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LVCT ï an indigenous Kenyan NGO 

- country led, country managed, 

country priorities 

1. QAôd HIV testing & counselling  

- Home based HTC; Mobile; 

Workplace; Celebrity; >3M tested 

- HTC as entry for prevention 

2. Linking testing to care/ART /SRH 

- 21,000 HIV infected individuals,  

- Models for effective referrals - TB 

services, alcohol reduction, 

supported disclosure, care  

- E.g. VCT+ model -97% referral uptake 

- Tracking and retention in care/ART ï 

(community based home f/u; family 

centres) 

 

 

 



LVCT  service 
integration 

model 

3. Vulnerable & at risk populations 

- MSM/Prisons - 21,000 tested, 

121 on Rx  

- Disability - 20,000 tested, Award 

winning Deaf VCT sites (women) 

- Youth - one2one youth hotline 

PPP with Safaricom (largest 

telecommunications co. - 30,000 

calls); 1.6M tested; 240 on Rx; 

Sex workers 

- Gender, Women and Girls 

- Gender integration in 

programmes 

- young women (<15yrs) 

- vulnerabilities 

- GBV/Post Rape Care  

 3 

HIV Testing and 
Counselling (HTC) 

 Spot TB 
Screenin

g  

STI & 
Cervical 
Cancer 

Screenin
g 

Effective 
Referrals 

Family 
Planning 
Services, 
lubicants 

Alcohol 
Screenin

g  

GBV 
Informati

on  



LVCT - inputs 

4 
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Systems 
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thening 

TA for 

policy 

reforms 

(GoK) 

Research/

Piloting  

-innovation 

-new service delivery models 
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Evidence-based policy reforms: 

-national strategies, standards 

for processes, personnel, scale 

up with costs, performance 

indicators 

 

 

 

-sustainable human resource 

(training ï community HIV 

services, health providers) 

-QA & supervision 

-M&E, data & reporting 

-CSO coordination frameworks 
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-South to South TA: sub-granting 

& capacity building for 

implementers, special needs gps 

-direct service delivery 

-demand creation & advocacy 
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outcomes outputs 



LVCT: research-policy-practice interface 
(GBV/PRC programme) 
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PRC/PEP: 2011 ï 2014: in-planning- QA 

for PRC & cohort f/u through CBS  

COE 2ï2010: evaluate 

PRC kit effectiveness 

and links to justice 

COE1: 2007 -2008  

Design, test model for 

a chain of evidence  

PRC costing 2006: 

 Obj: To estimate 

costs of scale up of 

services 

PRC1: 2004 - 2006 

Ops research: pre & 

post test design-model 

for integrated PRC 

service & uptake 

2006: -National 

guidelines, national 

training curricular 

-MOH 263 (PRC) 

medico-legal form 

2006 - 2011  

-scaled up (3 to 25) sites 

-Training to 1,000 health 

providers 

- 13,000 survivors of sexual 

violence offered care 

 

GAPS  

-No knowledge of the costs 

of scaling up PRC by DRH 

 

 -Poor medico-legal 

linkages; no standards & 

chain of evidence 

 

-Effectiveness of PRC kit for 

improved justice outcomes 

unknown & service linkages 

poor 

 

-Poor PEP adherence/ SRH 

outcomes and retention of 

survivors in health care   

 

 

2007: -Scale up plan 

with PRC indicators in 

DRH business plan 

 

2009/10: - Review of 

guidelines (stronger 

medico-legal section) 

2011-13: aim- to 

strengthen  medico-

legal framework (SOA)  



LVCT - organizational growth  

Building Partnerships, Transforming lives 
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Making HIV prevention work 
for women   
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ó.. the needs of the married, 
particularly women have been 
neglectedé despite the fact 
that more than half of HIV 
infections in the sever 
epidemics of ESA are 
occuring in this groupé 
(Dlevaux 2007) 

HIV negative, 

93% 

HIV 

positive 

7% 

- drivers of  sex: Desire to reproduce; pleasure, industry; 

- HIV óriskô drivers: vulnerability  (Pre-disposition due to 

biological, social & structural factors where individuals 

have limited control ï e.g. notions of masculinity & 

femininity, GBV & inability to negotiate safer sex) 

- Womenôs vulnerability: age, sex, marital status, socio-

economic status, occupation (overlay mapping of 

vulnerabilities & HIV??) 

 

 

transmission 

transmission 

acquisition 

acquisition 



Current HIV prevention focus is on HIV risk 

 

What is HIV óriskô? 

HIV óriskô is unprotected sex with an individual/s of 

unknown or discordant HIV status 

 

Who is ómost at riskô? 

Any one who is most likely to have unprotected sex with 

an individual/s of unknown HIV status or discordant 

status 

 

Kenyaôs status: Women  

�z highest prevalence; high incidence; women 15-24yrs 4x 

more likely infection 
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