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Executive Summary  

The DIFFER Project (óDiagonal Interventions to Fast-Forward Reproductive Healthô) aims at 

improving access to and use of key sexual and reproductive health (SRH) services by female 

sex workers (FSW), and this in a context of expanding and strengthening SRH services in 

general. During the initial phase of the project, a broad situational analysis was conducted to 

inform the development of a package of interventions to be implemented at each of the 4 

project sites: Mysore, India; Mombasa, Kenya; Tete, Mozambique and Durban, South Africa. 

First, a generic package was developed defining the interventions, divided in 3 components: 

1. Interventions targeted at FSW; 2. Strengthening of general SRH services; and 3. 

Strengthening of linkages between both. Next, each of the 4 countries adapted the package 

to their specific context and developed a detailed intervention action plan. At the end of the 

project, the interventions will be evaluated for their feasibility, appropriateness, sustainability, 

effectiveness, cost-effectiveness and equity. 

 

MYSORE, INDIA 

In Mysore, our DIFFER partner and sex worker collective Ashodaya has been implementing  

an STI/HIV/AIDS prevention programme among sex workers since 2004. It comprises 

extensive community outreach and mobilisation through peer educators and a clinic 

providing routine speculum examination; STI identification and treatment; intermittent 

presumptive treatment for chlamydia and gonorrhoea; regular testing for syphilis and HIV; 

counselling; referral to an ART centre and district tuberculosis centre; and HIV/AIDS support. 

The clinic houses a drop-in centre (DIC) that serves as a safe meeting place for sex workers. 

The DIFFER intervention will augment the existing STI/HIV/AIDS prevention services with 

other much needed SRH services: 1) Contraceptive methods including emergency 

contraception; 2) pregnancy termination; 3) Screening for cervical cancer; and 4) SGBV 

screening, counselling and support services.  

 

To fully inform the DIFFER project Ashodaya will undertake a network-based mapping as 

well as site-based mapping to better understand the fluidity of the community. The required 

exercise will not entail just mapping/validation, but also an enumeration exercise.  

 

In the community mobilisation and peer outreach component, the intervention will further 

expand membership of the Ashodaya Samithi CBO; continue holding meetings with the FSW 

community and organising special events; strengthen peer outreach through additional 

training of the peer educators, motivators and outreach workers (in particular in the new SRH 

topics) and recruiting additional peer educators; and continue promoting and distributing free 

male condoms (female condoms are not accepted by the FSW community). FSW needing 

SRH services will be assisted with accompanied referrals. 

 

The Ashodaya clinic will be expanded to a TI+ package that will include, in addition to the 

above listed ST/HIV services, annual cervical cancer screening (using VIA); tracking of 

pregnant FSW to guarantee appropriate antenatal, delivery, and post-partum care, including 

PPTCT of HIV+ pregnant FSW; family planning (especially Depo-Provera, oral 

contraceptives and condoms) and emergency contraception; and termination of pregnancy. 

The clinic staff will be trained in these new services and the needed drugs and supplies 

purchased. 
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Ashodaya will build linkages and collaborate with existing SRH and HIV service providers, 

such as the Family Planning Association of India, services providing cervical cancer 

screening and treatment, ART facilities and sexual and gender-based violence (SGBV) 

support groups. In addition, Ashodayaôs existing referral system to government health 

facilities will be strengthened. Ashodaya will also continue to work closely with government 

officials and private hospitals to facilitate the integration of SRH services into HIV 

programming, and expand the model for "health navigatorsò. Ashodaya will pilot a weekly, full 

service womenôs clinic (including STI/HIV/SRH services) for general population (including 

HIV+ women) in collaboration with a local private hospital. 

 

Sexual and gender-based violence will receive particular attention. In partnership with SGBV 

support groups, Ashodaya will increase awareness, counselling and identification skills of 

providers at Ashodaya, government and selected private clinics. Building on the work of the 

Community Crisis Response Team, peer educators will be trained in identifying and referring 

community members experiencing SGBV. A local shelter for victims of violence might be 

established if sanctioned by the government. 

 

MOMBASA, KENYA 

Interventions targeting FSW have been ongoing in Mombasa since many years. Peer-

mediated STI/HIV prevention interventions have been conducted since 2001 and nightly 

mobile clinics (moonlight clinics) offering HIV testing and counselling (HTC), STI syndromic 

treatment and cervical cancer screening are periodically organised, depending on available 

funding. Three drop-in centres (DICs) have been established that serve as a meeting place 

for FSW. HIV counsellors provide HTC and a government clinical officer provides STI 

screening and treatment, family planning and cervical cancer screening services once a 

week.  

 

In a recently (May 2013) started project, our DIFFER partner ICRH-Kenya is expanding the 

services for FSW, and other most-at-risk populations, in 2 of the 4 Mombasa counties. Peer 

outreach and the distribution of free condoms (male and female) and lubricants will be 

strengthened, the community will be mobilised by CBO and through special events, and the 

clinical services offered at the 2 DICS expanded to 5 days a week and to include long-term 

FP methods (implant), HIV care (including ART and PEP), post rape care and post abortion 

care. The DIFFER intervention will strengthen peer outreach, community mobilisation and 

the clinical services at the DIC in a similar way in the two remaining counties (Likoni and 

Changamwe). In addition, linkages with selected public health care (PHC) facilities will be 

established and the SRH services at these facilities straightened in the whole of Mombasa. 

 

A participatory mapping of sex work hotspots and estimation of the number of FSWs will be 

conducted to validate and update findings from previous mapping/ enumeration exercises.  

 

Community mobilisation and peer outreach will be strengthened by recruiting additional FSW 

mobilisers and supervisors, and training new and existing mobilisers in the provision of IEC 

on all SRH topics and in mobilising FSW to seek appropriate care. ICRH-K will hold regular 

meetings with key community stakeholders. Promotion and distribution of male and female 

condoms and lubricants will be done by mobilisers during peer outreach, at sex work hot 

spots, as well as during moonlight clinics and at the DIC.  
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ICRH-K will strengthen access to key clinical SRH services by 1. Making SRH services at 

selected PHC facilities more FSW-friendly; 2. Increasing the time period that clinical services 

are provided at the DIC and expand the services to include SGBV services; and 3. Ensuring 

regular moonlight clinics. A training is planned of the SRH providers of 4 PHC facilities, one 

in each of the 4 Mombasa counties, and the staff providing services at the DIC. The training 

will focus on integrated service delivery to key populations, using the national guidelines, 

plus strategies on improving delivery of core SRH services for both FSWs and GWP. 

Services that will addressed during the training comprise STI care, FP and ECP, cervical 

cancer screening and SGBV screening and management. ICRH-K will organise health talks 

in the waiting bay of the 4 PHC facilities to sensitise women of the general population. An 

HTC counsellor will be recruited for the selected PHC facility in Changamwe county 

(Changamwe Health Centre), that will serve as sort of DIC for that county. 

 

ICRH-K will expand the services at the Likoni DIC from one day per week to 5-6 days per 

week, 9 hours per day. One additional HTC counsellor will be recruited. The services 

provided will mostly remain the same (HTC, STI syndromic management, syphilis screening, 

FP, ECP and cervical cancer screening using VIA), but screening and referral of SGBV 

victims to the Gender Based Violence Rape Recovery Clinic (GBVRC) will be added. The 

DIC will also provide services to SGBV victims itself on days that the GBVRC is closed. FSW 

in need of HIV care will be referred to a government ART centre. 

 

ICRH-K will create and strengthen the linkages between community-based services targeted 

at FSW and those offered within public facilities, and between different levels of care within 

the health system where more specialised or higher level services are needed. Linkages will 

be strengthened through strengthening systems for referral and tracking of outcomes. A 

referral directory will be created; referral and feedback systems between FSW mobilisers and 

facilities (DIC, PHC facilities and GBVRC) will be developed; referral and feedback systems 

between different services within a same health facility and between health facilities will be 

strengthened, as well as with social services; and periodic meetings between clinic staff and 

FSW mobilisers will be organised. In addition, community engagement meetings with key 

stakeholders (police officers, county administration and law enforcement agents, hot spots' 

owners/ managers, religious leaders, and FSW) will be held. 

 

TETE, MOZAMBIQUE 

Our DIFFER partner, ICRH-Mozambique, is currently supporting a clinic opening at night (4-

10PM), targeting key populations, mainly FSW and truck drivers, and located near a major 

truck stop in Moatize, a small town 20 km out of the city of Tete. The clinic (called óNight 

Clinicô) offers IEC, free male condoms, STI syndromic management, syphilis screening, HTC, 

FP and SGBV screening and referral. The clinic staff and supplies are provided by the 

government. A group of 15 FSW peer educators is attached to the clinic and operates in the 

area surrounding the truck stop. During the DIFFER intervention, the services offered at the 

clinic will be expanded and a second clinic established near another truck stop closer to Tete 

City, the peer outreach and community mobilisation component will be expanded and 

strengthened, the SRH services at 4 selected public health centres will be made more FSW-

friendly and linkages established between the peer educators, the Night Clinic(s) and the 

public health facilities. 
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Similar as in Mombasa, a participatory mapping of sex work hotspots and estimation of the 

number of FSWs will be conducted to validate and update findings from a previous mapping 

and enumeration exercise.  

 

In the peer outreach and community mobilisation component, the number of peer educators 

will be increased to 30 and peer outreach will be expanded to the city of Tete. All PE will be 

trained on all aspects of SRH, and how to approach, inform, educate, sensitise and mobilise 

peer FSW in appropriate preventive measures and care seeking. ICRH-M will facilitate the 

creation of a local sex worker association and safe meeting spaces, build capacity among 

FSW through workshops and other means, and organise exchange visits with other FSW 

projects. 

 

The package of services at the Night Clinics will be expanded to also include distribution of 

female condoms and lubricants, long-acting contraceptive methods, such as implant, 

emergency contraception, screening and referral for substance/ alcohol use, care for 

incomplete abortions, and first care and referral to victims of SGBV. It will be assessed if the 

Night Clinics can become authorised ART centres and offer HIV care to HIV+ FSW. An 

individual FSW monitoring system will be established and FSW will be invited to come for 

regular check-up visits. FSW who have a steady partner will be invited for couple 

counselling. Additional staff will be assigned for the second clinic in Tete, and all staff will 

receive appropriate training and supervision. 

 

Access to the general SRH services will be improved by training the SRH care providers of 4 

health centres located near FSW residence areas in MARP/FSW-friendly SRH services, 

according to national guidelines and adapted to their needs. Where possible, the project will 

assist the government with filling existing gaps in SRH care, for example by supporting the 

roll-out of newly introduced services, such as cervical cancer screening and treatment, 

female condom distribution or implant, or by backstopping in case of stock-outs of critical 

supplies. Supervision and quality control will be strengthened. 

 

Linkage between the targeted services and the general SRH services will be improved by 

appointing focal points at the 4 health centres; organise regular meetings between members 

of the FSW community, the focal persons, SRH care providers and health managers; set up 

referral and counter-referral systems between the Night Clinics and the public health 

services, and between public health services of different levels; referral and counter-referral 

systems between the peer educators and the health services; and tracking of FSW who are 

defaulting services. 

 

DURBAN, SOUTH AFRICA 

In Durban, MatCH Research, our DIFFER partner, will run the DIFFER intervention primarily 

in collaboration with NGO-run outreach programmes that work in the city centre and 

surrounding areas and an inner city public healthcare clinic (Commercial City Clinic). A local 

NGO (TB/HIV Care) operates a mobile clinic targeting FSW and offering HTC, screening for 

TB and STI care. Another local NGO (Lifeline) runs an outreach programme for sex workers 

and vulnerable youth through 23 peer educators. Finally, a national sex worker-led 

community based organisation (Sisonke) has recently been established and provides 

paralegal, health and counselling services for FSW, human rights training, as well as support 

during court cases and accompanied referral to health facilities. 
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The DIFFER intervention will have three core components: 1. Comprehensive and integrated 

high-quality SRH services within the public health care facility; 2. Enhancing existing and 

implementing new community-based targeted interventions (TIs); 3. Linking services for FSW 

and general population women by forming and reinforcing linkages between the FSW 

community, the general population, TIs and health facilities. 

 

As in Mombasa and Tete, a participatory mapping of sex work hotspots and estimation of the 

number of FSWs will be conducted to validate and update the currently available data. 

 

The intervention activities at the public health facility will seek to provide an integrated 

package of SRH services that meet the needs of all women (general population women and 

FSW).  MatCH Research will enhance and strengthen the existing SRH services and support 

the integration of FP into HIV services, by improving the range and quality of the provided 

SRH information at the facility and in the community; distributing innovative óSRH packsô that 

contain IEC materials, home pregnancy test-kits, male and female condoms, lubricants and 

menstrual cups; and facilitating HCT among FP clients. FP services will be expanded 

through training of FP providers in FP counselling and methods, in the counselling to women 

with an unplanned pregnancy, and in ECP; and support the introduction of additional FP 

methods (for example implant). The community will be involved by supporting outreach to 

FSW hotspots, in partnership with Lifeline, and establish partnerships with SW organisations. 

 

MatCH Research will strengthen linkages between TIs and healthcare facilities through peer 

educators stationed at health facilities as óhealth system navigatorsô; improve linkages 

between Lifeline, Sisonke, TB/HIV care and the City Commercial Clinic; and support the 

TB/HIV Care mobile clinics to expand the range of services offered and improve referral and 

linkages to public healthcare facilities. 

 

Peer outreach will be strengthened in collaboration with Sisonke, TB/HIV care and Lifeline, 

by training and supporting peer outreach workers to conduct safer sex skills demonstrations, 

distribute male and female condoms, encourage clinic visits and provide referrals to legal 

and social services. Condom programming will be gradually expanded from individual-based 

interventions to include critical structural interventions (e.g. exploring the feasibility of ósafe 

houseô rules and condom policies in hotels and brothels). Community members and FSWs 

will support the design of a newsletter for sex workers and women at risk. 

 

Mobilisation and empowerment of the FSW community will be achieved though the joint 

hosting of óCreative Spaceô workshops and supporting HIV support groups.  

 

Capacity in the SRH response will be built through training and enhancing leadership among 

FSW community members in order to facilitate participation and community ownership; as 

well as building capacity among collaborating partners in implementing an integrated SRH 

package through sharing of knowledge and experience. 

 

To enhance access to SRH services and reduce the ólossô of patients when referred between 

services, MatCH Research will pilot a system of Health System Navigators at the 

Commercial City Clinic. In a first phase, 3 to 5 people will be trained as navigators between 

SRH services within the facility, while also serving as monitors of HIV/SRH service 
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integration. In a second phase, the navigators will also do health promotion talks in the 

facility as well as outreach at the community, with a strong focus on underserved 

populations, primarily FSWs. 
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Summary Table 
 Mysore, India Mombasa, Kenya Tete-Moatize, Mozambique Durban, South Africa 

Total population (approximation) 983,000 939,000 250,000 3,442,000 

FSW population (approximation) 2000 9289 4500
1
 Between 3000 and 6300 

Mapping & Enumeration Periodic mapping & enumeration to be 
done during the intervention (with 
funding other than from DIFFER) 

Validation of previous mapping & 
enumeration to be done before 
starting the intervention 

Full mapping & enumeration to be 
done before starting the intervention 

Full mapping & enumeration to be 
done before starting the intervention 

Peer outreach The current PE programme will be 
continued and further expanded: 

¶ Strengthening existing PE program 
through training and recruiting more 
FSW peers  

¶ Encouraging use of Ashodaya TI 
clinical services through strong peer 
outreach and mobilisation  

Is in half of Mombasa done as part of 
another ICRH-K project. 
In the other half: 34 FSW PE 
(mobilisers) and 6 supervisors will be 
recruited and trained. 

The number of PE will be increased 
from 10 to at least 30, and the area 
covered expanded to include the City 
of Tete, in addition to Moatize 

Will be done in collaboration with 
existing PE projects by Sisonke (a FSW 
association), TB/HIV Care and Lifeline 
(NGOs). PE will be recruited, trained 
and will provide community services to 
fellow FSW. 

Community mobilisation activities ¶ Operation of the Ashodaya drop-in 
centre (DIC), a safe meeting place for 
SW 

¶ Expanding membership of Ashodaya 
Samithi CBO 

¶ Organizing special events   

Is not specified yet. ¶ Support to the creation of a FSW 
association 

¶ Creation of safe spaces  

¶ CB workshops 

¶ Exchange visits 

¶ Advocacy/ sensitisation among key 
stakeholders 

¶ FSW ART adherence support groups 

¶ Wƻƛƴǘ ƘƻǎǘƛƴƎ ƻŦ Ψ/ǊŜŀǘƛǾŜ {ǇŀŎŜΩ 
workshops by Lifeline, TB/HIV and 
Sisonke 

¶ HIV support groups (5)  

¶ Advocacy among key stakeholders 

¶ CB workshops 

Targeted Clinical Services The existing TI STI/HIV services will be 
strengthened and expanded (TI+) to 
include: 

¶ Quarterly clinic control visits 

¶ Counselling on risk assessment, risk 
reduction 

¶ Periodic presumptive STI treatment  

¶ Periodic syphilis screening and HIV 
testing 

¶ Tracking/follow-up of HIV+ women 
for ART and PMTCT services 

¶ Introducing cervical cancer screening 
using VIA  

¶ Contraceptive services (OC, 
DepoProvera) 

¶ Medical TOP (misoprostol) 

¶ SGBV risk assessment and 
counselling 

Expansion of the number of days and 
hours one of the 3 drop-in clinics 
(Likoni) operates, from 1 day per week 
to 5-6 days and 8 hours per day. The 
expansion at the two other DICs is 
done in the context of the LS project. 
Services provided in Likoni include:  

¶ SRH IEC 

¶ HIV T&C 

¶ Short-term FP methods and ECP 

¶ STI care (syndromic) 

¶ Condoms (male and female) 

¶ Cervical cancer screening 

¶ SGBV screening, psycho-social 
support and referral for other 
support 

The 2 other DIC (LS project) will also 
offer HIV care 
Mobile outreach clinical services (HTC, 

Expansion of SRH services at existing TI 
clinic in Moatize to include: 

¶ SRH IEC 

¶ Syphilis screening 

¶ HIV T&C 

¶ Contraceptive services (hormonal), 
including ECP  

¶ Screening for substance/alcohol 
abuse 

¶ Care for incomplete abortions, and 
support to women with unwanted 
pregnancies.  

¶ SGBV screening, care and referral  

¶ HIV care, including ART 
Establishment of a second clinic in 
Tete-City 

No specific targeted clinical services 
will be supported. The existing 
targeted services provided by the 
mobile clinics of TB/HIV care (mostly 
HTC) will continue. The project will 
support TB/HIV care mobile clinics to 
expand the range of services offered. 
But, the focus will be on enhancing use 
of public health services and 
strengthening linkages between the TI 
services and the PH services. 

                                                
1
 Has to be validated 
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 Mysore, India Mombasa, Kenya Tete-Moatize, Mozambique Durban, South Africa 

STI care, FP) at hot spots 
 

Condom distribution Promotion and distribution of free 
male condoms along with relevant 
health messages/education by PE and 
at the TI clinic (there is no FSW 
demand for female condoms)  

Free distribution of male and female 
condoms and lubricants by PE, during 
outreach at hot spots and at drop-in 
clinics.   

Free distribution of male and female 
condoms by PE and at TI clinics 

Promotion and distribution of free 
male and female condoms by PE and 
clinic outreach gradually expanded to 
include structural interventions (e.g. 
ŜȄǇƭƻǊƛƴƎ ǘƘŜ ŦŜŀǎƛōƛƭƛǘȅ ƻŦ ΨǎŀŦŜ ƘƻǳǎŜΩ 
rules and condom policies in hotels and 
brothels, through negotiation with 
establishment owners, managers and 
other stakeholders). 

General SRH services strengthening tƛƭƻǘ ŀ ǿŜŜƪƭȅΣ Ŧǳƭƭ ǎŜǊǾƛŎŜ ǿƻƳŜƴΩǎ 
clinic for general population, in 
collaboration with Asha Kirana, a local 
private hospital. 

¶ Training and sensitisation of SRH 
care providers on FSW-friendly 
services at 4 selected PHC facilities, 
ƻŦ ǿƘƛŎƘ н ƛƴ ǘƘŜ Ψ5LCC9wΩ ŀǊŜŀ ŀƴŘ н 
ƛƴ ǘƘŜ Ψ[{ ǇǊƻƧŜŎǘΩ ŀǊŜŀ 

¶ Health education on the various SRH 
topics at the 4 PH facilities 

 

¶ Training and sensitisation of SRH 
care providers on FSW-friendly 
services at 4 selected PHC facilities 

¶ Support to the expansion of key SRH 
services (implant, female condom, 
cervical cancer screening) 

¶ Backstopping with essential SRH 
supplies 

¶ Support to FSW outreach (HTC) 

At Commercial City Clinic: 

¶ Strengthening existing SRH services 
and supporting integration of FP into 
HIV services  

¶ Expanding available FP services  

¶ Outreach to FSW by clinic staff, in 
partnership with Lifeline 

¶ Train and encourage providers to 
provide FSW-friendly services 

¶ Develop systems for the reporting of 
client/patient concerns  

Linkages   Strengthen existing referral system 
including:  

¶ Strengthening the existing 
documentation and referral 
mechanisms  

¶ Updating  the directory of quality 
referral services   

¶ Training PE for accompanied 
referrals   

¶ Collaborate/coordinate with partner 
organisations  

¶ Regular meetings with identified 
government health officials   

¶ Strengthen referral between peer 
outreach and health services (DIC 
or PH facilities), using PE as 
ΨƳƻōƛƭƛǎŜǊǎΩ 

¶ Strengthen referral between 
different health services (between 
DIC and public health facilities, 
and between different public 
health services) 

¶ Quarterly update  meetings 
between FSW community 
(mobilisers), and public health 
care facility staff 

¶ Strengthen referral between peer 
outreach, DIC, PH facilities and 
the Gender Based Violence Rape 
Recovery Clinic 

¶ Appointment of FSW focal points at 
the 4 selected PHC facilities 

¶ Regular meetings between the FSW 
community, the focal points, health 
managers, TI clinic staff and ICRH-
Mozambique 

¶ Referral and counter-referral 
systems between peer outreach and 
PHC facilities 

¶ Referral and counter-referral 
systems between TI clinic and PHC 
facilities/ provincial hospital 

¶ Facilitate referral links and 
accompanied referral between 
organisations 

¶ Referral and linkages between 
healthcare facilities and community 
based targeted interventions 

¶ Pilot a system of health systems 
navigators (HSN), first to navigate 
between services, and then between 
the services and the community 

Other  ¶ Campaign for general public using 
FSW with the aim to decrease 
violence against all women 

¶ Creation of ASHODAYA Swantana, a 

 ¶ FSW-regular partner couple 
counselling 

¶ Venue-based activities 

¶ Workplace-based activities with key 
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government sponsored shelter for 
victims of violence 

male populations 

¶ PE of male MARP (truck drivers, SW 
clients) 
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Introduction  

The DIFFER (óDiagonal Interventions to Fast-Forward Reproductive Healthô) Project is an 

operational research project aiming at improving SRH for all women by expanding and 

strengthening sexual and reproductive health (SRH) services, and providing and testing 

targeted interventions for female sex workers (FSW) in the context of existing health 

systems. The core concept of the project is that some SRH services for FSW are better 

provided by targeted interventions while other by the general health services. Combining 

vertical SRH interventions with horizontal health systems strengthening by integrating a 

broader range of SRH services within existing health facilities, is synergistic, feasible, and 

likely to be more effective and cost-effective than providing them separately1. The project has 

a duration of 5 years (October 2011-September 2016) and is implemented in 4 different 

cities: Durban, South Africa; Tete, Mozambique; Mombasa, Kenya; and Mysore, India. 

 

During the initial phase of the project, a broad situational analysis was conducted that 

gathered information on the SRH policy environment and on the current availability and use 

of SRH services by women in general and female sex workers (FSW) in particular2,3,4. The 

information was used to inform the development of a generic package of interventions that 

outlines the priority areas to be addressed and lists the interventions that need to be 

implemented in order to improve access to and use of key SRH services by FSW, and this in 

a context of expanding and strengthening SRH services in general. The generic package 

divides the intervention in three components: 1. Interventions specifically targeted at FSW 

(TI); 2. Strengthening of general SRH services; and 3. Strengthening of linkages between 

both5. 

 

Following the development of the generic package, the DIFFER partner in each of the 4 

countries adapted the package to their context and developed a country-specific intervention 

action plan. The current document presents these country-specific plans comprising a short 

background, a narrative description of the activities that will be conducted, a section on the 

monitoring of activity outputs, the intervention budget, a logical framework and a timeline. 

The monitoring of the costs and inputs data during the course of the intervention is identical 

in each of the 4 sites and is presented in a separate section at the end of the document. The 

monitoring of process indicators and the progress of the activities is described in a separate 

document. At least 18 months after the intervention has been fully ongoing, it will be 

evaluated for its feasibility/practicability, relevance/appropriateness, sustainability/scalability, 

effectiveness, cost/effectiveness and equity, as is described in the projectôs Evaluation Plan6. 

The procedures of the final evaluation will be described in detail in a separate overall and 

site-specific study protocols.   

                                                
1
 Annex I - "Description of Work". Project full title: " Diagonal Interventions to Fast-Forward Enhanced 

Reproductive Health " Grant agreement no: 282542. Version date: 2014-04-13 
2
 Situational Analysis of Sex Work in Africa and India: Desk Review and Policy Assessment. The 

DIFFER Project. July 2013. 
3
 Report of Situational Analysis of Reproductive Health Services for General Population Women and 

Female Sex Workers in India, Kenya, Mozambique and South Africa. The DIFFER Project. September 
2013. 
4
 Baseline Analysis of the DIFFER FSW Cross-Sectional Surveys, Project Indicators, Equity and 

Empowerment, and Costs. The DIFFER Project. April 2014. 
5
 Generic Intervention Package. The DIFFER Project. July 2013. 

6
 Monitoring and Evaluation Plan. The DIFFER Project. March 2013. 
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MYSORE, INDIA 

1. Introduction and Background 

The India DIFFER intervention will be conducted in the city of Mysore, Karnataka state. 

Mysore has a total population of 983,0001 and an estimated FSW population of 

approximately 2,000. In addition there are approximately 1,000 male and transgender sex 

workers operating in the city. Government health facilities include one district medical college 

hospital, three HIV Integrated Care and Treatment Centres (ICTC), an Anti-Retroviral 

Therapy (ART) centre, and two maternity hospitals. Numerous private facilities and 

practitioners are also available in Mysore City but will not be directly served by DIFFER.   

Since 2004 Ashodaya Samithi, a Mysore based sex worker collective has implemented an 

STI/HIV/AIDS prevention program. Initially funded by the Bill and Melinda Gates Foundation 

and since 2012 supported by the Indian government, this ñtargeted intervention (TI)ò provides 

STI/HIV/AIDS prevention services specifically to sex workers.  Government supported TI 

services include: routine speculum examination; STI identification and treatment; intermittent 

presumptive treatment for chlamydia and gonorrhoea; regular testing for syphilis and HIV; 

counselling; referral to an ART centre and district tuberculosis centre; and HIV/AIDS support.  

These services are provided at the Ashodaya ñNammaò Clinic (ñOur Clinicò) located at the 

main Ashodaya drop-in centre, along with 11 outreach clinics operated by the targeted 

intervention throughout Mysore City. The outreach clinics are conducted in locations where 

sex workers either stay or work so that the services are easily accessible.  Clinic staffing 

includes one doctor, two counsellors and one Auxiliary Nurse Midwife (ANM).   Also housed 

in the Ashodaya Clinic, Ashodaya partners with the National AIDS Coordination Organisation 

(NACO) to host a government-run Integrated Counselling and Testing Centre (ICTC)2 that 

provides HIV counselling and testing and direct linkages to government ART centres.  

Community outreach is an integral part of the Ashodaya targeted intervention.  In Mysore 

City, there are 33 Ashodaya peer educators who have regular contact with the estimated 

2,000 FSW. These peers play an important role in motivating and mobilizing the use of 

clinical services. They also assist with patient follow-up and accompany community members 

to referrals.  In addition Ashodaya has an active community led ñCrisis Response Teamò that 

works to address violence, especially by police and clients.    

The goal of the DIFFER project is to augment the existing STI/HIV/AIDS prevention services 

with much needed Sexual and Reproductive Health services. Specifically, the Ashodaya 

FSW community has requested inclusion of the following services at the Ashodaya Clinic:   

1) Family planning methods including emergency contraception and pregnancy 

termination; 

2) Screening for cervical cancer; and 

3) SGBV screening, counselling and support services.   

                                                
1
 http://www.census2011.co.in/urbanagglomeration.php 

2
 The ICTC includes a fully equipped lab, lab technician and counselor.  
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2. Intervention Components 

1) Mapping & Enumeration 

In the original DoW, mapping and enumeration was to be done and budgeted under WP3 

project activities. However, as the situation analysis progressed, all partners agreed it was 

more appropriate to do the mapping/validation and enumeration at the start or during the 

intervention phase, WP6. Sadly the inadvertent omission of the description of Ashodayaôs 

mapping exercise in the Capacity Building WP5 description has resulted in the removal of 

much needed funding for this important activity.   

 

Successful implementation of the DIFFER intervention is dependent upon having an 

accurate estimation of the target population to be covered.  All monitoring indicators use this 

estimation as the denominator for tracking the percent of population receiving the expanded 

package of integrated HIV/SRH services. Without this number, it will not be possible to 

monitor ñwho are reached with services and who have not been reachedò. Ashodayaôs last 

mapping and enumeration exercise was conducted in Dec 2011. To fully inform the DIFFER 

project it is critical that Ashodaya conduct a mapping enumeration in the very near future.   

 

In Mysore, the pattern of sex work has rapidly progressed from one that is primarily street-

based and highly visible, to one where FSW are soliciting through cell phones (using their 

existing network) and therefore, highly invisible. Thus to mobilize this invisible community to 

seek services requires creative strategies and approaches. Therefore, Ashodaya proposes to 

undertake a network-based mapping as well as site-based mapping to better understand the 

fluidity of the community. The required exercise will not entail just mapping/validation, but 

also an enumeration exercise. The community researchers along with non-community 

researchers will identify the network leaders (nodal agents) and will engage them in an 

intense process of identifying network contacts (peers or friends). The community 

researchers will find out how the network operates for doing sex work. Then, they will discuss 

among themselves and look for any duplication or overlapping.  

 

This mapping is very critical as without it the DIFFER Project will be unable to determine an 

appropriate population number, how to best reach the community with messages and how to 

mobilize them for services. Previously, a method of capture-recapture was used when sex 

work was street-based. However, with the growing number of women operating through cell 

phones new methods/processes need to be adapted in order to capture and enumerate all 

practicing sex workers.  

 

This process is intensive and field work alone is estimated to require nearly three months.  

Please see Annex 1 for details on Ashodayaôs site-based mapping. The DIFFER 

intervention, monitoring and final evaluation will greatly benefit from this important 

methodology.   

 

2) Community Mobilisation and Peer Outreach 

Community mobilisation and peer outreach has been and will continue to be, at the core of 

the Ashodaya programme. The DIFFER intervention will strengthen and continue to build on 

existing TI services, focusing on Mysore TI outreach & clinic services. Activities include: 
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¶ Operation of the Ashodaya drop-in centre (DIC) serving as a safe meeting place for 

SW 

¶ Expanding, encouraging a group identity and providing a venue for addressing 

common problems during regularly held meetings where any issues relevant to them 

or any problems are identified and possible solution emerge through discussion 

(weekly or more frequently for certain committees) 

¶ Organizing special events (e.g. International Womanôs Day, HIV/AIDS Day, Republic 

Day etc)   

¶ Encouraging  use of Ashodaya TI clinical services through strong peer outreach and 

mobilisation  

¶ Strengthening existing peer educator (PE) program through training (refresher on 

STI/HIV/AIDS and additional training on family planning, pregnancy, cervical cancer 

and SGBV) and recruiting more FSW peers  

¶ Promoting and distributing free male condoms along with relevant health 

messages/education3 

¶ Following-up on patients through assisted/accompanied referrals  

 

3) STI/HIV Services 

Under the DIFFER intervention, existing Mysore TI STI/HIV services will be strengthened 

and expanded. This includes continuing a regular supply of male condoms; introducing 

cervical cancer screening using VIA as part of the package of Targeted Intervention Plus 

(TI+) services; advocating and training government providers to use VIA for routine cervical 

cancer screenings; tracking/follow-up of all pregnant FSW currently accessing TI STI/HIV 

services with a special focus on tracking of HIV+ pregnant women; strengthening and 

improving the quality of the counselling services.  

 

Routine Ashodaya Clinic Targeted Intervention (TI) services will be continued and 

strengthened. These include: 

¶ Quarterly clinic visits for genital/speculum exam and counselling on condom use, risk 

reduction & need for regular HIV testing 

¶ Preventive presumptive treatment (PPT) for first time visits or for those with > 6 month 

interval between visits 

¶ Every 6 months syphilis screening and HIV testing 

¶ Tracking/follow-up of all HIV+ women by Asharaya for ART services and prevention 

of parent to child transmission (PPTCT) of HIV 

¶ Counselling on risk assessment, risk reduction and high risk behaviour, STI 

prevention and treatment, pre-HIV and post-HIV testing 

Under DIFFER, the Ashodaya Clinic STI/HIV services will be expanded to a TI+ package. 

New services include: 

A.  Cervical cancer screening 

¶ Ashodaya clinic medical doctor (MD), and at least 3  other government and private  

MDs,  trained in the use of VIA screening 

¶ All Ashodaya clinic staff educated about cervical cancer and the importance of 

screening 

                                                
3
 Female condoms have been tested in Mysore (and other places in India) but they were not accepted 

by the FSW community, nor are they provided or available free of cost.   
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¶ All Ashodaya clinic clients annually screened using VIA and suspect cases 

accompanied for follow-up to obstetrics/gynaecology services as required 

¶ All peer educators trained about cervical cancer and the need for screening 

¶ At government level, advocacy for regular cancer screening, based on the existing 

evidence (to include regular meetings with government officials and government 

doctors  sharing the results of DIFFER VIA screening) 

¶ Establishment of a Well Womenôs Clinic at Asha Kirana, a private hospital serving 

HIV+ patients  

B.  Pregnancy Follow-up (see also section on FP Services) 

¶ Pregnant FSW tracked by TI clinic staff to guarantee antenatal visits, delivery, post-

partum care and family planning follow-up.  Accompanied referrals to the government 

medical hospital or maternity home done for all pregnant community members. 

¶ Coverage of PPTCT enhanced by tracking all HIV+ pregnant women in collaboration 

with the government PPTCT program and Asharaya, a support group of Ashodaya 

positive women.  

 

4) Family Planning and Emergency Contraception Services 

Building on the above-expanded TI+ services, family planning, emergency contraception and 

termination of pregnancy (TOP) services will be added.  The focus will be on raising 

awareness/knowledge about emergency contraception (I-Pill) and on providing appropriate 

family planning methods, especially Depo-Provera, Oral Contraceptives (OC) and condoms 

for FSW. The clinic will provide OC, Depo-Provera, emergency contraception (I-Pills) and 

TOP at the Ashodaya TI clinic. Training on family planning methods will be provided to all 

Ashodaya clinic staff, and to government counsellors at integrated counselling and testing 

centres (ICTC), PPTCT programmes and ART clinics in Mysore. Ashodaya will partner with 

Family Planning Association of India (FPAI) for training, commodities and services. 

 

Activities comprise: 

¶ Training all Mysore peer educators, motivators and outreach workers (FSW & MSM4 

- 83 total), in FP  

¶ Training all counsellors of the Ashodaya Clinic, government counsellors and Auxiliary 

Nurse Midwives (ANM), 20 in total, in FP 

¶ Supplying OC, Depo-Provera and misoprostol at reduced cost at  the Ashodaya 

Clinic,  

¶ Training Ashodaya Clinic MD in the use of misoprostol for medical TOP 

¶ Strengthening links and accompanied referrals to centres for abortion services, 

including FPAI and other providers. 

 

5) Linkages/ Referral Systems  

Ashodaya will build links and collaborate with existing SRH and HIV service providers 

including: FPAI, other groups providing cervical cancer screening, ART facilities and SGBV 

groups.  In addition, Ashodayaôs existing referral system to government health facilities will 

be strengthened. Ashodaya will also continue to work closely with government officials and 

                                                
4
 Men who have Sex with Men (MSM) is the designation used to cover the ñgenderò of all Ashodaya 

affiliated male sex workers, homosexuals and transgenders.  
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private hospitals to facilitate the integration of SRH services into HIV programming, and 

expand the model for "health navigators5". 

 

Activities include:   

A. Strengthen existing referral system including:  

¶ Strengthening the existing documentation and referral mechanisms through the 

improvement of referral forms (e.g. producing forms in triplicate) and procedures for 

written feedback  

¶ Updating the directory of quality referral services6 with current reliable information and 

contacts 

¶ Training peers for accompanied referrals7  

B. Collaborate/coordinate with partner organisations (e.g. FPAI, and Soukiya/RTI 

International) to provide Family Planning, Cervical Cancer screening, SGBV services   

C. Regular meetings held between ASHODAYA-DIFFER team members and identified 

government health officials to maintain an active dialogue on progress of providing 

integrated TI+ services.  In particular the notion of a "Health Navigator" to provide 

assistance at government health facilities will be expanded.   

D. Pilot a weekly, full service womenôs clinic (including STI/HIV/SRH services) for general 

population (including HIV+ women) in collaboration with Asha Kirana, a local private 

hospital.    

 

6) Sexual and Gender Based Violence  

Ashodaya will partner with existing SGBV support groups to increase awareness, counselling 

and identification skills of providers at Ashodaya, government and select private clinics.  

Building on the work of the Community Crisis Response Team, peer educators will be trained 

in identifying and referring community members experiencing SGBV. Eventually the 

community is interested in using their own faces to launch a public awareness campaign 

about violence. If sanctioned by the government Ashodaya aims to manage a local shelter 

for victims of violence.  Specific activities include:  

At the Ashodaya clinic: 

¶ Develop guidelines for SGBV risk assessment and counselling  

¶ Identify resources (socio-economic and medical) for referral and support of victims of 

SGBV (post-exposure prophylaxis, STI treatment, etc) 

                                                
5
 Health Navigators are Ashodaya community members who currently volunteer their time to ñworkò at 

the ART Center.  These HIV+ community members provide a bridge between the community 
(consumer/patient) and the government staff.  They help patients to navigate the complex halls of the 
government facility and offer ñpeer supportò to those facing the challenge of HIV/AIDS.  Under DIFFER 
these ñhealth navigatorsò would also be placed at the PPTCT/Ante-Natal Clinic to help patients 
navigate SRH services.   
6
 Ashodaya Clinic has a directory of referral services.  This list will be updated annually with accurate 

contact information (telephone, address etc), costs of services, and with personalized information so 
that individual referrals can be expedited.   
7
 Accompanied referrals are when the peer educator travels together and ñaccompaniesò a community 

member to a referral appointment at the government hospital or other facility.  The peer is responsible 
for making sure the referral form is completed and that the community member has completed the 
referral.   
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Training: 

¶ Train counsellors at the Ashodaya clinic, government & select private facilities 

(approximately 20) on identification, counselling and referral of SGBV 

¶ Train cadre of "peer counsellors" to provide support for community members 

experiencing violence  

Other possible activities 

¶ Campaign for general public using FSW faces to put a ñfaceò to violence with the aim 

to decrease violence against all women 

¶ Creation of ASHODAYA Swantana, a government sponsored shelter for victims of 

violence 

3. Intervention Monitoring  

Monitoring of Key Output Indicators 
 

Ashodaya DIFFER intervention monitoring is built on the existing government supported 

Targeted Intervention (TI) monitoring system. The current government TI monitoring system, 

which covers both community outreach and clinical services, has a total of 17 recording and 

reporting formats. Ashodaya DIFFER is using the majority of these formats (detailed in the 

tables below) and has created additional monitoring formats as required. In addition to the 

formats indicated in the tables, detailed narratives are maintained for the majority of 

activities. The Ashodaya clinic also maintains individual files for each patient which makes 

cross verification using primary data sources possible for many of the monitoring indicators.   

 

1) Community Mobilisation and Peer Outreach 

Some of the monitoring tools include:  

¶ A tool for weekly recording of peer outreach activities (PE Weekly Planning & Activity 

sheet) 

¶ A registration form for individual FSW and other high-risk populations (High Risk 

Groups HRG Registration Form) 

¶ A register of FSW and other high-risk populations (Community Member Master 

Register) 

¶ A monthly reporting form (Monthly summary sheet for FSW, MSM and IDU) 

¶ A form to record community mobilisation activities (Community Mobilisation Activity 

Register) 

 

Key output indicators for evaluation of the DIFFER Community Mobilisation intervention are: 

Core 

# of first time FSW contacts made by PE 

# of repeat FSW contacts made by PE 

# of male condoms distributed, disaggregated by point of distribution (PE; DIC; clinic; outlet)  

Secondary 

# of units of lubricant distributed, disaggregated by point of distribution (PE; DIC; clinic; 

outlet) 

# FSW utilising the DIC monthly 

# FSW participating in special events 
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# FSW receiving care for crisis/violence situations by Crisis Response Committee 

 

2) STI/HIV Services 

Working with existing government clinic monitoring tools, which adequately captured STI/HIV 

services, Ashodaya has incorporated additional information about reproductive health (Para, 

Gravida), family planning needs and cervical cancer screening into the existing format8.  This 

is referred to as ñTargeted Intervention Plusò services (TI+).   

 

Key output indicators for the evaluation of the DIFFER STI/HIV services are: 

Core 

# new STI visits to clinic, disaggregated by STI syndrome  

# receiving syndromic STI treatment, disaggregated by STI syndrome  

# receiving periodic presumptive treatment,  

# tested for syphilis,  

# accepting HIVCT and tested for HIV,  

# HIV+ SW referred for HIV care,  

# known to have received services,  

# counselled and screened for cervical cancer using VIA, disaggregated by site of service 

provision (Ashodaya Clinic or Asha Kirana, Well Women Clinic)  

Secondary 

# repeat/returning STI visits, disaggregated by STI syndrome  

# speculum exams performed 

# testing positive and treated for syphilis,  

# of partners of STI clients treated 

# testing HIV + 

# screened for cervical cancer and referred, disaggregated by site of service provision 

(Ashodaya Clinic or Asha Kirana Well Womenôs Clinic)  

 

3) Family Planning and Emergency Contraception Services 

The provision of family services, including depo-provera, oral contraceptives, emergency 

contraception and early gestational medical termination of pregnancy (MTP), is being 

captured in the individual clinic records.  Condom use, which is an integral part of the 

targeted intervention and also a method of family planning, is being tracked through 

individual clinic cards and counselling records.   

Key output indicators for the evaluation of the DIFFER Family Planning intervention are: 

Core 

# FSW accepting and initiating a FP method, disaggregated by type of method 

% of FSW with an individual clinic card not wanting another child and able to conceive, who 

are using a FP method, disaggregated by type of method 

# FSW continuing to use a FP method at next visit, disaggregated by type of method 

# FSW using emergency contraception 

# FSW successfully receiving medical TOP with misoprostol 

# FSW referred for surgical TOP services 

                                                
8
 Individual Clinic Cards have been reformatted to include relevant TI+ services being offered at the 

clinic 
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Secondary 

# FSW counselled regarding FP methods 

 

4) Linkages/ Referral Systems  

Ashodaya has a very strong referral system that is carefully monitored for all patients.  

Separate monitoring tools have been developed to track the progress of all pregnant women 

(including their newborns) and for any positive cervical cancer screening patients. To 

determine the effectiveness of building linkages, a ñStakeholder Chartò has been created to 

track contacts made, as well as to capture quantitatively the level of support provided by the 

individual stakeholder.   

Key output indicators for the evaluation of the DIFFER intervention are: 

Core 

# of FSW referred for additional clinical services 

# of FSW referred accessing referral service and receiving care 

# of FSW referred for whom written feedback was received from providers 

Secondary 

# of FSW accompanied during referral for clinical services,  

 

5) Addressing Sexual and Gender Based Violence (SGBV)  

For SGBV the primary focus of the DIFFER intervention will be on training counsellors 

(government and Ashodaya) and community members to identify and refer FSW facing the 

risks and vulnerabilities of SGBV.    

Key output indicators for the evaluation of the DIFFER SGBV intervention are: 

Core 

# of FSW self-reporting or identified as experiencing  SGBV and receiving treatment/services 

or referred 

Secondary 

# of FSW counselled on SGBV 

# reports filed with authorities 

# cases where action taken by authorities 

4. Intervention Budget  

PERSONNEL 

Total cost for personnel costs is ú160,520. Personnel costs include payment to scientific staff 

(Capacity building coordinator and Logistics & administrative staff) and medical staff 

(counsellors, nurses, and doctors). 

 

I. Scientific Staff (ú21,000) 

Senior Capacity Building/Intervention Coordinator 

M Andina (25% effort for 36 months)  

Dr. Andina will oversee the development of the implementation plan of the intervention, the 

full implementation of the interventions, and scientific and ethical integrity of the conduct of 

the intervention. She will lead/participate in the buy-in and meetings with principal 

stakeholders. She will supervise the project junior coordinatorsô day to day activities and 
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provide support for all intervention activities. She will also assist the coordination of in 

training on the relevant SRH topics including cervical cancer screening methods (e.g., VIA), 

family planning for peers educators and counsellors. She will also help develop guidelines for 

the intervention activities, oversee the management of evaluation data and provide on-going 

support in monitoring the intervention. She will also assist in the final evaluation of the 

intervention and disseminating the findings.    

 

Junior Capacity Building/Intervention Coordinators 

A Roy (50% effort for 36 months) 

As the project coordinator, Ms Roy will coordinate the overall activities in regards to the 

implementation of the intervention. She will coordinate with the various partners/stakeholders 

ensuring the buy-in of the intervention package and close working relationships. She will 

provide the primary oversight to ensure project activities have financial support and are in 

line with the WP6 budget. 

  

K Venukumar (50% effort for 36 months) 

Mr. Venukumar will assist in the overall dayïto-day coordination of all activities related to the 

implementation of the intervention. He will participate in the hiring of any new staff for the 

intervention phase and help develop their scope of work, schedule of activities and supervise 

them.  He will conduct regular supervision visits at the clinic and relevant sites. 

 

S Jai (50% effort for 36 months) 

Ms Jai will assist in the implementation of the intervention activities. She will assist in the 

coordination of activities and coordinate the logistics of the trainings and buy-in and 

supervision meetings. She will be in communication with the Peer Educators and coordinate 

the collection the necessary registers. She will also assist in the evaluation of the intervention 

and disseminating the findings.  

 

Logistics & Administrative Coordinators 

R Maiya (25% for 36 months) 

Mr. Maiya will provide the primary oversight in the data collection and data entry on 

intervention activities and other monitoring activities. He will share the data on all monitoring 

indicators/data collected on a monthly basis. 

 

S Urs (25% for 36 months)  

Ms. Urs will assist in the oversight of all operational aspects of the intervention.  This 

includes hiring of any new medical staff or coordinators and drafting contracts.  She will 

assist in the oversight of their day to day logistics of activities, meeting, etc.   

 

N Gopi (20% effort for 36 months) 

Ms. Gopi will be overseeing the finance related aspects of the intervention activities.  She will 

assist in ensuring project activities have financial support and are in line with the WP6 

budget. 

 

II. Medical Staff (ú139,520 direct costs) 
Doctors (2 @ 100% for 36 months) 
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Doctors will have the overall responsibility for the clinic. Due to the high client load, there will 

be two doctors working full time as the clinic is operating 12 hours a day for 6 days a week. 

They are trained and will be working in this project for 36 months. 

 

Nurses/Counsellors (4 @ 100% for 36 months)  

Nurses will be working full time in the clinic and will assist the doctors in their work. Apart 

from that, nurses will be required to get the patient ready for examination/procedure and for 

the up keep of the clinic, cleaning and sterilisation of the equipment, administration of 

medicine to the patient, and registration of the patients, etc.  

 

Counsellors will be trained on sexual and reproductive health issues, HIV, STI, issues around 

sexual and gender based violence and working in the clinic. Due to the client load in the 

clinic, there are currently three clinics in operation. The counsellors will provide counselling 

on HIV/STI, cervical cancer screening, pregnancy, ante-natal and postnatal care. They will 

also be responsible to keep all the records of the clinics. 

 

OTHER COSTS (ú55,550) 

Other costs have been categorized into four (4) broad categories: 1) Equipment; 2) Training; 

3) Supervision Visits; and 4) Contingencies.  

 

1) Equipment (ú 21,800) 

a) Supplies for intervention (ú20,000) 

Supplies will primarily include medical equipment, drug procurement, and clinic related 

equipment necessary for the SRH interventions. These will include the following. 

I. Sexual Reproductive Health (SRH) packs which include pregnancy 

test kits, misoprostol, I-pill (emergency contraceptive pill), Depo 

provera (contraceptive method), IEC materials (including family 

planning, emergency contraception, referral information, etc.) 

depending on each individual.  

II. Other medical equipment includes: gynaecologic table, Cuscoôs 

Speculum, steriliser (small), and clinic consumables. 

 

b) Other Equipment (ú1,800)  

One laptop and one printer are required for this work package for the project coordinator, 

data entry and for other project staff to use. 

 

2) Training (ú2,750) 

Intervention activities include training counsellors, nurses, on family planning, cervical 

cancer, sexual gender based violence (SGBV), etc. This includes physiciansô training on the 

cervical cancer screening method, the VIA method. Community advocates were trained on 

SGBV especially on paralegal issues and handling crisis, and cases of stigma and 

discrimination. Peer educators will also be receiving training on family planning, cervical 

cancer, SGBV, etc.  

 

3) Supervision visits (ú 1,000) 

The research team will go into the field 1-3 times per month during the intervention to meet 

with Peer Educators, Community Advocates and stakeholders. They will collect distribution 

statistics and provide trainings.    
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4) Contingencies (ú30,000) 

a) Incentives (ú10,000) 

This will include honorariums for peer educators (6), health care navigators (3), and 

community advocates (4), who are all a part of the SW community.  They will be working for 

36 months.  All of them have received training and have been contracted by Ashodaya. They 

will be supervised intervention coordinator.  

 

b) Miscellaneous (ú20,000) 

This will include the travel costs for Peer Educators, community advocates and Health Care 

Navigators to and from Ashodaya and the health care facilities and any outreach work. 

Community advocates will also have to travel to various venues including those where crisis 

happens and those of legal authorities. 
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5. Intervention Logical Framework 
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6. Intervention Timeline 

 
  

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 32 33 34 35 36

Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug Sep

Network Based Mapping and Enumeration  

1 Ashodaya DIC - safe meeting place   

2

Ashodaya Samithi CBO membership encouraging group identity and addressing 

common problems meeting on a regular basis (weekly or more frequently for certain 

committees)                                           

3 Organize special ev ents All activities are existing activites 

4 Encourage use of TI clinic  

5

Continue to strengthen existing PE programs through training and encouraging more 

FSW peers

6 Promote condoms and distribute along with relev ant health messages/education

7 Follow-up for clinic problems through assisted/accompanied referrals

1

Quarterly routine clinic v isits for genital/speculum exam and counseling re condom 

use, risk reduction & need for regular testing (7 areas) 

2

Prev entiv e Treatment (PPT) for first time v isits or for those with > 6 month interv al 

between v isits
All activities are existing activites 

3 Ev ery 6 months syphilis screen and HIV testing   A1

4 Tracking/follow-up of all HIV+ women by Asharaya for ART serv ices and PPTCT   

5  Dev elop "flow-chart" of counselling guidelines

A. 

1 Ashodaya Clinic MD (+ 3 other select MD)  trained in use of VIA screening 

2 Clinic staff educated about cerv ical cancer and importance of screening      

3

All clients to be annually screened using VIA - accompanied referral to OB/GYN 

serv ices as required for follow-up of suspect cases

4 All Peer Educators to receiv e training about cerv ical cancer and need for screening

5 Adv ocating at gov ernment lev el for regular cancer screening (ev idence based) 

B.

1

Pregnant FSW will be tracked by TI clinic staff to guarantee antenatal v isits, deliv ery, 

post-partum care and family planning follow-up.  Accompanied referrals for all 

pregnant community members.

2

 Enhanced cov erage and tracking of all HIV+ pregnant women in collaboration with 

gov ernment PPTCT program and Asharaya (Ashodaya + Women Group) 

ASHODAYA INTERVENTION ACTIVITIES TIMELINE

Cancer Screening

Pregnancy Follow-up (see section on FP Services)

 Intervention Components & Activities 

Year 1 - 2013-2014 Year 2 - 2014-2015 Year 3

II. Community Mobilization & Peer Outreach

DIFFER Intervent ion Year

Month & DIFFER Month No.

   EXISTING ASHODAYA SERVICES    

   EXISTING TI CLINIC SERVICES    

II. STI/HIV Services

   EXPANDING TI+ CLINIC SERVICES

I. Mapping Validation & Enumneration 
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1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 32 33 34 35 36

Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug Sep

1

FP training for all Mysore Peer Educators, Motiv ators and Outreach Workers (FSW & 

MSM) (total = 83)         

2

FP training for counselors Ashodaya Clinic and gov ernment counselors and ANM  

(total = 20+) 

3

Obtain reduced cost, regular supplies of OC, depo-pov era and misoprostol for 

Ashodaya Clinic

4

 Doctor at Ashodaya Clinic trained in use of Misoprostol for Medical Termination of 

Pregnancy     

5

Strengthen links to centers for abortion serv ices, including FPAI and other prov iders.  

All referrals to be accompanied

A. Strengthen existing referral system that includes:

1 Accompanied referrals

2
Triplicate printed referral format with procedure for written feedback

3

Update directory of quality  referral serv ices with current reliable information and 

contacts 

4 Clarify routine referral monitoring system

B. Collaborate/coordinate with partner organizations (FPAI, Soukiya/RTI International) to 

prov ide family planning, SGBV and cancer screening serv ices

C. Collaborate with Asha Kirana  to prov ide a weekly, full serv ice women's clinic for HIV+ 

women

D. Regular meetings of ASHODAYA-DIFFER team members with identified government 

health officials  to maintain an activ e dialogue on progress of prov iding integrated 

TI+ serv ices.  In particular dev elop notion of a "Health Nav igator" to prov ide 

assistance at gov ernment health facilities.  

A. ASHODAYA CLINIC      

1 Dev elop clear set of guidelines for SGBV counseling and assessing risk  

2

Identify appropriate resources (socio-economic and medical) for referral and support 

(PEP, STI etc)     

3 Continue community led crisis response 

B. TRAINING  

1

Train TI, gov ernment & priv ate facility counselors (approx 20) on identification of 

SGBV 

2

Train a cadre of "peer counselors" to prov ide support for community members 

experiencing v iolence

C. OTHER  ACTIVITIES                                                            

1 General Public Campaign among FSW to decrease v iolence against all women PENDING

2 Creation of ASHODAYA Swantana  PENDING

§Partner with FPAI for training, commodities and serv ices   

DIFFER Intervent ion Year

Year 1 - 2013-2014 Year 2 - 2014-2015 Year 3

Month & DIFFER Month No.

III. Family Planning & Emergency Contraceptive Pill (ECP) §

IV. Linkage & Referral System

V. Addressing Sexual & Gender Based Violence (SGBV)

 Intervention Components & Activities 
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MOMBASA, KENYA 

1. Introduction and Background 

The intervention in Kenya will be implemented in the city of Mombasa. According to the 

Kenya Population Census, Mombasa County in 2009 had a population of 939,370 (486,924 

males and 452,446 females). It has four constituencies: Changamwe, Kisauni, Likoni and 

Mvita. An enumeration conducted in 2010, estimated the female sex worker (FSW) 

population in Mombasa to be around 18,000, but with seasonal variations due to tourism 

(APHIA II/ICRH Enumeration report, March 2010). Another mapping exercise conducted by 

the University of Manitoba (UoM) during 2012 estimated that there were 9,289 FSW in the 

County. The distribution of the FSW is shown in the figure below. The notably wide variation 

compared to the 2010 report may be due to methodological differences.  

Distribution of FSWs by administrative units in Mombasa city 

 
Kenya MARPS size estimate report, MoH 2013 

Interventions targeting FSW have been ongoing in Mombasa County since many years. 

Peer-mediated STI/HIV prevention interventions among FSW have been conducted since 

2001 and covers the Divisions of Changamwe, Kisauni, Island/Mvita and Likoni. The 

outreach programme comprises Moonlights (night mobile clinics) and daylight peer education 

sessions, in group or one-on-one. Basic peer outreach activities are: HIV testing & 

counselling (HTC), distribution/demonstration of condoms and lubricants, STI testing and 

treatment, and community mobilisation. The peer educators provide information on SRH 

services (e.g. HIV/STI, SGBV, FP etc), and also distribute IEC materials, condoms and 

lubricant to hot spots, through one-on-one, at group PE sessions and at Moonlight clinics. 

PEs also refer clients for SRH services to the Drop-in centres (DICs) and primary health care 

(PHC) facilities. Community sensitisation at the Moonlight clinics is done by PEs and by 

youth through drama, poems and songs. Clinical services at the Moonlight clinics include 

provision of cervical cancer screening and STI testing and treatment (by clinical officer), and 

HTC services by trained HTC counsellors.  

Since 2001, several DICs providing services to FSW have been established in Mombasa 

County. In total there are 3 DICs, 1 in Kisauni, 1 in Island/Mvita, and 1 in Likoni. There is no 
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DIC in Changamwe, so the Changamwe Division FSWS use Chaani Health Centre as a 

meeting place. The DICs are staffed by FSW trained as HIV Testing and Counselling (HTC) 

counsellors to provide friendly services to their peers. A clinical officer visits the DIC once a 

week and provides STI screening and treatment and cervical cancer screening services. The 

DICs are equipped to provide access to information on HIV/AIDS, STIs, family planning (FP), 

condoms and counselling, and to facilitate referrals to health facilities for other services. 

The main focus of the DIFFER targeted interventions will be on the Likoni (with 1,223 FSW) 

and  Changamwe (2,257 FSW) divisions, where the project will strengthen and expand the 

targeted services provided by peer outreach and by the Likoni DIC. In the two other divisions, 

namely Island/Mvita (2192 FSWs) and Kisauni (3,617 FSWs), targeted interventions are 

being implemented as part of the Learning Site (LS), a project implemented by ICRH-Kenya 

offering targeted interventions to most-at-risk populations (MARPs), initiated in May 2013 

and expected to end in May 2016. 

Linkages with public health facilities and strengthening of the SRH services at these public 

health facilities will be done at four of the 40 public health facilities in Mombasa County, 

which are also the health facilities that were assessed during the situational analysis. These 

are two health centres, Chaani Health Centre (in Changamwe Division) and Kisauni Health 

Centre (in Kisauni Division), and two district hospitals, Tudor District Hospital (in Island/Mvita 

Division) and Likoni District Hospital (in Likoni Division). 

2. Targeted Interventions  

Island/Mvita and Kisauni ï by LS project TI 

Targeted interventions (TIs) in Island/Mvita and Kisauni are being implemented in the context 

of the Learning Site Project, funded by the Bill and Melinda Gates Foundation. This 

intervention utilises a ócombination prevention approachô and comprises of behavioural, 

structural and biomedical interventions.  

Behavioural interventions include peer outreach by a total of 80 peer educators, micro-

planning through hotspot assessments and the development of outreach plans, outreach 

targeted at individual sex workers with interpersonal communication (IPC) on sexuality, HIV, 

STI, contraception and other sexual reproductive health rights (SRHR) issues, and 

distribution of condoms (both male and female) and lubricants at hotspots/venues and during 

outreach free of charge.  

Structural interventions include community mobilisation through monthly mobilisation of SW 

by members of community-based organisations (CBO) to participate in outreaches, utilise 

SRH services, participate in special events and conduct community education; capacity 

building of CBOs; and safe spaces at DIC.  

Biomedical interventions include the delivery of clinical services by a clinician on a fulltime 

basis at the Island/Mvita and Kisauni DIC. Services will continue to be provided as per the 

current program with the enhancement of FP services through the provision of long term 

methods, provision of pre-ART HIV care and PEP, post rape care and post abortion care.  
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Changamwe and Likoni ï by DIFFER project TI 

Targeted interventions to FSW will be implemented to approximately 2257 FSWs in 

Changamwe and 1223 FSWs in Likoni. Services in Likoni will be conducted at the Likoni DIC 

while FSWs in Changamwe will be mobilized and linked to care at the public health facility(s) 

particularly the 4 facilities where providers shall have been trained on FSW friendly services. 

The Likoni DIC primarily serves FSW from the Likoni area. It is predicted that the centre will 

be accessed by all the 1,223 FSWs shown in the enumeration map, plus any other whom 

might drop in for services from outside the Likoni constituency. The centre is situated about 2 

kms from the Likoni District Hospital. TI under the DIFFER project will comprise the key 

DIFFER implementation components defined below.  

2.1.  Site Validation Mapping of hotspots & SW Enumeration 

While the previous mapping exercises remain significant elements that informed 

implementation, site scrutiny for Kenya considered to implement a mapping & enumeration of 

FSW activity in terms of validating the current locations of hotspots to inform further 

intervention planning.  

The current pre-intervention situation in Kenya essentially points to the importance of 

mapping in form of site validation.  

1. The political environment in Kenya during the presidential election in March 2013 vastly 

affected residence and some people have relocated to other areas. It is to be expected 

that the populace of some sex worker hot-spots have been equally affected. Site 

validation is essential to inform  intervention planning, especially for sex workers. It is 

imperative that we confirm sex worker numbers in hot-spots to inform accurate 

apportionment and distribution of peer educator mobilisers/community field workers in 

reaching out and linking sex workers to access health services.  

2. The newly legalized alcohol law (Alcoholic Drink Control Act 2010) implemented since 

2012 has continued to cause variations in the traditional timings when bars and other hot-

spots were known to crowd. Bars now open only from 5 pm and majority will close at  

11PM, and others will remain open throughout the night, depending on the type of license 

they are holding. Updated information on such alterations need to be generated as 

important starting point for micro-level planning of the DIFFER intervention, including 

determining the ratio of peer educators to sex worker population and services required for 

FSW intervention. 

3. We have observed variations in the hot-spot presence in the intervention site and 

therefore a validation exercise seems mandatory. One popular nightclub in the Kenyan 

site (Magongo Night) was demolished in Dec 2013. A validation exercise would establish 

the where-about of the FSW clientele that used to patronize this site. 

4. Validation will also identify new hot-spots which have emerged and the estimated number 

of sex workers and clients who patronize them. This information will also shape 

intervention planning. 

5. Validation will generate information on availability and accessibility of male and female 

condoms, dispensers and information materials (BCC/IEC) in the venues. 

A joint mapping and enumeration exercise will also greatly enhance participation and build a 

trust relationship between the project and the community.  
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Participatory site validation mapping of sex work hotspots and estimation of FSWs volumes 

will be conducted in Kenya to update the existing mapping data collected in 2012. Sixteen 

FSW validators will be trained for two days on validation skills, data collection and utility of 

the data collection materials. The team will review the activities and results of the 2012 

mapping including the number of hotspots identified and sex worker numbers. The 16-

members team will be divided as per the various locations/zones in Changamwe and Likoni 

area.The mapping methodology vests on the knowledge that most sex workers meet clients 

at hotspots  - bars, guest houses, beaches, clubs, or homes (home based SWs).  The 

validation exercise will be done in three major steps:  

(1) the validators individually observe and/or approach a few KIIs such as bar managers, 

pimps, SWs with big networks, to establish if the hotspots in the map still exist, and whether 

there are new spots. Data will be logged using the designed enumeration log of hotspots. 

These will be fed back into the existing list of the 2012 mapping.  

(2) The next step will be to visit the hotspots and talk to SWs, and spot managers about the 

estimate number of sex workers that visit that spot during peak and normal days and timings. 

Data will be logged using the designed enumeration log of hotspots. The mapping activity will 

be supervised by a peer educator supervisor per area and overseen by the study coordinator 

(a non-community member).  

(3) At step 3, data logs will be collated to estimate number of SWs and hotspots in the study 

area.  At the same time, they will continue to collect data on new spots to update the master 

list.  

Validation results will be used for micro-planning of the intervention.  

 

2.2. Community Mobilisation and Peer Outreach 

Community mobilisation is a key component of the DIFFER intervention, as it focuses on 

using effective community engagement strategies to ensure acceptance and uptake of the 

services provided by DIFFER. A key strategy is the identification and recruitment of FSW 

who are trained as peer educators to promote safer sex and health care seeking behaviour 

among their FSW networks and peers. Peer education (PE) will involve not only sexual and 

reproductive health education but also a ó human rightsô component focused on capacity 

building of sex workers to advocate for their órights to healthô. ICRH Kenya will take 

advantage of its prior experience with working with FSW communities, to ensure proper 

involvement of FSW communities in the planning and implementation of this component of 

the project. FSW peer mobilisers will have their transportation and communication costs 

reimbursed to serve as an incentive for participation. They will also be given PE monitoring 

booklets, developed by the Kenyan Ministry of Health to facilitate monitoring of their Peer 

education activities. 

Key activities include: 

¶ Identify and recruit FSWs to be trained as peer educators: 34 FSW mobilisers and 6 

FSW supervisors. The FSW mobilisers to be trained will include mobilisers selected 

from the 100 mobilisers currently already operating in the Likoni-Changamwe area 

and newly identified mobilisers. Training will be based on the guidelines and 

curriculum for training FSW peer educators developed by the National AIDS Council 

(NASCOP), they will also be trained on different frameworks on óhealth and human 
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rightsô to build their capacity for advocacy. FSWs recruited will be expected to have 

large FSW networks and knowledge of different hotspots and sex workers, working in 

different sectors. Mobilisers will be recruited from the various cadres of sex worker 

typology to widen chances of reaching out to diverse categories of sex workers ï 

venue (bar/club) based, street/truck based, brothel/home based, and beach based 

clusters). 

¶ Meetings with key stakeholders in the community to gain support  for the project 

¶ Provide information, education and behaviour change communication on all topics of 

SRH (prevention of STI/HIV and unwanted pregnancies, male and female condom 

use, cervical cancer screening and care, HIV testing and care, prevention and care 

for SGBV,...)  

¶ Mobilise FSWs to seek and use SRH services at DICs and MoH facilities (see below 

in the section on óDelivery of clinical SRH servicesô) 

¶ Provide information on the rights of FSWs (health, human and legal rights) 

¶ Conduct interpersonal and group health sessions with FSWs on SRH 

¶ Develop and distribute IEC materials     

¶ Referral services (possibly accompanied referrals) to DICs and public health care 

(PHC) facilities (see below in the section on óLinkagesô) 

¶ Promotion and  distribution of free (male and female) condoms and lubricants via 

peer educators (óone on oneô, during outreaches) and at DICs. 

 

2.3. Male and Female Condom and Lubricant Promotion and Distribution 

The focus of the intervention will be on the promotion of not only awareness and knowledge 

on safe sex among FSWs, but also correct and consistent use of male and female condoms 

and lubricants. Hotspots identified during the mapping and validation exercise will be the site 

of condom and lubricant distribution, hence ensuring that FSWs are able to get direct access 

to them. Coordination of distribution of condoms and lubricants will be done by ICRH Kenya 

staff to ensure proper monitoring of access to condoms and lubricants by FSWs. The use of 

FSW peer educators will also be a key strategy in this intervention to ensure widespread 

distribution of condoms and lubricants, and education among the FSW community. 

Key activities include: 

¶ Health education on 'correct condom use' during peer education sessions and 

outreach activities, and at DICs.   

¶ Procurement of male and female condoms and lubricants and distribution to FSWs at 

hotspots and at DICs. 

¶ Monitoring and coordination of the supply and distribution of condoms and lubricants 

 



41 
 

3. Strengthening Access to Clinical SRH Services 

Strengthening access to SRH services is the core theme of the DIFFER intervention. Basic 

clinical SRH services (HTC/STI, FP, GBV counselling and referral services, and cervical 

cancer screening) are already being provided at the PHC facilities for the GPW and at the 

DICs to SWs. In addition, outreach moonlight clinics offering basic HIV/STI services (IEC, 

HTC, STI treatment) are sometimes organised by ICRH-K, depending on available funding, 

at hotspots. The staff for these outreach clinics is provided by the government. The 

situational analysis, however, established gaps that derail access to these services, and 

include unfriendly services providers at PHC facilities, and minimal delivery time at the DIC 

where these services are currently offered only once a week. Strengthening motivations will 

be performed around these gaps.  

3.1. Training of PHC Care Providers and DIC Clinicians 

DIFFER intends to scale up SRH service delivery and access through training of health care 

providers at the designated PHC facilities and the DIC clinician on optimal delivery of SRH 

services respectively to GPW and SWs. Health care providers of SRH services at the 4 

selected PHC facilities that were studied during the situational analysis will be trained on 

MARPs friendly services to attract more FSWs to access services at the PHC facilities as a 

benchmark for sustainability of SRH provision to FSWs beyond the DIFFER project and also 

enhance uptake of existing services by FSWs and GPW. The four facilities are: Chaani 

Health Centre (in Changame Division), Kisauni Health Center (in Kisauni Division), Tudor 

District Hospital (in Island/Mvita Division), and Likoni District Hospital (In Likoni Division). 

A 5-day training of SRH providers will be held with 20 service providers (16 nurses, 4  in-

charges) from the 4 Public Health Facilities, and one clinician for the DIC in Likoni. The 

training will focus on integrated service delivery (using NASCOP training manual on 

integrated service delivery to key populations plus strategies on improving delivery of the 

DIFFER core intervention components for both FSWs and GWP). The Training session/ 

curriculum will include sub-topics on STI syndromic management, FP and ECP provision, 

cervical cancer screening through VIA (Visual inspection with ascetic acid) and SGBV 

screening and management, adapted to the needs of FSW. The trainings will be vital for 

creating awareness of the DIFFER SRH components and strategies, improving the attitudes 

of health service providers towards FSWs and building their capacity to provide required 

SRH services using effective dialogue and health communication strategies. Training will be 

followed by intensive on-site follow-up and additional booster training. 

As already indicated, specific gaps identified through the situational analysis are also 

targeted within the training component, e.g. confidentiality and communication strategies, 

GBV counselling and service provision, record keeping and risk counselling, referral 

tracking/follow-up, and stigma and discrimination of SWs by PHC providers. The provider 

training will also embrace the strategy of integrated service delivery so that women can 

access services faster and in a more consolidated environment other than referrals to 

separate departments that only prolong time taken to access services. Minimal training for 

providers to collect service delivery data will be performed by DIFFER and considered part of 

the health systems strengthening effort to which DIFFER should contribute (for example, 

data on STI syndromes identified and treated, or on successful referrals made). The óPHC 

strengthening interventionô will therefore focus on sensitizing health workers to be 
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increasingly cognizant on health needs of women and also in developing communication and 

support strategies that will address these needs to include key populations. 

The DIFFER project is also focused on improving SRH service provision at existing public 

health facilities. This is to ensure sustainability of SRH provision to FSWs beyond the 

DIFFER project and promote uptake of existing services by FSWs and GPW. This will be 

achieved through capacity building and sensitisation workshops/meetings targeted at 

creating awareness of the DIFFER SRH components and strategies, improving the attitudes 

of health service providers towards FSWs and building their capacity to provide required 

SRH services using effective dialogue and health communication strategies. Specific gaps 

identified through the situational analysis are also targeted within this component, e.g. 

confidentiality and communication strategies, GBV counselling and service provision, record 

keeping and risk counselling, and referral tracking/follow-up. The provider training will also 

embrace the strategy of integrated service delivery so that women can access services faster 

and in a more consolidated environment other than scatter referrals that only prolong time 

taken to access services. This will benefit both FSWs and the GPW Minimal training for 

providers to collect service delivery data that will be performed by DIFFER and considered 

part of the health systems strengthening effort to which DIFFER should contribute (for 

example data on STI syndromes identified and treated, or on successful referrals made). 

3.2. Delivery of Clinical SRH Services 

As previously noted in this document, clinical services are provided at PHC facilities and at 

the DICs and DIFFER will strive to address challenges that reduce access.  

Basic clinical SRH services (HTC/STI, FP, GBV counselling and referral services, and 

cervical cancer screening), are already being provided by a clinician once a week as TIs to 

FSW at the DIC and/or through referrals to PHC facilities for specialised attention. DIFFER 

will expand provision of these services by extending the number of days at the Likoni DIC to 

5-6 a week, and offered during 9 hours a day instead of the current 8 hours. Referrals and 

follow-up will be strengthened through linkage with PHC facilities where providers shall have 

been trained on MARPs friendly services (see further below). In addition, GPW will benefit 

through health talks (at the waiting bay) by trained care providers for increased awareness 

on the key SRHR services and enhancement of informed utility. Moonlight clinics will be 

continued, depending on available funding, and will comprise at least one monthly clinic in 

Likoni and in Changamwe. 

The targeted clinical services are described below, including implementation activities and 

measurement indicators. 

3.2.1. HIV prevention, treatment & care, and support 

Stigma associated with HIV/AIDS prevents FSWs and general population women (GPW) 

from accessing HIV prevention and counselling services, as well as treatment and support 

services available at health facilities. The intervention will be focused at reducing stigma and 

promoting access to HIV prevention, treatment and support by using a three pronged 

strategy: increasing access to/ knowledge of HTC services, increasing uptake of HTC 

services and increasing referrals of HIV+ women for treatment and support. Provision and 

use of HTC services by FSWs will be scaled up at DICs and trough outreach, such as 

moonlight clinics at hotspots. Additional HTC counsellors will be recruited. 
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Key activities include: 

¶ Provision of information and education on HIV /AIDS prevention, care, treatment and 

support  (through peer education and  health education activities).  

¶ Provision of HTC services at the DICs and during outreach activities at hotspots. 

¶ Recruitment of 2 additional HTC counsellors, one to be based at the Likoni DIC and 

one at the Changamwe HC.  

¶ Identification and referral of FSWs to the DICs for HTC. 

¶ Referral of FSWs identified to be living with HIV/AIDS from the DICs to the MoH CCC 

(Comprehensive Care Clinic) for ART and support. 

 

3.2.2. STI Prevention and Care 

Provision of STI prevention and care services to FSWs remains a key issue due to several 

factors including discrimination by health care providers (HCP), long queues, inadequate 

training  of health care providers, and associated costs of drugs and tests for STI diagnosis. 

The DIFFER intervention will enhance access to STI care (syndromic management) among 

FSWs through provision of free STI services at the DICs, and referrals for specialised testing 

and treatment at the PHC facilities especially those where the HCP shall have been trained 

on FSW-friendly services. Also health promotion through health education will be a key 

activity within this intervention, through the use of appropriate and context specific IEC 

materials and during peer outreach programmes (including Moonlight clinics) to improve 

knowledge on STIs prevention and care, and encourage behaviour modification among 

FSWs. 

Key activities include: 

¶ Refresher training of 20 health service providers (nurses and clinical officers) on STI 

syndromic management at the 4 PHC facilities chosen and the DICs: The trainings 

will be done using NASCOP training guides on STI diagnosis and treatment of key 

populations in Kenya (see above in section on training).  

¶ Provision of information and education on STI prevention and care through peer 

education and  health education activities.  

¶ Provision of STI care services (STI case management using a syndromic approach 

and syphilis screening) at the DICs and during outreach activities at hotspots. 

¶ Provision of FSW-friendly STI screening and care services: Attitudes and perceptions 

of health service providers towards FSWs will be addressed during training 

workshops and meetings to encourage the provision of FSW friendly services at 

public health care facilities. 

¶ Conduct health education talks on STIs at the facility.  

¶ Provide information on STIs prevention and services through IEC materials. 
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3.2.3. Family Planning (FP) and Provision of Emergency Contraception Pills 

There is a high unmet need for family planning among FSWs and GPW in Kenya, as well as 

misconceptions about different FP methods. This has led to a high rate of unplanned and 

unwanted pregnancies and unsafe abortions especially among FSWs. While adequate 

correct and consistent condom use meet two overlapping needs -  for contraception and 

STI/HIV prevention ï partner refusal constrains its effectiveness. There are also method-

related challenges among the high risk groups: use of progestogen-only injectable hormonal 

contraceptives may put women at greater risk of HIV acquisition, or of transmission to male 

partners; and methods such as IUCD are not recommended for women at high individual risk 

of STI infection, such as the FSWs.  

This intervention focuses on increasing knowledge on modern family planning methods 

among FSWs, as well as building the capacity of health service providers to provide women 

with adequate information and counselling on appropriate FP methods and offer appropriate 

FP and other friendly services to FSWs. While PEs will be trained to provide basic FP 

counselling to FSWs as part of mobilisation /health talks, this knowledge will be reinforced by 

providers trained in FSW friendly services when the FSWs visit the health facilities directly 

(and self-identify as a FSW) or through referrals. FP counselling to FSW at PHC facility can 

be delivered on one-on-one, or the FSW could benefit through a group session delivered to 

the GPW. Short term FP methods (depo, pills/ECP, condoms) will be provided by a clinician 

at the DIC and during outreach/moonlight clinics, while long term FP methods will be 

provided through referrals to the PHC facilities.  

Key activities include:  

¶ Provision of information and education on FP  through peer education.  

¶ Conduct health education talks on modern contraceptives for FSWs and GPW at 

PHC facilities. 

¶ Refresher training of health service providers on FP and emergency ECP provision 

(see above in section on training). 

¶ Provide information on modern contraceptive methods through IEC materials. 

¶ Provision of FSW friendly FP services (including ECPs) at DICs and PHC facilities. 

¶ Conduct feedback meetings between FSW peer educators and health service 

providers (see below). 

3.2.4. Addressing Sexual and Gender-Based Violence 

 

Evidence has shown that sex workers face violence in many forms ranging from verbal, 

psychological and emotional abuse to economic extortion, physical and sexual violence. This 

is directly linked to lower levels of condom use, higher levels of STIs and adverse pregnancy 

outcomes. Currently, there is only one Gender Based Violence Rape Recovery Clinic 

(GBVRC) in Mombasa County, and the long court cases discourage reporting. Also attitudes 

of key service providers (police officers, legal aids and health service providers) about FSWs 

serve as an obstacle to FSWs accessing health and legal services.  
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The intervention in SGBV will focus on improving the documentation and risk assessment of 

SGBV for women attending SRH services at the PHC facilities, and increasing the uptake of 

SGBV services (health and legal) among FSWs. The trained FSW mobilisers will link SGBV 

victims to medico-legal care at the GBVRC at Coast General Provincial Hospital, and to DIC 

for psycho-social care as may be needed. FSW mobilisers will accompany the victims and 

track the outcome of the referrals to gauge progress in delivery and uptake of SGBV 

services. The DICs will stock ECP and dispense as need arises. Linkage with members of 

the FSW community, who were trained as paralegals by ICRH-Kenya, will be utilized to 

enhance community involvement in addressing the underlying tolerance and harmful 

perceptions of gender roles, that promote SGBV within this context, and to increase reporting 

of SGBV incidences and access to legal and medical care by the victims. 

Key activities include: 

¶ Refresher training for PHC health service providers and DIC Clinician on SGBV 

screening and management (see above in section on training) 

¶ Provision of information and education on SGBV  through peer education and 

outreach services at hot spots.  

¶ Conduct health education talks on SGBV for FSWs and GPW at PHC facilities 

¶ Train peer educators as mobilisers 

¶ Provide information about SGBV services in the community through paralegals and 

IEC materials 

¶ Provide FSW SGBV friendly services (ie SGBV services that are Accessible, 

Acceptable, Equitable, Appropriate and Effective for FSWs). These services will be 

made available at the GBVRC. Health care providers will be trained on counselling, 

immediate post rape care (PEP, HTC, trauma counselling, collection of forensic 

evidence, STI testing and treatment) and made aware of the services at the GBVRC, 

so they can refer SGBV victims there, for further clinical management, follow-up  and 

legal services. Providers will be handling violence cases themselves at times when 

the GBVRC are closed, such as at night and on weekends. 

¶ Hold community engagement meetings with key stakeholders (police officers, county 

administration and law enforcement agents, hot spots' owners/ managers, religious 

leaders, and FSW). 

 

The project will collaborate with local agencies such as FIDA through the GBVRC to support 

training of at least one provider/clinic in strengthening services to address SGBV.   

3.2.5. Prevention of Cervical Cancer, Treatment and Follow-up of Pre-cancer 
Lesions  

Early diagnosis, screening and treatment of cervical cancer remain a key challenge in Kenya 

due to lack of knowledge of cervical cancer, lack of resources and infrastructure to support 

widespread screening services and the stigma and myths attached with cervical cancer and 

pre-cancerous lesions. These challenges affect vulnerable women more, who have limited 

access to treatment and support services. The DIFFER intervention will focus on addressing 

these challenges using a two-pronged strategy focused on health service providers and 
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service users (FSW and GPW). These strategies include activities that focus on improving 

knowledge of cervical cancer screening, and diagnostic skills using cost effective methods 

among health service providers, as well as, health education and promotion activities to 

reduce misconceptions and promote uptake of cervical screening services among  FSWs 

and GPW. 

FSWs will be targeted through mobilisation and health education delivered by trained 

mobilisers at community level, and through referrals to DIC and PHC facilities. FSWs in need 

of this service will be screened at the DIC and/or referred to PHC facility as may be 

appropriate.  

Key activities include: 

¶ Refresher training for PHC  health service providers and the DIC Clinical Officer on 

cervical cancer screening through VIA (Visual inspection with acetic acid) (see above 

in section on training) 

¶ Provision of information and education on cervical cancer  through peer education 

and outreach services at hot spots.  

¶ Conduct health education on cervical cancer and pre-cancerous lesions at PHC 

facility and at the DIC. 

¶ Provide information on cervical cancer through IEC materials   

¶ Cervical cancer screening at the DIC and PHC facilities, and referrals (for treatment) 

to secondary care facilities 

4. Linkages  

A major aspect of the DIFFER project involves creating and strengthening the connections 

between community-based services [targeted to female sex workers] and those offered 

within public facilities, and between different levels of care within the health system where 

more specialised or higher level services are needed. Linkages will be strengthened basically 

through referral and tracking of outcomes through follow-up.  

Key activities include: 

¶ Create a referral directory of facilities (drop in centres or public health facilities that 

offer core SRHR services)  with current reliable information and contacts. 

¶ Linkage of sex workers to clinic and other services using trained sex worker 

mobilisers: FSW mobilisers will refer FSW to services (at DICs, PHC facilities or 

GBVRC) using existing  MoH referral forms. FSW mobilisers may alert the provider by 

phone and request feedback if  the service was sought. If referred to a PHC facility, 

the provider will be advised to file the referral form. Alternatively, the FSW is 

accompanied to the referral point and the mobiliser makes a report if the referred 

services were received. 

¶ Referral systems to link patients from one service to another within PHC care 

facilities, from one level of care to another (PHC to district or tertiary care), and from 

clinic to social services will be strengthened, using the existing referral forms. 
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¶ Training of providers on referral steps, such as completing the referral form, and 

recording  and tracking the referrals (follow-up strategies). 

¶ Periodic review meetings between FSW community (mobilisers), and public health 

care facility staff to enhance communications, better understand needs, harmonize 

health messages at all levels, and dispel myths and rumours. 

5. Intervention Monitoring  

5.1. Community Mobilisation and Peer Outreach 

Forms will be developed for recording and reporting peer outreach activities.  

Key output indicators for the evaluation of the DIFFER intervention are: 

Core: 

¶ Monthly # of first time FSW contacts made by the peer educators (PE) 

¶ Monthly # of repeat FSW contacts made by the PE 

¶ Monthly # of condoms distributed by the PE (disaggregated by male/ female) 

Secondary: 

¶ Monthly # of contacts receiving health education (specifying the educational topic) 

¶ Monthly # of units of lubricant distributed by PE 
 

5.2. Targeted Clinical SRH Services 

Services offered at the DIC and through outreach (moonlight clinics) will be carefully 

recorded in registers and monthly reported to ICRH-Kenya.  

Key output indicators for the evaluation of the DIFFER intervention are: 

Core: 

¶ Monthly # of first FP visits by FSW, disaggregated by FP method 

¶ Monthly # FSW who received emergency contraception 

¶ Monthly # of STI care first visits by FSW, disaggregated by STI syndrome 

¶ Monthly # of T&C events in FSW 

¶ Monthly # of FSW with a positive testing result referred for HIV care 

¶ Monthly # of FSW referred for HIV care of which confirmation was received that they 
enrolled in HIV care 

¶ Monthly # of FSW attended for SGBV 

¶ Monthly # of FSW referred for SGBV and # of which confirmation was received that they 
received the service 

Secondary: 

¶ Monthly # of FSW screened for cervical cancer 

¶ Monthly # of FSW receiving IEC 

¶ Monthly # of follow-up FP visits by FSW 

¶ # of FSW on FP at the end of the month 

¶ Monthly # of FSW who received emergency contraception prior to need because of 
perceived risk of unprotected sex 

¶ Monthly # of FSW testing positive for HIV 

¶ Monthly # of FSW with positive cervical cancer screening result referred for pre-cancer 
treatment 

¶ Monthly # of FSW with positive cervical cancer screening result referred for pre-cancer 
treatment of which confirmation was received that they received appropriate care 
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¶ Monthly # of male condoms distributed 

¶ Monthly # of female condoms distributed 

¶ Monthly # of lubricants distributed 

¶ Monthly # of FSW screened for syphilis 

¶ Monthly # of health education sessions held, disaggregated by topic 

¶ Monthly # of women attending health education sessions  

¶ Monthly # of IEC materials distributed  
 

5.3. Strengthening SRH Services at PHC Facilities 

At the 4 PHC facilities  involved in the intervention, no additional tools for monitoring women 

in the general population will be introduced; data generated by the national health 

information system will be used. These currently include: 

¶ Monthly # of first FP visits, disaggregated by FP method 

¶ Monthly # of STI care first visits 

¶ Monthly # of T&C events, other than in the context of PMTCT 

¶ Monthly # initiating HIV care (pre-ART) 

¶ Monthly # initiating ART 

Depending on feasibility of adapting the existing recording tools, we will determine whether  

the following additional data can be collected: 

¶ Monthly # of follow-up FP visits, disaggregated by FP method 

¶ Monthly # who received emergency contraception 

¶ Monthly # attended for SGBV or referred for SGBV  

¶ Monthly # screened for cervical cancer 

¶ Monthly # of female condoms distributed 

A system will be developed to monitor attendance by FSW at the 4 PHC facilities. As part of 

the FSW-friendly services, a tally sheet will be developed where during history taking and 

risk assessment SRH providers simply tick each time it is established that a client is a FSW. 

These tally sheets will be introduced where FP, emergency contraception, STI care, HTC, 

HIV care, cervical cancer screening and SGBV care is provided. 

Referral forms presented by the SW will be completed and filed  by the provider as part of 

the evidence of the referral visit. These forms will be monitored/reviewed by the DIFFER 

coordinator at least once a month. Any problems in documentation will be discussed with the 

provider during these visits and also shared at monthly meetings. 

Key output indicators for the evaluation of the DIFFER intervention are: 

Core: 

¶ Monthly # of first FP visits by FSW, disaggregated by FP method 

¶ Monthly # FSW who received emergency contraception 

¶ Monthly # of STI care first visits by FSW, disaggregated by STI syndrome 

¶ Monthly # of T&C events in FSW, other than in the context of PMTCT 

¶ Monthly # of FSW initiating HIV care (pre-ART) 

¶ Monthly # of FSW initiating ART 

¶ Monthly # of FSW attended for SGBV or # referred for SGBV  

Secondary: 

¶ # of FSW on pre-ART HIV care at the end of the month 

¶ # of FSW on ART at the end of the month 
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5.4. Linkages/ Referral System 

Monitoring of linkage between peer outreach and clinical services will be integrated in the 

peer outreach monitoring tools. Monitoring of linkage between the DIC and the PHC facilities 

will be integrated in the DIC recording and reporting tools. 

Key output indicators for the evaluation of the DIFFER intervention are: 

Core: 

¶ Monthly # of FSW referred by peer educators, disaggregated by type of service they were 
referred for 

¶ Monthly # of FSW referred by PE accessing the referral service successfully (receiving 
needed service) 

¶ Monthly # of FSW referred from the DIC, disaggregated by type of service they were 
referred for 

¶ Monthly # of FSW referred from the DIC accessing the referral service successfully 
(receiving needed service) 

6. Intervention Budget  

PERSONNEL 
 
Senior (ú23,757) 
 
Nzioki Kingola  (40% effort for 18 months):  Mr. Kingola will supervise the running of the 
intervention at the Kenya Site as well as the coordination of the other interventions at the 
other sites. He will take lead in the Policy Advisory Board and interact with the key 
stakeholders at the local and national level. He will participate in the day to day activities 
assisting the Junior Researcher in reporting and also participate in the monitoring and 
evaluation. Some of his time will be spent on travel to other sites and making reports on the 
same. 
 
Junior (ú30,597) 
 
Wilkister Ombidi (100% effort for 18 months):  As the project coordinator, Wilkister will carry 
out the roles of day to day activities in the field and make reports for the same. She will have 
planning meetings to conduct the intervention with the peer educators, the health workers 
and also participate in the PAB. She will consult with the stakeholders to develop the 
information education materials. She will organise the monthly meetings with the supervisors 
and the peers. She will follow up on the protocol development and the follow up for the 
ethical approval process. She is also the communication liaison for the site.  
 
Other Direct Costs 
 
Mapping & Enumeration - ú 3,983 
Training: 16 FSW validators will be trained for two days on validation skills, data collection 
and utility of the data collection materials. The team will review the activities and results of 
the 2012 mapping including the number of hotspots identified and sex worker numbers. The 
results will be used for intervention planning. Training costs will cover meals, transport and 
training materials; the cost estimated to ú 614. 
 
Data collection: The 16-memer team will be divided as per the various locations. Data will be 
logged using the designed enumeration log of hotspots. Each of the 16 validators will be paid 
a daily stipend of Kshs 2000 for 5 days; the cost of data collection has been estimated at ú 
1364. 
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Micro-planning: This phase follows immediately after site validation. Validation results will be 
used for micro-planning of the intervention. All the 34 outreach workers and 6 supervisors will 
have a two-day planning meeting to re-categorize activities as per the new results for onset 
of intervention activities. The planning meeting has been budgeted at ú 1,364  
Data collection materials/logs will be printed (sufficient for the intervention) ï at estimated 
ú578. 
 
Supplies for Interventions - ú 13,848 
There will be IEC materials developed to be distributed to the community and used for 
continuous medical education at the targeted health facilities. There will be supplies 
purchased for the drop in centre and the health facility for the collection of the data. This will 
include purchase of essential supplies like drugs and some limited equipment to facilitate 
service provision. Minor refurbishment will also be carried out at the rooms assigned for 
examination.  
 
Incentives - ú 6,909 
There will be two counsellors engaged at the two sites and they will be given some stipend. 
One clinical officer will also be engaged on a part time basis for the treatment of the SRH 
cases and shall alternate between  the two sites. Air time will be provided to the health care 
providers, supervisors and the community navigators as a means of linking with the 
community workers for more information sharing. 
 
Miscellaneous ï ú 21,694 
The intervention will utilise 34 peer educator mobilisers and 6 supervisors to reach out to the  
estimated 3,488 sex workers in the two intervention sites as well as sensitisation of  the 
community. For this they will receive a minimal allowance to help in condom distribution, 
distribution of IEC materials, follow up of the referrals and preparation of outreach services 
and the reports. The mobilisers will also have update meetings with health care providers 
from the four targeted health facilities. 
 
Local Transport ï ú 1,535 
The Study Coordinator and supervisor will make field visits for the process monitoring of the 
intervention activities throughout an  18 month-period. 
 
Trainings ï ú 7,838 
 Mobilisers and supervisors  will undergo peer education training for five days. The health 
care providers will also be trained on the DIFFER activities, friendly service provision, 
communication skills with sex workers, intervention procedures, information logging and 
record keeping. There will also be  PAB  meetings on a quarterly basis to evaluate study 
progress. 
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7. Intervention Logical Framework 

Intervention Rationale  Objectives Activities 
Inputs and 
resources 

Verifiable 
indicators 

Means of 
Verification 

Important 
Assumptions 

Community Mobilisation, peer outreach activities and condom promotion 
  

Mapping & 
Enumeration 

Previous enumerations 
have given 
contradictory figures 
and the FSW 
population is subject to 
rapid changes 

To validate the current 
locations of SW hotspots 
and the exact number of 
FSWs 

1. Identification and 
training of FSW in 
mapping techniques 
2. Map local SW 
networks and conduct 
enumeration 
3. Planning meeting to 
adjust intervention 

Training costs 
όϵсмпύ 
Data collection 
Ŏƻǎǘǎ όϵмоспύ 
Meeting costs 
(ϵртуύ 

16 FSW trained 
Mapping & 
enumeration 
successfully 
completed 

Mapping 
report 

 

Community 
mobilisation 
and peer 
outreach 
activities 
among FSWs 

All successful Targeted 
Interventions are based 
around peer outreach. 
Global evidence shows 
this improves 
identification/ follow-
up of STI/HIV control; 
Community members 
ōŜŎƻƳŜ άŀŘǾƻŎŀŎȅ ǘŀǎƪ 
ŦƻǊŎŜέ ŀƎŀƛƴǎǘ ǾƛƻƭŜƴŎŜΤ  
Ownership and 
commitment 
contribute to 
sustainability; 
FSW Peers active in the 
sex industry are the 
only persons who share 
common environment 
and work experiences; 

1. To promote safer sex 
and SRH care seeking 
behaviour among FSWs  
 
2.To build the capacity 
of FSWs to advocate for 
their rights 
 
3. To provide support for 
a community-led 
response to structural 
SRH issues 

1. Identify and 
recruit FSWs   to be 
trained as peer 
educators 
 
2. Meetings 
with key community 
stakeholders 
 
3. Develop and 
reproduce  IEC 
materials 
 
4. Conduct 
peer outreach: 

¶ Provide IEC 
on SRH to FSW peers 

¶ Mobilize 
FSWs to seek and use 
SRH  services at DICs 
and PHC facilities 

¶ Provide 
information on the 

1. Training costs 
(Venue, manuals, 
facilitators, 
transportation, 
meals)  
 
2.Venue, 
communication 
costs, refreshments 
 
3. Costs of designing 
and printing 
materials 
 
4. Incentives for PE 
Reproduction of 
recording and 
reporting tools 

1. 34 FSW 
mobilisers trained; 
6 PE supervisors 
trained 
 
2. #  of meetings 
held; #  of 
community 
members attending 
the meetings 
 
3. # of IEC materials 
developed, #  of IEC 
materials 
distributed 
 
4.  # of monthly PE 
contacts; # of 
health sessions 
held 
 
#  of condoms  
(male, female ) and 

1. Training 
attendance 
registers and 
reports 
 
2. Meeting 
attendance 
registers and 
reports 
 
3. Peer 
outreach 
recording  and 
reporting 
forms; 
receipts for 
expenses 
 

That FSWs will 
be willing to 
attend these 
trainings and 
work as peer 
counsellors, 
mobilisers or 
supervisors 
through the 
intervention 
period. That FSW 
peer educators 
will have a large 
network of 
FSWs, they will 
be able to reach 
with these 
interventions. 
That health 
education will 
improve 
knowledge and 
encourage 
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Intervention Rationale  Objectives Activities 
Inputs and 
resources 

Verifiable 
indicators 

Means of 
Verification 

Important 
Assumptions 

rights of FSWs  

¶ Conduct 
inter-personal and 
group health sessions 
with FSWs  

units of lubricant 
distributed - by 
Peer educators 

behaviour 
modification 

Male and female condom and lubricant promotion and distribution 
  

Male & female 
condoms/ 
lubricant 
promotion and 
distribution 

Access to condoms is 
central to HIV/STI 
prevention, and 
contraception for sex 
workers. Condom 
programming/supply is 
often weak, 
uncoordinated; 
lubricant often lacking 
for sex worker.  
Condom promotion to 
be mainstreamed 
alongside the other 
services  for prevention 
of STIs and to reduce 
unwanted pregnancy 

 To increase knowledge 
and promote correct 
and consistent use of 
condoms among FSWs 

1. Education on 
correct condom use 
and free condom and 
lubricant distribution 
during peer outreach 
activities 
 
2. Free condom 
and lubricant 
distribution at SW 
hotspots 
 
3. Education on 
correct condom use 
and free condom and 
lubricant distribution at 
DICs 

Male and female 
condoms; lubricants 

#  of condoms  
(male, female ) and 
units of lubricant 
distributed 

Facility and 
stock registers 
Peer outreach 
recording  and 
reporting 
forms 
DIC registers 

That increased 
provision of 
condoms and 
lubricants, as 
well as improved 
coordination of 
distribution and 
supply of 
condoms and 
lubricants will 
increase 
utilisation rates 
of condoms and 
lubricants 

  
Strengthening Clinical SRH Services 
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Intervention Rationale  Objectives Activities 
Inputs and 
resources 

Verifiable 
indicators 

Means of 
Verification 

Important 
Assumptions 

Strengthening 
Clinical SRH 
Services 

High HIV/STI risk & 
prevalence among 
FSW; poor uptake/ 
access to HIV services; 
regular STI checks 
provide platform for 
enhanced services; high 
unmet need for FP; 
high # of unplanned 
pregnancies; ECP often 
not accessed; FSWs 
subjected to SGBV; 
cervical cancer is 
common among FSW. 
 

To increase the 
knowledge on SRH 
topics among GPW 
 
To increase, among 
FSW, access and uptake 
of HTC, HIV care, STI 
care, prevention of 
unplanned pregnancies, 
SGBV services and 
cervical cancer screening 
and treatment 

1. Training of 
SRH providers of 4 PHC 
facilities and 1 DIC in 
MARP-friendly services 
 

2. Health talks 
on key SRHR issues at 4 
PHC facilities and DICs 
 

3. Expand the 
provision of SRH 
services at the Likoni 
DIC: 

¶ extend to 5-6 
days a week, and 9 
hours a day 

¶ Recruit extra 
HTC counsellors 

¶ Provide HTC, 
STI care, FP, ECP, SGBV 
and VIA 
 

4. Organise 
outreach moonlight 
clinics, offering HTC 
and IEC 
 

5. Post-training 
follow-up, on-site 
booster training , 
supervision and quality 
control 

1. Training costs (5-
days training) 
 
2. Transport costs; 
IEC materials; 
ŜŘǳŎŀǘƻǊǎΩ ǎŀƭŀǊȅ 
 
3. Additional salary 
costs, DIC operating 
costs, medical drugs 
and supplies, 
refurbishment costs 
 
4. Transport costs, 
incentives, supplies 
 
5. Transport costs, 
incentives, forms 

1. 16 nurses , 4 in-
charges  and 1 CO 
trained 
 
2. # of talks held; # of 
audience 
 
3. # of SRH care visits 
by FSW at DIC; # # of 
total SRH care visits 
at the 4 PHC 
facilities; # of SRH 
care visits by FSW at 
the 4 PHC facilities 
 
4. # of moonlight 
clinics; # SRH care 
services provided 
during clinics 
 
5. # of visits to DIC/ 
PHC facilities; # of 
providers receiving 
post-training follow 
up; outcome of 
quality assessments 

1. Training 
attendance 
registers 
and reports 
 
2. Health 
talk reports 
 
3. Clinic 
records 
 
4. Moonlight 
clinic 
reports 
 
5. Visit 
reports; 
Quality 
assessment 
reports 
 
 

That increased 
knowledge, 
combined with 
more FSW-
friendly services, 
will change care 
seeking 
behaviour and 
increase SRH 
care use 
 
That fear for 
stigmatisation 
does not impede 
HTC and care 
seeking for 
PLWHA 

Strengthen Linkages/referral system for SRHR services 
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Intervention Rationale  Objectives Activities 
Inputs and 
resources 

Verifiable 
indicators 

Means of 
Verification 

Important 
Assumptions 

strengthen 
Linkages/referr
al system 

Existing referrals at 
most levels of most 
health systems are 
unsystematic and 
without assistance or 
follow-up resulting in 
failure to access a 
needed service. 
Problem more acute 
for at risk populations 
(FSW, HIV+); 
Communication 
between community-
based and facility 
programs is poor. 
Condom programming 
is uneven. 

To improve the referral 
system for SRHR services  
in a systematic way for 
FSW and GPW  

1.Create a referral 
directory of facilities 
(DICs and PHC facilities) 
 
2. Put in place an 
effective referral 
system for FSW from 
the community to the 
health services, and 
adapt the existing 
referral tools 
 
3. Strengthen referral 
systems within and 
between DICs, PHC 
facilities and GBVRC, 
using the existing 
referral forms 
 
4. Quarterly update  
meetings between FSW 
community 
(mobilisers), and public 
health care facility 
 
5. Periodic  Project 
review meetings with 
stakeholders: clinical 
officers, FSW peer 
educators, police 
officers and other 
stakeholders 
 
6. Hold community 
meetings on SGBV 

1. Office supplies 
 
2. Reproduction of 
forms 
 
3. Reproduction of 
forms 
 
4. Meeting venue; 
reimbursement of 
transport costs; 
refreshments 
 
5. Meeting venue; 
reimbursement of 
transport costs; 
refreshments 
 
6. Meeting venue; 
reimbursement of 
transport costs; 
refreshments 

1. Directory created 
 
2. # of FSW referred 
from the community 
for SRHR services; # 
of FSW who received 
the services  
 
3.#  of FSW and GPW 
referred within and 
between facilities; # 
who received the 
services 
 
4. # of meetings held; 
#  of people 
attending the 
meeting 
 
5. # of meetings held; 
#  of people 
attending the 
meeting 
 
6. # of community 
meetings held; #  of 
community 
stakeholders that 
attend the meetings 

1. Directory 
 
2. Peer 
outreach 
recording 
and 
reporting 
tools; clinic 
records 
 
3. Clinic 
records 
 
4.Meeting 
reports 
 
5.Meeting 
reports 
 
6.Meeting 
reports 
 
 

That improved 
referral 
mechanisms will 
improve SRHR 
service delivery 
for women, 
especially for 
FSWs 
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8. Intervention Timeline 

Years 2014 2015 2016 

 

Months 

J F M A M J J A S O N D J F M A M J J A S O N D J F M A M J J A S 

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 32 33 

Activities                                  

Site Validation Mapping of hotspots & SW Enumeration 

Recruitment and training 

of FSW in mapping 

techniques 

                                 

Mapping & enumeration                                  

Community mobilisation and peer outreach 

Recruitment and training 

of 34 FSW PE mobilisers 

and 6 PE supervisors 

                                 

Targeted community 

interventions (individual 

and group outreaches at 

hotspots etcï FSW 

mobilization and linkage to 

services, condom distributions, 
weekly meetings, health 

education, IEC material 

distribution etc 

                                 

Periodic Meetings with  

 Community 

stakeholders e.g. at 

Chiefôs barasa 

                                 

Material creation:  
Development 

of/assembling training 

tools, guidelines, and 

IEC materials 

                                 

Intervention protocol 

completion and ethical 

submissions/approvals 

                                 

Strengthening access to Clinical SRH services 

Training of SRH care 

providers 

                                 

Health talks and SRH 

services at PHC facilities  

                                 

Expanded services                                  
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Years 2014 2015 2016 

 

Months 

J F M A M J J A S O N D J F M A M J J A S O N D J F M A M J J A S 

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 32 33 

Activities                                  

offered at DIC  

Monitoring of SRH 

services  

                                 

Linkages  

Creation of referral 

directory  

                                 

Community and facility 

referral systems in place 

(ready and in use)  

                                 

Periodic  project review 

meetings with HC 

providers, project staff 

and FSW mobilizers 

(monthly the first 6 

months, then  2-monthly 

intervals)  

                                 

 SGBV community 

meetings with chiefs, 

village elders, GBVRC 

paralegals, FSW 

representatives 
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TETE, MOZAMBIQUE 

1. Introduction and Background 

The DIFFER intervention will be implemented in the area covering the adjoining cities of Tete 

and Moatize, as it is described in the generic intervention plan. The area has a total 

population of roughly 250,000 people. A mapping and enumeration conducted by ICRH in 

2008 counted approximately 4000 women who were recruiting clients in bars and on the 

streets on a Friday night at the end of the month. This number is very high and it is a 

possibility that some woman  considered to be FSW were not selling sex.   

A 2006 survey invited FSW operating in the area to present to a clinic and recruited 350 

FSW of which half where of Zimbabwean origin. The baseline cross-sectional DIFFER 

survey that is still ongoing has recruited so far 169 FSW to date, of which 72% is of 

Zimbabwean origin. However, the non-response rate among Mozambican FSW is very high 

and it is believed that the actual proportion of FSW who are of foreign origin may be much 

lower. Nevertheless, the FSW population in Tete-Moatize is characterised by a strong 

presence of women of Zimbabwean origin. 

Health services in Tete-Moatize are mostly provided by the government. First-line health 

services are provided in primary health care centres. Some second-line services are 

provided in larger health centres, but primarily at the provincial hospital. For tertiary services, 

patients are referred outside the province to one of the countryôs 3 central hospitals (Maputo, 

Beira or Nampula). For the DIFFER intervention, 4 of the 8 health centres were selected to 

be included in the project. These are the Carbomoc Health centre in Moatize, and the health 

centres Number 2, 3 and 4 in Tete City. Other health centres were excluded because they 

either were too small or did not have an adequate number of FSW residing in their catchment 

area. The provincial hospital will deliver those services that can only be provided at that level. 

An intervention targeting FSW and truck drivers has been ongoing in Moatize since 2002. 

This intervention comprises a óNight Clinicô that operates on week days from 4:00 PM to 

10:00 PM. It is operated by ICRH-Mozambique with financial support from the international 

donor community. The government contributes by providing routine drugs and medical 

supplies and making health staff available against over-time payment. The private sector 

(mining industry) participates through a public-private agreement with the construction of new 

premises. The clinic currently offers family planning, HIV testing and counselling, STI care, 

free condoms, IEC and SGBV services.  

2. Targeted Intervention Components 

2.1. Mapping & Enumeration 

ICRH-Mozambique  conducted a FSW mapping and enumeration in the Tete-Moatize area in 

2008 and the information generated from that exercise was sufficient to guide the 

development of the DIFFER intervention. However, the situation in TeteïMoatize is 

continuously changing because of the rapidly developing mining activities. Key informants 

expressed concerns about the validity of the 2008 data and believed that more updated and 

accurate information would better guide the intervention to where it is most needed. In 

addition, participation of the FSW community in projects with FSW currently has  been weak. 

A joint mapping and enumeration exercise would  greatly enhance participation and build a 

trust relationship between the project and the community. Therefore, it was decided to 
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conduct a new full mapping ï enumeration, this time with the full participation of the 

community. 

Participatory mapping of sex work networks will require pre-mapping, mapping and post-

mapping activities, as outlined in Annex X. First, a small group of FSW (6) will be identified 

and trained in mapping techniques. They will be selected both from the already operating 

FSW peer educators and from the FSW that were newly identified during the situational 

analysis. The FSW will then map local sex work networks and conduct an enumeration using 

a capture-recapture methodology. They will be supervised by a peer educator supervisor 

during the mapping activity. 

 

2.2. Peer-led Outreach Services and Community Mobilisation 

The cadre of FSW PE will be expanded from 15 to 30 peer educators. 

New PE will be recruited through peer-to-peer referral from current and former sex workers in 

addition to advertisements on local radio. Selection criteria will be (1) currently working as a 

FSW, (2) having a large network among and to be appreciated by other FSW peers, and (3) 

being motivated to provide peer education for a monthly stipend. PE will be recruited from 

the different FSW sub-populations and comprise both PE from Moatize and the different hot 

spots in Tete City, and equally distributed between Zimbabwean and Mozambican FSW. 

Among Mozambican FSW, PE should be recruited from both full-time professional FSW and 

women who only engage in sex work for  additional income. 

PE will be oriented through a comprehensive training program that will comprise the 

essential information on all SRH components addressed by the DIFFER project, learn 

techniques on how to provide the peer education services, and instructed on how to use the 

monitoring tools. 

PE will be paid a stipend of 1,500 MZN per month working 4 hours per day from 4pm to 

10pm, operating from the Night Clinic as the home base. 

PE  will provide: 

¶ Essential IEC on all key SRH aspects: prevention of STI/HIV (focusing on consistent 
and correct use of  male condoms with all sexual partners, including regular and 
non-commercial partners, and the female condom as an alternative), importance of 
prompt STI care, regular HIV testing & counselling (HTC), HIV care, contraception 
and prevention of unwanted pregnancies (focussing on the use of an effective 
contraceptive method, preferably long-acting, combined with consistent condom 
use), emergency contraception, what to do when confronted with an unwanted 
pregnancy, cervical cancer screening, and prevention and care of SGBV. PE will 
capacitate FSW to identify, understand, acknowledge, and change the behaviours 
and circumstances that put them at increased risk. 

¶ Distribution of free male and female condoms (dependent on  availability) and 
lubricants at truck stops, bars, óbaracasô, and other entertainment venues.  

¶ Information and sensitisation on appropriate use of SRH services, explaining the 
different options that exist to access services, be it in the public sector or at the Night 
Clinic. A system of referral slips will be developed for FSW to use when presenting 
to the health facility. In addition, tracking of FSW who dropped out of certain 
services, such as HIV care, will be done. 

¶ IEC on substance/alcohol abuse and mental health services. 
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PE will  mobilise the community at large to sensitise them about the needs of sex workers to 

reduce stigma and discrimination.  

In addition to the peer outreach, ICRH-Mozambique will facilitate the creation of a local sex 

worker association and build capacity among FSW through workshops and other means. 

This will be done in the context of WP5, with assistance of the Indian DIFFER consortium 

partner Ashodaya. ICRH-Mozambique will network with other FSW projects and associations 

in Mozambique and organise exchange visits. 

Support groups and safe spaces will be encouraged by the project to provide an opportunity 

and platform for sex workers to discuss and share experiences of issues that affect them 

while working as sex workers and to come up with solutions for resolving them. Existing 

spaces will be identified (such as the multiple purpose room of the Moatize Night Clinic) 

where FSW can meet in private. 

2.3. Targeted Clinical Services at Night Clinics  

The package of services at the Night Clinic will be expanded to an enhanced package to 

include: 

¶ IEC on all sexual and reproductive health topics 

¶ Provision of male and female condoms and lubricants. These will be offered free as 
available from government supplies, and sold at social marketing price, as part of the 
social marketing programme implemented by Population Services International (PSI) 
during stock-out/shortages. 

¶ Syphilis screening. 

¶ HIV T&C. 

¶ Free contraception, including long-lasting methods, such as implants, and 
emergency contraception. The IUD will not be provided because it is not suitable for 
high risk women. 

¶ Screening for substance/alcohol abuse and need for mental health services will be 
conducted and those interested in such services will be referred to the Provincial 
Centre for Control and Fight against drugs and the Provincial Directorate of Social 
Welfare, the publicly funded entities that provide substance abuse and mental health 
services respectively. 

¶ Care for incomplete abortions, and advice to women with unwanted pregnancies.  

¶ Currently the program screens for sexual and gender-based violence using 2 core 
questions. If the response to one or both questions is positive, SGBV counselling is 
provided. In the context of DIFFER, the current activities related to counselling will 
be strengthened and ECP will be offered as part of the enhanced package of 
services. 

¶ HIV care. A Memorandum of Understanding between the Belgian NGO Médecins 
sans frontières (MSF) and ICRH-Mozambique has been signed where the Night 
Clinic will initiate HIV care, including antiretroviral therapy (ART), using MSF doctors 
to initiate ART. The agreement has been approved by the provincial health 
department (DPS).  

The current concept of the Night Clinic, being a small clinic offering basic SRH services after 

the regular hours to most-at-risk key populations, will be maintained. The current 

arrangements will be continued: The district health departments will provide the necessary 

staff, and most drugs and medical supplies. The project will provide the necessary equipment 
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and furniture, and bear the operational costs of the clinic, such as maintenance, electricity, 

water and security. The project will also provide backstopping in the event of stock-outs of 

critical supplies. MOUs will be developed with the district health departments that will 

describe the responsibilities of each. Eventually, these could result in a formal PPP 

agreement for the outsourcing of SRH services on the long term. 

In addition to the current Night Clinic in Moatize, a second Night Clinic will be constructed 

within the City of Tete, offering the same services. This will be done in the context of the 

Private-Public Partnership with VALE Foundation. It is expected that the clinic will start 

operating in 2015. ICRH-Mozambique will contribute by  procuring  the necessary medical 

equipment and furniture.  

A plan will be developed for marketing the clinic(s). This plan will define how the clinics will 

be marketed towards the targeted populations. The clinics should have a non-stigmatising 

profile, avoiding their branding as a SW clinic. Populations that will be sensitised to use the 

clinicôs services are in the first place FSW, but also clients of FSW. It will be evaluated if in a 

later phase other MARPs, such as MSM, can be targeted. Women of the general population 

will not be particularly targeted, but women known to engage in occasional sex work will. A 

strategy will be developed how these women can best be reached. 

The aim is that the Night Clinic becomes a Centre of Excellence to serve as a training and 

mentoring site for health care workers working at health centres to provide sex worker 

friendly services. 

An important change in approach is that instead of simply providing services to  FSW who 

visit the clinic for a particular problem, FSW will be invited for routine clinic visits for regular 

HIV and syphilis testing, genital exams and counselling around e condom use and risk 

reduction. This implies the introduction of an individual monitoring system (see section on 

intervention monitoring). 

FSW who have a steady partner will be invited to come to the clinic with their partner for 

couples counselling on condom use, contraception use, male circumcision and HIV T&C and 

care. Partners opting for medical circumcision will be referred to the nearest circumcision 

centre. 

HIV+ FSW will be linked to ART adherence support groups, following the approach 

established by MSF. Regular meetings of these support groups at the Night Clinic will be 

supported. 

Training of the clinic(s) health staff will be conducted to update them on the above described 

changes and ensure that they have the required skills to correctly attend to FSW. This will 

comprise  a combination of short workshop-based trainings and on-the-job training by ICRH-

Mozambique staff. In addition, the clinic will be regularly visited by both the ICRH-

Mozambique staff and the district health department staff to supervise its functioning. A 

supervision guide will be developed for this purpose. During at least one of these visits, a 

quality audit will be performed. 

3. Improve Access to General SRH Services  

The core of this component will be making the SRH services at 4 public health centres more 

FSW-friendly. This will follow the recommendations by the MOH and will include sensitisation 

workshops with health facility managers and key SRH providers on the concerns of FSW and 

a professional attitude without letting personal values intervene. In agreement with the MOH, 
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training on how to conduct a rapid risk assessment and how to adapt SRH guidelines to the 

high risk profile of FSW will be conducted. The training will also address SRH issues such as 

how to detect and deal with women who are victims of SGBV or women who present with an 

unwanted pregnancy. At each of the four health facilities providers who will  serve as a 

contact point for FSW in case of problems will be identified. 

The project will evaluate with the provincial and district departments of health how the quality 

of SRH can be improved, within the limitations of the project and without jeopardising 

sustainability. Support will be given to  further roll-out of newly introduced SRH interventions, 

such as implants cervical cancer screening or the distribution of the female condom. The 

project will evaluate how access to certain services, such as CD4 cell count monitoring and 

care for incomplete abortions, can be improved. The project will conduct joint supervision 

visits with the district and provincial health departments to regularly assess quality and 

progress. We also will assess whether data on the number of FSW attending the services 

can be collected in a confidential manner. A system of backstopping of certain essential 

commodities will  be developed, but without taking on a substitution role. 

The project will evaluate with the provincial and district health departments if FSW can be 

targeted through existing organised outreach activities, such as HTC. The project will 

coordinate with the provincial and district health departments and MSF how ART adherence 

support groups can be further expanded. The support groups will be linked to the Night Clinic 

and the community mobilisation activities. 

4. Linkages/ Referral Systems 

Linkage between the targeted services and the general SRH services will be improved by: 

¶ Identifying 2 focal persons (one principal and one replacement in case the principal 
is absent) at each of the 4 health facilities who will be the point of contact to 
coordinate the FSW-friendly approach at their facilities and discuss problems that 
arise. 

¶ Regular meetings between members of the FSW community, the focal persons  and 
health managers (and, if needed, other SRH providers) of the 4 selected public 
health facilities, the Night Clinic staff and ICRH-Mozambique.  

¶ Referral and counter-referral systems for those services that cannot be provided at 
the Night Clinics. These include FP methods that are not available at the clinics 
(female sterilisation, and in a first phase, possibly also implants), treatment of 
women who tested positive for cervical cancer, gynaecological problems, 
complicated post-abortion care, and ART. Referral systems will be established 
between the Night Clinics, the 4 health centres and the provincial hospital. 

¶ Referral and counter-referral systems between the PE and the health services, be it 
the Night Clinic or the public health facilities. Referral systems will include proper 
referral and counter-referral letters, but might also include the piloting of peer-
accompanied visits to the health centres. 

¶ Tracking of defaulters by PE. A system will be put in place where PE will 
systematically track FSW who did not show for HIV care, and FSW who do not 
appear for their regular check-up visits.  

5. Intervention Monitoring 

5.1. Peer-led Outreach Services and Community Mobilisation 

The current monitoring tools for peer outreach will be adapted and expanded to include: 
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¶ PE Weekly Planning & Activity sheet 

¶ FSW registration form 

¶ FSW register 

¶ Weekly activity report 

¶ Monthly activity summary sheet 
The tools developed by the Indian consortium partner, Ashodaya, will be used as inspiration. 

Key output indicators for the evaluation of the DIFFER intervention are: 

Core: 

¶ Monthly # of first time FSW contacts made by the peer educators (PE) 

¶ Monthly # of repeat FSW contacts made by the PE 

¶ Monthly # of condoms distributed by the PE (disaggregated by male/ female) 

Secondary: 

¶ # of FSW registered by the PE 

¶ Monthly # of contacts receiving health education (specifying the educational topic) 

¶ Monthly # of units of lubricant distributed by PE 
 
5.2. Targeted Clinical Services at Night Clinic and New Clinic 

The current daily registers will be replaced by an electronic FSW individual monitoring 

system, where each FSW will have her own file gathering socio-demographic background 

characteristics and information collected during history taking, clinical examination, diagnosis 

and treatment at each visit. At the end of the month, monthly reports will be generated 

presenting the number of monthly clinic activities. 

Key output indicators for the evaluation of the DIFFER intervention are: 

Core: 

¶ Monthly # of first FP visits by FSW, disaggregated by FP method 

¶ Monthly # FSW who received emergency contraception 

¶ Monthly # of STI care first visits by FSW, disaggregated by STI syndrome 

¶ Monthly # of T&C events in FSW 

¶ Monthly # of FSW attended for SGBV (or) 

¶ Monthly #  initiating HIV care 

¶ #  in HIV care at the end of the month 

¶ Monthly #  initiating ART 

¶ #  on ART at the end of the month 

In the period before the HIV care component becomes operational, the HIV care indicators 

will be: 

¶ Monthly # of FSW with a positive testing result referred for HIV care 

¶ Monthly # of FSW referred for HIV care of which confirmation was received that they 
enrolled in HIV care 

Secondary: 

¶ # of FSW registered at the Night Clinic 

¶ # of FSW registered at the Night Clinic and who visited the clinic in the past 6 months 

¶ Monthly # of FSW screened for cervical cancer 

¶ Monthly # of FSW receiving IEC 

¶ Monthly # of follow-up FP visits by FSW 

¶ # of FSW on FP at the end of the month 

¶ Monthly # of FSW who received emergency contraception prior to need because of 
perceived risk of unprotected sex 
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¶ Monthly # of FSW testing positive for HIV 

¶ Monthly # of FSW with positive cervical cancer screening result referred for pre-cancer 
treatment 

¶ Monthly # of FSW with positive cervical cancer screening result referred for pre-cancer 
treatment of which confirmation was received that they received appropriate care 

¶ Monthly # of FSW counselled on unwanted pregnancy 

¶ Monthly # of male condoms distributed 

¶ Monthly # of female condoms distributed 

¶ Monthly # of lubricants distributed 

¶ Monthly # of FSW screened for syphilis 

¶ Monthly # of FSW-steady partners couples counselled 

¶ Monthly # of FSW screened for substance/alcohol abuse  

¶ Monthly # of FSW treated for incomplete abortions 

¶ Monthly  # of FSW with an unwanted pregnancy counselled  

¶ Monthly # referred for additional SGBV services  

¶ Monthly # referred for additional SGBV services of which confirmation was received that 
they received the services 
 
5.3. Improve Access to General SRH Services  

At the 4 health centres involved in the intervention, no additional tools for monitoring women 

of the general public will be introduced but the data already generated by the national health 

information system will be used. These currently include: 

¶ Monthly # of first FP visits, disaggregated by FP method 

¶ Monthly # of total FP visits, disaggregated by FP method 

¶ Monthly # of STI care first visits, disaggregated by STI syndrome and department 
(maternal and child health department/ out-patient department) 

¶ Monthly # of T&C events, disaggregated by department (prevention of mother-to-child 
transmission/ other) 

¶ Monthly # initiating HIV care (pre-ART) 

¶ # on pre-ART HIV care at the end of the month 

¶ Monthly # initiating ART 

¶ # on ART at the end of the month 

¶ Monthly # screened for cervical cancer 

¶ Monthly # of female condoms distributed 

Depending on what new services will be introduced and the feasibility of adapting the 

existing recording tools, it will be assessed if the following data can be collected: 

¶ Monthly # who received emergency contraception 

¶ Monthly # attended for SGBV or referred for SGBV  

¶ Monthly # attended for post-abortion care  

Depending on the services offered at the provincial hospital, data may be collected at this 

level. This could possibly include: 

¶ Monthly # attended for SGBV (if women victim of SGBV would be referred at this level) 

¶ Monthly # attended for post-abortion care or termination of pregnancy (if TOP would 
started to be offered at this level) 

A system will be developed to monitor attendance by FSW at the 4 public health facilities. As 

part of the FSW-friendly services, a tally sheet will be developed where SRH providers 

simply tick  each time it is established, during history taking and risk assessment, that a client 
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is a FSW. These tally sheets will be introduced there where FP, emergency contraception, 

STI care, HTC, HIV care, cervical cancer screening and SGBV care is provided. 

Key output indicators for the evaluation of the DIFFER intervention are: 

Core: 

¶ Monthly # of first FP visits by FSW, disaggregated by FP method 

¶ Monthly # FSW who received emergency contraception 

¶ Monthly # of STI care first visits by FSW, disaggregated by STI syndrome and 
department (maternal and child health department/ out-patient department) 

¶ Monthly # of T&C events in FSW, disaggregated by department (prevention of mother-to-
child transmission/other) 

¶ Monthly # of FSW initiating HIV care (pre-ART) 

¶ # of FSW on pre-ART HIV care at the end of the month 

¶ Monthly # of FSW initiating ART 

¶ # of FSW on ART at the end of the month 

¶ Monthly # of FSW attended for SGBV or # referred for SGBV  
 

5.4. Linkages/ Referral Systems 

Monitoring of linkage between peer outreach and clinical services will be integrated in the 

peer outreach monitoring tools. Monitoring of linkage between the Night Clinics and the 

public health facilities will be integrated in the Night Clinic monitoring tools. 

Key output indicators for the evaluation of the DIFFER intervention are: 

Core: 

¶ Monthly # of FSW referred by peer educators, disaggregated by type of service they were 
referred for 

¶ Monthly # of FSW referred by PE accessing the referral service successfully (receiving 
needed service) 

¶ Monthly # of FSW referred from the Night Clinic, disaggregated by type of service they 
were referred for 

¶ Monthly # of FSW referred from the Night Clinic accessing the referral service 
successfully (receiving needed service) 

6. Intervention Means and Budget 

The DIFFER intervention will be financed/ supported from a combination of sources. The 

Government of Mozambique will contribute by providing the plot for the construction of the 

Night Clinics, the medical supplies and drugs and the regular salary and benefits of the 

clinical staff. The Vale Foundation of the Brazilian mining multinational Vale will contribute 

with the construction of the Night Clinics, in the context of a public-private partnership. The 

bilateral donor agencies of the United States (USAID) and Flanders (FICA) will finance the 

majority of the activities, in the context of the Tete-MARP Project, a project aiming at 

improving access to sexual and reproductive health for most-at-risk populations, and 

therefore complementary to the DIFFER project. The DIFFER project will finance those 

activities that do not fit within the objectives of the Tete-MARP project.  

The table below summarises the planned budgets from each of the three financial sources. 

Table: DIFFER intervention budget by financing source (in Euro) 

Activity USAID FICA DIFFER Total 

Personnel Costs 



65 
 

Activity USAID FICA DIFFER Total 

Senior technical staff 36.000  70.000 106.000 

Junior technical staff 15.500  20.000 35.500 

Technical assistance  20.000  20.000 

Administrative support staff 9.600   9.600 

Operational Costs 

Mapping & Enumeration 

Training   1.400 1.400 

Incentives   2.200 2.200 

Transport   600 600 

Supplies   500 500 

Meetings   300 300 

Peer Outreach/ Community Mobilisation 

PE incentives 66.600   66.600 

PE training 18.000   18.000 

BCC materials 20.000   20.000 

Sensitisation campaigns 17.000 20.250  37.250 

Socio-cultural events 10.000   10.000 

Skills building workshops 7.500 10.000  17.500 

Support to local sex worker 

association  3.000  3.000 

Sensitisation/ advocacy meetings  3.500  3.500 

Night Clinics 

Clinic staff payment 48.000   48.000 

Utilities 4.800   4.800 

Security 12.000   12.000 

Supplies 2.000   2.000 

Medical equipment and furniture 10.000   10.000 

Computer equipment   1.800 1.800 

FSW-Friendly Public Health Facilities 
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Activity USAID FICA DIFFER Total 

Focal point incentives   3.200 3.200 

Medical supplies and drugs 23.000 2.000 4.500 29.500 

Training 15.000 25.250 15.500 45.750 

Development/ reproduction of 

guidelines 5.000   5.000 

Linkages 

Meetings   500 500 

Referral tools   300 300 

Travel 

Supervision/ quality control visits 1.000 5.500 2.000 8.500 

Liaise with stakeholders in Maputo 1.000 1.000 2.500 4.500 

Exchange visits  12.875  12.875 

 

Personnel costs 

The intervention will be coordinated and technically supported by two 50% FTE staff 

positions at ICRH-Mozambique, one senior and one junior, during the duration of the 

implementation of the intervention, which is 24 months. The main tasks of the senior 

researcher are to coordinate the activities with all stakeholders, including the ministry of 

health and the provincial health directorate, liaise with the consortium project coordinator, 

other consortium partners and the local PAB, take the lead in developing the tools needed for 

the intervention, such as clinical guidelines, training curricula, monitoring tools, referral tools, 

etc, facilitate training workshops and moderate meetings, be in charge of developing 

progress reports and other project documents, and supervise the clinical aspects of the 

intervention. The junior researcher will be in charge of the daily supervision of the 

intervention in the field, liaise with the FSW community, the peer educators, the TI clinics, the 

4 public health centres and the district authorities, participate in joint supervision visits  with 

the district health department, and assist in the preparation and implementation of trainings 

and meetings. In addition, administrative staff of the ICRH-Mozambique Tete office will 

provide logistic and administrative support (20% FTE driver; 20% office administrator; 20% 

cleaner). 

 

Operational costs 

Mapping & Enumeration 

Costs of the FSW mapping and enumeration exercise comprises a training session with the 6 

selected FSW and the supervisor (renting of the space, meals, training supplies, participant 

travel costs and facilitatorôs fee), incentives for the 6 selected FSW/ peer educators and the 

peer educator supervisor during the duration of the data collection, fuel and driver per diems 
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for the local transport, costs for the reproduction of the mapping tools and reports, and a 

meeting after the end of the data collection with key stakeholders to validate the findings. 

 

Peer Outreach/ Community Mobilisation 

The operational costs of the continuous provision of FSW peer outreach are primarily  

guaranteed within  the context of a public-private partnership with USAID and includes the 

financing of PE incentives and supplies. Other costs are for the training of the PE (current 

and new), conducting sensitisation campaigns among and meetings with different key 

stakeholders, organise educative socio-cultural events, hold skills-building workshops with 

FSW, and provide support to a local sex worker association (space, incentives for meetings). 

 

Targeted clinical services 

The operational costs of the targeted clinical services provided at the Night Clinics will be 

primarily  borne by the public-private partnership with USAID. It includes the overtime 

compensation payment of the clinic staff, the clinic utilities (water, electricity, cleaning) and 

security costs (guards).  In addition, medical equipment and clinic furniture will be purchased 

for the second clinic that will be established in Tete-City and data management equipment 

(computers) for the two clinics. Training of the clinic staff and backstopping in the case of 

stock shortages of essential supplies will be done in combination with the training and 

backstopping at the public health facilities. 

 

Improve access to general SRH services 

Costs to strengthen SRH services at the 4 selected public health centres, and to a lesser 

extent at the provincial hospital, comprise of incentives for the focal points, training sessions 

with the SRH care providers (renting premises, training supplies, participant travel costs, 

meals and accommodation, facilitators travel costs and fee), backstopping in essential 

medical supplies and drugs (for example, bridging while awaiting a regular provision by the 

national distribution systems) and the costs of revising, adapting and reproducing guidelines. 

 

Linkages 

The costs of developing linkage systems are minimal and only include the costs of regular 

meetings and the development of referral tools. 

 

Travel 

Travel costs comprise of the costs for the supervision of the Night Clinics and the 4 public 

health centres (fuel, car maintenance and per diems), and for travel from Tete to the capital 

Maputo to liaise with the PAB, the Ministry of health and other stakeholders at national level 

(flight tickets, accommodation and per diem). It also includes the costs for travelling to other 

sites in Mozambique in the context of exchange visits with similar projects and interventions. 
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7. Log Frame 

Expected results and activities Indicators and targets Means of verification Means and cost Risks and assumptions 

ER 1:  FSW receive adequate 
and effective  BCC and IEC on all 
aspects of SRHR by peer 
outreach 

>300 first time FSW contacts 
made/ month during the first 3 
months 
>300 repeat FSW contacts 
made/ month 
> 1000 male condoms 
distributed/ month 

PE monthly activity summary 
sheets 

  

Act 1.1: Recruitment of  
additional PE 

30 PE recruited Progress reports Announcement on radio 
Interviews 

There are sufficient interested 
candidates 

Act 1.2: Training of PE 30 PE trained Training report 3 training sessions of 3 days in a 
rented venue; meals 
Trainer 

 

Act 1.3: Provision of operational 
support and incentives to PE 

30 PE received clothing and 
monetary incentives during the 
course of the intervention  

Project logs 
Progress reports 

Monetary incentives totalling 
ϵмнллκ ƳƻƴǘƘ 
Hats and T-shirts 

None of the recruited PE desists 
during the course of the project 

Act 1.4: Development of 
educational materials for peer 
outreach 

Educational materials developed 
on all SRH topics addressed by 
the project 

Progress reports Adaptation by existing materials 
by IEC expert 
Reproduction of existing and 
adapted materials 

 

ER 2:  FSW are self-organised 
and capable to defend their 
rights 

25 FSW actively participating in 
the developed structures 

   

Act 2.1: Support to the 
establishment of a local sex 
worker association 

A structured representation of 
FSW  is created in Tete province 

Progress reports Regular meetings 
Costs of registration 

There is a sufficient number of 
FSW that is willing to commit 

Act 2.2: Conduct FSW skills 
building workshops 

All members of the FSW 
association have been trained in 
skills building of fellow FSW 

Workshop reports 6 workshops of 2 days  

Act 2.3: Provide safe FSW 
meeting spaces 

2 spaces are identified where 
FSW can safely meet 

Progress reports Rental space in Moatize and Tete 
Cidade 
Regular meetings 
Snacks for participants 

There is space available at low 
cost that is safe  
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Expected results and activities Indicators and targets Means of verification Means and cost Risks and assumptions 

Act 2.4: Organise exchange visits 
with other projects 

At least two exchange visits 
supported during the 
intervention 

Trip reports Travel costs There is a sufficient number of 
FSW that is willing to commit 

ER 3:  FSW receive clinical SRH 
services tailored to their needs 
at a clinic specifically targeting 
MARP 

100%  FSW registered at the 
clinic will have at least 1 visit to 
the clinic once a month 

Clinic monitoring system   

Act 3.1: Revise clinic operating 
procedures and develop MOU 
with district health departments 

MOU signed with District health 
departments 

Progress reports Meetings  

Act 3.2: Construction of second 
clinic in Tete City 

Second clinic is officially 
inaugurated and fully 
operational 

Progress reports Plot made available 
Construction of the 
infrastructure 
Medical equipment and furniture 

The PPP partner Vale Foundation 
and the Tete City Council fulfil 
their commitments 

Act 3.3: Support the daily 
operation of the clinic(s) 

Clinic(s) is fully operational with 
all the needed staff and supplies 

Progress reports 
Stock registers of drugs and 
supplies 

Provision of the necessary staff, 
drugs and medical supplies by 
the district health departments 
Payment of staff overtime and 
utilities by ICRH-Mozambique 

The district health departments 
fulfil their commitments 
No stock-outs in the public 
provision systems  

Act 3.4:  Develop a marketing 
plan for the clinic(s) 

Marketing plan developed and 
implemented 

Progress reports 
Document presenting marketing 
plan 

Meetings  

Act 3.5: Develop an individual 
client monitoring system for FSW 

Individual client monitoring 
system in place 

Progress reports 2 computers and MS-Access 
software 
One day training in use of 
software 

Clinic staff is sufficiently 
computer-literate to use 
software 

Act 3.6: Training and supervision 
of clinic health staff 

30 health care providers trained 
in all services offered at the clinic 
and providing quality services 

Training and supervision reports 3 workshop-based training of 2 
days 
6 on-the-job training sessions 
10 supervision visits by ICRH-M 
5 joint supervision visits with 
district health department staff 
1  quality audit 
Transport and allowances 
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Expected results and activities Indicators and targets Means of verification Means and cost Risks and assumptions 

Act 3.7: Sensitisation campaigns 
for the use of the Night Clinic(s) 

12 sensitisation campaigns 
conducted 

Progress reports Transport 
Educational materials 
Radio announcements 

 

ER 4: Access for FSW to SRH 
services at public health 
facilities is improved  

25 FSW monthly attending the 
public health services for SRH 
services 

   

Act 4.1: Sensitisation workshops 
with SRH providers  

All SRH providers at 4 health 
centres have been sensitised 

Workshop reports 6 workshops of 2 days with each 
30 participants 

 

Act 4.3: Training in SRH care 
tailored to the needs of FSW 

All SRH providers at 4 health 
centres have been trained 

Training reports 6 workshops of 2 days with each 
30 participants 

 

Act 4.4: Supervision and quality 
control of SRH services  

All 4 health centres are monthly 
supervised and had at least one 
quality audit 

Supervision reports 
Quality audit report 

Transport and allowances  

Act 4.5: Support to the roll-out 
of newly introduced SRH services 

All SRH services identified as 
critical in the DIFFER 
intervention are offered at the 4 
health centres 

Progress reports Contribution in the training of 
SRH providers 
Backstopping with critical SRH 
supplies 

 

Act 4.6: Support outreach by the 
public health services to FSW 

At least one outreach visit per 
year by each health centre 

Outreach recording tools Contribution in transport and 
allowances 

 

Act 4.7: Support ART adherence 
support groups among FSW 

30 support groups supported 
15 HIV+ FSW participating in the 
support groups 

Progress reports 
Support group monitoring tools 

Regular meetings  

ER 5: Linkage between 
interventions targeted at FSW 
and the general health services 
is improved 

90%  FSW effectively referred 
from peer outreach to clinical 
services 
90% FSW effectively referred 
from the Nigh Clinics to the 
public health services 

   

Act 5.1: Appointment of focal 
points at key public health 
facilities 

1 principal and 1 additional focal 
point is appointed at 4 public 
health centres 

Progress reports Meetings  
Incentive for focal points 

 

Act 5.2: Hold regular meetings 1 meeting held/ month  Meeting minutes Meetings  
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Expected results and activities Indicators and targets Means of verification Means and cost Risks and assumptions 

between the FSW community 
and SRH providers 

Transport 

Act 5.3: Establish referral and 
counter-referral systems 
between the Night Clinics and 
the public health services 

System and tools developed and 
effectively used 

Progress reports Reproduction of tools  

Act 5.5: Establish referral and 
counter-referral systems 
between the peer educators and 
the health services 

System and tools developed and 
effectively used 

Progress reports Reproduction of tools  

Act 5.6: Tracking of FSW 
defaulting clinical services in the 
community 

Will conduct 1 follow-up visit per 
month for all FSW defaulting 
clinical services 

Peer outreach monitoring tools -  
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8. Detailed Schedule by Month 

 2014 2015 2016 

Activity A M J J A S O N D J F M A M J J A S O N D J F M A M J J A S 

ER 1:  FSW receive adequate and effective  BCC and IEC on all aspects of SRHR by peer outreach 

Recruitment of  
additional PE 

                              

Training of PE                               

Provision of 
operational support 
and incentives to PE 

                              

Development of 
educational materials 
for peer outreach 

                              

ER 2:  FSW are self-organised and capable to defend their rights 

 Support to the 
establishment of a 
local sex worker 
association 

                              

Conduct FSW skills 
building workshops 

                              

Organise exchange 
visits with other 
projects 

                              

ER 3:  FSW receive clinical SRH services tailored to their needs at a clinic specifically targeting MARP 

Revise clinic operating 
procedures and 
develop MOU with 
district health 
departments 

                              

Construction of 
second clinic in Tete 
City 

                              

Support the daily 
operation of the 
clinic(s) 

                              

Develop a marketing 
plan for the clinic(s) 

                              

Develop an individual 
client monitoring 
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 2014 2015 2016 

Activity A M J J A S O N D J F M A M J J A S O N D J F M A M J J A S 

system for FSW 

Training of clinic 
health staff 

                              

Supervision of clinic 
health staff 

                              

Sensitisation 
campaigns for the use 
of the Night Clinic(s) 

                              

ER 4: Access for FSW to SRH services at public health facilities is improved  

Sensitisation 
workshops with SRH 
providers  

                              

Training in SRH care 
tailored to the needs 
of FSW 

                              

Supervision of SRH 
services  

                              

Quality control 
assessments  

                              

 Support to the roll-out 
of newly introduced 
SRH services 

                              

 Support outreach by 
the public health 
services to FSW 

                              

Support ART 
adherence support 
groups among FSW 

                              

ER 5: Linkage between interventions targeted at FSW and the general health services is improved 

 Appointment of focal 
points at key public 
health facilities 

                              

 Hold regular meetings 
between the FSW 
community and SRH 
providers 

                              

 Establish referral and                               



74 
 

 2014 2015 2016 

Activity A M J J A S O N D J F M A M J J A S O N D J F M A M J J A S 

counter-referral 
systems between the 
Night Clinics and the 
public health services 

Establish referral and 
counter-referral 
systems between the 
peer educators and 
the health services 

                              

 Tracking of FSW 
defaulting clinical 
services in the 
community 
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DURBAN, SOUTH AFRICA 

1. Introduction and Background 

In South Africa, the intervention will be implemented in central Durban, a coastal city in 

KwaZulu-Natal (KZN). Beneficiaries are from eThekwini District, one of 11 districts in 

KwaZulu-Natal Province, South Africa. The eThekwini District is a metropolitan municipality 

that includes the city of Durban and surrounding areas. isiZulu (63%) is the predominant 

spoken language, followed by English (27%) and isiXhosa (4%)16. In 2011 Durban had an 

estimated population of 3,442,388 of which approximately 51% are female and 1,6 million 

are between the ages of 20 and 44 years17 . A size estimation conducted by the Sex Worker 

Education and Advocacy Task Force (SWEAT) in 2013 found that 16% of the female sex 

worker population in South Africa are in KZN province, with a minimum estimate of 3000 and 

maximum estimate of 6300 female sex workers in the eThekwini metropolitan of Durban.  

The DIFFER project intervention will be primarily run in collaboration with NGO-run outreach 

programmes that work in the city centre and surrounding areas and an inner city public 

healthcare clinic.  

Three targeted interventions are currently operating in Durban and providing services to the 

female sex worker (FSW) community. 

A Mobile Clinic, run by a local NGO [TB/HIV Care] but funded by an overseas research 

institution, targets FSW but also serves members of the general public if they approach the 

mobile van. It is staffed with professional nurses, lay counsellors and peer educators, all of 

whom offer services on-site (i.e. in the van) rather than through outreach. The NGO running 

this Mobile Clinic also offers sensitisation training for public sector health providers to 

improve their ability to work with key populations such as sex workers. ñThe project has a 

twofold strategy to address sex workersô lack of access to health care. Specialised, client-

centred services targeting sex workers are provided in mobile wellness clinics which provide 

HIV counselling and testing, screening for TB and sexually-transmitted infections18ò, 

Working closely with the Mobile Clinic is another local NGO running [Lifeline] a well-

established outreach programme for sex workers and vulnerable youth. A group of around 23 

trained peer educators (many of whom are ex-sex workers) conduct day- and night-outreach 

in different parts of the inner city, engaging with FSW in brothels, bars, hotels and on the 

street. This NGO also offers non-clinical services for FSW at its offices, primarily through a 

10-week skills training course on life-skills and income-generation skills (e.g. hair-dressing, 

bead-work) that will empower FSW to leave the industry. Long-term counselling and social 

work services to enable FSW to re-unite with their families are also offered.  

Finally, a national sex worker-led community based organisation (CBO) has recently 

established an office in Durban. This is a movement run ófor SW, by SWô, that provides 

paralegal, health and counselling services for SW, human rights training, as well as support 

during court cases and accompanied referral to health facilities. In Durban, it has a nascent 

outreach programme, with three SW outreach workers who visit SW venues in the city to 

mobilize the community and inform them of the services offered by the organisation. In 

partnership with the NGO running the outreach programme, described above, the SW-led 

                                                
16

 Census SA 2011 
17

 Census SA 2011 
18

 http://www.tbhivcare.org/index.php?page=about#vision 

http://www.tbhivcare.org/index.php?page=about#vision
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organisation runs regular óCreative Spaceô Workshops for local SW to encourage them to 

articulate their needs and begin to address them using art and drama therapy formats.  

The intended intervention clinic site is located in the heart of Durbanôs commercial district. 

It is a popular clinic, with a client load of 6000-7000 per month (in a normal 3 month cycle), 

most of whom are African, although Indian and Caucasian women also access the clinic. It 

offers a range of sexual and reproductive health services, including: family planning (mainly 

injectable hormonal methods, contraceptive pills and condoms), pap smears, STI care, HIV 

counselling and testing (HCT), and referrals for pregnancy tests, termination of pregnancy 

(TOP) and sterilisation. IUDs can be inserted but this is done infrequently owing to a 

shortage of nurses trained in fitting and removal of IUDs. On-site CD4 testing is done (clients 

return for results in 2 weeks), with referrals for ART if eligible, and female condoms have 

been supplied at the clinic since 1999. It is also an óadolescent friendlyô site, as determined 

by national standards. Open Monday to Saturday, the clinic is staffed by professional nurses 

and nursing assistants, with a doctor available two afternoons a week for complicated cases. 

The intervention reflects the complex nature and local variability of sex work and has been 

designed with FSWs, healthcare providers and key stakeholders; drawing on knowledge 

gained from the situation and policy analyses conducted in Phase 1 of the project. A context 

specific package of interventions has been designed with the aim of improving SRH and HIV 

services for women within the general population and FSWs. The Intervention package has 

been designed to have the highest likelihood of acceptability and sustainability (able to 

continue after project completion). The DIFFER intervention will have three core 

components: 

1.  Comprehensive and integrated high-quality SRH services within healthcare 

facilities; by implementing facility-based interventions and integrated services. 

2. Inclusive high-quality SRH services for FSWs through enhancing existing and 

implementing new community-based targeted interventions (TIs). 

3. Establishing a linked combination of services for FSW and general population 

women by forming and reinforcing linkages between the sex worker community, 

general population, targeted interventions and health facilities; in order to increase 

accessibility and acceptability for women and FSWs.  

The intervention will be complimentary to the ongoing targeted clinical services described 

above and will not aim at expanding these; the current ógapô is a loss to follow-up or low 

access to services to which FSWs are referred. The health system navigators (HSNs) (see 

below) will be used by the mobile clinic to follow-up referred FSWs. The objective is to 

enhance access to clinical services by improving access to the public services through 

community mobilisation, peer outreach and referral by health navigators, and where possible 

and feasible (without duplicating) expanding clinical services specifically targeting FSW. 

2. Site Validation Mapping of Sex Worker Locations or óHot Spotsô 

Before the implementation of the intervention, project staff will conduct a mapping exercise to 

identify the geographical locations where sex work is negotiated or takes place and gather 

data on operational characteristics of the female sex worker population in our site. This 

information is essential to implement and evaluate the peer outreach activities conducted 

and the packages of improved SRH services delivered at facilities, at TI sites (drop-in centres 

and clinics for FSW), and within the community by FSW peer educators. This activity will be 
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completed in collaboration with our DIFFER project partner sites as well as local 

stakeholders. Participatory mapping of sex work networks will require pre-mapping, mapping 

and post-mapping activities (detailed in the operational table, in annex 1, in orange text). 

 

Table 1: Mapping of FSW hot spots  

Activity  Measure  Outcomes 

1. India, Ashodaya (Partner 2) will assist in the 
refinement of the mapping methodology. In 
November 2013, an intensive capacity building 
session was held for FSW from all partner 
sites.  These FSW peers were trained in 
participatory methods and strongly focused on 
mapping and accessing the sex worker 
population.   

1. Up to 100% of project staff capacitated to 
implement mapping activities. Monitoring -
Training registers and training presentations 
and briefs. 
 

 
Crucial information on 
SRH services and on 
the needs and 
characteristics of our 
target populations 
collected and used to 
inform the 
intervention activities. 
 
Mapping or validation 
of available figures will 
be integrated into 
activities at the start 
of the intervention. 
 
Information gathered 
on the geographical 
locations where sex 
work is negotiated or 
takes place, collect 
available estimates 
of the numbers of FSW 

in these locations, 

assess the need for 

additional mapping 

and enumeration, and 

gather data on 

operational 

characteristics and 

SRH needs of female 

sex worker 

populations in the 

study sites. 

2. Project staff will hold a pre-
planning/preparation meeting with local 
stakeholders who had previously contributed 
partial mapping information.   

2. Pre-mapping meeting with 80% - 100% of 
stakeholders.  Monitoring-Meeting registers, 
agendas, briefs and presentations. 

3. Train the selected FSW peers along with 
other community members who did not 
attend the capacity building session (hosted by 
the Indian based team) in the data collection 
methods used to conduct and validate the 
mapping exercise.   

3. Training sessions for 100% of FSW peers 
and 80% - 100% of FSW community 
members from the project community 
advisory board.  Monitoring-Training 
registers, Pre and post training evaluations 
completed. Briefs and training presentations. 

4. These trained and capacitated community 
members and peer FSWs will then map local 
sex work networks. We will collect mapping 
data on where sex work occurs and sex worker 
networks in order to inform and monitor 
community outreach activities specific to the 
intervention. 

4. Mapping of Sex worker locations 
conducted. Then a Mapping report will be 
drafted from the mapping results.  

5. As part of the post-mapping activities we 
will hold a workshop/FGD with local 
stakeholders, community members and FSW 
peers in order to validate the mapping 
activities conducted by the trained FSW peers 
and other stakeholders in the Durban setting. 

5. Validation and dissemination of mapping 
results with stakeholders and 80%-100% of 
CAB members and FSW peers. Monitoring- 
Meeting registers, minutes and documented 
feedback from data presented. 

6. We will have additional meetings to discuss 

the results with our partners and stakeholders 

after the mapping is completed, to review the 

outcomes of the exercise and strategize the 

best way to use the information for our 

community work, outreach and related 

intervention activities. As well as foster 

ownership and ensure the acceptability and 

sustainability of the intervention. 

6.  Stakeholder and policy level meeting to 
disseminate validated results. Monitoring-. 
Meeting registers, briefs and reports of 
mapping findings distributed. 

3. Public Healthcare Facility Intervention Component: Integrated High-quality 
SRH Services within Healthcare Facilities 

The facility based, intervention activities will seek to provide an integrated package of SRH 

services (at the service level) that meet the needs of all women (general population women 

and female sex workers) in order to impact positively on their health. For women who may 

not identify themselves as sex workers, key SRH services integrated into general service 
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delivery will likely be most beneficial. These activities will be conducted in parallel to the HSN 

facility based activities.  

The intended public healthcare study site for the DIFFER intervention is Commercial City 

Clinic, located in the Durban central business district. 

Below is a conceptual description of the facility intervention activities conducted, at service, 

facility and patient level, in order to foster integrated practices and service delivery. Means of 

monitoring these activities are listed in italics. 

3.1. Enhancing and Strengthening Existing SRH Services and Supporting 
Integration of FP into HIV Services 

¶ Improve the range and quality of SRH information provided to women accessing 

services, in the healthcare facility catchment area and FSW through outreach, 

through the dissemination of relevant IEC materials on safer sex practices and 

services offered at the HCF (with information about Commercial City Clinic and 

client-friendly messages), as well as condom use and help-line support. Use IEC 

materials for health promotion within the SRH facility as well as during outreach 

activities in the community (e.g. posters, pamphlets, or booklets) which are 

applicable to the needs of both GPW and FSWs.; 

¶ Distribute innovative óSRH packsô, which will include: IEC materials/ pamphlets/ 

posters/ information on SRH and HIV services, home pregnancy test-kits, male and 

female condoms, lubricants and menstrual cups and additional commodities based 

on need.  These SRH packs will seek to improve the range and quality of SRH 

information provided to FSW and women (in general) through facility based and 

community outreach and dissemination.; 

¶ Facilitate HCT of all willing FP clients who do not know their HIV status, by offering 

routine testing and counselling. Testing offered every 6 months through referral to 

public sector and NGO testing services. 

3.2. Expanding Available FP Services 

¶ Support and/or facilitate the training of providers in FP counselling and 

available/approved methods within their scope of practice including a focus on myths 

and new FP guidelines and policy. 

¶ Support and/or facilitate the training of providers in order to capacitate them to 

provide appropriate counselling to women who present with an unplanned pregnancy 

and encourage referrals to appropriate services, including public sector TOP referral. 

¶ Support the introduction of additional FP methods into Commercial City Clinic 

(through training and support to ensure uninterrupted FP supply). Engage with DoH 

to secure a consistent supply of the full range of contraceptive choices and, if 

available, new female condoms and new cervical barriers for dual protection (for 

example the implant is planned for roll out and can support this activity).  

¶ Train and encourage providers for counselling and provide ECP (beforehand) for 

women using barrier methods alone, pregnancy counselling --pre-conception. 

¶ Increase uptake of FP through outreach, health education and promotion of family 

planning services and methods. Focus on dual protection methods, improving the 
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method mix and introducing new methods if and/or when they become available (e.g. 

FCôs, diaphragms and contraceptive rings). 

3.3. Community Input, Involvement and Empowerment - Feeding into the 
Development and Successful Implementation of these Activities 

¶ Providers will be encouraged and if willing, will be supported to go out to FSW 

óhotspotsô in partnership with Lifeline and provide information about clinic services to 

FSWs. In collaboration with the Department of Health (DoH) we will seek to 

determine the frequency and level of staff to conduct these visits, in order to establish 

the most feasible model for this activity. 

¶ Maintain and grow partnerships with SW organisations, local organisations delivering 

TIs, DoH (District, Provincial and municipality) and healthcare facilities in order to 

facilitate referral links and accompanied referral between organisations. 

3.4. Improving Referral Linkages within and between Healthcare Facilities and 
Community-based Targeted Interventions  
(see also HSN intervention for more detail). 

¶ Strengthen linkages between TIs and healthcare facilities (e.g. through peer outreach 

workers stationed at health facilities as óhealth system navigatorsô, assisting with 

referral linkages). Improve linkages between Lifeline, Sisonke, TB/HIV care and 

Healthcare facilities through monthly meetings and HCPs giving health promotion 

talks at brothels, creative/safe space meetings and/or Lifeline, TB/HIV care and 

Sisonke offices. (See HSN activity two for monitoring details). 

¶ Support TB/HIV Care mobile clinics to expand the range of services offered; and 

improve referral and linkages to public healthcare facilities (for example, after 

initiation of treatment, FSW peers or Navigators will assist FSWs with their 

subsequent referrals / follow-ups at DoH facilities). Support from MatCH Research 

will be through referral follow-ups of FSWs accessing services at the mobile and 

referred to public healthcare or NGO facilities. As well as the promotion TB/HIV 

careôs STI screening and treatment program among FSWs through HSNs and/or 

FSW peer outreach activities. 

3.5. Capacity Building in SRH Response, Implementation and Sensitisation 

Creating a safe and enabling environment through capacity building in SRH response, 

implementation and sensitisation of key stakeholders, peer outreach workers, FSW 

peers, healthcare providers, police and social workers and community members:  

Supporting and reinforcing all the intervention activities are the comprehensive and on-

going capacity building activities such as: 

a. Large-group training (all stakeholders) on: 

¶ Tools and principles for integrating RH and HIV services [HCT/ART and FP 

integration in particular] 

¶ Strengthening referral systems (including introduction of HSN pilot) 

¶ Counselling on wide range of SRH issues 

¶ M&E and record-keeping 

¶ Dual protection, including EC and FC training 



80 
 

¶ Offering expanded FP method choice (using contraceptive policy guidelines) 

¶ Enhanced capacity to recognise and address SGBV or risk of SGBV. Capacity 

building of health care workers in dealing with violence cases (debriefing) and 

improve links with groups and organisations that can offer assistance (NGO, TIs) to 

FSWs and women in need.  Support and/or facilitate the training of providers in order 

to capacitate them to provide appropriate counselling to women who present with an 

unplanned pregnancy and encourage referrals to appropriate services, including 

public sector TOP referral. 

b. Sensitisation training using DoH guidelines for working with key 

populations and the Desmond Tutu HIV foundation guidelines for Sex 

Workers. 

¶ Train and encourage providers to provide services to women and FSWs in a 

respectful and confidential manner. Ensure that systems are in place for the reporting 

of client/patient concerns or compliments within the facility and that all clients/patients 

have the ability to provide feedback to healthcare facility staff either in person or 

anonymously, through suggestion boxes, or if possible to public relations officers (or 

persons of a similar category) or to managing clinicians.. 

¶ Among collaborating partners19: Our Indian based partners will seek to, through 

training based activities, build the capacity of partners, the FSW community members 

and staff of organisations providing community-based FSW services throughout the 

project, as well as build capacity among collaborating partners in implementing an 

integrated SRH package through sharing of knowledge and experience. 

¶ Among FSW population: The Indian based partners will seek, through training based 

activities, to enhance community empowerment as a means for improved SRH 

services in Targeted Interventions and build SW organisations capacity, community 

members and project staffs capacity to integrate and strengthen SRH interventions 

through their Targeted Interventions among FSW. These are potential outcomes from 

the training based activities. 

Table 2: Public healthcare facility intervention component: Integrated high-quality SRH services within 
healthcare facilities 

Activity  Measure  Outcomes 

1. Enhancing and strengthening existing RH 
services and supporting integration of FP into HIV 
services. 
 
a. Facility and community based outreach to 
inform and educate clients and potential clients  
 
b. Distribute SRH packs 
 
c. Facilitate HCT of all willing FP clients who do not 
know their HIV status, by offering routine testing 
and counselling.  

a. Observation logs and logs of material and 
commodities procured/attained from DoH, distributed 
or displayed during facility based health promotion and 
community outreach activities. 
 
b. Observation logs, logs of material and commodities 
procured/attained from DoH, distributed or displayed. 
Logs should detail the contents of packs, how many are 
distributed and by whom (HCP, FSW peers or 
Navigators). 
 
c. Facility registers, DHIS and Navigator/peer logs 
recording offering of testing. 

Improved sex 
worker health 

Provision of 
comprehensive FP 
services that 
meet the needs of 
patients. 

 

Increased uptake 
of FP among 

                                                
19

 Project partners: Mozambique, Kenya, South Africa and India. 
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2. Expanding available FP services. 
 
Support/facilitate the training of providers: 
 
a. In FP counselling and available/approved 
methods.  
 
b. Peri-pregnancy services to provide appropriate 
counselling to women who present with an 
unplanned pregnancy and encourage referrals to 
appropriate services, including public sector TOP 
referral.  
 
c. Support the introduction of additional FP 
methods into Commercial City Clinic  
 
d. To counsel and provide ECP (beforehand) for 
women using barrier methods alone, pregnancy 
counselling --pre-conception. 
 
e. Increase uptake of FP through outreach, health 
education and promotion of family planning 
services and methods.  

Number of clinical staff (providers) trained (aim 80%-
100%) captured in registers and number of non-clinical 
staff trained, captured in registers. Number of job aids, 
tools and IEC material distributed captured in logs.  
 
a. Monitor Facility registers for changes in referrals or FP 
provision. 
 
b. Monitor Facility registers for changes in referrals or 
peri-pregnancy provision. 
 
c. Monitor using logs of commodities supplied by DoH or 
procured and facility registers for changes in FP 
provision. 
 
d. Monitor facility registers for changes in ECP provision. 
 
e. Monitor Facility registers for changes in referrals or FP 
provision. 

FSWs and women 
in general. 

Enabling 
environment 

Improved service 
provision 

 

Health systems 
and community 
strengthening 

 

Satisfying sex and 
safer sex lives  

 

Reduced 
transmission of 
HIV and STIS  

 

 

Providing best 
practice models 
and setting 
standards for 
provision of: 

 

ωIL± ǘŜǎǘƛƴƎΣ 
counselling and 
treatment, 

ωŦŀƳƛƭȅ ǇƭŀƴƴƛƴƎ κ 
contraception,  

ωǇǊŜǾŜƴǘƛƻƴ ƻŦ 
secondary 
infertility,  

ωǎŀŦŜ 
abortion/post-
abortion services,  

ωŀƴŘ {¢L ŘƛŀƎƴƻǎƛǎ 
and treatment  

That can be 
applied to similar 
settings and 
beyond 

 

3. Community input, involvement and 
empowerment  
 
a. Providers will be encouraged to go out to FSW 
ΨƘƻǘǎǇƻǘǎΩ ŀƴŘ ǇǊƻǾƛŘŜ ƛƴŦƻǊƳŀǘƛƻn about clinic 
services to FSWs.  
 
b. Maintain and grow partnerships with SW 
organisations, local organisations delivering TIs, 
DoH (District, Provincial and municipality) and 
healthcare facilities in order to facilitate referral 
links and accompanied referral between 
organisations.  

a. Monitor using logs from HSN activity: Number of 
community outreach activities (e.g. talks) done, Number 
of community members reached through outreach talks, 
IEC materials distributed outreach talks. 
 
b. Monitor using monthly stakeholder meeting registers, 
minutes and document other shared activities (e.g. 
shared/creative spaces) and outcomes. 

4. Improving referral linkages within and between 
healthcare facilities and community based 
targeted interventions (see also HSN intervention 
for more detail). 
 
a. Strengthen linkages between TIs and healthcare 
facilities (e.g. through peer outreach workers 
ǎǘŀǘƛƻƴŜŘ ŀǘ ƘŜŀƭǘƘ ŦŀŎƛƭƛǘƛŜǎ ŀǎ ΨƘŜŀƭǘƘ ǎȅǎǘŜƳ 
ƴŀǾƛƎŀǘƻǊǎΩΣ ŀǎǎƛǎǘƛƴƎ ǿƛǘƘ ǊŜŦŜǊǊŀƭ ƭƛƴƪŀƎŜǎύΦ ό{ŜŜ 
HSN activity two for monitoring details). 
 
b. Support TB/HIV care mobile clinics to improve 
referral and linkages to public healthcare facilities. 
Through referral follow-ups of FSWs accessing 
services at the mobile and referred to public 
healthcare or NGO facilities.  

Monitor using FSW peer logs, Navigator logs to track the 
number and range of referrals and promotion activities 
conducted. 
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5. Creating a safe and enabling environment 
through capacity building in SRH response, 
implementation and sensitisation of key 
stakeholders, Peer outreach workers, FSW peers, 
Healthcare providers, police and social workers 
and community members.   
 
a. Activities such as, Large-group training (all 
stakeholders) and sensitisation training using DoH 
guidelines for working with key populations and 
the Desmond Tutu HIV foundation guidelines for 
Sex Workers. 
 
b. Ensure that systems are in place for the 
reporting of client/patient concerns or 
compliments within the facility and that all 
clients/patients have the ability to provide 
feedback to healthcare facility staff either in 
person or anonymously, through suggestion boxes, 
or if possible to public relations officers (or persons 
of a similar category) or to managing clinicians.  
 
c. Dissemination of training manuals/resources 
guides. 

a. Number of clinical staff (providers) trained (aim 80%-
100%) captured in registers and number of non-clinical 
staff trained, captured in registers. Number of job aids, 
tools and IEC material distributed captured in logs. 
Monitor Facility registers for changes in referrals or FP 
provision. 
 
b. Monitored using: Suggestion boxes will be placed in 
the facilities and monitored by project staff, who will 
meet regularly with staff to discuss feedback given and 
possible action to be taken (for eg. Re-training).  
Providers will be accountable for actions or treatment of 
patients through internal feedback systems. Activities 
will be noted in brief reports. 
 
c. Monitoring activities for the training sessions on 
outreach will capture: Number of clinical staff 
(providers) trained (aim 80%-100%) captured in registers 
and number of non-clinical staff trained, captured in 
registers. Pre and post evaluation questionnaires will be 
completed at the training sessions. Number of job aids, 
tools and IEC material distributed to and by HCPs, FSW 
peers and Navigators, captured in logs. Monitor Facility 
registers for changes in referrals or service provision. 

 

4. Targeted Interventions  

TIs generally operate within the community with limited budgets and clinical services 

provided have traditionally poor linkages to the larger public health system. At times where 

services exist within the public system, FSW are often driven away by the stigmatising 

attitudes of providers. New models of integrated services are urgently needed - models that 

include elements of targeted interventions and expanded SRH services, which would benefit 

all women.  

MatCH Research has partnered with three local organisations in Durban (Sisonke, TB/HIV 

care and Lifeline) in order to implement our proposed Targeted Intervention (TI). The aim of 

the TI is to reduce HIV transmission and improve SRH with female sex workers in 

collaboration with sex workers themselves, in Durban. This aim will be achieved through 4 

broad objectives: 

1)  Promoting sex worker empowerment, primarily by supporting the establishment of 

a Durban branch of Sisonke, and addressing structural conditions that increase sex 

workersô vulnerability to HIV, especially within brothels20; 

 2) Limiting HIV exposure among sex workers and their clients in the study site, 

primarily through facilitating access to HCT and condoms through community and 

health facility based outreach;  

 3) Reducing HIV transmission efficiency, primarily through facilitating access to 

antiretroviral treatment (ART), STI and TB services, and medical male circumcision 

for (male, transgender) sex workers and male clients in Durban. 

4)  Promoting public sector SRH services with outreach and linkages to existing TIs 

driven by peers; in order to improve coordination and two-way referrals between 

CBO/NGO-run TIs and public SRH services. 

                                                
20

 Activity on-going since 2012. 
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The following activities are planned (operational details provided in the operational table in 

annex 1. Purple rowsï TI and community focused activities): 

4.1. Peer Outreach 

Peers recruited in collaboration with three local organisations in Durban (Sisonke, TB/HIV 

care and Lifeline) will ideally be drawn from the FSW population and will be remunerated for 

their peer related activities (health promotion and outreach). The peer system will ensure that 

support is available during the day and at night as they will be work either day or night shifts, 

depending on their preference and using the shift system. With training and support, peer 

outreach workers will, in collaboration, with Lifeline and Sisonke, as well as a SW Community 

advisory board, engage sex workers, to conduct safer sex skills demonstrations, distribute 

male and female condoms, encourage clinic visits and provide referrals to legal and social 

services (such as drug and alcohol treatment services). Outreach workers will also promote 

STI service uptake, HIV testing and counselling, ART uptake, family planning and pap smear 

services, referring sex workers to existing Department of Health (DoH) facilities in the area 

which is utilised by the general population and the TB/HIV Care mobile clinics that are 

utilised by sex workers. Access to these services will be facilitated by MatCH Research, 

drawing on more than a decade-long collaborative relationship with both the Provincial DoH 

and local health facilities. Commodities (condoms, if possible lubricants etc.) will be supplied 

by DoH and additional items such as pregnancy kits, IEC material, menstrual cups and pelvic 

models will be procured by the project. Condom programming will be gradually expanded 

from individual-based interventions (promotion and distribution of male and female condoms) 

to include critical structural interventions (e.g. exploring the feasibility of ósafe houseô rules 

and condom policies in hotels and brothels, through negotiation with establishment owners, 

managers and other stakeholders).  

As part of messaging and outreach activities and in collaboration with Lifeline, Sisonke, 

community members and FSWs will support the creation and design of a newsletter / 

magazine for sex workers and women at risk for HIV. In order to deliver IEC messaging, 

social services information links to support groups and promote events being run by, with 

and for FSWs by CBOs and NGOs. The newsletter/magazine will be distributed to SWs 

through outreach and peer based activities and contributions from key stakeholders as well 

as FSWs will be encouraged. 

4.2. Community Mobilisation and Empowerment 

This will be encouraged throughout the implementation of the TI, primarily through the joint 

hosting of óCreative Spaceô workshops by Lifeline, TB/HIV and Sisonke. Creative spaces are 

hoped to be semi-structured discussion groups, where the topics are selected by sex 

workers and run by sex workers. These groups will provide a ósafeô and ócreativeô space for 

FSWs to discuss and share their experiences, gain improved access to information and gain 

support from peers. As an outcome, from this activity, participation will most likely strengthen 

direct interventions and help address broader structural problems that exacerbate sex 

workersô vulnerability and risk. At all stages of the TI, decisions about adapting or introducing 

new interventions will be made by seeking the active participation and input of SWs.  

4.3. Support Groups 

In collaboration with Lifeline, MatCH will support HIV support groups based on the Integrated 

Access to Care and Treatment (I-ACT) model and one substance abuse support group.  
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These groups will be facilitated by capacitated SW peers, enhancing their role beyond that of 

a peer. I-ACT provides a platform to counsel and empower newly diagnosed people living 

with HIV (PLHIV) with the skills to manage their condition and has been used experimentally 

with HIV negative people to help them stay negative and will be used to introduce HIV testing 

to SWs.  

4.4. Partnerships: 

For the TI to be effective and sustainable in the long run, it is essential that the strong 

partnerships that have been developed with local government health services are continually 

strengthened. Advocacy with key personnel in the DoH at district and municipal levels will 

aim to build alliances and create collaborative relationships to support sustainability beyond 

the DIFFER project. 

4.5. Capacity Building 

Build capacity, through training, and leadership among community members in order to 

facilitate participation and community ownership. Train CAB members on integration, 

expanded SRH services, FC promotion. Link up navigators with NGOs and FSW peers in 

order to conduct outreach in communities on specific SRH/HIV topics; outreach must raise 

awareness of clinic and NGO services (see HSN activity two for greater detail). 

Among collaborating partners:  Our Indian-based partner, Ashodaya, will seek to, through 

training-based activities, build the capacity of partners, the FSW community members and 

staff of organisations providing community-based FSW services throughout the project. As 

well as build capacity among collaborating partners in implementing an integrated SRH 

package through sharing of knowledge and experience. 

Among FSW population: Ashodaya will seek, through training based activities, to enhance 

community empowerment as a means for improved SRH services in Targeted Interventions 

and build SW organisations capacity, community members and project staffs capacity to 

integrate and strengthen SRH interventions through their Targeted Interventions among 

FSW. These are potential outcomes from the training based activities. 

Table three: Targeted intervention 

Activity  Measure  Outcomes 

1.  Capacity building: 
Build capacity, through training, and leadership 
among community members in order to facilitate 
participation and community ownership. Train CAB 
members on integration, expanded SRH services, 
FC promotion. Link up navigators with NGOs and 
FSW peers in order to conduct outreach in 
communities on specific SRH/HIV topics; outreach 
must raise awareness of clinic and NGO services 
(see HSN activity two for greater detail).  

 
Monitoring activities will collect data on (using 
registers and logs) on: number of CAB, peers and 
FSW peers trained, number of NGOs trained. 

 
 
 
1)  Promoting sex 
worker 
empowerment 
 
 2) Limiting HIV 
exposure among sex 
workers and their 
clients in the study 
site 
  
 3) Reducing HIV 
transmission 
efficiency. 
 
4)  Promoting public 
sector SRH services 

2. Peer outreach:  

Peers recruited in collaboration with three local 
organisations in Durban (Sisonke, TB/HIV care and 
Lifeline) will ideally be drawn from the FSW 
population and will be remunerated for their peer 
related activities (health promotion and outreach).   

Quarterly newsletters distributed at CABs, 
support groups, creative spaces and sex worker 
events (hosted by NGOs). Monitoring activities 
will collect data on (using registers and logs) on: 
number of outreach activities conducted, number 
of people reached through outreach activities, 
number of IEC material, SRH packs and condoms 
distributed at meeting/outreach. 
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3. Community mobilisation and empowerment: 

This will be encouraged throughout the 
implementation of the TI, primarily through the 
Ƨƻƛƴǘ ƘƻǎǘƛƴƎ ƻŦ Ψ/ǊŜŀǘƛǾŜ {ǇŀŎŜΩ ǿƻǊƪǎƘƻǇǎ ǿƛǘƘ 
Lifeline, TB/HIV and Sisonke. Creative spaces are 
hoped to be semi-structured discussion groups, 
where the topics are selected by sex workers and 
run by sex workers. 

 
Number of group meetings held per month (CAB, 
Support, Creative space), number of FSWs 
attending support groups, number of FSWs 
attending creative space groups. 

with outreach and 
linkages to existing 
TIs driven by peers; 
in order to improve 
coordination and 
two-way referrals 
between CBO/NGO-
run TIs and public 
SRH services. 

4. Support groups: 

In collaboration with Lifeline, MatCH Research will 
support HIV support groups based on the 
Integrated Access to Care and Treatment (I-ACT) 
model and one substance abuse support group.  
These groups will be facilitated by capacitated SW 
peers, enhancing their role beyond that of a peer. 

Compiling a manual based on the training 
curriculum used to train the peers,  the topics of 
each of the sessions and a short report from the 
peers on how they felt the groups went after each 
session (primarily a reflective exercise looking at 
perception of group interaction). For the process 
monitoring SW peers will have to complete a set 
of questions at the end of each group in order to 
assess the impact from the perspective of the 
peers and participants. 

5. Health Systems Navigators  

Healthcare systems are usually intricate and often complicated; navigating through such a 

system is a cumbersome and challenging task for most individuals. These challenges 

highlight the need for an intervention aimed at assisting patients and potential patients within 

the healthcare system. Thus the adaptation of the Health Systems Navigation (HSN) model 

to the South African context, where there is high HIV prevalence and poor referral systems, 

is a promising intervention. Navigators can function as an interface between patients and 

health care providers in underserviced communities as well as provide much needed 

information regarding the various services offered at healthcare facilities.  

MatCH has previously piloted an HSN intervention at a large public hospital from May 2011 - 

December 2011. Final evaluation results indicate that numerous patients had benefited from 

the pilot and 5066 patients were assisted by the navigators. Patients were able to access 

multiple services more easily, and there was good rapport between patients and navigators, 

with individual follow-up where patientsô needs had not been met by providers. Due to the 

success of this pilot, we would like to test the feasibility of this intervention in a PHC facility 

and seek to follow up not only internal referrals but external referrals as well. Using this 

model we will most likely be able to strengthen patient referral and linkage systems between 

NGO/CBO provided services and healthcare facilities.  

The HSN intervention we intend to pilot, as part of the DIFFER Project, applies the concept 

of HSNs to the context of SRH and HIV service integration. Its intention is to strengthen 

referral systems and thus minimise situations where patients are ólostô between reproductive 

health and HIV services. A small group of individuals (3-5) will be trained to serve as 

navigators or guides focusing primarily on SRH services within a PHC facility, while also 

serving as monitors of HIV/SRH service integration. The latter aspect of the navigatorsô role 

will be realised through active follow-up of referred patients, to assess whether patients 

actually received comprehensive advice and/or care across the HIV/SRH spectrum. Active 

follow-up will comprise face to face meetings and telephone follow-ups of willing FSWs. 

During these follow-ups, FSWs will be asked if they accessed the services they were referred 

for and any barriers will be noted and addressed during these interactions. Our focus will be 

on SRH and HIV services [specifically, family planning, including emergency contraception, 

STI screening, syndromic treatment and management, HIV testing and counselling, and links 

to HIV prevention, care, support and ART, cervical cancer (screening, treatment, follow-up), 




































