
can access appropriate treatment 

•	 Get tested for HIV every 3 months or 
after high risk exposure to HIV. 

•	 Although antiretroviral therapy does 
not cure HIV,  it can stop people 
from becoming ill for many years

•	 A person who is on ART must take 
treatment daily as prescribed

•	 Failure to take ARVs as required can 
lead to HIV drug resistance and limit 
future treatment options

•	 Number of service contacts in which MSM 
were provided targeted IEC on HIV testing 
and treatment

•	 Number MSM reached with targeted IEC on 
HIV prevention through testing

•	 Number of MSM reached with targeted IEC 
on HIV treatment positive living (PwP)

•	 Number of MSM with correct knowledge of 
HIV testing and treatment

•	 Number of MSM tested for HIV and know 
their status 

•	 Number of MSM aware of positive living for 
HIV infected

•	 Number of MSM receiving ART

5.4. MSM Communication Objectives and 
Message Framework

This section provides communication objectives and broad messages for MSM.  These are important in guiding 
programmers to address obstacles to behaviour change faced by PWID. 

5.4.1. MSM message framework
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Communication objective Key message Indicator

Increased demand for MSM 
protection and prompt action 
against sexual and gender 
based violence

•	 Protecting MSM from rape leads to 
an HIV free society 

•	 In case or rape or violence, 
seek medical and legal advice 
immediately

•	 In case of rape, ask for PEP 

•	 Number of service contacts in which MSM 
were provided targeted IEC on prevention 
and management for sexual violence

•	 Number MSM reached with targeted IEC on 
prevention and ,management for sexual and 
gender based violence

•	 Number of MSM with correct knowledge 
of prevention and management for sexual 
gender based violence

•	 Number of incidents of sexual and gender 
based violence against MSM reported

•	 Number of reported perpetrators arrested/ 
taken to court/ and persecuted

•	 Number of MSM victims that received PRC 
services

•	 Number of incidents of coercive sex and 
rape averted

Reduced MSM dependency on 
drugs and  alcohol

•	 The risk of being infected with HIV 
and death increases as the types 
and quantity of drugs consumed 
rises 

•	 Say No to excessive use of drugs 
and alcohol and engaging in unsafe 
sex

•	 If you still use drugs, then do not 
inject If you still inject, do not share 
injecting equipment

•	 Number of service contacts in which MSM 
were provided targeted IEC on prevention and 
treatment for alcohol and drug dependency

•	 Number of MSM reached with targeted IEC on 
prevention and treatment for alcohol and drug 
dependency

•	 Number of MSM reporting having unprotected 
sex while drunk in the specified period of time

•	 Number of MSM  reporting decrease in drug 
and/or alcohol consumption

•	 Number of MSM who inject drugs reporting 
use of sterile needles/syringes the last time 
they injected.

Increased demand for 
community support for MSM

•	 Every Kenyan has a right to highest 
standard of health care, including MSM

•	 MSM have a right to confidential 
and non-judgmental treatment

•	 Support rather than punish MSM in 
order to save lives

•	 HIV prevention, care and treatment 
for MSM is everyone’s responsibility 

•	 Address the priority health needs of 
MSM because the future of the HIV 
epidemic depends on you.

•	 Number of stakeholders demonstrating 
correct knowledge of MSM rights 

•	 Number of laws and policies protective of 
MSM rights

•	 Number of individuals expressing accepting 
attitudes and support toward MSM

•	 level of political support for MSM 
interventions

•	 Number of domestic allocation reserved for 
MSM interventions

MSM- friendly health services •	 HIV prevalence among MSM is more 
than five times that for the general 
adult population

•	 Exposing MSM who is seeking health 
care is poor quality care and unethical

•	 Always give proper health 
information and health services 

•	 MSM have a right to confidential 
and non-judgmental health services 

•	 Extend health services to MSM for 
an HIV-free society

•	 Encourage sex workers to regularly 
seek HIV and STI screening in order 
to reduce HIV transmission risk

•	 Number of service providers demonstrating 
correct knowledge of risks and rights of MSM 

•	 Number of service providers expressing 
accepting attitudes toward MSM

•	 Number of service providers routinely 
providing services to MSM
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Table 21: IEC/BCC Materials for MSM

Target audience Type of IEC materials 

Policy  makers and stakeholders
Media, specifically health 
journalists

•	 Factsheets, 
•	 policy  briefs, 
•	 Guidelines, 
•	 Research findings dissemination,
•	 Best practices media briefings for law enforcers, policy makers and media
•	  MSM media kits for health journalists and editors

MSM •	 Posters in MSM joints, 
•	 Pocket size booklets or brochures
•	 Peer education job aids
•	 Bans and apparels,
•	 Promotional materials: T-shirts, handkerchiefs, caps, bracelets
•	 Branded condoms and lubricant with HIV messages
•	 Online campaign materials and tools
•	 Documentaries with key messages

Healthcare service providers •	 Standard Operating Procedures and job aids for health care providers 
•	 Standard and service guidelines
•	 IEC and IPC materials

5.5. IEC/BCC Materials for MSM
The following materials will be developed in consultation with the MSM who are the primary target audience. 
The focus will be on ensuring the benefits of desired behaviours are highlighted and taking note of the cultural 
and social norms to ensure materials and messages are not offensive. 
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Table 22: MSM BCC Activities

Strategy Activity 

Technology based HIV 
prevention Interventions 

•	 Develop a platform and content for online MSM sites and chat groups
•	 Develop a social media plan to reach MSM through twitter, face book, you tube, mobile 

technology
•	 Develop a dynamic website with multimedia capabilities to increase appeal and engagement 

of MSM
•	 Establish/strengthen MSM community and social networks for messages dissemination and 

positive role modelling

Interpersonal 
communication and MSM 
Community based media.

•	 Strengthen one on one communication through; 
•	 Recruit, train and support peer groups and outreach workers
•	 Develop training package for IPC addressing MSM 
•	 Train and support small group forums in drop in centres
•	 Develop  interactive video documentaries
•	 Develop and print IEC materials for use by peers, in small groups
•	  Develop and produce materials for use in the social networks and MSM community 

meetings and parties

Stakeholders Social 
mobilization 

•	 Identify and conduct stakeholders sensitization meetings at National and County level
•	 Conduct workshops, seminars, conferences with policy makers and gatekeepers at different 

levels
•	 Conduct focussed workshops with media personnel and journalists 
•	 Develop champions and key spokespersons from this community to speak in support of 

MSM programmes

M&E •	 Baseline assessment
•	 Mid-term and final assessment

5.6. MSM WORK PLAN FOR BCC
These are planned activities for the MSM to be conducted at National and County level. It is expected that this 
framework will guide implementers at the County to develop County level specific implementation plans.
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6.0 Monitoring 
and Evaluation of 
Communication 
Strategy
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A robust M&E framework is vital for ongoing progress monitoring and ensuring the achievement of the overall 
goal and objectives of this communication strategy. A well-designed M&E Framework will generate data that is 
not only informative, insightful and useful in planning and implementation of this strategy, but also demonstrates 
outcomes and impact of these interventions, such as: increasing political commitment, enhancing efficient use 
of resources, increasing service uptake and thereby reducing HIV-related morbidity and mortality.

Advocacy, communication and social mobilization are increasingly being acknowledged as essential 
components of any health program.  Realization of set goals may not be feasible without close monitoring and 
evaluation of communication interventions. The M&E Framework strives to address the three main components 
of this communication strategy for key populations as described in the Implementation Plan.

6.1. Suggested Core Indicators for M&E 
Framework

The following measures will be used to assess progress and outcomes of this communication strategy:

•	 Logistics- distribution of print materials, mass media, broadcasts, health education events, 
distribution of supplies 

•	 Interim effects- assessing knowledge gain and behavioural effects. Interim effects are monitored 
through exit interviews, site visits, and individual interviews 

•	 Knowledge - for example how many individuals recall health education talks or radio messages 
regarding how to practice safer sex through condom use or reducing the number of sexual 
partners?

•	 Reaction - Is there any evidence that audience is reacting negatively to the messages or 
behaviour promoted 

•	 Target behaviour monitoring -  Examine  changes of behaviour in your target audience - 
these findings about behaviour changes can help you change or adapt your strategy

The following indicators will be used for tracking outputs, outcomes and impact of this HIV advocacy, 
communication and social mobilization strategy for the three key populations:

Program Level Output Indicators 

•	 Number of advocacy meetings

•	 Number of individuals reached through advocacy (disaggregate by target group)

•	 Number of media events

•	 Number of IEC materials produced 

•	 Number of BCC commodities distributed

•	 Number of training sessions

•	 Number of individuals trained to provide peer education (disaggregate by target group)

•	 Number of targeted IEC sessions

•	 Number of service contacts in which individuals received targeted IEC 

•	 Number of individuals reached with key messages (disaggregate by channel)

•	 Number of targeted outreach events

•	 Number of contacts through outreach (disaggregate by first or repeat)

•	 Number of individuals reached with peer education through small group or individual BCC 
interventions

•	 Number of service delivery points providing services (disaggregate by type)

•	 Number of service providers engaged in behavioural communication interventions
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Outcome Indicators: Knowledge Gain among Key Populations and other 
Stakeholders

•	 Number with correct knowledge of HIV/STI transmission 

•	 Number with misconceptions of HIV 

•	 Number with correct  knowledge of HIV prevention methods

•	 levels of HIV/STI risk perception 

•	 Number with correct knowledge of male and female STI symptoms

•	 Number with correct knowledge of TB symptoms

•	 Number of individuals expressing accepting attitudes

Outcome Indicators: Behaviour Change among Targeted Key Populations

•	 Demand for HIV/STI services

•	 Prevalence of high risk sexual behaviours

•	 Prevalence of alcohol and drug abuse

•	 Number of multiple concurrent sexual partners (disaggregate by type)

•	 Prevalence of sharing injecting equipment

•	 Number seeking STI diagnosis and treatment

•	 Number seeking TB diagnosis and treatment

•	 Number of individuals tested for HIV and who know their status

•	 Number who initiate and adhere to antiretroviral therapy

•	 Number reporting correct and consistent use of condoms with non-spousal non-cohabiting 
clients

•	 Number reporting correct and consistent use of condoms with non-paying clients

•	 Unmet contraceptive need

Impact Indicators

•	 Prevalence of STIs

•	 Prevalence of unwanted pregnancies

•	 Prevalence of HIV

•	 Prevalence of HIV-related stigma incidents

•	 Prevalence of GBV

6.2. How to Monitor and Evaluate BCC Activities 
Various methods may be used to monitor the implementation of BCC activities in the field, including:

•	 Regular audits of materials at distribution points 

•	 listening to broadcasts 

•	 Regular field trips to distribution points to check on availability of products or supplies 

•	 Observations at service delivery points or training sessions using monitoring guides 

•	 Focus group discussions to investigate the impact of promotional messages and to detect 
possible confusion 

Data Sources for M&E Framework

Most information needs for the above mentioned indicators in the M&E Framework maybe gathered from 
routine and non-routine data sources. 

Data Sources

Various methods may be used to collect data that can be combined and summed up for any given time period. 
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6.2.1. ROUTINE PROGRAMME MONITORING

Routine data for Key Populations BCC interventions can be collected on an ongoing basis as part of service 
delivery for HIV prevention, care and treatment for Key Populations using the following data capture tools:

•	 Client attendance sheets or in-take forms at service delivery points,

•	 Notes from a supervisory site visits,

•	 Journal entries made by outreach workers,

•	 Radio spot coverage statistics.

On a quarterly basis, concerned implementers of Key Populations interventions will extract relevant indicator 
data from the above-mentioned service delivery tools and fill a simple Excel-based NASCOP’s M&E Reporting Tool 
for Key Populations. Partners operating in more than one county will submit a completed M&E Reporting Tool 
per targeted county. The NASCOP Key Populations Manager will collate all received quarterly reports to generate 
county and national summary statistics for the reporting period. In addition to giving feedback to concerned 
partners regarding the quality of reported data, the NASCOP Key Populations Manager will disseminate the 
aggregated national summary reports for each key population at quarterly to the Key Populations Technical 
Working Group meetings. By the end of the year, quarterly Key Populations reports will be synthesized with 
other data sources to generate annual country reports on national HIV response efforts for Key Populations that 
will contribute to the global annual AIDS response reports.

6.2.2. NON-ROUTINE DATA SOURCES 

The following data sources may be used to measure population coverage, impact and outcomes of interventions 
on a periodic basis:

•	 Evaluations: baseline, mid-term and final evaluation are needed to monitor outcomes and 
impact by comparing trends in key indicator performance regarding the interventions. 

•	 Population based surveys such as the Kenya AIDS Indicator Survey which enquired about 
risky HIV related behaviours among the general population are conducted every 5 years by the 
Kenya National Bureau of Statistics with support from the US Government, UN agencies and other 
stakeholders.

•	 Bio-behavioural surveillance surveys may be conducted by special research groups every 3 
years in collaboration with the Ministry of Health. These studies specifically target key populations 
in selected geographical areas and enquire about risky behaviours, access to health services in 
addition to including testing for HIV and other STIs.  

•	 Health facility surveys: conducted every 5 years to assess availability and coverage of services. 
Existing tools may be reviewed to incorporate BCC interventions for Key Populations.

•	 Hotspot mapping for a specific key population may be conducted every other year by 
implementing agencies of targeted interventions to assess the geographical distribution of 
specific sub-groups and locations where high risk behaviours occur. 

•	 Population size estimations may be updated periodically whenever there is sufficient new 
evidence.

The table below provides a summary of suggested indicators, and data sources for tracking proposed objectives. 
It is important to note that all indicators require baseline values so that comparison of data can be made to 
ascertain whether or not there has been any change over time. Qualitative evaluation methods such as focus 
group discussions and in-depth interviews may also e included to help to explain how well the program 
achieved certain outcomes.
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Monitoring and Evaluation Framework for Key Populations  
Communication Strategy

Table 23: Summary M & E Framework

Strategies and Indicators Data 
Source

Baseline 
(year)

Responsible 
entity

Targets

2013 2014 2015 2016 2017

Strategy one: Advocacy to mitigate HIV-
related vulnerabilities
•	 Number and types of advocacy materials 

produced
•	 Number of advocacy events 

(disaggregate by target audience)
•	 Number of individuals reached through 

advocacy events
•	 Number of media houses reached 

through advocacy events 
•	 Number of advocacy materials 

distributed
•	 Number of individuals expressing 

accepting attitudes

Activity 
reports

Strategy two: Service providers training 
and orientation
•	 Number and types of IPC materials
•	 Number of training events (disaggregate 

by type, etc.)
•	 Number of individuals trained 

(disaggregate by type of targeted 
intervention)

•	 Number of service delivery points that 
have at least one service provider trained 
on  IPC

•	 Number of IPC materials distributed

Training 
reports

    

Strategy three: Interpersonal 
Communication.  
•	 Number of individuals providing 

interpersonal communication in small 
groups (disaggregate by cadre)

•	 Number of service delivery points with 
peer to peer education and outreach

•	 Number of contacts with PWID through 
outreach

•	 Number of clients reached with peer 
education through individual or small 
group interventions

•	 Number of key  messages distributed 
through mobile phones

•	 Number of individuals reached with 
targeted small group interventions

•	 Number of IPC materials distributed

Health 
Facility 
Reports

Strategy four: Focused community based 
media engagement 
•	 Number of beneficiaries reached 

through social networks interactions
•	 Number of small group dialogue 

sessions with targeted beneficiaries
•	 Number of IEC materials distributed

Community 
outreach 
reports
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Strategies and Indicators Data 
Source

Baseline 
(year)

Responsible 
entity

Targets

2013 2014 2015 2016 2017

Strategy five: Social Mobilization; 
•	 Number of stakeholder meetings 

(disaggregate by administrative level)
•	 Number of individual stakeholders 

reached
•	 Number of individuals expressing 

accepting attitudes

Activity 
reports

Outcomes: Access to Services
•	 Availability of HIV/STI package of services 

at targeted health facilities
•	 Number of health facilities providing 

user friendly services
•	 Number seeking STI diagnosis and 

treatment
•	 Number seeking TB diagnosis and 

treatment
•	 Number seeking HIV care and treatment 
•	 Number tested for HIV and who know 

their status
•	 Modern contraceptive uptake
•	 Number seeking socio-economic or 

livelihood support 

Activity 
reports

IBBS

Behavioural Outcomes and Impact
•	 Median number of sexual partners in 

past 7 days (disaggregate by type)
•	 Number reporting correct and 

consistent use of condoms at last 
sex(disaggregate by type of client)

•	 Number reporting anal sex in past 12 
months

•	 Prevalence and mode of drug use in past 
12 months (disaggregate by type)

•	 Prevalence of STI
•	 Prevalence of HIV

IBBS
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7.0 Addendum



NATIONAL KEY POPULATIONS COMMUNICATION STRATEGY   |   2014-2017NATIONAL KEY POPULATIONS COMMUNICATION STRATEGY   |   2014-201772

Guidelines for Developing Key Populations Messages  
and Materials

The section is intended to guide programmers in developing effective messages and materials for the Key 
Populations including pre-testing. The information in this section has been adapted from the National Health 
Communication Guidelines 2013- 2017.

1. Developing and Pre-Testing Concepts, Messages And Materials

A. Purpose Of Developing Effective Messages And Materials
Effective materials and products are based on analysis and strategic design.  Before developing 
messages and materials it is important to clarify your understanding on the following:-

•	 What the audience already knows about the issue

•	 What is their attitude is towards the issue

•	 What could motivate them to act

•	 What skills would they need to act

•	 Prevailing norms, attitudes, and beliefs that place them at risk

•	 Barriers to their knowledge and practice of change

•	 Concerns that inhibit action

•	 learning styles and media preferences

•	 literacy and language 

B. Guidelines for Development of Effective Messages 
A message is a brief value based statement aimed at an audience that captures a positive concept. 
It matches the intended audience’s needs and motivation provides the most compelling solution, 
which outweighs or at least addresses the obstacles the audiences face. The messages must be 
personally appealing, discuss only one or two points and must use simple language. The seven Cs9 of 
communication provides good guidelines for effective communication.  They are as follows:-

•	 Command attention: does the message stand out?  Is it compelling?

•	 Create trust through credibility of the message.

•	 Clarify the message: Is the message simple and direct? Is it easy to grasp? Short and uncluttered?

•	 Communicate benefit: What will the audience get in return for taking action?

•	 Consistency counts: Materials and activities convey the same message and become mutually 
supportive in creating recall and change

•	 Cater for the heart and head: appeal to both emotions, intellect

•	 Call to action: What do you want your audience to do?

C. Guidelines for Pre-Testing Messages and Concepts 
Pre-testing helps to confirm whether the materials produced are understood or liked by the intended 
audiences. This process is important because illustrations, text, photographs, dialogue, sounds, music, 
graphics etc. can be misinterpreted. The draft materials are shown to the intended audiences and 
open ended questions are asked to learn if the message is well understood and acceptable.

1. Decide on the type of pre-testing to be done.  Consider the three types:  

a. Concept testing of big ideas done before investing time in fully drafted materials.

b. Partner & Gatekeeper Review - to test for accuracy and acceptance done before pre-testing 
or just after pre-testing, 

c. Audience re-testing of drafts of materials to assess effectiveness. It is easier to review the 
materials before they are produced than to find out the materials are inappropriate after 
high capital investment. 

9 Williams, J. R. (1992). The Seven C’s of Effective Communication. Baltimore, MD: JHU/CCP presentation materials.
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2. Develop pre-testing guidelines focusing on six key variables; relevance, comprehension, acceptability, audience attraction, 
personal involvement and inducing action. Assess comprehension to determine if the material is clearly understood by 
your audience. Assess likeability or attractiveness to gauge whether the messages capture the audience’s attention in a 
memorable and positive way. Acceptance is aimed to determine if the content and presentation is accepted as relevant 
to the audience. Involvement is measured to determine if the audience identifies with the materials and if it speaks 
to them. The messages should make the audience think about change and induce them to find more information or 
services.  

3. Develop the pre-test methodology which can be done through interviews or focus group discussions. Individual 
interviews are recommended for low literacy audiences. Ensure that the pre-test audience are representative of the 
audiences you intend to reach with the material. 

4. In interpretation of pre-test results, Pre-test participants are ‘experts’ in what they understand and accept in a material, but 
not in materials design. If majority of responses show fundamental problems, consider starting over again. 

D. Steps for Developing and Pre-Testing Concepts, Messages and Materials
1. Conduct an inventory of existing materials and activities related to Interpersonal, community-based and mass media 

interventions. If materials have already been developed, consider ways of adapting or compliment what is already 
developed

2. Develop a creative brief based on the communication strategy to guide the development for each piece of product and 
materials. A creative brief is used as a prerequisite to start creative work. It has five broad parts;

I. Goal and selected audiences for materials
II. Desired changes, obstacles and communication objectives
III. Message brief: the key promise, support statement, call to action, lasting impressions
IV. Key content and tone
V. Media mix and other creative considerations 

3. Take note of the seven Cs of communication while developing messages; command attention, clarify the message, 
communicate a benefit, consistency counts, cater for the heart and head, create trust, call for action

4. Apply the basic principles of message development: keep messages simple, engage the audience, present a solution

5. Draft materials with the assistance of a creative artist

6. Test the concepts with the audience before you invest time in fully drafting the materials

7. Pre-test with your audience using focus group discussions or individual interviews using a pre-testing guide

8. Review materials based on feedback from the pre-test

9. Once materials are developed, decide which materials to produce, determine how many copies of each will be needed 
and develop a production schedule. For a realistic production schedule, review or revise the following three components 
of the communication plan:

I. Distribution channels to be used (including specific facilities, communities, sites, etc.), how many materials to 
disseminate through each, and how many intended audience members to reach.

II. Dissemination plans, which describe how to promote use of the materials.

III. Process evaluation plans, which describe the way the use of materials will be monitored 
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