
1 

 

 
 
 
 
 
 
 

 
 
 

 

 

Implemented by: 

 Sponsored by: 



Message from Executive Director 

Cambodian Women for Peace and Development (CWPD) takes its roots from the Women’s Association of 
Cambodia (WAC), a nationwide organization established on December 02, 1978. Throughout 1986 to 1999, 
Women’s Association of Cambodia initiated programs called Women in Development (WID) that concentrated 
on family food production, nutrition, literacy, credit, primary health care, reproductive health, sanitation and 
vocational training. Primary funding was received from the United Nations and others international 
organizations such as UNICEF, WFP,  IWDA and others. In 1999, WAC reconstructed itself to become 
CWPD, a non-profit organization, to further implement the community development projects to advance 
Cambodian women in Cambodia.
 
In November 2012, USAID awarded a monetary fund of five years to the HIV/AIDS Flagship project, 
supporting a consortium led by KHANA, the largest NGO contributing to the HIV/AIDS response in 
Cambodia, with partners FHI360 and PSI, international organizations experienced in HIV-related public health 
and community development. The Flagship project aims to advance HIV response programs by increasing 
impact with cost-effective solutions through technological innovation. In partnership with national community 
organizations to strengthen and sustain the national HIV response, as the country strives to reach the Cambodia 
3.0, CWPD has been identified by KHANA’s “Purple-O-Meter”, an institutional assessment tool, as an 
established “Center of Excellence” (COE). As a COE, CWPD is considered an organization implementing 
highly-effective HIV programs. The assessment selected two project sites, Operational Districts of Siem Reap 
(SRP) and Chaktomok (PNP), to be considered COEs running the Flagship Project and USAID-branded 
“SMARTgirl program.”
 
Since January 2013, as part of the Flagship project funded by USAID through KHANA, CWPD has conducted 
HIV prevention and treatment projects and piloted HIV/AIDS and Family Planning integration programs for 
Female Entertainment Workers (FEWs) and their partners with a total budget of $1,342,181.37 to cover areas of 
the Phnom Penh city and province of Siem Reap.
 
Cambodia was recently recognized as one of the few countries in the world that have successfully controlled the 
HIV epidemic among the general population. The HIV prevalence decreased to 0.3% in 2014 from the peak of 
1.7% in 1998 (IBBS, 2016). This success was achieved by effective prevention programs and continuous 
multi-sectoral efforts under the leadership of the National AIDS Authority (NAA), with political support from 
state leaders and technical support from the National Center for HIV/AIDS, Dermatology and STI 
(NCHADS).
 
This 2013-2017 report of CWPD’s HIV/AIDS and Family Planning integration program: the SMARTgirl 
program, illustrates the achievements over the period of project implementation. It is the result of dedication of 
CWPD’s staffs to improve the quality of standard of women and children living in Cambodia that led the project 
toward great success and future promise. 

Meach Sotheary (Mrs.)
Executive Director of CWPD
Phnom Penh, February 2018 2
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Acronyms
AIDS Acquired Immune Deficiency 
Syndrome

ARV Anti-retroviral

BCC Behavior Change Communication

CBO Community Based Organization

CDHS Cambodia Demographic and 
Health Survey

CMA Case Management Assistance

CMC Case Management Coordinator 

CNPUP Cambodia Network of People 
Use Drug

CoE Center of Excellence

B-CoPCT Boosted Continuum  of 
Prevention to Care and Treatment 

CWPD Cambodian Women for Peace 
and Development

DIC Drop In Centre

EEs Entertainment Establishments

FEWs Female Entertainment Workers

FHC Family Health Clinic

FHI360 Family Health International 360

FP Family Planning

FS Field Staff

GIS Geographic Information System

GPS Global Positioning System

HIV Human Immunodeficiency Virus 

HSS HIV Sentinel Surveillance

HTC HIV testing and counseling 

IRIR Identify, Reach, Intensify, Retain

IVR Interactive  Voice Response

IWDA International Women Development 
Agency 

KP Keys Population

KTV Karaoke Television 

MARPList List of Most at Risk Population

Meka Manager Entertainment 
Establishment 

MSM Man who havesex with Man

NAA National AIDS Authority
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NCHADS National Center for HIV/AIDS 
Dermatology and STD

NGO Non-Government Organization

NSP Needle and Syringe Program

OD Operational District

OW Outreach Workers

PASP Provincial AIDS and STI Program

PC Program Coordinator 

PDI+ Peer Driven Intervention Plus

PF Peer Facilitators

PLHIV People living with HIV/AIDS

PNP Phnom Penh

PRASIT Project Strategy HIV and AIDS 
Technical

PSI Population Services International

PWID People Who Inject Drug

PWUD People Who Use Drug

QA Quality Assurance

QC Quality Control

RH Referral Hospital 

RM Role Model

SB Street Based

SBC Strategic Behavior Communication

SOP Standard Operating Procedure

SRH Sexual Reproductive Health 

STD Sexually Transmitted Disease

STI Sexually Transmitted Disease

TA-sites Technical System Sites 

TG Transgender

TOR Term of Reference

UIC Unique Identifier Card

UNICEF United Nations International Children's 
Emergency Fund

USAID United States Agency for International 
Development 

VCCT Volunteer and Confidential Counseling 
and Testing 

WAC Women’s Association of Cambodia

WFP World Food Programme

WID Women in Development
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Introduction

Context

A wealth of analysis exists on the nature and extent of HIV/AIDS behavior among Female 
entertainment workers in Cambodia. With the introduction of a law on “the Suppression of Human 
Trafficking and Sexual Exploitation” in 2008; many prostitution-associated acts became illegal, 
including: public soliciting, procurement of prostitution and child prostitution, management of 
establishment for prostitution, provision of premises for prostitution, purchase of child prostitution, 
soliciting for child prostitution, conditional money loan for child prostitution, contract for child 
prostitution, sexual intercourse with minors, indecent act against minors, contract for the act of 
selling/buying or exchanging of human beings, sexual exploitation, and pornography.

This law forced brothels to close and many of the women working within [brothels] now work in 
non-brothel based locations elsewhere. Women operating around the resort, Wat Phnom, and public 
places are known as street base (SB) sex workers. The female entertainment workers (FEWs) who 
identify as indirect sex workers now work in entertainment establishments (EEs), such as night clubs, 
bars, massage parlors, karaoke clubs, restaurants, and beer gardens.

The association between Female Entertainment workers and Entertainment Establishments has been 
devised into three categories and has aided in constructing Outreach practice:

1.   Documented as employee of Entertainment Establishment under labor law/contract;
2.   Documented as part-time worker that does not receive formal pay but benefits from clients and 
coupons;
3.   Freelance workers who operate independent of EEs, providing phone numbers to clients.
 
These distinctions have highlighted the challenges that must be assessed to better achieve the goal 
of the Cambodia Royal Government to bring an end to AIDS by eliminating new HIV infection in 
Cambodia by 2020 (Cambodia 3.0), in parallel to the USAID’s treatment target of 
90-90-90 by 2020 and 95-95-95 by 2025.

To ensure effective and efficient implementation of the prevention, care and treatment program, new 
approaches are being developed to address the HIV cascade, which include strategic behavior 
changes (SBC) in communication, counseling, HIV testing, enrollment in treatment and continuation 
for 12 months and viral load suppression.
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Key elements of a 
comprehensive response

● Drop in Centers (DIC) were set up as 
safe and comfortable communities for 
FEWs to relax, access condoms and 
lubricants, counseling services and 
referrals to HFC. DICs are franchised as 
a SMARTgirl club with USAID funding for 
a full range of services such as: group 
education, screen drug-related harm 
reduction, special events, HIV testing 
and counseling, STI/syphilis screening, 
Family Planning screening, beauty salon 
training and Unique Identifier Card (UIC) 
assignment.

● Preventing and responding to social 
stigma and discrimination includes 
forming health care groups for HIV+ 
FEWs and their partners, community 
education and access to legal services. 
Economic empowerment programs that 
expand choice for control over financial 
resources and generation of additional or 
alternative incomes.

● The Flagship project, SMARTgirl, scaled 
up online Mhealth services such as: 
resource websites, Facebook, and Voice 
for You through Interactive Voice 
Response (IVR) #1295.

● SMARTgirl networks comprised of FEWs 
including MSM, TG, PWID, PWUD, 
PLHV advocate and engage in 
leadership building to reform laws, 
policies, and law enforcement 
practices to promote protective laws, 
policies and practices that support 
HIV/AIDS responses.

● Peer facilitators provide key messages 
by using education tools for HIV/AIDS 
prevention. The key messages include: 

(A) Abstinence (practice abstinence if 
partner refuses safety measures )
(B) Be faithful 
(C) Condoms etc. (protective and 
contraceptive measures)
(D) Don’t use drugs
{E) Education (safe sex and SRH) 

Strategic Behavior Communication 
(SBC) tools developed by NCHADS and 
FHI360 as flip charts, booklets, posters and 
leaflets are distributed and posted to 
brothel and non-brothel based sex workers.

● While implementing the national strategies 
on 100% condom use, Health Family 
Clinics were established by NCHADS in 
hotspot provinces around towns with 
available sex services. Health Family 
Clinics (HFC) were used for accessing 
MARP (Most at Risk Populations): Females 
Entertainment Workers (FEWs), Men who 
have Sex with Men (MSM), and 
Transgender individuals (TG). The Health 
Family Clinics provide services for Sexually 
Transmitted Infections (STI) and Sexually 
Transmitted Diseases (STD). An  
expansion of services offered added 
Volunteer Confidential Counseling and 
Testing (VCCT) and resources for 
sexual reproductive health (SRH).

● The peer facilitators (PFs) and/or outreach 
workers (OWs) screened STI syndromes 
and provided FEWs with referral slips to 
HFC to access family planning services. 
For FEWs who cannot afford transportation 
fees, the project covered transportation 
costs to access the full range of services 
(STI, SRH, VCCT), to comprehensively 
meet the needs of clients.

The key elements of a comprehensive response in context of 
SMARTgirl:
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There is considerable 
experience in CWPD 
about how to effectively 
deliver HIV prevention, 
treatment and care 
programs.

The elements of a comprehensive response 
are an elaborate three pillars outlined in 
CWPD’s strategy plan on HIV/AIDS 
prevention, care and treatment among 
FEWs.

Pillar 1: Improve Case Detection by 
increasing number of people tested through 
new testing model

Pillar 2: Avoid new infections and reduce 
HIV risks by improving 
identification/targeting of key populations 
through outreach and risk screening

Pillar 3: Strengthening active referrals and 
linkages by improving referral methods and 
case management

There is considerable experience in CWPD 
about what works in delivering HIV prevention, 
treatment and care programs combined with 
addressing factors that adversely affect those 
efforts and responding to the underlying causes 
of vulnerability to HIV infection. This 
documentation of analysis of experiences and 
practices on what works should guide future 
lessons, program strategies and resource 
allocations to ensure an effective response in 
Cambodia.

Purpose and Audience

The purpose of this document is to:

·   Share program implementation experience 
to guide future efforts of HIV response in the 
context of female entertainment workers;

·   Provide technical details for: scientific data 
collection; strategic behavior communication 
(SBC); and program intervention to address 
various elements of a comprehensive 
response;

·   Identify lessons learned, gaps and 
challenges and provide key considerations for 
strengthening and scaling up comprehensive 
and effective responses in Cambodia;

· Present impact of project implementation

·   Exemplify resource allocation for 
strengthening and scaling up effective 
interventions.

The following parties can benefit from its 
content:

·   Programming managers, implementers, 
and service providers, NGOs, and community 
based organizations (CBO) in program design 
and program management
·   Those seeking guidance on technology 
development to improve data management, 
strategic behavior change (SBC) and 
resource allocation for strengthening and 
scaling up effective interventions
·   Those seeking to advance advocacy efforts 
for a comprehensive response that focuses on 
evidence and rights based interventions
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Part 1  provides details on outreach program activities including impacts made and challenges 
faced during the implementation of the Flagship project, offering improvements that captures 
more elements of a comprehensive response outline in Cambodia.

Part 2 provides a brief summary of the key lessons learned, gaps and challenges in the 
Outreach program with scaling up innovating ideas in the Flagship project. This analysis is 
largely drawn from the experiences, implementation practice, reflection identified in the case 
studies and supplemented by a desk review of related data and reports.

Cambodia is one of the successful countries in the world in HIV intervention, recognized as a 
country in control of its HIV epidemic, and on track to eradicate the disease. National guidelines 
structure program intervention and set targets. Concrete guidance on approaches to design 
strategies and achieve effective outcomes are outlined below.

Overview of content

The following document is outlined as follows:

Part 1: How We Did
●  A brief history of the organization;

● Synopsis of the local HIV scenario;

● SMARTGirl model and program activities;

● The challenges encountered during implementation;

● The means of monitoring and measuring results;

Part 2: What We Learned
● The ways that the intervention adapted to challenges 

and emerging needs;

● Factors that contributed to progress outcomes;

● Lessons learnt from intervention;

● Future opportunities with Core Services Package;

● The budget for program implementation
10
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National Program Guidelines

· Standard Operating Procedures (SOP) For Boosted Continuum of 
Prevention to Care and Treatment for Most at Risk Population in Cambodia 
(NCHADS), April 2013;

· Standard Operating Procedures (SOP) for HIV Testing and Counseling 
(HTC) (NCHADS), September 2013;

· Concept Note on Sharpening the Boosted Continuum of Prevention to Care 
and Treatment (B-CoPCT) for Key Population at Highest Risk in Cambodia 
(NCHADS), April 2014;

· Operational Guidance on Prioritizing Boosted Continuum of Prevention to 
Care and Treatment Among Key Populations in Cambodia (NCHADS), 
August 2015;

· Rapid Advice on Operationalizing Identify, Reach, Intensify, Retain (IRIR) for 
Hard-to Reach Key Population (NCHADS), October 2015.

The national program guidelines for referencing implementation:

Photo: COE-SRP staff with CWPD head staff. 11



Part 1. 
How We Did:

❏ A brief history of the organization;

❏ Synopsis of the local HIV scenario;

❏ SMARTGirl model under the Flagship Project;

❏ The challenges encountered during 
implementation;

❏ The means of monitoring and measuring results.
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History of CWPD

The Cambodian Women for Peace and 
Development (CWPD) association began as  
the Women’s Association of Cambodia, a 
nationwide organization, established in 
December 02, 1978. During 1986 to 1991 it was 
able to establish programs called “Women in 
Development” (WID) which included family food 
production, nutrition, literacy, credit, primary 
health care, reproductive health, sanitation and 
vocational training. Primary funding was 
received from the United Nations and other 
international organizations such as UNICEF, 
WFP, and IWDA. In 1991, Women’s 
Association of Cambodia become a 
non-government organization by engaging with 
national and international institutes and 
continued implementing the Community 
Development projects to create more 
opportunities for women in Cambodia. In 1993, 
after the general elections, the government 
established the Secretary of State for Women’s 
Affairs (currently Ministry of Women Affairs), 
CWPD assimilated financial and human 
resources into its structure. 

Towards 1999, there was a growing call among 
members for renewal and strengthening of the 
organization, believing in its potential to further 
contribute to development work in Cambodia. 
This led to a general congress being held in 
1999, with the following outcomes: a new 
constitution was formulated, its organizational 
formation redefined, major reforms in 
management were instituted and a new name, 
Cambodian Women for Peace and 
Development (CWPD).

On January 24th, 1994, WAC was recognized 
by the Council of Ministers by a letter dated 

January 24th, 1994, no. 132 Sor. Cho. Nor. 
Phor Kor, signed by Co Secretary of State of 
the Council of Ministers.
 
Again, in 2000, CWPD had registered with the 
Ministry of Interior, by a letter no. 453 Sor, Cho 
Nor dated May 26th, 2000 signed by Co 
Minister of Interior. 
 
During 1999-2007, CWPD was funded by 
USAID to implement the HIV/AIDS prevention 
among direct and indirect sex workers in 8 
provinces. In 2012-2017, the ‘PRASIT’ program 
was executed in the same areas with project 
innovation and under the SMARTgirl brand 
name.
 
In November 2012, USAID awarded $30 million 
USD for a 5-year HIV/AIDS Flagship project to 
a consortium led by KHANA, the largest local 
NGO contributing to the national HIV/AIDS 
response in Cambodia, and international 
consortium partners FHI360 and PSI, 
organizations with proven HIV-related public 
health and development experience around the 
world.
 
The Flagship Project aims to advance models 
for HIV programming, designed to lead 
innovative and cost-effective solutions that will 
increase impact on scale. Flagship acts in 
partnership with the national community-based 
organizations to sustain and strengthen the 
national HIV response, as the country strives to 
reach the Cambodia 3.0.
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CWPD recognized  as Center of Excellence (CoE)

Based on KHANA’s “Purple-O-Meter”, an institutional assessment 
tool, CWPD has been selected as an established “Center of 
Excellence”, an organization actively implementing highly effective 
HIV/AIDS response programs.

Women are the key players as educator, negotiator, facilitator 
and coordinator of the project. Women are also the direct 
beneficiary and are able to educate or discuss with partners, friends, 
families most effectively.

14
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Synopsis of the local HIV scenario

The implementation of HIV/AIDS prevention, care and treatment programs in 
Cambodia has seen to be effective due to the decrease of HIV prevalence among 
general population aged 15-49 to 0.3% in 2014 (IBBS, 2016). However, there is still 
concern as it remains high among key populations including: female entertainment 
workers (FEWs), men who have sex with men (MSM), transgender (TG), People who 
inject drug (PWID), and people who use drug (PWUD).
 
HIV Sentinel Surveillance (HSS) (2010, the most recent data available) reports a HIV 
prevalence of 13.9% among female entertainment workers who have more than 
seven clients per week. It is estimated that around 11% of female entertainment 
workers fall into this high-risk category. A recent MSM size estimation study by the 
Integrated Behavioral and Biological Survey (IBBS, 2014) reports that HIV prevalence 
among MSM is estimated at 2.3% while HIV prevalence of 9.8% among TG (IBBS, 
2012). The 2012 IBBS report suggested that 24.8% of estimated 1,300 PWID and 
4.4% of 13,000 non-injecting drug users in Cambodia are living with HIV. A 2016 
IBBS report indicates a HIV prevalence of 0.6% among female entertainment 
workers.

Therefore, further efforts are crucial to contribute to achieve the 
national 90-90-90 target by 2020 and 95-95-95 target of eliminating 
new HIV infections by 2025 in Cambodia. CWPD assists in advancing 
this campaign.

15
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SMARTgirl under the Flagship project began implementation in 2013-2017, complete 
with a package of B-CoPCT strategies to link prevention to care and treatment 
following the HIV/AIDS cascade program. SMARTgirl is a well-recognized branded, 
rights-based, holistic sexual health and HIV program. SMARTgirl has a positive, 
non-stigmatizing and friendly tone (the SMARTgirl brand) that runs through all 
messaging, materials and interventions. Through SMARTgirl, it is anticipated that 
FEWs and their sexual partner(s) will have improved health status and reduced HIV 
and STI transmission.
 
The HIV/AIDS Flagship Project is funded by PEPFAR through USAID.  It aims to 
enhance the impact, reduce costs and improve the effectiveness of the national HIV 
response by developing innovative strategies and tools. Under the project leadership 
of KHANA, FHI 360 and PSK contribute as technical assistance partners. The overall 
objective of the Flagship Project is to foster local capacity to design and showcase 
innovative, evidence-based, state-of-the-art, replicable, and technically cost-effective 
HIV innovations to enhance the impacts and reduce the costs of quality targeted HIV 
prevention for Most at Risk Populations (MARPs).

SMARTGirl Model under 
the Flagship Project 
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Identification of Key 
Populations

COEs carry out annual mapping of 
MARPs, hotspots and service delivery 
points, compile updated maps every 
quarter and formulate mapping of EEs 
and other open-air venues. They count 
the numbers of each targeted individual 
of MARPs in EEs and other open-air 
venues. Each mapping location 
estimates the number of individual 
MARPs present in each hotspot, and 
whether or not they are currently being 
reached by treatment programs.

Mapping is accomplished by the Provincial 
AIDS and STI Programme (PASP), NGO 
service providers, local authorities and 
other stakeholders including 
representatives of MARPs.  The group of 
champions at the OD level were 
responsible for mapping, with technical 
and financial support from the PASP. In 
general, mapping should be conducted 
during the 4th quarter of each year. The 
PASP representative should hold a 
meeting at the provincial level upon return, 
to relay the information from the national 
training to representatives of the group of 
champion members and other 
stakeholders from the priority ODs within 
the province.

Source: FS/COE GIS initiative development training
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The Flagship project initiated 
comprehensive GIS mapping of most 
at-risk populations (ATLAS, 2013) and 
provided training to NGOs staff and OD 
officers on GPS and uploading data to 
cloud servers. The GIS mapping can be 
used in a spreadsheet (excel) through the 
mapping icon, to allow for data analysis 
and retrieve other OD GIS mapping data.

Case Detection

Improving case detection can be done by 
following HTC activity yield efficiency by 
calculating the numbers of reactive 
positive HIV cases compared to the 
number tested. To manage individual

Source: FS/COE GIS initiative development training

reactive positive cases, the program asks 
those who are HIV reactive
to do a confirmation test and enroll in 
pre-ART and ART. This activity connects 
Case Management Coordinator (CMC) 
and Case Management Assistance (CMA) 
at the Operational District (OD) for a 
follow up case.
 
In order to ensure the effectiveness of the 
client tracking system, enrollment in 
pre-ART and ART extending over a 
12-month period is essential for program 
information retention. Following up with 
the case along the treatment cascade is a 
significant step in ensuring treatment 
adherence until viral load suppression. 

18



Quality Control/Quality Assurance

CWPD conducted joint Quality 
Assurance/Quality Control (QA/QC) under 
supervision of national (NCHADS)/ 
sub-national health providers (PASP) and 
local authorities to ensure that the quality of 
finger-prick testing in both CoE and 
non-CoE sites were adhering to the 
guidelines of SOP-HTC.

Lay counselors were selected by Outreach 
Workers, whom themselves were appointed 
by provincial coordinators, to attend the HIC 
training. An Outreach Worker is a former or 
non-former FEW matching criteria of the 
national guideline, Standard Operating 
Procedures (SOP) For Boosted Continuum 
of Prevention to Care and Treatment for 
Most at Risk Population in Cambodia 
(NCHADS) April 2013.

Criteria for Outreach Worker

In order for a lay counselor to be selected as 
an OW, they are to be from the target 
community and have an established network 
of KP peers. However, for MSM and TG, 
peer outreach workers are preferred. While 
PLHIV and KP themselves should be 
prioritized for the recruitment, the process 
should also be open to applicants who are 
non-PLHIV/non-KP but are still well qualified 
for the job.

Requirements for non-peer OW should 
include:

● Completed high school or at least 
1-year experience in counseling or 
health/social related works

● Good communication skills
● Willingness to engage with 

community members
● Flexible hours

A team of CWPD, KHANA and NCHADS 
representatives conducted training for lay 
counselors on HTC and STI screening to 
CoE and non-CoE's newly recruited staff 
and outreach workers. The HTC training 
received technical support from the 
Flagship consortium team (KHANA, 
FHI360, PSI) to verify quality counseling. 
The attendees prefer to practice testing, 
pre/post program counseling, record 
documents, and referral slips under the 
supervision of the trainers with the 
assistance of a checklist.

Training & Responsibilities of 
Outreach Workers

Communication Skills

The HTC training also emerges 
communication skills for trainees. 
Curriculums include: communication 
practice to increase knowledge 
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and capacity of OWs on how to effectively 
engage with community members; 
advocacy skills to be used with local 
authorities and EEs owners; and case 
detection management involving new HIV 
infections among their employees and 
clients. 

ART literacy

For linking prevention to care and 
treatment, the Flagship consortium team 
collaborated with NCHADS, conducted 
ART literacy tests on CoE and non-CoE 
staffs attending the training. Increasing 
knowledge of the prevention team is vital 
for treatment adherence of ARV until viral 
load suppression.

Echo Training

CoEs conduct echo training on HTC and 
STI screening to existing staff and 
outreach workers every weekend by PCs. 
Training includes corrections of errors 
practiced by staff and OWs, and reviewing 
feedback from the Flagship consortium 
team, and Quality Assurance/Quality 
Control (QA/QC) under supervision from 
national (NCHADS) and sub-national 
health providers (PASP).

Increased OW Role

To streamline roles and responsibilities of 
OWs in the balance of prevention outreach 
and new case detection, the activity to be 
followed is rapid advice on 
operationalizing IRIR. The increased role 
of field staff to be case management 
supporters supports case managers in the 
linkage of pre-ART and ART services.

Prioritizing Hard-to-Reach FEWs

The key population (FEWs) who identify 
as hard-to-reach and unreached are 
priority to obtain knowledge of by outreach 
workers. They are hard-to-reach for 
various reasons: not being part of known 
social networks, unknown geographical 
location, unstable mobility, migration and 
freelance who are not covered by EEs or 
Meeka. 

Social Media

Integration of "Test and Treat" messaging 
into existing platforms (e.g. outreach, 
social media) to create more demands for 
HIV testing among high-risk and at-risk KP 
has been effective in this process. A public 
“SMARTgirl” Facebook group is a relevant, 
low-cost method of providing updates and 
generating visibility for the mission 
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statement by posting important messages 
and reaching a larger audience through 
sharing and liking. Social media pages 
also present the opportunity to reach 
unmet KP.

Key Role Mentors

Two staff members from CWPD were 
selected and trained to be key role 
mentors, responsible for conducting 
mentorship activities with testers at their 
respective Flagship and TA sites to 
improve overall quality of HTC and STI 
screening. 

Partners (of FEW)  Testing

The lay counselors conducted HIV and 
syphilis testing services for high-risk/at-risk 
FEWs. All FEWs who get HIV reactive 

results will be referred to VCCT, 
co-located to ART sites for conformational 
testing, and immediately enrolled on ART.

All individuals from key populations 
receiving an HIV positive result will be 
encouraged to bring their partners for 
testing, or to provide a referral card to their 
partner. CWPD-COE identify and provide 
HTC to KP's partners (built on new case 
profiling).

Documents and profiles of HIV new cases 
(i.e. receiving treatment, decline of 
treatment) and partner identification of 
HIV-positive beneficiaries are available 
under Flagship sites.
 
See file attached for success stories 
of HIV+ KP retained in treatment at 12 
months with viral suppression.

Source: COE-PNP, Flagship project report 21



Source: COE-SRP, Flagship project report

Source: CWPD-M&E unit, Flagship project report
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STI screening 

STI screening is an important entry 
point in care for MARPs and their 
partners. Each MARP is to receive 
STI screening/testing on a quarterly 
basis. Symptomatic STI screening are 
conducted during outreach in 
hotspots/EEs and available in DICs.

Duo Test

STI testing (i.e. syphilis) is to be 
conducted by lay counselors using 
SD HIV/Syphilis Duo test. An 
introductory video on Duo test 

explaining materials, testing procedures 
and results reading has been produced 
by the CWPD head office and posted 
on YouTube and Facebook as well as 
shared with all relevant staffs.

Medical Referrals

Field supervisors and staffs facilitate 
referrals of FEWs and partners to 
access STI services at least once every 
quarter at health centers, family health 
clinics and NGO clinics. During the 
screening, clients diagnosed with 
symptoms will be given appropriate 
medicine, as well as doses for their 
partners.

Source: CWPD-M&E unit, Flagship project report
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Avoiding new infections 
and reducing HIV risk

This is an approach to avoid new 
infections and reduce the risk of HIV. The 
outreach services include SBC materials, 
condoms, lubricants, HIV and Syphilis 
testing kits, referral slips, (and NSP kits for 
PWID). A previously mentioned outreach 
approach -the use of social media- 
provides outreach workers another 
platform, to offer information on resources, 
promoting solutions and services.

Behavior Change Communication 
(BCC)

BBC is any level of intervention with 
individuals, communities and/or societies 
(as integrated with an overall program) to 
develop communication strategies that 
promote positive behaviors which are 
appropriate to their settings. This in turn 
provides a supportive environment which 
will enable people to initiate, sustain and 
maintain positive and desirable behavior 
outcomes.

Strategy Behavior Communication 
(SBC) 

SBC is the BCC strategic use of 
communication to promote positive health 
outcomes, based on proven theories and 

models of behavior change. SBC employs 
a systematic process beginning with 
formative research and behavior analysis, 
followed by communication planning, 
implementation, monitoring and 
evaluation. Audiences are carefully 
segmented, messages and materials are 
pre-tested, and mass media (i.e. radio, 
television, billboards, printed material, 
internet), interpersonal channels (such as 
client-provider interaction, group 
presentations) and community mobilization 
are used to achieve defined behavioral 
objectives.

CoE's Master Trainers attend Strategic 
Behavioral Communication (SBC) training 
conducted by Flagship Consortium to apply 
SBC tools each quarter. CoE's Master 
Trainers are selected from a diversity of staffs, 
such as: club manager, FP officers, Social 
Marketing Officers, and field staff. Master 
Trainer status is available to those individuals 
who demonstrate effective communication 
and training facilitation skills.
 
SBC tools are to be used in outreach sessions 
by OWs (who attend the SBC training 
conducted by Master Trainers) in SMARTgirl 
clubs and/or training venues. SBC tools are 
used to conduct a pretest with the target 
population, to understand which key 
messages would be most effective for 
behavior change.  
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Outreach 

This strategy is to reach populations who 
might not otherwise have access to 
necessary services. A key component is 
those providing it [outreach] are not 
stationary, but mobile. In other words, they 
are meeting those in need at the locations 
where TP exist. In addition to delivering 
services, outreach has an educational 
role, raising the awareness of available 
resources and implementing SBC tools. 
OWs conduct outreach in venues and 
hotspots (i.e. public parks and streets) and 
assigned DICs.

Once OWs reach and use SBC tools with 
individuals or groups, the information

gathered must be recorded in the log 
book. 

It is necessary for OWs to be flexible in 
terms of working hours, particularly in the 
evening, to maximize chances of reaching 
their target KP. 

In the outreach session, OWs need to be 
able to foster good relationships with 
stakeholders, including establishment 
owners, health care providers, police, local 
authorities and clients as well as Group of 
Champions at the OD level to enable a 
more collaborative effort for a 
comprehensive response.

Source: CWPD-M&E unit, Flagship project report
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Determining High-risk/At-risk 
statuses of  FEWs

Risk screening 

This process allows more effective 
evaluations of distinct needs of key 
populations. Risk screening is conducted 
through tablet or paper-based 
questionnaires to identify the level of risk 
key populations endure. This process also 
identifies high risk key populations for 
community-based HIV testing (finger-prick 
testing), which can then be performed by 
trained community lay counselors.
 
 

CWPD and the Flagship Consortium Team 
use tablet-based screening to identify 
at-risk and high-risk among KPs and refers 
them for testing accordingly. The 
tablet-based risk screening has been 
implemented in COE-SRP since 2015, and 
Non-COE BTB, COE-PNP, and 
Non-COE-PNP in 2017. The tablet-based 
risk screening supported by NCHADS aims 
to identify level of risk of key population to 
reach new HIV/AIDS infection case 
detection elimination target by 2025.

CoE and Non-CoE screened FEWs in the 
high-risk and at-risk categories associated 
with varying risk screening activities. 
Results  of COE-SRP and COE-PNP are 
visually displayed below.

Risk Screening in COE-SRP round (1) Dec 31, 2016. 
A total  2143 FEWs participated in this risk screening process.
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Risk Screening in COE-SRP round (1) Dec 31, 2016. 
A total  2143 FEWs participated in this risk screening process.

Out of 2143 asked, 1531 FEWs have been 
pregnant and had a baby and/or an 
abortion since their last HIV test...

… and 1535 FEWs have gotten an STI 
or experienced related symptoms 

since their last HIV test.

Photo: Risk Screening in Siem Reap.



Risk Screening in COE-PNP round (1) Nov 27, 2017. 
A total  954  FEWs participated in this risk screening process.

63% of 954 FEWs felt comfortable 
sharing their last test result.  We 

found five positive cases.
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75% of 954 FEWs felt 
comfortable sharing 
information about abortions. 

Risk Screening in COE-PNP round (1) Nov 27, 2017. 
A total  954  FEWs participated in this risk screening process.
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Condoms

Condoms are designed as a protective 
sheath to be used during sexual 
intercourse to prevent conception and the 
spread of sexually transmitted diseases. 
Booted CoPCT states that condoms and 
lubricants would be available for 
purchasing throughout the country at 
diverse points of sale, including 
pharmacies, small markets, and petrol 
stations to ensure the availability of 
condoms and lubricants in EEs. 

SMARTgirl programs should advertise 
condom distribution in SMARTgirl clubs or 
provide social marketing resources for 
condoms to outlets such as EEs. Along 
with condom accessibility, EEs should 
support the referral of MARPs to 
appropriate services. At every contact in 
the outreach activity, OWs provide at least 
one free condom to FEWs and their 
clients. 

Source: CWPD-M&E unit, Flagship project report
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Special Events

CoEs conduct special events 
(pictured below) and integrated 
HIV/Condom Plus events (HTC, STI, 
condom, FP services referral) to 
promote long term self-care behavior 
among FEWs. 
 

Family Planning

The Boosted CoPCT strategy states that 
FEWs have distinct sexual and 
reproductive health needs.  A study 
among 600 FEWs in Cambodia 
revealed that 28% (of FEWs) have had 
an abortion in the past year (compared 
to an 8% abortion rate in the general 
population according to the CDHS); this 
is despite FEWs reporting almost 100% 
condom use with last client. FEWs also 
reported low use of other methods of 
contraception (3% were using hormonal 
methods), particularly in comparison to 
the general population. 

Source: CWPD-M&E unit, Flagship project report
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FEWs  that  adopted contraceptive method 
(excluding condom)

COE-PNP 2013-2017

COE-SRP 2013-2017
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Peer Outreach

CoEs maintain "Leaders", FP Role 
Model/testimony/FP user champions to 
promote FP uptake among FEWs through 
peer-to-peer influence and referrals.

SMARTgirl Club:
 
It is essential for SMARTgirl clubs to be 
located in Drop In Centers (DICs), 
reaching key affected populations in 
hotspot areas, ready with services.  FEWs 
can reach individuals that OWs cannot, 
while also providing a safe space for 
people to socialize without fear of stigma

or discrimination. SMARTgirl clubs also 
provide the opportunity to build a network 
with others of a comparable lifestyle, 
experiencing similar challenges. 
SMARTgirl clubs are branded by the 
USAID, established by CWPD and located 
in close proximity to the populations being 
served. Working hours suitable for target 
populations is vital in ensuring maximum 
accessibility. Following the advice of the 
Boosted CoPCT strategy, the Core 
Service Package will be provided at all 
DICs/SMARTgirl clubs. Additional services 
can also be provided, depending on the 
needs of the target population and the 
mandate of the service provider (i.e. salon 
services).
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mHealth
 
In the area of prevention communications 
and service provision, building on the 
branded programs SMARTgirl for 
entertainment workers, MStyle for MSM 
and Srey Sros for TG individuals, Flagship 
is further institutionalizing its informational 
technology, which we call mHealth.  We 
believe technology is an important channel 
to reach members of our primary targets of 
HIV prevention in Cambodia’s 
concentrated epidemic.  Technology helps 
us reshape and expand the response 
reaching individuals at risk—especially if 
they don’t identify themselves, such as 
men who have sex with men who typically 
do not disclose their behavior—anytime 
and anywhere, helping us go well beyond 
what traditional outreach education can 
do.  

“....to improve our ability to 
confidentially reach, 

engage and serve key 
populations at risk of HIV, 
anywhere and anytime.”

Although there are an estimated 50,000 
individuals at risk of HIV, only a portion of 
them are reached by traditional outreach 
programs. We recognize some individuals 
at risk remain hidden or are in locations 
where we are not delivering outreach 
services. Thus, we are employing the 
power of mHealth technology to reach 
areas NGOs do not operate and to reach 
people who may not wish to be reached by 
NGOs but need our services.

Source: FS/COE Mhealth initiative development 
training
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Our “mHealth” technologies can 
dramatically reshape the current response 
numbers, reaching people at risk 
accommodatingly with confidential services. 

To reach our websites, users can directly 
type-in the addresses or google a related 
subject. The main outlet to engage our 
users is Facebook. As of 2014, there are 
1.4 million Cambodian Facebook users 
active each month and we see Facebook as 
a great way to reach members of key 
populations. For instance, we have 2800 
Facebook followers on our MStyle page and 
we are confident our SMARTgirl and Srey 
Sros Facebook pages will be equally 
popular in due time. We are also linking our 
postings between our website and 
Facebook pages to promote more 
interactive social media usage: postings, 
comments, replies, photos, and more.

Source: FS/COE SMARTgirl/Mhealth initiative development training
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Challenges encountered in implementation, 
monitoring, and measuring results

Lack of Instruction on attainment of 
CoE

As mentioned before, by KHANA’s 
“Purple-O-Meter”, an institutional 
assessment tool, CWPD has been 
selected as an established “Center of 
Excellence” in 2013, an organization 
capable of implementing highly effective 
and innovation HIV/AIDS programs. 
However, no guidelines are available to 
the organization (CWPD) on how to 
develop from an HIV/AIDS outreach 
community structure to a proclaimed 
Center of Excellence. 

Lack of Instruction on 
implementation  of CoE 

As the Center of Excellence was 
established in 2013-2014, we found that 
previous Program Coordinators (PC), Field 
staff (FS) and Outreach Workers (OWs) 
under the Outreach Community structure 
were unable to execute increased position 
responsibilities, causing a turnover in staff.  
The CoE management structure was not 
completely developed and fully functioning 
until September 2015. Guidance or 
instruction from the Cortosium on how 
to operate CoE could help staff 
transition and avoid turnover. 

Turnover in staff has a halting effect;  
when COE recruited new program 
coordinators and innovation staff, we 
found that they spent two or three months 
to learn program strategies and 
approaches, overall impacting results of 
program accomplishments, slowing the 
process to train new staff members.

Outreach Worker Retention

CoE reported that OWs turnover 
approximately 20% every quarter. The 
challenge lies in recruiting new OWs 
because of the inconvenient hours (i.e. at 
night or based on clients’ needs) and an 
increase in paperwork without an 
increased incentive.

Losing Outreach Workers has a domino 
effect; when outreach workers move out, 
the burden of tasks (i.e. FEWs caseload) 
falls onto the field staff.
 
This staff shortage makes it challenging 
for CoE to implement new case detection. 
Field staff lack the time and capacity to 
reach hard-to reach and unreached target 
groups, forcing neglection of  the 
guidelines of IRIR rapid advice of National 
Programme, NCHADS. 

36Photo: Outreach via tablets.



PDI+ 

By the completion of Y5, COE had applied 
PDI+ (Peer-Driven Intervention Plus) to all 
types of KPs including FEWs and MSM, both 
CoE and non-CoE. After running a PDI+ pilot 
in Kampong Cham under partner PSOD, from 
October 2016 to March 2017, statistics of 
people tested through new HIV testing models 
were not increasing, so Flagship consortiums 
were not up to scale PDI+ to CWPD-COEs. 
The objective of PDI+ is to improve case 
detection by increasing number of people 
tested through new HIV testing models, so 
Flagship consortium should install 
finger-print server to support PDI+ 
implementation among all of the CoEs. 
PDI+ has shown to be an effective procedure 
for reaching MSM networks and should be 
capitalized. 

Quality Assurance/Quality Control

Joint Quality Assurance/Quality Control 
(QA/QC) testing with supervision from 
national/sub-national health providers and 
local authorities to ensure quality of 
finger-prick testing in CoE sites is 
successfully being conducted. However, 
there is a lack of documentation of 
QA/QC protocol being utilized between 
CoE and CWPD M&E staff. Without this 
information, we lack the resources to 
advise non-CoE sites on how to improve 
and scale up their finger-prick testing sites.

GIS Mapping System

A Comprehensive GIS mapping of Most 
At-Risk Populations ATLAS 2013 was 
printed and distributed to CoEs but CoE 
never used GIS to update routine 
mapping. In Y5, COE updated annual 
mapping but was unable to, due to 
dependence on OD-led field GIS mapping. 
It is recommended that CoE work 
regularly with OD to update annual 
mapping list in Geographical 
Information System (GIS) database. 

Test and Treat

In Y5, processing of this outreach method  
was trapped. Flagship has not provided 
COEs with guidelines on the development 
of test and treat messages. Integration of 
"Test and Treat" messaging into 
existing platforms (e.g. outreach, social 
media) could create more demands for 
HIV testing among high-risk and at-risk 
KP.

FP/HIV Integration Leaders 

FEWs are often times recruited as role 
model FP to act as a peer leader, but it is 
harder to find FEWs that meet all the 
criteria for testimonies/user champions. If 
FEW meets criteria but has limited free 
time, we ask them to share their 
experiences with their friend(s).
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It is important for CoE to maintain the 
"FP/HIV Integration Leaders" (role 
models/testimonies/user champions) 
approach to promote FP uptake among 
FEWs such as FP counseling and 
contraceptive methods. 

Drug Usage Testing 

CoE conduct quarterly mapping to identify 
drug users among KP; CoE collaborated 
with Korsang for capacity building of 
OWs/FS to identify drug users in FEW 
populations. However, assessment tools 
to determine behavior of drug users are 
not consistent with FEWs. The technology 
used is not conducive for FEWs 
self-esteem with confidential information 
versus drug law enforcement and 
commune safety policy in Cambodia.

CoE used SBC tool to address 
overlapping risk and alcohol use among 
FEW based on findings from the CIPI 
project, but faced termination in Y5 when 
TA suggested to apply PDI+ for FEWs.

Unique Identification Card 

CoE meet with service providers to ensure 
effective use of UIC and other integrated 
services that should be included in CoE's 
regular stakeholder meetings. UIC allows 
data individual tracking in M&E system, 
and is valuable for health service 
tracking 

but wasn’t used by national system in 
health facilities. Also, when data from 
CWPD health office was printed late, it 
impacts COEs distribution to FEWs due to 
their constant mobility. The stakeholder 
meetings in OD level isn’t capable of 
supporting health service tracking system, 
and we found a lack of national guideline 
to state clear UIC procedure and 
utilization.

On-Site Social Marketing

CoE found difficulties in implementing 
on-site peer marketing of condoms and 
lubricants. It  is challenging to recruit new 
peers as advertising condoms is not 
allowed by any KTV.
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Risk Screening Challenges

Non Compliance of FEWs during 
interview process

Some women withhold from the interview, 
even if they have been instructed by the 
authorities, claiming they have never had 
a partner or been involved in sex work.

Other obstacles CWPD faces in the 
interview process:

● Too many FEWs at once, old and 
new, allows KP to not answer 
questions, causing a repeat in 
interviews

● FEW is busy talking/meeting (via 
phone) with client

● FEW is busy with the show
● FEW comes drunk to interview 

(cannot interview)
● FEW is asleep when interview team 

arrives
● FEW does not speak Khmer 

(Vietnamese massage team)
● FEW afraid of being “caught” talking 

to OW/CWPD when clients come

Time factors that hinder opportunities 
to interview 

FEWs working without a permanent job 
(coupon) reach at night to place of 
interview, making it difficult to reach these 
individuals. Also:

● Time allotted for interview is too 
short

● FEW has no free time because she 
is always working

● Only time FEW has available to 
interview is during her break time

Other factors that impact the interview 
phase

● Loud and disturbing location 
(music)

● No private room available to 
maintain FEWs’ confidentiality 

● Women only come to the interview 
with two or three interviewed 
women (sometimes leave for 
interviews)

● Some women have moved up the 
MARP list of COE
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Inconsistent support and 
cooperation from PASP and EEs

Some service providers tell staff not to 
interview during late nights as they are 
afraid of discomforting clients. Service 
providers are typically not allowed to go 
past 7:30 pm. 

At times supervisors are not supportive in 
the interview (i.e. being present in the 
interview and having a negative impact on 
them). We have come across owners that 
do not comply with the agreement.

Interviews at EEs can be conducted only 
once or twice a month, and as interviews 
last from 10 to 15 minutes, resulting in 5 or 
6 interviews/hour. Therefore when EEs 
have 150 FEWs, it becomes a very time 
consuming process. 

We found that a good relationship with the 
FEWs, Meka and service provider 
increases the number of FEWs 
interviewed by more than 80%.

Safety Concerns

Freelancers and Street Based FEWs in 
Phnom Penh face police arrests every 
day, causing some to seek business in 
public gardens and or Wat Phnom Park to 
avoid authorities. Staff and OWs are 
unable to conduct interviews with these 
FEWs for personal safety concerns.

Suggestions to overcome barriers 
of risk screening process

Using the software available on tablets 
(portable computers) as an educational 
tool can help to immediately identify which 
risks target groups are facing and provide 
key messages directly. For FEWs 
technologically competent, they can apply 
the resource to their own tablet computer 
and discuss health issues directly with 
educators and staff.

Greater use of the tablets requires training 
by a technician to improve capabilities of 
staff and OWs on using tablets (i.e. 
synchronize and upload data). Making 
sure data is uploaded timely can reduce 
data errors. Queries from the quiz are also 
important to make sure the group's 
response is valid and accurate.
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Monitoring in CoE’s system

CWPD recognizes that monitoring is an 
important component of any project or 
program, hence project management and 
technical inputs are routinely monitored to 
ensure all targets are being met, high work 
standards are being maintained and 
project outputs continue to reflect the 
needs of the target populations, and are in 
accordance with the goal, strategies and 
activities outlined in project.

CWPD’s method of monitoring 

Field supervisor was responsible for 
mentoring OWs to ensure that they are 
using forms appropriately and correctly. 
M&E officer collected data gathered by 
outreach workers and field staffs as soon 
as possible to manage data entry by using 
DHIS2. To verify quality of data, M&E 
officer/project coordinator runs a data 
analysis report to expose any error or 
discrepancy of the data which results from 
incorrect data recording or data entry 
processing. If there is error, M&E officer/ 
project coordinator needs to review data 
records or contact the responsible person 
for correcting before reporting.
 

The means of monitoring and 
measuring results

The project coordinator is responsible for 
overseeing overall data and program quality 
and visited sites regularly. Significantly, the 
CWPD program management team 
conducted supervision site visits to observe 
the quality of activity implementation. During 
the trip, she/he used appropriate checklists for 
observing sites and interviewing with staffs, 
volunteer or target group. After the trip, they 
developed visit reports stating clearly on key 
findings, challenges and recommendations for 
program implementation improvement with a 
specific time frame of action. Information from 
the site observation was used for the further 
improvement of the program.

How data is used for program 
improvement

CoEs’ conduct monthly and quarterly 
meetings to review progress and 
achievement that occurred. Key 
challenges will also be discussed during 
these meetings.
 
The Program Manager holds regular 
meetings (on a quarterly base) with project 
coordinators to discuss individual and 
collective results. The use of these results 
as well as reports on obstacles and/or 
opportunities aides in informing 
adjustments to work patterns. Corrective 
actions are then reported to the Executive 
Director.

Photo: SMARTgirl club activity.



Code Indicators Total 
COE-PN

P

Total
COE-SR

P

Remark

KC01 Number of health care workers 
who successfully completed an 
in-service training program

10 13 (950+2174)=3,124

KC0101 Number of CoE staff/service 
provider trained in HIV on 
Boosted CoPCT and Community 
Based Prevention Care and 
Support (CBPCS)

5 6  

KC0102 Number of Outreach Workers 
(OW) trained in Boosted CoPCT

5 7  12 out of 45 OWs
(15+30)

KC02 Number of contacts with Key 
Populations (KP) through outreach

2584 5914  

KC0201 Number of contacts with High 
Risk Entertainment Workers ( 
High Risk EW)

2451 5610 (950+2174) =3,124
EW*86%*3months.High 
Risk contact 3 time per 

quarter

KC0202 Number of contacts with Risk 
Entertainment Workers (Risk EW)

133 304 (950+2174) =3,124EWs
*14%*1 time.1 time of 

contacts per quarter with 
target group who are at risk

KC0203 Number of contacts with Low 
Risk Entertainment Workers ( 
Low Risk EW)

0 0  

KC03 Number of individuals reached 
with defined services through HIV 
prevention activities

950 2174  

KC0301 Number of High Risk 
Entertainment Workers (High Risk 
EW) reached

817 1870 86% of (950+2174) 
=3,124EWs

 EW (70% old and 30% 
new)

Monitoring and Evaluation Matrix
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KC0302 Number of Risk Entertainment Workers 
(Risk EW) reached

133 304 14% (950+2174) 
=3,124EWs

 (70% old and 30% new)

KC0303 Number of Low Risk Entertainment 
Workers (Low Risk EW) reached

0 0  

KC03A Number of EW reached through Meka 33 76 3.5%of total reached (70% 
old and 30% new)

KC04 Number of contacts with Key 
Populations (KP) through SMARTgirl 
club/Mstyle Club/Srey Sros Club/Drop 
In Center

1034 2366 (70% old and 30% new)

KC0401 Number of contacts with High Risk 
Entertainment Workers (High Risk EW) 
through SMARTgirl club

981 2244 3 times of EW reached at 
SG Club

KC0402 Number of contacts with Risk 
Entertainment Workers (Risk EW) 
through SMARTgirl club

53 122 1 times of EW reached at 
SG Club

KC05 Number of Key Populations (KP) who 
visited SMARTgirl club/Mstyle 
Club/SreySros Club/Drop In Center

380 870  

KC0501 Number of High Risk Entertainment 
Workers (High Risk EW) who visited 
SMARTgirl club

327 748 40% of total High Risk 
EW ((950+2174) 

=3,124EWs*86%*40%)

KC0502 Number of Risk Entertainment Workers 
(Risk EW) who visited SMARTgirl club

53 122  40% of total At Risk EW 
((950+2174) 

=3,124EWs*14%*45%)

KC06 Number of Key Populations (KP) who 
received Testing and Counseling (T&C) 
services for HIV and received their test 
results

95 217  

KC0601 Number of High Risk EW who received 
testing and counseling services for HIV 
and received their test results

82 187 10% of High Risk EW 
reached

KC0602 Number of Risk EW who received testing 
and counseling services for HIV and 
received their test results

13 30 10% of At Risk EW 
reached

KC06A Number of EW received HTC test 
through Meka

38 87 4% of total EW 43



KC07 Number of KP who received 
testing and counselling  (T&C) 
services for HIV and received 
reactive result

2 5  

KC0701 Number of High Risk EW who 
received reactive result

2 4 2% of High Risk EW 
received HTC

KC0702 Number of Risk EW who received 
reactive result

0 1 2% of At Risk EW 
received HTC

KC08 Number of KP who received 
testing and counselling  (T&C) 
services for HIV and received 
positive test results through 
confirmatory test

2 5  

KC0801 Number of  High Risk EW who 
received positive result through 
confirmatory test

2 4  

KC0802 Number of Risk EW who received 
positive result through 
confirmatory test

0 1  

KC09 Number of Key Populations (KP) 
who received HIV positive result 
and enrolled Pre-ART/ART

2 5 100% of HIV positive 
EW received treatment

KC10 Number of KP who received HIV 
positive result and received ART

2 5 100% of HIV positive 
EW received treatment

KC1001 Number of High risk EW who 
received positive result and 
received ART

2 4 100% of positive case

KC1002 Number of Risk EW who 
received positive result and 
received ART

0 1 100% of positive case

KC18 Number of Key Populations 
non-transactional partners 
receiving HIV testing

2 5  

KC1801 Number of EW non-transactional 
partners receiving HIV testing

2 5 Equal # EW positive 
case found
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KC20 Number of Key Population 
non-transactional partners receiving 
HIV testing and receiving positive 
result through confirmatory test

1 2  

KC2001 Number of EW non-transactional 
partners who received positive 
result through confirmatory test

1 2 100% of reactive KP's 
partner received 
confirmatory test

KC21 Number of Key Populations 
non-transactional partners who 
received HIV positive result and 
enrolled in Pre-ART/ART service

1 2  

KC22 Number of Key Populations 
non-transactional partners receiving 
HIV positive result and received 
ART service

1 2  

KC2201 Number of EW non-transactional 
partners receiving HIV positive 
result and enrolling in ART service

1 2  

KC26 Number of Key Populations who 
receive Syphilis (community) or 
STI screening and testing during 
this reporting

751 1721  

KC2601 Number of High Risk EW who 
receive Syphilis (Community) or 
STI screening and testing

694 1590 85% of High Risk EW 
received STI Screening 
(syphilis) once every 3 

months

KC2602 Number of Risk EW who receive 
Syphilis (Community) or STI 
screening and testing

57 131 43% of At Risk EW 
received STI Screening 

once every 6 months

KC19 Number of Key Population 
non-transactional partners receiving 
HIV testing and receiving reactive 
result

1 2  

KC1901 Number of EW non-transactional 
partners receiving reactive result

1 2  
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KC27 Number of Key Populations and GP 
who receive STI treatment during 
this reporting

214 489  

KC2701 Number of High Risk EW who 
receive STI treatment

184 421 22.5% of total high risk 
EW

KC2702 Number of Risk EW who receive 
STI treatment

30 68 22.5% of total risky EW

KC28 Number of condoms distributed 
free and sold to key population

34984 38314  

KC2801 Number of condoms distributed to Key 
Populations (KP)

2584 5914 Equal # of contact with EW

KC2802 Number of condoms sold through 
social marketing

32400 32400 25% of total annual plan

KC29 Number of lubricants distributed free 
and sold to key population

0 0  

KC2901 Number of lubricant distributed to Key 
Populations (KP)

0 0  

KC2902 Number of lubricant sold through 
social marketing

0 0  

KC31 Number of EW reached by FP/HIV 
provider/OW through HIV prevention 
intervention

171 391 18% of total EW

KC32 Key-populations (EW) screened 
unmet need

427 978 45% of total EW

KC33 Key-populations (EW) unmet need 76 174 17.8% of total EW

KC34 Key-populations (EW) with unmet 
need who adopted the method 
(excluded condom)

0 0  

KC3401 Type of methods: IUD 0 0  

KC3402 Type of methods: Implant 0 0  

KC3403 Type of methods: Injectable 0 0  

KC3404 Type of methods: Pill 0 0  
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KC75 Number of key populations who are 
reported on Sexual Violence, Physical 
and/or Emotional Violence

0 0  

KC76 Number of Key Populations 
arrested/detained in jail (i.e. due to sex 
work, gathering and other petty crimes)

0 0  

KC7601 EW 0 0  

KC77 Number key population who are referred to 
PEP or other relevant services

0 0  

KC78 Number of referrals to health service 1155 2640  

KC7801 Number of referral of EW to health service 1155 2640 3 services per 
individual

KC79 Number of individual referred to health 
service

385 880  

KC7901 Number of EW referred to health service 385 880  

KC99 Number of HIV positive EW received care 
and support

2 5  

KC9901 Number of HIV positive EW moved out 
during this reporting period

0 0  

KC9902 Number of HIV positive EW lost to follow 
up in this reporting period

0 0  

KC9903 Number of HIV positive EW died in this 
reporting period

0 0  

KC9904 Number of HIV positive EW remaining in 
this reporting period

2 5  
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Part 2. 
What we learned:

❏ Obstacles met when trying to reach set targets

❏ Factors that contributed to progress outcomes;

❏ Key lessons learnt from intervention;

❏ Future opportunities for SMARTgirl Core Service 
Package;

❏ The budget for program implementation.
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CoE field supervisors/staff facilitate 
referrals of EW to access STI services at 
least once every quarter at health centers, 
family health clinics and NGO clinics. The 
program indicator set a 44% target of Key 
Populations who receive Syphilis 
(community) testing or STI screening but 
actual results reported that only around 
21% recieve testing. CoE use tablet-based 
tools assess FEWs risk behavior for 
HIV/AIDS/STI. OWs/FSs identify FEWs 
with STDs and screen STI syndrome, then 
refer them to access Family Health Clinic 
(FHC) with a referral slip. Numbers of STI 
screening and tests are lower than set 
target, possibly because of  the following 
challenges:

● Lack of consistency between 
demand and supply of syphilis test;

● It follows result of the tablet-based 
screening, not including former STI 
clients found by verbal STI 
screening;

● OWs/FSs are not skilled on 
identifying STDs of FEWs;

● Numbers of hard-to-reach and 
unreached FEWs have never been  
contacted with STI screening

● Need more EE owners/Meeka 
support to encourage employees to 
receive health check ups

Obstacles met when trying to reach 
set targets

Service Uptake Challenges

● FEW preferred private sectors and 
pharmacies more than FHC (we 
can’t collect and count referral slips 
for private service uptakes);

● Incompatible available times 
between FEW and FHC;

● Lost follow up among FEWs to STI 
clinics due to side effect from taking 
STI medicine and using alcohol;

● FEW fears facing stigma or 
discrimination by general public in 
referral hospital.

FEW Contact statistics

CoE conduct regular outreach session at 
hotspots and refer to voluntary confidential 
counseling and testing (VCCT), with target 
numbers set by program indicators. 

Number of individuals contacted in 
each quarter:

High Risk FEW contacted 3 times:
Target: 86%
Actual: 54%

At Risk FEW contacted once: 
Target: 4%
Actual: 109%

Photo: Outreach workshop.



Number of individuals reached with 
defined services through HIV 
prevention activities:

High Risk FEW reached in each quarter: 
Target: 86% (75% old, 25% new)
Actual: 105% (78% old, 22% new)

At Risk FEW reached in each quarter: 
Target: 14%  (78% old, 22% new) 
Actual: 171%  (72% old, 28% new)

Outreach worker recruitment 

Strategy Boosted CoPCT 6.7.1, states that 
OWs will be selected from the community 
they are to serve. This criteria was faced 
with challenges: 

● OWs lack knowledge on technology 
and paperwork and have little 
incentive by the program to learn 

● Insufficient communication skills of 
OWs,  limiting contact with FEWs 
and EE owners

● Late working hours and safety 
concern in accordance to labor laws 
and internal policy

In Y5, a CoE reform moved 240-280 
FEWs caseload onto the Field Staff. This 
event made it an unreasonable 
expectation for FS to contact 
hard-to-reach and unreached target group; 
this situation will be revisited next quarter.

Reaching FEWs

The opening times of EEs service for 
outreach and HTC make it difficult  to 
reach the set target. Also, the time 
scheduled to meet with FEWs (per month) 
is limited and doesn’t allot enough time to 
contact all of the FEWs registered.

Hard-to reach and unreached target 
groups are always a high concern for 
outreach of HTC program.

Freelance workers are not registered 
through a mapping list, due to their 
inconsistent hours and independence from 
any EE. Freelance FEWs that are 
registered, are still not likely to meet target 
contact numbers, because they are often 
times mobile, leaving initial locations to 
find better incomes. 
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SMARTgirl Clubs

A number of contacts made with Key 
Populations are through SMARTgirl clubs. 
The set target number is 870 FEWs each 
quarter but the actual result reported 
36-40% of set target, per quarter. The 
challenges found were:

● FEW could not afford transportation 
fee to SMARTgirl club location 

● Club hours differ with FEWs 
makeup time, so they use private 
saloon 

● Hours during SMARTgirl working 
time, more would attend if clients 
were nearby SMARTgirl club,

Group Sessions

Group sessions have presented the 
concern of stigma within the group, 
between the FEWs. When OWs/FS 
identify high risk and at risk individuals 
in the group, there is possible 
judgement, resulting in FEWs to feel 
insecure. OW/FS identified high risk 
FEWs most commonly work overnight 
and by online order of clients. Having 
these sessions individually could help 
build FEWs’ self-confidence and better 
encourage them to receive aid from 
HTC programs. 
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Quarterly meetings with local 
authorities and other 
stakeholders:

COE-PNP’s recognized that the district 
tourist office has major influence in urging 
EE owners to collaborate with HIV/AIDS 
programs to provide a core package 
prevention to FEWs. The quarterly 
meeting with local authorities and 
stakeholders is an opportunity to share 
ideas and conceptual solutions to 
obstacles for program implementation. In 
Cambodia, the Ministry of Tourism issues 
a legal license to entertainment owners to 
establish KTV (Karaoke) within their 
business. The District Tourist Officer role 
is to inspect EEs to ensure they are 
complying with the formal agreement. 
Inserting guidelines of CWPD (HIV/AIDS 
prevention and treatment) into the 
agreement letter for program 
implementation, such as specialized time 
for field visits with COE-staff is an 
promising opportunity for productive 
collaboration between CWPD, 
entertainment owners/Meeka and the 
Ministry of Tourism.

COE-SRP’s recognized that health 
providers in referral hospitals are a focal 
part to increase numbers of services 
uptake of FEWs. The quarterly meetings 
with local authorities and stakeholders 
help advocate to health providers that for 
FEWs to understand and mend their 
behavior,  services need to  available at 
times that FEWs are available. The 
communication between health providers 
and clients are improving, so COE-SRP 
receives a lot of feedback from health 
providers to follow up cases to  continue 
care and treatment.  

Both COE’s recognize that innovative SBC 
tools and tablet-based risk screening tools 
are far more interesting to key participants 
of quarterly meetings with local authorities 
and other stakeholders. 

KP Self-Help Groups

COE-SRP’s recognized that self-help 
meetings change PLHIV’s health status for 
the better, improving confidence through 
sharing experiences (i.e. on ART) during 
group discussions. We witness the 
retention of appointments with health 

The factors that contributed to 
progress outcomes

Photo: Quarterly meeting with NCHADS. 



providers, FEWs feeling more comfortable 
to share their information, and an increase 
in understanding behavior changes among 
PLHIV. In addition, PLHIV are better 
informed on how to care during pregnancy 
and how to access hospital care in order 
to  deliver the baby safely.

Identify drug users among KP-FEWs

CoEs analyze overlapping risk among 
FEWs with support from CNPUP members 
(Cambodia Network of People use drug) 
through mapping of drug users meetings. 
CoEs stated that it is difficult to observe 
drug use due to dim lighting in KTV 
venues, but the data obtained through risk 
screening paper bases are useful.

Conduct joint Quality Assurance/ 
Quality Control  (QA/QC)

Under supervision from national and 
sub-national health providers and local 
authorities, QA/QC tests are conducted to 
ensure quality finger-prick testing in CoE 
sites. From the support of laboratory 
technicians from PASP, the CoE result 
from the HIV/AIDS finger-prick test is 
collected and analyzed to reduce false

positives during secondary testing in 
VCCT clinics.

Content outlined in the training 
guidelines

The following procedures were explained 
and accessible to CWPD staff:

HTC counseling before and after testing, 
community records for rapid HIV testing, 
quality assurance, safety, workplace HIV 
testing, inventory, quality control, 
documentation and personnel records, 
equipment and reactor design, blood, 
fingerprints, and testing of HIV rise. All the 
content was important after the end of the 
session to strengthen the blood supply 
from the finger prick and to manage the 
work with limited quantity.

Keeping track of FEWs who initially 
refuse testing/services

When faced with a “quick test” (someone 
who refuses to take the test) it is important 
to keep track of the case and maintain 
patience. When she has a health problem, 
she’ll need help from the team, and 
therefore undergo a medical examination 
and treatment. 
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Collaboration with EEs managers to  
support program activity

The phone number of FEWs often 
changes, but the Meeka usually has a 
phone number of the women they [Meka] 
receives commission from or the freelance 
worker who wants to be connected to 
clients. The major leaders and managers 
of EEs can support the implementation of 
finger-prick programs and help identify 
high-risk groups. These individuals can 
also help to locate their whereabouts as 
well as their partners.

Identify skills of OWs/Lay counselors:

The provincial coordinators must be aware 
of any OWs or Lay Counselors that have  
specialized skills in confidential 
counseling. This professionalism will have 
a better chance of encouraging reactive 
FEWs to have more self confidence, 
therefore expediting FEWs’ confirmation to 
test in a VCCT clinic. Monthly coaching 
and counseling, how to collect blood 
correctly, and how to interpret the test 
result are all necessary skills for OW/Lay 
counselors. PCs are also responsible for 
identifying Lay Counselors who need to 
strengthen their skills and have them 
attend the in-service training from the 
Flagship Consortium (KHANA, FHI360, 
PSK) and the National Center for 

HIV/AIDS, Dermatology and STDs 
(NCHADS).   

Data support reaching for hard to 
reach FEWs:

Lay Counselors that are proficient in 
counseling by telephone can aim to meet 
hard to reach FEWs who are at risk and or 
high risk for HIV/AIDS. Lay counselors can 
be provided a list of names, codes or 
specific telephone numbers of target group 
to database officer for recording and the 
drawdown and share to OWs for putting it 
into weekly plan. This information can also 
assist to better locate finger-prick services 
in entertainment establishments, housing 
and SMARTgirl clubs for hard to reach 
FEWs.
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The lessons learnt from intervention

Looking towards the future

“The innovative tool of 
tablet-based risk screening is a 
more effective form of HIV/AIDS 
intervention..” affirms Dr. Kros Sarat, 
Director of Provincial Health Department, in 
the “Opening statement result of risk 
screening assessment workshop in Siem 
Reap Province (date: Oct 11, 2015).” After 
thirty years of implementing HIV/AIDS 
programs, it is the first time that flagship-COE 
used technology for risk assessment among 
KPs after GIS mapping of risk MAP (2013). 
“...We changed from reaching 
KPs to identifying KPs with 
unknown HIV status to use 
technology for risk assessment 
by themselves.” 

Dr. Mean Chhivun, MoH’s advisor, 
addressed in “Opening statement result of 
risk screening assessment workshop in Siem 
Reap Province (date: Oct 11, 2015).: ”...for 
2018-2020, the program would 
identify unknown HIV status of 
FEW’s partners, partner’s zero 
discordant, count of HIV+ mother 
to children and male clients to 
sweethearts with further 
implementation of “test and treat.”

Profile PLHV helps to explore the 
Zero Discordant and other 
partners:

CoE-SRP has begun to fill the PLHIV 
profile to help target the Zero Discordant 
target group and other partners. In the 
opinion of the management, case 
manager, and database manager, this 
would add additional help in finding out 
people who are still unaware of their 
status.

Case Detection:

Finding new cases are difficult,  steps to 
help this process are: 1. navigating 
through the EEs to find who they (FEWs) 
are in contact with as well as friends of the 
same scenario; 2. Encourage women to 
motivate their friends to take a finger prick 
test; 3. Cooperate with stakeholders to 
regionalize high-risk activities to find HIV. 

Other significant lessons for the future:
 

● Preparation of test equipment  
according to the guideline of the 
National Standard of Standards 
Testing is essential to the 
well-being of FEWs;

55



● Maintaining a responsive system of  
governance in the workplace, 
including management of work and 
the responsibilities of hierarchical 
staff. It is effective in the 
performance of jobs, promoting a 
healthy and positive environment 
for all;

● Strengthening the capacity of staff 
by providing feedback from the 
management team and 
supplementary staff at the 
workplace, ensuring staffs are 
capable of implementing programs;

● Strengthening collaboration with 
local authorities, health and 
non-health providers, and other 
stakeholders has been instrumental 
in the successful implementation of 
program and program sustainability;

● Being friendly and confidential to 
the target group in the club/venue 
based makes FEWs trust our HIV 
testing services to be reliable 
utilities by skilled consultants. 
Making sure they are confident of 
our confidentiality, maintain a stable 
relationship with customers and are 
not paying fees to use SMARTgirl 
clubs.

Regional Program Audit

Program Audit has strengthened all 
aspects of program implementation. For 
file storage, both software and hardware 
have been available since the first year of 
project implementation.

Source: Photo SBC materials/tools developed by FS/COE 56
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Future opportunities with Core 
Package of Services

Approaches and Services 
Packages

Different approaches can be used to identify 
and reach key populations depending on the 
nature and sub-categories of key populations 
for preventing new HIV infections and 
detecting HIV cases. 
 
Outreach

Outreach can be conducted face-to-face 
(routine outreach) by outreach workers with 
supervision of field staff in venues, hotspots 
and places where KP gather or find partners, 
using SBC tools/messaging, or through online 
platforms (including social media and online 
dating applications, or “apps”) to reach, 
provide counseling and refer to services 
especially for key populations who are 
hard-to-reach by the routine outreach 
program.

 

Routine Outreach

This form of outreach should be conducted by 
trained OWs on a regular basis in 
entertainment venues and hotspots. Particular 
attention should be put on identifying and 
reaching higher risk and hard to reach key 
populations to deliver core package of 
services which include:

Social and Behavioral Change 
communication (SBC)

As mentioned earlier, SBC is to increase 
awareness of the risk behaviors and 
strategies available to reduce HIV 
transmission (i.e. promoting consistent 
condom uses). SBC will be delivered by OWs 
to key populations once per quarter 
(preferably one-on-one but if necessary, 
group sessions) using SBC tools tailoring to 
address risky behavior and promoting access 
to HIV testing and other HIV services.  Ideally, 
a SBC tool will be developed for each specific 
behavior/risk-related topic, with tools and 
topics used with key populations changing on 
a quarterly basis if required. Provision of other 
related services by outreach workers such as 
ART literacy to KP as well as preventive 
education to link prevention with treatment by 
promoting/reinforcing ‘Treatment as 
Prevention’ and “Test and Treat” messaging.



Comprehensive Counseling:

When providing counselling, particularly 
post-test counselling, and during outreach 
education sessions, OW will focus not only 
on HIV/AIDS and its related information 
but also other health and non-health topics 
(e.g. social/family pressure, psychological 
well-being, livelihood, hormone use, ID 
poor, etc.) that directly and indirectly have 
impacts on KP’s accessibility to services 
and maintenance of good health. OW will 
be equipped with different counselling 
skills (e.g. attentive listening, note-taking, 
and role-playing) that enable them to 
deliver more relevant and effective 
counselling sessions.

Condoms:

At every contact, OWs will provide at least 
one sample pack of condoms (and 
lubricant for MSM and TG) for free to key 
populations, with condom demonstration. 
Advancing peer-based condom social 
marketing and accessibility to diverse 
points of sales (pharmacies, marts, petrol 
stations, etc.) of condoms for KP is vital.

Risk screening:

Facilitating tablet-based or paper-based 
questionnaires for KP to identify levels of risk 
of key populations and define more specific 
interventions for addressing needs of key 
populations, including identifying high risk key 
populations for community-based HIV testing 
(finger prick testing) performed by trained lay 
counsellors.

HIV testing:

Community-based HIV and Syphilis testing 
services for high-risk/at-risk KP will be 
offered by community lay counsellors. 
HTC referrals to health facilities (public, 
NGOs or private) can be made for key 
populations at their own will. HIV and 
Syphilis testing will be encouraged and 
offered every 6 months. All key 
populations who get HIV reactive results 
will be referred to VCCT co-located with 
ART sites for a conformational test and 
immediately enrolled on ART if HIV 
positive results are confirmed. All 
individual key populations receiving an 
HIV+ result will be encouraged to bring 
their partners for testing, or to provide a 
referral card to their partner. 
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STI screening:

At-risk and high-risk KP are regularly 
referred for STI screening (including 
syndromic screening and questionnaire on 
STI symptoms) while referrals for such 
screening for low- or no-risk KP will be 
done on a case-by-case basis. STI testing 
(except Syphilis which can be tested 
through community-based testing) will be 
conducted at health facilities. OW refer KP 
to Family Health Clinics, other public 
health facilities or other NGO clinics, and 
regularly collect referral slips at health 
facilities where KP have been referred to 
count as successful referral.

Other Related Services
 
In addition to core service packages, key 
populations also receive referral support to 
other related services through coordination 
and collaboration with relevant agencies, 
ranging from support for transportation, 
linkage with non-health service providers 
(e.g. legal support), to screening and 
treatment at health facilities and provision 
of psycho-social support at the community 
level. Such services include:

Needle and Syringe Program (NSP):

For KP identified to have an overlapping 
risk of injecting drugs, they can be referred 
by OW to NSP services, implemented by

a few harm-reduction NGOs. More 
collaboration is required with NGOs who 
are working with FEWs, MSM and TG with 
harm-reduction. 
 
Methadone Maintenance Therapy 
(MMT):

Referral to MMT is made if required. MMT 
is provided in accordance with the 
protocols established by the Ministry of 
Health. Regular referral or direct 
transportation support to MMT services 
may be provided to clients by NGOs. 
These NGOs should also regularly 
follow-up with MMT clients to minimize 
loss, non-adherence, and to support their 
access to other services, as needed.
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Community-Based Drug Treatment 
(CTBx):

Key populations who use drugs can also 
be referred to community-based drug 
treatment (CBTx) offered by the Ministry of 
Health through selected health facilities.

Sexual and Reproductive Health 
Services:

Key populations with an unmet need for 
contraception will be referred to health 
facilities for contraceptive commodities.  
Clients will also be referred for sexual and 
reproductive, maternal and child health 
services i.e. safe abortion, family planning and 
provision of contraceptive commodities.

Gender-Based Violence Services:

Those who experience gender-based violence 
will be immediately referred to comprehensive 
GBV response services (as described in 
national guidelines for managing VAW/C in 
health system). The immediate health related 
services for GBV survivors should include first 
line support, psycho-social counselling, 
pregnancy test, emergency contraception, 
Post Exposure Prophylaxis (PEP), HIV 
testing, STI testing and linking survivors to 
other VAW services. For detail in term of 
service provision for STI, please refer to the 
national guidelines on STI and RTI case 
management which specific KP component is 
incorporated in particular module.     

Treatment Adherence and Retention in 
Care:

OW will need to collaborate with community 
case managers and the larger boosted IACM 
team, including the GOC, to follow-up with 
HIV+ KP to ensure their adherence and 
retention in care till viral suppression.

Social media:

To reach hard-to-reach populations, social 
media, and information & communication 
technology (ICT) platforms and tools 
(including online dating apps particularly for 
hidden/hard-to-reach MSM) can be used as 
virtual outreach. These channels are also 
effective in rallying KP and participating 
agencies around HIV+ and health-conscious 
social events (e.g. testing campaigns, “Test 
and Treat” campaigns, Pride, etc.), including 
dissemination of SBC online messaging. 
Social media will be overall managed by a 
Social Media Communicator and be used by 
online outreach workers to reach out to KP 
and provide cyber counselling and promote 
testing.  Referral to HIV testing can be made 
through online communications or offered at 
any places KP prefers. Online condom order 
could also be made available for 
hard-to-reach key populations. Multimedia 
and social media campaigns for “Test and 
Treat” and promote HIV testing, particularly 
targets young KP (who tend to be more active 
on social networks and more lacking HIV 
prevention information).
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Bud.
Code

Description Approved period 
of Project

Total YTD exp 
whole Project

Variance YTD 
whole project

Obligate 
Funding 
Remain

1 Human Resources 613,303.47  556,654.93 56,648.54                   
-  

2 Technical Assistance 3,780.00  3,250.00  530.00                   
-  

3 Training  221,879.94  203,376.67 18,503.27                   
-  

4 Health products and Health 
equipment

                    -                      
-  

5 Medicine and Pharmaceutical 
products

                    -                     
-  

                  
-  

6 Procurement and Supply 
Management Costs

                    -    -                    
-  

7 Infrastructure and other 
Equipment

18,391.00  29,389.00  (10,998.00)                   
-  

8 Communication Materials                     -                                        

9 Monitoring and Evaluation 50,095.15  44,012.40 12,082.75                   
-  

10 Living Support to Clients/ 
Target population

                    -   
640,325.99

 465,589.45  174,736.54                   
-  

11 Planning and Administration                     -                                         
-  

12 Overheads 52,765.74  39,908.92  12,856.82  

13 Others   

 Total  1,606,541.29  1,342,181.37 264,359.92

Budget for program 
implementation
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Pictured: CWPD conducts regular workshops with COEs; we 
are a committed organization, always willing to improve 
program implementation for a more innovative and 
effective response.


