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This technical brief presents lessons learnt and results from
the implementation of “Towards Universal Comprehensive
Health (TOUCH) Plus Project funded by Elton John AIDS
Foundation (EJAF) from 2017-2019. The project integrated
HIV and SRH services for men who have sex with men
(MSM) and gay, lesbian, bisexual and transgender (LBGT)
persons in 27 public health facilities in four counties in
Kenya. Integration is imperative in HIV programs in view of
reduction in donor funding and in the context of promoting
the rights of key populations to access health services. The
best practices and lessons learnt in the TOUCH Plus Project
are replicable in other counties and settings.

Introduction
Men who have sex with men (and other key populations)
contribute significantly to the HIV epidemic [1-3]. In SubSaharan Africa, MSM prevalence is estimated to be 2-4
times higher than the general male population [4-5]. In
Kenya HIV prevalence among MSM is estimated to be at
18.2% while that of the general population is 5.6% [1-2].
Despite efforts by government and other players to provide
HIV and SRH services to the key populations in Kenya, gaps
remain in reach, coverage and responsiveness of available
services. Multiple barriers to access and uptake of HIV
and SRH services by MSM and LGBT persons have been
documented. They include; social exclusion, stigma and
discrimination in health facilities and criminalization of
consensual same sex relations.

Key messages

1. Integration of HIV/SRH services for MSM and LGBT
persons in public health facilities is feasible and
acceptable
2. Successful integration requires among others;
buy in and leadership from the local and national
government; meaningful community involvement of
the MSM and LGBT service users; strengthening the
health systems

Rationale for integrating HIV and SRH services for MSM and LGBT persons in
public health facilities

HIV services for MSM in Kenya are predominantly delivered in Drop- in centers (DICEs) at community level with
minimal and non-standardized integration in public health facilities. Integration can reduce stigma and prevent new
HIV and STI infections. According to the World Health Organization (WHO), integration of services for key populations
increases access to and utilisation of health services, has the potential to be sustainable and cost-efficient for both
providers and users, strengthens health systems and promotes the continuum of care [4-5].

TOUCH PLUS PROJECT
The TOUCH Plus was a two-year (May 2017-April 2019) project to integrate and expand provision of HIV/SRH
services for MSM and LGBT persons at government health facilities. This was a follow up to TOUCH Project
which successfully integrated HIV services for MSM in 12 public health facilities in Mombasa county from
2015-2017. In TOUCH Plus we increased the geographic scope to an additional three counties, the number
of facilities to 27 and the populations to include MSM and LGBT. LVCT Health worked in partnership with the
county governments and two MSM and LGBT community organizations- NYARWEK in Western Kenya and
PEMA Kenya in Mombasa county.
The project was implemented in a phased approach starting with a preparatory phase that involved gathering
baseline evidence to inform the design of the integrated model. The second phase involved piloting and
scale up of the model implementation.

1

Preparation Stage
For successful integration of HIV
and SRH services, it is critical to
undertake baseline assessments on
the opportunities, existing health
systems, gaps, and barriers likely to
affect the design of the integrated
model.
LVCT Health conducted a baseline
assessment to collect information
that facilitated in designing the
integrated model, including the
approach to implementation.
We conducted desk literature
review to gain insight into the best
practices and recommendations
about similar models of integrating
services in public health facilities.
Evidence obtained showed
potential benefits to individuals and
health systems from integration
of services. However, there was
no documentation of successful
integration of services for MSM
and LGBT persons in public health
facilities; thus there was need to
collect more information to inform
the design of a model for Kenya.
We held consultative meetings and
interviews (both structured and
unstructured), with county health
managers, health care workers
and community organizations to;
introduce the concept of integrating
HIV and SRH services in public health
facilities, obtain their perspectives on
potential roles; and receive input and
feedback on the proposed project.
County health managers and health
workers indicated that there were no
mechanisms in place to document
specific health services to MSM
and LGBT persons in public health
facilities, including standardized data
collection and reporting tools.
Different perspectives were
expressed on the willingness and
readiness to deliver services to MSM
and LGBT persons in the facilities;
most county officers demonstrated
willingness to integrate and identified
opportunities. Some were sceptical
if the populations would visit public
health facilities. Peer educators from
community organizations indicated
that they primarily received HIV and
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SRH services through donor funded
stand-alone DICEs with referrals
to public health facilities for some
specialized services. The community
organizations saw integration as an
opportunity for their peers to have
equal access to comprehensive
care, especially for areas lacking
community DICEs.
Below is a summary of the interview
findings;
• County health management
team (CHMT) members had
varied opinions with some
denying the existence of
MSM in their counties. They
reported that the counties
did not plan or budget for
comprehensive services for
MSM. Although there was
indication of willingness to
offer integrated services, no
concrete steps had been put in
place to achieve this.
‘‘I would actually say that…yes they
are recognised as a public health
priority…but…in terms of planning
and more so if I mention in terms
of budgeting, I do not think in the
County we have any particular
allocation for MSM community,
but….we engage with partners who
actually work in these particular
programs and…we support and we
plan together in terms of activities
which actually are able to target
this key population, but no specific
allocation from the government’’
[County health management team
member]
• Health care workers (HCWs):
There were generally high
levels of stigma particularly
towards MSM. Some HCWs
were unwilling to provide
services to the MSM while
those that were willing felt
they did not have adequate
knowledge and skills. The
facilities also lacked the
appropriate equipment
and supplies for delivering
the services e.g. STI drugs.
Those interviewed indicated
that there were no tools to

‘…mmh….I don’t think I can
provide services to MSM. It is
against my values and beliefs.
Nothing can make me change my
mind’[Health care worker]
document services provided
to the MSM at the health
facilities.
• MSM Community members:
Community safe spaces,
which are places where the
community members meet
together in a free environment
to among other things
share experiences, receive
information and other services,
were few and suffered service
interruptions whenever donor
funded projects stopped.
Some of the MSM were willing
to access services from the
public health facilities but
were unsure of whether
they would be accepted by
the health workers and the
general population. Some
were already accessing general
health services from some
public health facilities but
without disclosing that they
were MSM. They welcomed
integration but emphasized
their involvement in the design
and implementation.
The information collected through
baseline assessments was used to
develop an integration model for
delivering HIV and SRH services
‘…I cannot mind going for services
at the government health facility,
but those doctors...they will not stop
talking about me if they find out I am
MSM. It is really hard.’
[Peer educator]
with a pilot in 12 public health
facilities suggested by the MSM
and county team in Mombasa
county.
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Piloting and Scale Up of the Integration Model
Together with the CHMTs and community led organisations,
LVCT Health designed an integration model that responded
to the gaps, challenges, strengths and context as described
in the baseline assessment. The model consisted of three
key pillars;
i) County leadership through the CHMT

ii) meaningful engagement of community organizations
iii) public health facilities systems strengthening.

After successful piloting in Mombasa, the model was
scaled up to 27 health facilities in four counties; Mombasa,
Vihiga, Kakamega and Bungoma. LVCT Health provided
financial and technical support; counties coordinated
the stakeholders, including planning and supervision of
service delivery; and community organisations focused on
mobilizing the community for service uptake and provided
some HIV prevention services such as provision of condoms
and lubricants.

The integration model for delivery of HIV and SRH services for MSM and LGBT in public health facilities
Technical Support (LVCT HEALTH)
1. Need assessments
2.
3.
4.

Technical & financial support
Support for program design & implementation
Support for training & sensitization of health
managers, health workers and community
organisations

5.
6.
7.

Support for system strengthening
Support for documentation and Dissemination
TA for policy advocacy

HIV & SRH Services

1.
2.
3.
4.
5.
6.
7.
8.
9.

County leadership
(CHMT)
Stakeholders
coordination
Program delivery
guidance
Supervision of service
delivery
Systems for service
delivery
Data utilization for
decision making
Policy review and
development
Training of Health care
workers
Dissemination of
guidelines
Documentation and
dissemination

Health facilities

1. Comprehensive health
services
2. Follow-up of cohorts
3. Data collection, collation
and reporting
4. Commodities
management
5. Documentation and
dissemination
6. Participation in trainings,
Mentorships, CMEs.

Community peer-led
(PEMA Kenya and NYARWEK)
1. Hot spot mapping and
population estimate
2. Community mobilization
for services
3. Linking community with
health facilities
4. Service delivery
(commodities- condom &
lubes, health education)
5. Advising programs (CABs,
feedback)
6. Operating community safe
spaces
7. Policy advocacy
8. Economic empowerment,
violence, prevention,
response & reporting

Community engagement
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County Leadership
Government leadership is important for coordination and supervision of service delivery and addressing
emerging issues from the service providers, community members and other stakeholders.
The County health management team provided leadership through the following;
• Sensitization on KP
programming: Continuous
sensitizations were done among
the CHMT members to create
understanding of the HIV related
health risks and responses for
MSM and LGBT persons and
the need for integrating the
services towards meeting the HIV
prevention goals.
• Joint planning and
implementation of activities:
CHMT members facilitated
development of work plans
jointly with the community
organization towards integration
of services for MSM and LGBT
One of the government facility intergrating services
persons. This was essential
• Key populations Technical working group (TWG)
for future County level budget
meetings and stakeholder engagement: The
preparation processes for the integrated services.
counties were supported to form Key Populations
TWGs where they didn’t exist, or strengthen their
• Quality improvement systems: to enhance quality
functions where they existed. TWGs are important
of services, MSM and LGBT quality services counties
platforms through which stakeholders meet to
conducted regular (monthly/quarterly) joint
discuss successes, challenges and recommendations
supervision with project teams and community
for improving key populations programming.
organizations to assess the status and identify areas
Stakeholders include among others, the CHMT,
of improvement.
community organizations, implementing partners,
• Monitoring and evaluation: Performance in service
and law enforcement agencies.
delivery was monitored at county and sub-county
• Documentation and dissemination: The CHMT
levels through monthly data review meetings. The
members and health workers were facilitated to
meetings were convened by the respective subdocument and disseminate lessons learnt in delivery
county AIDS and STIs Control Officers (SCASCOs),
of services to the MSM and LGBT persons, including
and attended by facility staff and the community
development of abstracts that were presented in
peer educators to discuss the performance of each
various national and international conferences.
facility based on set targets and quality indicators.

Community Involvement
The success of integration is anchored in the willingness
and confidence of the community members to visit the
health facilities and take up the services.
The project built on the strengths of the community
organizations to implement a system for linking the MSM
and LGBT community members to the health facilities
through peer educators who were incorporated into the
service delivery team.
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The following key strategies were used;
• Peer- led approach: Peer educators were identified
by the community organizations based on their
ability to mobilize others for service uptake. They
distributed HIV prevention commodities (condoms
and lubricants), provided health information, mobilized and referred their peers to the health facilities
to receive services.
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• Peer educators training: Peer educators were continually trained using
a curriculum adopted from the national KP peer educators’ curriculum.
Among the areas covered included
how to operate within the integration model since most had not
worked directly with public health
facilities. A key consideration was the
need to be aware of their surroundings to minimize personal safety
risks while accessing services in view
of stigma from the general society.
In turn the peer educators were
expected to sensitize their peers.
The peer educators were provided
with tools to facilitate referral of the
peers to public health facilities.
• Participation of peer educators in
joint mentorship sessions: LVCT
facilitated quarterly mentorship
sessions that brought together peer
educators, HCWs and county team
to take stock of integration, including
receiving and providing feedback for
improving the quality of services.

• Participation in county KP TWG: The community organizations were
sensitized on effective advocacy and encouraged to participate in various policy advocacy forums such as the county KP TWG to articulate
the needs of MSM & LGBT. The project provided them with technical
support to develop advocacy agendas, identify allies and monitor their
advocacy milestones.

Strengthening Facility Systems for Service Delivery
Different systems within the health facility need to be in place or strengthened to support the integration of services for the MSM and LGBT persons.

The systems strengthening areas that the project focused on included;
• Staffing: Through the CHMT, the project hired
additional lay HIV testing service (HTS) counsellors
who were placed in selected facilities that had none
or inadequate numbers. The counselors formed a
critical link for the community in the health facilities.
Besides augmenting the clinical staff by providing
HTS services, they provided a soft starting point
for service access by the MSM and LGBT persons.
They also supported the cohort management and
continuum of care within the facilities.
• Training of HCWs: Staff of different cadres
(counselors, nurses, pharmacists and clinical officers)
were selected through the CHMTs. They underwent
a five-days of training on delivering MSM and LGBT
responsive services using an adopted national
key populations training curriculum. The baseline
assessment findings were incorporated in designing
the content and trainings. Emphasis was put on
values clarification in order to address the stigma
towards MSM and LGBT persons.
• Continuous mentorship: Project staff and county
county health staff carried out on-job trainings and

continuous medical education (CME) sessions at
facility level to provide practical skills on specific
services such as STI diagnosis and treatment, and
delivery of PrEP. Quarterly joint learning fora were
held bringing together county health managers,
HCWs and peer educators to share experiences,
build trust and identify solutions for emerging
implementation gaps.
• Incorporating peer educators in the facility health
delivery system: In consultation with the community
organizations, trained peer educators were attached
to specific health facilities to which they mobilized
and linked their peers to receive services. They
became part of the health delivery team that
ensured an important link between the community
and health facilities.
• Commodities and supplies support: Most of the
facilities lacked essential equipment such as anal
examination equipment and STI drugs. These were
purchased using project funds, distributed and
managed through the County Pharmacist’s office.
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• Outreach and in-reach activities: In order to
enhance uptake of services, facilities conducted
in-reach based activities on specific days where peer
educators mobilized their peers to receive services.
Where community members were unable to visit
facilities due to distance, services were delivered
through outreaches at hotspots identified by the
peer educators. Minimal resources were budgeted
and provided by the project through the Sub-County
AIDS Coordinators (SCASCOs) to cater for provider
allowances.
• Data collection and reporting: Facilities lacked
appropriate tools to capture disaggregated data
on services to the MSM and LGBT persons. LVCT
Health together with CHMT members led by the
County Health Records office reviewed and adapted
national data collection and reporting tools to
include indictors for reporting services to MSM and
LGBT. The project staff and CHMT members oriented
providers and carried out follow-up supervision
to ensure correct utilization of the tools. Counties
established their reporting mechanisms to ensure
data was reported to the national level and utilized
to make decisions at the facility and county levels.

Challenges in the Integration Process
• Inadequate prioritization of MSM and LGBT services
at county level: Despite the high HIV prevalence and
incidences among MSM, counties do not prioritise
them in their planning and budgeting. Collection
and utilization of data on services to the MSM and
LGBT at the health facilities provided evidence on
the presence of MSM and LGBT persons, service
uptake and other outcomes. This data is important
in facilitating decision on delivery of services.
• Stigma is a major obstacle in access for services
in public health system. MSM and LGBT persons
identified stigma from the general public and some
health care workers as part of reasons that would
discourage them from identifying themselves
when they visit health facilities for fear of negative
outcomes. Continuous sensitizations, especially for
health care workers helped to gradually reduce the
stigma.
• Criminalization of same sex relationships: There
were constant threats from the law enforcers,
religious and political leaders towards the
community members and community serving
organizations by way of intentions to pass punitive
legislation at national and county governments.
Engaging the policy makers through recognized
structures at community, county and national levels
was utilized constantly to mitigate or respond to the
threats.
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• Clash of religious and cultural values with
professional requirements: Some health care
managers and workers cited their religious and
cultural values as reasons they were not ready
to deliver services to MSM and LGBT persons.
Through the project all cadres of health workers
were constantly sensitized on the need to provide
responsive health services to the MSM and LGBT
persons from human rights and public health
approach. Gradually the health workers started
to feel at ease to offer the services and freely
interacted with the MSM and LGBT persons.
• Lack of appropriate and adequate commodities in
the health facilities: This hindered effective delivery
of the services, especially treatment of sexually
transmitted infections (STIs) among the MSM. This
necessitated supplementation of the STI treatment
drugs through donor funding, thus pointing to the
need to include them in commodities planning.
• Limited number of facilities integrating the services
for MSM and LGBT persons: Due to the vastness
of some counties and the limited facilities offering
integrated services, some community members
could not easily access the services. Outreach
activities were utilized to reach some areas, but the
coverage remained low.
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Lessons Learnt
•
•
•
•

Integration is feasible and acceptable
Buy-in and leadership of the integration by the county health department is key in ensuring sustainable service
delivery systems
Meaningful involvement of communities is important as it ensures their voices are heard in determining the
most appropriate service delivery model
Training and continuous mentorship of health care workers facilitates value clarification and acquisition of the
necessary skills to deliver KP responsive services

Recommendations
1. This model has potential to increase access to quality HIV and SRH services for MSM and LGBT
populations. Through the project approximately 13,000 MSM and LGBT persons were enrolled in HIV
prevention cohorts in 27 public health services where they received comprehensive services in line with
the KP program. The model therefore should be considered for scale up in line with the universal health
coverage (UHC).
2. There is need to review and strengthen the policy environment to facilitate delivery of comprehensive
HIV and SRH services for the key populations through public health system as a sustainable approach.
3. In view of the community health strategy the key populations through peer educators should be
considered as part of the health delivery system as a link between the community and the health
facilities.
4. There is need to undertake research on costs and effectiveness of the integration model to inform future
strategies of implementation.

About LVCT Health
LVCT Health is a not-for-profit health care organisation dedicated to providing comprehensive HIV prevention and care
programmes. We contribute to the global and national goals to ensure; zero new HIV infections, zero discrimination and
zero AIDS-related deaths. In 2017-18 we worked in 27 counties in Kenya.
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