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FOREWORD

The implementation assessment of the Adolescent Reproductive Health and Development (ARHD) 
Policy was undertaken from November 2011 to September 2012. The assessment was conducted 
by the National Council for Population and Development (NCPD), Division of Reproductive Health 
(DRH), and the Population Reference Bureau’s (PRB) Informing Decisionmakers to Act (IDEA) proj-
ect. A range of additional government agencies and organizations were engaged in the assessment 
process as taskforce members.

A core research team of PRB consultants collected qualitative data for the assessment through key 
informant interviews and focus group discussions held throughout Kenya. Relevant government 
policies, strategic plans, and research documents were also reviewed. The draft assessment reports 
were reviewed by the assessment partners and taskforce members. The findings and draft recom-
mendations were presented to an audience of stakeholders on 20th September 2012 at the Hilton 
Hotel in Nairobi, and feedback acquired from the stakeholders was used to finalize the report.  
The ARHD Policy Implementation Assessment Report is now ready and marks a critical milestone  
in ARHD Policy implementation. The report will guide future policy reviews and the design of  
related programs.

In 2003, the ARHD Policy was developed to respond to concerns about youth issues that were noted 
in the National Population Policy for Sustainable Development (2000), the National Reproductive 
Health Strategy (1997-2010), the Children’s Act (2001), and the government’s commitment to inte-
grate youth into the national development process. To facilitate the operationalization of the ARHD 
Policy through a national multi-sector approach, an ARHD Plan of Action (2005-2015) was developed 
in 2005. Since then, there have been new developments including the formulation of other sectoral 
policies, implementation of Vision 2030, promulgation of a new Constitution in 2010, and more 
stakeholders and programs focusing on ARHD issues. In 2007, the Reproductive Health Policy was 
developed, and the adolescent reproductive health component is the key pillar of this policy. These 
developments necessitated the need to assess implementation of the ARHD Policy. 

The assessment report provides valuable findings that will inform policymakers, donors, program 
managers, and partners about the status of ARHD Policy implementation, and provides explicit  
recommendations on how to strengthen implementation. The lessons learned during its implemen-
tation as assessed will also be used to revise the policy into a new National Adolescent and Youth 
Development Policy.

Mr. Karugu Ngatia      Dr. Issak Bashir
Deputy Director      Head
National Council for Population and Development  Division of Reproductive Health
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EXECUTIVE SUMMARY 

Developed in 2003, the Adolescent Reproductive Health and Development (ARHD) Policy was 

the first in Kenya to focus on improving the reproductive health, well-being, and quality of life 

of Kenya’s adolescents and youth. The ARHD Policy is a foundation for initiatives in Kenya that 

integrate reproductive health and development concerns for adolescents and youth into the national 

development process, and enhance their participation in that process. Given the increase in the 

number of stakeholders and programs focused on ARHD in Kenya over the last decade, and with 

two years before the end of the ARHD Policy timeframe, stakeholders in Kenya recognized the need 

to assess implementation of the policy. 

Therefore, the National Council for Population and Development (NCPD), Division of Reproductive 

Health (DRH), and the Population Reference Bureau’s (PRB) Informing Decisionmakers to Act (IDEA) 

project conducted an assessment of the ARHD Policy from November 2011 to September 2012. The 

partners organized a task force of reproductive health professionals and youth advocates from the 

public and private sectors to provide input for the assessment methodology and tools. The assess-

ment sought to: explore the nature of policy implementation since the ARHD Policy was developed 

in 2003; assess implementation progress and achievements; identify social, political, and economic 

barriers for implementation; and promote policy dialogue on ways to strengthen implementation.

Using an adapted version of the Health Policy Initiative’s 2010 Policy Implementation Assessment 

Tool (PIAT), a core research team of PRB consultants collected qualitative data from 195 participants 

in Nairobi, Thika, Kisumu, Wajir, and Watamu from March through June 2012. Individual interviews 

were conducted with 22 policymakers and 68 implementers. Fourteen focus group discussions were 

held with 30 service providers, 34 teachers, and 41 youth age 18 or older. 

The findings of the assessment revealed that since 2003, Kenya’s ARHD Policy has led to many 

perceived improvements in the health and well-being of adolescents and youth. The ARHD 

Policy has provided guidance for priority ARHD needs and target populations, and for a range of 

approaches to increase access to and quality of ARHD programs and services. The policy has 

also helped lay the groundwork for many new guidelines, policies, and strategies. All of this has 

contributed to more commitment to and funding for adolescent sexual and reproductive health 

(ASRH); strengthened partnerships between the government and nongovernmental organizations 

(NGOs) and civil society organizations (CSOs); improved knowledge of and attitudes toward ASRH; 

and improved empowerment of youth.
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However, ARHD Policy implementation has been limited due to a range of factors and challenges, 

such as: lack of awareness about the ARHD Policy and the ARHD Policy Plan of Action (POA); lack 

of coordination among implementers; low stakeholder involvement, including low political will and 

youth involvement; limited leadership; lack of resources; poverty and unemployment among youth; 

and limited availability of high-quality ASRH services. Additionally, ASRH remains a contentious issue 

among some communities, and some cultural and religious practices are barriers for implementation. 

Adolescents and youth still face challenges, such as completing secondary school, finding employ-

ment, postponing marriage, and avoiding sexually transmitted infections (STIs) and unintended 

pregnancies. 

Based on the findings, the assessment partners and stakeholders identified seven recommendations 

as next steps for policy action to strengthen implementation and ensure that the ARHD Policy is put 

into practice on a large scale:

1. Ensure an Integrated Approach to Policy Development and Implementation.

2. Strengthen Leadership and Coordination.

3. Increase Policy Awareness.

4. Strengthen Implementation Plans.

5. Improve Resource Mobilization and Management.

6. Improve Service Delivery.

7. Ensure Monitoring and Evaluation.

This assessment reinforced stakeholder commitment to the policy’s goal and objectives, facilitated 

dialogue on ARHD needs and challenges, and identified next steps to strengthen policy implementa-

tion. The assessment partners will use the findings and the recommendations from the assessment 

to strengthen ARHD Policy implementation during its last two years. The lessons learned will also be 

used by stakeholders to revise the ARHD Policy into a new National Adolescent and Youth Develop-

ment Policy to continue to improve the reproductive health and well-being of adolescents and youth, 

and achieve Kenya’s development goals. 
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BACKGROUND AND 
RATIONALE

pRioR to 2003: layinG tHe GRoundWoRK

The 2003 Kenya Adolescent Reproductive Health and Development (ARHD) Policy was a milestone 
for addressing the health and development concerns of Kenya’s adolescents and youth. Prior to 
2003, no policy document at the national level explicitly addressed adolescent sexual and reproduc-
tive health (ASRH). Several initiatives helped lay the groundwork for the ARHD Policy, such as the: 

•	 United Nations International Convention on the Rights of the Child, 1989
•	 United Nations International Conference on Population and Development, 1994
•	 United Nations Fourth World Conference on Women, 1995
•	 Kenya National Reproductive Health Strategy, 1997-2010 
•	 United Nations World Programme for Youth, 2000
•	 Kenya National Population Policy for Sustainable Development, 2000 
•	 Kenya Children’s Act, 2001 
•	 The Persons With Disabilities Act, 2003 

Together, these initiatives and others highlighted the right of adolescents and youth to have high-
quality health care, including reproductive health; and recognized the influence of the health and 
well-being of youth on national development. In response to the concerns raised about adolescents 
in these initiatives and other national and international declarations on ARHD, the Government of 
Kenya developed and launched the ARHD Policy in 2003. 

aRHd policy Goal and oBJectives

The goal of the ARHD Policy is to contribute to improvement of the well-being and quality of life of 
Kenya’s adolescents and youth.1 The ARHD Policy also seeks to integrate the health and develop-
ment concerns of adolescents and youth into the national development process, and to enhance 
their participation in that process. According to the ARHD Policy, adolescents are defined as per-
sons ages 10 to 19, and youth are ages 10 to 24. The specific objectives of the policy are presented 
in Table 1.

For the rest of the report, the ARHD Policy will be referenced as “the policy.” 

In addition to providing a summary of ASRH challenges and indicators in Kenya in 2003, the policy 
identifies a set of strategic actions to address the following priority concerns: ASRH health and 
rights, harmful practices, drug and substance abuse, socioeconomic factors, and adolescents and 
youth living with disabilities. Table 2 summarizes the health, demographic, and social service targets 
intended to guide the achievement of policy objectives by 2015.
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table 1: aRHd policy objectives

1. To identify and define adolescent health and development needs.

2. To provide guidelines and strategies to address adolescent health concerns.

3. To promote partnership among adolescents, parents, and community.

4.
To create an enabling legal and socio-cultural environment that promotes provision of information and 
services for adolescent and youth. 

5. To promote and protect adolescent reproductive rights.

6.
To strengthen inter-sector coordination and networking in the field of adolescent health and 
development.

7. To promote participation of adolescents in reproductive health and development programmes.

8. To identify and define monitoring and evaluation indicators for ARHD.

9.
To advocate for increased resource commitments for adolescent and youth health and development 
programmes.

table 2: aRHd policy targets

Health targets   I. To double the contraceptive use rate among adolescents (ages 15-19 years) from 
4 percent in 1998 to 8 percent in 2015; and among youth (20-24 years) from 19.9 
percent to 40 percent.

  II. To increase the proportion of facilities offering basic essential obstetric care to 
adolescents and youth from 15 percent to 30 percent; and comprehensive essential 
obstetric care from 9 percent to 18 percent by the year 2015.

 III. To increase the proportion of facilities offering youth-friendly services from baseline 
to 85 percent by 2015.

 IV. To increase the proportion of mothers below age 25 receiving at least two doses of 
tetanus toxoid during pregnancy from 25 percent to 85 percent by 2015.

  V. To increase antenatal attendance by mothers below age 25 from the baseline to 85 
percent by 2015.

 VI. To increase the proportion of mothers below age 25 delivering in a health facility 
from baseline to 60 percent by 2015.

VII. To increase the minimum antenatal care visits by mothers below age 25 from 
baseline to 80 percent by 2015.

demographic 
targets

   I. To reduce the proportion of women below age 20 with a first birth from 45 percent in  
1998 to 22 percent by the year 2015.

  II. To raise the median age at first sexual intercourse from 16.7 for girls and 16.8 for  
boys to 18 for both by 2015.

 III. To reduce the maternal mortality ratio by 50 percent in the 15-24 age group by 2015.

social service 
targets

   I. To achieve universal primary education by 2003 and education for all by 2015.

  II. To achieve gender equity in education by 2015.

Source: Republic of Kenya, Adolescent Reproductive Health and Development Policy (Nairobi, Kenya: National Council for 
Population and Development, Ministry of Planning and National Development and Division of Reproductive Health, Ministry of 
Health, 2003).

Source: Republic of Kenya, Adolescent Reproductive Health and Development Policy (Nairobi, Kenya: National Council for 
Population and Development, Ministry of Planning and National Development and Division of Reproductive Health, Ministry of 
Health, 2003).



10 KENYA ADOLESCENT REPRODUCTIVE HEALTH AND DEVELOPMENT POLICY IMPLEMENTATION ASSESSMENT REPORT

policy implementation plans

The policy includes implementation strategies to address the priority concerns, including: advocacy, 
behavior change communication, provision of reproductive health services, research, capacity building, 
resource mobilization, networking and community participation, and monitoring and evaluation (M&E).

A multisectoral approach for implementation is recommended, and the roles of various stakeholders 
are outlined. The Ministry of Health (MOH) and the Ministry of Planning for National Development 
and Vision 2030, specifically NCPD, are designated as the lead agencies responsible for co-
implementation.2 The MOH is responsible for the coordination and implementation of all health 
activities and programs, and NCPD is mandated to coordinate population and development activities.3 

Other government agencies and stakeholders called upon for policy implementation include: 
•	 Office of the President.
•	 Ministry of Home Affairs and National Heritage.
•	 Ministry of Gender, Sports, Culture, and Social Services.4

•	 Ministry of Justice and Constitutional Affairs and the State Law Office.
•	 Ministry of Education, Science, and Technology.
•	 Ministry of Tourism and Information.
•	 Ministry of Environment, Natural Resources, and Wildlife.
•	 Ministry of Agriculture and Livestock Development.5

•	 Ministry of Labour and Human Resource Development.
•	 NGOs, Community-Based Organizations, and the Private Sector.
•	 Religious Institutions.
•	 Family and Community.
•	 Mass Media.
•	 Young People.
•	 Political Parties.
•	 Universities and Colleges.

aRHd policy plan oF action 2005-2015

The ARHD Policy Plan of Action 2005-2015 (POA) was developed in 2005 by NCPD and the MOH to 
facilitate the implementation of the policy through a national multisectoral approach.8 The objectives 
of the POA are to: 

•	 Spell out strategies of implementation.
•	 Identify priority activities and major implementers of the national ARHD program up to 2015, 

based on the stipulations of the policy.
•	 Provide an avenue and basis for resource mobilization and management of a sustainable national 

ARHD program.
•	 Outline a logical framework for implementing the policy that will also be used for monitoring and 

evaluation purposes.

Four strategic areas are identified in the POA: advocacy; health awareness and behavior change 
communication; access to and utilization of sustainable youth-friendly services; and management of 
implementation by national coordinating agencies. 

A logical framework details all the outcomes, outputs, and lead activities with the verifiable indica-
tors, sources of verification, and responsible parties. An M&E framework is also included in the POA 
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to be implemented through the ASRH Technical Working Group (TWG) under the direction of NCPD 
and DRH. The POA recommends regular monitoring of program performance and outcomes and in-
cludes an M&E plan and calendar.

The POA provides an estimate of the total resources required to achieve the goal and objectives out-
lined in the policy. The cost estimates cover the first five years (2005–2010) of implementation. These 
costs are based on an ideal situation and standard costing models rather than past and ongoing pro-
grammatic experiences. Realistic estimates for the second half (2010–2015) are to be determined on 
the basis of the experiences from the first half.6

aRHd oveR tHe last decade

Ten years since the policy was developed, Kenya has witnessed tremendous advancements and 
changes in the social, economic, and political environment for ARHD.7 The policy has helped lay the 
groundwork for several policies, strategies, and guidelines that emerged over the last decade, such  
as the examples listed below. All of these initiatives reinforce the importance of reproductive health  
for adolescents and youth.

•	 National Guidelines for Provision of Youth-Friendly Services, 2005
•	 Kenya HIV & AIDS Prevention and Control Act, 2006
•	 Sexual Offences Act, 2006
•	 Ministry of Youth Affairs and Sports (MOYAS) Service Delivery Charter, 2007
•	 Gender Policy in Education, 2007
•	 National Youth Policy, 2007
•	 National Reproductive Health Policy: Enhancing Reproductive Health Status for All Kenyans, 2007
•	 Kenya Vision 2030, most notably the First Medium Term Plan, 2008-2012 
•	 Ministry of Youth Affairs and Sports Strategic Plan, 2008-2012
•	 National Reproductive Health Strategy, 2009-2015
•	 Reproductive Health Communication Strategy, 2010-2012 
•	 The Constitution of Kenya, 2010 
•	 Kenya Health Sector Strategic Plan III,  2012-2017
•	 Population Policy for National Development, 2012-2030

Both the government and the private sector have increased efforts to address the reproductive health and 
development needs of adolescents and youth. The government has identified key priorities for ASRH pro-
grams and is working with a range of partners to establish high-quality care, provide comprehensive and 
integrated youth-friendly reproductive health services, promote a multisectoral approach to ASRH, and 
strengthen partnerships and referrals with NGOs and faith-based organizations, especially in hard to reach 
areas. Youth-friendly SRH services are being provided in youth centers that were established in the con-
stituencies, and adolescent sexual education is being implemented under a life-skills training curriculum.8

A broad range of ARHD programs for adolescents and youth either have been or are currently being 
implemented throughout the nation by the government, international NGOs, and CSOs, including  
some faith-based organizations.9 Some projects are focused explicitly on ASRH service delivery, 
advocacy, education, research, or peer counseling, while others have a more integrated approach  
with crosscutting health or development initiatives.10 

Other programs are focused on broader adolescent development priorities, such as education, other 
health initiatives, and job preparedness. For example, some programs connect adolescents to various 
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career opportunities to enhance capacity for income generation. By building a strong economic base, 
these programs have sought to reverse poverty and ensure that adolescents have a better chance for 
productive and healthier lives by addressing factors associated with risky behaviors or outcomes.11 

As called for in the POA, an ASRH TWG was created in 2007 under the direction of DRH and NCPD. 
The ASRH TWG is comprised of program implementers from various government agencies and 
NGOs, and meets quarterly to coordinate efforts focused on ASRH program implementation and 
research, and to share progress and lessons learned.

There have been some notable improvements in several ARHD indicators over the last decade. For 
example, from 2003 to 2009, the median age at marriage for women in most provinces increased, 
and teenage pregnancy and childbearing among young women declined. The median number of 
years of schooling has increased slightly for both men and women, and the proportion of children 
and young adults who have never attended school has decreased. Additionally HIV prevalence 
among both women and men ages 20 to 24 has decreased from 6 percent in 2003, to 5.2 in 2007, 
and to 4.2 in 2009.12

However, there continues to be a high need for improved ASRH. For example, more than one out 
of four young women is married by age 18, increasing their likelihood of having children at an early 
age. Nearly one-half of births to young women under age 18 are the result of unintended pregnancy. 
Nearly one out of three young women has an unmet need for family planning, meaning they wish 
to delay childbearing, but are not using any method of contraception, and are at risk for having an 
unintended pregnancy. Furthermore, among youth ages 15 to 19 who had sexual intercourse in the 
last 12 months, nearly 60 percent of young women and nearly 100 percent of young men engaged in 
higher-risk sex, meaning they had sexual intercourse with a partner who was neither their spouse nor 
lived with them. Among these youth ages 15 to 19 who had higher-risk sexual intercourse in the last 
12 months, only 40 percent of the young women and 55 percent of the young men used a condom 
during their last higher-risk intercourse.13 A longer list of ASRH indicators from the 2008-09 Kenya 
Demographic and Health Survey is presented Table 3. 

table 3: Kenya adolescent sexual and Reproductive Health Percent

Women ages 20-24 married by age 18 26

Women ages 20-24 who had sex by age 18 48

Men ages 20-24 who had sex by age 18 58

Women under age 20 whose most recent birth was an unintended pregnancy 47

Women under age 20 whose most recent birth was not delivered by a skilled attendant 52

Women ages 20-24 who gave birth by age 18 26

Women ages 20-24 with an unmet need for family planning 30

Women ages 20-24 living with HIV 6

Men ages 20-24 living with HIV 2

Sexually active women ages 15-19 who had higher-risk sex in last 12 months 56

Sexually active men ages 15-19 who had higher-risk sex in last 12 months 98

Source: Kenya Demographic and Health Survey 2008-2009 (Calverton, MD: Kenya National Bureau of Statistics and ICF 
Macro, 2010).



bACKgROUND AND RATIONALE           13

assessment puRpose

Given the increase in the number of stakeholders and programs focused on ARHD over the last 
decade, and with two years before the end of the ARHD Policy timeframe, stakeholders recognize 
the need to assess implementation of the policy. This policy assessment sought to: explore the 
nature of policy implementation since 2003; look at implementation progress and achievements; 
identify social, political, and economic barriers to implementation; and promote policy dialogue on 
ways to strengthen implementation. As a result, NCPD, DRH, and PRB’s IDEA project conducted  
an assessment of the policy from November 2011 to September 2012. 

The findings of the assessment will be used to inform stakeholders about policy implementation so 
lessons learned can be applied to the remaining implementation of this policy and other policies in 
Kenya. The findings will also be used to revise the policy in the coming years. 
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METHODOLOGY

As a first step, NCPD, DRH, and PRB invited a core group of reproductive health professionals and 
youth advocates from the public and private sectors to join a task force that met in November 2011 
and January 2012 to design the assessment methodology and tools. The Health Policy Initiative’s 2010 
Policy Implementation Assessment Tool (PIAT) was adapted by the partners and task force members 
for this assessment. The PIAT gathers information about the dynamic and multifaceted process of 
policy implementation, and the process by which a policy is carried out to achieve its goals.15

The PIAT is comprised of interview guides that gather quantitative rankings using Likert-like scales 
and qualitative information based on the participants’ experiences.16 The interview guides address 
seven dimensions of policy implementation, including: (1) the goals of the policy, its formulation, and 
dissemination; (2) social, political, and economic context; (3) leadership for policy implementation; (4) 
stakeholder involvement in policy implementation; (5) implementation planning and resource mobili-
zation; (6) operations and services; and (7) feedback on progress and results.17 The interview guides 
were adapted by the assessment partners and task force to focus specifically on the ARHD Policy; to 
use language appropriate for the study participants; and to prioritize social, economic, and political 
factors identified as most appropriate for the Kenya context.

From March through June 2012, a core research team collected qualitative data from 195 partici-
pants. Individual interviews were conducted with 22 policymakers and 68 implementers. Fourteen 
focus group discussions (FGDs) were held with 30 service providers, 34 teachers, and 41 youth age 
18 or older. Unless observations are noted between the groups, in this report the policymakers and 
implementers are collectively referred to as “key informants” and the service providers, teachers, and 
youth are collectively referred to as “FGD participants.” 

The partners and task force members selected policymakers and implementers to participate in key 
informant interviews if they were at least partially familiar, if not very knowledgeable, with the policy 
and its implementation.  Service providers, teachers, and youth ages 18 or older were selected for 
FGDs because the partners and task force members recognize these groups as key stakeholders for 
policy implementation, and preferred to gather qualitative information from them through in-depth 
group discussions.  

Interviews were conducted in Nairobi, Thika, Kisumu, Wajir, and Watamu. Based on discussions 
with the task force and previous research, the partners selected these locations to gather data from 
areas representing districts where ARHD services are widely available and ASRH indicators are best 
(Nairobi, Thika, and Kisumu), and where ARHD services are not widely available and ASRH indicators 
are worst (Wajir and Watamu).

analysis of Key informant interviews With policymakers and implementers 
Once the data collection was complete, the core research team tallied and reviewed the Likert-like 
scaled responses. The research team reviewed the transcripts to identify themes that summarized 
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the open-ended responses, and counted the number of times a theme was mentioned for each re-
sponse. The themes were ranked according to frequency for each question, and compared between 
policymakers and implementers. Although policymaker and implementer responses were coded as 
separate groups, the team used the same themes for each group to the extent possible.

analysis of Focus Group discussions With service providers, teachers,  
and youth 
The team reviewed the transcripts for each group by region to create key themes that summarized 
the responses, and compared the responses by group and region. Although each group and region 
was coded separately, the team used the same themes for each group to the extent possible.

challenges and limitations 
In most of the regions visited, policy awareness was mainly at the provincial level, and the policy 
was not well-known beyond this, especially in more rural areas. This made it challenging to identify 
assessment participants, especially for FGDs in the regions. The policy was also not well-known 
among implementing agencies and government agencies with high turnover of personnel. Another 
challenge was finding policymakers who were familiar with the policy and available to participate, 
resulting in a low number of policymaker participants. 

The policy has contributed to an enabling environment for ASRH, and many adolescent and youth 
programs were initiated after the policy was developed. The core research team noted that during 
the interviews, it was sometimes difficult to distinguish between participant accounts of policy imple-
mentation versus program implementation. For example, some participants may have referred to 
program implementation when asked about barriers or successes regarding policy implementation. 
Therefore in this assessment, participant descriptions of policy versus program implementation may 
sometimes be indistinguishable.

The core research team noted that some participants did not distinguish between adolescents and 
youth, and the terms “adolescent,” “youth,” or “young person” were sometimes referred to inter-
changeably. 

The findings of this assessment are the perceptions and beliefs of the key informant interviews and 
FGD participants. Therefore, the participants’ perceptions of ARHD in Kenya and what is included 
or not included in the policy may not reflect the actual content of the policy, or what other analyses 
have revealed about ARHD in Kenya. 

Recommendation development 
The core research team and assessment partners met several times after the analysis to review the 
key findings and  develop recommendations to go forward. The assessment partners presented 
the key findings and draft recommendations to an audience of task force members and multisec-
toral stakeholders in Nairobi on September 20, 2012. The key findings and recommendations were 
discussed by meeting attendees, and feedback was provided for the recommendations before they 
were finalized for this report. 
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The key findings are presented in sections representing the PIAT’s seven key dimensions of policy 
implementation, in addition to an overall assessment of policy implementation. A summary of the 
findings is provided at the beginning of each section.

 

section  1
policy FoRmulation, content, and dissemination

Policy formulation, content, and dissemination lay the groundwork for successful policy implementa-
tion. The first section of the interview guides assessed the process of policy formulation, policy con-
tent, and the extent of policy dissemination to various stakeholders, implementers, and beneficiaries. 

All policy assessment participants were shown the policy goal and objectives during the interview. A 
majority of key informants, including policymakers and implementers, think the policy goal and all of 
the objectives are achievable within the timeframe established by the policy. 

However, most policymakers and implementers (72 out of 89 key informants; 81 percent) also think 
the policy goal and objectives are missing some or most of the key ARHD issues in Kenya. The key 
issues mentioned most frequently as missing by both key informants and FGD participants include: 
a policy implementation framework, guidance for coordination among implementing government 
agencies and organizations, and resource mobilization plans. Participants also noted that the 
policy is missing information about religious and cultural barriers for implementation, poverty and 
socioeconomic challenges, barriers for youth to access ARHD information and services, and the 
diverse needs of vulnerable youth, including those with special needs. 

The identification of appropriate implementation approaches and resources are limited in the policy. 
As presented in Figure 1, policymakers and implementers were most likely to report that the policy 
identifies most appropriate approaches for implementation, but only eight out of 89 policymakers 
and implementers (9 percent of key informants) think the policy identifies all appropriate approaches 
for implementation. In Figure 2, only three out of 89 policymakers and implementers (3 percent of key 
informants) think the policy identified all of the resources required for implementation. 

summaRy oF policy FoRmulation, content, and dissemination
•	 The policy goal and objectives are achievable within the policy timeframe, but they are missing some of 

the key ARHD issues in Kenya.
•	 The identification of implementation strategies and resources are limited in the policy.
•	 Stakeholders were involved with policy formulation, but their level of participation during policy 

formulation was limited.
•	 Dissemination of the policy was limited, especially in areas outside of Nairobi, among implementers at 

the subnational level, institutions with high turnover, and policymakers.

KEY FINDINGS
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Figure 1: the extent of identification of appropriate approaches for aRHd policy implementation

Figure 2: the extent of identification of appropriate Resources for aRHd policy implementation

During the process of formulating the policy, nearly half of policymakers and implementers (40 out 
of 89 key informants; 45 percent) think there was only limited or moderate involvement of stakehold-
ers. Eleven out of 89 policymakers and implementers (12 percent of key informants) think there was 
extensive involvement of various stakeholders. 

Interviews with policymakers and implementers and FGDs revealed that dissemination of the policy 
was limited. As presented in Figure 3, policymakers and implementers were most likely to think 
policy dissemination was limited (47 out of 89 key informants; 53 percent). Twenty-one percent of 
policymakers and implementers (19 out of 89 key informants) think the policy was disseminated 
widely, but only 10 percent (9 out of 89 key informants) think the broad dissemination included 
forums for discussions about how to put the policy into practice. 

The core research team also observed limited policy knowledge and lack of policy dissemination 
during the process of identifying assessment participants. It was especially challenging to identify 
participants familiar with the policy in areas outside of Nairobi, among implementers at the 
subnational level, among institutions with high turnover, and among policymakers.



18 KENYA ADOLESCENT REPRODUCTIVE HEALTH AND DEVELOPMENT POLICY IMPLEMENTATION ASSESSMENT REPORT

section  2
social, political, and economic conteXt

Implementers and FGD participants identified the social, political, and economic factors that help 
facilitate policy implementation, and the factors that have a detrimental effect. Depending on the 
context, several factors have both positive and negative influences on policy implementation. 

summaRy oF social, political, and economic conteXt
•	 International agreements facilitate implementation by establishing goals and guidelines that align with 

the policy, such as the MDGs.
•	 Global assistance and donor support help to facilitate implementation by mobilizing support and 

providing guidance. Global assistance or donor priorities can have a hindering effect when:  there is 
not enough financial support; donor priorities change and projects are discontinued as a result; efforts 
are duplicated due to lack of coordination; there is donor dependence; and a donor’s priorities are not 
aligned with priorities at the local level.

•	 Devolution and county governments may help to facilitate implementation by expanding implementation 
in rural areas, bringing resources and ownership to the local level, and increasing engagement at 
the local level. Accountability and good leadership are essential, otherwise devolution can hinder 
implementation. 

•	 Changes in government have helped facilitate policy implementation over time, but only when the new 
leaders have been supportive of ARHD, and when changes do not happen too frequently.  

•	 The policy environment may facilitate implementation, but only when policies and programs are aligned 
with similar goals, and partners work together.

•	 Prioritization of poverty alleviation facilitates implementation because it increases the availability of 
services for low-income adolescents who are most in need of ARHD information and care.

•	 Cultural practices and gender norms can hinder implementation because the influence they have on 
behavioral expectations for men and women are often not aligned with policy objectives. 

•	 Religious practices and beliefs frequently hinder implementation because of opposition to life skills 
education, specifically comprehensive sex education, and access to ASRH services. However, 
sometimes they facilitate implementation by encouraging adolescents to abstain from sex, or fostering 
life skills education.
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Figure 3: the extent of aRHd policy dissemination to implementing agencies
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FactoRs tHat Facilitate policy implementation

A majority of implementers believe these factors facilitate policy implementation: international 
agreements; global assistance mechanisms and donor priorities; devolution and county 
governments; changes in government; policy environment; and prioritization of poverty alleviation. 

The FGDs with service providers, teachers, and youth provided more detail regarding factors that 
facilitate policy implementation. According to the FGD participants, some of these factors may 
facilitate or hinder implementation depending on the context. 

international agreements Facilitate implementation
The FGD participants, especially teachers, generally agreed that international agreements facilitate 
policy implementation by establishing goals and guidelines that tend to align with the policy, such 
as the MDGs for universal education, poverty reduction, human rights, and others. However, the 
participants note that awareness of these international agreements and goals is more common at  
the national level, and it is lacking at the county levels.  

According to the youth, international agreements put pressure on the government to be more 
accountable to the public regarding the commitments they sign. International agreements also  
help set standards for ARHD service provision.

Global assistance mechanisms and donor priorities Facilitate implementation in 
certain circumstances
According to the FGD participants, global assistance and donor support for ARHD help facilitate 
policy implementation. Global assistance is often goal-oriented, and this helps mobilize support and 
provide guidance for policy implementation. For example, the targets set by the MDGs help mobilize 
support for their achievement.

Youth had a favorable view of global assistance and donor priorities, because they believe most policy 
implementation is being done by NGOs with donor support, and implementation would be minimal with-
out it. In Watamu, the youth noted that donors provide materials that would otherwise be unavailable.

Global assistance or donor priorities can have a hindering effect when there is not enough financial 
support, when donor priorities change and projects are discontinued as a result, when there are 
duplicated efforts due to lack of coordination, or when there is dependence on donors for financial 
support and no sustainability. 

In Nairobi, teachers noted the importance of donor accountability. Financial support from donors 
can have a facilitating effect on policy implementation when there is reporting from the implementer 
to the donor. However, if there is no accountability, then the money may be misused and the donor 
support will discontinue. For example, in Wajir, teachers discussed the misappropriation of funds for 
free primary education that resulted in donor withdrawal.

summaRy oF social, political, and economic conteXt (continued)
•	 Migration hinders implementation when it is more difficult to reach people with services because 

either the providers or the clients are constantly moving. Migration facilitates implementation when the 
providers or the clients move to an area where it is more beneficial or easier to provide ARHD services.

•	 Poverty and unemployment hinder implementation because they increase the risk of school drop-out, 
engaging in risky behaviors, and other barriers to ASRH information and services.
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Also problematic is when there is a lack of alignment between a donor’s priorities and priorities at the 
local level. For example:

“They (donors) come with fixed mind that this thing should be done the way they want, but 
they really do not understand the context. Whatever they are doing can hinder whatever the 
program is intended for. So if our policies are not in line with what they  
want you’ll find that it will hinder it…” A teacher in Kisumu

devolved structure of Government is an opportunity to ensure effective  
implementation 
According to FGD participants, decentralization will facilitate policy implementation, but only if there 
are accountability measures. Service providers stressed the importance of accountability for the alloca-
tion and use of funds at the county level. Without accountability, decentralized resources may result in 
the misallocation or misuse of funds.

Teachers noted that devolution will help expand ARHD services to rural areas, and bring resources and 
services closer to the people at the county level. However, they also discussed the potential hindering 
effect of devolution in situations where there is lack of leadership at the county level, where the priori-
ties of the new local governments are not aligned with the policy, and when changes in the structure of 
the new government disrupt or slow ARHD policy initiatives.

The youth discussed the benefits of devolution on policy implementation, including new youth representa-
tives in county governments, and new youth forums through which more youth will learn about their rights 
and services. This youth engagement will lead to more awareness and empowerment among adolescents 
and youth, which will result in an increased demand for and access to information and services. 

changes in Government Facilitate implementation in certain circumstances
Some FGD participants think changes in government have helped facilitate policy implementation over 
time, but only when the new leaders have been supportive of ARHD. Service providers in Nairobi noted 
positive changes in government because leaders have signed international agreements that are com-
mitted to youth development. 

Other FGD participants, especially teachers, noted that when leaders are not aligned with the goals of 
the policy, or when changes in leadership happen too frequently, then there is a detrimental effect on 
policy implementation. New leaders come with new priorities and policies, and this often leads to frag-
mented or discontinued projects:

“I think sometimes when there is change in government, offices change, and management 
change, so whenever there is a project like this, other people come in and undermine, so 
some things get lost in between because people change hands, and it slows down the 
implementation of such projects.” A teacher in Nairobi

aligned policies Facilitate implementation more than policies that stand alone 
Opinions about the influence of the current policy environment on policy implementation varied among the 
FGD groups. According to FGD participants, the policy environment can facilitate policy implementation, 
but only when policies and programs are aligned with similar goals, and partners work together. Some par-
ticipants noted there are lots of policies, and when policies are not aligned, the effect can be detrimental. 

Compared to the other groups, service providers were most likely to discuss the hindering effect of the 
policy environment because they think there are too many policies, and the policies often contradict 
each other, which makes implementation a challenge. In comparison to other districts, Watamu 
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participants were most likely to think the policy environment hinders implementation because of 
conflicting policies. For example, teachers mentioned the conflicting goals of the ARHD Policy 
compared to other policies that do not mention or prioritize life skills education in schools. According 
to youth in Nairobi, ASRH is often neglected because there are too many policies focused on other 
issues that are prioritized over reproductive health.

prioritization of poverty alleviation Facilitates implementation
The FGD participants generally agreed that prioritization of poverty alleviation has facilitated policy 
implementation because it increases the availability of services for low-income adolescents who are 
most in need of ARHD information and care. Some policy initiatives have made it easier for low-
income youth to access a range of health care services, and stay in school. For example, in Watamu, 
the provision of meals in schools has helped increase school enrollment for low-income students. 
A focus on poverty alleviation also contributes to economic empowerment of youth, which helps 
reduce some risky behaviors associated with poverty, such as sex in exchange for money.

FactoRs tHat HindeR policy implementation

A majority of implementers believe these factors hinder policy implementation: cultural practices and 
gender norms; religious practices or beliefs; migration; and poverty and unemployment. 

The FGDs with service providers, teachers, and youth provided more detail regarding factors that 
hinder policy implementation. According to the FGD participants, some of these factors may hinder 
or facilitate implementation depending on the context.

cultural practices and Gender norms Hinder implementation
Most FGD participants agree that cultural practices and gender norms frequently hinder implementa-
tion because the influence they can have on behavioral expectations for men and women are often 
not aligned with the policy objectives. According to service providers, cultural practices and gender 
norms often diminish women’s decisionmaking power, teach women to be submissive to men and 
male sexual desires, and prevent women from seeking health care without a man’s permission or 
presence. Cultural practices sometimes interfere with legal rights when traditional practices are em-
ployed to handle situations such as rape.

In Wajir, women are often perceived to have lower social status than men, and men are sometimes 
hesitant to seek medical care or guidance from female service providers:

“Gender hinders the implementation of the policy, women are not allowed to speak to 
strangers even if they are visiting health care facilities. They are expected to disclose their 
health issues/problems to men, who should explain her health issue to the health care 
provider.” A service provider in Wajir

According to teachers, some cultural practices and gender norms restrict communication between 
girls and boys, and between girls and male teachers, especially in regard to ASRH topics. Additionally, 
cultural practices and gender norms can restrict empowerment of women and infringe on the rights of 
the girl child by promoting preferential treatment for boys. Some sociocultural and religious practices 
condone sexual discrimination and harmful practices against girls and young women, including female 
genital mutilation/cutting (FGM/C), early marriage, and forced marriage after pregnancy. 

According to youth, boys and men, and girls and women, are expected to have different roles in 
society which can pose challenges for policy implementation. Women are expected to play a sec-
ondary, submissive role to men where sexual matters are concerned, and men are expected to be 
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macho and to be the seducer. These expectations can put pressure on both young men and women 
to engage in risky behaviors. Boys feel pressure to pursue sex and put themselves at risk: 

“For boys, we are the ones who are supposed to seduce a girl….when a girl decides to do 
such a thing it would be abominable. In that way I think the boys have become vulnerable 
to diseases like HIV/AIDS because now as a boy you are supposed to be brave, and do 
all that is associated with being macho. Now the boy becomes vulnerable to sexually 
transmitted diseases….” A youth in Watamu

Young women may not carry condoms for fear of being considered a sex worker: 

“Let’s just be real, when a man is found with condoms, we all think he is a real man and 
knows how to protect himself. But what if you found the same with a lady, people just 
think you are a prostitute and that’s it.” A youth in Nairobi

For young men, widow inheritance is a cultural practice that has consequences: 

“[Cultural practices] hinder because in some communities when you are born you are giv-
en a husband if you are a girl, for example the Maasai, and you are not allowed to marry 
anyone else. When a man dies his brother or close relative can inherit his wife and you 
don’t know what killed the man. Cultural beliefs allow you to inherit your brother’s wife….. 
For example [I] am a brother to someone who has died. Culture allows me to inherit his 
wife without finding out what killed my brother. I will also get infected.” A youth in Kisumu

the impact of Religious practices and Beliefs on implementation depends on 
the context
In some circumstances, religious practices and beliefs hinder policy implementation, and in other 
circumstances, they have a positive influence. According to service providers and teachers, religious 
beliefs can have a hindering effect because they often oppose any open discussions about sex. In all 
districts, teachers noted that religious practices do not encourage, and sometimes even forbid, parent-
child communication about ASRH. Some parents will not allow their children to participate in ASRH 
education or other initiatives because it is against their faith. This means life skills education, specifi-
cally comprehensive sex education, is unacceptable at home or in school, especially when it addresses 
issues pertaining to sex outside of marriage: 

“Addressing issues of sex among the Muslims is prohibited. It is talked about in a secre-
tive way so they cannot go around to be told such things. It’s an issue that is not talked 
about openly.” A teacher in Watamu

Policy implementation is also hindered by religious opposition to contraception. In Nairobi, service 
providers discussed a fear of contraceptives among Catholics, because some believe that a woman 
can sin by using contraceptives. 

The youth also discussed religious opposition to family planning and life skills education, especially 
as it pertains to adolescent access to contraceptives. Some religions are opposed to anyone seek-
ing health care outside of a faith-based health institution, which makes it difficult for adolescents to 
access ASRH information and services. The youth also noted that religious practices often separate 
boys from girls during activities, which inhibits open discussion between the sexes about ARHD.

FGD participants also discussed the positive effect of religious beliefs and practices on policy 
implementation. According to service providers and teachers, religious practices and beliefs can help 
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facilitate policy implementation by encouraging youth to abstain from sex until they are older or mar-
ried. This helps adolescents and youth avoid risky sexual behaviors, and prevent STIs, including HIV. 
Furthermore, some religious groups do allow or encourage discussions about reproductive health.

migration may Hinder implementation in certain circumstances
Migration was discussed in many different contexts, but was most often seen as a hindrance for 
policy implementation among the FGD groups. In the context of migration among nomadic people 
or rural/urban migration, it is harder to reach a population with information and services when they 
are constantly moving, and it is harder for people in transition to access care because they do not 
know what information and services are available. Migration was also mentioned as a challenge in 
the context of training health care workers or program implementers who then move to a different 
location and do not serve the area where they were trained.

However, some participants noted that migration can be beneficial when adolescents or youth move 
from an area with no ARHD services to a new location where ARHD services are available. Migration 
can also be beneficial when program implementers or service providers move to areas where there is 
a greater need for the services they provide.

poverty and unemployment Hinder implementation
According to FGD participants, poverty and unemployment hinder policy implementation. This is 
because poverty and unemployment increase the likelihood of engaging in risky behaviors. Low-in-
come youth are more likely to drop out of school, or engage in unprotected sex or sex work. Poverty 
also makes it difficult for youth to access health care services because of cost barriers. In addition to 
contributing to poverty, unemployment is believed to lead to idleness, which increases the likelihood 
of engaging in risky behaviors, such as crime or drug use.

section  3  
leadeRsHip FoR policy implementation

Leadership is essential to ensure policy awareness, commitment, coordination, and accountability. 
This section of the interview guide asked participants about the commitment and opposition from 
leaders for policy implementation.

summaRy oF leadeRsHip FoR policy implementation
•	 There is limited support from influential leaders or institutions for policy implementation.
•	 Opposition to the policy is perceived to be low.
•	 There is lack of clarity regarding which government agency/institution is responsible for leading policy 

implementation.

policy support and opposition   
Implementers and policymakers were most likely to acknowledge limited support from influential 
leaders or institutions for policy implementation (35 out of 89 key informants; 39 percent). Only 10 
out of 89 implementers and policymakers (11 percent of key informants) think there is widespread 
financial or goodwill support among leaders for policy implementation.  

Opposition to the policy is perceived to be low, and 33 percent of key informants (29 out of 89 key 
informants) think there is no opposition from influential leaders or institutions to implement the policy. 
FGD participants think opposition to the policy is mainly the result of religious opposition to ASRH, 
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specifically in regard to providing life skills education in schools and adolescent access to contra-
ceptives. There was also concern about leaders who continue to stigmatize people living with HIV, 
including youth living with HIV, and leaders who do not speak out against FGM/C, therefore condon-
ing the practice and inhibiting policy implementation: 

“Religion, culture, and beliefs are all mixed up on issues affecting adolescent health. It 
would be necessary for these issues to be identified and explained clearly to the commu-
nity before implementing adolescent health programs.” A service provider in Wajir

leadership for policy implementation
Lack of clarity exists regarding which institution is responsible for leading policy implementation. 
When asked which institution is currently responsible for leading implementation of the policy, 
responses varied and many key informants mentioned multiple implementers. The most frequently 
noted institutions were the Ministry of Health (including DRH), followed by NCPD, MOYAS, the Min-
istry of Gender and Children Affairs, and the Ministry of Education. Key informants also referenced 
development partners, such as USAID and their cooperating agencies, and a few people referred to 
religious leaders. Overall, 45 percent of policymakers and implementers (40 out of 89 key informants) 
ranked leadership for policy implementation as “somewhat effective.” 

section  4  
staKeHoldeR and youtH involvement in policy 
implementation

The policy called for wide multisectoral involvement in implementation, especially among govern-
ment agencies, and included some detail on the responsibilities of various agencies and stakeholders. 
According to the PIAT, stakeholders are defined as “groups or individuals responsible for implementa-
tion, people who may be positively or negatively affected by the policy’s implementation (or lack of 
implementation), and officials and professionals accountable for achieving policy goals.” Participation 
of stakeholders can be influenced by many factors. This section of the interview guide assessed the 
participants’ perceptions of stakeholder engagement and participation in policy implementation.

summaRy oF staKeHoldeR and youtH involvement in policy implementation
•	 A wider range of NGO stakeholders are involved with policy implementation than multisectoral 

government agencies. 
•	 Adolescent involvement with policy implementation is low.
•	 In comparison to youth in other districts, youth in Nairobi are more involved with policy implementation 

through peer education initiatives, but their level of mentorship is perceived to be low.

stakeholder involvement
Only 13 out of 89 policymakers and implementers (15 percent of key informants) think there is wide 
multisectoral involvement of different government agencies in policy implementation, but 43 percent 
of the key informants (38 out of 89 key informants) believe there is wide involvement of NGO stake-
holders implementing the policy. In comparison to other districts, this recognition of wide involve-
ment of NGO stakeholders was especially strong in Nairobi.

adolescent and youth involvement
As presented in Figure 4, 46 percent of policymakers and implementers (41 out of 89 key informants) 
think the involvement of adolescents in policy implementation is limited. Most FGD participants 
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agree that adolescent involvement is limited, especially in Wajir where very few youth know the policy 
exists. However, some FGD participants discussed the importance of engaging adolescents:
 

“The extent [of adolescent involvement] is very minimal. This idea is coming up now….
Many adolescents are not aware that this policy even exists. Imagine that some of them 
do not even know their basic rights. I think that we need to strongly advocate for this 
policy and let as many adolescents as possible to know their rights.” A teacher in Kisumu

In comparison to other districts, youth in Nairobi are considered to be more involved with policy im-
plementation through peer education initiatives, but their level of mentorship is perceived to be low: 

“[We] find even the [youth] peer educators, they have no formal training, they just do their 
own research and gather information for themselves.” A youth in Nairobi

Figure 4: the extent of adolescent involvement in aRHd policy implementation
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section  5  
planninG FoR implementation and ResouRce 
moBiliZation

Clear planning and sufficient resources are essential for effective policy implementation. The purpose 
of the ARHD Policy Plan of Action 2005-2015 (POA) is to provide a strategic and detailed plan for 
policy implementation. This section of the interview guide assessed the effectiveness of planning 
for implementation and resource mobilization, including the adequacy of capacity building for and 
preparedness of policy implementers, and the changes required of their organization.

summaRy oF planninG FoR implementation and ResouRce moBiliZation 
•	 Dissemination for the POA was not widespread, and was not ongoing. A majority of implementers are 

not familiar with it, especially outside of Nairobi. 
•	 In addition the POA was criticized for being developed too long after the policy was developed, not 

including details for resource mobilization, and lacking widespread adoption among implementers.
•	 Nearly half of implementers think the policy has required moderate or substantial operational changes 

within their agency/organization.
•	 Many of the organizations are responding to these operational changes well, but approximately  

25 percent of implementers are having difficulty adapting to the changes, and many implementers  
did not think their organization had received training for policy implementation. 

•	 Most implementers receive funding from donors to implement the policy. 
•	 Twenty-five percent of implementers believe their funding for policy implementation is insufficient.
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implementation planning
Dissemination for the POA was not widespread, and was not ongoing. More than half of 
implementers (34 out of 62 implementers; 55 percent) are not familiar with it, especially outside  
of Nairobi. Among the districts, Nairobi was the only area where a majority of implementers (19  
out of 30 implementers; 63 percent) were familiar with the POA. There were no participants in any 
FGD who were familiar with the POA. 

In addition to the limited dissemination, implementers criticized the POA for not being developed 
until two years after the policy was launched, not including details for resource mobilization, and 
lacking widespread adoption among implementers.

Forty-five percent of implementers (28 out of 62 implementers) think the policy has required moder-
ate or substantial operational changes within their agency/organization. Many of the organizations 
(26 out of 62 implementers; 42 percent) are responding to these operational changes well or very 
well, but approximately 25 percent of implementers (16 out of 62 implementers) are having difficulty 
adapting to the changes required by the policy. Forty percent of implementers (25 out of 62 imple-
menters) did not think their organization had received training for policy implementation. 

When asked to describe areas for which training or capacity building is needed to implement the 
policy, service providers requested more training on policy implementation, including information 
about adolescent legal rights to reproductive health care, and how to: provide age-appropriate ASRH 
counseling and services and behavior change communication, provide services for youth living with 
disabilities,  monitor policy implementation, and improve community outreach and engagement.

Resource mobilization
As presented in Figure 5, out of 62 implementers interviewed for this assessment, more than half  
(33 implementers; 53 percent) receive funding from donors to implement the policy, 12 implementers 
(19 percent of implementers) receive funding from a different private sector source, and only 7 imple-
menters (11 percent of implementers) receive funding from government. 

Figure 5: source of Funding for aRHd policy implementers
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summaRy oF planninG FoR implementation and ResouRce moBiliZation (continued)
•	 Almost half of the implementers have experienced problems accessing funds to implement this policy. 

The most frequently noted challenges for accessing funding pertained to the public sector.
•	 A minority of implementers have experienced problems expending funds to implement the policy.
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One out of four implementers (16 out of 62 implementers; 26 percent) believes their funding for policy 
implementation is insufficient. Forty-two percent of the implementers (26 out of 62 implementers) 
have experienced problems in accessing funds to implement this policy. 

Among implementers, the most frequently noted challenges for accessing funding to implement the 
policy pertained to the public sector. Implementers discussed insufficient resources for ASRH in the 
public sector in addition to disbursement delays and misappropriation of funds. Changes in donor 
funding mechanisms and donor priorities were also one of the most frequently mentioned challenges.

When asked how these funding challenges can be resolved, implementers called for more political will 
for ARHD, and improvements in resource mobilization, monitoring, and transparency of government 
funding for ARHD. Policymakers discussed the need for increased funding for ARHD through advocacy 
and more policy awareness, streamlined disbursement mechanisms, and ensuring supplies/commodi-
ties reach all ARHD institutions and communities. Policymakers also mentioned the need for clarity 
regarding the institutions in charge of policy implementation, and their responsibilities. 

More than 10 percent of implementers (8 out of 62 implementers) have experienced problems expend-
ing funds to implement the policy. When asked how these problems could be resolved, implementers 
called for improved disbursement mechanisms, more funding, and work plans that reduce inefficiencies.

section  6  
opeRations and seRvices

Efficient and effective service delivery is critical for policy implementation. This section of the inter-
view guide assessed coordination among implementing agencies, and the flexibility they have to 
adapt the policy to respond to local needs. This section also asked participants about the positive 
outcomes and challenges associated with service delivery as a result of implementing the policy.

summaRy oF opeRations and seRvices 
•	 Very few implementers think coordination among policymakers, agencies, and organizations is effective. 

Implementers provided suggestions for a clear coordination framework.  
•	 Overall, implementers feel they have flexibility to adapt policy implementation strategies and activities to 

respond to local needs.
•	 Most participants think there have been positive changes in the provision of ARHD information and 

services to adolescents under the policy. 
•	 Although there have been many positive changes in service delivery as a result of implementing the 

policy, barriers still exist that affect access to youth-friendly ASRH services.
•	 The policy is not being implemented equitably to all adolescents in society, especially the hardest-to-

reach and most vulnerable youth.

coordination among policy implementers
Only three out of 62 implementers (5 percent of implementers) think coordination among 
policymakers, agencies, and organizations is effective. Twenty-four percent of implementers (15 out 
of 62 implementers) think coordination is not effective. 

According to the implementers, coordination could be improved if there was a clear framework that 
defined the responsibilities of implementing agencies, and required multisectoral collaboration among 
stakeholders. It would be ideal to have one lead agency responsible for overseeing coordination of the 
policy with resources available to monitor and evaluate implementation. The key informants noted that 
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coordination is important among stakeholders at the national and decentralized levels in both the public 
and private sectors. Coordination could be fostered through public and private partnerships, and joint 
consultative meetings or task forces that serve as platforms for sharing information. 

The key informants also noted that coordination could be improved if ARHD were prioritized among more 
multisectoral stakeholders. This could be done through increased policy dissemination and advocacy to 
raise awareness and increase resources. Ideally, policy implementation would be clearly defined in the an-
nual operating plans for implementing agencies, which would also make it easier to coordinate efforts.

Overall, implementers feel they have flexibility to adapt policy implementation strategies and activities 
to respond to local needs. Fourteen out of 62 implementers (23 percent of implementers) think they 
have “complete flexibility.” 

In order to further improve the process of adapting policy implementation to respond to local needs, 
key informants suggested increasing policy dissemination and advocacy to engage more stakehold-
ers at the local level, including youth, parents, religious leaders, and other community leaders. Key 
informants stressed the need to engage local-level stakeholders so there can be more of a “bottom-
up” approach to policy implementation. Partnerships between central and local-level stakeholders 
are important for implementation, and help to ensure that: local needs are addressed through policy 
implementation, financial support is more readily available at lower levels, coordination is improved at 
all levels, and ARHD is mainstreamed into new and existing initiatives on the ground. Key informants 
also encouraged more research to have a better understanding of needs at the local level. 

perceived service delivery improvements 
Most implementers (44 out of 62 implementers; 71 percent) think there have been positive changes in 
the provision of ARHD information and services to adolescents under the policy. The positive changes 
noted most frequently by implementers were: improved ASRH health outcomes; improved knowledge 
of and attitudes toward ASRH among providers, educators, and youth; strengthened partnerships 
between the government and NGOs/CSOs; improved empowerment of youth through more income-
generating activities; more funding for ASRH.

According to many service providers, the number of youth-friendly service centers has increased, and 
so have positive attitudes about ASRH at the community level and among the youth. Service provid-
ers in Nairobi noted that youth have taken more responsibility for their health through youth support 
groups and peer education. In Wajir and Watamu, service providers have observed more positive at-
titudes about ARHD: 

“[The biggest positive change is] change of attitude in the part of the service providers and 
adolescents. Before we would look down on the youth and even criticize them, but now there 
is change of attitude; there was no guideline on family planning back then, but now there are 
different types.” A service provider in Watamu

In regard to education, teachers in Kisumu have observed positive behavior change among adoles-
cents after they were exposed to awareness campaigns and messages. In Wajir, teachers discussed 
improvements in hygiene among adolescents. In Watamu, teachers have noticed a reduction in early 
marriage, fewer pregnancies before marriage, more young women returning to school after giving birth, 
and increased communication about ASRH.

As a result of policy implementation, the youth have observed more knowledge and awareness about 
ARHD, and improved health outcomes. In Wajir and Watamu, youth have observed an increase in the 
number of NGOs and CBOs involved with youth initiatives in both urban and rural areas, and more 
emphasis on gender equality.
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perceived service delivery Barriers
A majority of implementers (48 out of 62 implementers; 77 percent) think there are barriers to provid-
ing ARHD information and services. FGD participants mentioned cultural and religious barriers for 
providing ASRH information and services, including opposition from leaders and parents. Other bar-
riers for providing ARHD information and services included: changing priorities among implement-
ers; lack of resources; commodity stock-outs; lack of personnel trained in ASRH; service provider 
bias; not enough youth-friendly service facilities and educational materials; low youth involvement in 
ARHD initiatives; and poverty and unemployment among youth.

Most FGD participants think the policy is not being implemented equitably for all adolescents. The 
adolescents that benefit the least from policy implementation include adolescents in rural areas or 
slums, out-of-school adolescents, homeless adolescents, adolescent refugees, adolescents living 
with disabilities, and male adolescents. 

section  7  
FeedBacK on pRoGRess and Results

M&E is important for tracking progress toward achievement of results. Feedback on implementation 
and results helps policymakers and implementers assess progress, and contributes to an effective 
and measurable outcome. This section of the interview guide asked participants about the institu-
tions responsible for monitoring implementation, and the information stakeholders receive as part of 
the monitoring process.

summaRy oF FeedBacK on pRoGRess and Results
•	 Many key informants do not know which institution is responsible for monitoring policy implementation, 

or think no one is monitoring it.
•	 Almost half of the implementers’ organizations are required to report on progress or accomplishments 

under this policy. However, a majority of implementers, including service providers, are not receiving 
feedback on how the policy is being implemented overall.

•	 To improve monitoring for policy implementation, key informants suggested establishing an M&E 
framework.

•	 Service providers requested more MOH guidance, improved tools for policy implementation and 
reporting at the county level, and more frequent M&E. 

policy implementation m&e
Key informants were most likely not to know which institution is responsible for monitoring policy imple-
mentation, or to think no one is monitoring it. Some mentioned MOH, DRH, NCPD, other government 
agencies, or NGOs. Forty-four percent of the implementers’ organizations (27 out of 62 implementers) are 
required to report on progress or accomplishments under this policy. However, a majority of implementers, 
including service providers, are not receiving feedback on how the policy is being implemented overall.

To improve monitoring for policy implementation, key informants suggested establishing an M&E 
framework that details the responsibilities of the institution(s) responsible for M&E, and includes 
clearly defined indicators to assess implementation and policy outcomes. Key informants noted that 
resources would be necessary for the M&E framework, along with capacity building for implementers 
so they can be equipped with the skills required for policy implementation and proper reporting.

Service providers requested more MOH guidance, improved tools for policy implementation and 
reporting at the county level, and more frequent M&E. 
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section  8
paRticipants’ oveRall assessment

The last section of the interview guide asked participants to provide an overall assessment of policy 
implementation, including overall ARHD improvements, overall barriers for implementation, and pro-
posed next steps for policy action.

perceived aRHd improvements as a Result of policy implementation
Most policymakers and implementers (62 out of 90 key informants; 69 percent) think ARHD has 
improved in Kenya as a result of implementing the policy. Only 8 out of 90 policymakers and 
implementers (9 percent of key informants) think there has been no positive change as a result of 
implementing the policy.

The positive changes noted most frequently by policymakers were increased awareness and prioritiza-
tion of ARHD issues in the public sector, including more communication about contraceptives for ado-
lescents and youth. Policymakers also noted a few successful government initiatives that happened as 
a result of the policy, such as the Government of Kenya’s youth fund, and the “return to school” policy 
that has contributed to greater school completion among young women after they give birth. 

As a result of implementing the policy, implementers have noticed improved access to ASRH informa-
tion and services, improved ASRH outcomes, and more empowerment of youth, including increased 
awareness about ASRH and gender equality. Implementers also mentioned increased participation of 
NGOs, CSOs, and youth in ARHD, and a more supportive environment for ASRH in Kenya.

As a result of implementing the policy, FGD participants have observed improved ASRH among 
youth, more youth involvement in ARHD initiatives, and improved youth empowerment, especially 
among girls. Service providers have noticed an increase in the availability and use of youth-friendly 
service centers providing comprehensive ASRH care, and more health care providers with positive 
attitudes about ASRH. Both service providers and the youth have observed improved parent-child 
communication about ASRH. 

Teachers have noticed greater school completion, especially among young women who return to 
school after giving birth. In Wajir, where teachers have focused extensively on youth hygiene as a 
component of health education under the policy, both teachers and youth have observed improved 
hygiene among adolescents.

summaRy oF paRticipants’ oveRall assessment
•	 Most participants think ARHD has improved in Kenya as a result of implementing the policy. Examples 

of ARHD improvements include increased awareness and prioritization of ARHD, improved access to 
ASRH information and services, improved adolescent and youth health outcomes, more empowerment 
of youth, and greater school completion among other examples.

•	 Overall implementation for the policy has been limited. Examples of barriers for policy implementation 
include cultural practices and religious barriers, lack of funding, low political will, low stakeholder 
involvement, lack of awareness about the policy and the POA, low coordination among implementers, 
low-quality ASRH services, and poor ASRH outcomes among other examples.

•	 Most participants think additional policy action would help facilitate implementation of the policy, and 
specific examples were provided for next steps, including enforcement of operational guidelines and 
strategic plans for policy implementation, improved policy dissemination, ARHD advocacy, increased 
multisectoral engagement, and increased funding among other examples.
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Many youth have noticed more life skills education programs for adolescents and youth as a result 
of implementing the policy. In Nairobi, the youth have observed more peer-education, which they 
believe helps fill the gap when parents or others in the community do not talk to adolescents about 
SRH. In Wajir, where policy dissemination and implementation was especially low, the youth have 
observed more access to youth-friendly services, and more ARHD advocacy.

perceived Barriers for policy implementation
Eighty-eight percent of policymakers and implementers (79 out of 90 key informants) believe 
implementation for the policy has been limited. The biggest barriers for policy implementation 
include cultural practices and religious barriers, such as early marriage and opposition to life skills 
education in school. Policymakers and implementers mentioned lack of funding, poor political will, 
low stakeholder involvement, and lack of awareness about the policy and the POA, especially at 
the decentralized level. Poor coordination among implementers was also discussed, including lack 
of integration into other health and development programs.
 
Low-quality ASRH services and persistent poor ASRH outcomes were additional concerns for policy 
implementation: 

“There is still persistent early pregnancy, high HIV infections, high sexual activities, and we 
seem not to be improving especially with the new media exposure to sensitive programs on TV. 
ASRH remains a large problem.” A policymaker in Nairobi

Like policymakers and implementers, most FGD participants agree that policy implementation has 
been limited. One of the most frequently mentioned barriers to policy implementation among all the 
groups was lack of awareness about the policy at the local levels, especially in Wajir where both 
awareness and implementation were notably lower than the other districts: 

“The biggest barrier to implementing the policy is lack of awareness of the policy and the pre-
vailing cultural practices and beliefs.” A teacher in Wajir

Even though ASRH guidelines do exist, not many service providers are familiar with them: 

“There are [ASRH] guidelines in place but there is minimal circulation in the system, so as much 
as there are guidelines, health workers don’t seem to know or understand.” A service provider 
in Kisumu

Other barriers mentioned by FGD participants included cultural beliefs and religious practices, lack of 
resources and poor funding mechanisms, lack of coordination, poor M&E, and lack of skilled personnel. 

Additionally the youth groups emphasized the limited availability of youth-friendly resources, such 
as age-appropriate ASRH informational materials and support finding employment. Many ARHD 
initiatives and resources are not presented in a youth-friendly manner, and information is not 
communicated effectively to them, especially for youth who cannot read.  

participants’ suggestions for policy action
Most policymakers and implementers (60 out of 90 key informants; 67 percent) think additional  
policy action would help facilitate implementation of the policy. Policymakers and implementers  
suggest the issuance and enforcement of operational guidelines and strategic plans for policy 
implementation that increase ownership over implementation activities, and improve M&E. They  
also suggest improved policy dissemination, ARHD advocacy, and increased funding. Several key 
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informants discussed the importance of mainstreaming ASRH by including it in broader adolescent 
and development policies and initiatives instead of isolating it as a separate issue. 

Many FGD participants agree there is need for additional policy action to help facilitate policy imple-
mentation. They called for policy enforcement, clear standard operating procedures, more resources, 
and widespread dissemination, especially at the local level. Service providers requested new or im-
proved ARHD informational and educational materials for adolescents. 

In Wajir, FGD participants called for stricter laws or guidelines for policy implementation. Service 
providers suggested a law declaring ASRH a mandatory service, and teachers requested a law or 
guidelines for leaders to disseminate the ARHD policy and information to adolescents and youth. 

When asked which office should be responsible for the next steps, responses varied and reinforced 
the notion of a multisectoral approach to policy implementation. Key informants were most likely to 
mention the MOH (DRH), MOYAS, MOE, Ministry of Planning (NCPD), and parliament, among others. 
FGD participants were most likely to mention the MOH (DRH and Division of Child and Adolescent 
Health) and MOE followed by MOYAS, Ministry of Gender, and Ministry of Finance, among others.

summaRy oF Key FindinGs
The key findings of the assessment reveal that since 2003, Kenya’s ARHD Policy has led to many 
perceived improvements in the health and well-being of adolescents and youth. The ARHD Policy has 
provided guidance for priority ARHD needs and target populations, and for a range of approaches to 
increase access to and quality of ARHD programs and services. It has also helped lay the groundwork 
for many new guidelines, policies, and strategies. All of this has contributed to more commitment to and 
funding for ASRH; strengthened partnerships between the government and NGOs/CSOs; improvements 
in knowledge of and attitudes toward ASRH; and improved empowerment of youth.

However, ARHD Policy implementation has been limited due to a range of factors and challenges, such 
as lack of awareness about the policy and the policy POA. For example, many participants were unin-
formed regarding the agencies responsible for implementation, the implementation strategy detailed in 
the POA, and the monitoring and evaluation framework. Other challenges include lack of coordination 
among implementers; low stakeholder involvement, including low political will and youth involvement; 
limited leadership; lack of resources; poverty and unemployment among youth; and limited availability 
of high-quality ASRH services. Additionally, ASRH remains a contentious issue among some communi-
ties, and some cultural and religious practices are barriers for implementation. Adolescents and youth 
still face challenges, such as completing secondary school, finding employment, postponing marriage, 
and avoiding STIs and unintended pregnancies. 
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The following seven recommendations were developed by the core research team, assessment 
partners, and stakeholders after reviewing the key findings of the assessment. The recommendations 
provide next steps for policy action that will strengthen policy implementation and ensure this policy, 
and others that follow, are put into practice on a large scale.

     ensuRe an inteGRated appRoacH to policy 
     development and implementation 
Revise aRHd policy into a new national adolescent and youth development policy: When it reach-
es the end of its timeframe, the ARHD Policy should be revised into a National Adolescent and Youth 
Development Policy that encompasses both adolescents and youth, and includes reproductive health 
as a core pillar of development among others. The National Adolescent and Youth Development Policy, 
including the reproductive health component, should be clearly linked to Kenya’s development goals, 
international agreements, and other policies based on the finding that aligned policies are stronger than 
policies that stand alone. Similar to the 2003 policy, the new policy should be seen as a large step in the 

neXt steps: aRHd policy implementation assessment Recommendations

1.  Ensure an Integrated Approach to Policy Development and Implementation
•	 Revise ARHD Policy Into a National Adolescent and Youth Development Policy
•	 Foster Multisectoral Engagement
•	 Ensure Adolescent and Youth Involvement
•	 Foster Parental Involvement

2.  Strengthen Leadership and Coordination
•	 Strengthen Leadership
•	 Improve Coordination Among Stakeholders and Implementers

3.  Increase Policy Awareness
•	 Scale-Up Nationwide Policy Dissemination

4.  Strengthen Implementation Plans
•	 Develop and Implement a Comprehensive Plan of Action 

5.  Improve Resource Mobilization and Management
•	 Improve Resource Mobilization With Clear Leadership
•	 Strengthen Financial Oversight and Accountability

6.  Improve Service Delivery
•	 Provide Capacity Building for Policy Implementation
•	 Increase Adolescent/Youth Access to Services

7.  Ensure Monitoring and Evaluation
•	 Establish and Implement an M&E Framework With Clear Leadership
•	 Provide Capacity Building for M&E Among Implementers

RECOMMENDATIONS AND 
LESSONS LEARNED

1
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process of addressing ARHD rather than as the final result. It will need a goal and objectives that are 
achievable within the timeframe of the policy. A National Adolescent and Youth Development Policy with 
reproductive health as a central component that is aligned with other policies would help garner support 
from a broader range of stakeholders, mainstream ASRH, and make it easier to mobilize resources.  

Foster multisectoral engagement: Engaging a wide range of stakeholders in policy development, 
implementation, and monitoring is essential. The key findings reinforce the importance of extending 
policy implementation beyond the health sector to support ARHD, such as engaging the education 
and employment sectors among others. Although the 2003 policy called for broad multisectoral en-
gagement, the involvement of stakeholders was perceived to be limited, especially the involvement 
of government agencies, local-level stakeholders, and stakeholders in areas outside of Nairobi. 

It is important for stakeholders, especially government agencies charged with leadership and imple-
mentation responsibilities, to provide clear, ongoing communication about their existing implementa-
tion responsibilities and activities. Also important is improving mechanisms for engaging a broader 
range of government agencies, private sector entities, and NGOs/CBOs. This will involve engaging 
leaders from multiple levels, including national and local-level government officials, donors, health 
sector leaders, religious and civic leaders, teachers, parents, and youth, among others.

Engaging local-level stakeholders in formulation and implementation is essential so there can be 
more of a “bottom-up” approach to implementation. As noted by study participants, partnerships 
between central and local-level stakeholders are important for implementation, and help ensure that:  
local needs are addressed through policy implementation, financial support is more readily available 
at lower levels, coordination is improved at all levels, and ARHD is mainstreamed into new and 
existing initiatives on the ground. 

Kenya’s new devolved structure of government has the potential to ensure more of a “bottom-up” 
approach to implementation. Decentralization with accountability and good leadership will help 
expand ARHD services to the counties, and increase local ownership and engagement. 

ensure adolescent and youth involvement: Objective 7 of the policy is “to promote participation 
of adolescents in reproductive health and development programs.” Although there have been some 
improvements in youth engagement, adolescent and youth involvement in policy implementation 
is perceived to be low. However, the general consensus among participants is that adolescents 
and youth need to be engaged with ARHD policy development and implementation. As the 
policy is revised, the responsibilities of adolescents and youth in formulation and implementation 
should be clear for all implementers and youth, and mechanisms for their engagement need to be 
strengthened. Adolescents and youth should be informed about their policy responsibilities and 
benefits through policy dissemination initiatives.

Adolescent and youth SRH initiatives will need to expand beyond increasing awareness to increasing 
capacity building among the youth. This includes increasing the capacity of youth to take responsi-
bility for their health, relationships, and future roles in the community. By providing a broad range of 
skills, information, and resources, youth can make informed and positive decisions, and advocate on 
their own behalf. This will increase the capacity of youth to make decisions long after their parents 
and other mentors are no longer in their lives.

Foster parental involvement: Parents and families are critical influences on ASRH behavior and 
attitudes. Parents play an important role not only in imparting knowledge about reproductive health 
to their children, but also in the development of self-esteem, confidence, and the ability to negoti-
ate sexual relationships. However, few parents are equipped with accurate information about sexual 
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health or the realities of adolescent behavior. Therefore supporting ASRH while respecting parental 
concerns continues to be one of the greatest political challenges policymakers face, but it is worth 
investing in for the sake of future generations.

Parents should have a central role in shaping public policy to serve the best interests of adolescents 
and youth by: being informed voters; urging policymakers to recognize the importance of ARHD; 
tapping into or creating support networks that advocate for and ensure implementation of sound 
policies; starting discussions in their communities about ASRH with local civic and religious leaders, 
the media, and other community members; and working in coalitions that focus on adolescent and 
youth development.

     stRenGtHen leadeRsHip and cooRdination 

strengthen leadership: The policy and POA outlined the roles and responsibilities of various 
stakeholders and implementers, including the lead agencies. However there was confusion among 
participants regarding which agency was responsible for leading implementation. This suggests 
that leadership responsibilities were not clearly defined, not disseminated, and/or unrealistic for 
the designated agencies, and the roles of the lead agencies were not communicated to other 
implementers. 

As a next step, there should be one lead agency responsible for ensuring the policy is put into prac-
tice. The lead agency will ensure policy awareness, commitment, coordination, and accountability. 
Leadership responsibilities should be realistic and appropriate for the lead agency. The responsibili-
ties of the lead agency need to be clearly defined in its mandate and annual operating plan, and it 
is essential for resources to be available for implementation. The lead agency will need to have an 
accounting officer who is responsible for coordination, monitoring, and evaluation.

The responsibilities of this agency should be clear to all stakeholders during each stage of policy 
formulation, dissemination, implementation, and evaluation. Policy implementers will be accountable 
to the lead agency for reporting on the progress and outcomes of their implementation activities. 

improve coordination among stakeholders and implementers: Objective 6 of the policy is “to 
strengthen intersector coordination and networking in the field of adolescent health and devel-
opment.” Unfortunately, lack of coordination and duplicated efforts among implementers was a 
concern echoed throughout the key findings. However, the general consensus continues to be 
that coordination is critical, especially given the emphasis on broad multisectoral engagement for 
policy implementation. 

Coordination of a national youth policy will need leadership from a government institution with the 
capacity and authority to design and implement policies and programs across sectors, including 
health, education, and the labor force. A detailed coordination plan with clear leadership will guide 
collaboration and knowledge-sharing at the national and county levels among the public and private 
sectors. Clear leadership is important to implement the coordination plan, and organize task force 
meetings or other coordination mechanisms.

Existing task forces and working groups focused on ARHD should be expanded to include a broader 
range of stakeholders. An example of an existing working group that could be expanded or repli-
cated for coordination purposes is the DRH and NCPD ASRH TWG. Ongoing policy implementation 
updates should be disseminated to a broader range of audiences through new dissemination mech-
anisms, including digital dissemination such as listservs.

2
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     incRease policy aWaReness 

scale-up nationwide policy dissemination: The ARHD Policy and POA were not disseminated widely, 
and awareness and implementation were limited as a result, especially in areas outside Nairobi, and 
among stakeholders at the subnational level, institutions with high turnover, and policymakers.

It is essential for policy dissemination to be widespread. There should be a clear nationwide dis-
semination plan to ensure the policy reaches multisectoral stakeholders and implementers, including 
youth, and that stakeholders and beneficiaries are informed about the policy in all counties at every 
level. Policy dissemination should also include sensitization about the ARHD needs at the local level 
that the policy will address. 

The dissemination plan should ensure ongoing, routine dissemination throughout the policy time-
frame. Ongoing dissemination is especially important to increase awareness at institutions with high 
turnover of personnel, such as government agencies. As noted by assessment participants, new 
leaders come with new priorities and policies, which have the potential to lead to fragmented or dis-
continued projects. Therefore, ongoing dissemination is especially important given the 2013 national 
election and the new leadership that will be ushered in to office in the coming year. 

A popular version of the policy should be available to provide a clear and concise summary of the 
policy and POA. The popular version is important for people who are unlikely to read the entire policy 
and POA, but will read the short version and be informed of the policy as a result. 

The dissemination plan should include translation of the popular version, policy, and POA into Swahili. 
It should include a range of dissemination mechanisms, including information technologies and digital 
dissemination. The media can also have an important role in disseminating information about the new 
national youth policy. 

     stRenGtHen implementation plans 

develop and implement a comprehensive plan of action: The policy POA was criticized for being 
developed too long after the policy was developed, not being disseminated widely, lacking wide-
spread adoption among stakeholders, and not including enough detail, such as resource mobilization 
plans. 

Therefore when the policy is revised, a new POA will need to be developed with more detail, especial-
ly regarding clear leadership, coordination plans, ongoing dissemination plans, multisectoral imple-
mentation roles and responsibilities at all levels, resource mobilization mechanisms, and M&E plans. 

The new POA will need to be developed and disseminated at the same time the policy is dissemi-
nated. It may be ideal to include the implementation plan in the policy instead of disseminating it as 
a separate document. POA implementation can be enforced through monitoring and accountability 
measures described in recommendation seven.

     impRove ResouRce moBiliZation  
     and manaGement
Objective 9 of the policy is “to advocate for increased resource commitments for adolescent and 
youth health and development programs,” and there have been substantial increases in support for 
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ARHD initiatives since 2003. However, many implementers continue to believe funding for policy 
implementation is insufficient, and have experienced problems accessing funds for implementation. 
The most frequently noted challenges for accessing funding pertained to the public sector. 

improve Resource mobilization With clear leadership: The revised policy and POA should include 
more details for resource mobilization mechanisms and leadership to ensure adequate financial sup-
port for implementation. Resource mobilization initiatives should focus on:  

•	 Establishing national financial goals and commitments. National goals with financial objectives 
and commitments for ARHD are essential with monitored implementation.

•	 Increasing government commitment. Advocate to policymakers and government officials in rel-
evant ministries to prioritize and mainstream ARHD activities in their performance contracts and 
annual operating plans. 

•	 Engaging donors and development partners. Assessment participants recognize global assis-
tance and donor support as facilitating factors for policy implementation. Therefore, more ARHD 
financial support should be sought from relevant donors. Donors and development partners 
should be engaged in activity prioritization to ensure their interests are aligned with the priorities 
at the local level.  

•	 Leveraging public-private partnerships. Public-private partnerships should be leveraged to in-
crease financial support for implementation, and to strengthen coordination between the sectors.  

•	 Committing to relevant development goals. Referring to development goals aligned with the 
policy, such as Vision 2030 and the MDGs, will help garner support for and commitment to the 
policy among donors. 

strengthen Financial oversight and accountability: Financial oversight and accountability will also 
need to be improved. Suggestions for improvement include: 

•	 Establishing transparency and accountability for government and donor resources, including 
strengthening mechanisms to monitor funds. 

•	 Implementing effective disbursement and accounting mechanisms to avoid delays that slow 
activities and burn rates.

•	 Providing capacity building on resource mobilization and management.

     impRove seRvice deliveRy  

As a result of policy implementation since 2003, there have been many perceived ARHD improve-
ments pertaining to the eight policy objectives, and ARHD has improved in Kenya. However, there 
are still barriers to providing ASRH services. To address the concerns mentioned by assessment 
participants, the revised policy and implementation plan should:

provide capacity Building for policy implementation:  Capacity building for policy implementation is 
critical, especially given that some implementers felt the policy required at least moderate operational 
changes at their organization and capacity building was limited. Moving forward, it will be important to:

•	 Train implementers on policy and POA content.
•	 Provide sensitization on ARHD issues, including the special needs of high-risk and hard-to-reach 

youth. This should include information about the ARHD rights of adolescents and youth accord-
ing to the constitution, and relevant laws and policies.

•	 Equip service providers with skills and resources for the provision of ASRH services, including 
informational materials for parents and youth. 

6
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•	 Equip teachers with skills and resources for life skills education that includes information about 
ASRH, and includes educational materials for parents and adolescents/youth.

increase adolescent and youth access to Reproductive Health services: Sexual and reproductive 
health efforts for adolescents and youth should expand beyond access to contraception or healthy tim-
ing and spacing of pregnancy to provide services and information that support life planning, attending 
school, healthy relationships, and increasing opportunities later in life. To address the service delivery 
concerns mentioned by assessment participants, the revised policy and implementation plan should:

•	 Increase the number and availability of youth-friendly services and resource centers that offer age-
appropriate reproductive health care.

•	 Inform adolescents and youth about ARHD services and resources available to them. This includes 
increasing access to ARHD services and information through a range of informational materials 
and dissemination mechanisms. All ARHD information for adolescents and youth should use 
nontechnical terms and explanations that are easy for them to understand. This also includes 
targeting information and care to adolescents and youth most in need of ARHD services, such as: 
adolescents in rural areas or slums, out-of-school adolescents, homeless adolescents, adolescent 
refugees, adolescents living with disabilities, and male adolescents. 

•	 Train adolescents and youth to be peer educators, and engage them in peer outreach. This includes 
providing ongoing mentorship for youth engagement and peer education, especially since this was 
noted as a concern among youth in Nairobi.

•	 Prioritize poverty alleviation because prioritization of poverty helps to increase the availability of 
services for low-income adolescents who tend to be most in need of ARHD information and care.

•	 Prioritize gender equality as a component of ARHD activities, especially empowerment of 
girls and young women, and male involvement in ARHD activities. As noted by assessment 
participants, gender norms often hinder implementation because the influence they have on 
behavioral expectations for men and women are frequently not aligned with the policy objectives. 

     ensuRe monitoRinG and evaluation 

Objective 8 of the policy is “to identify and define monitoring and evaluation indicators for ARHD.” 
Some components of this objective were achieved, such as the inclusion of an M&E strategy in the 
POA, the development of the ASRH TWG chaired by DRH and NCPD, and more. However there was 
confusion among participants regarding which institution, if any, is responsible for monitoring policy 
implementation. This lack of awareness regarding M&E leadership suggests that dissemination and 
implementation for the M&E plans were not widespread. Although many implementers report on 
project progress or accomplishments to various donors or institutions, a majority of implementers do 
not receive feedback on how the policy is being implemented overall, which makes it challenging to 
improve implementation efforts. 

establish and implement an m&e Framework With clear leadership: To improve monitoring for 
policy implementation, an M&E framework should be established and widely disseminated with clear 
details about leadership roles and responsibilities for implementers, measurable indicators, a realistic 
timeline for reporting and collecting data, and mechanisms to ensure feedback on policy implementa-
tion is provided to implementers.

provide capacity Building for m&e: M&E capacity building and financial support are important for 
both the lead agency and the implementers so they can be equipped with the skills and resources 
required for proper reporting.  

7
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Since 2003, Kenya’s ARHD Policy has led to many improvements in the health and well-being of 
adolescents and youth. The policy has provided guidance for priority needs and target populations, 
and increased and strengthened approaches to improve ARHD in Kenya. It has also helped lay the 
groundwork for a range of new guidelines, policies, and strategies. However, policy implementation 
has been limited due to a range of challenges. 

The recognition of limited policy implementation among government officials, stakeholders, and im-
plementers is the result of lessons learned from a broad range of ARHD tools and approaches used 
over the last decade. Lessons learned from these approaches have reinforced the notion that ARHD 
Policy implementation requires a supportive multisectoral political, social, and financial environment. 

This assessment reinforced stakeholder commitment to the policy’s goal and objectives, facilitated  
dialogue on ARHD needs and challenges, and identified next steps to strengthen policy implemen-
tation. Stakeholders recognize the need to update the ARHD Policy to continue the momentum 
of the last decade, and overcome policy implementation barriers identified in this assessment. 
The assessment recommendations provide next steps for policy action that will strengthen policy 
implementation and ensure that this policy, and others that follow, are put into practice on a  
large scale.

CONCLUSION 
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