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Foreword by His Excellency the President 

HIV/AIDS continues to be a major challenge to our socio-economic 
development.  Since the first case was discovered in 1984, it is estimated that 
over 1.5 million people have died due to AIDS-related illnesses, resulting into 
1.8 million children left as orphans.  It is also estimated that 1.4 million people 
are living with the HIV today. 

However, there is hope, as we have noted a decline in the HIV prevalence 
which reached a peak of 14 percent in 2000, and which has fallen to 7 percent 
in 2004, due to successful multi-sectoral responses including the fact that 
HIV/AIDS has now become everybody’s concern. The scale up in condom 
uptake, voluntary counselling and testing services, antiretroviral therapy, and 
increased co-ordination among stakeholders is expected to result into a further 
reduction in HIV prevalence. 

Despite this progress, enormous challenges remain. The rate of new infections 
is unacceptably high particularly among vulnerable groups including; young 
girls, individuals in HIV discordant relationships, commercial sex workers and 
their clients, migrant workers and injecting drug users.  Equally critical is the 
availability of affordable treatment for those in need of antiretroviral therapy. 
Other challenges include the negative socio-economic impact that HIV/AIDS 
inflicts on society as evidenced by the cumulative number of orphans and other 
vulnerable children, widows and the elderly as well as high levels of poverty 
and unemployment in the country. 

My government has since declared total war against HIV/AIDS and established 
a Cabinet Committee on HIV/AIDS, which I chair. My government is 
committed to lead a multi-sectoral national response to HIV/AIDS and has 
mandated the National AIDS Control Council (NACC) as the national co-
coordinating authority to provide the required leadership within the “Three 
Ones” principles, namely: 
 

• One agreed HIV/AIDS action framework that provides the basis for co-
ordinating the work of all partners; 

  
• One national AIDS coordinating authority with a broad-based multi-

sectoral mandate; and  
 

• One agreed upon country level monitoring and evaluation system.  

The Kenya National HIV/AIDS Strategic Plan (KNASP) 2005/06-2009/10 
provides the action framework for HIV/AIDS and the context within which all 
stakeholders will develop their specific strategies, plans and budgets to make 
responses.  Therefore, the purpose of KNASP is among other things, to provide 
clear and agreed vision, goal and targets for the national response over the next 
five years. 
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My Government supports fully the implementation of this Strategic Plan and is 
committed to reducing the HIV/AIDS prevalence to less than 5.5 percent 
during the plan period and to improve the quality of life for those infected and 
affected by HIV/AIDS. It is envisaged that the implementation of the activities 
outlined in this Strategic Plan will require a total of Ksh. 45 billion by 2010, 
which will be Ksh. 21 billion over and above the current level of Ksh. 24 
billion. 

To ensure long-term sustainability of the HIV/AIDS programmes, the 
government will link the process of implementing KNASP to the Economic 
Recovery Strategy for Wealth and Employment Generation (2003-2007) and 
the Kenya Government budgetary cycle.  This will enable Ministries to budget 
and allocate resources to HIV/AIDS programmes as spelt out in the results 
framework of KNASP 2005/06-2009/10.  I also call upon our development 
partners to support the implementation of KNASP and allocate resources to the 
respective priority areas of the Plan. 

 

In conclusion, I appeal to all stakeholders to support the implementation of 
KNASP and build partnerships with one another so that we can achieve the 
goal of the Strategic Plan, namely “reduce the spread of HIV, improve the 
quality of life of those infected and affected and mitigate the socio-economic 
impact of the epidemic in Kenya”. 

 

TOTAL WAR AGAINST HIV/AIDS 

 

 

 

 

 

H.E MWAI KIBAKI, CGH, MP 

PRESIDENT OF THE REPUBLIC OF KENYA  
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KNASP 2005/6 –2009/2010: A Strategic Overview 

 

Provide an Action Framework for HIV/AIDS within which all HIV/AIDS interventions 
in Kenya take place.  The KNASP is not intended to replace or duplicate sectoral HIV/AIDS 
strategies, nor does it include detailed operational or implementation plans, or detailed budgets, 
for specific interventions.  Rather, the KNASP provides the framework and context within which 
such strategies, plans and budgets should be formulated, monitored and coordinated.  

 

 

Reduce the spread of HIV, improve the quality of life of those infected and affected 
and mitigate the socio-economic impact of the epidemic in Kenya 

 

 

The Goal will be achieved by focusing on three Priority Areas: 

• Prevention of new infections: reducing the number of new HIV infections in both 
vulnerable groups and the general population; 

• Improvement of the quality of life of people infected and affected by 
HIV/AIDS: improving treatment and care, protection of rights and access to effective 
services for infected and affected people; and 

• Mitigation of the socio-economic impact of HIV/AIDS: adapting existing 
programmes and developing innovative responses to reduce the impact of the epidemic 
on communities, social services and economic productivity. 

 

 

The following Core Principles underpin the strategy: 

• A multisectoral approach , which enhances advocacy , builds strategic 
partnerships  and mainstreams HIV/AIDS within key sectors 

• Targeted interventions  for those groups most vulnerable to infection and to the 
impact of HIV/AIDS 

• Recognition of the special needs of women and youth  

• Maximum engagement of people living with HIV/AIDS  in the implementation of 
the strategy 

• Empowerment  of all stakeholders to participate effectively in the national response 

• Interventions which are evidence-based  

Purpose of the KNASP  is 

Goal of the KNASP 2005/6 –2009/10 

KNASP Priority Areas 

KNASP Core Principles 
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Section One: Introduction to KNASP 2005/06-2009/10 

1.1 Background 
Kenya is implementing a successful multi-sectoral response to HIV/AIDS.  Overall 
prevalence rates are falling, voluntary counselling and testing services are 
increasingly widely available, and a growing proportion of Kenyans are aware of their 
HIV status.  The scale up of antiretroviral therapy (ART) is on-course. There is an 
increasing understanding and willingness to cooperate among stakeholders across 
Government, civil society, the private sector and development partners.   

But progress cannot be taken for granted; enormous challenges remain. The rate of 
new infections remains unacceptably high, and there are major differences in the risk 
of infection faced by different population groups.  Particularly vulnerable to infection 
are young girls; individuals in HIV discordant relationships; commercial sex workers 
(CSW) and their clients; migrant workers; and injecting drug users (IDUs).  Although 
access to ART is increasing, availability of affordable treatment still falls far short of 
the need.  With rising cumulative deaths from AIDS, vulnerability to the impact of 
HIV/AIDS, particularly among orphans, vulnerable children, widows and the elderly 
is becoming increasingly apparent, exacerbated by high general poverty levels.   

The national response must be stepped up to meet these challenges. Advances in 
understanding, better national coordination and growing international support and 
resources have created an unprecedented opportunity to prevent new infection and 
reduce the impact of HIV/AIDS in Kenya.  To grasp this opportunity and build an 
effective, enhanced national response, all stakeholders need to work together within a 
common action framework.  The KNASP 2005/06-2009/10 provides that framework. 
The KNASP articulates a set of common targets and results agreed upon by all 
stakeholders. As such, the KNASP enables all partners, both national and 
international, to make best use of their individual and collective resources in support 
of an effective and efficient national response. 

Structure of KNASP 2005/06-2009/10 

The KNASP 2005/06-2009/10 is structured as follows: Section 1 forms the 
introduction; Section 2 covers challenges and national response to HIV/AIDS; 
Section 3 sets out core strategic principles which underpin the KNASP 2005/06-
2009/10 and cut across all strategic interventions; Section 4 sets out the strategic 
vision of the KNASP 2005/06-2009/10 in terms of its goal, priority areas, targets and 
key strategies; Section 5 describes the KNASP 2005/06-2009/10 implementation 
framework including the results framework and structures for coordinating and 
monitoring implementation; Section 6 sets out the estimated financing requirements 
for the strategy; Annex A contains the detailed results framework for the first two 
years of the KNASP 2005/06-2009/10, which identifies key deliverables and 
milestones for the years 2005/6 and 2006/7; Annex B provides more information on 
the process of preparing the strategy; Annex C summarises achievements of the 
previous KNASP 2000-2005; Annex D is the NACC institutional framework; Annex 
E provides the National HIV/AIDS Monitoring and Evaluation Model and Linkages; 
Annex F provides information on the distribution of funding requirements by priority 
areas of intervention and Annex G outlines the names of organizations and 
institutions that were involved during  different stages of  preparing and developing 
the strategic plan. 
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1.2 Kenya’s Commitment to the “Three Ones” 
Kenya is committed to the “Three Ones” principle which originated from ICASA 
(Nairobi, September 2003) and was endorsed in April 2004 by countries affected by 
AIDS and their development partners as the basis for concerted country-level action 
to scale up national AIDS responses. 

The “Three Ones” are: 

• one agreed HIV/AIDS action framework that provides the basis for coordinating 
the work of all partners; 

• one national AIDS coordinating authority with a broad-based multisectoral 
mandate; and 

• one agreed country-level monitoring and evaluation system. 

The concepts of national ownership, multi-sectorality, mainstreaming, harmonisation 
and coherence have been combined in these principles, which aim to increase the pace 
of the AIDS response and promote more effective use of resources by clarifying 
relevant roles and relationships1. 

The Kenya National HIV/AIDS Strategic Plan (KNASP 2005/06-2009/10) set out in 
this document constitutes the “one agreed HIV/AIDS action framework” specified in 
the “Three Ones”.   The other two principles are fulfilled in Kenya as follows: 

• the National HIV/AIDS Control Council (NACC) provides the one national 
coordinating authority. NACC has a broad-based multisectoral mandate with 
capacity to provide strategic leadership, policy and coordination; 

• the one national monitoring and evaluation system has been developed. 

 
Table 1: Key Features of “One Agreed HIV/AIDS Actio n Framework” 2 

An agreed national HIV/AIDS Action Framework is a basic element for coordination 
across partnerships and funding mechanisms, and for the effective functioning of a 
National AIDS Coordinating Authority.  Such a framework calls for: 

• Priorities:  clear priorities for resource allocation and accountability, making it 
possible to link priorities, resource flows and outcomes/results. 

• Reviews and consultation : systems for regular joint reviews and consultation on 
progress that include all partners. 

• Commitment to coordinate : external support agencies commit themselves to 
coordinate within the Action Framework consistent with their own mandates. 

• Linkages:  recognising the connections between the HIV/AIDS Action Framework 
and poverty-reduction and development frameworks, as well as associated 
partnership arrangements. 

• Managing the public/private partnership in service delivery : affirming and 
optimising the growing drive to engage civil society organisations and the private 
sector in service delivery. 

                                                 
1 2004 Report on the Global AIDS Epidemic, UNAIDS 2004 
2 “Three Ones” key principles, Conference Paper 1, Washington Consultation 25/4/04, UNAIDS 



KNASP 2005/6-2009/10 

 - 3 - 

1.3 The Purpose of the KNASP 2005/06-2009/10 
The purpose of the KNASP is consistent with the “Three Ones” principle.  The 
KNASP is the overarching strategy for all HIV/AIDS interventions in Kenya whether 
implemented by Government, civil society, the private sector or development 
partners.  Specifically, the purpose of the KNASP 2005/06-2009/10 is to: 

• provide clear and agreed upon vision, goal and targets for the national response 
over the period 2005 to 2010; 

• clearly identify priority areas and key strategies for intervention by all 
stakeholders including GoK, civil society, the private sector and development 
partners;  

• provide a results framework - to be revised annually - which guides interventions 
across all sectors by identifying specific tangible results to be delivered in each 
priority area, and identifying lead agencies and strategic partners responsible for 
implementation; 

• establish a clear process, linked to the annual Joint AIDS Programme Review 
(JAPR), for partners to jointly review, consult and coordinate key interventions; 

• empower civil society and private sector stakeholders to engage effectively in the 
national response; 

• estimate financing requirements and identify financing gaps, and enable efficient 
allocation of resources across the national response; and 

• operationalise the Government’s commitment to fight HIV/AIDS set out in the 
Economic Recovery Strategy (ERS), and set priorities for Government HIV/AIDS 
spending in the MTEF and annual budget cycle. 

The KNASP does not replace or duplicate sectoral HIV/AIDS strategies, nor does it 
include detailed operational or implementation plans, or detailed budgets, for specific 
interventions.  Rather, the KNASP provides the framework and context within which 
such strategies, plans and budgets should be formulated and monitored.  

 

1.4 Time Period for the KNASP 
The KNASP 2005/06-2009/10 covers the five-year period from 1 July 2005 through 
to 30 June 2010.  The KNASP year is consistent with the July-June GoK fiscal year.  
Hence, for example, the KNASP year 2005/6 runs from 1 July 2005 to 30 June 2006. 

1.5 Strategic Planning Process 
The KNASP 2005/06-2009/10 evolved through a highly consultative, broad-based 
process launched in June 2004.  The strategy reflects experience with implementing 
the previous national strategy (KNASP 2000-2005), and emerging national and 
international evidence and research findings.  

The National AIDS Control Council (NACC) led the development of the strategy and 
worked hard to ensure engagement by stakeholders across all key sectors.  A strategic 
planning task force, chaired by the Director, NACC, with members drawn from 
Government, civil society, the private sector and development partners, provided 
overall coordination.  Over 100 representative stakeholder agencies and institutions 
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were engaged in the development of the strategy (see list in the acknowledgement 
section of this document).  Stakeholders participated in a series of meetings and 
workshops and the 2004 Joint AIDS Programme Review (JAPR3), and were members 
of working groups that developed the KNASP results framework. 

The strategic planning process is provided in Annex B. 
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Section Two: HIV/AIDS in Kenya - Challenge and National 
Response  
 

2.1 The Challenge of HIV/AIDS in Kenya 

2.1.1 HIV Prevalence 

HIV/AIDS spread rapidly in Kenya during the 1990’s reaching prevalence rates of 20-
30% in some areas of the country.   Prevalence subsequently declined in some sites in 
Kenya but remained stable in others. National prevalence declined significantly from 
a peak of about 10% to under 7% in 2004. This trend is supported by data from 
national surveys which document changes in behavior toward fewer partners, less 
commercial sex, greater condom use and later age at first sex. The Kenya 
Demographic Health Survey (KDHS) 2003 revealed that 6.7% of adults tested are 
infected with HIV.  Reconciliation of KDHS and sentinel surveillance data gives an 
adjusted prevalence of 7% (range 6.1-7.5%)3 implying a total of 1.1 million adult 
Kenyans infected with HIV, of whom about two thirds are women.  In addition there 
are estimated to be 100,000 children living with HIV. 

The gender difference is most pronounced among young people; in the 15-24 age 
range, female prevalence is nearly five times higher than male prevalence (see Figure 
1).  Prevalence rates also show significant regional and rural/urban variations, with 
average urban prevalence (10%) nearly twice that in rural areas (5-6%). 

 

Figure 1:  HIV Prevalence by Age and Sex (KDHS 2003) 
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3 These prevalence figures and all statistics in the section unless otherwise noted are taken from 
National Estimate of HIV/AIDS in Kenya in 2003, NASCOP, April 2004 
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2.1.2 HIV Infections and AIDS Deaths 

It is estimated that approximately 65,000 adults and 25,000 children became infected 
with HIV in Kenya in the year 2003.   Prevalence data suggests that the majority of 
non-paediatric infections occur among youth, especially young women aged 15-24 
years, and young men under 30. 

The rate of AIDS deaths has risen dramatically and it is estimated that there are about 
150,000 AIDS deaths per year, double the rate in 1998.  This increasing death rate, 
which exceeds the rate of new infection, tends to reduce overall prevalence as the 
epidemic in Kenya moves into the “death phase”. 

AIDS deaths in Kenya have a profound and increasing societal and economic impact; 
the total death rate from all causes among adults 15-49 years has more than tripled 
since 1990.  It is estimated that 1.7 million children under 18 are orphans, about half 
due to AIDS.  As the cumulative total of AIDS deaths rises, the impact of these deaths 
on society will become increasingly severe.  Already, life expectancy in Kenya has 
dropped from 60 years in 1993 to about 47 years in 2004 due to HIV/AIDS4. 

 

2.1.3 The Socio-Economic Impact of HIV/AIDS 

It is widely accepted that HIV/AIDS has major economic and social impact on 
individuals, families, communities and on society as a whole. In Kenya, as in other 
countries in sub-Saharan Africa, AIDS threatens personal and national well-being by 
negatively affecting health, lifespan, and productive capacity of the individual; and 
critically, by severely constraining the accumulation of human capital, and its transfer 
between generations. Research across many severely affected, low income, countries 
clearly demonstrates that HIV/AIDS is the most serious impediment to economic 
growth and development5 in such countries; there is no reason to expect Kenya to be 
an exception6.   

Poverty reduction, driven by economic growth, is the central objective of Kenya’s 
Economic Recovery Strategy (ERS).  The impact of HIV/AIDS on economic growth 
and development, coupled with the direct impact of increased mortality and morbidity 
on the lives of the poor, makes HIV/AIDS a uniquely corrosive threat to poverty 
reduction efforts. 

Sector reviews7 suggest that HIV/AIDS undermines development across all sectors of 
the economy and society, though further research is required to quantify the impact.  
Major challenges include: 

• The productivity of the agriculture sector, upon which the majority of Kenyans 
rely for their livelihood, is undermined by negative impacts on the supply of 
labour, crop production, agricultural extension services, loss of knowledge and 
skills and at a personal level the trauma associated with death.  Consequences 

                                                 
4  The Demographic Impact of HIV/AIDS, Epstein, 2004 
5 The Macroeconomics of HIV/AIDS, International Monetary Fund, November 2004 contains a 
comprehensive summary of this research 
6 The macroeconomic impact of HIV/AIDS on Kenya is currently the subject of research (Bell et al) 
but results are not yet available for quotation. 
7 Sector Impact Studies, Futures Group Europe/DFID 2004 
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include reduced household and community food security and decline in the 
nutritional and health status of smallholders and their families.  Commercial 
agriculture, a major source of employment and foreign earnings, is 
detrimentally affected by increasing health costs as well as protracted 
morbidity and mortality of key workers.  

• Educational services suffer as teachers are lost to AIDS and children drop out 
of school as parents die and household incomes fall.  The health service loses 
trained staff and has to cope with the increasing burden of HIV-related 
infections. 

• The direct cost and social problems associated with caring for increasing 
numbers of orphans, coupled with existing high poverty levels place severe 
burdens on family and societal structures. 

In addition to these direct effects on production and social services, there is a growing 
realisation that HIV/AIDS may undermine the long-term revenue base of the 
economy, and so reduce Government’s capacity to provide the infrastructure and 
social services essential for long-term economic growth.  Studies in countries8 

severely affected by HIV/AIDS suggest that the impact of HIV/AIDS on public 
finances is large and growing.  This provides an additional argument, particularly 
relevant for the Ministries of Finance and Planning, for greater investment in an 
expanded response across all sectors. 

 

2.2 The National Response 
In 1999 the Government of Kenya (GoK) declared HIV/AIDS a national disaster and 
established the National AIDS Control Council (NACC).  It facilitated the 
development of the Kenya National HIV/AIDS Strategic Plan (KNASP) 2000-2005, 
which set out a multisectoral response to the epidemic, jointly agreed by stakeholders 
within Government, civil society, the private sector and development partners.  

 

2.2.1 Achievements 

Substantial progress was realised from the national response under the five 
components of the KNASP 2000-2005: 

• prevention and advocacy; 

• treatment, continuum of care and support; 

• institutional arrangements, management and coordination; 

• monitoring and evaluation (M&E) and research; and 

• mitigation of socio-economic impact. 

Key achievements of the KNASP 2000-2005 are summarised in Annex B. 

 

                                                 
8 See, for example, The Impact of HIV/AIDS on Government Finance and Public Services, Haacker 
2004 
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2.2.2 Obstacles in the implementation of KNASP 2000-2005 

Despite the substantial progress noted in the five components of the KNASP 2000-
2005, a review of reports prepared by civil society groups (CBOs, FBOs and NGOs) 
and JAPR, among others, showed that a number of obstacles and constraints that have 
implication for the current Plan (KNASP 2005/06-2009/10) need to be addressed.  
These obstacles were identified through extensive nationwide consultations with 
stakeholder groups over the period between July and September 20049.  Those that 
targeted monitoring and evaluation activities are not included in this section since 
they have been addressed in a separate monitoring and evaluation framework 
document.  Some of the obstacles and constraints identified are highlighted below in 
seven thematic areas: 

Prevention and advocacy 

� IEC materials not locally adapted to local language and situation 

� Female condoms not available in rural areas 

� Vulnerable groups do not have access to condoms especially in rural areas 

� Current strategies do not focus on discordant couples 

� Inadequate youth-friendly support services 

� Inadequate VCT sites 

� Lack of networking and partnership on HIV/AIDS within refugee programmes. 

Treatment, continuum of care and support 

� Appropriate drugs for opportunistic infections not available in STI kits 

� Stock outs of blood for transfusion in hospitals due to donor reluctance 

� ARVs not available and accessible 

� Lack of food and nutritional supplements for people living with HIV/AIDS 

� Lack of test kits for HIV/AIDS in health facilities 

� Lack of community involvement in the care and support for PLWHA 

� Poor referral networks to hospitals for sick AIDS patients. 

Institutional arrangements, management and coordination 

� Inadequate financial resources, infrastructure and institutional capacity of 
implementing agencies 

� Conflict of roles and interest within Constituency AIDS Control Committees 

� Duplication of activities and wastage of resources 

� Political interference in programme activities at constituency level 

� Poor procurement system for supplies such as reagents for STIs 

                                                 
9 Report on the Third JAPR Process (Sept. 2004), Report on the JAPR KNASP Process - Civil Society 
and Private Sector Engagement (Sept. 2004), Civil Society Groups Response to HIV/AIDS in Kenya 
(Sept. 2004) and Civil Society Groups - Findings and Achievements (Sept. 2004) 
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� Poor coordination of programme activities at the community level including poor 
financial tracking system 

� Large NGOs not willing to share resources with small CBOs and civil society 
organisations 

� Transport sector not adequately involved in HIV/AIDS activities 

� Leadership wrangles within CBOs 

� Mistrust, competition, suspicion and unwillingness to share information among 
different groups at all levels 

� Poor geographical coverage of interventions due to vastness of some regions. 

Mitigation of socio-economic impact 

� High poverty levels and unemployment 

� No programme targeting orphans and widows especially in rural areas 

� Church groups overburdened by the responsibility of caring for orphans 

Evidence-based interventions 

� Effectiveness of VCT services unknown 

� The quality of VCT services in some sites is poor 

� PMTCT activities confined in big hospitals in urban areas. 

Community empowerment 

� Negative cultural, socio-economic, and religious ideologies and practices 

� Target groups not involved in programme planning and implementation 

� Lack of community involvement in contributing resources to support HIV/AIDS 
activities 

� People living with HIV/AIDS still stigmatised. 

Human resource development and management 

� Shortage of trained personnel 

� Health workers not trained in PMTCT in the majority of districts 

� No workplace policies and activities on HIV/AIDS in some organisations 
especially small enterprises and the informal sector 

� Limited capacity of ACUs to influence and mainstream HIV/AIDS activities 
within sectoral policies in some departments/ministries 

� Lack of professional counselling at VCT sites 

� Health staff have poor attitudes and are in most cases unhelpful while serving 
people living with HIV/AIDS. 

The identified obstacles and constraints need to be addressed by all sectors involved 
in the fight against HIV/AIDS including NACC. Successful tackling of these 
problems will contribute to the attainment of the planned results outlined in Annex A 
and in the target statements for priority areas in sub-sections 4.5 to 4.7. This is 
expected to contribute to the achievement of the purpose and goal of KNASP 
2005/06-2009/10.  
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Section Three: KNASP Core Principles 
 

3.1 Introduction 
The KNASP 2005/06-2009/10 is founded on a set of core principles, which reflect the 
common values of all stakeholders in the national response.  These core principles 
determine the priorities of the strategy, the design of interventions, and the approach 
to implementation.  The core principles are explicitly reflected where possible in the 
results framework for the strategy; and should be implicit in all areas of the national 
response.  The core principles are: 

• Multi-sectoral approach, including the development of strategic partnerships and 
mainstreaming HIV/AIDS in all key sectors; 

• Targeting vulnerable groups; 

• Focus on gender and youth; 

• Maximum engagement of PLWHA in the implementation of the strategy; 

• Evidence-based interventions; 

• Empowered, participatory approach; and 

• Support to regional and international initiatives. 

This section describes these core principles, explains why they are important to the 
KNASP, and sets out how the principles are operationalised. 

 

3.2 Multi-Sectoral Approach  
Earlier responses to HIV/AIDS were largely centralised and health sector led.  With 
increased recognition of HIV/AIDS as a development problem affecting every aspect 
of life, there occurred a shift to a multi-sectoral response guided by one coordinating 
authority, M&E framework and strategy.  Implementation of HIV/AIDS interventions 
devolved to individual sectors and decentralised levels in order to reach affected 
communities, families and individuals effectively.  

Kenya formally adopted the multi-sectoral approach to combating HIV/AIDS in 1999, 
and the NACC was created to coordinate it.  The multi-sectoral approach formed the 
foundation for the KNASP 2000-2005 and further strengthened KNASP 2005/06-
2009/10, which engages and mobilises all key social and economic sectors in the 
national response.  

A multi-sectoral approach requires: 

• effective advocacy at senior policy levels in Government, civil society and the 
private sector to ensure that decision makers are fully aware of the implications of 
HIV/AIDS and the opportunities at their disposal for supporting the national 
response; 

• Government to take a leading role in bringing together stakeholders from all 
sectors for: policy development; strategic planning; resource mobilisation; and 
coordination and the monitoring and evaluation of programme implementation; 
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• engagement of political, civil society and private sector leaders in the national 
response (the role of political leaders, including MPs, is critical but needs to be 
carefully defined and delimited to avoid conflicts of interest); 

• effective inclusion of sectors outside government - business, civil society, 
communities, PLWHA and others affected by the epidemic - with defined roles 
and responsibilities, based on the comparative advantage of each sector (it is not 
always necessary or appropriate for every sector to be involved in every activity 
area); 

• an effective NACC that supports coordinated action at local and national levels; 

• capacity building and resource mobilisation to enable all sectors, at all levels, to 
contribute fully and support effective coordination; and 

• clear accountability and open communication among all partners and stakeholders. 

 

The KNASP 2005/06-2009/10 employees three key strategies to enhance the multi-
sectoral approach: 

• strengthening existing and developing new strategic partnerships;  

• mainstreaming HIV/AIDS in all sectors; and 

• strengthening NACC’s capacity to coordinate across sectors.  

 

3.2.1 Strategic partnerships to support a multi-sectoral approach 

Successful implementation of the KNASP 2005/06-2009/10 depends on strong, 
effective strategic partnerships built between national and international stakeholders, 
Government, civil society and the private sector.  The NACC develops and 
coordinates these partnerships by:   

• developing national partnership guidelines and principles to guide partners’ 
participation in the KNASP at all levels;  

• identifying key strategic partners for KNASP at all levels, including existing and 
new partners. Maximum effort is made to involve vulnerable groups and PLWHA 
in these partnerships, where necessary creating networks and representative bodies 
for under-represented groups; 

• identifying lead agencies for specific interventions and result areas with 
responsibility for coordinating other partners who are implementing programmes 
in the same area; 

• creating appropriate entry points for strategic partners’ participation in the 
KNASP; and 

• providing targeted capacity building support to partners where necessary to enable 
them to participate effectively. 

 

3.2.2 Mainstreaming HIV/AIDS to support a multi-sectoral approach 

Each sector needs to have a good understanding of how HIV/AIDS affects their work 
and how HIV/AIDS might be undermining the achievements of that sector.  Only then 
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can sectors respond by adapting their core business to the realities of HIV/AIDS.  
Senior policy makers and planners in Government, the private sector and civil society 
need to fully appreciate the inter-linkages between HIV/AIDS and their work.  For 
mainstreaming to succeed, it must be championed at the highest levels. 

Four principles are critical in guiding the mainstreaming of the multi-sectoral 
response to HIV/AIDS in Kenya [Table 2]. 

 

Table 2:  KNASP Mainstreaming Principles 

 

1. Identify appropriate entry points for mainstream ing : a well-defined entry point 
is required to bring HIV/AIDS onto the agenda. KNASP forms the entry point for 
mainstreaming HIV/AIDS at a national level, and must be effectively linked to 
national strategic and planning processes, including the Public Expenditure 
Review, the ERS and MTEF. Sector development approaches, such as those 
being developed in the education, agriculture and governance/law and order 
sectors, provide ideal entry points for sectoral mainstreaming.  

2. Work within existing structures and strategies: to promote mainstreaming, 
HIV/AIDS is addressed through existing Government, private sector and civil 
society structures.  At the same time existing strategies and policies should be 
constantly reviewed to assess whether they address HIV/AIDS and where 
relevant, opportunities for adjusting strategies should be identified (for example, at 
the time of development of a new strategy, or a mid-term review or evaluation).  
Any efforts outside existing structures and strategies are at risk of not receiving 
support or being unsustainable.  

3. Distinguish between internal and external mainst reaming: mainstreaming can 
take place in two distinct but interrelated domains: internal (work place, staff and 
organisational issues) and external domains (service delivery work).  Internally 
organisations can adapt their policies and practices in order to reduce the risks 
and vulnerabilities to the impact of AIDS. Externally organisations can adapt their 
work and services to minimise the extent to which HIV/AIDS undermines their 
achievements and to support the national response. 

4. Work to a sector’s comparative advantage: effective external mainstreaming 
requires strong partnerships based upon comparative advantage and core 
functions of each partner.  No single sector or institution has the capacity to 
address all aspects of the HIV/AIDS epidemic.  Mainstreaming does not require 
sectors, programmes or projects to include all components of a comprehensive 
response to HIV/AIDS.  Rather, it requires sectors, programmes or projects to 
prioritise activities based on their strengths and capacity.  

 

 

KNASP 2005/06-2009/10 supports mainstreaming of HIV/AIDS at three key levels: 

National level: the KNASP provides the overarching HIV/AIDS policy framework 
that guides national development and resource plans, including the ERS, the MTEF 
and the annual budget cycle.  

Sectoral level: KNASP assists key sectors to mainstream HIV/AIDS in their internal 
and external domains.  Sectors identified for priority action on mainstreaming are 
transport, education, governance justice law & order (GJLOS), and agriculture. 

Sub-national mainstreaming: sub-national mainstreaming of HIV/AIDS takes place 
at programme, project, district and local levels. Sub-national structures are 
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encouraged and support provided to prioritise KNASP objectives. For example, 
HIV/AIDS should be mainstreamed into district development plans; and water and 
sanitation, agriculture, livestock, fisheries and human rights and governance 
programmes should address the impact of HIV/AIDS on their target communities.   

 

3.3 Targeting vulnerable groups 
A major need identified by many stakeholders in the review of the previous KNASP 
is the need to target interventions more effectively on vulnerable groups.  Vulnerable 
groups include, but are not limited to, discordant couples, commercial sex workers, 
orphans and vulnerable children, girls, migrant workers, uniformed services, and 
victims of rape and sexual violence.  Vulnerability also has important geographical 
and cultural dimensions which need to be reflected in the design of interventions, with 
certain locations having significantly higher risks of infection and greater 
vulnerability to impact.  

The issues faced by selected vulnerable groups, and the targeting strategies which 
KNASP adopted, are summarised below.   This list is not exhaustive. In addition to 
these specific strategies, the concept of vulnerability lies at the core of the KNASP 
strategic approach.  The KNASP aims to extend the analysis and understanding of 
vulnerability to both infection and impact; and engage with and meet the needs of 
newly identified vulnerable groups in the national response.  

3.3.1 Discordant couples 

Discordant couples are couples in which the HIV status of the two partners is 
different.  The HIV negative partner in a discordant couple is very vulnerable to 
infection.  It is estimated that over 400,000 married couples in Kenya are HIV 
discordant.  The KNASP advocates for couple testing and counselling, and the 
provision of information and education on reproductive rights and preventing 
infection in discordant couples.  

3.3.2 Commercial sex workers (CSW) 

The sex industry is one of the key factors driving the spread of HIV infection. 
Targeting HIV interventions at commercial sex workers (CSW) and their clients 
presents several challenges: many CSW have a highly migratory lifestyle which 
makes targeting difficult; CSW clients operate in secrecy and do not wish to be 
identified.  The KNASP supports the development of HIV/AIDS prevention, 
treatment and care strategies for CSW and their clients.  

3.3.3 Orphans and vulnerable children (OVC) 

It is estimated that 11% of children under 15 years in Kenya are orphans, defined as 
having lost one or both parents (KDHS 2003), compared with 9% in 1998.  
Nationally, 2% of children under 15 are “double orphans”; that is, have lost both 
natural parents.  However, there is considerable regional variation; the highest rate of 
double orphans is 6% in Nyanza province, which also has the highest HIV prevalence 
rate (around double the national average).  It is estimated that around half of all 
orphans in Kenya are attributable to parental AIDS deaths10.  

                                                 
10 National Estimate of HIV/AIDS in Kenya in 2003, NASCOP, April 2004 
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Community structures for caring for orphans are over-stretched and cannot adequately 
absorb the increasing numbers of orphans. The social and economic impact of 
HIV/AIDS on communities and families further weakens the social system for caring 
for orphans. 

Key issues addressed by KNASP 2005/06-2009/10 include:  

• strengthening social mechanisms for orphan care; 

• ensuring OVC access to social services – food/nutrition, education, health, shelter 
and social support;  

• strengthening the legal and policy framework for protecting the rights of OVC; 
and 

• strengthening the framework for monitoring and coordinating interventions which 
support and protect the rights of OVC. 

3.3.4 Migrant workers 

Separation from regular partners make migrant workers vulnerable to contracting HIV 
by seeking occasional sex from different partners.  Workers at high risk include long 
distance truck drivers and workers in the agricultural, tourism and fishing industries.   
The KNASP seeks to develop innovative HIV/AIDS prevention, treatment and care 
strategies for targeting migrant workers; and mainstream HIV/AIDS in the sectors 
serving migrant workers.  

3.3.5 Uniformed services 

A high proportion of uniformed service personnel (the military, police and similar 
agencies) are young men living away from their regular partners, often having a 
higher income than local populations, with many opportunities for casual sex.  The 
KNASP seeks to develop innovative HIV/AIDS prevention, treatment and care 
strategies for targeting the uniformed services; and mainstream HIV/AIDS in relevant 
sectors.  

3.3.6 Survivors of rape and sexual violence  

Rape and sexual violence expose both the perpetrators and the victims to the risk of 
contracting HIV.  Key issues addressed under the KNASP 2005/06-2009/10 include:  

• strengthening the capacity of the police and health care system, including the 
private sector, to provide prompt services to victims of rape and sexual violence;  

• strengthening the provision of post exposure prophylaxis services in the country; 
and  

• developing strategies to fight stigma associated with rape. 

3.3.7 Other vulnerable groups 

Other groups, which have been identified as particularly vulnerable to infection, 
include injecting drug users (IDUs) and men who have sex with men (MSM).   
Members of both these groups have a very high risk of becoming infected, and also of 
passing infection to the general population. The KNASP will develop specific 
strategies to address the HIV prevention and other HIV-related needs of these groups. 

 



KNASP 2005/6-2009/10 

 - 15 - 

3.4 Focus on gender and youth 
In Kenya, the HIV/AIDS prevalence rate among young girls aged 15-24 is 5.8%, 
compared to 1.2% for young men in the same age range (KDHS 2003).  This disparity 
underlines the higher HIV/AIDS risk women and girls face and illustrates the intricate 
relationship between gender and youth in HIV/AIDS.  

3.4.1 Mainstreaming gender in the KNASP  

Under KNASP 2000-2005, a Gender and HIV/AIDS Technical Sub-Committee was 
formed to develop strategies for mainstreaming gender in the national strategy. The 
committee completed a comprehensive analysis of the gender gaps in the KNASP and 
developed a strategy for mainstreaming HIV/AIDS in KNASP in 2002.  This strategy 
provides a framework for integrating gender sensitivity into the HIV/AIDS response, 
which is fully applicable to KNASP 2005/06-2009/10:  

• ensure all prevention and advocacy strategies and programmes are gender 
sensitive in order to reduce the vulnerability and risk of women and men;  

• promote health and quality of life for women and men infected and affected by 
HIV/AIDS;  

• reduce the negative social and economic impact of HIV/AIDS on women and 
men; 

• measure the success of engendered HIV/AIDS programmes;  

• establish gender sensitive policies to ensure that management systems provide an 
enabling environment for gender mainstreaming; and  

• protect the rights of women and men affected and infected by HIV/AIDS. 

3.4.2 Young people and HIV/AIDS 

While young people represent a population at significant risk, they also provide a 
window of opportunity for shaping the course of the epidemic. KNASP strategies for 
preventing HIV infection among young people include:  

• carefully targeted prevention messages: most young people have heard of 
HIV/AIDS but, for example, only 53% of young women and 60% of young men 
aged 15-24 know that condoms reduce the risk of contracting HIV (KDHS 2003);  

• youth friendly access to HIV and reproductive health information and other 
services; 

• mobilising the education system to provide comprehensive prevention and care for 
youth in school;  

• improving girls’ access to education and skills training, and protecting their rights; 
and 

• building partnerships with youth-based organisations. 
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3.5 Full implementation of GIPA principles 
The KNASP fully operationalises the principles of greater involvement of people 
living with HIV/AIDS (GIPA) throughout all components of the strategy. Integration 
of GIPA principles in KNASP focuses on:  

• involvement of people living with HIV/AIDS (PLWHA) at the highest levels in 
the development and coordination of the HIV/AID response; 

• strengthening the capacity of PLWHA organisations to be involved effectively in 
prevention, treatment and care and mitigation of socio-economic impact; and 

• supporting the creation of representative and effective PLWHA organisations at 
all levels. 

People living with HIV/AIDS have enormous potential to add dynamism and drive to 
the implementation of the KNASP, particularly with regard to prevention messages 
and interventions, and socio-economic mitigation initiatives.  Active engagement of 
PLWHA in strategic implementation will be sought wherever possible. 

3.6 Evidence-based interventions 
The body of evidence on the impact of the epidemic and the effectiveness of 
interventions is constantly growing.  KNASP is designed and regularly reviewed in 
light of the best available evidence from monitoring the implementation of the 
strategy and from academic and operational research both nationally and 
internationally. 

KNASP 2005/06-2009/10 operationalises an evidence-based approach by:  

• developing a prioritised, results-focused research agenda, which reflects the needs 
of all stakeholders; 

• strengthening of mechanisms for M&E, research and information sharing; and  

• ensuring that initiatives and programmes are developed on the basis of the best 
available operational and scientific information.  

 

3.7 Empowered/participatory approach 
The KNASP ensures the effective engagement and participation of all stakeholders in 
the design, implementation and monitoring of strategic interventions.  It is particularly 
important that vulnerable and/or underrepresented groups, such as PLWHA, women 
and young people, people living with disabilities (PWD), and nomadic and pastoralist 
groups, are empowered to make an effective and constructive contribution. 

The KNASP 2005/06-2009/10 employs an empowered and participatory approach by: 

• strengthening the capacity of vulnerable groups and strategic partners to enable 
them participate in the KNASP effectively; 

• providing opportunities for participation of vulnerable groups and strategic 
partners at different levels of HIV/AIDS intervention; and 

• encouraging and supporting the creation of new networks and organisations where 
necessary to give voice to under-represented groups. 
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3.8 Support to regional and international initiatives 
Kenya is not alone in pursuing a multi-sectoral national response to HIV/AIDS, and it 
is important that the KNASP is consistent with, and supports, on-going regional and 
international HIV/AIDS initiatives.  At the global level, the KNASP is consistent with 
the internationally agreed “Three Ones” approach, as described in Section 1 of this 
strategy.  The KNASP also supports Kenya’s commitment to achieving the 2015 
Millennium Development Goals.  At the regional level, the KNASP supports south-
south cooperation, including initiatives such as the Great Lakes Initiative on AIDS 
(GLIA) as illustrated in Table 3. 

 

Table 3: Great Lakes Initiative on AIDS 

Parallel to national efforts, and motivated by a shared readiness to develop inter-
country collaboration to fight the HIV/AIDS epidemic, countries of the great lakes 
region of Africa (Burundi, Democratic Republic of Congo, Kenya, Rwanda, 
Tanzania, and Uganda) created the Great Lakes Initiative on AIDS (GLIA) in 1998. 
The mission of the GLIA is to contribute to the reduction of HIV infections and to 
mitigate the socio-economic impact of the epidemic in the great lakes region by 
developing regional collaboration and implementing interventions that can add 
value to the efforts of each individual country. 

The GLIA has three main components for intervention. These are: 

a) Harmonisation of protocols and policies used in the management of 
HIV/AIDS in the region to facilitate easier interventions for cross border 
populations. GLIA will provide training to the health care service providers 
in line with harmonised HIV/AIDS protocols to improve the quality of health 
services within the region. 

b) Refugees and surrounding population, internally displaced persons and 
returnees. Under this component, the United Nations High Commission for 
Refugees has been mandated by GLIA to undertake HIV/AIDS prevention, 
treatment and care programs in the refugee camps while national agencies 
take charge of similar activities in the areas surrounding the camps.  

c) Transport sector interventions as well as cross border activities targeting 
the northern and central corridors, and transport on the lakes. In addition 
GLIA will strengthen the capacities of networks of people living with 
HIV/AIDS. 

 

 

 



KNASP 2005/6-2009/10 

 - 18 - 

Section Four: The KNASP Strategic Vision 
 

4.1 Introduction 
This section sets out the goal, priority areas, targets and key strategies for the KNASP 
2005/06-2009/10, incorporating the core principles set out in Section 3. 

 

4.2 Goal of the KNASP  
The goal of the KNASP 2005/06-2009/10 is to reduce the spread of HIV, improve the 
quality of life of those infected and affected and mitigate the socio-economic impact 
of the epidemic. 

 

4.3 Overall Prevalence Target 
Targets for the KNASP 2005/06-2009/10 are set in relation to key priority areas, as 
described below.  However, there is one critical target, which is not attributable 
directly to one priority area – the overall HIV/AIDS prevalence. Prior to the 
availability of widespread ARV treatment, prevalence was largely determined by 
prevention efforts.  Scale up of ART will extend the lives of infected people, thereby 
influencing overall national prevalence data.  Setting a prevalence target in an era of 
expanded treatment is a complex task, as described in Box A.  The target set for 
KNASP 2005/06-2009/10 is an overall prevalence of less than 5.5% by 2010. 

An alternative to setting a prevalence target would be to set an explicit target for new 
infections averted (an incidence target).   The KNASP does not include such a target.   
Although new techniques for measuring incidence are available, they are not yet in 
routine use and more work is required before they will be ready for use in sub-
Saharan Africa.  The issue of infections averted is contained in the prevalence target. 
The KNASP also contains targets for prevalence among men and women aged 15-24, 
which serve as useful proxies for changes in incidence.    

 

4.4 KNASP Priority Areas 
Massive effort is required across all sectors to achieve the KNASP goal.  Prioritisation 
is essential to ensure that limited resources are used to best effect.  Priority areas for 
action are identified with reference to the core principles, and to experience with 
programme implementation in Kenya and internationally.  The priority areas for 
KNASP 2005/06-2009/10 are three-fold: 

Priority Area 1: Prevention of new infections 

The objective of this priority area is to reduce the number of new HIV 
infections in both vulnerable groups and the general population. 
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Priority Area 2: Improve the quality of life of people infected and affected by 
HIV/AIDS 

The objective of this priority area is to improve the treatment and care, 
protection of rights and access to effective services for infected and affected 
people. 

Priority Area 3: Mitigation of socio-economic impact 

The objective of this priority area is to adapt existing programmes and develop 
innovative responses to reduce the impact of the epidemic on communities, 
social services and economic productivity. 

 

     Box A: Prevalence Target for Kenya in an Era o f Expanded Treatment  

The key indicator used for prevalence is adult prevalence: i.e. the total number of 
adults aged 15-49 living with HIV, divided by the total population of adults in this age 
range, expressed as a percentage.  The baseline adult prevalence for the KNASP 
2005/06-2009/10 is 7% (range 6.1-7.5%) based on a reconciliation of KDHS 2003 
and sentinel surveillance data. 

The change in adult prevalence during the course of KNASP 2005/06-2009/10 will 
depend on the following: 

Factors which will tend to increase prevalence: 

• New HIV infections in the 15-49 age range, including existing infected people 
below the age of 15 who become 15 during the course of the strategy. 

Factors which will tend to reduce prevalence: 

• Deaths of HIV positive people in the 15-49 age range from AIDS or from any 
other cause  

• HIV positive people below the age of 49 who become 50 during the course of 
the strategy 

• Increase in the total population in the 15-49 age range (as this number is the 
denominator of the prevalence calculation) 

The anticipated effect of KNASP interventions with regard to these factors will be to 
reduce the number of new infections through scaled up prevention efforts, and also to 
reduce the number of deaths of HIV positive people by scaling up provision of ART, 
and better access to opportunistic infection and TB treatment. 

The first of these intervention areas will tend to reduce prevalence, while the second 
will tend to increase it.  The prevalence target needs to take both intervention areas 
into account. 

It is expected that a continued strong focus on prevention will reduce the incidence of 
new HIV infections among adults and avert about 180,000 new infections during the 
next five years. At the same time expanded treatment with anti-retroviral therapy will 
keep people alive longer, averting perhaps 90,000 adult AIDS deaths during the plan 
period. When combined with the demographic changes mentioned above, this would 
result in adult HIV prevalence dropping from around 7% in 2003 to 5.5% by 2009/10. 

 

Within each priority area, specific targets are set for the five-year period of the 
KNASP 2005/06-2009/10.  These targets are set out in target statements, shown in 
Tables 4 to 6 in this section.  Target measures are consistent with internationally 
accepted progress measures for an enhanced national response, and with measures 
used in existing policy documents including the ERS and MDG commitments. If 
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these targets are achieved, Kenya will be on track to meet the 2015 Millennium 
Development Goals (MDG) for HIV/AIDS. 

The justification for each priority area, and the key strategies to be employed, are 
described below.  Section 5 sets out the mode of implementing the strategies and 
provides a detailed results framework to guide and coordinate specific interventions. 

4.5 Priority Area 1: Prevention of New Infections  
KNASP aims to reduce the number of new infections through decreasing the risk of 
infection among the general population and decreasing high-risk behaviours which 
make particular groups vulnerable to HIV infection. The prevention strategies 
contained therein are informed by the achievements, weaknesses and lessons learnt 
from previous prevention programmes. New, evidence-based, approaches to 
prevention of HIV infection will continue to be sought to ensure that KNASP 
effectively responds to changes in the epidemic among the general population and the 
key vulnerable groups. 

KNASP recognises that different factors drive HIV infection in various population 
groups. Therefore, the effectiveness of the prevention strategies to a large extent 
depends on how well KNASP focuses on the inherent differences among the key 
population groups.  There are high-risk behaviours which need to be prioritised and 
specific strategies developed to target them.  Groups that are particularly vulnerable 
include commercial sex workers and their clients, injecting drug users, discordant 
couples, women and young girls, migrant workers, prisoners and uniformed services 
(police, military personnel). KNASP 2005/06-2009/10 ensures that these groups are 
specifically targeted.  A combination of HIV prevention strategies are adopted as 
outlined below:  

4.5.1 Increasing availability and access to counselling and testing 

Counselling and testing is a key sexual behaviour change strategy. Individuals who 
test HIV negative are motivated to guard their sero-status, while those that test HIV 
positive can be counselled on how to protect their partners from infection, and be 
referred for ART where appropriate.  KNASP 2005/06-2009/10 focuses on scaling up 
voluntary counselling and testing services in the country as a key HIV infection 
prevention strategy.  The quality of services provided through VCT, including testing, 
counselling and referral of those testing positive constantly strengthened. 
Interventions include direct capacity building, such as training and provision of test 
kits, and the establishment of a national VCT quality assurance framework. 

KNASP seeks to achieve equity in the provision of VCT services by ensuring that 
there is at least one VCT centre in each administrative division in the country.  The 
VCT communication strategy plays a key role in ensuring increased VCT uptake. The 
communication strategy is focused and targeted at those at high risk of contracting 
HIV.  The strategy is used to raise awareness about the issue of discordant couples 
and encourage couples to seek testing and counselling services. 

In addition to VCT, the diagnostic testing and counselling policy is meant to lead to 
an accelerated increase in the number of people tested for HIV in the clinical setting. 
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4.5.2 Condom promotion  

Condom use remains a key methodology for prevention of HIV and other STIs.  
KNASP continues to promote correct and consistent condom use among the general 
population and those at higher risk of HIV infection.  Social marketing programmes 
will be expanded to enhance availability and affordability of condoms particularly in 
high-risk locations. An accelerated condom distribution programme currently 
implemented in 4 provinces will be expanded to cover all provinces, supported by an 
IEC strategy targeting vulnerable groups. KNASP also supports the distribution of 
female condoms as a means of empowering women to choose safer sex.  

4.5.3 Strengthening sexually transmitted infection (STI) and HIV programme 
linkages 

Preventing, diagnosing and treating STIs is an essential component of the HIV 
prevention strategy. KNASP seeks to build the capacity of STI units to provide HIV 
testing and counselling through training of STI health workers and provision of 
testing kits to STI units.  

4.5.4 Expanding prevention of mother to child transmission of HIV   

Prevention of mother-to-child transmission (PMCT) services are currently provided in 
about 400 antenatal clinics (ANC) in Kenya.  KNASP 2005/06-2009/10 seeks to 
expand PMCT services countrywide to increase access to ARV for HIV positive 
pregnant mothers from 10% to at least 50% and reduce the proportion of HIV positive 
babies born to HIV positive mothers from 33% to below 23%.   Expansion of the 
PMCT+ programme is meant to ensure that HIV positive mothers continue to receive 
ARV after giving birth. 

4.5.5 More effective, targeted behaviour change communication (BCC) 

KNASP is focused on enhancing injection safety through interventions which include 
capacity building of health workers through training and provision of re-use 
prevention injection equipment and appropriate healthcare waste management. The 
BCC strategy focuses on reducing demand for unnecessary injections among the 
community. In addition to injection safety, infection prevention and control policy is 
also promoted to serve as a means of reducing health worker exposure to HIV 
infection. 

KNASP aims to reduce the number of girls and boys having sex by age 15, and 
promote abstinence and/or consistent practice of safe sex among those who are most 
vulnerable and the general population. KNASP 2005/06-2009/10 therefore supports 
the development of a national BCC strategy and BCC coordination mechanism to 
provide overall guidance to all partners implementing BCC programmes; help ensure 
messages are evidence-based and effectively targeted; and, very importantly, avoid 
counter-productive and stigmatising campaigns.   The national BCC strategy must 
also reflect the potential impact on prevention messages of the increasing availability 
of HIV/AIDS treatment in Kenya, as discussed at 4.5.9.  

4.5.6 Promoting abstinence, consistent safe sex and delayed sex debut among 
young people.  

KNASP 2005/06-2009/10 aims to reduce the number of young people especially girls 
having sex by age 15, and promote abstinence and /or consistent practice of safe sex. 



KNASP 2005/6-2009/10 

 - 22 - 

Education is one of the preventive approaches against HIVAIDS and can help    
ensure that school age children grow up free of infection. The MoEST skills-based 
HIV/AIDS prevention education program has been evaluated in 2000 schools and 
proven to be effective at promoting healthy behaviours and reducing the risk of 
infection. This program is targeted for expansion over the first three years of KNASP 
2005/06-2009/10. 

4.5.7 Continue to improve availability of safe blood supplies.  

KNASP has put in place strategies to ensure all blood in the country is effectively 
screened for HIV.  KNASP 2005/06-2009/10 supports enhancement of capacity of the 
National Blood Transfusion Centre to ensure that all blood-transfusing facilities are 
provided with adequate supplies of screened blood. 

4.5.8 Injection safety and expanded access to post-exposure prophylaxis (PEP) 
and universal precautions 

Currently, PEP services are restricted to a few specialised health facilities in the 
country. The new KNASP strategy targets the integration of PEP into ART services 
and the provision of PEP at all ART sites. The police will be trained on how best to 
handle rape and sexual violence survivors and the need to refer the survivors to health 
facilities offering PEP within an appropriate period of time.  

4.5.9 Ensuring prevention and treatment efforts are mutually supporting. 

It is essential to ensure that the planned scale up of treatment under KNASP does not 
lead to any increase in high-risk behaviour which could undermine prevention efforts.  
Prevention messages must be carefully designed to counter any perception that ART 
constitutes a “cure” while at the same time maximising opportunities for positive links 
between treatment and prevention programmes. For example, using expanded ART 
provision to target discordant couples, reduce stigma and encourage people to 
discover their status.  

Table 4 below summarises targets for 2010 for priority area one - prevention of new 
infections. 

Table 4 - Target Statement: Prevention 

Priority Area:  Prevention of new infections 
Objective:  Reduce the number of new HIV infections in both vulnerable groups and the 
general population 
Target Area Targets for 2010 Baseline 
Prevalence Prevalence for young men in age range 15-24 less 

than 1% (a reduction of 20% on KDHS 2003) 
Prevalence for young women in age range 15-24 
less than 4.5% (a reduction of 25% on KDHS 
2003)11  
 

1.2% (KDHS 2003) 
 
5.8% (KDHS 2003) 

                                                 
11 This target reflects the emphasis of the strategy on young women, who are a highly vulnerable group.  As death rates in 
this age group are low, reducing prevalence will require a major reduction in new infection rates.  The current prevalence 
rates (KDHS 2003) are 3% 15-19 and 9% 20-24.  Assuming very low prevalence below 15, and assuming low death rates 
prior to age 25, this implies incidence rates of 3% 15-19 and 6% 20-24.  Achieving the target prevalence rate of 4.5% 
would require these incidence rates to be halved to 1.5% and 3% respectively by 2010 (i.e. this would yield average 
incidence rates for the five years of the KNASP of 2.3% and 4.5%, which would yield prevalence rates of 2.3% for 15-19 
and 6.8% for 20-24, giving an overall female prevalence of 4.5% for the 15-25 group.)   
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(Table 4 continued) 
Target Area Targets for 2010 Baseline 
Counselling 
and Testing 

At least 1 VCT site fully operational in every 
administrative division (approximately 700 sites 
nationally) 
At least 2 million Kenyans tested for HIV annually 
(comprising 500,000 VCT and 1.5 million clinical 
testing including pregnant women) 
At least 25% of people in age range 15-49 have ever 
been tested and received result  

404 sites nationally 
(NASCOP 2004) 
 
200,000 (VCT Strategy, 
NASCOP 2003) 
 
13% (KDHS 2003) 

Condom 
promotion 

160 million condoms to be distributed annually   

STIs At least 90% of patients diagnosed with STIs are 
offered HIV testing and 90% are offered appropriate 
symptomatic treatment 

 

PMTCT At least 50% of infected pregnant women will 
receive an appropriate and complete ARV regime12 
Less than 23% of infants born to HIV+ mothers will 
be HIV+13 

10% 
 
33% 

BCC Less than 10% of girls and 20% of boys have sex 
before the age of 15 
Condom use at most recent high-risk sex in 15-24 
age range at least 40% for women, 65% for men   
At least 85% of women and 85% of men in age 
range 15-24 correctly identify ways14 of preventing 
sexual transmission of HIV/AIDS  

14.5% of girls, 30% of 
boys (KDHS 2003) 
25% women, 47% men 
(KDHS 2003) 
55% women. 65% men 
(KDHS 2003) 
 

Blood 
Safety 

At least 200,000 units of properly screened blood 
available annually15 

130,000 units 

PEP All relevant police and health service personnel 
trained in PEP. PEP and Post rape care centres 
operational in all District Hospitals and 50% of 
health centres 

 
 

Injection 
Safety  

Reduce the risk level* of health workers, patients 
and community by 50 % 
At least 30% increase in re-use prevention injection 
equipment. 

Risk level at 58% (health 
workers), 5% 
(community) 5% in use  

 

                                                 
12 Target assumes that by 2010, 80% of pregnant women will attend an ANC facility at least once, 80% 
of ANC facilities will offer PMCT services, and the uptake of ARV by infected pregnant women who 
are offered PMCT services will be 80%.  
13 Consistent with scale up of PMCT from 10% to 50% of infected mothers, and probability of 
transmission reduced from 35% to 15 % with ARV.   
14 Consistent use of condoms and limiting sex to one faithful partner 
15 Target is Kenya’s total annual transfusion requirement 
15In a year, unsafe injections may be responsible for 80,000 to 160,000 cases of HIV and estimated 
regional prevalence of unsafe injections; sub-Saharan Africa 50%. 
Kane A et al, Bulletin of theWHO,1999;77: 805-807  
*Risk level exposure to HIV and other blood-borne pathogens as a result of needle prick injuries and 
unsafe medical practices . 
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4.6 Priority Area 2: Improvement of the Quality of Life of People 
Infected and Affected by HIV/AIDS 

 

KNASP 2005/06-2009/10 aims to improve the quality of life of those infected 
and affected with HIV/AIDS through provision of treatment and care services 
and promoting and protecting the rights and access to effective services for 
infected and affected people. Key strategies are: 

4.6.1 Improving availability and access to treatment and care  

Kenya supports the global “3 by 5 Initiative”, which aimed to provide ART to 3 
million people in developing countries by the end of 2005. To this end, a 
national ART programme was developed to progressively deliver effective 
ART, reaching 50% of those eligible by 2005 and 75% by 2010, so as to 
improve the quality of life and survival of people infected and affected by 
HIV/AIDS.   

Plans for rapidly scaling up treatment and care services for PLWHA 
countrywide are incorporated in the KNASP 2005/06-2009/10. The key 
strategies for scaling up of treatment and care include:  

• ensuring that women have equitable access to ART which is not 
constrained by their ability to afford treatment; 

• scaling up of ART services countrywide through strengthening the 
public, private and faith based/NGO health facilities partnership; 

• building the capacity of provincial and district hospitals, private and 
faith based/NGO health facilities to provide comprehensive care 
services; 

• strengthening the coordination of ART services in the country by 
improving the human and physical resources in the public sector health 
care system;  

• strengthening the linkage between HIV and TB services to ensure that 
all TB patients are tested for HIV and those testing HIV+ have access to 
treatment and care services;  

• linking hospitals and rural health facilities (public, private, faith based 
and NGO) to provide a continuum of care services and facilitate 
downward referral of stable patients;  

• strengthening community and home based care services provided to 
PLWHA; health facilities will develop stronger linkages to community 
and home based care services to improve quality; 

• providing PLWHA with nutritional counselling and supplements; and 

• reducing the stigma and discrimination of people infected with 
HIV/AIDS through advocacy programmes and sensitisation of 
communities and health workers; community and religious leaders will 
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play a key role in the anti-stigmatisation and anti-discrimination 
campaign. 

4.6.2 Effective protection of human rights 

Safeguarding human rights is an essential part of improving the quality of life 
of those infected and affected by HIV/AIDS.  HIV hits hardest where human 
rights are least protected.   People have the right to know how to protect 
themselves; to know their status; to know how to obtain treatment, care and 
support if infected; and to be educated on the treatments available to them. 

 
People living with HIV/AIDS are vulnerable to AIDS-related human rights 
violations, including discrimination and denial of women’s and orphans’ 
property and inheritance rights.  KNASP 2005/06-2009/10 aims to promote the 
protection of the rights of PLWHA through a range of initiatives:   

• strengthening the legal, policy and administrative framework for protecting 
the rights of the infected and affected by HIV/AIDS; 

• supporting public education and advocacy programmes which promote the 
rights of the PLWHA. The focus is on the rights of women and children, 
especially the girl child, infected and affected by HIV/AIDS; 

• stigma reduction programmes; 

• ensuring that counselling on legal, treatment and reproductive health rights 
is included in the comprehensive care services package offered to PLWHA; 

• mainstreaming the rights of PLWHA into the national human rights agenda 
and the programmes of human rights organisations active in Kenya; 

• encouraging PLWHA whose rights have been violated to seek legal redress 
through the justice system; 

• building the capacity of PLWHA to advocate and protect their rights. The 
KNASP is committed to promoting greater involvement of PLWHA in the 
national response at all levels and PLWHA are encouraged to play a greater 
role in promoting and protecting the rights of infected and affected people; 
and 

• ensuring supportive legal and policy framework for scaling up responses for 
the protection of OVC, as discussed in priority area 3.   

 

Table 5 summarises targets for 2010 for priority area two – improvement of the 
quality of life of people infected and affected by HIV/AIDS. 

 

 

 

 



KNASP 2005/6-2009/10 

 - 26 - 

Table 5 - Target Statement: Improve Quality of Life  of People Infected and 
Affected by HIV/AIDS 

Priority Area:  Improve quality of life  

Objective:  Improve treatment and care, protection of rights and access to effective services for 
infected and affected people 

Target Area Targets for 2010 Baseline 

Treatment At least 75% of those appropriate for treatment will 
receive ART16 

 

All HIV+ people will have access to high-quality, 
affordable opportunistic infection drugs 

 

95% of TB suspects will be offered HIV testing 

80% of people with TB and HIV will receive ART 
before the end of TB treatment 

20% (NASCOP 2004) 

Care 90% of hospitals and all district hospitals, will have 
Comprehensive Care Centres 

Comprehensive home based care strategy17 
implemented, covering at least 75% of PLWHA 

 

At least 75% of people 15-49 years will express 
accepting attitudes towards PLWHA 

75% of PLWHA will receive nutritional education 
and counselling at health facilities and community 
levels 

 

The nutritional status of PLWHA will be at least as 
good as that of non-infected people in the same 
community 

 

 

HBC strategy developed, 
not yet implemented 

 

27% women, 40% men 

(KDHS 2003) 

Protection 
of human 
rights 

75% of PLWHA and those affected by HIV/AIDS 
will be well informed about their treatment, legal 
and reproductive rights. 

 

Kenya will be respected internationally as a country 
which protects the rights of PLWHA and those 
affected by HIV/AIDS. 

 

 

 

                                                 
16 Goal of ART Strategy (NASCOP 2003) in line with Kenya’s “3 by 5” commitment 
17 Strategy to Strengthen Home-Based Care Access, Sustainability and Quality in Kenya 2004-2008, 
NASCOP 
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4.7 Priority Area 3: Mitigation of Social and Economic Impact  
As discussed in Section 2, HIV/AIDS poses a severe and growing challenge to 
Kenya’s development.   KNASP includes the following strategies that address the 
social and economic impact of HIV/AIDS:  

4.7.1Impact studies 

There is no doubt that people infected and affected by HIV/AIDS have difficulties 
accessing basic services and protecting their rights, including access to health, shelter, 
education, food and land rights.  However, more detailed quantitative information is 
required on the impact in key sectors, to provide the basis for advocacy, mitigation 
policies and the design of effective interventions.   KNASP aims at initiating impact 
studies in key sectors including the macro economy and public finances, the 
productive sectors, and social services with particular reference to women and 
children. The impact of HIV/AIDS on livelihood and social security at the national 
level, and in communities, families and individuals is to be assessed and quantified.  

4.7.2Advocacy 

Advocacy initiatives are developed and implemented to increase awareness of the 
impact of HIV/AIDS and the need for comprehensive mitigation action among policy 
makers and the general population. Advocacy initiatives initially target policy makers 
to ensure that mitigation is championed at the highest levels in all sectors. The 
initiatives also target communities to raise awareness of the need for interventions at 
the local level. 

4.7.3Mitigation policy 

An effective policy framework is critical for harmonising and focusing the national 
response to the impact of HIV/AIDS. A comprehensive national policy on mitigation 
of the impact of HIV/AIDS shall provide the framework in which all partners 
involved in mitigation will work. Sectoral policies in place are also revised to bring 
them in line with the national policy. 

4.7.4Mitigation programmes 

KNASP supports specific mitigation programmes in line with the developing policy 
framework, at both national and community levels.  Effective engagement of civil 
society is particularly important to the success of community mitigation interventions. 

4.7.5Community empowerment 

KNASP empowers community organisations and local governance institutions to 
utilise and strengthen existing systems for coping with the impact of HIV/AIDS, with 
particular reference to caring and providing access to education for orphans. 

4.7.6Human resources planning 

As discussed in Section 2, the death rate in the 15-49 age range has tripled since 1990, 
largely due to HIV/AIDS.  Increased mortality and morbidity have an increasingly 
severe impact on both public and private sector workforces.  HIV/AIDS needs to be 
mainstreamed within human resource planning and management approaches and 
procedures.  Earlier workplace policies emphasised the provision of prevention and 
treatment services. There is need to broaden this scope to include strategies for 



KNASP 2005/6-2009/10 

 - 28 - 

mitigation of the impact of HIV/AIDS on the performance of individual employees 
and the overall productivity of institutions.   Specific strategies to be developed shall 
address small and medium enterprises and the informal private sector, which lack the 
capacity to implement formal HR policies. 

Table 6 below summarises targets for 2010 for priority area three – mitigation of 
social and economic impact of HIV/AIDS. 

 

Table 6 - Target Statement: Mitigation of Socio-Eco nomic Impact of HIV/AIDS 

Priority Area:   Mitigation of socio-economic impact 

Objective:  Adapt existing programmes and develop innovative responses to reduce the 
impact of the epidemic on communities, social services and economic productivity. 

Target Area Targets18 for 2010 

Advocacy Greatly increased understanding by policy makers and planners of 
impact of HIV/AIDS, particularly for vulnerable populations and 
sectors. 

Mitigation 
policy 

National policy on mitigation developed and explicitly reflected in 
core GoK policy and finance processes, including ERS, MTEF and 
annual budget. 

 

Livelihood and 
social security 

Impact of HIV/AIDS on livelihood and security in Kenya quantified, 
and effective counter-measures designed and implemented. 

 

Targeted 
mitigation 
programmes 

Sectoral mitigation programmes in place, targeting most seriously 
affected social and economic sectors, and most vulnerable groups.  
Sectors to include transport education and agriculture. 

Vulnerable groups to include OVC, CSW, girls, caregivers, widows. 

Percentage of orphans in school to be at least 90% of percentage of 
non-orphans in school in age range 10-14 

Community 
empowerment 

Increased information available at community level on socio-
economic impact of HIV/AIDS and appropriate responses. 

Mitigation initiatives mainstreamed into existing local structures, 
including CACCs, local governments, school boards. 

Human 
resource 
planning 

Human resource policies and plans in public and private sectors 
reflect impact of HIV/AIDS on productivity. 

                                                 
18 Targets for this priority area are stated in fairly general terms, as there was only very limited progress 
under the previous KNASP on which to base the design of targets.  It is anticipated that targets will be 
refined during the course of KNASP 2005-2010 implementation. 
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4.8 Monitoring and Evaluation 
 

Monitoring and evaluation is critical for the success of the KNASP.  In line with the 
“Three Ones” principles, KNASP 2005/06-2009/10 relies on establishment of a 
common national M&E framework to track the overall performance and impact of the 
national response. All partners involved in the implementation of KNASP shall report 
progress in their specific areas and receive feedback on the overall progress of the 
national response within the framework set out by the national M&E system.  The 
M&E framework also supports the JAPR consultative process by providing partners 
with information on progress made in implementing the KNASP. 

More specifically, the goal of the framework is to guide the collection, analysis, use 
and provision of information that enables tracking of progress made in response to 
HIV/AIDS and enhance the making of informed decisions.  The framework articulates 
the linkages, reporting relationship, indicators used at different levels to measure 
inputs, outputs, outcomes and impact of interventions. 

The specific objectives are as follows19: 

� To facilitate the establishment of commitment and the culture of M&E in all 
HIV/AIDS interventions at all levels to track efficiency and effectiveness of 
interventions. 

� To strengthen the M&E capacity of NACC, NASCOP, NGOs, FBOs, CBOs, 
ACU, CACCS, PASCOs, DASCOs and health facilities to collect, analyse, use 
and report HIV/AIDS data. 

� To guide the establishment and management of national HIV/AIDS data bank for 
tracking national response to enhance dissemination and informed decision 
making and policy at national level. 

� To facilitate and enhance the efficient and appropriate use of resources (financial 
and human) at all levels in the implementation of interventions. 

� To enhance the national, regional and international HIV/AIDS data collection and 
reporting requirements (e.g. ERS, CRIS, UNGASS). 

As illustrated in Annex E the framework proposes the utilisation of institutional 
structures created for the coordination of national HIV/AIDS programme.  At national 
level, there will be a HIV/AIDS database (central repository) and resource centre at 
NACC, which will be linked to M&E sub-systems at NASCOP, in the line ministries 
(ACUs), the private sector, civil society and faith-led organizations. At constituency 
level, NACC will strengthen CACCs in order to enhance their M&E functions.  

The framework contains a set of 34 indicators for monitoring and evaluation of 
interventions outlined in the KNASP 2005/06-2009/10.  It is important that all 
institutions involved in the planning, co-ordination and implementation of HIV/AIDS 
activities in Kenya are familiar with the appropriate monitoring and evaluation 
indicators that are core to their mandates.   

 

                                                 
19 NACC and NASCOP National Monitoring and Evaluation Framework for National Response to 
HIV/AIDS in Kenya (December 2004). 
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4.9 Provision of KNASP Support Services 
A wide range of support services are required for effective delivery of the KNASP 
strategies. The key priority areas identified (prevention of new infections, 
improvement of quality of life of those infected and affected, and mitigation of social 
impact) constitute the core of KNASP 2005/06-2009/10.  However, the institutions 
involved in coordinating and implementing the KNASP require significant support to 
operate efficiently.  The key support services provided under KNASP are outlined 
below:  

 4.9.1 Research  

Research provides critical evidence on the basis of which strategic decisions and 
interventions are undertaken. A national research strategy is to be developed to 
prioritise research projects and ensure that research undertaken is demand driven. The 
research strategy shall ensure a balance between clinical and social science research in 
line with the multi-sectoral approach adopted by the national response. Overall, 
research will provide in-depth analysis of key issues and information gaps identified 
through monitoring and evaluation.   

A participatory approach shall always be used in developing research strategy in order 
to allow all relevant stakeholders to participate and identify research priorities.  

4.9.2Financing and procurement  

A financing framework for KNASP 2005/06-2009/10, summarised in Section 6, was 
developed to guide resource mobilisation and allocation to priority areas in order to 
achieve maximum impact. The GoK, development partners, civil society, the private 
sector and communities all play key roles in financing KNASP.  Specifically, the GoK 
Medium Term Expenditure Framework (MTEF) and annual budgeting process should 
reflect KNASP financing priorities across all sectors. 

KNASP seeks to improve Kenya’s ability to absorb resources effectively. Such 
improvement is critical if KNASP is to achieve its goal; Kenya cannot afford to lose 
the goodwill and support of international donors by failing to make timely use of 
funds provided. The challenges limiting absorptive capacity will at all times be 
analysed and practical solutions developed and implemented.  

Procurement constitutes another key support service for KNASP. The public sector 
procurement and supply systems, especially the MoH system, needs to be 
strengthened to ensure that HIV/AIDS related commodities are available at service 
provision points at the right time.  An efficient procurement system is essential to 
support the scale up of ART, VCT, PMCT and condom promotion services.  
Specifically, KNASP aims to reduce emergency procurements to less than 5% of all 
the procurement needs.   

4.9.3 Institutional capacity  

KNASP 2005/06-2009/10 targets to strengthen the capacity of organisations and 
institutions to coordinate and implement the national response.  Capacity building is 
focused on human resource development, access to information, participation in 
networks and partnerships, and systems development.  
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4.9.4 Communication, coordination and networking   

KNASP 2005/06-2009/10 seeks to strengthen existing partnerships, networks, 
coordination mechanisms and communication channels; and create new processes 
where necessary. A strengthened JAPR process shall promote consultation and 
coordination among all partners implementing KNASP. Deliberate effort is 
undertaken to promote greater involvement of PLWHA in the networks and 
partnerships at all levels. Strategies to improve communication, as a key component 
enhancing coordination and networking, shall be developed and implemented.  
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Section Five: Implementing the KNASP 
 

5.1 Introduction 
This section sets out the way for implementing the KNASP strategic vision and core 
principles.   First, it examines the challenges of implementing a national strategic 
plan; then it describes the results framework which defines specific deliverables, 
responsibilities and timescales for action; finally, it sets out the proposed joint 
institutional arrangements for monitoring and coordinating the implementation. 

 

5.2 The Challenge of Implementing One National Strategic Plan 
The KNASP 2005/06-2009/10 is the overarching, multi-sectoral framework for the 
national response to HIV/AIDS.  All HIV/AIDS interventions within Kenya, whether 
executed by Government, the private sector, civil society organisations or 
international donors ultimately fall within this framework.  The implementation of the 
KNASP therefore involves a very broad and heterogeneous group of implementers 
engaged in an extremely wide range of initiatives. 

Previously, both in Kenya and elsewhere, attempts were made to develop detailed 
implementation plans to translate national strategies into specific activities.   
However, this approach encountered serious problems, both conceptually and 
practically. 

At the conceptual level, problems arise from the fact that the national strategic plan is 
jointly owned by all stakeholders in the national response; it is not the plan of a single 
organisation or even Government (although explicit endorsement of the plan by the 
national Government is vital to its credibility and authority).  If implementation plans 
are to be effective and accountable, they must be backed up by clear and compelling 
authority.  Given the broad ownership of the national strategy, it is difficult to 
establish this authority equitably in respect of all stakeholders, particularly those 
outside Government.  

At the practical level, attempting to develop an implementation plan for all 
interventions under the KNASP would be a massively complex and time-consuming 
task, and would duplicate the planning processes already in place within the many 
implementing agencies already engaged in the national response. 

Because of these conceptual and practical problems, past attempts to develop 
implementation plans for national strategies have tended to focus on those 
interventions which are institutionally and geographically closest to the agency 
developing the plan (usually the NACC), to the detriment of a truly multi-sectoral 
approach. 

The KNASP 2005/06-2009/10 overcomes these challenges by establishing an 
implementation framework which focuses clearly on results that are essential to 
achieving strategic objectives; but which deliberately stops short of attempting to map 
out detailed activity level implementation plans. 

Through the KNASP results framework, specific stakeholders commit to take the lead 
in implementing key areas of the strategy, working together with other identified 
strategic partners.  Critical results and milestones are identified to help chart out the 
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way forward, and provide a basis for monitoring progress.  However, these are not 
intended to be a replacement for detailed implementation plans; the plans will be the 
responsibility of specified lead agencies and their partners to prepare and follow using 
their own management systems and structures.  Where well-defined strategies and 
plans already exist – for example, the strategy for ART scale up – they have been 
clearly identified within the KNASP, and results are tied to the expected outputs of 
these strategies. 

 

5.3  The KNASP Results Framework 
The KNASP results framework, which is set out at Annex A, identifies the results or 
milestones to be achieved within the first and second year of KNASP for each priority 
area. The milestones serve as performance benchmarks for the national response to 
combating HIV/AIDS. 

The results framework forms the primary instrument for planning, coordinating and 
monitoring progress in the implementation of KNASP.  The framework is reviewed 
and updated annually by all KNASP partners, and forms the basis for progress 
reporting at the annual JAPR, using information collected through the national M&E 
framework.   Key components of the results framework are: 

5.3.1 Results  

The results constitute the key deliverables for the KNASP for the first and second 
year of the strategy that coordinating and implementing partners are expected to 
achieve through their combined efforts.  Results are set for each target area of the 
KNASP.  

The core principles of KNASP 2005/06-2009/10 are mainstreamed in the results 
framework.  The results include deliverables at all levels (national and local) and by 
all sectors (public, private and civil society).  

5.3.2 Timeframes 

The results framework is not a work plan.  The timeframes are target dates by which a 
result should have been achieved, rather than a detailed schedule of activities. These 
timeframes are used to guide implementing agencies in prioritising and scheduling 
their work, and assist in reviewing KNASP implementation. Programmes and 
implementers should reflect KNASP timeframes in their own work plans where 
appropriate.  

5.3.3 Strategies  

The results framework identifies, where appropriate, existing strategies for delivering 
specific results. This avoids duplication, and enhances the decentralised multi-sectoral 
approach.  

5.3.4 Lead agency  

The lead agency has overall responsibility for the delivery of the specified result, and 
should co-ordinate and co-operate with other strategic partners working in the same 
area. 
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5.3.5 Key partners  

The key partners are agencies involved in supporting or implementing activities in 
specific target areas. The key partners identified in the results framework are only 
indicative since identification of further partners is a continous process.   

 

5.4 Institutional Arrangements for KNASP Implementation 
The institutional arrangements for implementing the KNASP reflect the multi-sectoral 
nature of the strategy.  No single agency has overall implementation responsibility; 
hence it is essential to have strong coordination mechanisms to ensure that key 
stakeholders cooperate effectively to achieve the results set out in the results 
framework, and work towards overall strategic objectives. 

This national coordination responsibility is a core function of the NACC, which 
ensures: 

• effective coordination and monitoring mechanisms are in place for the national 
strategy that engages all stakeholders including those who have lacked 
effective representation in the past; 

• District Technical Committees (DTCs) and Constituency AIDS Control 
Committees (CACCs) provide effective coordination mechanisms at the local 
level, including clear definition of, and limits on, the role of MPs; 

• appropriate and timely communication to all stakeholders on progress made; 

• accountability by lead agencies and strategic partners for the deliverables to 
which they have committed; 

• periodic, effective, joint review of KNASP implementation. 

The coordination role is in line with the mandate of NACC outlined below. 

5.4.1 Composition and Mandate of the National AIDS Control Council 

The National AIDS Control Council (NACC) comprises senior policy makers from all 
sectors of society, including the Permanent Secretaries of key ministries and senior 
representatives from the private sector and civil society.  The Council provides a high-
level policy forum to ensure that the KNASP remains on track.  The Council receives 
progress reports and recommendations for policy action from the Inter-Agency 
Coordinating Committee (ICC) for HIV/AIDS, through the Director, NACC. 

Established in 1999 through Legal Notice No. 170 of 26th November 1999, NACC is 
mandated to perform the following functions: 

� To mobilize resources for AIDS control and prevention, 

� To coordinate and supervise implementation of AIDS programmes in the 
country; 

� To mobilize all stakeholders to participate in AIDS control and prevention;  

� To provide a Framework to guide implementation of activities at all levels;  

� To oversee utilization of resources allocated to HIV/AIDS activities; 

� To coordinate monitoring and evaluation of national response. 
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5.4.2 The Inter-Agency Coordinating Committee (ICC) for HIV/AIDS  

The Inter-Agency Coordinating Committee (ICC) for HIV/AIDS provides an effective 
HIV/AIDS stakeholder coordination mechanism.  The ICC is responsible for high-
level technical coordination of the KNASP, including coordination of the annual 
JAPR process.  The ICC is chaired by the Executive Director of NACC and includes 
senior representatives with HIV/AIDS responsibility from Government, civil society, 
the private sector and development partners.  The ICC shall receive reports from the 
chairs and executive secretaries of the Monitoring & Coordination Groups for each 
priority area and formally review progress with the KNASP on a quarterly basis.  It 
also provides appropriate fora for the engagement and coordination of key stakeholder 
groups and key sectors in the national response. 

5.4.3 Monitoring and Coordination Groups (MCG) for each Priority Area 

Each priority area of KNASP 2005/06-2009/10 has a monitoring and coordination 
group (MCG) established by NACC and whose membership reflects key 
implementing agencies in relevant areas, as identified in the results framework, and 
other key strategic partners.  The MCGs are responsible for monitoring progress 
against the results framework, supported by reports from the KNASP M&E system, 
and feedback from MCG members.  The MCG help stakeholders to cooperate in 
overcoming implementation delays and bottlenecks, and where necessary make 
specific recommendation for policy action to the ICC.  The MCGs have a key role in 
preparing for the annual JAPR, presenting progress reports for, and proposing 
revisions to, their respective section of the KNASP results framework. 

The MCGs are not involved in detailed implementation programming, which task is 
delegated to lead agencies for each result working together with their strategic 
partners.  

It is essential to ensure full engagement of senior technical representatives in the 
MCGs, and the number of meetings kept to a minimum, say quarterly, with 
comprehensive preparation and technical secretariat support being provided by the 
NACC (see Fig 2). 
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Figure 2: KNASP Coordination Structures 
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Section Six: Financing the Strategy 
 

6.1 Introduction 
This section sets out the estimated financing requirements of the KNASP, and 
compares this with estimates of the resources available from all sources.  It is intended 
to provide a broad indication of the financial viability of the strategy, and provide a 
basis for advocacy for additional funding.  It is not intended to provide a detailed 
budget for the KNASP, or costing of specific interventions. Detailed budgets and 
costings will be developed by individual implementing agencies (including GoK) 
using existing budgeting systems and procedures, within the framework established 
by the KNASP. 

6.2 Basis for Financing Estimates 
During the development of KNASP 2005/06-2009/10, a study was undertaken by the 
Policy Project on behalf of the National AIDS Control Council to develop financing 
estimates for the KNASP.  The study report20 was used as the basis for the estimates 
in this section.  

The study estimated the cost of achieving KNASP objectives by: 

• identifying the key services necessary to achieve the results and targets 
specified in the KNASP; 

• estimating the unit costs for delivering each service, based on the experience 
of service providers in Kenya, and internationally; 

• identifying the size of the population in need of each service, based on 
demographic data; and 

• identifying appropriate levels of coverage for each service for each year during 
the strategy period, reflecting scale-up plans incorporated in the KNASP and 
in underlying sectoral strategies.  

The cost for each service, during each year of the KNASP, is then estimated by the 
calculation: 

Cost = unit cost x population in need x coverage target 

The results are set out in Table 7 at the end of this section.  The distribution of 
funding requirements across priority interventions is as follows: prevention of new 
infections - 24%, improving quality of life - 29%, mitigation of socio-economic 
impact - 30%, and provision of support services - 17% (Annex F). 

The study also estimated the total resources available for the KNASP from all sources 
for the first year of the strategy (2005/6).  Estimates were based on information 
provided by funding agencies and GoK; and on research by NACC and others into 
allocations by the private sector, civil society and households to HIV/AIDS 
expenditures. 

                                                 
20 Financing Framework: Resource Requirements for the Kenya National AIDS Strategic Plan 2005-
2010, Stover, Kioko, Kimalu and Korir, January 2005 
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6.3 KNASP Financing Estimates 
The aforementioned study conducted by the Policy Project on behalf of NACC 
estimated that the total financing requirement for implementing the KNASP increases 
from Ksh. 25 billion in 2005/06 to Ksh. 45 billion in 2009/2010.  

The estimated financial resources available during FY 2005/06 will be approximately 
Ksh. 2421 billion. This amount includes commitments from the Government and 
development partners as well as the proposal submitted to the Global Fund under 
Round Five. This amount also includes resources expected from the private sector and 
the households.  The amount therefore constitutes the estimated National Resource 
Envelope (NRE) for the KNASP in FY 2005/06. As Figure 3 shows, there is a 
financing gap of Ksh. 1 billion during FY 2005/06. However, without factoring in the 
anticipated financial resources from the Global Fund, the gap increases to about Ksh. 
3 billion. It is evident that the financing gap will steadily rise over the plan period. 
This will necessitate mobilisation of financial resources incrementally during the 
remaining years of the KNASP. A year-on-year growth of between 15% and 20% in 
the NRE is required to meet financing needs in full; this is equivalent to an additional 
Ksh. 21 billion in 2009/10 compared with 2005/06 assuming no growth in the NRE. 
However, with a more realistic growth rate of 10% in NRE, the estimated gap will 
increase from Ksh. 1 billion in the FY 2005/06 to Ksh. 10 billion in the FY 2009/10. 
 

Figure 3: Estimated Financing Requirement and Available Resources22 
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21 It should be noted that this figure includes in country commitments of financial resources from PEPFAR.  
 
22 Constant 2005/06 prices 
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Table 7: KNASP 2005-10 Estimated Financing Requirem ents 23 (Ksh. millions) 

 2005/06 2006/07 2007/08 2008/09 2009/10 TOTAL 
PREVENTION OF NEW INFECTIONS        
Youth-focused interventions 1,017 1,416 1,853 2,341 2,883 9,510 
Sex workers and their clients 35 37 38 39 41 190 
Workplace 210 278 349 425 503 1,765 
Harm reduction programmes 14 20 24 27 31 116 
Uniform Services 59 83 109 135 164 550 
Other vulnerable populations 118 166 217 271 327 1,099 
Condom provision 1,527 2,426 2,747 3,095 3,472 13,267 
STI management 422 466 513 561 612 2,574 
VCT 740 789 777 830 886 4,022 
PMCT 953 1,363 1,357 1,351 1,450 6,474 
Behaviour change communication 240 240 120 80 40 720 
Blood safety 365 426 487 548 656 2,482 
Post-exposure prophylaxis 40 55 70 85 108 358 
Total:  Prevention 5,740  7,765 8,661 9,788 11,173 43,127 
IMPROVING THE QUALITY OF LIFE       
Home-based care 265 323 345 380 423 1,736 
Palliative care 163 217 116 158 176 830 
Diagnostic testing 78 95 113 130 147 563 
Treatment of opportunistic infections 1,668 1,712 1,364 1,384 1,249 7,377 
Opportunistic infection prophylaxis 117 163 212 261 314 1,067 
Lab HAART 55 93 139 173 216 676 
ARV therapy 4,000 5,231 7,458 8,352 9,357 34,398 
Training 27 39 57 69 81 273 
Nutritional support 133 164 259 299 357 1,212 
Protection of human rights  723 795 835 835 835 4,023 
Total: Improving the Quality of Life 7,229 8,832 10,898 12,041 13,155 52,155 

MITIGATION OF SOCIO-ECONOMIC IMPACT       
Mitigation policy  883 1,076 724 808 1,352 4,843 
Mitigation advocacy  1,261 1,537 1,087 808 451 5,144 
Livelihood and social security  1,261 1,537 1,087 1,213 1,352 6,450 
Mitigation programmes 2,838 3,842 6,881 8,287 10,160 32,007 
Community empowerment  757 922 724 808 901 4,112 
Human resource planning  252 307 362 202 225 1,348 

Total: Mitigation of Socio-Economic Impact 7,252 9,221 10,865 12,126 14,441 53,904 
PROVISION OF SUPPORT SERVICES       
Financing and procurement  770 770 770 770 770 3,850 
Communication, coordination & networking  1,514 1,844 1,811 2,021 2,253 9,443 
Monitoring and evaluation 1,816 2,459 2,173 1,617 1,802 9,867 
Research  505 615 724 808 901 3,553 
Institutional capacity building  505 615 724 808 901 3,553 
Total: Support Services 5,110 6,303 6,202 6,024 6,627 30,266 
OVERALL TOTAL (Ksh. million) 25,331 32,121 36,626 39,979 45,396 179,452 
OVERALL TOTAL (US$ million) 338  428 488 533 605 2,393 

 

                                                 
23 Constant 2005/06 prices 
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Annex A – Results Framework For KNASP 2005/06-2009/10 
This Annex sets out the results targeted for delivery by KNASP over the first two years of the strategy (2005/6 and 2006/7). The results framework will be 
revised annually, with the first revision due by June 2006.  Following each revision, the results framework will be reissued covering a two-year forward period. 

A.1.     Prevention of New Infections 
 Planned results  By when  Other strategies for 

delivering results 
Lead Agency  Key partners  

1.1 Counselling and testing      

1.1.1 600 VCT sites established and functional  Jun-06 National VCT 
Strategy 

NASCOP KIRAC/FBOs, NGOs 

1.1.2 Cumulative 2.5 million people tested for HIV Jun 06 National VCT 
Strategy 

NASCOP KIRAC/FBOs, NGOs, Private Health Facilities (providing 
CT services) 

1.1.3 At least 50% of sex workers and 25% of their 
clients tested for HIV and receive results  

Jun 06 National VCT 
Strategy 

NASCOP KIRAC/FBOs, NGOs, Private Health Facilities (providing 
CT services) 

1.1.4 At least 75% of uniformed services tested 
for HIV and receive results  

Jun 06 National VCT 
Strategy  

NASCOP Office of the President (OP) 

1.1.5 At least 75% of inmates (prisoners) tested 
and receive results  

Jun 06 National VCT 
Strategy  

NASCOP MoHA, Prison Department  

1.1.6 At least 50% of migrant workers tested for 
HIV and receive report  

Jun 06 National VCT 
Strategy  

NASCOP KIRAC/FBOs, NGOs, Private Health Facilities (providing 
Counselling and Testing services) 

1.1.7 Over 90% of VCT Centres offer quality 
service (in accordance to the National 
VCT Guidelines)  

Jun 06 National VCT 
Strategy 

NASCOP KIRAC/FBOs, NGOs, Private Health Facilities (providing 
Counselling and Testing services) 

1.1.8 Evaluation of impact of VCT in prevention 
of HIV/AIDS in Kenya completed  

Dec 06 National VCT 
Strategy 

NASCOP KIRAC/FBOs, NGOs, Private Health Facilities (providing 
Counselling and Testing services) 
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 Planned results  By when  Other strategies for 
delivering results 

Lead Agency  Key partners  

1.1.9 The national VCT communication strategy 
refocused to specifically target vulnerable 
groups  

Dec 05 National VCT 
strategy 

NASCOP KIRAC/FBOs, NGOs, Private Health Facilities (providing 
Counselling and Testing services) 

1.1.10 VCT M&E subsystem meets its reporting 
requirements to the National M&E system  

Jun 06 National VCT 
Strategy 

NASCOP NACC 

1.1.11 90% of schools to provide skills–based 
HIV education and counselling services 

* Baseline 2000 Schools providing this 
services.  

Dec 07  The national 
HIV/AIDS and 
education national 
strategy  

MoEST NGOS,CBOs,FBO’S,Community  

1.2 Condom promotion      

1.2.1 National condom strategy revised to focus 
on vulnerable groups; female condom and 
scaling up of social marketing of condoms  

Dec 05 National condom 
strategy 

NACC/NASCOP  NGOs such as PSI, CSOs including KANCO and 
KECOFATUMA and Private Sector 

1.2.2 Survey on condom demand and 
distribution mechanisms in provinces not 
covered under the accelerated distribution 
completed  

Dec 05 National condom 
strategy 

NASCOP NGOs such as PSI, CSOs including KANCO and 
KECOFATUMA and Private Sector 

1.2.3 IEC positive attitude and consistent use of 
condoms targeted at vulnerable groups  

Jun 06 National condom 
strategy 

NASCOP NGOs such as PSI, CSOs including KANCO and 
KECOFATUMA and Private Sector 

1.2.4 Condom procurement plan 
operationalised (plan to have sufficient 
lead times to avoid stock outs) 

Dec 05 National condom 
strategy 

NASCOP KEMSA 
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 Planned results  By when  Other strategies 
for delivering the 
result 

Lead Agency  Key partners  

1.2.5 M&E to support implementation of 
demand driven distribution of condoms 
strengthened 

Dec 05 National condom 
strategy 

NASCOP/ 

KEMSA 

NGOs such as PSI, CSOs including KANCO and 
KECOFATUMA and Private Sector 

1.2.6 Distribution of female condoms 
commenced and sustained  

Dec 05 National condom 
strategy 

NASCOP NGOs such as PSI, CSOs including KANCO and 
KECOFATUMA and Private Sector 

1.3 Sexual Transmitted Infections (STIs)      

1.3.1 Evaluation of the STI programme 
completed and way forward for the 
programme established  

Dec 05  NASCOP KIRAC/FBOs, NGOs and Private Sector health facilities  

1.3.2 RTI/STI curriculum revised to include 
HIV/AIDS  

Jun 06  NASCOP KIRAC/FBOs, NGOs and Private Sector health facilities 

1.3.3 STI kit evaluated to include relevant OI 
drugs  

Jun 06  NASCOP KIRAC/FBOs, NGOs and Private Sector health facilities 

1.3.4 STI units provide counselling to STI 
patients and referral to HIV testing sites  

Jun 06  NASCOP KIRAC/FBOs, NGOs and Private Sector health facilities 

1.3.5 40% of STI units provide HIV testing and 
counselling  

Jun 06  NASCOP KIRAC/FBOs, NGOs and Private Sector health facilities 

1.4 Prevention of Mother to Child 
Transmission  

    

1.4.1 Scale up PMCT sites to 600 nationally  Jun 06 PMCT strategy  NASCOP KIRAC/FBOs, NGO and private sector health facilities; DP 

1.4.2 50% of health workers in each health 
facility trained on PMCT 

Jun 06 PMCT strategy  NASCOP KIRAC/FBOs, NGOs and Private Sector health facilities;  
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 Planned results  By when  Other strategies 
for delivering the 
result 

Lead Agency  Key partners  

1.4.3 PMCT communication strategy launched  Dec-05 PMCT strategy  NASCOP KIRAC/FBOs, NGOs and Private Sector health facilities;  

1.4.4 PMCT programme submits regular 
reports to other M&E frameworks 
including the National M&E system  

Jun-06 PMCT M&E system  NASCOP  KIRAC/FBOs, NGOs and Private Sector health facilities 

1.4.5 70% of PMCT sites implement PMCT + 
programme  

Jun-06 PMCT strategy  NASCOP  KIRAC/FBOs, NGOs and Private Sector health facilities;  

1.5 Behaviour Change Communications      

1.5.1 National BCC consortium formed and 
functional 

Jul-05  NACC KIRAC/FBOs, CSOs especially KECOFATUMA and 
KANCO, Associations for formal and informal private 
sectors, Networks of vulnerable groups 

1.5.2 National BCC strategies developed which 
explicitly target: 

o discordant couples, CSW and clients, 
young girls  

o migrant workers; uniformed services; 
IDUs, MSMs and other vulnerable 
groups.  

Note: BCC strategies should be 
developed with participation of vulnerable 
groups and reflect geographical variations 
in risk and vulnerability. The strategies 
should also explicitly reflect the impact of 
ART scale up and counter any tendency 
towards increased high risk behaviour 

 

 

Dec-05 

 

Jun-06 

 NACC  KIRAC/FBOs, CSOs especially KECOFATUMA and 
KANCO, Associations for formal and informal private 
sectors, Networks of vulnerable groups  
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 Planned results  By when  Other strategies 
for delivering the 
result 

Lead Agency  Key partners  

1.5.3 Mechanisms for coordination of BCC 
programmes established  

Dec 05  NACC KIRAC/FBOs, CSOs especially KECOFATUMA and 
KANCO,  Associations for formal and informal private 
sectors, Networks of vulnerable groups 

1.5.4 National BCC curriculum developed and 
disseminated to BCC practitioners in all 
sectors  

Dec-06 BCC Strategy NACC KIRAC/FBOs, CSOs especially KECOFATUMA and 
KANCO, Associations for formal and informal private 
sectors, Networks of vulnerable groups 

1.5.5 90% of the BCC programmes 
implemented are evidence based  

Jun-07 BCC Strategy   KIRAC/FBOs, CSOs especially KECOFATUMA and 
KANCO, Associations for formal and informal private 
sectors 

1.5.6 BCC initiatives mainstreamed in public 
and private sectors  

Jun-07 BCC Strategy, 
Education Sector 
Strategy 

NACC KIRAC/FBOs, CSOs especially KECOFATUMA and 
KANCO,  MoEST, associations for formal and informal 
private sectors, networks of vulnerable groups 

1.6 Blood Safety      

1.6.1  Service delivery points (transfusing 
centres and BTC) report no stock outs of 
blood screening reagents  

Jun-06 National Blood 
Transfusion Policy  

NBTC FBO, NGO and Private Sector Health Facilities  

1.6.2 Transfusing facilities have HIV screening 
machines available and functional  

Dec 05 National Blood 
Transfusion Policy 

NBTC FBO, NGO and Private Sector Health Facilities 

1.6.3 HIV national blood quality assurance 
programme rolled down to regional 
facilities  

Jun-06 National Blood 
Transfusion Policy 

NBTC FBO, NGO and Private Sector Health Facilities 

1.6.4 At least 60% of blood supply drawn from 
voluntary donors 

Jun-06 National Blood 
Transfusion Policy 

NBTC FBO, NGO and Private Sector Health Facilities 
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 Planned results  By when  Other strategies 
for delivering the 
result 

Lead Agency  Key partners  

1.6.5 60% of blood demand met/satisfied  Jun-06 National Blood 
Transfusion Policy 

NBTC FBO, NGO and Private Sector Health Facilities 

1.6.6 Blood transfusion board in place to 
manage blood transfusion services  

Jun-06 National Blood 
Transfusion Policy 

NBTC FBO, NGO and Private Sector Health Facilities 

1.6.7 50% of donor recruiters and screening 
technologists trained on procurement of 
safe blood and effective HIV screening 

Jun-06 National Blood 
Transfusion Policy 

NBTC FBO, NGO and Private Sector Health Facilities 

1.6.8 Act of parliament to regulate NBTC 
service enacted  

Jun-07 National Blood 
Transfusion Policy 

NBTC Attorney General’s Office  

1.7 Injection safety and Post Exposure 
Prophylaxis  

    

1.7.1 Police sensitisation on PEP with post- 
rape care centres for survivors of rape 
and sexual violence carried out targeting 
senior police officers up to provincial level  

Jun-06 ART Strategy and 
Reproductive 
Health Strategy 

 

NASCOP  Kenya Police 

FIDA,COVAW 

1.7.2 PEP with post- rape care centres for 
victims of rape sexual violence included in 
police training programme 

Jun-06 Police strategic 
plan 

Kenya Police Kenya Police, FIDA, COVAW, NASCOP 

1.7.3 PEP with post- rape care centres included 
in the ART communication strategy  

Dec-05 ART Strategy and 
RH Strategy 

NASCOP   

1.7.4 Health workers up to district level trained 
on PEP with post- rape care centres as 
part of the overall ART curriculum  

Jun-06 ART Strategy and 
RH Strategy 

NASCOP   
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 Planned results  By when  Other strategies 
for delivering the 
result 

Lead Agency  Key partners  

1.7.5 PEP with post- rape care centres services 
available in 100% of ART sites 

Jun-06 ART Strategy and 
RH Strategy 

NASCOP FBO, NGO and Private sector ART sites  

1.7.6  Reduce the risk level of Health Workers, 
patients and community by 50% at least 
30% increase in re-use prevention 
injection equipment. 

Jun -06  ART Strategy and 
RH Strategy 

NASCOP  FBO, NGO and Private sector ART sites 

 

 

A.2. Improvement of the Quality of Life of People Infected and Affected by HIV/AIDS   
 

 Planned results  By when  Other strategies for 
delivering result  

Lead agency  Key partners  

2.1 Target Area: TREATMENT     

2.1.1 ARV treatment and Reproductive Health 
Strategy implementers network 
established  

Dec 05 ART National 
Strategy and 
Reproductive 
Health Strategy 

NASCOP Private, FBO, NGO ART providers, NHIF 

2.1.2 100,000 eligible PLWHA receive ART, 
and Reproductive Health Strategy with 
women having equitable access and 
constituting at least 50% of recipients  

Jun-06 ART National 
Strategy and 
Reproductive 
Health Strategy 

NASCOP Private, FBO, NGO ART providers, NHIF 
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 Planned results  By when  Other strategies for 
delivering result  

Lead agency  Key partners  

2.1.3 120,000 eligible PLWHA receive ART with 
women having equitable access and 
constituting at least 50% of recipients 

Jun-07 ARV National 
Strategy and 
Reproductive 
Health Strategy 

NASCOP Private, FBO, NGO ART providers, NHIF 

2.1.4 6000 children with HIV/AIDS receive ART 
and Reproductive Health Strategy  

Jun-06 ARV National 
Strategy and 
Reproductive 
Health Strategy 

NASCOP Private, FBO, NGO ART providers, NHIF 

2.1.5 12,000 of children with HIV/AIDS receive 
ART and Reproductive Health Strategy 

Jun-07 ART National 
Strategy and 
Reproductive 
Health Strategy 

NASCOP Private, FBO, NGO ART providers, NHIF 

2.1.6 Between June 2005/ June 2006, 85% of 
those starting 1st line treatment will still 
be on 1st line treatment  

Jun-07 ART National 
Strategy and 
Reproductive 
Health Strategy 

NASCOP Private, FBO, NGO ART providers, NHIF 

2.1.7 ART and Reproductive Health Strategy 
waiver system developed and fully 
operational in all public sector ART sites  

Jun-06 ART National 
Strategy and 
Reproductive 
Health Strategy  NASCOP 

Private, FBO, NGO ART providers, NHIF 

2.1.8 HIV/AIDS related bed occupancy reduced 
by 20% 

Jun-06 ART National 
Strategy and 
Reproductive 
Health Strategy NASCOP 

Private, FBO, NGO ART providers, NHIF 
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 Planned results  By when  Other strategies for 
delivering result  

Lead agency  Key partners  

2.1.9 Less than 50% of those initiating ART are 
at stage 4 

Jun-06 ARV National 
Strategy and 
Reproductive 
Health Strategy 

NASCOP Private, FBO, NGO ART providers, NHIF 

2.1.10 IO guidelines updated and disseminated 
to health facilities  

Jun-06 ART National 
Strategy and 
Reproductive 
Health Strategy 

NASCOP Private, FBO, NGO health facilities, NHIF 

2.1.11 95% of health facilities dispensing OI 
drugs follow OI guidelines 

Jun-07 ART National 
Strategy and 
Reproductive 
Health Strategy 

MoH/NASCOP Private, FBO, NGO health facilities, NHIF 

2.1.12 50% TB patients are offered HIV testing Jul-05 ART National 
Strategy and 
Reproductive 
Health Strategy 

NLTP Private, FBO, NGO health facilities, NHIF 

2.1.13 95% TB patients are offered HIV testing Jun-06 ART National 
Strategy and 
Reproductive 
Health Strategy 

NLTP Private, FBO, NGO health facilities, NHIF 

2.1.14 95% of all TB Diagnostic Centres have 
counsellors skilled in DTC 

Jun-07 ART National 
Strategy and 
Reproductive 
Health Strategy 

NLTP Private, FBO, NGO health facilities, NHIF 
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 Planned results  By when  Other strategies for 
delivering result  

Lead agency  Key partners  

2.1.15 95% of all TB Diagnostic Centres are 
linked with Comprehensive Care Services 
(CCSs)  

Jun-06 National ART 
Strategy and 
Reproductive 
Health Strategy 

NLTP Private, FBO, NGO health facilities, NHIF 

2.1.16 50% of HIV+ TB patients receive ART and 
Reproductive Health Strategy 

Jun-07 National ART 
strategy and 
Reproductive 
Health Strategy 

NASCOP Private, FBO, NGO ART providers, NHIF  

2.2 Target Area: CARE     

2.2.1 All provincial hospitals provide 
comprehensive care services  

Jul-05 National ART 
strategy and 
Reproductive 
Health Strategy 

MoH/NASCOP  

2.2.2 6 Provincial Comprehensive Care Centres 
established 

Jun-06 National ART 
strategy and 
Reproductive 
Health Strategy 

MoH/NASCOP  

2.2.3 All district hospitals provide 
comprehensive care services  

Jun-07 National ART 
strategy and 
Reproductive 
Health Strategy 

MoH/NASCOP  

2.2.4 Comprehensive Care Centres established 
in 30 District hospitals 

Jun-07 National ART 
strategy and 
Reproductive 
Health Strategy 

MoH/NASCOP  
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 Planned results  By when  Other strategies for 
delivering result  

Lead agency  Key partners  

2.2.5 All district hospitals develop links to at 
least 4 health centres to provide 
continuum of care services 

Jun-06 National ART 
strategy and 
Reproductive 
Health Strategy 

NASCOP FBO and NGO running health facilities 

2.2.6 50% patients receiving care services with 
a CD4 count of 200 to 350 move to ART  

Jun-07 National ART 
strategy and 
Reproductive 
Health Strategy 

NASCOP  FBO and NGO running health facilities 

2.2.7 ART information, education and 
communication strategy targeting 
vulnerable groups is developed and 
disseminated  

Jun-06 ART 
communication 
strategy and 
Reproductive 
Health Strategy 

NASCOP KIRAC/FBOs, CSOs especially KANCO and 
KECOFATUMA 

2.2.8 10 civil society organizations in each 
district supported to provide a package of 
HBC services 

Jun-05 HBC Strategy NASCOP,  KIRAC/FBOs, CSOs especially KANCO and 
KECOFATUMA, NEPHAK 

2.2.9 50% of PLWHA receive HBC services in 
accordance with the HBC guidelines  

Jun-07 HBC strategy  NASCOP KIRAC/FBOs, CSOs especially KANCO and 
KECOFATUMA; NEPHAK 

2.2.10 60% of Health facilities that provide 
comprehensive care services are linked to 
community–based care networks 

Jun-06 HBC and ART and 
Reproductive 
Health Strategies  

NASCOP  KIRAC/FBOs, CSOs especially KANCO and 
KECOFATUMA 

2.2.11 90% of health facilities that provide 
comprehensive care services are linked to 
community–based care networks 

Jun-07 HBC and ART and 
Reproductive 
Health Strategies  

NASCOP  KIRAC/FBOs, CSOs especially KANCO and 
KECOFATUMA 
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 Planned results  By when  Other strategies for 
delivering result  

Lead agency  Key partners  

2.2.12 At least 10 HIV/AIDS, anti-stigmatisation 
advocacy groups established in each 
district 

Jun-06  NACC  NEPHAK 

2.2.13 50% of health workers in all health 
provider institutions sensitised on 
developing positive attitude towards 
PLWHA 

Jun-06  NASCOP NEPHAK 

2.2.14 75% of health workers in all health 
provider institutions sensitised on 
developing positive attitude towards 
PLWHA 

Jun-07  NASCOP NEPHAK 

2.2.15 HIV/AIDS anti-stigmatisation messages 
mainstreamed in all HIV/AIDS 
communication strategies  

Jun-06 All HIV/AIDS 
communication 
strategies  

NACC and 
NASCOP 

KIRAC/FBOs, CSOs especially KANCO and 
KECOFATUMA, NEPHAK 

2.2.16 Community and religious leaders actively 
engage in anti-stigmatisation/ 
discrimination campaign  

Jun-06  CACCs NEPHAK, KIRAC/FBOs, CSOs especially KANCO and 
KECOFATUMA 

2.2.17 Nutritional needs of PLWHA integrated 
into the curriculum for training of health 
and community workers  

Jun-06 National ART 
strategy and 
Reproductive 
Health Strategy 

NASCOP MoH, OP 

2.2.18 60% of those receiving ART in the public, 
mission and NGO sites who need 
nutritional supplements, receive nutritional 
supplements 

Jun-06   
NASCOP  

Office of the President – Special Programmes, NEPHAK, 
KIRAC/FBOs, CSOs especially KANCO and 
KECOFATUMA 
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 Planned results  By when  Other strategies for 
delivering result  

Lead agency  Key partners  

2.3 Target area: PROTECTION OF HUMAN 
RIGHTS 

    

2.3.1 70% of Kenyans are aware of the ART 
services and the importance of getting 
tested 

Jul-06 ART communication 
strategy and 
Reproductive Health 
Strategy 

NASCOP  NACC, FBO, NGOs (KANCO/KECOFATUMA), NEPHAK 

2.3.2 Information on treatment, legal and 
reproductive rights included in the 
comprehensive care service package 
provided to PLWHA  

Jun-06 ART strategy and 
Reproductive 
Health Strategy 

NASCOP  KNHRC, NEPHAK  

2.3.3 Rights of PLWHA mainstreamed in the 
advocacy and communication 
programmes with specific focus on rights 
of women, children and relevant 
vulnerable groups  

Jun-06 HIV/AIDS 
programmes and 
communication 
strategies,  

NACC NEPHAK, FBO, NGOs (KANCO/KECOFATUMA, FIDA, 
COVAW) 

2.3.4 Increase in number of court cases on 
violation of rights people infected and 
affected by HIV/AIDS 

Jun-06 KNHRC Strategy  KNHRC/ 
NEPHAK 

FBO, NGOs (KANCO/KECOFATUMA, FIDA, COVAW, 
NEPHAK) 

2.3.5 50% of health facilities provide 
counselling, information and services in 
support of reproductive rights  

 Jun-06 PMCT and VCT 
strategies  

NASCOP /MoH FBO, NGOs and Private Sector  

2.3.6 All major human rights and governance 
programmes in Kenya mainstream rights 
of people infected and affected with 
HIV/AIDS prioritising the women, children, 
youth, and all other vulnerable groups  

Jun-06 Human rights 
programmes, 
GJLOS 

NACC Civil Society/ NEPHAK 
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 Planned results  By when  Other strategies for 
delivering result  

Lead agency  Key partners  

2.3.7 50% of orphans and vulnerable children 
have access to protection, provision of 
food, shelter, education and health  

Jun-06 OVC strategy, 
Education Sector 
Strategy  

MoHA  MoEST, MoH and MoJCA 

2.3.8 Curriculum for training lawyers, 
magistrates and paralegals on rights of 
PLWHA developed  

Dec.05 GJLOS Kenya School of 
Law/ NEPHAK 

LSK, NACC, MoJCA, KNHRC, Civic Society 

2.3.9 At least 2 magistrates per district, 100 
lawyers and over 1000 paralegals trained 
on rights of people infected and affected 
by HIV/AIDS  

Jun-06 GJLOS Kenya School of 
Law NEPHAK 

LSK, NACC, MoJCA, KNHRC, Civic Society 

2.3.10 25% of PLWHA trained in writing wills  Jun-06  NEPHAK PASUNE, LSK, NACC, KNHRC, Civic Society; FIDA, 
COVAW 

 

A.3. Mitigation of Socio-Economic Impact of HIV/AIDS 
 

 Planned results  By when  Other strategies for 
delivering result  

Lead agency  Key partners  

3.1 Target area: ADVOCACY         

3.1.1 Surveys conducted and baseline data on 
socio-economic impact of HIV/AIDS 
available, with particular reference to impact 
on economic development, the labour force, 
women and children  

Dec-05  NACC NCPD, Ministry of Planning, Ministry of Labour 
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 Planned results  By when  Other strategies for 
delivering result  

Lead agency  Key partners  

3.1.2 Sectoral policy advocacy strategies 
developed and implementation started 

 Jun-06  NACC  

3.1.3 Series of policy makers fora conducted 
(PS's, parliamentarians, CEOs etc) 

 Jun-06  NACCC Government ministries and departments, private sector 
and civil society  

3.2 Target Area: MITIGATION POLICY         

3.2.1 National policy on mitigation of socio-
economic impact of HIV/AIDS developed 
and launched 

Jun-06  NACC Civil society, KIRAC/FBOs, networks of vulnerable groups, 
government ministries and private sector, development 
partners, FAO, WFP 

3.2.2 National policy on mitigation disseminated 
to provincial level 

Jun-07  NACC Civil society, KIRAC/FBOs, networks of vulnerable groups, 
government ministries and private sector 

3.2.3 Policies of priority sectors reviewed and 
refined to reflect the socio-economic impact 
and be in line with the national policy  

Jun-07 Sectoral strategies  NACC  Government ministries and private sector 

3.2.4 National policy on mitigation of socio-
economic impact explicitly reflected in the 
ERS and MTEF GoK planning processes  

 Jun-07 ERS/MTEF  MoP and MoF Other government ministries (ACUs), NACC  

3.2.5 OVC national policy finalised and 
disseminated  

Dec –05  MoHA NACC, KIRAC/FBOs, CSOs  

3.3 Target area: LIVELIHOOD AND SOCIAL 
SECURITY 

      

3.3.1 National food security policy is revised to 
address the HIV/AIDS impact with specific 
focus vulnerable on groups (OVC, affected 
families)  

Jun-06  National food 
security policy  

MoA 

 

 

FAO, WFP 



KNASP 2005/6-2009/10 
 

 55 

 Planned results  By when  Other strategies for 
delivering result  

Lead agency  Key partners  

3.3.2 Socio-economic impact of HIV/AIDS on 
livelihoods and social security quantified 
and results fed into the national policy  

 Jun-06  NACC  

3.3.3 Counter measures for mitigating the socio-
economic impact of HIV/AIDS on education, 
health, shelter and land rights developed 
and implemented  

Jun-07  NACC  MoEST, MoJCA, MoA and MoH, KIRAC/FBOs, NGOs 

3.3.4 Agricultural and livestock extension 
strategies and services refocused to 
address the socio-economic impact of 
HIV/AIDS on productivity in the two sectors.  

Jun-06 National Agriculture 
and Livestock 
Strategy  

MoA and MOLF KIRAC/FBOs, NGOs working in the agriculture and 
livestock sectors, FAO 

3.4 Target area: TARGETED MITIGATION 
PROGRAMMES  

      

3.4.1 At least 10 new civil society programmes 
targeted at vulnerable groups in each 
district initiated 

Jun-06  CACCs NGOs and KIRAC/FBOs 

3.4.2 All priority sectors mainstream mitigation 
strategies and programmes targeting 
vulnerable groups in their operations 

Jun-07  CACCs  Ministries, Private Sector, Civil Society 

3.5 Target Area: COMMUNITY 
EMPOWERMENT  

      

3.5.1 Existing community coping mechanisms 
mapped  

 Dec-05   NACC KIRAC/FBOs, NGOs, CBOs 
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 Planned results  By when  Other strategies for 
delivering result  

Lead agency  Key partners  

3.5.2 Identified positive community coping 
mechanisms strengthened  

 Jun-06   CACCs KIRAC/FBOs, NGOs, CBOs 

3.5.3 Community led socio-economic activities 
scaled up in line with KNASP 

Jun-06  CACCs KIRAC/FBOs, NGOs, CBOs 

3.5.4 At least 30% of the programmes at 
constituency level are focused on mitigation 
of socio-economic impact of HIV/AIDS 

 Jun-06   CACCs KIRAC/FBOs, NGOs, CBOs 

3.5.5 At least 30% of the national resources 
envelope for HIV/AIDS is used for HIV/AIDS 
socio-economic impact mitigation 
programmes  

Jun-06  MoF MoP, NACC 

3.5.6 National resource envelope review to 
incorporate mitigation of socio-economic 
impact of HIV/AIDS resource monitoring  

Dec-05  NACC 

 

 

3.5.7 90% of orphans have access to education  Jun-06 Education Sector 
SWAP 

MoEST MoHA, KIRAC/FBOs and NGOs  

3.5.8 Local governance institutions initiate 
HIV/AIDS socio-economic impact mitigation 
programmes (local authorities, Constituency 
Development Fund) 

 Jun-07   CACCs Local Authorities, MoLG, MPs  

3.6 Target Area: HUMAN RESOURCE 
PLANNING  

      

3.6.1 50% of medium and large scale private 
sector companies with HIV/AIDS work place 
policies in place and implemented 

 Jun 06  HIV/AIDS 
Business Council  

Business associations and chambers of commerce, FKE 
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 Planned results  By when  Other strategies for 
delivering result  

Lead agency  Key partners  

3.6.2 HIV/AIDS work place guidelines for small 
enterprises and informal sector developed 
and disseminated 

Jun 06  HIV/AIDS 
Business Council 

SME organisations, CACCs, FKE 

3.6.2 Workplace HIV/AIDS policy for the public 
sector launched and disseminated  

 Jul 05  Directorate of 
Personnel 
Management  

NACC, NASCOP 

3.6.3 90% of government ministries and 
departments implement the public sector 
the workplace policy 

 Jun-06 Public Sector 
Workplace Policy 

Directorate of 
Personnel 
Management 

All ministries, departments and parastatals + NASCOP 

 

 

A.4 KNASP Support Services  
 

  Planned results  By when  Other strategies for 
delivering result  

Lead agency  Key partners 

4.1 Monitoring and evaluation      

4.1.1 National M&E finalised and launched  Jul-05 National M&E 
framework  

NACC/NASCOP Public sector, Private Sector and Civil Society 

4.1.2 National M&E framework disseminated  Jun-06 National M&E 
framework  

NACC/NASCOP Public sector, Private Sector and Civil Society 

4.1.3 M&E manager and support team recruited 
at NACC  

Jul-05 National M&E 
framework  

NACC 
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  Planned results  By when  Other strategies for 
delivering result  

Lead agency  Key partners 

4.1.4 Key M&E subsystems (CACCs, ART, 
VCT & PMCT) strengthened and 
information flow reactivated  

Jun-06 National M&E 
framework, 
NASCOP ART 
M&E, OVC strategy  

NASCOP/NACC Ministry of Home Affairs; KIRAC/FBOs, NGOs, Private 
Sector  

4.1.5 6 baseline studies undertaken to establish 
baseline data for gaps in M&E framework  

Jun-06 National M&E 
framework  

NACC Agencies responsible for relevant M&E subsystems 

4.1.6 National HIV/AIDS M&E databank 
established  

Jun-06 National M&E 
framework 

NACC  

4.17 Annual National M&E report produced  Jun-05 
and 
annually 
thereafter 

National M&E 
framework  

NACC  

4.2 Research     

4.2.1 Mechanisms for coordinating research 
established and functional  

Dec-05  KEMRI NACC/ NCST/ Universities and Civil Society  

4.2.2 National HIV/AIDS research strategy 
developed and disseminated (will identify 
research priorities and financing 
arrangement) 

Jun-06  KEMRI NACC/ NCST/ Universities and Civil Society, development 
partners  

4.2.3 An inventory of HIV/AIDS research 
established and regularly updated  

Jun-06 HIV/AIDS research 
strategy 

NACC KEMRI/ NCST 

4.2.4 Mechanisms for disseminating research 
findings established and functional  

Jun-06 HIV/AIDS research 
strategy 

NACC KEMRI/ NCST 
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  Planned results  By when  Other strategies for 
delivering result  

Lead agency  Key partners 

4.2.5 Research on vulnerability to HIV/AIDS 
completed and findings disseminated  

Jun-06 HIV/AIDS research 
strategy  

NACC Networks of vulnerable groups, Civil Society, 
KIRAC/FBOs, Research institutions  

4.3 Financing and procurement      

4.3.1 Financing framework for KNASP in place 
and agreed, and accepted by major 
donors and GoK as basis for resource 
allocation 

Dec-05  MoF NACC 

4.3.2 The sector expenditure ceilings in the 
Budget Outlook Paper for FY2006/2007 
issued by the Ministry of Finance explicitly 
reflect KNASP financing priorities in all 
relevant sectors.  The ministry and 
department expenditure ceilings set out in 
the Budget Strategy Paper for 
FY2006/2007 issued by the Ministry of 
Finance explicitly reflect KNASP financing 
priorities in all relevant ministries and 
departments 

Nov-05 

 

 

 

Mar-06 

 MoF/MoP NACC; Other government ministries  

4.3.3 70% of the NACC operational costs are 
funded by GoK  

Jun-06  MoF Office of the President  

4.3.4 Annual Public Expenditure Reviews for 
HIV/AIDS undertaken  

May-05 
and 
annually 
thereafter 

  MoF NACC 

4.3.5 Annual audit report for NACC 
demonstrates improved transparency and 
accountability in financial management 

Jun-06  

 

Auditor General   
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  Planned results  By when  Other strategies for 
delivering result  

Lead agency  Key partners 

4.3.6 Absorptive capacity improved such that at 
least 75% of all donor funding available 
for KNASP annually is utilised 

Jun-06  MoF NACC, development partners  

4.3.7 Emergency procurement of HIV/AIDS 
related items reduced to 5% of all 
purchases  

Jun-06  NACC/NASCOP MoH/KEMSA 

4.3.8 Annual procurement forecast plan for 
HIV/AIDS related commodities developed 
with 3 year projections  

Dec-05  NACC/NASCOP MoH/KEMSA 

4.4 Institutional capacity building         

4.4.1 2004 NACC Joint Institutional Review 
recommendations fully implemented 

Dec-05  NACC Development partners  

4.4.2 Follow up NACC Joint Institutional Review 
completed  

Jun-07  NACC  

4.4.3 80% of CACCs functioning and meeting 
rapid results targets 

Jun-06  NACC CACCs 

4.4.4 1 client satisfaction survey of NACC 
services completed 

Jun-06  NACC  

4.4.5 LQAS (Lot Quality Assessment Sampling) 
pilot completed  

Jun-05  NACC NASCOP; Civil Society  

4.4.6 LQAS rolled out to 2 provinces Jun-06  NACC NASCOP; Civil Society 

4.4.7 LQAS for all provinces Jun-07  NACC NASCOP; Civil Society 
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  Planned results  By when  Other strategies for 
delivering result  

Lead agency  Key partners 

4.4.8 HIV/AIDS mainstreamed in sector-wide 
programmes in Transport, Education, 
Agriculture and Governance, Justice, Law 
and Order (GJLOS) sectors 

Jun-06 Sectors strategies 
for transport, 
education, 
agriculture, GJLOS 

Ministries of 
Transport, 
Education, 
Agriculture and 
Justice 

NACC 

4.4.9 PLWHA are effectively engaged at all 
levels of KNASP implementation  

Jun-06  NEPHAK NACC 

4.4.10 Support provided to private sector 
associations especially in the SME sector 
to scale up private sector response to 
HIV/AIDS  

Jun-06  Business Council  NACC/ Formal and Informal private sector associations 

4.5 Communication, coordination and 
networking  

      

4.5.1 Partnership strategy in place establishing 
strategic partnerships with private sector, 
civil society and targeted vulnerable 
groups  

Dec-05  NACC Public, Private, Civil Society sectors, development 
partners, Networks of vulnerable groups, development 
partners  

4.5.2 National strategy for targeting vulnerable 
groups developed and disseminated  

Dec-05  NACC Networks of vulnerable groups, KIRAC/FBOs, Civil 
Society  

4.5.3 Representative networks for vulnerable 
groups strengthened and/or created 

Jun-06  NACC Networks of vulnerable groups  

4.5.4 Donor harmonisation task force 
established (to spearhead harmonisation 
of funding, TA, support to civil society etc) 

Dec 05  NACC Development partners  
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  Planned results  By when  Other strategies for 
delivering result  

Lead agency  Key partners 

4.5.5 ICC for HIV/AIDS established as the 
central strategic coordination group for 
the KNASP, and monitoring and 
coordination groups established for each 
KNASP priority area  

Dec-05  NACC Participating CSOs, private sector and public sector 
institutions 

4.5.6 Funding of KNASP coordinated around 
common financing framework effectively 
(Ref. 4.3.1) 

Jun-06  NACC MoF, development partners  

4.5.7 Annual JAPR process is supported by 
data and information collected through the 
National M&E framework 

Oct-05  NACC Civil Society, Public and Private Sectors, Development 
partners, NEPHAK, Networks of vulnerable groups  

4.5.8 Fight against HIV/AIDS in the public 
sector is driven by senior policy makers in 
each government ministry and 
department  

Jun-06  Office of the 
President/MoF 

NACC, ACUs 

4.5.9 Progress in public sector response to 
HIV/AIDS is reported at the highest GoK 
policy decision-making level (PSs and 
Cabinet meetings)  

Jun-06  Office of the 
President 

NACC, ACUs 

4.5.10 Practical guidelines for mainstreaming 
HIV/AIDS in sectors and programmes 
developed and disseminated  

Dec-05  NACC  
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  Planned results  By when  Other strategies for 
delivering result  

Lead agency  Key partners 

4.5.11 Collaboration between the health sector 
response to HIV/AIDS and KNASP 
strengthened  

• Health sector HIV/AIDS strategy 
explicitly includes KNASP priorities 

• Effective participation of health sector 
in KNASP processes 

Jun-06 Health sector 
HIV/AIDS strategy  

NASCOP/MoH NACC 

4.5.12 Communication processes strengthened: 
All KNASP stakeholders receive regularly, 
timely and appropriate information on 
KNASP implementation 

Jun-06  NACC Civil Society, Public and Private Sectors, Development 
partners, NEPHAK, Networks of vulnerable groups 

4.5.13 Best practices in programme 
implementation for first year documented 
and disseminated  

Jun-07  NACC  
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Annex B - Preparation of the KNASP 2005/06-2009/10 
 

1 Introduction 

The KNASP 2005/06-2009/10 evolved through a highly consultative, broad-based 
process launched in July 2004.  The strategy is informed by experience with 
implementing the previous national strategy (KNASP 2000-2005), and by emerging 
national and international evidence and research findings.  

The NACC led the development of the strategy, and worked hard to ensure 
engagement by stakeholders across all key sectors.  A strategic planning task force, 
chaired by the Director of NACC, with membership drawn from Government, civil 
society, the private sector and development partners, provided overall coordination.  
Over 100 representative stakeholder agencies and institutions were engaged in the 
development of the strategy (see acknowledgements section). Stakeholders 
participated in meetings, workshops, the 2004 Joint AIDS Programme Review 
(JAPR), and membership of working groups which developed the KNASP results 
framework. 

Key steps in the strategic planning process as illustrated in Figure 4 are described 
below. 

2 Joint HIV/AIDS Programme Review 

Preparation for the (JAPR3) included a comprehensive programme of engagement 
with key stakeholder groups which enhanced accountability and helped ensure that the 
process was credible and “owned” by stakeholders.   

Stakeholder engagement processes included: 

• eighteen regional meetings across Kenya for CBOs, FBOs and NGOs; 

• national youth forum; 

• national briefing meeting for religious leaders; 

• national consultative meeting with representatives of people living with 
disabilities; 

• national meeting with PLWHA; 

• national private sector meeting; 

• national refugees meeting; and 

• consultative meetings with public sector AIDS control units. 

Participants generated information through facilitated discussions held in their 
designated groups, and consensus was reached on representative information to be 
presented at JAPR3, including specific recommendations for priorities for the KNASP 
2005/06-2009/10.    

The JAPR3 meeting in September 2004 was chaired by the Permanent Secretary for 
Special Programmes, Office of the President.  Total attendance was 294, with a 
minimum of 200 attending all sessions.  Attendees included representatives from civil 
society – including CBOs, NGOs, FBOs, PLWHA, PWD, the private and public 
sectors, local and international donor agencies, and HIV/AIDS organisations.  
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Representatives of national organisations dealing with HIV/AIDS programmes from 
other African and Asian countries also attended the meeting. 

The two-day meeting received presentations on progress with the national response, 
and discussed and agreed priorities for the KNASP 2005/06-2009/10.  JAPR3 agreed 
the way forward for developing the KNASP, and the linkages between the JAPR and 
KNASP processes.  

3 The KNASP Strategic Planning Workshop 

The KNASP strategic planning workshop was held in October 2004, with 40 technical 
specialists drawn from Government, civil society, the private sector and development 
partners.  Over two days, the workshop reviewed strategic priorities determined at the 
JAPR, together with presentations on international best practice for national 
HIV/AIDS strategies, and emerging evidence on the progress of the national response, 
with particular reference to vulnerable groups. The workshop developed the 
overarching strategic framework for the KNASP, which identified the goal, priority 
areas, targets and key cross cutting issues. 

4 The KNASP Vision Document 

Drawing on the outputs of the strategic planning workshop, the KNASP Vision 
Document was developed and circulated to all stakeholders (those invited to the JAPR 
plus other key agencies).  The Vision Document set out the key elements of the 
KNASP including specific five-year targets in each priority area.  Responses from 
stakeholders broadly endorsed the vision, and many useful comments were provided 
and incorporated in the final strategy document. 

5 Working groups and development of the results framework 

Following completion of the Vision Document, working groups were established for 
each priority area to develop a results framework to guide the implementation of the 
strategy.  Each working group consisted of approximately 20 stakeholders with 
relevant skills and experience.  Through a highly consultative facilitated process, the 
working groups identified key results and milestones to be delivered to take forward 
the KNASP vision.  The results framework was validated at a joint meeting of all 
working groups in January 2005.  In addition, an invited panel of experts critiqued the 
strategy, and made specific recommendations for ensuring that key cross-cutting 
issues are effectively integrated into the results framework. 

6 Validation by stakeholders 

On 8 March 2005 the full KNASP strategy document was presented by NACC to a 
mass meeting of stakeholder organisations and policy makers. The meeting was 
opened by the Head of the Public Service and Secretary to the Cabinet and chaired by 
the Permanent Secretary for Special Programmes in the Office of the President. 

The KNASP was validated and endorsed by all those present, subject to a small 
number of specific amendments proposed at the meeting. 

7  Approval and launch 

Following stakeholder validation the KNASP strategy document was formally 
approved by the NACC Council and submitted for approval by Cabinet and adoption 
as official policy in readiness for a formal launch in June 2005. 
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Figure 4:  Key Steps in Developing the KNASP 2005/06-2009/10 
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Annex C - Summary of Achievements of KNASP 2000-2005 
 

Component Key Achievements 

Prevention 
& Advocacy 

• Increase in the number of people declaring their sero-status  

• Quality of knowledge on HIV transmission and prevention 
increased  

• Reduction in multiple sex partners  

• Increase in condom consumption from 2 million per month in 
2002 to 7.2 million per month by 2004; 

• Number of voluntary counselling and testing (VCT) centres in 
the country has increased from 3 in 2000 to 367 in 2004; 

• Cumulative number of people who have utilized VCT services 
has increased from 1,100 in 2000 to 200,000 in 2003; 

• Total of 167 PMCT sites have been established; and 

• Six regional blood transfusion centres and three satellite 
centres have been established, with 100% testing of blood 
supplies. 

 

Treatment, 
Continuum 
of Care & 
Support 

 

• Provision of ART services has been initiated: 

 Institutional structures for coordinating ART at national and ־
provincial levels have been put in place 

 ART sites increased from 5 in 2001 to 30 by June 2004 in ־
public and mission health institutions. 

• Over 20,000 patients receiving ART  

• Home-based care (HBC) services have been scaled up  

• National TB/HIV coordinating committee formed  

• Surveillance of multi-drug resistance (MDR) TB at Central TB 
Laboratory is on-going. 
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Key Achievements of KNASP 2000-2005 (continued) 

Component Key Achievements 

Institutional 
Arrangements, 
Management 
& 
Coordination 

 

• National mechanism for coordinating the KNASP has been 
strengthened and improved, including successful, broad-
based annual Joint AIDS Programme Reviews;  

• NACC institutional framework has been restructured to 
focus on the constituency as the delivery point for HIV/AIDS 
programmes, and NACC has undergone a fundamental 
institutional review whose recommendations are currently 
being implemented; 

• Cabinet committee on HIV/AIDS formed;  

• National policies and guidelines have been developed 
including gender mainstreaming, communication, provision 
of ART and home-based care;  

• District Technical Committees have been formed to act as 
oversight boards for constituency AIDS control committees 
(CACCs); 

• Structures and mechanisms have been established to 
increase resource mobilisation and disbursement to 
community level; and 

• Increased participation and networking among a full range 
of stakeholders in the national response, including civil 
society, faith based organizations, the private and public 
sectors.   

 

Mitigation of 
Socio-
Economic 
Impact 

• Substantial resources have been allocated to mitigation 
initiatives countrywide. For example, 21% of financing 
under the World Bank supported KHADREP project was 
used for mitigation. 

 

• However, KNASP 2000-2005 did not establish a 
coordinated approach to socio-economic mitigation, and 
hence these interventions lacked a clear policy framework. 
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Annex D – NACC Institutional Framework 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Source: NACC Report (HIV/AIDS Situation in Kenya, 2005) 
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Annex E – National HIV/AIDS M&E Model and Linkages 
 

 

 

 

 

 

Source: National HIV/AIDS Monitoring and Evaluation Framework 2004 
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Annex F – Distribution of Funding Requirements for 2005-10 
 

 

PROVISION OF 
SUPPORT SERVICES

17%

MITIGATION OF 
SOCIO-ECONOMIC 

IMPACT
30%

IMPROVING THE 
QUALITY OF LIFE

29%

PREVENTION OF 
NEW INFECTIONS 

24%

 

Source: Financing Framework: Resource Requirements for the Kenya National AIDS 
Strategic Plan 2005/06-2009/10, Stover, Kioko, Kimalu and Korir, January 2005 

 

 

 

 

 

 



KNASP 2005/6-2009/10 
 

 72 

Annex G: Participating Organizations and Institutions 
This Strategic Plan was developed through the joint efforts of more than 100 stakeholder 
organisations, coordinated by the National AIDS Control Council (NACC). Stakeholders who 
contributed to the development of the Strategy include the following: 

ACK Western Region Christian Community Services, Child Saving Rescue Ministry 
(Chesare), Council of Imams, Indigenous Tabernacle Council of Kenya, Kenya Episcopal 
Conference, Kenya Inter-Religious AIDS Consortium (KIRAC), Supreme Council of Kenyan 
Muslims (SUPKEM), TAWFIQ Muslim Youth, HAPAC Project, Abalomandala, Ace 
Communications, African Medical and Research Foundation, Aga Khan Foundation, 
AMKENI, Catholic Relief Services, Centre for British Teachers, Children’s Homes African 
Networks, Community Integrated Development Initiatives, Family Health International, 
Family Planning Association of Kenya, Franciscan HIV/AIDS Control Rescue Centre, 
Futures Group Europe, HIV/AIDS Action Group, HIV/AIDS Business Council, International 
Organisation for Migration, John Snow International, Kecofatuma, Kenya AIDS NGO’s 
Consortium (KANCO), Kenya Association of Manufacturers, Kenya Consortium to Fight 
HIV/AIDS, Malaria and TB, Kenya Network for  Women with AIDS, Kenya Programme for 
the Disabled People, Liverpool VCT and Care, Maendeleo ya Wanawake Organisation 
(MYWO), MAP International, Marie Stoppes, MEASURE Evaluation, Medicine Sans 
Frontiers Belgium, Medicine Sans Frontiers France, Medicine Sans Frontiers Spain, Mother 
and African Child Education Providers, National Empowerment Network of People Living 
with HIV/AIDS in Kenya (NEPHAK), Pathfinder International, POLICY Project, Population 
Services International, Social Conscience AIDS Network, Society of People with HIV/AIDS 
in Kenya, The Association of People With HIV/AIDS in Kenya (TAPWAK), Womankind 
Kenya, Women Fighting AIDS in Kenya (WOFAK), Administration Police, Attorney 
General’s Chambers, Department of Defence, High Court of Kenya, Inspectorate of State 
Corporations, Kenya National Assembly, Kenya Police, The Law & Development 
Partnership, Ministry of Agriculture, Ministry of Co-operative Development and Marketing, 
Ministry of East African and Regional Co-operation, Ministry of Education, Science and 
Technology, Ministry of Energy, Ministry of Environment and Natural Resources, Ministry of 
Finance, Ministry of Foreign Affairs, Ministry of Gender, Sports, Culture & Social Services, 
Ministry of Health, Ministry of Information and Communications, Ministry of Justice and 
Constitutional Affairs, Ministry of Labour and Human Resource Development, Ministry of 
Lands and Housing, Ministry of Livestock and Fisheries Development, Ministry of Local 
Government, Ministry of Planning and National Development, Ministry of Regional 
Development Authorities, Ministry of Roads and Public Works, Ministry of Tourism and 
Wildlife, Ministry of Trade and Industry, Ministry of Transport, Ministry of Water and 
Irrigation, National Council for Population Development, National Aids and STD  Control 
Programme (NASCOP), Office of the President Provincial Administration and National 
Security, Office of the Vice President Ministry of Home Affairs and National Heritage, Public 
Service Commission, Teachers Service Commission, Centre for Disease Control and 
Prevention, Department for International Development, Swedish International Development 
Agency, The World Bank, United Nations Development Programme, United Nations 
Educational Scientific & Cultural Organisation, United Nations Population Fund, UNAIDS, 
United States Agency for International Development, World Food Programme, World Health 
Organization, Aga Khan University, Commission for Higher Education, Department of 
Community Health University of Nairobi, Kenya Medical Association, Kenya Medical 
Research Institute, Kenya Methodist University, Kenya Paediatric Association, Manitoba 
University, Ebenezer Orphans Based Care Women Group, Kapsoya Development Group, 
Lusoi Farmers Cooperative, Marsabit Community Organization, Songa Mbele Women 
Organisation, Victoria Women Group, Professional Training Consultants, Population Council, 
TICH in Africa, UNICEF, Federation of Kenya Employers, UZIMA Foundation. 

 


