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Definition of Terms
Adolescents 	������������������������������������Persons aged 10-19 years.
Adolescents reporting sex work	���Refers to young girls under the age of 18 who are
engaged in sex work.
ALHIV	������������������������������������������������Adolescents Living with HI.
HIV prevalence	��������������������������������Refers to the number of people living with HIV in a given
geographical location, at a given time and is expressed
as a percentage of the total population.
Most-at-Risk Adolescents 	�������������Adolescents reporting sex work or exploited through sex,
adolescent boys engaging in same sex and adolescents
injecting drugs.
Sexual exploitation of children 	����Refers to all forms of involvement of children under
the age of 18 in sex work, and any other form of sexual
exploitation or abuse.
Viral load 	�����������������������������������������This is the recommended measure of antiretroviral
therapy efficacy and indicates treatment adherence and
the risk of transmitting HIV. A viral load threshold of
<1000 copies/ml defines treatment success according to
the 2016 World Health Organization- WHO - consolidated
guidelines on the use of antiretroviral drugs for treating
and preventing HIV infection.1 People with viral load test
results below the threshold should be considered as
having suppressed viral loads.
Young people	�����������������������������������Persons aged 10-24 years.

1

UNAIDS and WHO. 2015. Guidelines on monitoring the impact of the HIV epidemic using population-based surveys. Geneva: World Health
Organization; 2015. Accessed on 1st July 2018 at:<http://www.who.int/hiv/pub/guidelines/si-guidelines-population-survey/en>.
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Executive Summary
Background
Globally, there are 1.8 billion adolescents and young people (10-24 years) and they
constitute one of the largest represented population groups in history.2&3 In Africa, the
youth aged below 15 years constitute 41% of the people in the continent while in the
East African Community (EAC) around 45% of the 150 million people in Kenya, Rwanda,
Tanzania and Uganda are below 15 years.4 Kenya has a very youthful population with a
median age of 19 years with almost three-quarters of the population being under the age
of 30 years and approximately 9.1 million adolescents between the ages of 10-19 years,
constituting about 24% of the country’s total population.5
As at 2016, an estimated 36.7 million people were living with the Human Immunodeficiency
Virus (HIV) with a global HIV prevalence of 0.8% among adults.6 Sub-Saharan Africa
continues to bear the brunt of the HIV and Acquired Immune Disease Syndrome
(AIDS) pandemic.7 As at 2015, Africa had 1.8 million young people living with HIV, and
AIDS related deaths remain the leading cause of death among adolescents and young
people in the continent. Worldwide, Adolescents and young people especially girls
exploited for sex, boys engaging in same sex and adolescents injecting drugs- continue
to be disproportionately affected by HIV. In Africa, half of the 15 to 19-year-olds who are
living with HIV in the world live in just six countries: South Africa, Nigeria, Kenya, India,
Mozambique and Tanzania.8 In Kenya, more than half (51%) of all new HIV infections
occurred among adolescents and young people (aged 15-24 years) in 2015, a rapid rise
from 29% in 2013.9
2

McMannis J. 2017. Demographic Youth Bulge Creates Major Challenges in the Fight Against HIV/AIDS. Accessed on 17th May 2018 at :< https://
www.theglobalfight.org/youth-bulge-creates-challenges/>.

3

United Nations. 10 things you didn’t know about the world’s population. Accessed on 17th May 2018 at :<http://www.un.org/
youthenvoy/2015/04/10-things-didnt-know-worlds-population/>.

4

African Institute for Development Policy-AFIDEP.2018. Regional analysis of youth demographics. Accessed on 17th May 2018 at:< https://www.
afidep.org/our-work/population-change-sustainable-development/regional-analysis-youth-demographics/>.

5

Index Mundi.2018.Kenya Demographics Profile 2018. Accessed on 20th May 2018 at:< https://www.indexmundi.com/kenya/demographics_
profile.html>.

6

WHO.2018. Global Health Observatory (GHO) data: HIV/AIDS. Accessed on 18th May 2018 at:< http://www.who.int/gho/hiv/en/>.

7

Kalembo, Fatch W., and Maggie Zgambo. “Loss to Follow up: A Major Challenge to Successful Implementation of Prevention of Mother-to-Child
Transmission of HIV-1 Programs in Sub-Saharan Africa.” Isrn Aids 2012 (2012). http://downloads.hindawi.com/journals/isrn.aids/2012/589817.
pdf.

8

UNICEF.2015. ‘Press release: Adolescent deaths from AIDS tripled since 2000 – UNICEF’. Accessed on 18th May 2018 at:< https://www.unicef.
org/media/media_86384.html>.

9

Kenyan Ministry of Health/National AIDS Control Council.2016.Kenya AIDS Response Progress Report 2016. Accessed on 16th July 2018 at:<
http://nacc.or.ke/wp-content/uploads/2016/12/Kenya-HIV-County-Profiles-2016.pdf>.

1

LV C T- U N I C E F M A R A P R O G R A M E V A L U AT I O N F I N A L R E P O R T
While the HIV epidemic in Kenya affects most of its general population, groups of
adolescent boys engaging in same sex, female sex workers (FSWs) and injecting drug
users (IDUs) are still most vulnerable to HIV infection.10 It is estimated that 30% of new
annual HIV infections in Kenya are attributed to key populations and geographic location.
Similarly, HIV infection and prevalence among adolescents and the youth is higher
among Most At Risk Adolescents (MARA).11 In Kenya, AIDS is the leading cause of death
and morbidity among adolescents and young people with 9,720 adolescents and young
people deaths reported in 2014.12 In addition, in 2016, 2.1 million people aged between
10 and 19 years were living with HIV and with 260,000 new infections in this age group.13
The most at risk adolescents (MARA) project was implemented in six counties in Kenya
between May 2017 and May 2018 by LVCT Health with support from UNICEF-Kenya. The
project targeted MARA, adolescents in the general population, and adolescents living
with HIV (ALHIV) in Nairobi, Kiambu, Mombasa, Kisumu, Homa Bay and Migori Counties.
The objectives of the MARA program were to promote SRH information and service
referrals through the OIDP, to optimize health outcomes for ALHIV and to strengthen
County governments’ and partners’ capacity to scale up HIV prevention services among
MARA.

Evaluation Methodology
The evaluation was carried out from 1st to 30th June 2018 and was of a non-experimental
design, applying a mixed-methods approach of data review and collection, including:
•

Literature review on program documents and other relevant material on HIV and
AIDS;

•

A quantitative survey of 88 program beneficiaries- 26.1% (23) females, 73.9% (65)
males, 28.4% (25) ALHIV, 12.5% (11) adolescents girls exploited through sex or engaging
in sex work, 13.6% (12) adolescent IDUs and 45.5% (40) adolescent boys engaging in
same sex;

•

Seven focus group discussions (FGDs) with beneficiaries (2 in Kisumu County, 2 in
Mombasa County, 2 in Nairobi County and 1 in Kiambu County);

•

Two FGDs with YAC members in Kisumu and Mombasa Counties, and;

•

Fourteen key informant interviews (KIIs) with program staff and partners.

10 UNAIDS.2015.HIV and AIDS estimates. Accessed on 20th May 2018 at:< http://www.unaids.org/en/regionscountries/countries/kenya>.
11

Ministry of Health-Kenya.2015. Kenya’s Fast-track Plan To End HIV and AIDS Among Adolescents and Young People. Retrieved on 18th May
2018 at:< http://lvcthealth.org/wp-content/uploads/2017/09/fast-track-plan-to-end-adolescent-aids-and-stigma-fastrack.pdf>.

12 Ministry of Health-Kenya.2015. Kenya’s Fast-track Plan To End HIV and AIDS Among Adolescents and Young People. Retrieved on 18th May
2018 at:< http://lvcthealth.org/wp-content/uploads/2017/09/fast-track-plan-to-end-adolescent-aids-and-stigma-fastrack.pdf >.
13 UNAIDS.2015. Update: Active involvement of young people is key to ending the AIDS epidemic by 2030.Accessed on 19th May 2018 at:< http://
www.unaids.org/en/resources/presscentre/featurestories/2015/august/20150812_PACT>.

2

LV C T- U N I C E F M A R A P R O G R A M E V A L U AT I O N F I N A L R E P O R T
Quantitative data was analysed using the statistical package for social sciences (SPSS)
Version 23. Graphics were generated using Microsoft Excel (2013) while qualitative data
was analysed through a deductive approach guided by the evaluation questions.

Evaluation Findings
Program Relevance
The MARA program was undertaken in six target counties; Nairobi, Kiambu, Mombasa,
Kisumu, Homabay and Migori. These six project sites were selected based on data
drawn from the County HIV profiles, which show high rates of new HIV infections, low
identification, linkage, adherence and viral suppression amongst adolescents and young
people. Key Informants indicated that the needs of MARA were not adequately addressed
due to; unavailability of data to justify their needs, stigma in health facilities, and lack
of MARA responsive services. The MARA project was relevant because it responded to
these gaps as well as Kenya’s HIV agenda for adolescents as indicated in the Kenya AIDS
Strategic Framework (KASF), 2014/15 and 2018/19.14
Effectiveness of the MARA Reloaded Program

Result area 1: Increased access to HIV, GBV and SRH information for 20,000
adolescent boys and girls 10-19 years (50% girls) through the one2one web and
mobile based platforms
Number of adolescent boys and girls (age disaggregated) reached through the hotline,
bulks SMS, social media and outreach events.
A total of 42,998 adolescents were reached with information (SMSs-1684015, phone calls281816 and social media channels-23,34017) against a target of 20,000, a 215% success rate.
The distribution of information to recipients by region was 3,354 in Homabay County, 3,518
in Kisumu County, 2,645 in Migori County, 12,224 in Mombasa County and 21,257 Nairobi.
This accomplishment was achieved through community outreaches; activations at youth
forums and meetings for OIDP mobilization and registration; engagement of YAC members
for door to door registration; use of peer educators and mentors; leveraging on partner
organizations’ programs such as the determined, resilient, empowered, AIDS-free, mentored
and safe (DREAMS) Core Package programs to reach girls and use of information, education
and communication (IEC) materials to create awareness regarding the platforms.
14 Ministry of Health Kenya.2014. Kenya AIDS Strategic Framework 2014/2015 - 2018/2019.Retrieved on 19th May 2018 at: <http://www.undp.org/
content/dam/kenya/docs/Democratic%20Governance/KENYA%20AIDS%20STRATEGIC%20FRAMEWORK.pdf>.
15 50.00% females and 50.00% males
16 73.00% females and 27.00% males
17

It was not possible to get the proportion of males and females on Facebook due to use of pseudo names and gender for anonymity
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Number of polls and surveys giving real time data on different adolescent issues and
views
There were 13 polls conducted by LVCT Health during the MARA program life time with all
of them providing real time data. From the 13 polls females (66%) and young people aged
20 to 25 years (58.1%) were the largest groups of respondents. Respondents were from
all counties in the country but the highest proportion of poll respondents were from
the six counties where the MARA program was implemented. The polls were on; HIV and
relationships, adolescent’s communication, PrEP, HIV self-testing, esteem, masturbation,
fears of HIV testing, challenges in access and use of anti retrovirals (ARVs), sexuality and
sexually transmitted infections (STIs).
Number of adolescents referred by one2one digital platform and other outreach activities
who take up HIV testing services
Referral of 70 MARAs for HTS was done and 60.8% (42) of them took up the services.
Improved identification and linkages to HIV services
210 MARA were referred for various services through the hotline: 91(43.4%) females and
120 (56.7%) males. Referral were for HIV treatment (20%), family planning (9%), HTS (37.6%),
peer support (2.9%), PEP (2.9%), PrEP (4.3%), pregnancy tests (1%) relationship counseling
(1%), self-tests (2.4%), SRH (1.4%) and STIs treatment (17.6%).
Number of adolescents testing HIV positive linked to Care and Treatment
Of all the 42 HIV positive MARA reached through OIDP and other activities, and referred
to health facilities for treatment, 32 of them took up the services translating to 76.2% (22
males and 10 females).

Result area 2: Improved adherence and viral suppression amongst adolescents in
urban slums and rural settings
Number of ALHIV adhering to ART18
There were 605 ALHIV in various LVCT Health centers and the Youth Zone in Mombasa
county supported LVCT Health of whom 435 had the relevant viral load tests with 368
(84.5%) recording viral suppression (88.9% in Nairobi county, 88.5% in Western Kenya and
80.7% in Mombasa county).

18 Viral load assessments should be conducted annually; one year for this program was a very short period yet commendable results have
been recoded
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Number of adolescent support groups formed
Program records reviewed by the consultant indicate that 15 support groups were formed
in the counties supported by UNICEF (Hurlingham 3, Kisumu 3, Homabay 3 and Mombasa
4) and 2 Operation Triple Zero (OTZ) clubs at Hurlingham and Tivoli. In addition, 94% (569
out of 605) of ALHIV were enrolled in the support groups.19
Caregiver support groups:
While parenting and or providing parental care to an adolescent could be an exciting
experience, there are challenges associated with adolescence that could make this
noble cause difficult. Caregiver support is critical for adolescents with chronic medical
conditions that require life-long treatment including HIV. They provide a platform to share
experiences, fears, cross-learning in handling challenges and act safe space for group
debriefing. The project facilitated caregiver support activities with 4 groups formed (2 in
Hurligham Nairobi. 1 in Tivoli Kisumu and 2 in Mombasa at Youth Zone) based on a triad
of care approach involving the Adolescent, the Caregiver and the Health Care Provider.
This triad of care results in personalized adherence improvement plans mutually agreed
upon by the adolescent, Caregiver and the health care provider with clear responsibilities
and milestones to be achieved by what time.

Result area 3: Enhanced capacities of government, implementing partners and
young people on programming and policy advocacy for adolescents including
those reporting same sex, sex work and drug use.
Support groups for MARA
Support groups are safe spaces for young people to share experiences and reflect on their
lives as well as support each other. This has been shown to lead to improved prevention
program outcomes for Most At Risk Adolescents. We supported 26 MARA support groups
in the counties supported through the project (Nairobi 14 groups, Mombasa 6 groups and
Kisumu 6 support groups).
Number of health care providers and peer educators trained on MARA service delivery
Under the MARA project, sixty-six (66) health care providers were trained on MARA service
delivery, against the set target of forty (40), translating to a 110% achievement rate.
Qualitative interviews with health care providers (involved in MARA trainings) showed
that the training time was adequate, trainers were knowledgeable, and the training
19 OTZ is a Center for Disease Control (CDC)-led initiative equipping children and young adults aged 10-24 living with HIV to take ownership of
their health and treatment. Miss zero appointments, skip zero drug doses, and maintain a zero viral load – that’s what it takes to become
an Operation Triple Zero (OTZ) Hero.
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content and material was satisfactory. Request was made for training on methadone
use in rehabilitation of adolescents injecting drugs and cognitive and psychosocial
counselling skills.
Number of national and county level TWG meetings for MARA held
Nineteen adolescent technical working group (TWG) meetings were held at the national
level and LVCT Health supported and or was represented in all the meetings. The target
for national-level policy meetings that LVCT Health was supposed to support was eight.
Eleven TWG meetings against a target of twelve, were held in the counties (four in Mombasa,
two in Kiambu, one in Nairobi, one in Siaya, one in Homabay, one in Migori and three in
Kisumu). These meetings focused on promoting meaningful engagement of adolescents
in HIV and SRH advocacy, data collection on HIV and SRH, engagement in development
and review of adolescent SRH policies and strategies including validation of adolescent
and MARA HIV and STI guidelines, and sensitisation of county health management teams
(CHMTs) on engagement of adolescents in health programming.
Adolescent engagement in advocacy and policy
Through the county youth advisory councils (YACs), adolescents’ advocacy skills were
developed. These skills have been utilized in development and review of policies and
strategies at the county and national level, peer mentorship, and sharing lessons learnt
and experiences at international and national conference, peer advocacy for access and
utilization of HIV, SRH and GBV information, and services through OIDP and IEC materials.
Outcome indicators based on MARA Programming
The following indicators were not in the program Monitoring and Evaluation framework;
they were measured by the consultant based on MARA outcomes and the United Nations
Joint Programme on HIV/AIDS (UNAIDS) key populations programming guidelines20:
Condom use in the most recent sexual encounter by adolescents
Condom use in the most recent sexual encounter was reported by 77.03% (57) of the 74
sexually active MARA. Barriers to condom use were reported as, clients unwillingness
to use condoms, inability to negotiate for condom use and shortage of commodities
(lubricants in Kisumu and Mombasa Counties).

20 WHO.2013.HIV And Adolescents: Guidance For HIV Testing And Counselling And Care For Adolescents Living With HIV. Retrieved on 20th May
2018 at:< http://www.who.int/iris/handle/10665/95140>.
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Use of sterile needles and syringes by adolescents injecting drugs
Of the five adolescents using injecting drugs in the month preceding the evaluation, only
3 had used sterile needles and syringes while 2 had not.
HIV testing and notification among the adolescents
Ninety five percent (95.4%) of MARA interviewed reported to have taken a HIV test in the
preceding three months to the evaluation and were notified of their status.
Perceptions of HIV self and assisted testing
Most adolescents preferred assisted testing to self- testing at 70.5% and 27.3% for males
and females, respectively. Adolescents preferred self-testing for the following reasons;
confidentiality of results, privacy during the test, and convenience of having the test
anywhere without queuing. The majority preferred assisted testing as self-testing: did
not allow for pretest counselling, lacked of information on how to conduct a self-test,
came with a high cost and unavailability of self-testing kits, and lack of linkage to other
health services including HIV treatment and STI screening.
HIV status disclosure to sexual partners
In the ALHIV group, 38.9% reported to have notified their most recent partner/client
about their HIV status while in the HIV negative adolescents’ group, 70.4% had notified
their recent partners/clients regarding their status.
Sustainability of the MARA Reloaded Program
The sustainability measures put in place by LVCT Health included; advocacy and life
skills transfer to project beneficiaries, leveraging on existing youth groups and capacity
strengthening for HIV and SRH advocacy, and systems strengthening for public health
sector on MARA responsive heath service delivery. In addition, county governments and
other partners have recognized and adopted the YACs, ensuring sustainability beyond
the project.

Summary of the Best Practices
Best Practices in MARA programming
•

Engagement of peer educators, youth champions and YAC members in health
centers/facilities.

•

Express HIV, STIs and SRH services for MARA in some health facilities.
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•

Leveraging on existing stakeholders such as the DREAM program to reach out to
youths with SRH and HIV and AIDS messages.

Best Practices in ALHIV Programming
•

Flexibility in peer led support meetings (weekends and public holidays) to ensure
attendance by school going adolescents.

•

Use of appointment reminders such as calendars and phone calls to improve clinic
attendance.

•

Special/individualized peer support sessions for adolescents with persistently high
viral loads.

•

Training of caregivers/parents to promote adherence and viral suppression among
the adolescents.

•

Supported HIV status disclosure and enhanced family relationships during groups
and the family-based interventions.

•

Development of tools to collect and use data on HIV care and treatment for ALHIV
with an objective of focusing on training aspects not understood by the youngsters
for improvements.

•

Engaging adolescents in quality improvement of HIV and SRH services which provided
feedback forums for community members, adolescents and health care workers.

•

Use of cards to access adolescent clinics in view of privacy concerns in health
facilities with restricted access at certain times of the day.

Summary of the Lessons Learnt
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•

Transactional sex and sexual exploitation among adolescents, especially within the
tourism sector, are attributed to livelihood/employment/income challenges and low
HIV risk perception. HIV programming in most at risk populations has largely focused
on behavioural and biomedical interventions with limited structural interventions
addressing their livelihood needs.

•

Condom use among adolescents remains low; 64.8% of the AYP reached reported
condom use in their most recent sexual encounter, while 20% of adolescents living
with HIV reached did not use a condom in their last sexual encounter.

•

Fear of rejection contributes greatly to low (37.5%) HIV status disclosure by adolescents
living with HIV to their sexual partners while late disclosure by caregivers negatively
affects adherence.

•

Stigma and weak psychosocial support systems contribute to poor adherence and
retention to ART among adolescents living with HIV during the school term.

•

Communication and information needs of adolescents are diverse and context
specific. The existing SRH and HIV communication channels are not effectively
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meeting their needs. There is preference for social media, peer led virtual groups,
phone calls and short message services (SMSs) as sources of information as opposed
to traditional communication media.
•

Adolescent dissatisfaction with SRH and HIV services provided is attributed to
inadequate customer care skills of the health care providers.

•

Reporting and use of MARA data for decision making, policy development and
advocacy is low at the county level. The National AIDS and STI Control Program
(NASCOP) is offering leadership in HIV and STIs programming, however, there is
underutilization of MARA data for programming.

•

National coordination of adolescent SRH and HIV services is not centralized. Different
national programmes deliver SRH and HIV services for adolescents in a parallel
manner.

Summary of the Recommendations
•

Sensitize and build the capacity of school staff (including, guidance and counselling
teachers, school nurses and matrons) caregivers and peers on provision of
psychosocial support to ALHIV and MARA including disclosure of HIV status.

•

Incorporate structural interventions (including livelihood programmes) within
existing SRH and HIV responses for adolescents.

•

Design SRH and HIV services to suit individual needs and context of the adolescents
such as peer led approaches, express services for adolescents, safe spaces, youth
friendly/responsive centres, and modified service delivery timings and availing
commodities including condoms and contraceptives.

•

Train health care workers on delivery of youth responsive services, including
adolescent focused customer care skills.

•

Develop communication strategies for adolescents that are cognizant of their diverse
needs and context with involvement of the adolescents.

•

Institutionalize reporting and utilization of MARA data to strengthen programming
and inform policy.

•

Create a centralized national coordination mechanism for adolescent SRH and HIV
responses.

•

Strengthen a systemic health sector approach for addressing GBV.
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Section One: Introduction
1.1 Background
As the global population continues its steady match upward, demographic shifts have
altered the population ratios in many countries, with the youth now constituting one
of the largest represented population groups in history. Specifically, about half the
population on earth today is less than 30 years while 1.8 billion are young people between
the ages of 10 and 24 and this is the largest generation of youth in human history.21&22 The
global youth bulge dynamics are replicated in Africa as the continent is also undergoing
profound demographic changes; about 41% of the people in the continent are below 15
years while another 19% are youth between 15 and 24 years.23 This trend of a youthful
population is further mirrored in the East African Community (EAC) where around 45% of
the 150 million people in Kenya, Rwanda, Tanzania and Uganda are below 15 years and a
further 28% are youth between 15 and 24 years old. Kenya has a very youthful population
with a median age of 19 years with almost three-quarters of the population being under
the age of 30 years and approximately 9.1 million adolescents between the ages of 10-19
years in constituting about 24% of the country’s total population.24 Adolescents and the
youth are a crucial catalyst for socio -economic development, and as such their well
-being is inextricably linked to the development prospects of the country, thus Kenya’s
Vision 2030 and the medium term plan II 2014 – 2017 place youth at the center of the
country’s development agenda.
Youth in Kenya, as is the case worldwide, are facing various health challenges and
risks including HIV) and AIDS, gender-based violence and alcohol, drug and substance
abuse. 25 As at 2016, an estimated 36.7 million people were living with HIV (including 1.8
million children) – with a global HIV prevalence of 0.8% among adults. Since the start
of the epidemic, an estimated 70 million people have become infected with HIV and 35
million people have died of AIDS-related illnesses.26 As at 2015, Africa had 1.8 million
21 McMannis J. 2017.Demographic Youth Bulge Creates Major Challenges in the Fight Against HIV/AIDS. Accessed on 17th May 2018 at :< https://
www.theglobalfight.org/youth-bulge-creates-challenges/>.
22 United Nations. 10 things you didn’t know about the world’s population. Accessed on 17th May 2018 at :<http://www.un.org/
youthenvoy/2015/04/10-things-didnt-know-worlds-population/>.
23 African Institute for Development Policy-AFIDEP.2018. Regional analysis of youth demographics. Accessed on 17th May 2018 at:< https://www.
afidep.org/our-work/population-change-sustainable-development/regional-analysis-youth-demographics/>.
24 Index Mundi.2018.Kenya Demographics Profile 2018. Accessed on 20th May 2018 at:< https://www.indexmundi.com/kenya/demographics_
profile.html>.
25 Ministry of Health-Kenya.2015. Kenya’s Fast-track Plan To End HIV and AIDS Among Adolescents and Young People. Retrieved on 18th May
2018 at:< http://lvcthealth.org/wp-content/uploads/2017/09/fast-track-plan-to-end-adolescent-aids-and-stigma-fastrack.pdf >.
26 WHO.2018. Global Health Observatory (GHO) data: HIV/AIDS. Accessed on 18th May 2018 at:< http://www.who.int/gho/hiv/en/>.
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young people living with HIV, and AIDS related deaths remain the leading cause of death
among adolescents and young people in the continent. Kenya has the fourth-largest
HIV epidemic in the world in terms of the number of people living with HIV, 1,517,707 in
2016.27 This translates to an HIV prevalence of 5.9% among the adolescents and adults
aged 15-6428. Similarly, Kenya is one of the 30 Countries that account for 89% of all new
HIV infections worldwide.29

1.2 The MARA Reloaded Project Context
AIDS is the leading cause of death among adolescents and young people in Africa, and
second leading cause globally.30 Adolescents and young people especially young women
and young key populations, continue to be disproportionately affected by HIV worldwide.
In 2016, 2.1 million people aged between 10 and 19 years were living with HIV and 260,000
became newly infected with the virus.31 The majority of young people living with HIV are
in low- and middle-income countries, with 84% in sub-Saharan Africa. In addition, half of
the 15 to 19-year-olds who are living with HIV in the world live in just six countries: South
Africa, Nigeria, Kenya, India, Mozambique and Tanzania.32. More than half (51%) of all new
HIV infections in Kenya in 2015 occurred among adolescents and young people (aged
15-24 years), a rapid rise from 29% in 2013. AIDS is also the leading cause of death and
morbidity among adolescents and young people in the country with 9,720 adolescents
and young people deaths reported in 2014. 33&34 While major advances have been made in
responding to HIV and ensuring access to lifesaving treatment for the general population,
progress for adolescents urgently needs to be scaled up.35
Unprotected sex has been found to be the most common route of HIV infection among
young people and coupled with low HIV and sexual health knowledge places a key barrier
to reducing HIV infections among young people. Across East and Southern Africa, in the
27 UNAIDS.2017.Data Book 2017. Retrieved on 20th May 2018 at:< http://www.unaids.org/sites/default/files/media_asset/20170720_Data_
book_2017_en.pdf>.
28 National AIDS Control Council.2016. Kenya AIDS response progress report 2016. Accessed on 3rd June 2018 at:< http://nacc.or.ke/wp-content/
uploads/2016/11/Kenya-AIDS-Progress-Report_web.pdf >.
29 National AIDS Control Council.2016. Kenya AIDS response progress report 2016. Accessed on 3rd June 2018 at:< http://nacc.or.ke/wp-content/
uploads/2016/11/Kenya-AIDS-Progress-Report_web.pdf >.
30 UNAIDS.2015. Update: Active involvement of young people is key to ending the AIDS epidemic by 2030.Accessed on 19th May 2018 at:< http://
www.unaids.org/en/resources/presscentre/featurestories/2015/august/20150812_PACT>.
31 UNAIDS.2015. Update: Active involvement of young people is key to ending the AIDS epidemic by 2030.Accessed on 19th May 2018 at:< http://
www.unaids.org/en/resources/presscentre/featurestories/2015/august/20150812_PACT>.
32 UNICEF.2015. ‘Press release: Adolescent deaths from AIDS tripled since 2000 – UNICEF’. Accessed on 18th May 2018 at:< https://www.unicef.org/
media/media_86384.html>.
33 Kenyan Ministry of Health/National AIDS Control Council.2016.Kenya AIDS Response Progress Report 2016. Accessed on 16th July 2018 at:<
http://nacc.or.ke/wp-content/uploads/2016/12/Kenya-HIV-County-Profiles-2016.pdf>.
34 Ministry of Health-Kenya.2015. Kenya’s Fast-track Plan To End HIV and AIDS Among Adolescents and Young People. Retrieved on 18th May
2018 at:< http://lvcthealth.org/wp-content/uploads/2017/09/fast-track-plan-to-end-adolescent-aids-and-stigma-fastrack.pdf >.
35 UNAIDS.2015. Update: Active involvement of young people is key to ending the AIDS epidemic by 2030.Accessed on 19th May 2018 at:< http://
www.unaids.org/en/resources/presscentre/featurestories/2015/august/20150812_PACT>.
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years 2011 to 2016, just 36% of young women and 30% of young men had comprehensive
and correct knowledge about HIV while in West and Central Africa, this figure stood at
just 24%.36 Although Kenya lowered the age of consent for HIV to 15 in 2015, previously
it was 18 years while in many countries it is around 18 to 21, thus presenting consent
challenges for adolescents including orphaned and vulnerable children (OVCs).37&38
HTS among the youth is also low with national AIDS programmes struggling to persuade
adolescents and young people at higher risk of HIV to periodically test for HIV since they
underestimate their HIV risk.39 For this reason, from surveys conducted between 2011 and
2016, only 10% of adolescent boys and 12% of adolescent girls in sub-Saharan Africa had
tested for HIV in the preceding year.40 Even where available, HTS have been described
as inappropriate for young people due to providers lacking skills to meet the needs
of young people, including stigma, judgment and breach of confidentiality concerns.41
After HTS, young people need extra support to take up treatment if they test positive,
as they may otherwise get lost in the treatment cascade.42 Subsequently, a failure to
follow best practices and provide age-appropriate care lead to poor retention rates
and low viral suppression rates among adolescents compared to other age groups with
statistics indicating that only 62% of 12 to 24 year-olds were adherent to therapy in 2015.43
Non adherence among adolescents has been attributed to long distance and lack of
psychosocial support, risky sexual behaviours, inconvenient/inconsistent social set ups,
not being fully involved in treatment decision-making, substance abuse, psychological
barriers, privacy, stigma and confidentiality concerns and long waiting queues in clinics.44
HIV infection and prevalence among adolescent and the youth in Kenya is higher in
high HIV prevalence geographic areas, and among adolescents and youth constituting
key affected populations.45 Through the Kenya AIDS Strategic Framework (KASF), 2014/15
36 UNAIDS.2016.Prevention Gap Report. Retrieved on 20th May 2018 at:< http://webcache.googleusercontent.com/search?q=cache:wSrEWi7IJCwJ:www.
unaids.org/en/resources/documents/2016/prevention-gap+&cd=1&hl=en&ct=clnk&gl=ke>.
37 Ministry of Health-Kenya.2015. The Kenya HIV testing services guidelines. Accessed on 3rd June 2018 at:< http://www.hivst.org/files1/
kenyahtsguidelines20151-160119080906.pdf >.
38 WHO.2013.HIV And Adolescents: Guidance For HIV Testing And Counselling And Care For Adolescents Living With HIV. Retrieved on 20th May
2018 at:< http://www.who.int/iris/handle/10665/95140>.
39 UNAIDS.2016.Get on the Fast Track: The Life Cycle Approach to HIV. Accessed on 20th May 2018 at:< http://www.unaids.org/sites/default/files/
media_asset/Get-on-the-Fast-Track_en.pdf >.
40 UNICEF.2017.Key Global Charts and Figures. Accessed on 20th May 2018 at:< https://data.unicef.org/topic/hivaids/global-regional-trends/>.
41 UNAIDS and UNESCO.2013.Young people today - Time to Act Now. Retrieved on 20th May 2018 at:< http://www.unesco.org/new/fileadmin/
MULTIMEDIA/HQ/HIV-AIDS/pdf/ESAFactSheetcorrectedFinal.pdf >.
42 WHO.2013.HIV And Adolescents: Guidance For HIV Testing And Counselling And Care For Adolescents Living With HIV. Retrieved on 20th May
2018 at:< http://www.who.int/iris/handle/10665/95140>.
43

MacPherson, P., et al (2015) ‘Service delivery interventions to improve adolescents’ linkage, retention and adherence to antiretroviral
therapy and HIV care’ Tropical Medical International Health, 2015 Aug; 20(8): 1015–1032.

44 Maskew, M. et al (2016) ‘Insights into Adherence among a Cohort of Adolescents Aged 12–20 Years in South Africa: Reported Barriers to
Antiretroviral Treatment’ AIDS Research and Treatment, Vol 2016, Article ID 4161738.
45 Ministry of Health-Kenya.2015. Kenya’s Fast-track Plan To End HIV and AIDS Among Adolescents and Young People. Retrieved on 18th May
2018 at:< http://lvcthealth.org/wp-content/uploads/2017/09/fast-track-plan-to-end-adolescent-aids-and-stigma-fastrack.pdf >.
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to 2018/19, AYP have been cited as a major priority population for the HIV response.
Behaviours that put the key populations, including the MARA, at greater risk of HIV
infection include high rates of unprotected sexual partnerships, unprotected anal
sex with multiple partners, and injecting drugs with multi-user equipment and drug
preparations.46. Figure 1.1 below illustrates the strong behavioural linkages and overlaps
between key populations and the general population.
Figure 1.1: The HIV Epidemic Dynamic in Kenya: behavioural links between populations
(source: adopted from UNAIDS and WHO, 2015)47

Sexual and gender based violence (SGBV) is a common phenomenon against women
and girls and is a major human rights violation not only in Kenya but across the globe,
and adolescents and the youth are considered a high risk population group.48 Forty-five
percent of women and 44 percent of men aged 15-49 years in Kenya have experienced
physical violence while 14 percent of women and 6 percent of men aged 15-49 years
report having experienced sexual violence at least once in their lifetime.49 Violence against
women is associated with HIV in the following ways: increased risk of acquiring sexually
transmitted infections including HIV; STIs also heighten the risk of HIV acquisition; violent
46 UNAIDS and WHO. 2015. Guidelines on monitoring the impact of the HIV epidemic using population-based surveys. Geneva: World Health
Organization; 2015. Accessed on 1st July 2018 at:<http://www.who.int/hiv/pub/guidelines/si-guidelines-population-survey/en>.
47 UNAIDS and WHO. 2015. Guidelines on monitoring the impact of the HIV epidemic using population-based surveys. Geneva: World Health
Organization; 2015. Accessed on 1st July 2018 at:<http://www.who.int/hiv/pub/guidelines/si-guidelines-population-survey/en>.
48 Decker MR et al.2015. Gender-based violence against adolescent and young adult women in low- and middle-income countries. J Adolesc
Health. 2015 Feb;56(2):188-96. doi: 10.1016/j.jadohealth.2014.09.003.
49 Kenya National Bureau of Statistics.2015. Kenya Demographic Household Survey 2013-2014. Retrieved on 20th May 2018 at:< https://
dhsprogram.com/pubs/pdf/FR308/FR308.pdf>.
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sexual assault can cause trauma to sexual organs that allows easier access to HIV; fear of
violence prevents women from negotiating safe sex; incorrect condom use when used in
sexual violence and; fear of violence is a barrier to HIV disclosure and service utilization
among others.50
The use of information and communications technologies (ICT) complements other IEC
campaigns designed to reach youth. The same technology that can link HIV/AIDS educators
and activists around the world also holds great promise for reaching youth, who typically
embrace the use of the technology for entertainment, learning and communication when
given access to these resources.51
Informed by the need to address HIV, SRH and GBV information and service gaps among
the youth, LVCT Health in partnership with UNICEF implemented N’julishe project from
April 2015 through to May 2016 that provided support to reposition OIDP for information
delivery to adolescents. Through this partnership, LVCT Health also conducted a situational
analysis of policy & health care for MARA in Kenya; a study that generated evidence to
guide the county’s response towards adolescent key populations and contributed to
development of the National Implementation guidelines for HIV and STI programming
among young key populations.52 Building on these interventions to facilitate improved
quality and access to services for MARA, Adolescents living with HIV and Adolescents
in the general population, LVCT Health partnered with UNICEF to implement the MARA
reloaded project from May 2017 to June 2018 in Nairobi, Mombasa, Kisumu, Homa Bay and
Migori counties in Kenya.

1.3 The MARA Reloaded Project Theory of Change
The MARA reloaded project targeted Most At Risk Adolescents, adolescents in the
general population, and adolescents living with HIV. The activities in the program
were delivered via the combination prevention approach; biomedical, behavioral, and
structural interventions (see Figure 1.2 below), with the following objectives: (i) 20,000
adolescent boys and girls 10-19 years (50% girls) have increased access to HIV, GBV
and SRH information through the one2oneTM web and mobile based platforms and
other information sharing platforms by June 2018 (ii) improved identification, linkages,
adherence and viral suppression amongst adolescents (boys and girls) in urban slums
and rural settings (Nairobi, Mombasa, Kisumu, Kiambu and Homa Bay) counties by June
50 Global AIDS Alliance.2009.Violence against Women and Girls & HIV/AIDS. Retrieved on 20th May 2018 at:< http://www.womenandaids.net/>.
51

Management Sciences for Health.2011. The Use of Information and Communication Technology in Family Planning, Reproductive Health,
and Other Health Programs: A Review of Trends and Evidence. Retrieved on 20th May 2018 at:< https://www.msh.org/sites/msh.org/files/
AIDSTAR-Two_Use-of-ICT-in-FP_Final-Paper_November-7-2011.pdf >.

52 See Terms of Reference-Annex 8.
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2018, and (iii) enhanced capacities of government, implementing partners and young
people on programming and policy advocacy for adolescents including those reporting
same sex, sex work and drug use by June 2018.
Figure 1.2: Map of Kenya showing the program sites and their HIV prevalence rates53

53

NACC.2016.Kenya HIV county profiles. Accessed on 2nd August 2018 at:<http://nacc.or.ke/wp-content/uploads/2016/12/
Kenya-HIV-County-Profiles-2016.pdf>.
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The expected outcomes from the program were: improvement in the quality of HIV
prevention services for MARAs; increased identification, retention, adherence and viral
suppression among ALHIV and improved HIV, SRH and GBV knowledge among adolescents
utilizing OIDP services. Ultimately, the project was expected to contribute to the following
long-term program impact areas: reduced HIV transmission rates; reduced HIV incidence
and; reduced HIV morbidity and mortality among adolescents. Figure 1.3 below illustrates
an overview of the project’s theory of change and represents the implicit underpinning
logic upon which the program was designed, as understood from the project concept
documents, as well as the explicit goals and indicators in the program log frame.
Figure 1.3: The MARA reloaded project logic model
Reduced AIDS-related deaths among AYP
IMPACT
Reduced HIV transmission rates

Improved health outcomes of HIV + adolescents

Improved prevention and treatment outcomes
OUTCOMES
Improvement in
the quality of
HIV prevention
services for MARA

OUTPUTS

ACTIVITIES

INPUTS
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Trained
service
providers

Increased
access to HIV
services

Policies
developed and
presentations
madeA

IImproved retention and
adherence for ALHIV in Care
and treatment program

HIV, GBV
and SRH
information
delivered
to 20,000
adolescents

Improved viral
suppression for
ALHIV

-90% of Identified ALHIV linked to care
-90% of linked Adolescents adhering to
treatment
-90% of adolescent adhering to
treatment to achieveviral suppression

Outreaches, mobilizationof adolescents, provision of information, quarterly meetings ups,
designing, printing and disseminatingIEC materials, relocating One2One@hotline, OIDP social
media platforms, supporting the national adolescent health symposium, consultative meetings
with ALHIV and caregivers, trainings on adolescent adherence and supported disclosure,
trainings on treatment literacy, designing and disseminating copies of adolescent annex to
guidelines; developing MARAservice delivery training module and trainings on them, quarterly
county level support groups for MARA, MARAdata tools review and printing, national MARATWGs
adolescent subgroup meetings, quarterly county adolescent TWG meetings, adolescent
participation in national and county level forums and abstraction and publication/presentation
of articles and data on adolescents HIV

Financial resources, personnel, time, guidelines and protocols and training materials,
biomedical supplies (e.g. testing kits) and referral systems
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1.4 Purpose and Objectives of the Evaluation
The overarching purpose of this end term evaluation was to establish the performance of
the MARA reloaded project against set targets and expected outcomes, document lessons
learnt and best practices as well as provide practical recommendations for improving
similar programs to be implemented in future. According to the terms of reference
(TOR) for the project summative evaluation (see Annex 8), the overall objectives of the
evaluation were:
1.

To assess the relevance of the project (i.e. appropriateness of the project in
relation to the needs and of the targeted counties and national government);

2.

To assess the effectiveness of the project (i.e., the extent to which the project
stated objectives were achieved);

3.

To assess sustainability of the project (i.e., the likelihood of the project
continuing after donor support);

4.

To assess and determine program’s best practices and successful models for
scale up.

17

Section Two: The MARA Reloaded Program End Term
Evaluation Methodology
2.1 End Term Evaluation Design and Data Collection Methods
This summative program evaluation was of a non-experimental design with individual
indicators analysis. This was necessitated by unavailability of quantitative baseline
data as well as challenges in the selection of control groups when dealing with key
populations.54 The evaluation team utilized a mixed method approach applying both
quantitative and qualitative methods of data collection. These included secondary data
analysis, quantitative questionnaires, FGDs, KIIs, photography and participant observation.
A desk review of the relevant literature preceded field visits and focused on program
documents (the program concept note, program reports, the program log frame and
MEAL data) as well as other grey and white literature on HIV programming for key
populations.55 This was useful in fine-tuning the evaluation methodology, formulating
evaluation questions and designing data collection tools. A descriptive cross sectional
survey of ALHIV and MARA in the program sites was conducted. Mobile data collection
through the Kobo Collect platform was used in the collection of quantitative data.56
Quantitative interviews and FGDs were conducted among beneficiaries, and an interviewer
administered questionnaire was used to record quantitate interview responses. YAC
members and peer educators were interviewed through FGDs while key informant
interviews were conducted among program staff and partners.

2.2 Program End Evaluation Sites and Targeted Population
This program end term evaluation was conducted in selected program sites namely
Nairobi, Kiambu (some of the prevention centres cross-cut Nairobi and Kiambu counties),
Mombasa and Kisumu Counties. The target population for the evaluation was MARA, ALHIV,
youth advisory council members and peer educators; program staff and implementing
partners.

54 Thompson C B.2007.Research Study Designs: Non-experimental. Air Medical Journal Associates 26:1, doi:10.1016/j.amj.2006.10.003.
55 Grey literature is published research materials and documents while white literature refers to routine reports and technical documents by
LVCT and UNICEF.
56 Kreutzer T.2014.KoBoCollect. Accessed on 18th May 2018 at: <www.kobotoolbox.org/tags/kobocollect>.
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2.3 Samples Size Selection and Sampling
The evaluation targeted 91 respondents with quantitative interviews (based on the
logistical and financial capacity in the program at the time of the evaluation). Simple
random sampling was used by peer educators to mobilize respondents through snowballing using peer-peer mobilization approach. FGDs were done with program beneficiaries
and YAC Members selected through convenience sampling. KIIs were conducted with
LVCT Health program staff, partners and policy makers in the counties and national HIV
and AIDS stakeholders who were purposively selected (Table 2.1).
Table 2.1: Qualitative data
Interview

Mombasa

Kisumu

Nairobi

Kiambu

Total

FGDs with the youth

2 (1 with ALHIV and 1
with adolescent boys
engaging in same sex)

2 (1 with ALHIV and 1 with
adolescent boys engaging
in same sex )

2 (1 with adolescents
girls exploited through
sex or engaging in
sex work and 1 with
adolescent boys
engaging in same sex)

1 with
adolescent
IDUs

7

FGD with youth advisory
council members

1

1

-

0

2

KIIs with program staff in
LVCT Health head office

1

4

2

0

2

KII with partners in
program sites

2

2

2

2

8

KIIs with policy makers
nationally

0

0

2

0

2

KIIs with policy makers in
the counties

1

1

1

1

4

Quantitative interviews

26 (13 with ALHIV and
26 (13 with ALHIV and
13 with adolescent boys 13 with adolescent boys
engaging in same sex)
engaging in same sex)

26 (13 with adolescents
girls exploited through
sex or engaging in
sex work and 13 with
adolescent boys
engaging in same sex)

13 with
adolescent
IDUs

91
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The table below shows the methodology that was used to respond to each evaluation
question with corresponding data sources.
Table 2.1: Evaluation Matrix Derived From the Terms of Reference
Evaluation Theme

Questions to be answered

Source of data

Relevance

Are objectives of the MARA project in keeping with National Adolescent
program defined needs and priorities?

Secondary literature

KIIs
Should the direction of the project be changed to better reflect those needs FGDs
and priorities?
Quantitative interviews
Were the various program interventions relevant in the context of most at
risk adolescents?
Did the program interventions correspond to the needs of the beneficiaries?
How can the overall design of the MARA project be improved to better
achieve the project objectives?
Effectiveness

To what extent have the project’s objectives (developing the curriculum,
training of caregivers, developing knowledge, attitudes and skills of youth
on HIV, SRH and GBV etc.) been reached?

Program documents
KIIs

FGDs
Were the objectives met as a result of the program or as a result of external
Quantitative interviews
factors
Are the project activities adequate to realize the objectives?
Efficiency

Was the program implemented on time without any delays as planned?

Program documents

Were services for MARA available and accessible at their own convenient
time and location?

KIIs

Were the online methods of delivering messages to adolescents the best?
Which other methods do they prefer?

Quantitative Interviews

FGDs

Was there value for money in the program when compared to other
alternative approaches?
How efficient the project resources were used to deliver the project
results?
Were there cost cutting measures in the implementation of the program?
Sustainability

What is the exit strategy for the program

FGDs

To what extent does the project established processes and systems that are KIIs
likely to support the continued implementation?
Quantitative interviews
Has there been skills transfer to the adolescents to ensure the behavioural
approaches learnt are sustained?
Has there been financial strengthening for stakeholders to continue with
the interventions?
Has there been institutional strengthening of stakeholders and partners to
continue with the interventions
Are the involved parties willing and able to continue the MARA project’s
activities on their own?
Targeting and Coverage

How were the program sites selected?

Program records

How were the beneficiary selected? Were there alternative targeting
options? Was the option adopted the best?

KIIs

Who benefitted and who did not benefit?

FGDs

What approach did the organization take towards coverage? Why was this
decision taken? How was targeting conducted?
Did any specific groups not receive the assistance they needed? Why?
Was there duplication (similar interventions by other organizations)? If so,
could this have influenced the program outcomes?
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Lessons learnt

Were there lessons learnt in the program implementation? Can they be
shared and replicated?

KIIs

Best practices

What were the best practices in the program implementation?

KIIs

Were there any innovations in the program execution?

FGDs

FGDs
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2.4 Data Analysis
Qualitative data was analyzed through deductive data analysis approach based on a
predetermined structure guided by evaluation themes and questions. Quantitative data
analysis was carried out using SPSS (version 23) while graphics were generated using
Microsoft Office-Excel 2013.

2.5 Limitations in the End term Evaluation
When reading and interpreting the findings in this evaluation report the following
limitations ought to be considered:
•

Some key informants from major stakeholders in HIV and AIDS programming and
leadership in the country were not available for interviews due to engagement in
other national duties.

•

Low sample size for ALHIV and MARA interviewed in the end term survey-a large
number of beneficiaries are on virtual support thus, only 88 adolescents were
interviewed quantitatively. However, this limitation was mitigated by triangulation
of quantitative results with qualitative interviews findings as well as the program
data and the three sources have been consistent in their themes.

•

Short period for monitoring viral loads: Ideally monitoring of viral loads should be
done annually but in this program the average viral loads were based on a short
duration of follow up and treatment; thus long term follow up may have produced
different results. Where possible, future evaluations should use randomized or
quasi-experimental research designs to strengthen this level of evidence on viral
loads.
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Section Three: The MARA Program Evaluation Findings
3.1 Description of Study Participants
The findings presented in this section are based on 3 FGDs with adolescent boys engaging
in same sex (1 in Githurai-Nairobi County, 1 in Naselica-Kisumu County and 1 in MlalaeoMombasa County), 1 FGD with adolescent girls reporting sex work and exploited through
sex in Kawangware-Nairobi County, 1 FGD with adolescents injecting drugs in Juja-Thika
County, 2 FGDs with ALHIV (Kisumu and Mombasa County), 2 FGDs with YAC members
(Kisumu and Mombasa Counties), 1 FGD with peer educators in Mombasa County, 3 KIIs
with County AIDS and STI Coordinators-CASCOs (Kiambu County, Kisumu County and
Mombasa County, 1 KII with a NACC representative in Mombasa, 2 KIIs with representatives
of partner organizations, 1 KII with a school health education officer in Mombasa County,
2 KIIs with clinicians treating ALHIV (Kisumu and Mombasa Counties), 3 KIIs with program
staff, and 2 KIIs other health workers. In total, 115 respondents were interviewed through
FGDs and KIIs (34 females and 81 males)-Table 3.1.
Table 3.1: Number of qualitative interview respondents
Target Population

County

Number of Participants

Adolescent boys reporting same sex

Nairobi

13

Mombasa

9

Female

Kisumu

Male

12

Adolescent girls exploited through sex and reporting sex work

Nairobi

Adolescents Injecting Drugs

Kiambu

ALHIV

Mombasa

10

9

Kisumu

3

9

Mombasa

3

4

YAC members

9
10

Kisumu
Health Service Providers
Project Staff
Policy Makers

Partner organizations

8

Mombasa

1

Kisumu

2

Mombasa

1

Kisumu

2

1

Mombasa

2

1

Kisumu

1

1

Kiambu

1

Nairobi

1

Kisumu
Total

1

1
34

81

Eighty-eight MARAs and ALHIV were interviewed through quantitative interviews- 26.10%
(23) females, 73.9% males, 28.4% ALHIV, 12.5% adolescents girls exploited through sex
or engaging in sex work, 13.6% IDUs and 45.5% adolescent boys engaging in same sex
and their geographic residences were Kiambu County (11.4%), Kisumu County (26.1%),
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Mombasa County (33.0%) and Nairobi County (29.5%)-Table 3.2. These respondents were
of ages 13 to 22 years with a mean age of 17.92 (standard deviation of 1.5)-Annex 6.
Table 3.2: Adolescents’ Gender and group (source: end term evaluation quantitative interviews)
County

Gender
Female

Group
Male

ALHIV

All respondents
Adolescents
girls exploited
through sex or
engaging in sex
work

IDUs

Adolescent boys
engaging in
same sex

Kiambu

0.0%(0)

100.0%(10)

0.0%(0)

0.0%(0)

100.0%(10)

0.0%(0)

11.4%(10)

Kisumu

13.0%(3)

87.0%(20)

39.1%(9)

0.0%(0)

0.0%(0)

60.9%(14)

26.1%(23)

Mombasa

31.0%(9)

69.0%(20)

55.2%(16)

0.0%(0)

0.0%(0)

44.8%(13)

33.0%(29)

Nairobi

42.3%(11)

57.7%(15)

0.0%(0)

42.3%(11)

7.7%(2)

50.0%(13)

29.5%(26)

Total

26.1%(23)

73.9%(65)

28.4%(25)

12.5%(11)

13.6%(12)

45.5%(40)

100.0%(88)

In addition, 1.1% of the respondents had never been to school, 5.7% had not completed
primary school education, 11.4% had completed primary school education but not
proceeded to secondary school, 33% were secondary school drop outs, 35.2% had
completed secondary school and 13.6% had post-secondary school level of education
(Table 3.3).
Table 3.3: Education Levels among Respondents (source: end term evaluation survey)
Gender

Females

Males

All respondents

County

Never been Primary school- Primary schoolto school
incomplete
complete

Secondary
schoolincomplete

Secondary
school-complete

Post-secondary
school education

Kisumu

0%(0)

0%(0)

0%(0)

33.3%(1)

66.7%(2)

0%(0)

Mombasa

0%(0)

11.1%(1)

11.1%(1)

66.7%(6)

0%(0)

11.1%(1)

Nairobi

0%(0)

0%(0)

9.1%(1)

9.1%(1)

54.5%(6)

27.3%(3)

Total

0%(0)

4.3%(1)

8.7%(2)

34.8%(8)

34.8%(8)

17.4%(4)

Kiambu

10%(1)

10%(1)

40%(4)

30%(3)

10%(1)

0%(0)

Kisumu

0%(0)

0%(0)

5%(1)

20%(4)

55%(11)

20%(4)

Mombasa

0%(0)

15.0%(3)

10%(2)

50%(10)

15%(3)

10%(2)

Nairobi

0%(0)

0.0%(0)

6.7%(1)

26.7%(4)

53.3%(8)

13.3%(2)

Total

1.5%(1)

6.2%(4)

12.3%(8)

32.3%(21)

35.4%(23)

12.3%(8)

Kiambu

10%(1)

10%(1)

40%(4)

30%(3)

10%(1)

0%(0)

Kisumu

0%(0)

0%(0)

4.3%(1)

21.7%(5)

56.5%(13)

17.4%(4)

Mombasa

0%(0)

13.8%(4)

10.3%(3)

55.2%(16)

10.3%(3)

10.3%(3)

Nairobi

0%(0)

0%(0)

7.7%(2)

19.2%(5)

53.8%(14)

19.2%(5)

Total

1.1%(1)

5.7%(5)

11.4%(10)

33%(29)

35.2%(31)

13.6%(12)

3.2 Relevance of the MARA Reloaded Project
The relevance of the MARA reloaded program was assessed by looking at the extent to
which the overall goal was consistent with the national adolescents’ needs and priorities.
The six project sites (Homabay, Kisumu, Migori, Mombasa, Nairobi, and Kiambu) were
selected based on low identification, linkages, adherence and viral suppression amongst
adolescents.
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Qualitative findings from key informants indicated that the needs of MARA were not
adequately addressed due to; unavailability of data to justify their needs, stigma in health
facilities and lack MARA responsive services. The MARA project was relevant because it
responded to these gaps. The project agenda/ aim was in line with Kenya’s HIV agenda
for adolescents as indicated in the KASF, 2014/15 and 2018/19.57
“Only a few partners are working with adolescents and young people and fewer are
working with adolescent key populations in Mombasa and the country at large… We
recognize the need for data use for decision making but we have a long way to go before
reporting can be streamlined… Data disaggregation is poor in this County (Mombasa),
we try to mine the data but due to poor reporting and errors in the data we cannot get
a clear picture of adolescent key populations dynamics” [NACC regional coordinator
Mombasa]

The YACs (involved in MARA project to advocate for SRH & HIV services for adolescents)
were reported as crucial voices in advocating for the SRH needs of young people in the
private and public sectors through various forums such as technical working groups.
Key informants also reinforced the fact that adolescents are highly exposed to HIV due to:
risky sexual behaviors (condom less sex); inadequate access to comprehensive HIV and
SRH information, inadequate adolescent responsive services; inadequate access to HIV
and SRH services including HIV testing, low linkage to ART, poor retention and adherence
to ART; engaging in transactional sex owing to livelihood challenges (lack of skills, low
employment and lack of income).
“In Mombasa County we had over 1,000 teenage pregnancies in 2017; this shows we have
many cases of unprotected sex among the young people in the County” [Key informant,
Mombasa County]
“Mombasa County has a population of 1.3 million of whom, 58000 are living with HIV,
there are over 1,800 new infections in the County every month and two HIV associated
deaths every day; this is worrying given that 55% of the population in the County are
adolescents and young people” [NACC regional coordinator Mombasa]
“As NACC we have had challenges in passing HIV information to adolescents and young
people due to use of traditional communication methods that are not effective in this
age group” [NACC regional coordinator Mombasa]
“Referral and linkage of MARA to HIV services is a challenge due to stigma” [CASCO,
Kiambu County]

Qualitative and quantitative interviews with adolescents showed the following challenges;
57 Ministry of Health Kenya.2014. Kenya AIDS Strategic Framework 2014/2015 - 2018/2019.Retrieved on 19th May 2018 at: <http://www.undp.org/
content/dam/kenya/docs/Democratic%20Governance/KENYA%20AIDS%20STRATEGIC%20FRAMEWORK.pdf>.
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unavailability and inaccessibility of youth responsive services, stigma from peers and
school staff towards ALHIV in school, inadequate information on HIV and SRH (especially
HIV, sexuality, PrEP, STIs), exposure to drug and substance abuse, experiences of sexual
violence, early pregnancies and inadequate involvement in decision making. These
challenges justify the implementation of the MARA reloaded program to address HIV and
SRH needs of adolescents (Table 3.4).
Table 3.4: Challenges faced by the adolescents (source: end term evaluation quantitative interviews)
Gender

Female

Male

Total

Lack of income/unemployment/lack of livelihood

73.9%(17)

78.5%(51)

77.3%(68)

HIV and AIDS

47.8%(11)

46.2%(30)

46.6%(41)

Drug and substance abuse

56.5%(13)

69.2%(45)

65.9%(58)

Rape

21.7%(5)

9.2%(6)

12.5%(11)

Lack of information

39.1%(9)

29.2%(19)

31.8%(28)

Lack of schooling opportunities

30.4%(7)

20.0%(13)

22.7%(20)

Others (peer pressure, discrimination, non-involvement in
decision-making and low self esteem

13%(3)

7.7%(5)

9.1%(8)

The MARA project avenues of delivering HIV and SRH information (OIDP platform-phone
calls & SMSs, peer educators, medical outreaches, and health service providers) were
reported as acceptable or recognized by adolescents (See Table 3.5 below).
Table 3.5: Source of information on health among the adolescents and young people
(source: end term evaluation FGDs)
Nairobi County

Kisumu County

Kiambu County

Mombasa County

-Youth blogs

-Peer educators

-Social media

-Peer educators

-Social media (including You
tube)

-Phone (calls and SMSs)

-Phone (calls and SMSs)

-Phones (calls and SMSs)

-LVCT health centres

-Medical outreaches

-Peer educators

-Social media

-LVCT Health

-Health care workers

-Youth zone

-Peers

-LVCT Health centers

-Peers

-IEC materials

-Teachers

-Teachers

-Phone (calls and SMSs)
-Health workers
-Peers

-Social media

-Religious institutions

-Newspapers

-CBOs

Qualitative interviews with ALHIV and YACs affirmed that the OIDP was an
acceptable and useful source for HIV and SRH information:
“If you are in a peer support group, you are able to get all the information you need”
[Male ALHIV, Kisumu County]
“Many young people are using the OIDP platform in Mombasa County” [Female YAC
member in Mombasa County]
“The OIDP platform is the most viable tool for communication among the youths in
Kisumu County” [YAC member, Kisumu County]
“OIDP should be maintained, it is the main source of information among young people
in Mombasa” [Peer educator in the Youth Zone, Mombasa County]
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Majority (85.70 %). of the ALHIV and MARA who were familiar with the MARA project described
it as very useful. The relevance of the MARA reloaded program was further affirmed by
quantitative survey respondents reporting a reduction in stigma (48.6% to 28.4%), reduced
inaccessibility of health information (46.6% to 11.4%), increased friendliness and privacy in
health centers as well as streamlined referral services (Figure 3.1).
Unclear referral methods
Long waiting time in H/facilities
Lack of privacy in health centres
Unftriendly health care workers
Inaccessible commodities
Inaccessibility of HIV information

1.1%

6.8%
4.5%

3.4%
1.1%
4.5%

15.9%
20.5%

10.2%
11.4%

20.5%
46.6%
28.4%

Stigma

48.9%

Figure 3.1: Challenges faced pre and post MARA reloaded program implementation (source: end term evaluation
quantitative interviews)

When asked the preferred channels of relaying HIV and SRH information to them in
future, adolescents interviewed gave the following responses: peer educators (56.7%),
the OIDP platform (72.7%), health workers (55.9%), LVCT Health’s One2One call and SMSs
platform (93.6%), Television (19.3%) and radio (2.3%)-Figure 3.2. The high preference for the
OIDP platform, health care workers and peer educators not only affirms the importance
of these channels in communicating with adolescents but also shows the different
preferences in this group which calls for a comprehensive HIV and SRH communication
strategy for the group.
93.6%
72.7%
56.7%

55.9%

19.3%
2.3%

Figure 3.2: Preferred mediums for passing messages in future (source: end term evaluation survey)
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The merit of the communication channels used by LVCT Health is further
demonstrated by the following quotes from qualitative interviews:
“After calling 1190 I was asked to call again should I have more questions in future” [16
year old female at a DREAMS center, Nairobi County]
“If you are in a peer support group, you are able to get all the information you need”
[Male ALHIV, Kisumu County]
“Many young people are using the OIDP platform in Mombasa County” [Female YAC
member in Mombasa County]
“The OIDP platform is the most viable tool for communication among the youths in
Kisumu County” [YAC member, Kisumu County]
“OIDP should be maintained, it is the main source of information among young people
in Mombasa” [Peer educator in the Youth Zone, Mombasa County]
“Lack of instant feedback on registration in the One2One platform is a challenge in
convincing youths to register” [YAC member, Mombasa County]

3.3 Effectiveness of the MARA Reloaded Program
3.3.1 Result area 1: Increased access to HIV, GBV and SRH information for 20,000
adolescent boys and girls 10-19 years (50% girls) through the one2one web and
mobile based platforms
3.3.1.1 Number of adolescent boys and girls (age disaggregated) reached through
the hotline, bulks SMS, social media and outreach events.

In total 42,998 adolescents were reached with information (SMSs-16840, phone calls-2818
and facebook-23,340) against a target of 20,000 (Table 3.6). This translates to 215% success
rate and was facilitated by community outreaches; use of youth forum meetings for
registration; use of YAC members for door to door registration; use of peer educators;
registration of vulnerable adolescents in partner organizations’ programs such as the
DREAM girls under the Girl Child Network; and use of IEC materials to create awareness
regarding the platforms.
Table 3.6: Adolescents reached through the hotline, bulks SMS, social media (LVCT Health, 2018)
County

SMS

Calls

Facebook1

Totals

Homa bay

2,530

538

286

3,354

Kisumu

621

212

2,685

3,518

Migori

1,828

505

312

2,645

Mombasa

5,895

409

5,920

12,224

Nairobi

5,966

1,154

14,137

21,257

Total

16,840 (50% females and 50% males)

2,818 (73% females and 27%
males)

23,340

42,998
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Quote on registration of adolescents in Western Kenya:
“In Western region we had a target of 12,000 new registrations on OIDP, by June we had a
cumulative figure of 9,339 adolescents and young people registered” [LVCT Health staff,
Western Kenya]

From quantitative interviews in the program sites, 90.5% of the MARAs (100% females
and 88.5% males) and 76% of the ALHIV (75% females and 76.9% males) had received,
accessed or requested health and SRH information from LVCT Health in the 12 months
preceding the evaluation (Figure 3.3).
75.0%

100.0%

87.0%
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88.5%

86.2%

76.0%
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86.4%
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Figure 3.3: MARAs and ALHIV accessing information through LVCT Health’s OIDP, IEC materials and staff during the program
life (source: end term evaluation survey)

MARA and ALHIV reported access to information between 1 and 16 times and the
information requested/received/provided was in themes of HIV and AIDS (84.1%), STIs
(67%), self-esteem (43.2%), healthy relationships (42%), decision making (36.4%), drug and
substance abuse (35.2%), setting goals in life (34.1%), peer pressure (31.8%), sex education
(27.3%) and sexual violence and rape (22.7%) among others-Figure 3.4.
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Figure 3.4: Information received from LVCT Health during the program life (source: endterm evaluation survey)
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ALHIV and MARAs reporting access to health and SRH information from LVCT health during
the program life reported the modes as: youth forums/meetings (54.5%), IEC materials
(18.2%), phone calls to 1190 (35.2%), SMSs (42%), outreaches and peer educators (60.2%),
LVCT Health’s Facebook page (8%), LVCT Health’s Twitter and Instagram accounts (1.1% for
both)-Figure 3.5 and Annex 1.
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Figure 3.5: Source of information among adolescents interviewed (end term evaluation survey)

When asked whether the information received was understandable the responses were
as follows: outreaches (98.7%), IEC materials (94.1%), youth forums/meetings (78.4%),
SMSs (76.9%), phone calls (78.8%), the LVCT Health’s Facebook page (57.8%), LVCT Health’s
Instagram page (18.2%) and LVCT Health’s Twitter account (17.2%)-Figure 3.6.
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Figure 3.6: Information recipients fully understanding the messages/message contents (source: end term evaluation
survey)

The information received from LVCT Health by adolescents was described as useful by
58% of the end term survey respondents, useful by 26.1% and not useful by 2.3% (Table
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3.7). From FGDs the most commonly reported messages themes on the OIDP platform
were: HIV and AIDS; SRH; sexual violence; relationships; PEP and PrEP; HIV self-testing;
careers; and self-esteem.
Table 3.7: Usefulness of the messages
Very useful

Useful

Not useful

Did not receive any message

ALHIV

36%(9)

40%(10)

0%(0)

24%(6)

MARAs

66.7%(42)

20.6%(13)

3.2%(2)

9.5%(6)

Total

58%(51)

26.1%(23)

2.3%(2)

13.6%

Basic HIV transmission questions were asked to adolescents interviewed in the endline
survey including risk of HIV transmission, effectiveness of condoms in reducing
HIV transmission, possibility of healthy looking individuals being HIV positive, HIV
transmission through mosquito bites and through sharing meals. Adolescents who had
received information from LVCT through various channels and forums showed higher
knowledge levels (95%) than those who had not received any information (83.3%)-Table
3.8.
Table 3.8: HIV basic knowledge (source: endterm evaluation survey)
Can having sex with only one faithful, uninfected partner reduce the risk of HIV getting
HIV?
Received information from LVCT
Health in the last 12 months

Yes

No

Yes

93.4%(71)

6.6%(5)

No

91.7%(11)

8.3%(1)

Can using condoms reduce the risk of HIV getting HIV?
Received information from LVCT
Health in the last 12 months

Yes

No

Yes

96.1%(73)

3.9%(3)

No

91.7%(11)

8.3%(1)

Can a healthy looking person be living with HIV?
Received information from LVCT
Health in the last 12 months

Yes

No

Yes

97.4%(74)

2.6%(2)

No

83.3%(10)

16.7%(2)

Can a person get HIV from mosquito bite?
Received information from LVCT
Health in the last 12 months

Yes

No

Yes

6.6%(5)

93.4%(71)

No

33.3%(4)

66.7%(8)

Can a person get HIV by sharing a meal with someone who is infected with HIV?
Received information from LVCT
Health in the last 12 months

Yes

No

Yes

5.3%(4)

94.7%(72)

No

16.7%(2)

83.3%(10)

Similarly, when asked of the body fluids through which HIV can be transmitted, knowledge
levels were higher in adolescents who had received HIV and AIDs information from LVCT
Health than those who had not (Figure 3.7).
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Figure 3.7: Knowledge on body fluids that can transmit HIV from one person to another (Source: end term evaluation
survey)

3.3.1.2 Indicator 2: Relocation of functional Hotline from Jambo call center to LVCT
Health offices
Through the UNICEF grant, LVCT Health was supposed to relocate their call center from
Safaricom offices to the LVCT Health offices on Kenyatta Avenue. This was meant to
promote sustainability, ownership and reduce inefficiencies in feedback provision. This
was achieved much later in the program (July 2018) due to challenges in mobilization of
funds to cater for this cost given that UNICEF’s support for this activity was minimal.

3.3.1.3 Number of polls and surveys giving real time data on different adolescent
issues and views
LVCT Health conducted monthly polls on various HIV and AIDS subjects. From the database
accessed by the consultant, 13 polls were conducted during the MARA 2 reloaded program
life. The polls were on; HIV and relationships, communication between adolescents and
parents, PrEP, HIV self-testing, esteem, masturbation, fears of HIV testing, challenges in
access and use of ARVs, sexuality orientation and STIs (Annex 2). From each of the 13 polls
females (66%) and young people aged 20 to 25 years (58.1%) were program there were the
largest groups of respondents (Figure 3.8).
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34.8%

1.2%
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58.5%
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66%
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10 - 14

15 - 19

GENDER

20 - 24

>24

AGE GROUP

Figure 3.8: Age group and gender of poll respondents (source: LVCT Health, 2018)

3.3.1.4 Referral of MARA following contact through the OIDP
Following behavioural interventions through the OIDP platform, phone calls, SMSs and
outreaches, LVCT health targeted to improve identification of MARA through HTS, link
them up with treatment, promote adhere and viral suppression. A total 6,335 MARA were
registered in the LVCT program sites and 210 of them referred for various services (43.4%
females and 56.7% males)-Table 3.9.
Table 3.9: MARA referrals (source: LVCT Health, 2018)
County

Female

Male

Total

Homabay

35.1%(13)

64.9%(24)

17.6%(37)

Kisumu

48.1%(13)

51.8%(14)

12.9%(27)

Migori

41.7%(10)

58.3%(14)

11.4%(24)

Mombasa

50%(6)

50%(6)

5.7%(12)

Nairobi

44.5%(49)

52.7%(58)

52.4%(110)

All Counties

43.4%(91)

56.7%(120)

100%(210)

MARA were referred for the following services: HIV treatment (20%), family planning
(9%), HTS (37.6%), peer support (2.9%), PEP (2.90%), PrEP (4.3%), pregnancy tests (1%)
relationship counseling (1%), self-tests (2.4%), SRH (1.4%) and STIs treatment (17.6%) as
illustrated in Table 3.10.
Table 3.10: MARA referred for HTS and HIV care and Treatment(Source: LVCT Health, 2018)58
Homabay

Kisumu

Migori

Mombasa

Nairobi

Female

Male

All Counties

CCC (HIV treatment)

35.1%(13)

18.5%(5)

16.7%(4)

0.0%(0)

18.2%(20)

14.3%(13)

24.4%(29)

20%(42)

HTS

29.7%(11)

33.3%(9)

50.0%(12)

41.7%(5)

38.2%(42)

29.7%(27)

43.7%(52)

37.6%(70)

58 These are percentages of all referrals including for services that the program was not focusing on.
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3.3.1.5 Number of adolescents referred by one2one digital platform and other
outreach activities who take up HIV testing services
Forty eight out of the seventy nine MARA (16/27 females and 32/52 male) referred for HTS
took up the service translating to a 60.8% uptake (Figure 3.9).
36.4%

55.6%

Homa Bay Kisumu

58.3%

Migori

80%

66.7%

Mombasa Nairobi

59.3%

Female

COUNTY

61.5%

Male

GENDER

60.8%

Total
ALL
REFERRALS

Figure 3.9: Uptake of HTS by MARA referred from the OIDP platform and other activities (source: LVCT Health, 2018)

3.3.1.6 Number or proportion of adolescents testing HIV positive linked to Care
and Treatment
Of all the 42 HIV positive adolescent MARA referred to health facilities for treatment, 32
of them took up the services translating to 76.2% (Figure 3.10).
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80%
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Results by County

90%
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Results by Gender

Total

Figure 3.10: Uptake of HIV treatment and care by adolescent MARA referred from the OIDP platform and other activities
(source: LVCT Health, 2018)
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3.3.2 Result area 2: Improved adherence and viral suppression amongst
adolescents in urban slums and rural settings
3.3.2.1 Number of ALHIV adhering to ART59
There were 605 ALHIV in various LVCT Health centers and partners supported centers of
whom 435 had the relevant viral load tests with 368 (84.5%) recording viral suppression
(88.9% in Nairobi county, 88.5% in Western Kenya and 80.7% in Mombasa county)-Figure 3.11.
88.5%

80.7%

84.5%

Percentage iof ALHIV recording
viral suppressiomn

88.9%

Nairobi County

Western Kenya

Mombasa County

Total

Figure 3.11: Viral suppression among ALHIV (source: LVCT health and Mombasa County hospital, 2018)

This was achieved thorough training of 126 care givers60, OTZ clubs 61, training of 66 health
care workers on delivering MARA sensitive services (see more details on section 3.4.4),
MARA responsive services, youth specific clinic days, use of youth champions, use of
appointment reminders and peer educators in health centers and special/individualized
support group meetings for ALHIV with high viral loads. Challenges faced by program
staff, peer educators and YACs in enrolling ALHIV in physical and virtual support
meetings were: low phone ownership, switching off phones by ALHIV due to fear privacy/
confidentiality fears and parents/care givers not allowing their children to attend group
meetings. Qualitative interviews with ALHIV in Kisumu and Mombasa Counties indicated
that membership and attendance of group meetings was hindered by lack of parental/
59 Viral load assessments should be conducted annually; one year for this program was a very short period yet commendable results have
been recoded
60
No of caregivers trained on Western
adolescent adherence & Target
supported disclosure
36

Coast

Nairobi

Total

Achieved

Target

Achieved

Target

Achieved

Target

Achieved

33 (92%)

12

46 (383%)

12

47 (392%)

60

126 (210%)

61 Miss zero appointments, skip zero drug doses, and maintain a zero viral load – that’s what it takes to become an Operation Triple Zero (OTZ)
Hero. OTZ is a NASCOP-led initiative equipping children and young people aged 10-24 living with HIV to take ownership of their health and
treatment. It was adopted from PEPFAR by CDC.
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caregiver support while virtual membership in groups was limited by confidentiality
concerns with respondents fearing that friends or relatives would come across group
communication. Financial expectations during attendance of physical group meetings
were also very evident in Kisumu and Mombasa Counties with adolescents reporting
parents’ expectations of tokens. Low adherence to treatment across the program sites
were attributed to several factors namely:
•

Discouragements because of pill burden

•

Lack of full understanding of the need/benefits of taking drugs as prescribed and at
the indicated time

•

Drug and substance use

•

Late disclosure by guardians/parents/caregivers hence low understanding of the
reasons behind taking medication strictly and timely

•

Lack of support by close relatives in households

•

Unavailability of food in the households

•

ALHIV do not take drugs at the recommended time due to engagement in games
(playing with other adolescents hence lateness in taking drugs)

•

School calendars and lack of support in schools- Due to stigma in schools ALHIV do
not take their dugs at the recommended time; in some cases they carry the drugs
outside their prescribed containers; at other times they don’t carry drugs to school
due to fear of checkups at school gate during the school opening days; and there
are delays in traffic jam for children ALHIV to or coming from school. As can be seen
on Photo 3.1 below, when ALHIV are at out of school, viral loads tend be low once
they go back to school the viral loads hit high levels due to the aforementioned
reasons.
Photo 3.1: ALHIV’s viral suppression trends in one of the LVCT health’s centre
(source: endterm evaluation)

Quotes on various experiences on adherence by ALVIH supported the
aforementioned findings:
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“When we find our age mates in the health facilities we feel comfortable; they also make
sure that we get express services” [Male ALHIV, Kisumu County]
“We have extra support group sessions for ALHIV with persistently high viral loads to
understand their individual challenges” [18 year old peer educator, Mombasa County]
“We cannot leave assembly in school to take drugs; at times we are playing in the
evening and thus we can’t interrupt play to go take our drugs” [ALHIV, Mombasa]
“After taking drugs for six months without cure I had to ask my mum what I was ailing
from” [13 year old ALHIV, Mombasa County]
“I get late in taking mu drugs due to traffic jam on my way home from school” [13 year
old male ALHIV, Mombasa County]
“I don’t have a watch, so when I go out to play with my colleagues I sometimes get late
thus delays in taking my pills” [Male ALHIV, Mombasa County]
“Food is unavailable in our house at times yet I have to swallow my tablets” [Female
ALHIV, Mombasa County]
“We are not comfortable picking drugs in health facilities close to schools for our
privacy” [ALHIV, Mombasa County]
“Due to inspection at the school gates on opening days, we can’t carry our drugs and at
times we fold them with clothing” [Female ALHIV, Mombasa
“ARVs keep me from enjoying my activities like playing with my peers” [ALHIV, Mombasa
County]”
“Most young people and adolescents can’t afford laboratory services including basic
STIs screening” [Clinician in Mombasa County]
“Through OTZ we have achieved 90% appointment keeping in our health facility; viral
suppression was 65% but now it is 82%” [LVCT Health staff in Kisumu County]
“We want small bags (zip up bags) to carry our drugs” [Female ALHIV, Mombasa County]
“LVCT Health supported my office to train 30 youths on HIV and reproductive health
messages for school going children” [Key informant, Mombasa County]
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3.3.3 Outcome in dicators based on MARA programming
3.3.3.1 Result area 3
Enhanced capacities of government, implementing partners and young people on
programming and policy advocacy for adolescents including those reporting same sex,
sex work and drug use.

3.3.3.2 Building evidence for MARA programming
Under the structural interventions for the MARA reloaded program, several activities were
undertaken to enhance the capacity of County governments, NASCOP, partners and the
young people on policy advocacy, reporting and data use on adolescent key populations.
However, this is one area that the program has not managed to fully address (Table 3.11).
LVCT Health played their part in promoting the uptake of targeted interventions through
trainings for health care workers, training of school health staff, facilitating youth’s
consultative meetings and facilitating creation of youth groups such as advisory councils.
As regards reporting of the MARA data and indicators on their monthly reports; this
was erratic in all the four counties visited. LVCT Health centres were the predominant
reported of MARA data and in Mombasa County, some sub counties such as Mvita had
made some progress in this aspect. The key gaps in reporting MARA data/indicators in
the DHIS were: lack of an initiative by partners, errors in reporting, lack of trainings/
mentorship in this new area and system errors in the DHIS which had been reported to
NASCOP. With the national changes in the DHIS dashboards, some facilities such as Mvita
sub County hospital were reflected as dices despite reporting their data.
Partners were supposed to ensure that all presentations on key populations have
disaggregated data reflecting MARA so as to capture their trends and needs. This had
only happened in Mombasa County while in the other counties, only LVCT Health was
disaggregating the data. A further requirement under this area was presentation of
adolescent data in local and international conferences as well as its use in decision
making. In the absence of data, presentations and evidence based decision making were
not achieved. Only LVCT Health staff and Mombasa County government staff had made
presentations in various forums using disaggregated MARA data.
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Kiambu, Mombasa and Kisumu Counties reported to have embarked on development
of adolescent health strategies but only Mombasa County was deeply addressing
MARA’s needs in this document. As regards advocacy, Mombasa County had embarked
on advocacy for MARA agendas including services in health facilities and budgetary
allocation for their health needs. The county also had MARA help desks in a number
of offices. In Kisumu County advocacy efforts were met by resistance reported not only
through interviews but also on media reports indicating that County Assembly of Kisumu
had unanimously passed a motion that was likely to see the closure of clinics catering
for the LGBTI community.62 A policy brief on the need for MARA’s health needs had been
forwarded to the relevant health ministry Kisumu County to address this stand-off. In
Kiambu County, the constituency AIDS and STI coordinator (CASCO) reported to have
made presentations to the members of county assembly (MCAs) in the County Assembly
on the need for budgetary allocation for key population services but the address lacked
any figures or details on the adolescent MARA agenda.

3.3.3.3 The MARA program produced mixed results in data use, advocacy and
policy development in the Counties as indicated by the following quotes from
qualitative data respondents:
“Mvita sub County hospital has made 1 presentation on MARA in a conference, Ganjoni
health centre has made 2 presentations and Mlaleo health center has also made two
presentations” [Partner, Mombasa County]
“We have a very vibrant adolescent TWG but there is confusion as to who should lead
the MARA agenda in the this forum” [Partner, Mombasa County]
“We used the scanty data we had on MARA to develop the adolescent policy; we are yet
to complete this document” [Partner, Kisumu County]
“Mentorship of health records officers is required for complete and accurate reporting
of MARA data in the DHIS” [Partner, Kisumu County]”
“We have only used the LVCT Health data to discuss drivers of HIV prevalence as well as
for advocacy purposes” [CASCO, Kiambu County]
“Mombasa County government has established MARA desks in a few health centers”
[NACC regional coordinator Mombasa]
“There is confusion as to who should lead the adolescent key populations’ agenda in
adolescent TWGs that is whether it is the health departments or general key populations
departments” [NACC regional coordinator Mombasa]

62 The Standard Newspaper, Kenya.2018. MCAs in push to curb same sex relations .Accessed on 2nd July 2018 at:< https://www.standardmedia.
co.ke/article/2001282393/mcas-in-push-to-curb-same-sex-relations>.
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3.3.3.4 Policy engagement among adolescents
Through the MARA program, YACs were to be established and trained to advocate for HIV
responsive services for adolescents and young people. The YAC in Mombasa was found
to be very strong in advocating for adolescent and young persons’ agendas in the County.
The group was formed on 3rd March 2017 had 16 members (7 girls and 8 boys) selected
due to their: vibrancy in advocacy, knowledge and interest in SHRH and ages 10-24 years.
The group has a president (female) and a deputy (male) and they meet once a month
or as per need but they are in active communication through a social media platform.
Agendas for the meetings involve; review of work plans, provision of feedback regarding
participation in various activities in the County, and review of gaps emerging on youth
issues. They were trained by LVCT health on facilitation of school health education
(school based approaches in health education) and advocacy. The challenges facing
the YAC included lack of a working office/sitting space, limited finances with members
largely working as volunteers, and multiple activities allocated to few members. The key
achievements by this YAC were:
•

Participation in the 16 days of activism in 2017

•

Conducting a survey on challenges of youths in Mombasa County

•

Research on STIs and early pregnancy in Mombasa County

•

Mapping youths in the County

•

Participation in adolescent TWGs

•

Advocacy in various forums in Mombasa County

•

Participation in conferences across the Country

•

Participation in registration of youths on the One2One and OIDP platform

•

Creating public awareness on HIV and drugs in beaches in Mombasa County

The YAC in Kisumu County had 23 members but only 10 were active with a male
chairperson deputized by a female. It was formed in June 2017 and has been able to
conduct community sensitization, outreaches and register youths on the OIDP platform.
The YAC members have been trained on advocacy and peer education. The YAC members
meet monthly to review work plans, make new work plans and compile/submit reports.
The challenges facing this YAC were: irregular meetings, lack of working space/office and
limited resources to address the various youth gaps in the County.
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3.3.3.5 Number of health providers and peer educators (m/f) trained on MARA
service delivery
The program targeted to train 40 health care providers and peer educators on HIV service
delivery for (HTS, peer led approaches and HIV care and treatment). From program records,
66 health care workers (clinical officers, nurses and adherence counsellors) were trained
under the MARA reloaded translating to a 110% training completion rate. In addition,
seven peer educators were trained. Some of the trained health care workers were
interviewed in Kiambu, Mombasa and Kisumu Counties; they reported training timetables
as being flexible for their attendance, training time as being adequate, the trainers
as knowledgeable, and the training contents and materials as being satisfactory. The
trainees requested for trainings on methadone use in rehabilitating IDUs and cognitive
and psychosocial counselling skills. ALHIV and MARA reported dissatisfaction with HIV
services (the need to identify themselves at the gates, long waiting time, unresponsive
services especially in pharmacies) therefore, there is need to not only offer technical
trainings to HIV health care workers but also focus on “customer care” oriented trainings
to promote the patients/clients handling skills.

3.3.3.6 Number of national and county level TWG meetings for MARA held
Nineteen adolescent technical working group (TWG) meetings were held at the national
level and LVCT Health supported and or was represented in all the meetings. The target
for national-level policy meetings that LVCT Health was supposed to support was eight.
Eleven TWG meetings against a target of twelve, were held in the counties (four in Mombasa,
two in Kiambu, one in Nairobi, one in Siaya, one in Homabay, one in Migori and three in
Kisumu). These meetings focused on promoting meaningful engagement of adolescents
in HIV and SRH advocacy, data collection on HIV and SRH, engagement in development
and review of adolescent SRH policies and strategies including validation of adolescent
and MARA HIV and STI guidelines, and sensitisation of county health management teams
(CHMTs) on engagement of adolescents in health programming.
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Figure 3.12: Number of adolescent TWG meetings held (TWG minutes)

3.3.3.7 Number of adolescent support groups formed
Program records reviewed by the consultant indicate that 15 support groups were formed
in the counties supported by UNICEF (Hurlingham 3, Kisumu 3, Homabay 3 and Mombasa
4) and 2 Operation Triple Zero (OTZ) clubs at Hurlingham and Tivoli. In addition, secondary
data from the program reported that 94% (569 out of 605) of ALHIV were enrolled in the
support groups. From the adolescents interviewed in the end term survey, 60.3% of the
MARAs (18.2% females and 69.3% males) and 84% of ALHIV (91.7% females and 76.9%
males) were in physical or virtual support groups (Figure 3.13). Qualitative interviews
with ALHIV in Kisumu and Mombasa Counties reported the following youth groups: youth
zone groups, youth heroes groups, LCVT Health peer support groups, youth networks and
what’s up groups for communication.
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Figure 3.13: Membership in youth forum/ physical or virtual support groups (source: endterm survey)
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3.3.3.8 Condom use in the most recent sexual encounter
Condom use in the most recent sexual encounter was reported by 64.8% of the adolescents
interviewed with 19.3% not using condoms and 15.9% reporting not to be sexually active.
Specifically among adolescent boys 85% reported engaging in same sex condom use, 54.5%
of adolescents girls reported being exploited through sex or engaging in sex work, 66.7%
among adolescent IDUs while in ALHIV condom use in the most recent sexual encounter
was reported by 9 out the 14 sexually active respondents (Table 3.11). Qualitative findings
showed the following barriers to condom use, clients unwillingness to use condoms, as
inability to negotiate for condom use and shortage of commodities (lubricants in Kisumu
and Mombasa Counties).
Table 3.11: Condom use in the most recent sexual encounter (source: endterm survey)63
Yes

No

Not sexually active

Adolescent boys engaging in same sex

85%(34)

15%(6)

0%(0)

Adolescent girls exploited through sex and engaging in sex
work

54.5%(6)

36.4%(4)

9.1%(1)

ALHIV

36%(9)

20%(5)

44%(11)

Adolescents injecting drugs

66.7%(8)

16.7%(2)

16.7%(2)

Recipients of LVCT health HIV and AIDs information

67.1%(57)

17.1%(13)

15.8%(12)

Non recipients of LVCT health HIV and AIDs information

50%(6)

33.3%(4)

16.7%(2)

All respondents

64.8%(57)

19.3%(17)

15.9%(14)

Barriers to condom use by MARA are further supported by the following quotes:
“Most of the adolescent boys engaging in same sex in this group lack bargaining skills,
thus they are forced have unprotected sex by their clients; condom use is only in about
50% of the sexual encounters” [Adolescent boys engaging in same sex group leader in
Githurai]
“Yes we know about condoms and lubricants use but clients refuse to use condoms and
we are left with no option since we need money” [Adolescent boy engaging in same sex
in Githurai, Nairobi County]
“Condom use depends on the client” [Adolescent boy engaging in same sex, NaselicaKisumu County]

3.3.3.9 Use of sterile needles and syringes
Of the five adolescents using injecting drugs in the month preceding the evaluation, only
3 had used sterile needles and syringes while 2 had not.
The experiences and challenges in this group of MARA are captured through
the following quotes:
“We get 10 box packs of needles and injections from LVCT Health every week and each
box has 3 syringes and 3 needles” [Adolescent injecting drugs in Thika, Kiambu County]

42
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“We would like smaller needles, at times we get very thick needles that are painful
hence we do not use them” [Adolescent injecting drugs in Thika, Kiambu County]
“We were not aware of HIV transmission risks from sharing syringes and needles until
LVCT health trained us” [Male Adolescent injecting drugs, Thika-Kiambu County]
“We use injectable Heroine about three times a day” [Adolescent injecting drugs, Kiambu
County]

3.3.3.10 HIV testing and notification among the MARAs interviewed in the endline
survey
From quantitative interviews, 95.4% (91.7% Adolescents injecting drugs, 95% adolescent
boys reporting same sex and 100% adolescents reporting sex work) of MARA interviewed
reported that they had taken a HIV test in the preceding three months to the evaluation
and they were notified of their status (Figure 3.14). Quantitative interviews revealed
that from the most recent HIV tests, 2 adolescent boys reporting same sex and one
adolescent injecting drugs were confirmed positive. All the three adolescents testing
positive reported to have been shown where to get treatment and the 2 adolescent
boys reporting same sex had taken up treatment and they were still on treatment, 1
adolescent injecting drugs had not taken up treatment and care.
95.4%
95.4%
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91.7%
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100%

Had an HIV test in the preceding 3 months

Figure 3.14: MARAs tested for HIV in the preceding three months (source: endterm survey)

“The programs support sessions opened our understanding of HIV and HIV services; we
feel comfortable with peer educators in this centre” [ALHIV, Mombasa County]
“For us we encourage our colleagues who test positive to take up treatment” [Adolescent
IDU, Kiambu County]
“We need linkage to and access of legal documents to start up income generating
activities” [Male IDU in Thika, Kiambu County]
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“We are in this business for money; I lost my parents at the age of 8 years, with no
education, food and income I had no other option” [Adolescent boy engaging in same
sex in Githurai, Nairobi County]
“If I had an alternative source of income I would not be in this business; the risks are
high but I have no other source of livelihood” [Adolescent boys engaging in same sex
in Githurai, Nairobi County]
“We get tested for HIV once every 3 months; we know we are at risk because of sharing
needles and syringes” [Adolescent IDU in Thika, Kiambu County]
“We are at risk of HIV infection thus we have to keep on getting tested once in every
month” [Adolescent boy engaging in same sex in Mlaleo, Mombasa]
“We have multiple sexual partners which calls for regular testing” [Adolescents girls
exploited through sex or engaging in sex work in Kawangware, Nairobi]

3.3.3.11 Notification of the partners about HIV status
In the ALHIV, 38.9% reported to have notified their most recent partner/client about
their HIV status while in the HIV negative adolescents’ group, 70.4% had notified their
recent partners/clients regarding their status (Figure 3.15). From FGDs with adolescent
boys reporting same sex and sex work, sexual engagement with clients was a business
and thus they had no time to discuss HIV status.
63.2%

TOTAL

All respondents

63.6%

Adolescent IDUs
37.5%

ALHIV

54.5%

Adolescent FSWs

76.3%

POSITIVE

NEGATIVE

Adolescent MSMs

70.4%

All respondents
62.5%

Adolescent IDUs
54.5%

Adolescent FSWs

76.5%

Adolescent MSMs
38.9%

All respondents

100%

Adolescent IDUs
33.3%

ALHIV
Adolescent MSMs

50%
0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

Figure 3.15: Notification of HIV status to the most recent client/partner (source: endterm survey)

3.3.3.12 Perceptions of HIV self and assisted testing
Among the adolescent IDUs, adolescent boys engaging in same sex and adolescents girls
exploited through sex or engaging in sex work there was a high preference for assisted
testing (70.5%) when compared to self-testing (27.3%) with 2.3% reporting unwillingness
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to have a HIV test (Figure 3.16).64&65 Adolescents preferred self-testing for the following
reasons: confidentiality of results (70.5%), privacy during tests (54.2%), and convenience
of having the test anywhere without queuing (83.3%). -Annex 4. Reasons given against
self-testing were lack of pretest counselling (88.6%), fear of results (88.6%), lack of
information on how to conduct a self-test (30.7%), high cost of kits (11.4%), unavailability
of self-testing kits (8%), and lack of linkage to other health services such as HIV treatment
(4.5%), STIs screening (4.5%)-Annex 5. All the reasons given for and against self-testing
were repeatedly raised in FGDs in equal measures.

Percentage

70.5%
27.3%

Self - testing

2.3%
Assisted - testing Cannot / will not
have a test

Figure 3.16: Preference for testing by MARAs (source: endterm survey)

Experiences, challenges and preferences in HIV testing by MARA are further
captured through the following quotes:
“We want assisted testing because of pre-test counselling services” [Adolescent boy
engaging in same sex in Kisumu County]
“Getting self-test kits is a challenge in terms of availability and cost” [Adolescent IDU
in Kiambu County]
“We don’t go to public health facilities for HIV testing because of lack of privacy concerns
and long waiting time” [Adolescent boy engaging in same sex, Githurai]
“I prefer assisted testing due to lack of information and money to buy self-test kits” [YAC
member, Kisumu County]

3.3.3.13 HIV status disclosure to sexual partners
In the ALHIV, 38.9% reported to have disclosed their HIV status to their most recent
partner/client about their HIV status while in the HIV negative adolescents’ group, 70.4%
had disclosed their HIV status to their recent partners/clients (Figure 3.17). Qualitative
interviews with adolescent boys engaging in same sex and girls exploited through sex
and engaging in sex work showed that they had no time to discuss HIV status with their
clients while ALHIV did not disclose their HIV status due to confidentiality concerns

64 This question was not asked to ALHIV
65 Those reporting unwillingness to have a HIV test had not reported testing in the preceding 3 months.
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Figure 3.17: Disclosure of HIV status to the most recent client/partner (source: endterm survey)

3.4 The Sustainability of the MARA Reloaded Program
In assessing the MARA reloaded program’s sustainability the evaluation team sought to
establish whether the benefits from program’s interventions and activities are likely to
continue after donor funding has been withdrawn. This was in terms of skills for ALHIV,
MARAs, trained health care workers, peer educators and schools’ staff; financial capacity
for take-over of program activities by LVCT Health, partners and County governments; and
technical capacity of partner institutions to offer behavioural, structural and biomedical
interventions for the adolescent key populations.
The evaluation team was satisfied with the sustainability measures put in place by LVCT
Health including skills transfer, formation of youth groups, policy development and
advocacy for the MARA health needs but sustainability is largely dependent on direct
program beneficiaries, indirect program beneficiaries and partners in the program sites.

3.4.1 Sustainability of the behavioural component of the MARA reloaded program
There were high knowledge levels among ALHIV and MARA which are sustainable but putting
the learnt skills into practice remains a challenge; 77.03% of sexually active adolescents
interviewed in the end line survey respondents reported condom use in the last sexual
encounter while only five out of eight IDUs used sterile injection and needles in their last
drug injection episode. From FGDs, adolescent boys engaging in same sex use condoms in
only 50.00% of their sexual encounters with only two out of the 40 of them reporting PrEP
use due to ignorance and low perception of HIV risk. ALHIV were having unprotected sexual
encounters with other adolescents which is also an indication of partial sustainability
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of the program. There was a strong call for livelihood interventions to help the MARAs
take up other income generating opportunities thus reduce their vulnerability to HIV
infection. Availability of condoms, lubricants, syringes, needles, self-test kits, PrEP, PEP and
friendly services is conditionally sustainable with the relevant financial sources available
in LVCT Health; without funding, LVCT health’s capacity to deliver these commodities will
be compromised thus further influencing behavioural patterns of the MARA by support
in schools, support at home, availability of food and peer support groups as well as
availability of ARVs. This aspect appears to be partially sustainable; support groups appear
sustainable hence the push for adherence but other external factors in communities,
households and schools remain a threat to the full sustainability of this component.
The County governments do not have MARA sensitive services delivery models except in
Mombasa thus biomedical interventions gained under the program are threatened by the
closure of program activities. There are still gaps among health care workers who largely
lack “customer care” and “adolescent friendly” skills thus uptake of HTS, care and treatment
in non LVCT Health clinics will remain low as reported by MARAs and ALHIV.
Challenges in sustainability of the program were also captured through the
following quotes:
“We have a challenge in separating services for adolescent and general key populations”
[Partner, Kiambu County]
“We have not been able to pick up adolescent boys engaging in same sex data in our
health facilities” [Partner, Kiambu County]
“IDUs in our County are offered services by LVCT Health only; we referred IDUs to NgaraNairobi County for rehabilitation, we are in the process of setting up clinics for IDUs in
Karuri Sub County health facility” [Partner, Kiambu County]

3.4.3 Sustainability of the structural components of the MARA reloaded program
Adolescent TWG meetings have been facilitated late into the program cycle and they
have been week due to lack of strategic direction on MARA agenda and lack of leadership
due to confusions over who should drive this groups agenda in the TWGs. Advocacy by
Counties remains weak and so is data reporting, data use, data sharing and data use
for decision making. Adolescent strategic plans may offer some sustainability but they
are yet to be completed and rolled out given that budgets for the same are required but
objected by MCAs; in some Counties they are not addressing MARA whose agenda even
at the national level is “floating”. The only sustainable aspects under this theme are
the YACs in Mombasa and Kisumu Counties are sustainable given their recognition and
involvement in various County governments’ and partner organizations’ forums.
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3.5 Learning Considerations for the MARA Reloaded Program
3.5.1 Best Practices in the Implementation of the MARA Reloaded Program
The following best practices were documented from the implementation of the MARA
reloaded program based on the evidence of their effectiveness; potential for scalability;
local adaptability; replicability in similar settings/contexts and compliance with legal
and ethical requirements.66

3.5.1.1 Best Practices in MARA programming
•

Express HIV, STIs and SRH services for MARA in some facilities e.g. LVCT Health center
in Tivoli-MARA in transactional sex reported busy schedules in meeting clients hence
limited time for uptake of health services given the long ques and long waiting time
in some facilities. As such, in LVCT Health’s Tivoli centre they had access to express
treatment services to promote clinic attendance and service uptake.

•

Leveraging on existing stakeholders to reach out to youth with SRH and HIV and
AIDS messages- Reaching out to adolescents and young people with information is
a challenge because of school attendance, low phone ownership as well as differing
socialization patterns. Under this program, the DREAM program by Girl Child Network
was one of the avenues use to reach out to girls with HIV and AIDS and SRH messages.
Vulnerable girls were provided with phones, laptops and internet services to access
LVCT Health’s OIDP and One2One platforms.

3.5.1.2 Best Practices in ALHIV Programming
•

Engagement of peers in health centers/facilities-There were youth champions (LVCT
health facility-Tivoli), peer educators (youth friendly zone, Coast County hospital)
and youth advisory council members (Kiambu County) to receive ALHIV and MARAs
in health facilities, guide them through HTS, uptake of HIV care and treatment as
well as link them up with peer support groups. With the development of a scheme
of service by NASCOP, Mothers2mothers Kenya and Public Service Commission of
Kenya at an advanced stage, this group should be considered for inclusion into the
document.

•

Use of appointment reminders such as calendars (Mombasa County hospital)
and phone calls (LVCT Health’s Tivoli center) to ALHIV have demonstrated some
effectiveness in clinic attendance including a 90% timely clinic attendance in LVCT
Health’s Tivoli centre.

66 UNAIDS.199. Summary Booklet of Best Practices June, 1999. Accessed on 3rd June 2018 at:< http://umich.edu/~spp638/Coursepack/progbestpractices.pdf>.
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•

Flexibility in peer led support meetings - Due to school attendance peer support
meetings for ALHIV were largely held over the weekends and at times during public
holidays to ensure attendance by school going adolescents and this was a very good
move that ensured high participation by ALHIV.

•

Special/individualized peer support sessions for adolescents with persistently high
viral loads-Adolescents with high viral loads that were not being suppressed despite
treatment had special peer support sessions to understand their challenges in
school, households and communities with an objective of helping them overcome
their individual challenges hence viral suppression.

•

Training of caregivers/parents and school staff-ALHIV face barriers in treatment
and care at the household level and in schools. Training of supportive staff around
them has been one of the key ingredients that has promoted adherence and viral
suppression among the school going children.

•

Engaging adolescents in quality improvement of HIV and SRH services-ALHIV and
MARAs reported satisfaction with their involvement in discussing issues pertains
to their health and services in various centers. Through this approach, service gaps
were easy to capture, address as well as offer feedback to the beneficiaries for
increased services utilization.

•

Developing tools to collect and use data on HIV care and treatment for ALHIV- At the
Coast General Hospital, there were tools to periodically monitor knowledge levels
among ALHIV as well as emerging knowledge gaps with an objective of focusing on
areas not understood by the youngsters for improvements.

•

Supported HIV status disclosure and family relationships during groups and the
family-based interventions-Program records indicate about 300 cases of supported
disclosure that were achieved through support groups and family members/care
givers trainings.

•

Use of cards to access adolescent clinics-In Coast General Hospital which was one
of the partner organizations in this program, the youth zone is located within the
inpatient premises and not the main outpatient block; as such accessing the youth
friendly clinic is a challenge due to security restrictions. With an increasing number
of ALHIV not accessing the center due to privacy concerns, the management of the
center resulted to cards to help ALHIV access the building easily.

49

LV C T- U N I C E F M A R A P R O G R A M E V A L U AT I O N F I N A L R E P O R T
Photos 3.2 and 3.3: Youth friendly zone access card (source: Mombasa County hospital)

3.5.2 Lesson Learnt in the Implementation of the MARA Reloaded Program
The following lessons learnt from the implementation of the MARA reloaded program
have been documented based on the local contexts and absence of confounder(s),
viability for application in future among diverse audiences.67&68

67

•

Adolescent communication and socialization channels not homogenous- From the
quantitative and qualitative data adolescents have shown different preferences for
various communication channels offered by LVCT Health’ hence a call for differentiated
HIV and SRH messaging.

•

School calendars and schedules have an effect on HIV treatment and care adherenceTreatment outcomes are affected by the environment the ALHIV is in and the need to
train school staff, parents and caregivers to support ALHIV adherence is paramount.

•

Adolescents are part of broader communities that influence their lives and decisions
regarding HIV services uptake thus programmers should work with key gatekeepers,
such as parents and schools when addressing HIV in this group- Lack of support at
home and in schools as well as late HIV disclosure by parents and care givers were
strongly cited as barriers to HIV treatment adherence, where this aspect has been
addressed we have seen improved clinic attendance and viral suppression.

•

Long term planning is required when working with government institutionsGovernment protocols are lengthy thus structural changes such as adolescent health
strategies have been completed within a year of the MARA reloaded program. This
shows that working with the government institutions requires time due to protocols
and bureaucracies that require lengthy engagement.

Davies R.2009. Expectations about identifying and documenting “Lessons Learned”. Retrieved on 3rd June 2018 at:<http://mande.co.uk/
blog/wp-content/uploads/2009/08/Guidance-on-identifying-and-documenting-LL-vs21.pdf>.

68 Maurer R.2012.Lessons Learned: Utilizing lessons learned from project evaluations in policy decision making.’ i-eval THINK Piece (No. 1).
Retrieved on 3rd June 2018 at:<http://www.ilo.org/wcmsp5/groups/public/---ed_mas/---eval/documents/publication/wcms_180328.pdf>.
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•

The design of local/grassroots interventions does not guarantee the desired local
outcomes where national level factors/dynamics are not conducive for program
implementation- The MARA reloaded program has promoted the establishment of
adolescent TWGs in the Counties but there is a gap in the leadership/promoting MARA
agenda in the TWG as the needs of these two adolescent populations are diverse.

•

Capacity building in the area of data management should not be a one off activity
but rather long term processes- Although health care workers were trained on the
MARA data reporting, there are errors and reports of skills gaps hence a call for
further mentorship.

•

When disseminating HIV and SRH information to adolescents the educational
levels of participants can be variable thus messages should be simplified- LVCT
Health has strived to provide adolescents with information in different languages
including “sheng” but there are still calls for simplification of messages as well as
use of counselors who can speak local languages especially in Western Kenya and
Mombasa.

•

Anonymity makes it easier for adolescents and youth to ask questions and seek
advice about health issues through mobile applications- ALHIV and MARA have
reported to use phone calls, SMSs more than the “ask Lisa Facebook page” as well as
switching off phones to secure their communications all for privacy purposes. Fear
of late responses on borrowed phones has also played party to this observation.

•

Timely communication is essential for adolescents requiring feedbacks- unavailability
of the One2One and OIDP platform services over the weekend, over public holidays
and after school (past 10.00pm0 when most of the school going adolescents are
home has limited the service uptake.

•

Involvement of adolescents in design of general HIV and AIDS and SRH messages
is a necessity for addressing the changing young population’s information gapsAlthough MARA received information on PrEP, the information was incomplete; there
were misconceptions regarding the ability of PrEP to prevent STIs infections hence
repeated STIs infections as reported by adolescents reporting sex work. Similar gaps
have been noted in topics around Hepatitis B; these information gaps can be easily
addressed by involving adolescents in the design of general messages targeting
them.
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•

Individualized and flexible peer support sessions (weekends, holidays and public
holidays when adolescents are not in school) promotes high attendance by
adolescents as well as provision of case by case solutions to high viral loads hence
ease in viral suppression- Peer support sessions for adolescents with high viral
loads as well as flexible general peer support sessions when adolescents are not in
school have facilitated high attendance and viral suppression.

•

Technical training are not enough to address quality gaps in HIV services for
adolescents but ‘customer care oriented’ trainings are required among health care
workers- Over the years there have been intense trainings on provision of high
quality HIV services but these trainings have been largely technical and lacking soft
skills such as customer care based models for communication.

•

Offering comprehensive HIV services at the prevention center level with minimal
referrals has the potential to promote uptake and treatment; this also facilitates easy
follow ups -Reduced referrals were reported as one of the facilitators’ of treatment
and care uptake in Kawangware and Githurai uptake.

3.6 Challenges in the Implementation of the MARA Reloaded
Program

52

•

The program was implemented between 2017 and 2018 when national elections were
underway and with new County governments coming into place there were delays
in establishing administrative units necessary for structural interventions under the
program.

•

The 2017 general elections in the country hampered registration and use of the LVCT
Health’s call and SMS services in some parts of the country due to suspicion and
fear that registration to the OIDP was for political reasons as well as apathy of some
corporate organizations’ services due for political reasons.

Section Four: Conclusion and Recommendations
4.1 Conclusion
Based on the findings of the evaluation and the context of the three program sites there was
merit in implementing the MARA reloaded program in the selected program sites. The use
of different interventions and communication channels is justified given their divergent
preference by adolescents. Moving forward LVCT Health needs to continue providing HIV
and AIDS as well as general SRH information using the diverse communication channels.
Biomedical interventions by LVCT Health and LVCT Health supported facilities such as
the Mombasa tier four hospital partners remain very relevant given the low focus on
key populations and even lower programming for adolescents in the Country. Structural
interventions on policy development, advocacy and data use also have a merit given the
unavailability of statistics to justify budgeting for MARA services, provision of differentiated
care for this population; agenda at the national government level. Support for adolescent
groups formation and targeting of teachers, matrons and caregivers is also commendable
given the aforementioned gaps in social support for ALHIV.
The duration between HIV and AIDS interventions and desired end results can be very long
and as such, with a relatively short period for the program implementation, the expected
outcomes have largely been achieved and exceeded in some instances. Structural
interventions require the support and ownership of partners and County governments
thus LVCT Health did play her role but gaps in the achievement of outcomes under
this theme are purely external. National government programming dynamics for MARA
have also undermined the gains in policy level interventions given shortcomings in the
prioritization of this group as well as a weak top bottom push for MARA data production.
The sustainability of behavioural and structural gains made so far from this program is
dependent on external factors beyond LVCT Health and with the mixed results in the two
areas, there is need for a continuation of this program until County governments and
partners have taken up the MARA programming needs. It is too early for LVCT health’s
exit; with the replication of best practices documented and consideration of lessons
learnt as well as further strengthening of behavioural and structural interventions, the
program should be strengthened to achieve even better results as well as promote long
term ownership of the interventions by National and County governments, development
partners, implementing partners and other stakeholders.
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4.2 Recommendations
This section of the report presents the recommendations that the evaluation team has
made for future consideration. The recommendations are follow-ups for improving
program outcomes in the subsequent phases of the MARA program implementation.
Such a project should address the following:
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•

LVCT Health should continue employing differentiated communication models to
have a wide reach. Gaps in responses to calls, SMSs, “Ask Lisa Facebook page” as well
as provision of generalized responses rather than individualized solutions should
be addressed. An additional platform on YouTube needs to be considered in view
of the requests made by the adolescents as well as the merging popularity of this
platform.

•

Revise the MEAL framework to track knowledge changes and also focus more on
outcome indicators rather than output indicators. The program’s monitoring,
evaluation, accountability and learning (MEAL ) framework is largely addressing
outputs with very few outcome indicators necessary for assessing the long term
effectiveness of the program.

•

Together with NACOP and other stakeholders in HIV and AIDS programming come
up with an adolescent HIV and SRH communication strategy in view of the divergent
information source preference and gaps in relaying messages in urban and rural
areas.

•

Engage the Ministry of education and roll out a concise school health HIV and
SRH education model based on the knowledge gaps as well as low HIV medication
adherence attributed to the school based challenges.

•

Together with NASCOP and other partners such as the Mombasa tier four hospital,
continue show casing the differentiated HIV service delivery models with an objective
of promoting their adoption in the country.

•

Focus on customer care oriented trainings for health care workers providing HIV and
AIDS treatment and care/services for ALHIV and adolescent key populations.
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•

Create linkages with the TVETs and other vocational institutions as well as governmentsupported programs to build skills and employability of the young people.

•

Regularly involve adolescents in designing and determining the contents of general
messages for the OIDP platform to capture emerging and seasonal information gaps.

•

Support mentorship and follow up of Counties to improve MEAL and health systems
in general for HIV programming for adolescents and young people. Consider
interexchange between Counties for bench marking and learning exercises given
that some Counties such as Mombasa are strong in this aspect.

•

Continue with trainings for parents and caregivers to promote early disclosure,
double disclosure in cases of vertical HIV transmission as well as support towards
treatment and care adherence necessary for viral suppression.

•

Create awareness on HIV self-testing and ensure their availability in LVCT Health
centers. Over one third of the adolescents interviewed in the end term survey cited
lack of information regarding self-testing as one of the barriers to use of this method.

•

To manage the unique needs of adolescents and youth who are living with HIV,
individualized transition-to-adult care programs must be built. The evaluation
team came across several ALHIV who needed to transition to adults’ clinics but the
supportive environments were totally different; clinicians in Mombasa also called
for rethinking of transition handling practices.

•

Strengthen a systemic health sector approach for addressing GBV including: a gendersensitive coordinated System approach linking local and national mechanisms to
prevent, monitor and manage GBV; improve Quality of care for survivors of GBV;
Information, Education and Communication (IEC); better data collection, research and
knowledge sharing on GBV and; Strengthen Inter-sectoral collaboration, networking
and partnership with other ministries, civil society, NGOs and the private sector to
enhance awareness, prevent, monitor and manage GBV.
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List of Annexes
Annex 1: Source of health information among adolescents
interviewed (end term evaluation survey)
Gender

Female

Group

ALHIV

Male

Total

MARAs

Total

ALHIV

MARAs

Total

ALHIV

MARAs

Total

Outreaches/peer 58.3%(7)
educators

27.3%(3)

43.5%(10)

38.5%(5)

73.10%(38)

66.20%(43)

48%(12)

65.1%(41)

60.2%(53)

Facebook

16.7%(2)

0%(0)

8.7%(2)

7.7%(1)

7.7%(4)

7.7%(5)

12%(3)

6.3%(4)

8%(7)

Twitter

0%(0)

0.0%(0)

0%(0)

0%(0)

1.9%(1)

1.5%(1)

0%(0)

1.6%(1)

1.1%(1)

Instagram

8.3%(1)

0%(0)

4.3%(1)

0%(0)

0%(0)

0.0%(0)

4%(1)

0%(0)

1.1%(1)

SMSs

75%(9)

27.3%(3)

52.2%(12)

61.5%(8)

32.7%(17)

38.5%(25)

68%(17)

31.7%(20)

42%(37)

Phone call

8.3%(1)

45.5%(5)

26.1%(6)

46.2%(6)

36.5%(10)

38.5%(25)

28%(7)

38.1%(24)

35.2%(31)

IEC material

50%(6)

0%(0)

26.1%(6)

30.8%(4)

11.5%(6)

15.4%(10)

40%(10)

9.5%(6)

18.2%(16)

Youth forum/
meeting

75.0%(9)

63.6%(7)

69.6%(16)

61.5%(8)

46.2%(24)

49.2%(32)

68%(17)

49.2%(31)

54.5%(48)

Annex 2: Polls by LVCT Health (source: LVCT Health, 2018)
Poll

Gender

Age group

Female

Male

10 to 14

15 to 19

20 to 24

>24

Total

Communications between the
youth and their parents

615

233

9

165

567

105

846

Two

HIV and relationships

1076

Three

Love/relationships; Sex/ Sexuality/ 527
Orientation as well as practices;
STIs including HIV

One
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Topic

509

33

376

918

232

1559

360

35

249

495

105

884

Four

Sex and love

1103

636

29

527

921

244

1721

Five

Steps to take after rape

524

227

11

220

412

98

741

Six

Challenges in accessing and using
HIV medication

878

470

10

365

674

288

1337

Seven

PrEP

310

243

2

125

361

57

545

Eight

Esteem

369

232

12

182

331

74

599

Nine

HIV self-testing

757

524

36

300

733

205

1274

Ten

Age differences in relationships

1027

645

10

387

957

298

1652

Eleven

Self-testing

1144

421

0

395

1025

143

1563

Twelve

Effects of masturbation

830

421

0

307

790

154

1251

Thirteen

Fear of HIV testing

1290

599

3

452

1093

335

1883

All polls

10450

5520

190

4050

9277

2338

15855

Group percentage

65.91%

34.81%

1.20%

25.54%

58.51%

14.75%

100.00%
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Annex 3: Uptake of services following referrals (source: LVCT
Health, 2018)
Female

Male

Total

HIV care and treatment

88.2%(15)

70.4%(19)

77.3%(34)

Family planning2

62.5%(10)

75%(3)

65%(13)

HTC

56%(14)

62.1%(36)

60.2%(50)

PEP

0%(0)

50%(2)

33.3%(2)

Pregnancy test

100%(2)

0%(0)

100%(2)

PrEP

50%(2)

40%(2)

44.4%(4)

Self test kit

50%(1)

33.3%(1)

40%(2)

SRH

100%(1)

0%(0)

33.3%(1)

STI Services

57.1%(12)

53.3%(8)

55.6%(20)

Support groups

100.0%(1)

0%(0)

50%(1)

All services

63.7%(58)

59.7%(71)

61.4%(129)

Annex 4: Reason for self-testing
100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%

70.5%

54.2%

83.3%

4.2%

Conﬁdentiality
of results

Privacy (not seen
visiting a testing
centre

Convenience - no
queueing

Test kits
readily available

Annex 5: Reasons against self-testing (source: endterm
survey)
Don’t know where to get testing kits

8.0%

Lack of information / knowhow on testing

30.7%

May lead to coersion between partners

2.3%

No room for STIs screening

4.5%

No linkage to treatment

4.5%

False negative / positive results

22.7%

Fear of results

88.6%

No room for pretest counselling

88.6%

Cost of kits

11.4%
0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%
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Annex 6: Age distribution of respondents (source: end term
evaluation survey)
Gender

Program site

Mean

Std. Deviation

Minimum

Maximum

Female

Kisumu

19.67

1.16

19

21

Mombasa

16.67

1.80

14

19

Nairobi

18.91

0.70

18

20

Total

18.13

1.74

14

21

Kiambu

17.80

1.03

16

19

Kisumu

18.20

0.83

17

19

Mombasa

16.85

1.57

13

19

Nairobi

18.73

1.34

16

22

Total

17.85

1.42

13

22

Kiambu

17.80

1.03

16

19

Kisumu

18.39

0.99

17

21

Mombasa

16.79

1.61

13

19

Nairobi

18.81

1.09

16

22

Total

17.92

1.50

13

22

Male

Both genders

Annex 7: Adolescent Living with HIV support groups
County

Facilities

Description Of The Groups

Nairobi

LVCT Health Hurlingham clinic

1 support group for 10-14 years.
2 support groups for 15-19 years.

Kisumu

Tivoli Centre

1 support group for 10-14 years.
2 support groups for 10-19 years.
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Homabay

DREAM girls support groups
in Mbita

3 support groups.

Mombasa

Youth zone clinic at Coast
general hospital

4 support groups for all ALHIV.
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Annex 8: MARA support groups
Site

AKP Support group

Name of group

No of members

Sokoni

Adolescents MSM

Brothers Keepers

21

Adolescents FSW

Sokoni Queens

28

Adolescents MSM

Ambitious Youth Group

31

Team Empire

28

Vijana Kwa Pamoja

19

Mathare Divas

22

Young Nation

22

Wagenge True

19

G-side

19

Rocking Rollers

22

Young Stars

25

Adolescents MSM

Changers

21

Adolescents FSW

The Divas Association

19

Sexy Slay Queens

16

Githurai

Adolescents FSW

Hurlingham

Adolescents MSM

Adolescents FSW

CBD

Annex 9: Virtual support groups
Kisumu County

2

Homabay County

5

Migori County

2

Nairobi County

4

Mombasa County

5

Annex 10: MARA support groups outside Mombasa and
Western Kenya
Mombasa Facilities

Number of support group

Number of participants

Mlaleo Health centre

3

30

Bamburi Health centre

1

15

Magongo Health centre

2

18

Western Kenya Facilities

Type of support group

Number of participants

Tivoli

2

27

Naselica CoE

2

29

Migori Dice

2

22
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Annex 11: Updated indicator table
Indicator

Targeted figure

End term evaluation
figure

Comments

Number of adolescent boys and girls
(age disaggregated) reached through
the hotline, bulks SMS, social media and
outreach events.

20,000

42,998 (50% females for
SMSs and 73% for calls)

Target achieved (215%)

Relocation of functional Hotline from
Jambo call center to LVCT Health offices

Relocation of the call
centre from Safaricom to
LVCT Health premises

Not achieved

-Plans were under way to have
relocation in July 2018

1 poll every month

13

Target achieved

Number of adolescents referred by
No target
one2one digital platform and other
outreach activities who take up HIV testing
services

60.8% (48/79) MARAfemales =59.3% (16/27)
and male=61.5% (32/52)

This is commendable

Number or proportion of adolescents
testing HIV positive linked to Care and
Treatment

No target

76.2% (32/40)-M=
75.9%(22/29) and F=
59.3%(16/27)

This is commendable

Number of ALHIV adhering to ART

No target

61.3%

This is a commendable
achievement in one year.
International literature records
62% adherence in age group 12-24
years.3

Membership in physical/virtual support
groups

No target

67% (males=70.8% and
females= 56.5%)

Commendable

Number of health providers and peer
educators (m/f) trained on MARA service
delivery

40

66

Target achieved

Number of national and county level TWG
meetings for MARA held

20 (8 national and 12
county)

30 (19 national and 11 in
the Counties)

Target achieved nationally but
achieved in the Counties

Proportion of adolescents registered in
support groups formed

900

900

Target not achieved

Number of polls and surveys giving real
time data on different adolescent issues
and views

-Short term measures to address
gaps in the platform had been
taken

Annex 12: List of Key Informants
S/No.
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Names

Position and Organization

Julius Koome

NACC regional Coordinator, Mombasa County

Dr. Samira Osman

Clinician, Youth friendly zone-Mombasa County hospital

Rahma Hashim

Acting CASCO , Mombasa County

Charles Kamau

CASCO-Thika County

Eunice Kanywa

CASCO, Kisumu County

Harly Muchela

Project Coordinator, Girl Child Network

Daniel Peter Onyango

Director, Nyarwek Network, Kisumu County

Lucy Nyambura

Former school health Coordinator-Mombasa County (Current director of environmental health
in the County)

Irene Moraa

Program officer, LVCT Health-Western Kenya

John Mwaura

Manager, LVC Health Center of Excellence, Naselica-Kisumu County

Jared Olwal

Clinician, LVCT Health, Kisumu County

Caroline Obare

HTS Counselor, LVCT Health-Kisumu County

Lillian Owino

Adherence counselor, LVCT Health Kisumu County

Rose Juma

Program officer, LVCT Health-Mombasa
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Annex 13: Terms of Reference
1. INTRODUCTION
LVCT Health a Kenyan Organization is commissioning an external evaluation of its activity
in MARA reloaded project. The evaluation is scheduled for implementation during
2018. This document outlines the scope of the evaluation, methodological options and
operational modalities for an external consultant who will conduct the evaluation under
the guidance of the project team. LVCT Health seeks individuals with deep commitment
and strong background in evaluation and relevant subject matter to undertake the
evaluation which has major implications for LVCT Health’s’ future work and partnerships
towards improving outcomes for adolescents and ending AIDS by 2030 (SDG 3.3).

2. Background and Context
There are approximately 268,588 young people aged 15-24 years living with HIV in Kenya
(HIV estimates, 2015). In 2015, 51% of all new HIV infections in Kenya were among young
people aged 15-24 years, with girls contributing to over a third of those infections. Whereas
there is an elaborate legal and policy framework for adolescent health in Kenya, there are
clear gaps in addressing needs for specific adolescent sub-populations at the highest
risk of HIV infection who include boys reporting same sex, girls who are sexually exploited
or report sex work and those injecting or using drugs. Sub-optimal adherence, untimely
disclosure and stigma are associated with poor treatment outcomes for adolescents
living with HIV. UNICEF has partnered with LVCT Health in this project to deliver needsresponsive interventions targeting ALHIV, Most at Risk Adolescents and Adolescents in
the general population with an intention of proving health outcomes.

3 Evaluation Objectives and Questions:
1.

To assess the effectiveness of the project (i.e., the extent to which the project stated
objectives are being achieved or can be achieved);

2.

To assess sustainability of the project (i.e., the likelihood of the project continuing
after donor support);

3.

To assess the relevance of the project (i.e. appropriateness of the project in relation
to the needs and of the targeted counties and national government); and

4.

To assess and determine best practices and successful models for scale up

5.

Addressing the five evaluation objectives will require that the consultant provide
answers to the following specific questions:
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Effectiveness
1.

To what extent have the project’s objectives (developing the curriculum, training of
caregivers, developing knowledge, attitudes and skills of youth on HIV, SRH and GBV
etc.) been reached?

2.

Are the project activities adequate to realize the objectives?

Relevance
1.

Are objectives of the MARA project in keeping with National Adolescent program
defined needs and priorities?

2.

Should the direction of the project be changed to better reflect those needs and
priorities?

Sustainability
1.

To what extent does the project established processes and systems that are likely to
support the continued implementation?

2.

Are the involved parties willing and able to continue the MARA project’s activities on
their own?

Project Design Improvement
How can the overall design of the MARA project be improved to better achieve the
project objectives?

4. Evaluation Methods and Scope of Work
The consultant will be expected to undertake the evaluation in as rigorous manner as
possible to produce information and make recommendations that are sufficiently valid
and reliable based on data and analysis. It is expected that the consultant will conduct
a participatory evaluation that will involve project implementers and target beneficiaries
in all key evaluation tasks. The methodology will include conducting in-depth interviews
with key informants from the national and county government and service providers.
In addition, the consultant will be required to conduct and quantitative analysis and
interpretation of relevant MARA data. The consultants will include feedback into the final
products.
Existing project documents and progress reports will be shared with the consultant to
facilitate completion of the tasks. It is also expected that the consultant will work with
the LVCT evaluation team that will be constituted of MARA project principal investigator,
youth senior program officer and the monitoring and evaluation team.

Footnotes
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1

It was not possible to get the proportion of males and females on Facebook due to use of pseudo names and gender for anonymity.

2

It is assumed the enquiry for family planning and the subsequent referral was for the partners.

3

MacPherson, P., et al (2015) ‘Service delivery interventions to improve adolescents’ linkage, retention and adherence to antiretroviral therapy
and HIV care’ Tropical Medical International Health, 2015 Aug; 20(8): 1015–1032.
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