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Introduction

APHIA II (AIDS, Population, and Health Integrated Assistance Program) is an agreement between the Government of Kenya and USAID.  The APHIA II North Eastern Province (NEP) project brings together a team of organizations under the umbrella of the Extending Service Delivery project: Pathfinder International; IntraHealth International; and, Management Sciences for Health.   
APHIA II is designed to provide improved and expanded, sustainable HIV/AIDS and tuberculosis (TB) prevention, treatment, care and support together with integrated reproductive health and family planning services.  Increased service access and use and the promotion of healthy behaviors among groups most-at-risk of HIV infection are also goals.  Project activities occur at both health facility and community-levels and involve a high level of collaboration with GoK partners and stakeholders at district and provincial levels.
Currently the HIV/AIDS clinical care burden remains limited in NEP compared to other regions in Kenya, but increasing prevalence and confounding factors such as high TB prevalence and low women’s status signal the need to particularly address prevention, as well as improve access to treatment/care.   Also of concern is the increasing TB prevalence and TB’s increasing association with HIV, which is less than in the rest of Kenya, but may also be on an upward trend. As for women’s and children’s health and well-being, NEP has particularly dire conditions as a result of recent drought, past civil strife, an extremely high fertility rate, and low healthcare-seeking behavior and access to services. Recent droughts, inadequate diet, and less than 1% exclusive breastfeeding have resulted in high levels of wasting in children and high infant mortality rates.

The current quarter was characterized by enormous strides in nearly all the programmatic areas of APHIA II NEP.  The project is currently performing at a pace which, if it continues as expected, will see it surpass at least 14 out of its 19 (or 75%) PEPFAR targets which are not training related.  Several annual targets have already been surpassed.

APHIA II NEP achieved the above despite having to suspend operations at its Mandera office in October 2008, i.e. at the beginning of this COP year.  The closure of the Mandera office was precipitated primarily because of insecurity along the border with Somalia.  Clan clashes in Mandera which commenced at the end of the last quarter have largely subsided with the onset of rains which have replenished water holes and pasture.
Only two training events were scheduled for this quarter, following intensive training activities the previous two quarters and a decision by the Provincial Training Committee to emphasize follow-up of trainees.  However, given that APHIA II NEP met or surpassed 95% of its training targets during its challenging first year, the project is confident to do the same in Year Two.

APHIA II NEP also made important progress in two additional areas which are noteworthy: development of a behavior communications strategy targeting most-at-risk populations and initiation of a strategy for rolling out community and home-based care through PLWHA groups.  Both of these activities are of critical importance to reducing high levels of stigma in the province and improving access of those infected or affected by HIV to care and treatment.

Table 1.  Achievements against Targets

	Indicator
	Achievements
	 

	 
	Jul-Sep 2008
	Oct-Dec 2008
	Year 2 targets
	Percent year 2 to date

	 
	 
	 

	Prevention (Abstinence and being faithful)

	 Number of individuals reached through community outreach HIV/AIDS prevention programs that promote abstinence and/or being faithful                                                                                           
	45,616
	58,563
	120,000
	49%

	Number of individuals trained to promote HIV/AIDS prevention through abstinence and/or being faithful
	0
	0
	920
	0%

	Condoms and other prevention activities
	 

	Number of targeted condom service outlets
	0
	0
	20
	0%

	Number of individuals reached through community outreach that promotes HIV/AIDS prevention through other behavior change beyond abstinence and/or being faithful, by gender
	2,910
	44,170
	7,000
	631%

	 Number of individuals trained to promote HIV/AIDS prevention through other behavior change beyond abstinence and/or being faithful
	25
	22
	60
	37%

	Palliative care (TB/HIV)

	Number of service outlets providing clinical prophylaxis and/or treatment for tuberculosis (TB) to HIV-infected individuals (diagnosed or presumed) according to national or international standards
	37
	21
	10
	210%

	Number of HIV-infected clients attending HIV care/treatment services that are receiving treatment for TB disease
	21
	12
	350
	3%

	Number of TB patients who received HIV counselling, testing, and their test results at a USG supported TB outlet
	0
	459
	700
	66%

	Number of individuals trained to provide clinical prophylaxis and/or treatment for TB to HIV-infected individuals (diagnosed or presumed)
	146
	0
	50
	0%

	Orphans and vulnerable children

	Number of OVC served by an OVC program
	2,865
	2,688
	5,000
	54%

	Male
	2,316
	2,102
	2,500
	84%

	Female
	549
	586
	2,500
	23%

	Number of individuals trained in caring for OVC
	409
	0
	500
	0%

	Counseling and Testing

	Number of service outlets providing counseling and testing according to national or international standards
	22
	21
	10
	210%

	Number of individuals who received counseling and testing for HIV and received their test results
	1,109
	25,282
	10,000
	253%

	Number of individuals trained in counseling and testing according to national and international standards
	17
	0
	100
	0%

	Strategic Information

	Number of local organizations provided with technical assistance for strategic information (M&E and/or surveillance and/or HMIS)
	7
	9
	15
	60%

	Number of individuals trained in strategic information (M&E and/or surveillance and/or HMIS)
	11
	8
	35
	23%

	Systems Strengthening

	Number of local organizations provided with technical assistance for HIV-related policy development
	0
	0
	4
	0%

	Number of local organizations provided with technical assistance for HIV-related institutional capacity building
	0
	2
	4
	50%

	Number of individuals trained in HIV-related policy development
	0
	0
	40
	0%

	Number of individuals trained in HIV-related institutional capacity building
	0
	0
	40
	0%

	Palliative care (excluding TB/HIV)

	Number of service outlets providing HIV-related palliative care (excluding TB/HIV)
	23
	23
	70
	33%

	Number of service outlets providing pediatric HIV-related palliative care (excluding TB/HIV) 
	4
	6
	N/A
	N/A

	Total number of individuals trained to provide HIV-related palliative care (excluding TB/HIV)
	0
	0
	50
	0%

	Number of individuals provided with pediatric HIV-related palliative care (excluding TB/HIV)
	0
	32
	N/A
	 

	Number of individuals provided with HIV-related palliative care (excluding TB/HIV)
	444
	805
	3,000
	27%

	HIV/AIDS treatment/ARV services

	Number of service outlets providing ART services according to national or international standards
	4
	6
	15
	40%

	 Number of individuals newly initiating antiretroviral therapy during the reporting period (includes PMTCT+ sites)
	51
	23
	500
	5%

	 (0-14) 
	N/A
	1
	 
	 

	 (15+)
	N/A
	22
	 
	 

	Number of individuals who ever received antiretroviral therapy by the end of the reporting period (includes PMTCT+ sites)*
	412
	435
	1,100
	40%

	 (0-14) 
	N/A
	29
	 
	 

	 (15+)
	N/A
	406
	 
	 

	Number of individuals receiving antiretroviral therapy at the end of the reporting period (includes PMTCT+ sites), by gender, age and pregnancy status*
	400
	305
	 
	 

	Male (0-14) 
	1
	1
	 
	 

	Male (15+)
	138
	121
	 
	 

	Female (0-14)
	1
	0
	 
	 

	Female (15+)
	260
	183
	 
	 

	Pregnant female (all ages)
	0
	0
	 
	 

	Total number of health workers trained to deliver ART services, according to national and/or international standards (includes PMTCT+)
	49
	0
	 
	 

	Prevention of Mother-to-Child Transmission

	Number of service outlets providing the minimum package of PMTCT services according to national or international standards
	59
	22
	60
	37%

	 Number of pregnant women who received HIV counseling and testing for PMTCT and received their test results 
	5,174
	6,402
	29,407
	22%

	Number of pregnant women provided with a complete course of antiretroviral prophylaxis in a PMTCT setting
	17
	13
	879
	1%

	Number of health workers trained in the provision of PMTCT services according to national and international standards
	50
	0
	120
	0%


	Additional Indicators

	Couple years of protection (CYP) in USG-supported programs
	1,292
	688
	 
	 

	Number of people trained in FP/RH with USG funds
	0
	27
	 
	 

	Number of counseling visits for FP/RH as a result of USG assistance
	0
	No data
	 
	 

	Number of USG-assisted service delivery points providing FP counseling or services
	5
	20
	 
	 

	Number of service delivery points reporting stock-outs of any contraceptive commodity offered by the SDP
	0
	No data
	 
	 

	Number of new FP acceptors as a result of USG assistance, by FP method
	0
	No data
	 
	 

	Number of service outlets renovated or equipped to facilitate provision of HIV/AIDS or TB related services
	4
	0
	 
	 

	Number of PLWHA support groups formed and/or linked to other services as appropriate
	16
	0
	 
	 

	Number of health workers trained in stigma reduction
	0
	28
	 
	 

	Number of individuals trained in the provision of laboratory-related activities
	15
	0
	 
	 


RESULT 1: 
IMPROVED AND EXPANDED FACILITY-BASED HIV/AIDS, TB AND RH/FP
APHIA II NEP’s strategy during Project Year Two is to focus interventions primarily on forty “high volume” facilities throughout the province.  The high-volume facilities were identified during the facility assessments conducted at the end of 2007 and beginning of 2008.  As the capacity of these facilities is strengthened, APHIA II NEP will expand its support to include lower-volume facilities.

1.1 Prevention of Mother to Child Transmission (PMTCT)

Table 2:  Cascade for overall uptake of PMTCT services:  April – December 2008
	PMTCT Cascade
	Apr-Jun 2008
	July-Sep 2008
	Oct-Dec 2008

	Number of ANC 1st Visits
	5,465
	6,768
	7,971

	Number of mothers counseled
	 No data
	5,994
	7,084

	Number of HIV tests
	4,168
	5,174
	6,408

	Mothers learnt their 
sero-status
	3,993
	4,967
	6,402

	Number HIV positive
	24
	26
	55

	Number on ARV prophylaxis
	13
	17
	13

	Infants on ARV prophylaxis
	0
	9
	0

	Mothers tested at maternity
	No data 
	53
	68

	Number of deliveries
	1,530
	2,641
	2,981


Figure 1:  Counseling and testing at ANC: April – December 2008
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Figure 2:  Mother and infant Nevirapine uptake at ANC
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1.1.1 Key observations on performance

· During the quarter under review, APHIA II NEP supported PMTCT activities at 81 sites throughout the province, an increase of 28% over the last quarter.
· Number of pregnant women who received HIV counseling and testing for PMTCT and received their test results increased by 20% over the previous quarter and reflects a continuous upward trend since the beginning of 2008.  The project is on track to surpass its annual target should the trend continue.   

· The number of ANC first visits also continues on an upward trend, increasing by 15% this quarter.  Mothers counseled, tested and receiving their results also increased significantly this quarter, both in absolute numbers and percentages.

· The project’s success in improving access to PMTCT services can be attributed to a multi-pronged strategy which includes training of providers, provision of furniture and equipment, supporting quarterly facilitative supervision, improving internal referral linkages and supporting facilities to provide a comprehensive antenatal package.

· CME sessions for PMTCT have been initiated in most districts and are appreciated by service providers as an efficient means for increasing their skill levels without lengthy disruptions to services.
· The project continued the distribution of national PMTCT policy guidelines, as well as maternity, ANC and postnatal registers, and national guidelines and manuals for various services, throughout the province.

· APHIA II NEP supported the convening of a provincial PMTCT Stakeholders Meeting in order to harmonize coverage in all districts for universal and equitable access.  DHMTs from all 11 districts presented updates on PMTCT data for decision making.  It is anticipated that the meeting will contribute not only to improved service uptake, but also to ownership of the program by the MOH.
[image: image5.jpg]



PMTCT Stakeholders Meeting in Garissa with DHMTs and PHMT.

1.1.2 Challenges

· According to the data we received, over 75% of mothers testing HIV positive in the ANC were not issued with Nevirapine.  The causes of this shortfall are several and the project is taking steps to address all of them:  

· Many service providers offering PMTCT have only had training to offer PITC. Some may not be aware of the full cascade and what interventions are necessary after testing. This is being addressed this quarter.
· Stockouts of Nevirapine at facility level – Some facilities have not been stocking Nevirapine, because they had never recorded a positive case.  The project is in the process of proactively identifying all sites providing PMTCT services and ensuring that Nevirapine is ordered and provided.  While focusing on strengthening MOH systems, the project will also transport supplies using its own vehicles and personnel, if necessary.

· Stigma – mothers who test positive often “disappear” upon receiving their results.  The project is assisting sites to implement tracing of clients and working overall on reducing stigma in NEP.

· Data discrepancies – data quality audits have revealed that mothers are often referred to the CCC for Nevirapine, which may be issued – but not necessarily recorded – at the ANC (or even the CCC).  Stocking of Nevirapine at the ANC and training providers on how to populate the appropriate registers should mitigate this problem.  The project is also assisting supervisors to conduct data-focused supervision.

1.1.3 Planned Activities for the next quarter (January - March 2009)

· Initiate Early Infant Diagnosis (EID) services in the district hospitals and provide the necessary technical assistance required to start off the EID services in these hospitals.

· Continued support and expansion of the integrated outreach services in the whole province.

· Facilitate DHMT quarterly support supervision in the 11 districts and the follow-up of the service providers trained in PMTCT.

· Support the implementation of the Standard Based Management-Reward approach in PMTCT in the districts.

· Continue to support the provision of equipment and furniture to the PMTCT supported sites.

1.2 Counseling and Testing

Table 3:  Counseling and testing performance against Year 2 target

	Reporting period
	Male
	Female
	Total

	April-June 2008
	137
	59
	196

	July-Sep 2008
	661
	338
	999

	Oct-Dec 2008
	11,321
	13,961
	25,282

	Year 2 target
	 
	 
	10,000

	Percentage of Year 2 target
	 
	 
	253%


Figure 3:  Counseling and testing (April – December 2008)
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Figure 4:  HIV+ individuals from HCT campaign 
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1.2.1 Key observations on performance

· APHIA II NEP was the primary source of support for the HCT campaign in NEP which resulted in unprecedented numbers of individuals being counseled and tested and receiving their results.  In the quarter under review, the project  achieved over 250% of its annual target for counseling and testing in Year Two.  

· Over 23,000 individuals were tested and received their results during the HCT campaign; of these, only 91 tested positive.  While this translates into a  prevalence rate of less than 1%, nearly all of the HIV positive individuals were located in urban and peri-urban areas (over 50% in Garissa).  This reinforces the finding of the APHIA II NEP Sexual Networks Assessment that the most-at-risk populations in NEP are concentrated in urban and peri-urban areas, while those in rural areas are at minimum risk.

· The PASCO provided leadership and APHIA II NEP was able to provide human, material and financial resources for rolling out the HCT campaign. Although the campaign commenced late in certain regions, particularly greater Mandera, it nevertheless resulted in people being counseled and tested on a scale that had never been achieved before.  This demonstrates the potential for mobilizing large numbers of people in NEP when done with the support of traditional, religious and formal and informal leaders.
· Radio is the most effective means for reaching large numbers of people in NEP.  APHIA II NEP translated the national radio public service announcement on the HCT campaign into Kisomali and edited the content to be appropriate to NEP.  The announcement appeared twice a day during the course of the campaign on one of the vernacular radio stations (Star FM).  The announcement acknowledges APHIA II NEP in collaboration with the Ministry of Health as a supporter of the HCT campaign.  Double-click on the green box to listen to the advertisement:  
· The project successfully achieved integration of counseling and testing services in Amuma and Sabuli nomadic clinics through training of the health workers, provision of test kits and supplies. These clinics are also offering TB palliative care with support from the respective DTLCs of Garissa and Wajir districts.
· APHIA II NEP is supporting “moonlight” VCT through SIMAHO in Garissa municipality.  It has proven quite popular, averaging between 40 and 70 clients per night.  

1.2.2 Challenges

· Anticipated financial support and leadership from NASCOP for the HCT campaign never materialized.  As a result, the campaign relied heavily upon APHIA II NEP.  With leadership from the PASCO, the campaign was ultimately successful but could have been more so if the anticipated assistance from NASCOP had been realized.

· The majority of individuals counseled and tested were in rural areas.  The most-at-risk populations in NEP are in the urban and peri-urban areas.  The project will be adjusting its CT strategy to focus primarily on those areas where most-at-risk populations are concentrated.

· Some new district hospitals that were recently upgraded have limited capacity to offer VCT services considering that until recently they were just dispensaries or at best health centers. Examples include Bura district hospital (previously a dispensary) in Fafi district and Hulugho sub-district hospital (previously a health center) in Ijara district. These sites are serving large populations, including clients coming from across the border in Somalia.
1.2.3 Planned activities for the next quarter (January - March 2009)

· Increased focus of VCT outreach on urban and peri-urban areas.

· Continued support to nomadic clinics.

· Scaling up of moonlight VCT services as a means for effectively reaching most-at-risk populations.
· Increase the number of ART satellite sites capable of providing care and treatment.
1.3 Palliative Care and TB/HIV Integration
During the quarter, integration of TB and HIV activities continued to be implemented. All TB diagnostic and treatment sites continued to screen patients for HIV. Out of 497 TB patients who were sputum smear positive, 459 (92%) were screened for HIV by DTC and 12 of these tested HIV positive. The table below shows the numbers per district.

Table 4:  TB/HIV testing per district (October - December 2008)
	District
	Smear Positive
	Counseled & Tested
	Percent Tested
	Positive

	Garissa
	140
	120
	85%
	2

	Lagdera
	28
	27
	96%
	2

	Fafi
	0
	0
	0%
	0

	Ijara
	21
	21
	100%
	0

	Wajir South
	6
	6
	100%
	0

	Wajir North
	9
	9
	100%
	0

	Wajir East 
	160
	143
	83%
	4

	Wajir West
	-
	-
	-
	-

	Mandera Central
	32
	32
	100%
	0

	Mandera  West
	-
	-
	-
	-

	Mandera East
	101
	101
	100%
	4

	Total
	497
	459
	92%
	12


Table 5:  Diagnostic and treatment centers (October - December 2008)
	District
	Diagnostic centers
	Treatment Centers
	Comments

	Garissa
	2
	8
	

	Lagdera
	4
	5


	Includes 3 in Dadaab

	Fafi
	0
	0
	

	Ijara
	7
	10
	

	Wajir South
	1
	2
	

	Wajir North
	1
	4
	

	Wajir East 
	4
	3
	Includes AIC dispensary

	Wajir West
	1
	4
	

	Mandera Central
	2
	3
	

	Mandera  West
	0
	2
	

	Mandera East
	1
	4
	

	Total
	35
	45
	


1.3.1 Key observations on performance

· The PTLC and APHIA II NEP Training Coordinator visited over 30 facilities, observed key gaps in services and supported development of action plans for strengthening the quality of lab services, especially TB/HIV diagnostics.

· Screening of TB patients for HIV has been institutionalized in all the TB diagnostic centers, with over 90% of patients accepting to be tested. 
· As with the HIV epidemic, cases of co-infection are very limited in rural areas but appear to be higher in urban and peri-urban centers.

1.3.2 Challenges

· Although all TB diagnostic and treatment centers are equipped to offer counseling and testing for HIV, the reverse in VCT and CCCs is not happening. Most of the staffs offering counseling and testing services are either not confident in screening HIV patients for TB or the exercise is not yet institutionalized. The project will support these sites, especially in CCCs where HIV care is being offered.

· TB patients who test HIV positive are often “lost” when referred to the CCC.

· Access to TB data is still a challenge due to the unique reporting system used by NLTP, a vertical program. Plans to incorporate DASCOs into TB quarterly meetings will hopefully bridge this gap.

· The posting of lab techs recruited by the project last quarter was delayed due to the delay in the award of the next phase of the Capacity Project.  The project is exploring ways, together with the PHMT, of directly contracting the lab techs pending the granting of the Capacity award.

· If the current drought conditions in much of the province persist, the resulting food insecurity may contribute to increasing cases of treatment defaulters and reduced drug compliance.

· Laboratory capacity remains inadequate and requires increased personnel, equipment and improved infrastructure.

1.3.3 Planned activities for the next quarter (January – March 2009)

· Collaborate with Capacity and the PHMT to find a solution to the recruitment of the lab techs.

· Renovation and equipping of selected labs in the TB treatment sites to offer diagnostic services as well as back-up for HIV diagnosis, lab monitoring and quality control of test kits.

· Quarterly TB meeting for data audit, program monitoring and updates on latest developments. This forum will be used for lobbying for closer coordination of TB and HIV services for optimal use of resources.
· Support quarterly facilitative supervision.

1.4 ARV Treatment Services

1.4.1 Key Observations on Performance

· Recruitment of eligible patients into ART care continues to improve although reporting does not necessarily reflect this. 
· Modogashe satellite ART site was launched after a two-day orientation workshop for the key health workers was conducted. 

· Staff have been trained in AMCI and IMCI in order to offer care and treatment for adult and pediatric HIV patients respectively.
1.4.2. Challenges

· Achievements in counseling and testing need to be accompanied by enrollment of patients into care and treatment.  
· Attrition and transfer of trained personnel is affecting this service. Clinical officers and doctors are the only ones currently mandated to offer these services and there are very few of them in the province. Furthermore these cadres seem to be the ones most affected by staff movements. 

· Logistics for provision of ART services have been hampered by the hostile nature of the region. Surface transport is unreliable and the remoteness of the region seems to bias the system in the distribution of resources. KEMSA does not  operate beyond the PGH store.  Drugs and test kits often don’t move beyond provincial level or are sent into the interior using public transport.

· Use of data to inform logistic and commodity movement is not a strong point with most DHMTs. The push system seem to operate more than the pull system.
· Care givers normally involved in ARV initiation were heavily involved in the HCT campaign and any new clients identified were only referred.  The project expects this number to significantly increase next quarter due to the high number of tested clients who turned out positive.
1.4.3 Planned activities for the next quarter (January - March 2009)
· Continue to assist in the establishment of satellite ART sites which meet national quality standards.

· Continue addressing stigma so that patients can confidently seek care and treatment as well as counseling and testing.  Use community mobilization to let people know that HIV is treatable, along with other stigma reduction messages.

· Continue to support treatment sites to scale up enrollment of patients into care and treatment. 

· Support lab equipment and logistic support to ensure patient monitoring is optimal.

· Continued on-job training in data management for service providers and DHRIOs.
· Increase the number of sites offering ART services in order to address the disparity between those diagnosed positive and those on treatment.
· Strengthen adherence counseling to minimize drop out.
· Together with community outreach address the gap between knowledge and practice to increase number of patients seeking health services and reduce stigma and discrimination.

1.5 Reproductive Health/Family Planning

Table 6:  Summary of FP method provided (July – December 2008)
	 
	Jul-Sep
	Oct-Dec

	1
	PILLS
	Microlut
	270
	347

	
	
	Microgynon
	469
	506

	2
	INJECTIONS
	Injections
	1,648
	1,634

	3
	I.U.C.D
	Insertion 
	28
	3

	4
	IMPLANTS
	Insertion 
	82
	53

	5
	STERILIZATION
	 B.T.L
	0
	0

	
	
	Vasectomy
	0
	0

	6
	CONDOMS
	No. of Clients receiving
	2,991
	3,211

	7
	ALL OTHERS: (specify) 
	28
	159

	8
	TOTAL NUMBER OF CLIENTS
	5,761
	5,926

	9
	REMOVALS:
	 IUCD
	0
	2

	
	
	IMPLANTS
	16
	8


Figure 5: Contribution to CYP by contraceptive method (Oct-Dec 2008)
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1.5.1 Key Observations on Performance

· RH/MCH Coordinator reported during the quarter and revamped implementation of RH services. This includes piloting of Standard Days Method in Ijara district and closer supervision of ANC/PMTCT service provision.

· The project trained 22 health workers on Contraceptive Technology Update (CTU) and HIV/FP integration. The training duration was 2 weeks, divided between practical and theory.

· The project supported the implementation of post-natal services in PGH Garissa through provision of data tools, equipment and furniture.

· Facilities were assisted in improving contraceptive mix through logistic support and technical assistance.

· DFCs monitored implementation of FP/HIV integration during support supervision. 

· Furniture and equipment were procured for 12 facilities in the larger Garissa district.

· DFC Garissa attended a half-day training on SDM (Standard Days Method) super TOT.
· APHIA II NEP participated in the Provincial Maternal Death review meeting on monthly basis and supported implementation of the action plan.

1.5.2 Challenges

· Comparatively low numbers of women deliver in facilities compared to the number attending ANC.

· FP data at the district and provincial level is questionable and needs to be audited.
· Child spacing is not popular in the province because of a combination of cultural beliefs, religious practices and service provider bias.  However, there are indications that this attitude is slowly changing, particularly in urban areas.
· Post natal services which are important linkages for PMTCT are moribund in the region. This partly explains why babies exposed to HIV are lost to follow up. Mothers who require services post-delivery also miss this opportunity.
1.5.3 Planned activities for the next quarter (January - March 2009)

· Include FP in the quarterly Data Quality Audit.

· Roll out Standard Days Method using CycleBeads in Ijara district.  Sensitize the local population and service providers.

· Support post-training follow-up and RH/FP supervision at the district level.

· Provide minor renovations, equipment and furniture to selected facilities.

· Emphasize supportive supervision, particularly for integration of FP/HIV services.

· Continue to form or reactivate maternal death audit committees. 

1.6 Capacity Building and Institutional Support (Systems Strengthening)

1.6.1 Key Observations on Performance

Training activities

Only two programmatic trainings took place during the quarter because of a decision by the Provincial Training Committee to focus more on follow-up of those trained in the previous two quarters.   The project supported follow-up and supportive supervision in conjunction with the PHMT and DHMTs, as per the following table:

Table 7:  Summary of Training Follow-up (October – December 2008)
	Type of Training
	Date of Training
	Number of Trainees
	Number Followed- up

	PMTCT
	Year 1 Qtr 5
	50
	16

	TB/HIV
	Year 1 Qtr 5
	146
	45

	VCT
	Year 1 Qtr 5
	18
	4

	PICT
	Year 1 Qtr 5
	41
	17

	AFB
	Year 1 Qtr 5
	32
	12


The project drafted a Year Two Master Training Plan this quarter (see Appendix I) which will be presented to the Provincial Training Committee for approval early next quarter.
HIV-related Policy Development & Dissemination

There were no HIV policy development and dissemination activities planned for the first quarter – these activities are scheduled to commence in Quarter 2 of the project.  
HIV-related Institutional and Individual Capacity Building  

In the reporting quarter, the project supported a one day workshop for the dissemination of nurses and clinical officers performance contracting and management guidelines in Garissa in which 29 participants drawn from all the districts participated.

The approval of subgrants for SIMAHO and NEWS in September led to orientations for both partners and capacity building on financial, human resources and strategic information systems for the two local organizations.  The project assisted both partners with the submission of their initial quarterly reports.

APHIA II NEP participated in the National AOP5 training workshop in Nairobi  and assisted the NEP team of 5 officers to develop the region’s AOP 5 targets on 44 national health indicators.  NEP was the first province to complete and submit its draft AOP5 plans.  

Quality Improvement and Management

APHIA II NEP held a Quality Management orientation workshop for its district level staff and developed draft quality management tools that are appropriate to NEP.  The tools include: Facility Assessment (Performance Needs Assessment, or PNA) checklist, Provider Assessment checklist and Summary of Training Needs form.  The tools are under field testing for further improvement before rollout.
The purpose of the PNA checklist is to form a baseline and basis for any interventions/engagement, initially between the 40 high volume facilities and APHIA II NEP.  The results of the PNA shall be fed into the project’s database and used as needed.  It is expected that these data on the facility will only be reviewed if the focus of interventions changes/expands.
The Provider Assessment (training needs assessment) and summary of training needs form shall be updated on a quarterly basis and forwarded to the Training Coordinator for updating of the training information database.
The Performance Improvement Specialist (PIS) represented the project in a Knowledge Management and Communications workshop at IntraHealth in Chapel Hill and initiated the process of creating an online portal/knowledge management site for the APHIA II NEP team.  The PIS also had the opportunity to meet with ESD project staff and USAID in Washington and made a presentation on APHIA II NEP, including its objectives, achievements, challenges and plans for year 2.  
The key outcomes of the trip and meetings include: a list of key contacts consulted and ready to support the project to address its current and emerging challenges in such areas as FP/HIV integration; Gender; HIV and RH; working with youth; project management and coordination; HRH; and, training innovation.  An outline of potential resources (human, electronic, etc.) available within ESD and IntraHealth worldwide for use by APHIA II NEP to improve its programs was shared internally. Of particular value are the plan of action for knowledge management for the project, which comprises development of a knowledge management strategy for capturing, developing and sharing knowledge within the project and among all its key stakeholders.
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A CME session on Infection Prevention and Control at Kamuthe Dispensary

1.6.2 Challenges

· Delays in deploying 19 lab techs due to delays in the award of the next Capacity contract.

· Approximately 80 service providers employed through UNICEF saw their contracts end and left their posts in December.  This had a catastrophic effect upon the delivery of services, with many facilities closing, reducing their hours and/or reducing the types of services offered.  Many of the staff had been trained and supported by APHIA II NEP in the provision of various services.  Although subsequently recalled for a three-month contract extension, the incident highlighted the degree to which NEP is dependant upon contract employees for the provision of health services to its residents.
1.6.3 Planned activities for the next quarter (January - March 2009)

· Have the Year 2 Master Training Plan ratified and approved by the PTC.

· Complete “spill over” trainings from Year 1 using various methods of delivery and prioritize those need areas with the most gaps.  The spill over trainings from Year 1 include:  Clinical Training Skills; Facilitative Supervision/Quality Improvement; Project/Grants Management; and, Community Home-Based Care.
· Continue work on a training information management system (TIMS) that disaggregates and updates data on a quarterly basis by district, facility, service provide, type of training and date of training among other features under development.  
· Pre-test and rollout Training Needs Analysis tools for 40 high volume facilities.
· Assist key implementation partners, including the Ministry of Education and Children’s Department towards establishment of strong and efficient HIV/AIDS policy dissemination structures and a worksite program in the region.
· Provide technical assistance for the provincial AOP 5 training as well as implementation follow-up in order to build the institutional and individual capacity of the PHMT and DHMTs in strategic planning and development of sound AOP5 plans.
· Support the rollout of the Leadership Development Program in NEP.

· Quality improvement and management:
· Complete the HIV prevention curriculum customization for the NEP environment

· Complete Draft 1 of the Quality Management Manual for APHIA II NEP

· Provide TA on quality management to the DCCs

· Provide TA on quality management to at least one DHMT
· Completion and pre-testing of NEP-specific draft supervision tools currently under development
· Strengthen support supervision as an approach to addressing critical and priority service gaps needed to run basic services in the labs in collaboration with the MOMs, MOPHS and other key stakeholders  in the province.
RESULT II: 
EXPANDED CIVIL SOCIETY ACTIVITIES TO INCREASE HEALTHY BEHAVIOR
The project continues to outperform its targets for reaching individuals through community outreach to promote abstinence and/or being faithful, having already achieved nearly 50% of its annual target after just the first quarter of Year Two.  There are two reasons for this: first, the province is culturally and socially receptive to AB messages.  Religious and traditional leaders hold a great deal of influence in the region and the project has worked closely with them to ensure that they have the right information about HIV/AIDS prevention and are getting it out to their constituents.

Second, APHIA II NEP provided intensive support for the rolling out of the national HCT campaign in NEP during this quarter, assisting religious, traditional and formal leaders to raise the awareness of both urban and rural communities on the importance of knowing their HIV status.  During the course of the mobilization, OP messages were passed on in addition to AB.  As a result, the project has already far surpassed its annual OP target.
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Social mobilization by religious leaders and provincial administration during the HCT campaign – Kutulo, Wajir East.
While the HCT campaign resulted in unprecedented numbers of individuals in NEP going for counseling and testing, concerns remain about whether people are going for testing because they believe they are not at risk and/or because they are instructed by opinion leaders to do so.  Levels of stigma appear to be coming down but are still at unacceptable levels as evidenced by continuing cases of people testing positive and not returning for treatment or care.  Stigma reduction will continue to be an important focal point of the project’s prevention strategy.
Table 8: Number of individuals reached in prevention activities (October – December 2008)

	Indicators
	Apr-Jun
	Jul-Sep
	October - December
	Year 2

Achievement
	Year 2 Target

	 Number of individuals reached through community outreach HIV/AIDS prevention programs that promote abstinence and/or being faithful                                                                                           
	47,559
	45,616
	58,563
	58,563
	120,000

	Number of individuals reached through community outreach that promotes HIV/AIDS prevention through other behavior change beyond abstinence and/or being faithful, by gender
	996
	2,910
	44,170
	44,170
	7,000


2.1 Abstinence/Being Faithful

· The project facilitated a religious leaders meeting with 30 participants in attendance in Masalani and disseminated the 21 resolutions from the NEP religious leaders’ conference which was held in May 2008, the results of the Sexual Networks Assessment and emphasised the role of religious leaders in community mobilization.
· The project held monthly monitoring meetings with youth leaders and “Chill” Club patrons in greater Garissa, Wajir and Ijara.  The “Chill” Clubs continue to be popular among the school-going populations.
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““Chill”” Club – Wajir Girls Integrated Primary School
2.1.1 Other Prevention Activities

· The project engaged the National Organization for Peer Educators to assist in disseminating the findings of the Sexual Networks Assessment and developing the APHIA II NEP behavioral communication strategy.  The strategy identifies and prioritizes the key risk and protective behavior determinants for the most-at -risk populations that will be targeted by communication activities.  This is critical to preventing the transmission of HIV/AIDS in NEP, given that nearly all transmission in the province appears to be happening in urban and peri-urban areas, particularly Garissa.  The strategy (see Appendix II) is called Twaweza, Tukiwa Pamoja (translation: we can, if we are together).  A workplan is being drafted and implementation will commence next quarter.

2.1.2 Challenges

· The security situation in Mandera forced the project to suspend operations at its office and had a negative impact on the ability to conduct monthly monitoring.

· Heavy rains resulted in certain sections of the province being cut off at times during the reporting period.

2.1.3 Planned activities for the next quarter (January - March 2009)

· Awarding of a contract to NOPE for implementation of the Twaweza, Tukiwa Pamoja strategy.

· Two NOPE facilitators will conduct a five day Information, Education and Communication (I.E.C) Materials Development Workshop. During the workshop, stakeholders will be able to generate messages that will then be pretested in Garissa and produced through agreed upon channels such as posters, billboards, caps, T-shirts, wall murals, flyers, etc.
· Expand the ““Chill”” Clubs to an additional 15 primary schools and 5 secondary schools.

RESULT III: 
EXPANDED CARE & SUPPORT FOR PEOPLE AND FAMILIES AFFECTED BY HIV/AIDS 

3.1 Home and Community Support: Home-based Care

The implementation of a successful community and home-based care strategy will be an important contribution, not only towards improving access to palliative care but also the reduction of stigma.  It is a relatively new concept in NEP, but is already showing signs of promise and reflecting gradually reduced levels of stigma in that PLWHA groups are coming forward and keen to participate.  As usual, the support of religious and traditional leaders is also being cultivated and will be critical to the success of this program. 

3.1.1 Key observations on performance

· Two project staff working in the outreach team conducted a structured cross-visit to APHIA II Nairobi/Central.  The objective of the visit was to learn from successful approaches to community and home-based palliative care which could be adapted and applied to NEP.  The visit was sucessful in promoting cross-learning between the APHIA projects and furthered the ability of the project to develop a NEP-specific CHBC strategy which is based on best practises.

· CHBC is a relatively new concept in NEP, where stigma levels are still high, and therefore requires understanding and buy-in if it is going to be successfully rolled out.  Following the cross-visit, the project hosted several sensitization meetings with various key stakeholders, including the PHMT, DASCOs from 4 districts, NACC NEP Field Officer, CACCs, CCC staff and PLWHA groups which the project had identified during the environmental scan conducted the previous quarter. 

· The project, in liaison with other stakeholders, particularly NACC, identified five PLWHA groups operating within Garissa municipality or just across the Tana River in Madogo as potential partners.  These five PLWHA groups were chosen because they were deemed to be representative of their constituents and also because of their consistent reporting on their activities to NACC.

· Each PLWHA group mapped their respective areas of operation, depending on the locations of their clients.  Mapping also assisted in the identification of CHWs, PLWHA, OVCs, supervision and tracking of HBC/OVC activities, and avoiding double registration of PLWHA and OVCs.

	PLWHA Group
	Areas of Operation

	Ebeneza
	Windsor; Jamhuri Club; Kambi Moto

	Mwangaza
	Mororo; Madogo; Ziwani; Bakuyu

	OPAHA
	Garissa market; Bulla Rig; Garissa Ndogo; NEP Girls;  Northern zone

	SIMAHO
	Township; Bulla Sheikh

	Pastoral Aid
	Wagberi; Iftin; Msalani; PGH area


· The project assisted each PLWHA group to identify 10 CHWs from their respective zones.  First priority was given to PLHIV and families affected, followed by retired nurses, PHTs, and social wokers. Literacy was also an important criteria.  

3.1.2 Challenges

· Among the diverse populations of Garissa municipality (including the townships in Tana River district just across the river) from which the PLWHA groups are derived, there exist tensions related to ethnicity, culture and religion which will need to be managed carefully and transparently.

· As with other program areas, the NEP context for CHBC programming presents unique challenges and opportunities.  The project will seek inspiration from established best practises while being sensitive to the NEP context.  This will require a combination of cultural sensitivity and programming creativity – APHIA II NEP is up to the task.

3.1.3 Planned Activities for the next quarter

· Training of CHWs in CHBC using the national curriculum and facilitators from APHIA II Nairobi/Central

· CHBC Stakeholders Meeting

3.2 Orphans and Vulnerable Children (OVC)

APHIA II NEP is supporting OVCs through both direct support through local partners and a subagreement with the North Eastern Welfare Society (NEWS).  
APHIA II NEP provided primary direct support to 1540 OVCs during the quarter, against an annual target of 5000, putting it on track to surpass the annual target by the end of Year Two.  In addition, the project provided supplementary direct support to an additional 1148 OVCs.
3.2.1 Summary of Achievements – OVC

Table 9:  OVCs summary of achievements (October – December 2008)

	Name of partners
	Supplementary direct support
	Primary direct support
	Total number served
	Totals

	
	1/2 services
	3+ services
	
	

	
	Male
	Female
	Male
	Female
	Male
	Female
	

	Al- Riaya Orphanage
	50
	-
	
	-
	50
	-
	50

	Abubakar Sadiq Childrens Home
	240
	-
	
	-
	240
	-
	240

	Wajir School for the Deaf
	52
	44
	-
	-
	52
	44
	96

	Wajir Girls Integrated Primary School
	-
	300
	-
	-
	-
	300
	300

	Wajir Islamic Centre
	50
	-
	-
	-
	50
	-
	50

	Islamic Call Foundation
	172
	-
	-
	-
	172
	-
	172

	Itisam Childrens Home
	50
	-
	-
	-
	50
	-
	50

	Wajir Catholic Mission
	-
	100
	-
	
	-
	100
	100

	Daua Integrated School
	-
	-
	133
	67
	133
	67
	200

	Al Sunnah Orphanage
	-
	-
	90
	-
	90
	-
	90

	Abu Huraria Childrens Home
	-
	-
	300
	-
	300
	-
	300

	Al Hudeyba Childrens Home
	90
	-
	-
	-
	90
	-
	90

	Mandera Islamic centre
	-
	-
	170
	-
	170
	-
	170

	Al Hidaya Childrens Home
	-
	-
	200
	-
	200
	-
	200

	NEWS (sub-grantee)
	-
	-
	505
	75
	505
	75
	580

	Grand Totals
	704
	444
	1398
	142
	2102
	586
	2688


3.2.2 Key observations on performance
· The subgrant with NEWS is meeting or surpassing its targets during its first quarter of implementation.
· In addition to the sub-grant, APHIA II NEP provided direct support and care to OVCs through 14 institutions in greater Wajir and Mandera.  
· Development of an OVC database in conjunction with the M&E team is on-going.  Draft OVC data management tools have been finalized and were pre-tested with NEWS.  The final version will be rolled out and populated next quarter.  
· APHIA II NEP participated in meetings of the Garissa Area Advisory Committee during the quarter and continues to work closely with District Childrens Officers.

· Last quarter the project distributed 620 PEPFAR OVC scholarship applications and 362 completed forms were submitted to USAID.  The project continued to follow-up the applications with USAID and is serving as an important intermediary with isolated and hard-to-reach institutions and individuals.
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Handing over of school desks – Al Farouq Orphanage Centre
3.2.3 Challenges

· Reaching female OVCs continues to be challenging, but the project will be focusing on increasing girl child support through community-based partners next quarter.

3.3.3 Planned activities for the next quarter

· Identification of and support to OVCs through PLWHA groups which the project is supporting in community and home-based care.

· Direct support to Garissa and Ijara districts targeting community based OVCs.

· Training of Area advisory committees (AAC) on their roles and mandate in the four (4) older districts in NEP.  

· Monitoring and follow-up support to assisted OVCs and institutional partners.

· Identify new, community-based partners for channeling increased support to OVCs in households, particularly female OVCs.
IV: STRATEGIC INFORMATION

Achievements

Equipment and technical support to community structures and health facilities

In the preceding quarter, APHIA II NEP entered into partnership with 2 sub-grantees. Al Farouq was contracted to contribute to the OVC component within the program while SIMAHO, a local NGO working in the area of reproductive health, was engaged to expand delivery of key reproductive health services.  In the last quarter, APHIA II NEP assisted its partners to report accurately and in a timely manner and to use data for decision-making.  The project procured and distributed computers for each partner to be used primarily for data management. Staff responsible for reporting were introduced to simplified spreadsheets developed by the project data manager.

Although the project had intended to distribute computers and modems to seven newly-created districts, this activity was delayed since most of these districts did not have electricity or efficient solar systems at the time.  During the quarter, the GOK installed solar systems at 14 facilities in NEP which have been without power.  The project will distribute new computers next quarter and orient data managers on the software being used for data management in the province. Data transmission modems will also be distributed alongside the computers. The project anticipates that delays in data transmission will diminish with the accomplishment of this activity.

Completion of OVC database

During the reporting quarter, the project developed and pilot tested a database to be used by implementing partners. Running under a Microsoft Windows platform, the Access database is simple and easy to use. It can also be used to generate essential reports required for OVC programming.

Training of MOH staff

Although on a downward trend, reporting discrepancies continue to be experienced in NEP and the project continued to invest in training health personnel on how to record registers and populate monthly summary statistics within the reporting period. This training is non-formal and it is conducted at the health facilities thus minimizing disruption of services. It is however worth noting that with APHIA II’s assistance through the MoH, the province has improved from one that could only report on PMTCT services a year ago, to one that can generate regular and comprehensive reproductive health and HIV/AIDS reports. While this is an important achievement, continued emphasis must be put on the quality and timeliness of the reporting. 

Training in COPBAR

With the anticipated roll out of the countrywide Community Strategy, the National AIDS Coordinating Council (NACC) conducted a training on community reporting tools. The APHIA II NEP data manager attended the one-week training.  APHIA II NEP is committed to continue supporting MOH initiatives in all aspects of reporting.

Challenges

Constant transfers and re-deployment of health personnel within the province has had a negative impact on reporting. When services are offered but not tallied in the record tools, monthly under-reporting is experienced, as has been the case in certain health facilities. While visiting over 16 health facilities in the reporting quarter, the project M&E team together with facility coordinators and MOH line-staff, offered technical backstopping to the service providers so as to enable them report accurately.

Planned activities for the next quarter
ART data reconstruction at the PGH

During the fire that gutted the PGH last year, patient records were lost in the inferno and these included cards for patients who had enrolled at the CCC. The mishap only exacerbated an already undesirable situation as far as record keeping is concerned. Compilation of ART data has emerged as one of the most difficult tasks for records officers in NEP. Drawing from the experience of APHIA II Coast, APHIA II NEP will embark on ART data reconstruction at the PGH during the coming quarter.

Data Quality Audit 

DQA activities in NEP are beginning to have some positive effects on the quality of data. Prior to APHIA II, there was little or no feedback on data generated from service points. The data flow was one-way and thus the health workers were not motivated to continue reporting accurately. This coming quarter will see the M&E team together with Ministry line staff engage individual health facilities in more rigorous data audit activities in the entire province.

Distribution of Computers

Seven new computers are to be distributed to DHRIOs hired by APHIA II NEP on behalf of the MOH in the newly created districts. All the 7 sites that are to receive the computers are now powered by efficient solar energy systems. These computers are to be distributed alongside modems that are to be utilized during data transmission.

V: OTHER ACTIVITIES
5.1 Partners Meeting
The project hosted the bi-annual Partners Meeting in Garissa on November 4th.  The meeting was attended by institutional representatives of MSH, IntraHealth and Pathfinder International, as well as the USAID CTO, the Provincial Director of Public Health, the Provincial Director of Medical Services, the Provincial AIDS Coordinator, the Project Director and the Deputy Director.  The Pathfinder Kenya Country Representative chaired the meeting, which reviewed progress since the last meeting in April 2008, identified challenges and reviewed the approved Year Two workplan.  

5.2 Overall challenges

· MOH staffing – Approximately 80 service providers employed through UNICEF saw their contracts end and left their posts in December.  This has a catastrophic effect upon the delivery of services, with many facilities closing, reducing their hours and/or reducing the types of services offered.  Many of the staff had been trained and supported by APHIA II NEP in the provision of various services.  Although subsequently recalled for a three-month contract extension, the incident highlighted the degree to which NEP is dependant upon contract employees for the provision of health services to its citizens.  

APHIA II NEP supported the genesis and convening of a NEP Human Resources for Health Leadership Group, which should be a forum for averting sudden HRH crises, such as the UNICEF contract situation, as well as identifying opportunities for stakeholders to address HRH problems.  The Leadership Group is chaired by the Provincial Director of Public Health and Sanitation and last met in August 2008.

· Drought/Insecurity – APHIA II NEP suspended activities operating out of its Mandera office in October 2008, i.e. at the beginning of this COP year.  The closure of the Mandera office was precipitated primarily because of insecurity along the border with Somalia.  Clan clashes related to persistent drought also occurred in early October and led to the imposition of a curfew in Mandera town.
The project estimated that the suspension of activities could result in a reduction of 10-15% of anticipated facility-based service delivery results, excluding training targets.  However, the project mitigated the negative impact by repositioning staff in Wajir and providing support to those districts of greater Mandera not affected by the conflict.
The project also estimates that the suspension of activities in Mandera contributed to a reduction by 5% of outreach and prevention activities, again excluding training targets.  The reduction was less than for service delivery, because the project was able to continue following-up with local partners, including schools, CBOs and OVCs.

Appendix I: Draft Year Two Training Master Plan
	PROPOSED SCHEDULE OF TRAINING ACTIVITIES SUPPORTED BY APHIA II NEP

	October 2008 - September 2009

	MONTH
	WEEK
	Garissa/Ijara
	Wajir/Mandera

	
	
	Facility Training
	Target
	Community training
	Target
	Facility Training
	Target
	Community training
	Target

	Oct
	 
	  
	 
	 
	
	
	
	
	 

	
	
	
	
	
	
	
	
	
	

	
	19th -23rd
	
	
	
	
	
	
	
	

	
	20th - 1st Nov
	
	
	PE
	30
	
	
	
	

	Nov
	
	
	
	
	
	
	
	
	

	
	11th Nov
	HCT Campaign
	30
	
	
	
	
	
	

	
	15th Nov
	
	
	
	
	HCT Campaign
	50
	
	

	
	
	
	
	
	
	
	
	
	

	 

 

 

Dec

 

 
	2nd - 3rd
	PMTCT stakeholder meet
	
	
	
	
	
	
	

	
	3rd - 4th
	Nat. LDP results workshop
	14
	
	
	
	
	
	

	
	9th
	Senior Alignment Meeting-LDP
	30
	
	
	
	
	
	

	
	8th - 19th
	CTU/FP/HIV
	27
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	Jan
	
	Sub-Grants Mngmnt
	
	
	
	
	
	
	

	
	12th- 16th
	
	12
	HBC/OVC
	50
	
	
	
	

	
	19th -23rd
	
	
	p- AB(TOT)
	20
	
	
	OVC
	35

	
	19th -23rd
	HRM ( for Health & CSO managers)
	10
	
	
	HRM (for Health& CSO managers)
	10
	
	

	
	26th-30th
	
	
	OVC
	35
	FANC/MIP
	30
	
	

	
	26th-30th
	LDP ToFs Workshop
	22
	
	
	
	
	
	

	Feb
	2nd -6th
	CTS
	30
	HBC/OVC
	30
	PMTCT
	30
	OVC
	35

	
	9th -13th
	Stigma reduction (HCWs)
	30
	
	
	
	
	
	30

	
	16th -20th
	PMTCT
	30
	OVC
	35
	CTS
	25
	
	

	
	16th -20th
	Fin-For-Non Fin Managers
	10
	
	
	Fin-For-Non Fin Managers
	10
	
	 

	
	23rd- 27th
	FS/QI
	 
	 
	30
	
	25
	Prevention - AB
	30

	March
	2nd -6th 
	
	
	OVC
	35
	CTU/FP/HIV
	25
	Peer educators- HIV prevention
	30

	
	9th -13th
	Strategic Information
	35
	Prevention-AB
	30
	
	
	OVC
	35

	
	16th -20th
	FANC/MIP
	30
	Prevention - AB
	30
	
	
	Prevention AB 
	30

	
	23rd- 27th
	TBHIV

 
	25
	OVC


	35
	
	
	PAC

 
	20

	 
	6th- 10th
	Palliative Care (BHC)
	25
	Prevention- AB
	30
	PMTCT
	30
	OVC
	35

	April
	13th- 17th
	FANC/MIP
	30
	OVC
	35
	
	
	Prevention -AB 
	30

	 
	20th -24th
	
	20
	Prevention- AB
	30
	Palliative Care (BHC)
	25
	OVC
	35

	 
	27th- 1st
	 

 
	
	OVC
	35
	
	
	Prevention -AB

 
	30

	May

 
	4th- 8th
	PMTCT
	30
	Prevention-AB
	30
	TBHIV
	25
	Prevention AB 
	30

	
	11th- 15th
	
	
	OVC
	35
	FANC/MIP
	30
	Prevention- AB
	30

	
	18th- 22nd
	PAC
	20
	Prevention- AB
	30
	
	
	Prevention- AB
	30

	
	25th-29th
	 

 
	
	Prevention-AB
	30
	PITC/DTC
	25
	OVC 
	35

	 

June
	1st -5th
	HIV/nutrition 

( place holder)
	
	Prevention-AB
	30
	
	
	Prevention -AB 
	30

	
	8th-12th
	
	
	OVC
	35
	PAC
	20
	Prevention- AB 
	30

	
	15th- 19th
	ART
	25
	Prevention-AB
	30
	HIV/Nutrition (place holder)
	30
	Prevention -AB
	30

	
	22nd- 26th
	 

 
	
	Peer educators- HIV prevention.
	30
	Stigma reduction for community members
	40
	Prevention- AB 

 
	30

	 

July

 
	6th- 10th
	 
	
	Prevention-AB


	30
	VCT counsellors


	20
	Prevention- AB

 
	30

	
	13th- 17th
	PITC/DTC

 
	25
	Prevention- AB


	30
	TBHIV


	25
	Prevention -AB

 
	60

	
	20th -24th
	EID
	15
	Prevention AB
	60
	EID
	15
	prevention AB
	60

	
	27th- 31st
	VCT counsellors
	20
	Prevention- AB
	40
	ART
	25
	
	 

	Note: August is reserved for completing any trainings not done.

	September is end of year and is spared for accounting and end of year trainings summary.

	Prepared by: Mohammed Hussein- Training Coordinator, APHIA II NEP      ……………………………………………..…………… …………………………… Date

	Approved by:  Noor Sheikh Ahmed- PASCO and Chair PTC, North Eastern Province ……………………………………………….. ……….…………………… Date


Appendix II:  APHIA II NEP Behavioral Communication Strategy
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Strategic Behavior Communication for APHIA II North Eastern
Wan-awordhi-karna

(We can, if we are together)
Twaweza endelea kungojea hadi ndoa 
Twaweza kuwapenda wanaoishi na ukimwi

Twaweza endelea kuwa waaminifu katika ndoa
Twaweza kujikinga kutokona na maambukizi 
Twaweza kuvumiliana na kudumisha ndoa
Compiled By:

Jerry Aurah and Peter Onyancha

National Organization of Peer Educators (NOPE)

[image: image14.emf]

Abbreviations and acronyms

AIDS
Acquired Immune Deficiency Syndrome

APHIA
AIDS Population Health Integrated Assistance

BCC
Behavior Change Communication

BDI
Behavior Determinant Intervention

FGD 
Focused Group Discussions

HIV
Human Immuno-deficiency Virus

IEC
Information Education Communication

KBS 
Key Benefit Statement 

MT
Magnet Theater

NEP   
North Eastern Province

NOPE
National Organization of Peer Educators
PLWHA
People Living With HIV and AIDS
SBC
Strategic Behavior Communication

TB
Tuberculosis
VCT
Voluntary Counseling and Testing
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Introduction

USAID APHIA II NEP is a program whose key mandate is to improve the health of the residents of North Eastern Province (NEP) of Kenya. The province is home to approximately 1.4 million people who are sparsely settled in a wide geographical area covering 137,207 km squared. With prevalence rates varying from 0 to 2%, North Eastern Province ranks the lowest in HIV prevalence in Kenya. 

NEP has a strong Islamic religion and Somali cultural beliefs social environment, which defines daily lives of most individuals. Some centers are rapidly becoming urban and this has affected individuals’ health and behavioral dynamics. The province also has among its residents a number of people who have moved in, either permanently or temporarily, to work as either civil servants or workers in the non-governmental and private sectors. Both indigenous and migrant groups have unmet needs in health services, including in HIV and reproductive health prevention and care services. Few programs on HIV and reproductive health exist and those that do have varied capacities. This strategic behavior communication intends to contribute to the response to health challenges of the province’s native and immigrant residents. 
This strategy will be the reference document for implementation of all APHIA II NEP communication activities in the province for the next three years. It has built on the conclusions of the APHIA II NEP sponsored Sexual Networks Assessment conducted in May- July 2008. The assessment report developed from Focused Group Discussions (FGD) conducted with ten different groups comprising of youth, women, petty traders, civil servants, taxi drivers, religious leaders, teachers and parents and was disseminated to several stakeholders in Garissa. 

This strategy outlines the current state of risk behaviors and offers a suggested messages framework to be employed by communicators. It also identifies potential communicators and outlined their respective beneficiary groups. Key benefit statements are also included to provide examples of how messages will be packaged using various channels.  Finally, this strategy contains communication matrices that summarize the communication objectives, barriers, motivation and desired behavior outcomes.

Rationale for the Communication Strategy 
In developing this strategy, it was significant to approach particular behavior determinants from a Behavior Determinant Intervention (BDI) theoretical framework. The framework outlines behavior determinants including the desired health goals, particular behaviors that directly affect health, and the determinants of the specific behaviors. It then proceeds to put in place specific interventions to minimize the risk factors (also called barriers) and promote the protective factors. 

The APHIA II NEP Sexual Networks Study provides resourceful background about the nature of the population, much of which easily triangulated as we proceeded with the strategy development. Indeed, the study brought to fore the key behavioral dynamics in NEP that need programmatic attention in the medium and long term. The following are the ones this communication strategy prioritized after disseminating of the report findings and conducting intense focused group discussions:

· Low and inaccurate knowledge of HIV transmission (22% only being able to answer correctly on transmission questions)

· Low self-perception of risk to HIV infection (65% of women and 75% of men respectively thought they were at no risk of infection in the next 12 months) 
· Very high stigma (About a third of respondents indicate they could discriminate against an infected person but refusing to buy goods or renting a room to someone with AIDS)

· Concurrency of sexual partners is prevalent at 20% of women and 14% of men in such a relationship

· Civil servants and individuals working away from their home-districts are constantly exposed to the risk of un-protected extra-marital sexual relationships

· Young people having access to spaces and circumstances that encourage casual sex away from the watch of their parents such Kejas (rented rooms in urban centers) and Green Mathenge Lodge (open-air spaces)

With the above selected findings came a detailed list of recommendations for programming. The following were selected as being of immediate priority for the communication strategy:

· Raise awareness of transmission routes paying special attention to myths on casual contact as a way of reducing stigma.

· Increase awareness on the vulnerability of all sexually active people especially youth.

· Insert stigma reduction messages in all communication strategies; one such way will be to build on the knowledge of an HIV positive neighbor 

· Raise knowledge about all prevention strategies, with priority attention on abstinence until marriage

· Under B- Being Faithfull, focus on concurrent relationships with attention to risks of transmission within a marriage. 

· Increase VCT behavior among all beneficiary groups.

Implications of the Findings and Recommendations to the Communication Strategy

1. Focus on motivation to action and self-efficacy: Knowledge alone is incapable of stirring individuals to desired attitude, practice or behavior change. Findings indicate that even when people are aware of the correct thing to do this is often not enough to provoke adoption of change as in the case with stigma of the infected. To increase the likelihood of success the communication channels selection and the transmission of messages will be grounded on a motivational base that makes an individual to strongly believe that one needs to change and secondly that one can actually change. This is why the strategy will have an overall Twaweza! Tukiwa Pamoja (We Can, Together!) brand. 
2. Ride on the oral nature of communication in NEP: The top four preferred agents of communication according to the study are health workers, peers, electronic media and religious leaders. These should be equipped with the necessary information, motivational content, behavioral and life skills and trained to deliver them effectively. The face-to-face communication will focus on the clear set of behavioral objectives outlined in this document instead of being information downloading contacts.  Whenever mediated communication channels are used, for instance, radio or video, attempts need to be made to have discussions held after the show. On radio for example, while the community members would love to hear more of their own voices on air they can be encouraged to later hold discussions with their kin and close peers. Face-to-face discussions could be a great source of radio content.  
3. Project familiar social settings and “our face” in all communication materials: Many of the beneficiaries would identify easily with the sight of a woman in a “bui-bui” in a video or on a poster. The lack of such materials has made HIV carry with it an alien tag as the infection of people from without the province, often referred to as “down-Kenya”. Given also the background of having suffered historical marginalization, many residents want to see their images projected or their camel-rearing lives used as the social context. This will not only make the messages and materials easily acceptable but also help build on their social identity. 
4. Strengthen the Religious Leaders’ Endorsement and Influence: For a majority of the population and especially, Muslims, religion is very central to their lives. The religious leaders and Quran teachings, therefore, define their thoughts and actions. The strategy proposes a bigger role for religious leaders and very systematic engagement in the HIV prevention and AIDS management, care and support communication efforts. As a starting point, the contents of the edict developed at the religious leaders conference need to be printed, framed and disseminated to all levels.
5. Address the social context around Miraa (Khat) chewing: Unlike most substances abused, Miraa has a unique characteristic. Generally, Miraa chewing is viewed as a social norm and a group activity. Most people that were observed chewing it were doing so in the company of peers and in a predictable pattern. It is a pastime activity that ensures that “time can pass for those who otherwise would be idle.” Often than not, those who chew Miraa load other substances like drugs and sugar to make it more potent. Peer pressure and a sense of belonging that comes with Miraa chewing will be targeted. Messages that chewers pass to each other will have to be improved to reduce myths and include motivation like increased desire for better dental health. Communication campaigns at creating societal intolerance for regular chewing of Miraa will be a starting point. 
6. Communicate more on “risky behaviors” as opposed to “risky groups”: Given the unique nature of the HIV and AIDS epidemic in the region with an increasing prevalence, the communication strategy will seek to reach out the identified groups of individuals identified as being at higher risk of infection while increasing self-risk perceptions in the entire population. Individuals will be motivated to eliminate sources of possible risk such as chewing Miraa with peers who could influence one negatively just after completing school. 
7. Organize the health issues for communication into a systematic thematic campaign: The issues being addressed by APHIA II NEP are many and affecting the individual at different levels. The findings have identified the priority health issues that this strategy will organize into themes running at specific times. Every period, be it quarter, semiannual or annual, will be dedicated to one primary theme with the two or three others being secondary or complementary themes to ensure maximum effect and utilization of the limited communication channel. The initial period after the launch of the strategy will for example, focus on stigma reduction as a crosscutting issue. Messages on knowledge of status could be a secondary message to accompany it.  The communication team in APHIA II NEP will then review this and use its success and lesson to move to a second theme. This will create theme or messages cycles to be monitored by the program team.
8. Make the context clear in every communication process to minimize resistance: The need for delivering messages in a culturally relevant manner is obvious from the findings. The key issue is how to present prevention messages accurately without inviting resistance from key stakeholders. Faithfulness is viewed as being more in the “man’s hand” because of the sanction and tolerance for polygamy. A stronger message on ‘B’ will therefore be directed towards men given that they can easily abuse the provision allowing them to marry up to four wives. Closely related to this is the issue of increased divorce rates and the ease at which it can be facilitated.  Equally, condom messages will be communicated in the context of marriage as a protection method for discordant couples or in cases where one partner has a sexually transmitted infection. In the latter case, the channels will preferably be the health worker in a counseling setting.
9. Strengthen the existing acceptable and willing institutions and community groups: Similar to working with the religious sector, public sector institutions such the AIDS Control Units, Drama Clubs in Schools and Youth Groups in the community will be a priority to increase the scope of communication agents. During the focused group discussions, several individuals offered themselves as possible communicators if their capacities were enhanced and provided with some resources. 
10. Communicate HIV and AIDS information with a human face by avoiding fear mongering and scare tactics: All key communicators in the program will be trained on effective communication. The reports carried by the print and electronic media on HIV and AIDS in NEP have been largely alarmist focusing on suicides and abandonment and neglect of the infected. Some untrained community agents were identified in the study as also providing information in an inaccurate and frightening manner especially when dealing with presentation of prevalence data. Focus in communication will be on the living than the dying.
Broad Communication Objectives 

1. Reduce stigma and discrimination of people living with HIV.

2. Increase knowledge and motivation among youth willing to abstain from sex or delay debut. 

3. Increase the self-perception of risk among married individuals and motivate them to commit to faithfulness.

4. Increase regular uptake of HIV counseling, testing and related health services.
5. Increase perception of the risk of HIV infection and relate health problems among Miraa and other substance abusers.

6. Increase knowledge and skills among persons living with HIV infected to disclose status and protect their spouses and children.

Key approaches for delivering messages

1. Integrate the strategy into the curriculums, peer-to-peer interaction and methodologies: 
The priority will be to standardize and assure the quality of peer-to-peer interaction among youth and women. Curriculum-based education will be institutionalized into fun activities like drama festivals and football tournaments to ensure participating youth cover a specified number of topics prior to the event days. The existing curricula used in the program need to be reviewed to ensure compliance with the themes and spirit of this communication strategy. The sessions covered in training manuals and actual contacts with the beneficiary need to cover the elements of information, skills and motivation sufficiently to catalyze change. The methods used to communicate need to be reviewed to create more room for motivation during contact with beneficiaries. Where possible, refresher trainings and orientation sessions may be necessary to align the on-going communication activities to the strategy. The staff and key stakeholders in will be continuously oriented on the strategy.
2. Prioritize the beneficiary populations that are most at risk: The segments of population that have been identified as being at high or multiple risk settings should be reached first before the general population. It will make economic and programmatic sense to begin with divorcees, women in Miraa trade, civil servants, uniformed forces, youth out of school, students and transporters who include taxi drivers. They should be put at the center of the program and made to feel that they are “part of the solution and not the problem”.
3. Capacity Building:  At the initial phase of the strategy implementation, disseminations will be conducted with APHIA II NEP program staff and key stakeholders. The orientation will include development of action plans with an elaborate explanation of roles of the particular people responsible for the actions stated in the strategy. In the second level, particular areas of skill improvement of team members will be identified and the affected people’s skills upgraded. At the third level will be the upgrading of specific skills in planning, training, supervision and monitoring of communication activities of implementing partners and stakeholders. The Behavior Change Communication Coordinator will generally oversee that these phases are implemented in close collaboration with the program team in APHIA II NEP.

4. Establishment of culturally relevant interactive community theatre: Potential candidates able to be good actors and theatre facilitators will be selected in the project sites and trained in participatory, interactive, community theatre using the Magnet Theatre model. The training will entail improvement of skills in scripting, creating credible behavior dilemma, modeling appropriate behavior, acting and facilitating community discussions. Necessary establishment and supervision tools will be provided.
5. Involvement of persons living with HIV as prevention agents: Persons living with HIV and AIDS (PLWHA) who are members of specific identified groups will be enlisted as key communicators on prevention and anti-stigma messages.  Either the PLWHA groups can be given the necessary technical and financial support to carry out this or individuals sourced from this group and integrated in the prevention program. 
6. Dissemination of the edict developed by religious leaders: The Edict- Muslim Scholars of Northern Eastern Province on Islam and Health developed during the Religious Leaders Conference forms a very good basis for health communication from a religious perspective to the majority of the population, which is Muslim. The Imams and Sheikhs already demonstrate a sense of ownership of the contents of the document and there is need to exploit this. The leaders will be the primary disseminators of the content but technical and financial assistance to the leaders has been requested for. A starting point will be develop a one pager of the edict and frame several copies for distribution. 
7. Establishment of comprehensive workplace programs for civil servants and uniformed services: To reach the big population of civil servants and uniformed services a comprehensive workplace program that is suited for the NEP circumstances will be designed and set-up. The several ministries’ AIDS Control Units will be explored for coordination of this programs that will promote access to information and services as catered for in the public sector HIV and AIDS policy. 
8. Launch of the periodic health themes cycle: The APHIA II NEP communication team with guidance from the BCC coordinator will agree on the periods within which focus will be given to a specific health theme like stigma and discrimination, counseling and testing, faithfulness, abstinence and so on. The consensus is to begin the cycle of focus on health themes with stigma and discrimination. A launch of the Twaweza! Tukiwa Pamoja overall health brand slogan will be organized centrally in Garissa with some participation of the other project sites. The launch will ideally involve all possible channels of communications with emphasis on high publicity by the radio and health slogan presence through posters, banners and a special commissioned theme song in Kisomali.
9. Development of supportive and promotional IEC materials: The health themes will be primarily carried in interpersonal oral communication modes like religious leaders’ sermons or teachings, Peer Education sessions, peer talk and health worker sessions. This will be guided by revision of the curriculum. However, this level of communication requires reinforcement for faster recall of messages and sustained attention on health. The public will be exposed to billboards, posters, written texts, t-shirts, stickers, wall murals and paintings. A material development workshop will be organized to refine, pretest and endorse sample messages that were collected during the focused group discussions. Messages will then be printed, recorded or painted as the particular channel dictates. 
10. Rollout of the audio-visual communication component on the specific behavioral objectives: To bring about the desired behavior change and social norms, video and radio will be crucial to bring the reality of HIV close in a humane way. The two are highly preferred modes of communication especially if they come across in familiar dialect, setting and with familiar faces. Investment will be made to generate NEP specific audiovisual material that will ensure relevance and immediacy to the beneficiaries. Such materials will be integrated into the main channel of interpersonal communication and the communicators and facilitators trained to use them. 
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