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PROJECT OVERVIEW
Nilinde (Support for Orphans and Vulnerable Children in Nairobi and Coast Counties 

of Kenya) is a five-year (2015-2020) USAID-funded project dedicated to improving 

the welfare and protection of children affected by HIV and AIDS. Implemented by 

Plan International in partnership with mothers2mothers (m2m), Childline Kenya, 

and Ananda Marga Universal Relief Team (AMURT), the Nilinde project has worked 

in six counties of Nairobi and Coast to support caregivers and communities to 

improve the welfare and protection of children affected by HIV and AIDS, while 

also strengthening social systems and structures to improve support to orphans 

and vulnerable children. Nilinde works in partnership with the Kenyan Ministries of 

East African Community; Labour and Social Protection; Health; Education, Science 

& Technology; Agriculture; Livestock and Fisheries; and numerous community- 

and faith-based organizations. Together, Nilinde and its partners strengthen local 

capacity to implement proven, evidence-based approaches while prioritizing 

creativity and innovation to ensure responsiveness to the diverse local needs of the 

communities it serves.

ON THE COVER: A Community Mentor Mother conducts a home visit with a mother and her baby. By 
providing case management support to CLHIV families at home, CMMs execute a critical function in 
ensuring the health and stability of the household as a whole.
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ABSTRACT
The Nilinde project began in August 2015 with the 

aim of improving the welfare and protection of nearly 

150,000 children affected by HIV in six counties of 

Kenya. Recognizing that 60% of the orphans and 

vulnerable children population in Kenya is adolescent, 

the project aims to ensure a tailored package of 

services capable of meeting these children’s needs 

from infancy to adolescence.1 In 2016, the project 

saw an opportunity to enhance its coverage and 

support to children living with HIV and their caregivers 

by extending implementation of the Mentor Mother 

approach into community settings. Through creation 

of a “Community Mentor Mother” cadre, Nilinde 

aims to address the needs of children living with HIV 

holistically—supporting an enabling environment for 

their growth and stability by serving the entirety of 

their household and, thus, saturating their immediate 

interpersonal environment with support. This technical 

brief discusses the project’s design of the Community 

Mentor Mother approach, and shares lessons from its 

initial implementation.
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In 2015, HIV prevalence in Kenya was 5.9% in the 

general population, and 6.3% among women aged 

15-49.2 Though the percentage of pregnant women 

testing positive for HIV had declined from 5.9% in 

2013 to 4.4%, the total population of orphans and 

vulnerable children (OVC) in critical need was still a 

staggering 3.6 million.2 Majority of OVC households 

strained to care for multiple OVC under one roof, 

and most were doing so while living in the lowest 

two wealth quintiles in the country.1 The Government 

of Kenya had worked to address OVC needs by 

including OVC as a target population for its national 

Community Health Volunteer (CHV) cadre members, 

who each provided support to between 25 to 30 

households per month on average. Though the 

government had further increased aid for nearly 

255,000 OVC households through its cash transfer 

program, the challenge posed as it aimed to ensure 

their quality coverage and support was formidable. 

With considerable need among these households— 

and particularly among the most highly vulnerable 

households— Kenya’s CHV cadre was already 

extended in working to stabilize its catchment 

population, let alone providing the support required 

BACKGROUND

FIGURE ONE
Implementation Intensity Map

As part of project design, Nilinde was tasked with ensuring the needs of OVC were met holistically throughout its six 
counties, and that each of these counties were prepared to transition to government ownership by project close.* This 
meant progressing households within each of the counties toward greater stability, through the care and support provided 
by frontline community cadres. Across each of the counties, CHVs already faced a considerable challenge to ensure all OVC 
household needs were met—let alone the higher level of need required to stabilize highly vulnerable and CLHIV households. 
Overall, CHVs were each tasked with providing care for between 8 and 29 households per month, at times traveling 
significant distances over difficult terrain. To aid CHVs in their work and ensure CLHIV households received the level of 
support they required, Nilinde introduced the Community Mentor Mother approach.

IMPLEMENTATION INTENSITY:

SATURATION
Counties with major urban centers where HIV prevalence and 
incidence is high, and the OVC population is most sizeable. 
CMM implementation efforts target all OVC households enrolled 
in care and treatment at project start, and identify additional 
OVC households for support over time with the aim of 100% 
coverage of all OVC households in the catchment area.

MAINTENANCE
Counties where HIV prevalence and incidence is high but the 
OVC population density is low. CMM implementation efforts 
target 100% coverage of OVC households enrolled in care and 
treatment at time of project start.

TRANSITION
Low HIV prevalence, low OVC population. Implementation 
efforts focus on strengthening capacity of local institutions 
and government partners to initiate full ownership of OVC 
approaches by close of September 2017.

AREA OF 
ENLARGEMENT

KENYA

NAIROBI

1:29

TAITA TAVETA

1:11
KWALE

1:15
MOMBASA

1:16

KILIFI

1:12

LAMU

1:8

RATIO OF CHVS 
TO BENEFICIARY 
HOUSEHOLDS

:
CHV BENEFICIARY 

HOUSEHOLDS 
SCHEDULED TO 
SEE MONTHLY

* At the time of this publication’s release, Lamu county had been fully transitioned.
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In 2015, the Nilinde project began with a holistic 

approach aimed at building the capacity of HIV-

affected households and the social systems they 

rely upon. Working in the six counties of Nairobi, 

Mombasa, Kilifi, Kwale, Taita Taveta, and Lamu, the 

project spanned urban centers, peri-urban, and rural 

communities, and was committed to building local 

capacity to respond to OVCs’ full range of health 

and social needs. For this reason, Nilinde focused 

on building local capacity to support OVC through a 

tiered implementation strategy, introducing evidence-

based OVC approaches and providing the six counties 

differing levels of support. Over time, the project would 

progress the counties toward full implementation 

autonomy, whereby local government and community 

organizations could assume direct ownership of 

evidence-based OVC programming. See Figure 1 for 

detail.

Nilinde recognized that a significant proportion of 

its OVC population was now entering adolescence.4 

Knowing this critical period—when a young person’s 

decisions significantly shape the course and stability 

of their lives, and when CLHIV were at highest risk for 

non-adherence— Nilinde placed particular emphasis 

on strategies to address CLHIVs’ full range of social 

and developmental needs. Though Kenya’s CHV cadre 

was already supporting OVC households with basic 

health, hygiene, and social support, Nilinde recognized 

that CLHIV required even more tailored assistance if 

they were to mature to healthy, safe, stable, schooled, 

and secure individuals. This was particularly important 

for adolescent CLHIV, many of whom would exit 

program support within Nilinde’s project lifecycle. 

Thus, Nilinde prioritized this opportunity to strengthen 

local support networks for these youth. 

Nilinde focused its efforts on approaches with 

capacity to increase the breadth and coverage of 

CLHIV support services, through leveraging existing 

national strategies. One such approach was the 

Mentor Mother Model, which recruits, trains and 

employs mothers living with HIV and adhering to 

treatment to work as ‘Mentors’ to support their 

peers. Since 2002, the Nilinde project consortium 

partner mothers2mothers (m2m) had successfully 

implemented the Mentor Mother approach in seven 

sub-Saharan African countries. Extensive evaluations 

STRATEGY

* In analysis of the 2012 Kenya AIDS Indicator Survey, researchers have found that being aged 15-29 years was associated with non-adherence to 
antiretroviral treatment.

to ensure adherence among those living with HIV. As 

the median age of OVC was 10.3, the majority of the 

country’s children living with HIV (CLHIV) were now 

entering adolescence— a period of heightened risk 

for loss to follow up from life-sustaining treatment.*1,3 

At the same time, more than 90% of all OVC reported 

having no medical, psychological, material, or social 

support system on which they could depend.1 

As the government looked forward to the next five 

years of its Kenya AIDS Strategic Framework (2015-

2019), it recognized the need to intensify support 

services to OVC and their caregivers. In 2015, in 

partnership with the Government of Kenya, the 

United States Agency for International Development 

(USAID) adjusted HIV and AIDS programming in 

Kenya to intensify support to OVC by creating new 

dedicated OVC programs in target counties at 

greatest risk to HIV and AIDS across the country. 

Where OVC programming had previously been 

integrated as components of larger health and 

HIV programs, the aim was now to enable quality 

coverage of OVC needs to secure their health and 

stability.
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in South Africa, Swaziland, Lesotho, Malawi, Uganda, 

and Kenya had demonstrated the effectiveness of the 

approach in improving the health seeking behavior, 

adherence, and retention of mother-baby pairs. In one 

Kenya-based evaluation, a full 95% of infants born 

to mothers enrolled in the Mentor Mothers program 

received treatment, compared to 55% of infants born 

to pregnant women living with HIV 

under the standard public health 

system approach.5 Similarly, mothers 

enrolled in the program in Uganda 

were shown to have lower cases of 

depression, and higher HIV status 

disclosure rates, coping behaviors, 

and self-efficacy compared to 

mothers not enrolled in the program.6 

Since 2012, the facility-based version 

of the approach had been adopted 

in Kenya’s Mentor Mother Program 

(KMMP), and was now being scaled-

up in counties throughout the 

country.7 It was a powerful facility-

based platform on which to expand 

the coverage and scope of services 

for CLHIV.

Still, recognizing that adolescence is a period of 

significant physical, biological, emotional, and cognitive 

change, Nilinde wanted to ensure its intervention met 

CLHIV where they most experienced and grappled 

with these changes—at home. In 2016, the project 

decided to expand the reach of the Mentor Mother 

model in Kenya beyond facility boundaries, extending 

it into the community. A demonstrated evidence-based 

intervention,* Nilinde sought to be among the first to 

introduce this community-based, “family-centered” 

version of the approach to Kenya’s OVC population. 

This “Community Mentor Mother” model addressed 

not only the needs of the mother-baby pair, but of the 

entire family with whom CLHIV and their caregivers 

live. A 2015 study of the model in Swaziland had 

found that participating sites demonstrated increased 

antenatal care (ANC) and post-natal care (PNC) 

attendance, and promising indications of reduced 

gestational age at initiation of services within the 

Prevention of Mother to Child Transmission (PMTCT) 

cascade.8 But beyond improved outcomes for 

mother-baby pairs, in adapting the model for Kenya’s 

community settings Nilinde would also aim to bolster 

local capacity to respond to the needs of CLHIV 

through adolescence. With household-level support, 

Nilinde believed Community-based Mentor Mothers 

could better understand and attend to the shifting 

health and psychosocial needs of CLHIV during this 

fraught developmental period. Further, by addressing 

the needs of the entirety of the CLHIV household, 

the strategy would foster more enabling home 

environments not only for antiretroviral adherence 

for those living with HIV, but improved health and 

economic status for HIV negative family members. In 

this way, the project would improve CLHIVs’ household 

stability overall. 

Under Nilinde, the Mentor Mother strategy would now 

include a new cadre of Community-based Mentor 

Mothers (CMM). To initiate their implementation, 

Nilinde began a demonstration year for the CMM 

approach in seven model implementation sites. 

There, CMMs were tasked with collaborating with 

CHVs to identify 100% of all CLHIV households in 

their catchment areas, and subsequently provide 

“doubled” support. Working across the catchment 

areas of the CHVs with whom they were collaborating, 

CMMs would each cover between 20-25 households, 

supporting an average of 75 to 100 household 

members per month. By beginning the approach in 

these seven sites, Nilinde aimed to gradually introduce 

the model and determine its utility as a holistic 

response to CLHIV households’ needs. 

CMMs were tasked with operating in complement 

to CHVs. Different from CHVs, CMMs would have 

THE ‘COMMUNITY 
MENTOR MOTHER’ 
MODEL ADDRESSES 
NOT ONLY THE 
NEEDS OF THE 
MOTHER-BABY PAIR, 
BUT OF THE ENTIRE 
FAMILY WITH WHOM 
CLHIV AND THEIR 
CAREGIVERS LIVE.

* The Community Mentor Mothers Model has been evaluated extensively since 2013 in Malawi, Swaziland, and Uganda, and found to be an 
effective intervention in improving adherence and retention. For further information see: https://www.m2m.org/wp-content/uploads/2013/10/
AnnualReport2015-2016Spreads.pdf 
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a dedicated focus on CLHIV households, thereby 

allowing closer support for living positively than 

CHVs could previously have given.* To support them 

in this work, CMMs were trained in a wide range of 

technical areas: HIV prevention; care and treatment; 

adherence and disclosure; infant feeding and 

nutrition; Reproductive, Maternal, Newborn, Child, 

and Adolescent Health (RMNCAH); OVC and youth 

OVC services; psychosocial support; Early Childhood 

Care and Development; community engagement; and 

counseling for self-care and healthy relationships. 

In implementation, CMMs would be tasked with 

delivering a three-part package of services tailored 

to the needs of specific groupings in the household: 

1) mothers, partners, and their HIV exposed infants 

through 2 years postpartum; 2) OVC aged two to 

nine and their caregivers; and 3) OVC adolescents 

aged 10-17. By pairing support for HIV and RMNCAH 

adherence with direct, tailored, and age-appropriate 

psychosocial support, and linkages to educational, 

financial, and legal aid, the project aimed to increase 

the depth and breadth of support for CLHIV, and 

significantly improve the health and stability of their 

families as a whole. See Figure 2 for further detail of 

the CMM strategy.

To support CMMs in this robust and tailored outreach, 

the Nilinde project also works in each of its counties 

to strengthen the local social services to which CMMs 

could refer CLHIV households for support. Working 

with an array of local educational, health system, 

government, non-governmental, civil society, and 

community-based organizations, Nilinde aimed to 

bolster local institutions’ ability to act as a coordinated 

network to respond to OVC needs. On the health 

system side, Nilinde bolsters the links between county 

Ministry of Health officials and local health facilities, 

such that new or developing trends in OVC health 

needs could be more readily identified and responded 

to between primary and tertiary levels. Through system 

strengthening efforts, Nilinde aimed to ensure that 

OVC with critical need for support in addressing high 

viral load, malnutrition, unmet need for contraception, 

or substance abuse could similarly be met with timely, 

quality services. Finally, recognizing the vulnerability 

common in the lives of many OVC, the Nilinde team 

worked to establish stronger connections between local 

crisis response organizations and these community 

cadres. When needed, Nilinde supported CMMs to link 

OVC to organizations like the Red Cross, and welfare 

funds like the Constituencies Development Fund and 

Equity Bank’s “Wings to Fly” program.** Through timely 

linkage of CLHIV household members to social support 

agencies like these, CMM were better able to offer 

help to CLHIV threatened by abuse and gender based 

violence, or at risk of school dropout. 

Community Mentor Mothers support families holistically, 
from health to social support including aiding CLHIV 
household members to enroll in health insurance and 
obtain birth certificates—critical to qualifying for welfare 
programming.

* The CMM approach is designed to work in coordination with CHVs, bolstering the depth of support to households caring for CLHIV.  CHVs are 
part of a cadre operating since the onset of the HIV/AIDS epidemic in Kenya and dedicated to supporting health improvement for communities as 
a whole. To this end, CHVs in Kenya currently provide general health and HIV support to all households regardless of whether CLHIV reside there. 
Conversely, CMMs are dedicated explicitly to providing support to CLHIV households and their specific needs.9

** The Kenyan Constituencies Development Fund provides small community grants for social development projects. Equity Bank’s “Wings to Fly” 
program is a national educational scholarship fund.
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FIGURE TWO

THE NILINDE CMM STRATEGY
CHVs and CMMs both work to identify CLHIV households in their shared catchment areas. On their own, 

CMMs conduct routine visits to Early Childhood Development Centers to identify new CLHIV in need of 

support. In collaboration with CHVs, CLHIV are also identified through testing and screening. Once identified, 

CHVs link them to CMMs who then use CLHIV as an index to provide family-centered care and support 

to the entire household. All households receive basic support for HIV prevention, antiretroviral adherence 

and retention, nutrition education, and Water Sanitation and Hygiene (WASH) practices; access to birth 

certificates, and linkage to other health and social services as appropriate’ 

In addition, CMMs tailor their outreach: 

For pregnant and new mothers, their HIV-exposed infants, and male partners, CMMs 

provide in-home psychosocial support and education; encourage HIV counseling and testing, 

status disclosure, and male involvement; and act as links to facility-based Mentor Mothers for 

completion of the PMTCT cascade. 

For all children and caregivers living in the CLHIV household, in addition to tracking, CMMs 

establish child play groups and peer social support groups for OVC caregivers; conduct 

nutritional screenings to track children’s proper progression in growth and development 

milestones; hold health talks to raise OVC and caregivers’ awareness about the chief drivers of 

morbidity and mortality for OVC, and work to support children’s schooling, ensure they obtain 

birth certificates and other vital records, and enroll in Kenya’s National Health Insurance Fund. 

For adolescents, CMMs provide a spectrum of services to ensure not only positive health 

outcomes, but preparation to enter adulthood as stable, skilled, and self-confident individuals. 

Adolescents living with HIV are connected with youth Mentor Mothers to support them 

individually through their health and social needs. CMMs also form psychosocial support 

groups to enable adolescents living with HIV to support each other in navigating stigma, 

challenges to adherence, and HIV status disclosure. In addition, all adolescents within OVC 

households—regardless of serostatus—are supported to join peer-to-peer support groups. 

Through these groups, CMMs facilitate supportive and educational dialogue to aid youth in 

navigating daily life. Adolescents receive support for decision-making regarding adolescent 

and youth sexual and reproductive health, substance abuse, violence, and healthy relationships. 

In addition, CMMs work with adolescent OVC to ensure they are active participants in 

succession planning with their parents, preparing them to step in as head of household with 

household budgeting and management skills, and emotional support. As a whole, CMMs work 

to ameliorate the effects of stigma and loss, creating lasting local peer communities on which 

OVC adolescents can rely as they mature together to adulthood.
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COMMUNITY 
HEALTH 
VOLUNTEERS
ADDITIONAL SUPPORT

•  Referral for HIV 
counselling & testing

•  Psychosocial support
•  Support for adherence
•  Basic health education 

and support, including 
HIV prevention

•  Case management
•  Viral Load Tracking and 

Adherence Monitoring
•  Link to facility services 

& facility-based mentor 
mothers 

•  Adherence to 4 ANC 
visits

•  Support for Exclusive 
Breastfeeding 

•  Partner Testing
•  Status Disclosure
•  Partner Involvement

•  Case management
•  Viral Load Tracking and 

Adherence Monitoring
•  Nutritional and WASH 

counseling 
•  MUAC screening
•  Child Play Groups
•  Caretaker Discussion 

Groups

•  Educational dialogue 
sessions

•  HIV counseling and 
testing referrals, 

  with parental permission
•  Ongoing tracking of 

social service needs, 
and linkage to support

•  Case management
•  Viral Load Tracking and 

Adherence Monitoring
• Peer-to-Peer Support 

Groups for all 
adolescents

•  Psychosocial Support 
Groups for OVC Living 
with HIV

•  Referal for youth friendly 
services including 
contraception

•  Plan for transition from 
program support for 
older OVC

•  HIV Counseling and 
Testing referrals

•  1:1 Psychosocial 
Support for adolescent 
young women & girls at 
heightened risk

• Ongoing tracking of 
social service needs, 
and linkage to support

LOCAL Nilinde-
SUPPORTED SOCIAL 
SERVICE NETWORKS

COMMUNITY MENTOR MOTHER SERVICES

COMMUNITY 
MENTOR 
MOTHERS

HEALTH 
INSURANCE

SOCIAL SERVICES

SCHOOL FEES & 
SUPPLIES

FACILITY HEALTH 
SERVICES

KENYA CASH 
TRANSFER SYSTEM

KSh

LEGAL AID & CIVIL 
SOCIETY ADVOCATES

MOTHER-BABY PAIRS
PREGNANCY-AGE 2 YEARS
& PARTNERS

OVC ADOLESCENTS
AGE 10-17

OVC & CAREGIVER
AGE 3-9
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Nilinde knew that its introduction of the CMM 

approach to improve local responsiveness to CLHIV 

was a first in Kenya, with potential to inform future 

OVC practice. Because of that, 

during the CMM’s demonstration 

year (July 2016-July 2017), the Nilinde 

team prioritized timely identification 

and learning from challenges as 

they arose. Within this focus was 

a principle question: What does it 

take to operationalize this approach, 

and enable local organizations 

to own its implementation? In 

this first year, three management 

decisions have proven key to this: 

1) Holistic monitoring through case 

management; 2) Learning and 

continuous quality improvement; and 

3) Ensuring cohesive implementation 

between community-based cadres. 

Holistic Monitoring through  
Case Management
A primary aim of the CMM approach was to advance 

complete support for the needs of the 1,855 CLHIV 

households in the initial implementation sites. This 

required a monitoring tool capable of tracking 

community-based outreach to all members of the 

household, in line with the family-centered approach. 

This was a challenge unique to the CMM approach. 

Before the CMM, implementation of the facility-

based Mentor Mother approach had used standard 

reporting of numbers of referrals and corresponding 

facility service visits to track mother-baby pairs along 

the PMTCT cascade. Because Mentor Mothers 

were collocated with facility-based supervisors and 

providers, validation of Mentor Mothers’ reported 

data was easily done. Data officers cross-checked 

Mentor Mothers’ reporting with their supervisors, and 

complete referrals could be tracked directly with the 

clinic providers. —But in bringing the Mentor Mothers 

approach to the community, this approach would not 

suffice. CMMs working in the community did not have 

daily direct contact with their supervisors, through 

whom their data reporting could be validated one-

to-one. CMMs also had limited overlap with facility-

based provider cadres who could directly confirm 

referrals. Furthermore, there was now need for a 

means of recording and tracking all CLHIV household 

members and their full range of needs, taking the 

monitoring need beyond health service complete 

referrals to include social support, child protection 

cases, household economic need, and educational 

attainment. It was far more than the facility-based 

Mentor Mothers monitoring system had ever needed 

to address.

Nilinde needed a monitoring approach capable 

of supporting CMMs’ field based work—both to 

enable accurate tracking, as well as to guide CMMs 

in appropriately planning support for each of their 

CLHIV household members. In response, Nilinde 

launched a longitudinal CMM case management 

monitoring tool, adapted from m2m’s original client 

management instruments. Created to reflect the 

intervention’s family-centered approach, this new case 

management tool enabled tracking and validation of 

CMMs’ outreach and service delivery at household- 

and individual- beneficiary levels. As CMMs entered 

each new CLHIV household, they used a “black 

book” notebook to hand-record baseline health 

and psychosocial profiles for each member of the 

household—irrespective of HIV status. Later, CMMs 

used their hand-written data to complete case plans 

for each household member, plotting each member’s 

schedule for service referrals, medication refills, as 

well as when adherence checks should be conducted 

for those living positively. Through case management, 

household members’ health, nutritional, psychosocial, 

educational, financial, and government documentation 

needs (e.g. birth certificates or health insurance 

IMPLEMENTATION

NILINDE PRIORITIZED 
A PRINCIPLE 
QUESTION: WHAT 
DOES IT TAKE TO 
OPERATIONALIZE 
THIS APPROACH, 
AND ENABLE LOCAL 
ORGANIZATIONS 
TO OWN ITS 
IMPLEMENTATION?
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registration) could now be recorded in one centralized 

register. The case management tool then merged 

each individual household member’s case plan into 

this longitudinal register--called a “Family Folder”--for 

each CLHIV household, thereby supporting CMMs and 

their supervisors to “see” a holistic picture of changing 

household stability and need over time. 

With introduction of case management, Nilinde 

demonstration sites also gained a solution to data 

validation challenges. Because CMMs first entered 

all data from house visits into a “black book,” 

supervisors now had a chain of evidence they could 

use to verify data reflected in the case management 

instruments. Supervisors could confirm complete 

referrals, empowered with comprehensive records of 

referrals made for each individual household member. 

Similarly, they could now use this chain of evidence to 

verify CMM’s quality of services. Using this combined 

individual- and household-level data, supervisors 

could easily verify not only whether all members of the 

household had been seen each month, but that each 

individual household member was receiving timely 

support in line with their case plans. 

Learning for Continuous  
Quality Improvement
Nilinde’s commitment to quality began with training. 

Between July- November 2016, CMMs in each of 

the seven demonstration sites were readied for 

their outreach responsibilities through a two-week 

process in which CMMs moved through a curriculum 

of 20 modules. CMM trainings followed a three-part 

structure beginning with a comprehensive ten-day 

pre-service training and a subsequent two-day 

community orientation on service provision. At the 

close of their initial trainings, CMMs had demonstrated 

their ability to identify new CLHIV households, conduct 

home visits, establish baseline household members’ 

needs, provide support for adherence and disclosure, 

track appropriate service uptake, and ensure complete 

reporting using the case management approach. 

CMMs were then followed on an ongoing basis 

through quarterly structured supportive supervision 

meetings, followed by annual in-service trainings 

whose curriculum would be revised each year based 

on assessment of cadre needs.

In the Nilinde project’s decentralized supervision 

structure, Service Delivery Partners* were the ones 

to manage implementation of the CMM approach and 

they, too, needed support to ensure quality. As CMM 

trainings took place, Nilinde partners also participated 

in a five-day Training-of-Trainers session, resulting 

in 90 trained on-staff CMM team members, and 34 

trained CMM supervisors able to manage the CMM 

approach. Then, to support these teams in their 

initial implementation, m2m seconded two Program 

Managers with expertise in the mentor mother model 

to Nilinde. These CMM Program Managers sat in 

Nilinde central offices in Nairobi and Coast to provide 

direct support to the staff of each Service Delivery 

Partner in the seven demonstration sites, providing 

technical assistance and oversight aimed at ensuring 

partners could eventually supervise implementation of 

the approach on their own. 

Finally, to support the partners to achieve quality 

in their ongoing implementation, Nilinde prioritized 

continuous quality improvement. Rather than a 

compliance focus on quality assurance—in which 

the priority might have otherwise been limited to 

auditing partners to see that uniform standards 

were met— the project prioritized partners’ problem-

solving and leadership in ensuring the impact of the 

CMM innovation. Nilinde adopted the Strengthening 

Outcomes by Analyzing Results (SOAR) approach. 

On a quarterly basis, Nilinde partners in each of the 

counties receive support through regional cross-

partner performance review meetings, followed 

by individualized technical support meetings. Site 

visits are conducted jointly between CMM Program 

Managers, local Ministry of Health officials, and 

Service Delivery Partners themselves. Together, they 

* TThe Nilinde project structure includes a total of 32 service delivery partners - NGO subgrantees - each tasked with oversight of implementation 
within certain geographic zones.
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use direct observation of CMM home visits and review 

of partners’ past six months of CMM performance 

data to engage in collaborative dialogue with CMMs 

and supervisors about performance. At close of each 

quarterly review process, partners and CMMs receive 

detailed analysis of their implementation, and action 

plans to leverage their successes and address areas 

for improvement.

Cohesive implementation  
between community-based cadres
In implementing the CMM approach, Nilinde 

introduced a new cadre at the community level 

whose efforts required linkage to the existing 

workers serving OVC. The project had originally 

anticipated that it would be important to establish 

links between CMMs and the other frontline cadres 

that were already well-established in the catchment 

area, including facility-based Mentor Mothers and 

CHVs. However, the task proved to be more complex 

than previously expected. CMM responsibilities 

were designed to complement and bolster the 

work of CHVs and their facility-based counterparts. 

But as implementation began, Nilinde observed 

competition rather than collaboration between 

the cadres. Despite the fact that each cadre had 

dedicated streams of work, and each received a 

regular renumeration* for their efforts, many CHVs 

and facility-based Mentor Mothers saw CMMs as 

in opposition to their work—threating to diminish or 

replace their roles. As a result, CMMs in many sites 

met with resistance as they attempted to work with 

new CLHIV households—households where CHVs 

had rooted relationships with families and community 

members given their longstanding tenure. Similarly, 

coordination with facility-based Mentor Mothers 

was not consistent, posing challenges to tracking 

complete referrals between community and facility. 

As CMM supervisors shared these observations with 

project leadership, it became clear that an intervention 

was needed. During the second six months of 

implementation, Nilinde convened a joint training 

between facility Mentor Mothers, CMMs, and CHVs. 

The stated aim was to strengthen and refresh skills 

and knowledge across the cadres, to familiarize each 

of the cadres with expectations for their coordination. 

As part of the curriculum, Nilinde embedded additional 

workshops to familiarize each of the cadres with 

the depth of their individual expertise. Though all 

were trained in HIV prevention and referral, Mentor 

Mothers were presented as specialists in PMTCT 

and adherence—a distinction from the expertise 

of CHVs, who were emphasized as public health 

experts. Similarly, facility-based Mentor Mothers were 

helped to see their expertise in facility-based service 

provision and linkages between health system tiers—

expertise that community-based Mentor Mothers, 

by virtue of their training, did not have. In this way, 

cadre members were supported to appreciate the 

distinctions between their work and the importance of 

working together as a unified whole.

Today, the relationship between the various cadres 

has evolved significantly. Many CHVs now see CMMs 

as an asset, helping to shoulder the workload of 

in-depth support to CLHIV households and thereby 

freeing CHVs to focus on the full range of households 

under their care. Facility-based Mentor Mothers and 

CHVs also report that CMMs are helpful in enabling 

complete support to CLHIV households through their 

case management approach, and tend to bring about 

faster HIV status disclosure within the households 

due to their ease in relating to the challenges of 

living positively. Today, Nilinde continues to work on 

bolstering the relationships between the cadres, and 

intentionally advancing knowledge and skills transfer 

between them. 

* CHVs receive a transportation allowance in the form of a Ksh2,000 stipend each month to support them in reaching the clients they serve. CMMs receive 
a minimum wage in accordance with Government of Kenya guidelines.
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Implementation of the CMM approach began in 

seven community-facility catchment areas in July 

2016, with an initial cadre of 21 trained CMMs. At 

close of the project’s demonstration year, the cadre 

had expended to 74 CMMs, supporting a total of 

1,855 HIV households, including 892 CLHIV, and 

an estimated 2,254 OVC living in HIV households 

across the six counties. In this time, CMMs have 

ensured that 87% of the CLHIV under their care are 

currently adhering to HIV treatment—compared to 

the national average adherence rate of 66%.2 Further, 

86% of CLHIV are currently active participants in 

psychosocial support groups, receiving in-depth 

support for age appropriate HIV status disclosure, 

life skills development, and negotiation of social- 

and stigma-related barriers to adherence. And, in 

applying the family-centered approach, CMMs have 

further reached saturation of the CLHIV households 

within their care. At the time of this publication, all 

of the family members living with CLHIV in CMM-

PERFORMANCE

FIGURE THREE
Example of data tracking capacity during CMM demonstration year

Data from a Nilinde-supported Service Deliver Partner working in the Kibagare slum of Nairobi. As a Service Delivery 
Partner, this local NGO was trained in the CMM approach in July 2016 and began implementing the CMM model that 
December. Today, the NGO’s outreach team supports 2,400 OVC and 150 CLHIV. 88% of the OVC in its total catchment 
area knows their HIV status. Through CMMs’ successful tracking of the complete HIV cascade for each of the CLHIV in 
their care, 100% of the CLHIV in this NGO’s catchment area have case plans and are adhering to treatment, and 88% of 
those who were eligible for and underwent viral load testing at the end of the period studied were reported by caregivers to 
be virally suppressed. 89% are also active participants in psychosocial support. Prior to the CMM intervention, the NGO’s 
existing data systems did not support this tracking, thus baseline levels of viral suppression were unknown.
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CMMS HAVE 
ENSURED THAT 
87% OF THE CLHIV 
UNDER THEIR CARE 
ARE CURRENTLY 
ADHERING TO HIV 
TREATMENT— 
COMPARED TO THE 
NATIONAL AVERAGE 
ADHERENCE RATE OF 
66%

supported households are also currently receiving 

individual support through CMM’s home visits and 

case management. 

From a systems perspective, the 

model has brought significant 

impact on the breadth and scope 

of community-level monitoring 

and tracking of CLHIV’s lives and 

needs. Where many partners’ data 

systems prior to the intervention 

did not provide sufficient data to 

verify the number of CLHIV in a 

given catchment area, today local 

organizations have comprehensive 

data instruments and systems to 

track and validate antiretroviral 

treatment adherence, viral loads, 

support group attendance, and 

emergent need. Considering 

the critical importance of this 

information for preventing loss 

to follow up, this shift in systems 

capacity is significant. See Figure 

3 for further detail about changes to local OVC 

monitoring.

Finally, analysis of the demonstration year also 

shows areas for further focus. CMM implementation 

has revealed the importance, and challenge, of 

addressing OVC adolescents’ needs. To date, a 

significant portion  of the OVC population supported 

by CMMs are adolescents between the ages of 

10-17. 69% of OVC have received referrals for youth 

friendly services including contraception, condom 

education and promotion thereby supporting the  first 

two prongs of PMTCT. However as CMMs report, 

the range and scope of OVC adolescents’ need is 

significant. Adolescents experience a heightened 

period of difficulty in adhering to treatment.1,3 At the 

time of the last Demographic and Health Survey, 

a full 50% of women aged 20-49 had had their 

sexual debut by age 18, suggesting that a large 

portion of Nilinde’s adolescent OVC and CLHIV will 

become sexually active within the project’s lifespan. 

As adolescent CLHIV have shared, the desire 

to experience life as a “normal” teenager brings 

increased desire to hide one’s HIV status, to falter 

in adherence to treatment, and to experiment with 

partners. With just about half of all HIV-negative 

OVC participating in peer-to-peer support groups 

for HIV prevention and life skills, there is risk that 

new infections may rise as the population matures. 

Understanding this heightened need for support 

during adolescence, the Nilinde team aims to further 

increase the intervention’s saturation of coverage 

for OVC adolescents in its next three years of 

implementation.
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Initial implementation of the CMM approach 

has yielded insights that may prove of use to 

implementers interested in applying the CMM model 

in additional settings. These are discussed below.

Case management is critical 
to the CMM approach, and has 
widespread benefits to community-
based monitoring.
The Nilinde CMM demonstration year has shown that 

case management vastly improves the precision and 

validity of data on CLHIV, their caregivers, and the 

entirety of the CLHIV household. Case management 

has empowered CMMs to plan and track large 

catchment areas, and generate meaningful data. For 

example, though Nilinde anticipated an average of 

five household members per CLHIV household, the 

team also knew to expect this number to exceed 

that—particularly as new births took place over the 

course of the project lifecycle. A chief concern, then, 

was how the new community cadre would be able 

to track and make sense of the entirety of the data 

cohort they were being tasked with generating. Case 

management and the “Family Folder” approach have 

provided a unified central register that supports 

CMMs to track individual beneficiaries and the 

household as a unified cohort. Today, CLHIV families 

are effectively supported as units, enabling both 

CMMs and CHVs to observe changes to household 

stability over time. Nilinde Service Delivery Partners, 

too, have strengthened their own capacity for 

supervision of community-based cadres through 

the case management approach, using the “Family 

Folder” to encourage data use for decision-making 

and quality improvement efforts with their community 

cadres. 

Recognizing the difference the approach has made, 

Nilinde plans to bolster an intentional knowledge-

transfer mechanism between cadres in its next years, 

and support the national Orphans and Vulnerable 

Children Longitudinal Management Information 

System to absorb and reflect the data cohort 

that has been created through the CMMs’ case 

management and family-centered approach. These 

changes will be available as well to the national 

child protection information management system 

(CPIMS), to be adopted by the government in CPIMS 

as relevant. This is part of Nilinde’s larger effort to 

LESSONS LEARNED

Trizah Ouma, Project Coordinator and 
CMM Supervisor at St. Martin’s, a Nilinde 
Service Delivery Partner. Here, Ms. Ouma 
demonstrates the data files enabled by the 
CMM case management approach. Each 
blue folder contains an OVC household’s 
holistic file of all family members, and yellow 
files indicate the household is also a CLHIV 
household. CMM supervisors are easily able 
to identify and track CLHIV families with this 
color-coded filing system .
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ensure that the value of this approach is translated 

and sustained beyond the project life. 

Supporting adolescent OVC 
requires strong legal and civil 
society response mechanisms
As of the end of Year 2, the total estimated 

population of CLHIV within Nilinde’s catchment 

area is 4,436.  Considering the OVC they support 

as a whole, the majority are between the ages 

of 10-17. As Nilinde’s initial implementation of the 

CMM approach has shown, the range and intensity 

of need among adolescents is significant. Thus 

far, the CMM approach has proven successful 

at reaching into the community and establishing 

routine, individualized contact and support for 

CLHIV adolescents and their families. Psychosocial 

support and one-to-one counseling for adolescent 

CLHIV at highest risk has been effective at forming 

a network of support upon which adolescents can 

rely. Similarly, the CMM approach has improved the 

quality of adherence tracking for adolescents, who 

can be particularly challenging to monitor. CMMs 

have been able to teach caregivers and CHVs 

effective means of double- verification of adherence. 

—For example by teaching CHVs to use multiple 

checks to verify adherence rather than solely relying 

on pill counting. (Today, CMMs and CHVs check 

for opportunistic infections and complete referrals, 

in addition to counting pills. This has proven more 

effective than relying solely on pill counting, which 

many CMMs have found adolescents to use in 

misrepresenting their adherence by making it seem 

as though they are taking the pills when in fact they 

are discarding them.) But beyond their need for 

closer tracking and advanced follow up techniques, 

adolescents are demonstrating strong need for 

sexual and reproductive health support, and crisis 

response. CMMs report that unintended pregnancy, 

A significant portion of the 
OVC, and particularly CLHIV, in 
Nilinde’s catchment population 
are currently between the ages of 
10-17. CMMs provide peer-to-peer 
counseling, organize peer-to-
peer support groups with other 
OVC and CLHIV, and facilitate 
psychosocial support groups for 
CLHIV. CMMs work to support 
adolescents to navigate the 
social, emotional, and behavioral 
challenges to adherence during 
this critical developmental period.
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gender based violence, exploitation, and substance 

abuse are common experiences for many CLHIV, 

likely as a result of their heightened vulnerability. 

In addition to the ongoing support for day to day 

health and life decision-making that CMMs provide, 

many CLHIV need timely and skilled assistance from 

rights groups, legal advocates, law enforcement, 

mental health providers, reproductive health 

providers, and more robust programming in schools 

to support them in these areas. Case management 

has provided a means by which CMM are able to 

monitor development of these issues as they arise 

in OVCs’ lives, but robust local response is also 

needed. Today, Nilinde is developing partnerships 

with local adolescent and youth programs to deepen 

the support CLHIV receive in these areas.

CMM implementation requires  
well-resourced supervision 
strategy 
The CMM approach requires a strong supervision 

platform to support quality and coverage of 

CLHIV households. In the Nilinde project’s initial 

CMM design, CMM supervision was similar to the 

supervision platforms used in facility-based Mentor 

Mother programs. CMMs received supervision 

through a tiered structure, meeting CMM team 

leaders for daily supportive supervision, and with 

regional CMM learning groups convened on an as-

needed basis. 

Though this tiered structure is sufficient to enable 

proper collaboration between cadres and their 

supervisors, the family-centered approach as 

a whole does have higher cost and resource 

implications in terms of time and level of effort. 

CMMs in the community face a wide range of 

challenges to supporting CLHIV and their families, 

in part as a result of the broader set of social and 

child protection support services they require. To 

sufficiently supervise this, projects must provide 

meaningful motivational and technical support 

to ensure CMMs are able to link CLHIV to timely 

and appropriate care, and 

appropriately manage their 

significant case volume. Given 

the prevalence of low-literacy in 

community cadres overall, it is 

also important to have regular 

support available to ensure 

accurate and timely data entry 

and use of the case management 

tool. Underlying much of this 

is the issue of remuneration. 

Though CMMs are paid a small 

monthly wage, their workload is 

considerable. —In lieu of greater 

pay, recognition and the chance 

of upward career mobility are 

important incentives that must 

be cultivated by supervisors. Of course, all of this 

requires a resource intensity that Nilinde is now 

adapting to, particularly as the project is now rolling 

out the intervention to remaining sites and switching 

to direct support by Service Delivery Partners rather 

than by seconded m2m staff. 

Taking all of this into account, in the future it may 

prove useful to undertake costing evaluations for the 

CMM approach in Kenya as has been done with the 

facility-based approach in Uganda.5 As the approach 

continues to be adapted to the Kenyan context, 

implementers may find utility in evaluations aimed at 

identifying the core minimum package of supervisory 

components necessary to appropriately prepare and 

support CMMs, while pursuing cost efficiency.

CMMS FACE A 
WIDE RANGE OF 
CHALLENGES… 
PROJECTS 
MUST PROVIDE 
MEANINGFUL 
MOTIVATIONAL AND 
TECHNICAL SUPPORT
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The Nilinde project now looks forward to the next 

three years of its implementation. Having launched 

the roll out of the CMM approach and observed its 

initial effects, Nilinde is committed to expansion, 

with a goal to ensure CMMs cover 100% of Nilinde’s 

estimated 4,436 CLHIV and their caregivers 

through the family-centered approach. This will 

mean scaling case management, critical to enabling 

comprehensive support to CLHIV households’ 

needs. To make this possible, Nilinde is establishing 

its seven initial CMM demonstration sites as Centers 

of Excellence, serving as a foundational network of 

learning sites to support Nilinde  partners through 

learning exchanges, and technical assistance. 

Though Nilinde’s Service Delivery Partners are new 

to the Mentor Mothers approach, they now have 

a muscular and dedicated arm to support them 

in rapid adoption and sustainment of the model. 

In addition, Nilinde aims to transfer the strength 

of this case management approach to the CHV 

cadre. Through closer collaboration and knowledge 

transfer between CMMs and CHVs, by 2020 Nilinde 

hopes to have supported coverage of the entirety 

of the project’s estimated 57,000 OVC households 

with this in-depth family approach. By project 

close, Nilinde will have supported local partners to 

own and sustain this proficient response to OVC’s 

needs— thereby significantly contributing to Kenya’s 

advancement toward a sustainable, AIDS Free 

Generation.
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Community Mentor Mothers return to the field after a performance review meeting with Nilinde staff. 
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