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Study background

‘Key populations’ refer to a diverse collection of
social groups that face unique health disparities,
especially in relation to HIV and other sexually

transmitted infections (STIs) [1, 2]. While there are
many definitions of what constitutes a key population,

in this report the expression refers to sex workers,

people who use and inject drugs, sexual minorities,
and gender minorities. Here, the expression ‘sexual
minorities’ refers to people who are not heterosexual

(i.e., gay, lesbian, bisexual, and other same gender
attracted people), while ‘gender minorities’ refers
to people who are not cisgender (i.e., transgender,

gender non-binary, and other gender diverse people).

Key populations face numerous health disparities,
with such disparities driven primarily by social

oppression and, by extension, stigma [3]. Stigma is

a pervasive social force, which works on multiple
levels (internally, interpersonally, structurally)

to demean, marginalise, and otherwise exclude
key populations [4]. As the National Syndemic
Diseases Control Council of Kenya (formerly the
National AIDS Control Council) summarises, key
populations “experience cultural, social and legal
barriers that increase their vulnerability,” which
is why reducing stigma and discrimination is
one of the Council's primary objectives [1, 5].

While for the past three decades, research,
programming, and policy for key populations
has focused almost exclusively on HIV and STls,
recent years have seen an expansion in focus. In
2022, for example, the Kenyan Ministry of Health
released national guidelines for the delivery of
mental health programming to key populations
[6]. This simple but important move reflects a
growing trend internationally to engage holistic

and comprehensive health and well-being for these

populations [4, 7]. To support further engagement

with the holistic health of key populations, local and

community-contextualised research is needed.

To that end, the Mombasa Key Population (‘Key Pop’)
Study was launched in June 2023 as a prospective,
community-led study of population health and well-
being. This report provides an overview of baseline
data collected by the study, with an aim of providing
actionable insights towards the improved health and

well-being of Mombasa's diverse key populations.

Study methods

The Mombasa Key Pop Study is a prospective
mixed methods research study comprising:
(i) health surveys of key populations, (ii)

a qualitative cohort of key population
representatives, and (iii) a repeated survey

of stigma among healthcare workers. The
study is a parallel design (i.e., data collection
between stages takes place simultaneously)
with iterative exchange (i.e., inferences

from stages inform collection, analysis, and
interpretation of others). Oversight for all
aspects of this study was provided by the
ethics boards of Médecins Sans Frontiéres,
the Kenya Medical Research Institute, and the
Mombasa County Department of Health.

As data collection is planned for several years,
this report summarises data collected during
the study’s nine-month baseline period (June
2023 to March 2024). The following sections
detail each data component and the overall
ideology guiding this work.



Key population survey

For 100 days (15 June to 23 September 2023),
participants were recruited to take part in a
de-identified digital survey. The survey was
self-administered and collected data on topics
including healthcare access, general health, social
life, mental health, sexual reproductive health, and
others. Participants could nominate to take the
survey in English or Swahili, with the instrument
translated and back translated, while topical
areas were reviewed by relevant experts who
were also native Swabhili speakers to ensure lingo,
slang, and jargon was appropriately captured.

Participants were recruited to the survey via active
and passive methods. Active recruitment activities
included events hosted with local community-based
organisations and other partners, empowering ‘peer
mobilisers’ to identify prospective participants, and
setting up recruitment stands at local key population
friendly spaces and events. Passive recruitment
activities included distributing study advertisements
through existing online and offline networks and
posting them in key population clinics and other
‘hotspots’. Prospective participants were directed

to a dedicated website to learn about the study,
assess eligibility, and access the survey instrument.

The final sample consisted of 545 participants
identified as key populations who were living,
working, or going to school in Mombasa County.
The average time to complete the survey was

37.0 minutes (standard deviation [SD]: 28.9) with
48.7% completing the survey in 30 minutes or
less. At the survey’s close, participants were asked
to rate their experience of the study with 75.0%
rating is as average or above. Following completion
of the survey, participants could enter a raffle

to win a range of prizes ranging from shopping
vouchers, movie passes, and smart watches.

The survey instrument included fixed and open-
ended questions. Wherever possible, the survey used
well-established measures with a focus on those
validated for use in a Kenyan context and with key
populations. Routing logics were used to ensure a
responsive survey experience. Fixed responses were
analysed descriptively, reporting frequency and
proportion outcomes. All variables are presented by

the overall of key populations and also, as appropriate,
stratified by population (i.e., sex workers, people

who use drugs, sexual minorities, gender minorities)
and binary gender (i.e., women, men). Data from
non-binary participants are included in the overall
sample and presented in many ways throughout

the report but given the small number (n=12) are

not reported in the primary gender stratum.

In some cases, associations between variables were
investigated using bivariable logistic regression with
odds ratios (OR) and 95% confidence intervals (Cl)
reported. For the open-ended items, content analyses
were used to organise responses into descriptive
thematic categories and then apply frequency

and proportion analyses with relevant strata [8].

One important point regarding stratification by

key population is that key population categories
were not mutually exclusive. Participants could and
frequently were represented in multiple populations.
As explored later in this report, 43.1% of the sample
appears in two or more population categories.

Thus, wherever data are stratified by population,
such individuals were counted in all categories
relevant to their experience. This was deemed most
appropriate given the report’s focus on describing
each individual population. Wherever summary data
are presented, each participant is counted only once.



Qualitative cohort of
key populations

To complement the quantitative component, a

cohort of those representing each key population
was established (n=10). Participants were recruited
to the cohort using a seed, screening, and selection
process. First, local key population organisations
were asked to propose potential participants who
were then consented and took part in an in-depth

life history interview. Potential participants were
asked to nominate further 'seed’ participants, who
were also contacted and invited to take part in a life
history interview. This process was repeated until

11 interviews were complete. The interviews and
sociodemographic characteristics were then reviewed
and used to purposively sample participants via
maximum variation along the lines of population, age,
gender, area of residence, and socioeconomic status.

Data collection comprised a series of individual

and group interviews, with group interviews for

the full cohort conducted at least once every three
months. Interviews were semi-structured and guided
by a highly flexible interview schedule, following

the funnel-and-probe technique whereby broad
questions are followed with specific probes to allow
for a conversation-like experience [9]. The topics

of discussion were informed by insights from the
other stages, inferences from individual interviews,
current events, and specific health topics (e.g.,
mental health). All interviews were audio recorded,
transcribed, and translated from Swahili into English.
Transcripts were cleaned of any identifying details.

During the baseline period, a total of 10 individual
interviews and two full cohort interviews were
carried out. For this report, analyses of these

data were predominantly descriptive using the
techniques of inductive and deductive thematic
analysis to synthesise and define key components
[10]. Coding and thematic development were
carried out by two qualitative researchers

with discrepancies explored through ongoing
discussion and revision of coding frameworks.

Figure 1: A recruitment message shared on social
media to advertise the key population survey
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Healthcare worker survey

The study’s third stage comprised a repeated survey
of healthcare workers in Mombasa. Drawing upon a
sample of clinical and non-clinical staff, the survey
is administered every three months to six clinical
sites located in Mombasa County. Three sites were
chosen as the locations for a health intervention

to create ‘key population friendly’ services (a
partnership between Médecins Sans Frontieres and
the Mombasa County Department of Health) and
three others were chosen as matched sites given their
similarity within the Kenyan public health system.

The survey is de-identified, which healthcare workers
completed via dedicated tablets computers. It could
be completed in English or Swahili and assessed

a range of knowledge, attitudes, and practices.
Participants were provided with breakfast or lunch
and a small amount of phone credit (250 KES).

The survey instrument used established measures

to measures stigma towards sensitive health and
social issues (e.g., mental health, sexual violence)

and key populations; see Table 1 for more detail.

After a pilot of data collection in July-August 2023,
the survey processes and instrument were revised.
The baseline wave of data collection took place over
a two-week period from 28 November to 6 December
2023. While a total of 239 participants started the
second wave survey, 13 were excluded because

they failed the attention and comprehension check,
three did not work at one of the six study sites, and a
further three did not complete the final survey item.
The final sample of healthcare workers described in
this report is 222. The average time to complete the
survey was 14.0 minutes (SD:7.6) with the majority
(86.9%) completing it in 20 minutes or less.

A note on measuring stigma towards key
populations

® To quantify key population stigma, this

study used a shortened version of the
Bogardus Social Distance Scale [12].
Participants were asked how comfortable
they would be with people at different
degrees of social closeness. The three
degrees assessed were: (i) personal friend
(low distance), (ii) co-worker (medium
distance), and (iii) citizen of country (high
distance). These questions were asked
separately for each key population. For
example: “| would be willing to accept a sex
worker as a close personal friend".

@® Someone unwilling to accept another

person who is socially distant has high
stigma, while someone who is willing to
accept another person who is socially close
has low stigma. Combinations of responses
created a summary scale score [13], which
for this report has been organised into
simple categories of low, medium, or high
stigma.

@® Sociologists have long used this approach

to measure stigma because it activates
stereotypes. Participants were not asked

if they could accept a specific person, but
instead asked to think broadly about a group
people. This means willingness to accept

is based on existing ideas (i.e., stereotypes)
about that group, especially any negative or
positive assumptions.




Participatory collaboration

To avoid reinforcing systems of oppression,
participatory methods are vital for research with
intersecting marginalised communities [11]. To
that end, the Mombasa Key Pop Study represents
ongoing collaboration with the diverse key population
organisations and communities of Mombasa.
Working with representatives of such organisations,
the study design and aims resulted from several
brainstorming workshops held over six months in
2022. As study materials were created (e.g., survey
instruments), all community collaborators were
invited to review and provide critical feedback.
During implementation, recruitment of study
participants to all stages was conducted primarily

Once data collection was complete, preliminary

through key population community organisations.

results were shared through a series of meetings
with individual key population organisations. At
these meetings, representative feedback was used
to refine and revise all analyses. Next, results were
presented at a workshop with representatives from
Mombasa's key population organisations, during
which participants discussed results and proposed
resulting recommendations. The exact wording

of those recommendations was further reviewed
by leaders from key population communities.
Overall, the results and recommendations
presented in this report represent a collaborative
effort of many generous stakeholders.

Table 1: Summary of measures used in the health survey of key populations and the healthcare worker survey

Instrument name

Domain(s)

assessed

Example
item

Cronbach’s a

Reference

World Health General well-being | woke up feeling fresh and 0.89 [14]
Organization - Five rested.
Well-being Index
(WHO-5)
Patient Health Indications of In the past two weeks did 0.86 [15]
Questionnaire (PHQ- | depression you have trouble falling
9) asleep?
Quality of Life Familial satisfaction | | feel my family cares about 0.87 [16]
Instrument me.
Social satisfaction | am happy with the friends 0.73
| have.
CAGE Substance Indications of Have people annoyed you 0.67 [17]
use Assessment substance abuse by criticising your drinking
Instrument or drug use?
Bogardus Social Stigma towards | would be willing to accept 0.74 [13]
Distance Scale people who use an illicit drug user as a co-
drugs worker.
Stigma towards sex | | would be willing to accept 0.79
workers a sex worker as a close
personal friend.
Stigma towards | would be willing to accept 0.78
sexual minorities an LGBQ person as a
citizen in my country.
Stigma towards | would be willing to accept 0.86
gender minorities a transgender person as a
co-worker.
Illinois Rape Myth Sexual violence If an individual doesn't 0.81 (Population [18]
Scale stigma physically fight back, you survey); 0.74
can't really say it was rape. (healthcare

worker survey)




Participant demographics

Key population health survey

The final survey sample (n=545) consisted of 315
women (275 cisgender and 40 gender minority),
217 men (182 cisgender and 35 gender minority),
12 non-binary people, and one intersex person.
Participants ranged in age from 15-48 years with
a mean age of 25.1 (standard deviation [SD]: 5.4)
and a median of 24 years (interquartile range
[IQR]: 22-27).

Recruitment efforts primarily focused on three

of Mombasa's most populous sub-counties, with
participants from Kisauni (43.9%), Nyali (22.9%),
and Mvita (19.8%). This geographical focus
reflected that the study’s lead partners - Médecins
Sans Frontieres and the Mombasa County

Qualitative cohort of key

populations

The qualitative cohort comprised 10
participants ranging in age from 18-

38 years with a median of 23.5 years
(IQR: 23-28). There were five women
(including one gender minority woman),
four men (including two gender minority
men), and one non-binary participant.
Six participants had completed or were
enrolled in tertiary education. Four were
living in Nyali, three living in Kisauni,
two in Mvita, and one in Likoni. Six were
sexual minorities, and six were active sex
workers. A further three had previous
experience with sex work. Drug use was
reported by all participants including
three who used injecting drugs. Most
participants were unemployed but three
reported some form of self-employment.

Department of Health - were implementing a key
population-focused intervention in these areas. A
further 4.5% of participants lived in Changamwe,
1.1% in Jomvu, and 7.7% in Likoni.

Of the 545 health survey participants, 234 were
sex workers (42.9%), 294 were people who use
drugs (53.9%), 244 were sexual minorities (44.8%),
and 87 were gender minorities (16.0%). For sex
workers and people who use drugs, only those
reporting some relevant activity in the six months
prior to participation were included. As a reminder,
these categories are non-exclusive and 43.1%

of participants are represented in two or more
populations.

Healthcare worker survey

For the sample of healthcare workers (n=222),

183 (83.8%) were involved with direct patient

care (i.e., clinical) and the remaining 36 (16.2%)
did non-clinical work (e.g., receptionist, askari).

By gender, 166 participants were women (74.8%),
55 were men (24.8%), and one non-binary (0.5%).
Participating healthcare workers ranged in age
from 19-59 years with a mean of 35.4 (SD:9.7) and
a median of 33 (IQR:28-43). The majority had some
kind of tertiary education (85.6%). While 23.9%
had been in their current position for less than one
year, nearly half (49.6%) had three or more years’
experience. In total, 37 healthcare workers (16.7%)
self-identified as a key population. To minimise
participant concerns about confidentiality and
disclosure, the specific key population type was
not asked.

Full details of participants demographics from
each research component can be found in
Appendix A.

APPENDIX A



32 Physical health

Overall, 62.7% of key populations participating

in the health survey (n=545) rated their physical
health as ‘good’ or ‘excellent’ [19]. By population,
good-excellent health was reported by 52.6% of sex
workers, 59.9% of people who use drugs, 61.4% of
sexual minorities, and 74.4% of gender minorities.
Across populations, women generally had poorer
physical health than men. For example, while 61.1%
of male sex workers had good health this was the
case for only 48.5% of female sex workers, and
while 80.0% of trans men had good health this was
the case for 72.5% of trans women. Only a small
proportion of key populations overall (3.5%) rated
their health as ‘poor’ or ‘terrible’.

Figure 2: Self-rated physical health among key populations in

Mombasa, by population and gender? (n=545)

100%

APPENDIX B

Regarding physical activity, nearly half of key
populations (43.9%) reported at least three days per
week of moderate-intense physical activity; 7.9%
reported six to seven days per week [20]. A large
proportion (30.2%) reported no physical activity,
which was most common among sexual minorities
(34.0%) and least common among gender minorities
(24.4%). While the WHO recommends at least 150
minutes of physical activity for adults each week,
only a small proportion of key populations met this
target [21]. Importantly, key populations undertaking
at least three days of physical activity per week
were 2.4 times more likely to report good physical
health (OR=2.36, 95%Cl: 1.86-3.00) and 1.4 times
more likely to report positive well-being (OR=1.44,
95%Cl:1.17-1.79).

More details on physical health can be found in
Appendix B.

\ Y

of key populations are

getting enough exercise

90%
80%
70%
60%
50% |
40%
30%

of key populations brush

their teeth every day

Proportion of key populations

20% —
10% —

0% — || —

Women Men Women Men Women

Men Women Men

& 75%

Sex workers People who use | Sexual minorities Gender
drugs minorities /
of key populations are
vaccinated against
VID-1
. Poor - terrible Average () Excellent - good /' /

a. Among non-binary participants (n=12), physical health was reported as: 58.3% (n=7) excellent-

good, 33.3% (n=4) average, and 8.3% (n=1) poor-terrible



The Mombasa Key Population Study Report of Findings: 2023

({7_? Healthcare

While 38.6% of key populations in Mombasa reported
good access to healthcare, the remaining majority
described their access as average (23.6%) or poor
(37.8%). In the six months prior to participation,
61.1% of key populations had tried but failed to
receive a necessary health service. By a wide margin,
the most commonly reported barrier to care was
cost (indicated by 70.6%). Among key populations
18-years and older, only 29.1% reported some form
of health insurance; this proportion is slightly higher
than what has been reported previously for the
general population in Kenya [22]. For those who did
have access to healthcare, three quarters (75.0%)
rated it as 'good’ or ‘excellent’ quality.

After cost, stigma was the most common barrier to
healthcare reported by key populations (indicated

by 15.0%). Overall, 50.3% of key populations in the
health survey said they ‘sometimes’ or ‘often’
experience stigma in healthcare settings, including
60.8% of sex workers, 47.9% of people who use drugs,
45.8% of sexual minorities, and 76.0% of gender
minorities. Stigma was associated with access to
care. Compared to those reporting no experiences of
stigma, those who ‘sometimes’ experienced stigma
were 1.9 times more likely to report poor access
(OR=1.89, 95%Cl: 1.04-3.34) and those who often
experienced it were 3.6 times more likely (OR=3.61,
95%Cl: 1.68-7.78).

Among healthcare workers in Mombasa, stigma
differed between key populations. In the healthcare
worker survey, 9.6% expressed high stigma towards
sex workers, 23.4% towards people who use drugs,
and 19.0% towards sexual and gender minorities.
(Stigma towards sexual and gender minorities was
assessed using a single construct as focus testing
suggested healthcare workers were generally unsure
about the distinction between these populations.)
Among clinicians, 3.8% said they would refuse care
to sex workers, 7.5% would refuse people who use
drugs, and 9.7% would refuse sexual and gender
minorities.

Key populations participating in the qualitative
cohort were asked to describe their experiences of
stigma in healthcare. Using thematic analysis, these

APPENDIX B

experiences were defined along a spectrum from
explicit, to mixed, and mild. Explicit expressions of
stigma in healthcare settings were often very severe
and abrupt, such as an outright refusal of care. Mixed
expressions of stigma were less overtly aggressive
but still very noticeable, such as being asked
inappropriate questions, receiving rude comments, or
perceiving hostile looks. And on the mildest end of the
spectrum were subtle experiences of key population
stigma. These were described by participants not

as specific actions but more like absences, such as

a lack of training for workers on the needs of key
populations, non-existent visibility of key populations
in health promotion materials, and similar.

When accessing healthcare, participants in the
qualitative cohort described mixed and mild stigma
experiences as the most common. Indeed, they
highlighted that severe expressions of stigma in
healthcare were relatively much rarer but still the
most memorable. This framework of stigma was
evident also in results from the healthcare worker
survey. Regarding key population stigma overall, far
more healthcare workers expressed low levels of
stigma (68.6%) compared to medium (14.5%) and
high levels (16.9%). And, as noted, only a minority
endorsed the most explicit expression of stigma, with
12.4% of healthcare workers in Mombasa saying they
would refuse care to someone from a key population.

More details on experiences of healthcare can be
found in Appendix B.

Key populations often
experiencing stigma
in healthcare:

@® 61% of sex workers

® 48% of people who use drugs

@® 46% of sexual minorities

® 76% of gender minorities
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Figure 3: Reasons for not being able to access required health services
among key populations in Mombasa, by population (n=214)
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Figure 4: Proportion of healthcare workers reporting high stigma towards
key populations in Mombasa, by work type (n=222)
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Q€ Mental health & well-being

Among key populations in the health survey, general More details on experiences of mental
well-being was assessed via the WHO Well-Being health can be found in Appendix C.
Index (WHO-5) [23]. Positive well-being was

reported by only one quarter (26.2%) of participants,

which was generally similar across populations:

20.9% of sex workers, 26.2% of people who use

drugs, 27.1% of sexual minorities, and 25.6% of

gender minorities reported positive well-being.

Per the Patient Health Questionnaire (PHQ-9) [15],
indications of depression (moderate or severe) were
identified in 28.4% of key populations including
33.3% of sex workers, 29.9% of people who use
drugs 29.2% of sexual minorities, and 27.9% of
gender minorities. Overall, 9.7% of key populations
had indications of severe depression, while
23.5% had indications of suicidality. These
estimates are similar to those reported by other
studies of key populations in Kenya [24-29].

In terms of mental health support, more than half

of key populations (52.3%) reported some previous
formal or informal support. Of those who received
support, 84.7% said it was helpful. Data from the
qualitative cohort reveals that many key populations
view ‘informal’ support from friends and family

as similar to support from ‘formal’ counsellor or
psychologists, but around three quarters (72.7%) did
say they knew where to access formal mental health
support if required. As with physical healthcare,
cost was the most commonly reported barrier to
mental health care (indicated by 49.0%) followed by
stigma (25.5%), and perceptions of care unsuited

to the specific needs of key populations (15.7%).

Among health survey participants with moderate
or more severe indications of depression, 41.3%
said they had never received any kind of mental
health support in the past. This gap between need
and support was particularly prominent among
sex workers (44.9%), followed by people who use
drugs (43.2%), sexual minorities (31.0%), and gender put out across: it takes a negative
minorities (29.2%). Interestingly, across populations toll on my mental health when
this gap was greater among women than men (44.8% someone misgenders me.”

vs 34.8%). Further highlighting this gap, among
participants with indications of depression only
one third (34.1%) reported any formal diagnosis.

First and foremost, there
is something | want to

- Gender minority woman, 29-years-old
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Figure 5: Mental health and well-being among key populations in
Mombasa, by population and gender (n=545)2

40
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a. Among gender non-binary participants (n=12), 33.3% (n=4) had positive well being, 25.0% (n=3)
had indications of depression, and 25.0% (n=3) had indications of suiciadability

Figure 6: Cascade of mental health indications, support, and diagnosis
among key populations in Mombasa, by population (n=545)

of /35 . Indications of depression
3
3 30 Some previous mental
; health support
<
=)
X 25 . Received formal diagnosis
]
2 20
3 44.9%
S 43.2%
oy 31.0%
s /' 292%
i 5 27.9% 36. O% 38.8%
§ 35.3%
Q 0 L
Sex workers People who Sexual Gender
use drugs minorities minorities

a. Cascade steps calculated as a proportion of the previous step



it Social health and well-being

Social relationships - including within families -
can significantly affect diverse aspects of health
and well-being [30-33]. The ‘social health’ of key
populations is, therefore, a vital consideration.

In the health survey, the majority of key populations
reported at least one close friend (88.8%). One

in ten (11.2%), however, reported no friendships,
which was highest among women overall,
including female sex workers (16.8%), women

who use drugs (15.8%), sexual minority women
(16.3%), and gender minority women (15.0%).

By comparison, the respective proportions of

men from the same populations reporting no
friendships were 7.6%, 9.0%, 6.2%, and 14.2%.

Around one third of key populations (31.2%) said
they did not have access to a safe and affirming
social space, which was similar between populations
and genders. Participants predominantly spent
their social time in commercial spaces including
clubs/bars (22.9%) and shopping malls (25.9%).

A further 11.6% said religious organisations were
their primary social space, while 63.9% said religion
was an important part of their life These results
highlight a great diversity of spaces in which

key populations socialise, calling-to-question
previous key population mapping exercises in
Mombasa and across Kenya that focused almost
exclusively on partner-seeking and nightlife [34].

The satisfaction of key populations with their social
lives was assessed using the Youth Quality of Life
Instrument [16]. While 28.4% of survey participants
reported high social satisfaction, a third (31.6%) had
no social life or low social satisfaction. Overall, low
social satisfaction was more common among women
than men regardless of the population. For example,
while 35.4% of sexual minority women reported

low social satisfaction, this was the case for 23.7%
of men. Similarly, low satisfaction was reported by
41.6% of female sex workers and 34.9% of male

sex workers, a trend evident in all populations.

Familial satisfaction was higher than social
satisfaction among key populations in Mombasa
(39.5% vs 27.5%) and a similar proportion (36.0%)
reported no family life or low satisfaction. There
were major differences in familial satisfaction by
population: gender minorities were, by far, the most
likely to report no contact or low familial satisfaction
(71.4%), followed by people who use drugs (53.1%),
sex workers (46.6%), and sexual minorities (42.9%).

There were a couple factors that could explain
differences in family satisfaction between
populations. Key among them was estrangement,

as some groups had much lower contact with their
families than others. For example, while 33.7% of
gender minorities were estranged from their families,
this was the case for only 12.7% of sexual minorities.
Stigma was also a major factor in family satisfaction.
Overall, 54.5% of key populations reported high levels
of stigma from their own families; those with high
family stigma were 4 times more likely to report low
familial satisfaction (OR=3.98, 95%Cl: 2.70-5.85).

Importantly, both social and familial satisfaction
were associated with well-being among key
populations. Indications of depression were 1.5
times more likely among those with low social
satisfaction (OR=1.45, 95%Cl: 1.05-2.14) and
2.2 times higher among those with low familial
satisfaction (OR=2.23, 95%Cl:1.44-3.46).

Key populations were also asked about their romantic
and married lives. Half of participants were in a
romantic relationship at the time of participation
(50.2%) but only a minority (7.0%) were married.

A further 38.9% said they had previously been in a
romantic relationship, while 10.3% were divorced. The
prevalence of divorce was highest among female sex
workers (15.5%). Overall, 35.6% of key populations
expressed high satisfaction with their romantic life
with satisfaction highest among gender minority

men (57.1% high satisfaction) and lowest among
female sex workers (24.2% high satisfaction).

More details on the social health of participants can
be found in Appendix D.
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Figure 7: Primary areas for social life among key populations
in Mombasa, by population
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Figure 8: Forms of social satisfaction among key populations
in Mombasa, by population »
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Socioeconomic status is widely recognised as one of
the strongest social determinants of health and well-
being [35, 36]. Thus, understanding ‘economic health’
is vital for understanding the general health profile of
key populations in Mombasa.

The Kenya National Bureau of Statistics defines
poverty in urban settings as earning less than
7,193 KES per month [37]. By this standard, over
61.9% of key populations in Mombasa were living
in poverty including over one third with no monthly
income (36.3%). Poverty was most common among
people who use drugs (67.9%) followed by sex
workers (64.4%), sexual minorities (56.5%), and
gender minorities (47.5%). Compared to others, key
populations living in poverty were 4.3 times more
likely to have poor access to healthcare (OR=4.34,
95%Cl: 2.71-6.94) and 3.1 times more likely to have
indications of depression (OR=3.13, 95%Cl: 1.93-
5.10).

Food, water, and housing insecurity were prevalent
among key populations in Mombasa. Six out of every
10 health survey participants (60.7%) had gone
without food two or more days in the week prior to
participation, which was highest among sex workers
(70.9%) followed by gender minorities (61.6%), sexual

minorities (59.8%), and people who use drugs (55.4%).

Troublingly, 29.5% of key populations faced housing
insecurity. Among those with access to stable
housing, 61.5% were satisfied with the conditions.

As would be expected, food, water, and housing
insecurities were strongly linked to physical and
mental health. For example, key populations facing
food insecurity were 2.5 times more likely to report
poor physical health (OR=2.58, 95%Cl: 1.77-3.78) and
3 times more likely to have indications of depression
(OR=2.95, 95%Cl: 1.90-4.45). Per Table 2, similar
effects were observed for other forms insecurity
arising from poor economic health among key
populations.

More details on economic health can be found in
Appendix E.
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Figure 9: Concerns with housing among key populations in Mombasa
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Table 2: Associations? between insecurities (food, water, housing) and health outcomes
among key populations in Mombasa

Poor physical health

OR=2.58
95%Cl: 1.77-3.78

OR=3.86
95%Cl: 2.62-5.70

OR=2.20
95%Cl: 1.561-3.21

50

Poor mental well-being

OR=2.55
95%Cl: 1.67-3.88

OR=2.67
95%Cl: 1.77-4.04

OR=1.67
95%Cl: 1.12-2.48

Indications of depression

a. Associations calculated using bivariable logistic regression; OR=o0dds ratio; Cl=confidence interval

OR=2.95
95%Cl: 1.90-4.45

OR=2.56
95%Cl: 1.70-3.84

OR=1.74
95%Cl: 1.17-2.58



@'f&«» Sexual & reproductive health

The idea of ‘key populations” arises from the
disproportionate burden of HIV and other STls shared
by sex workers, people who use (and especially inject)
drugs, sexual minorities, and gender minorities [1, 2].
While sexual and reproductive health were not the
primary focus of the Mombasa Key Pop Study, they
are, nevertheless, important components of overall
health for these populations.

Nearly all key populations in the health survey were
sexually active (95.2%), with two thirds reporting
they were satisfied with their sexual life (67.3%).
The highest sexual life satisfaction was reported

by gender minority men (91.4%) followed by sexual
minority men (72.2%), while female sex workers were
the least satisfied (53.4%). In terms of sexual debut,
one in two key populations (52.3%) became sexually
active before the age of 18 years. When asked about
the sexual health education they received in schools,
46.1% of key populations said they received none

at all or what they did receive was poor. Overall,
only one in five key populations (20.6%) said they
received good sexual health education in school.

Overall, key populations in the health survey reported
high uptake of HIV testing: 85.7% had a previous
diagnostic test including 62.9% in the six months
prior to participation. The proportion ever tested for
HIV was similar across populations, although slightly
higher among women than men (86.4% vs 83.9%). Of
those who chose to disclose their HIV testing history,
13.6% were living with HIV including 22.4% of sex
workers, 15.6% of people who use drugs, 14.8% of
sexual minorities, and 14.8% of gender minorities. A
further 14.5% were of unknown HIV status. Although
this study was not designed to estimate prevalence,
HIV among this sample is comparable to those
reported for key populations nationally [38].

Regarding HIV treatment, the majority of key
populations living with HIV were accessing
antiretroviral treatment at the time of completing the
survey (77.9%), while a further 13.2% had been on
treatment but discontinued and 8.8% were treatment
naive. That one in five key populations with HIV were
not accessing treatment is concerning, especially as
it is provided free-of-cost in Kenya. Unfortunately,

APPENDIX F

no data were collected on motivations around HIV
treatment. For those of negative or unknown status,
around two thirds had ever heard of pre-exposure
prophylaxis (PrEP; 63.5%) while one in five (21.6%)
were using it as a form of prevention.

Regarding use of condoms, key populations in the
health survey reported low levels of use. During anal
or vaginal sex, 30.6% of key populations reported
never using condoms, 51.2% used them occasionally,
and 18.2% used them always. Importantly, 26.8% said
they had recently struggled to access condomes, likely
reflecting a shortage in publicly funded condoms
reported throughout 2023 [39]. Other factors may
have contributed to condom use patterns. Notably,
those using PrEP were nearly three times more likely
to report not using condoms (OR=2.90, 95%Cl: 1.48-
5.65).

For reproductive health among cisgender women, the
prevalence of previous pregnancy was 53.2% among
sex workers, 52.0% among people who use drugs,
and 60.8% among sexual minorities. (Unfortunately,
an error in the survey routing inappropriately
excluded gender minority men from questions about
reproductive health.) A large proportion of cisgender
women described their first pregnancy as unplanned,
including 81.3% of sex workers, 87.8% of people who
use drugs, and 72.7% of sexual minorities. A large
proportion also reported some previous induced
termination of pregnancy, which was highest among
sex workers (51.3%) followed by people who use
drugs (40.0%) and sexual minorities (38.5%). Among
those with a previous termination, 51.2% said they
experienced complications or serious negative effects.

More details on sexual and reproductive health can be
found in Appendix F.
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“3: Violence

Sexual and other forms of violence were highly
prevalent among key populations in Mombasa,
confirming findings from many previous studies
[40-43]. Nearly half of survey participants had
experienced sexual violence (46.4%), which

was highest among gender minority women
(60.0%) and male sex workers (59.5%). Of those
who experienced sexual violence, less than

half (46.9%) told someone or sought help.

Stigmatising attitudes towards sexual violence
was assessed using the lllinois Rape Myth Scale
[18]. Overall, 44.8% of key populations in the
health survey had medium or high stigma towards
survivors of sexual violence. Across populations,
sexual violence stigma was higher among men
than women (13.8% vs 10.8% with high stigma).
Among those who had personally experienced
sexual violence, one third (34.3%) expressed
medium-high levels of internalised stigma.

Other forms of violence were also common.
Physical assault had been experienced by 49.2%
of key populations (26.8% in the six months prior
to participation) and was, by far, most common
among gender minority women (77.5%) followed
by male sex workers (65.2%). Verbal assault had
been experienced by 60.4% of key populations
(37.8% recently) and was most common among
gender minority men (85.7%) and gender minority
women (77.5%). Nearly one in four participants
had experienced intimate partner violence (38.8%),
which was the most common among sex workers
regardless of gender (63.1%). Across populations,
intimate partner violence was more common
among women than men (46.5% vs 27.2%).

Proportion of key populations

When the issue of seeking support for violence

was discussed among the qualitative cohort, the
feedback from key populations can be summarised
as ‘what is the point?’ Indeed, many participants
described how engaging with authorities, especially
police, only increased their risk of violence. This
contention was supported by data from the health
survey, in which 51.9% of key populations reported
experiencing negative treatment from police officers.

More details on experiences of violence
can be found in Appendix G.

God and religion were clearly very important.

@ Sexual minorities (women)

. Gender minorities (women)
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APPENDIX G

Figure 10: Experiences of violence among key populations
in Mombasa, by population and gender? (n=545)
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Among non-binary participants (n=12), 25.0% (n=3) reported
sexual violence and 8.3% (n=1) intimate partner violence

noting 58.3% (n=7) chose to skip these items; 58.3% (n=7) had
experienced physical violence and 83.3% (n=10) verbal violence
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@) Digital lives, digital health

There is little question the internet is a significant
factor of life in Kenya with exciting implications for
health promotion. Despite this reality, little is known
about the digital lives of key populations. Gathering
such information is vital to supporting ‘digital health'’.

In the health survey, the vast majority of participants
- 93.0% - reported active use of social media, which
was consistent across populations. Over half of key
populations were high users, meaning they spent
more than three hours a day on social media. High
social media use was observed among people who
use drugs (56.8%) followed by sexual minorities
(54.5%), gender minorities (53.5%), and sex workers
(47.4%). Key populations in Mombasa reported
predominantly using the internationally popular
platforms, including WhatsApp (73.6%), Facebook
(61.1%), and TikTok (58.9%).

Experiences of social media were discussed by key
populations during the study’s qualitative component.
Many positive aspects of social media were
discussed, including connecting with community,
being entertained, and exchanging security
information. The latter was particularly relevant in
2023, as Mombasa experienced a series of protests
against sexual and gender minorities [44]. Several
participants discussed the value of social media for

keeping them informed and safe during such protests.

As one 18-year-old gender minority woman shared:
“| like spending time on social media because maybe
you can get something new, like for example if you
hear there is maandamano [protests] nearby”.

On the other side, key populations were cognisant of
some risks from social media. Key examples of such
risks included cyberbullying, stalking, blackmail, and
unwanted sexual content. Exposure to negativity and
hate speech was identified as especially prominent
and perceived as harmful to mental health. As on
29-year-old gender minority woman shared: “I used to
love TikTok but could not stand the comments. All the
negativity, it made me afraid.”

Beyond standard social media, six out of ten key
populations (60.6%) had used websites and mobile
apps for seeking sexual or romantic partners (e.g.,
Tinder, Grindr), including one third (34.5%) who

were active users. The active use of partner-seeking
apps was most common among gender minority
women (67.5%), male sex workers (59.1%), and sexual
minority men (45.4%). Although active use of partner-
seeking apps was associated with greater sexual
satisfaction among key populations (OR=1.60, 95%CI:
1.10-2.37), there was no association with romantic
satisfaction (OR=1.19, 95%Cl: 0.82-1.72).

Specific to health, the majority of key populations
(73.9%) thought the internet was a good source

of health information, although 16.3% were
unsure. When asked their primary source of health
information, the internet was the second highest
choice accounting for 29.5% of responses. By
comparison, the most common - doctor or nurse -
account for 39.5% of responses.

More details on digital health can be found in
Appendix F.

Exposure to negativity and hate speech
was identified as especially prominent and
perceived as harmful to mental health
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Figure 11: Social media platforms used by key populations in Mombasa, by population
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AN\ Population spotlight:

Sex workers

In the key population health survey, 234 (79.6%)
participants were identified as active sex workers,
while a further 60 had sold sex previously. For active
workers, the survey was completed by a total of 161
female sex workers (including 28 gender minority
women), 66 male sex workers (including nine gender
minority men), and six non-binary sex workers.

For the majority of sex workers (62.8%), sex work was
their primary source of income with no distinctions
by gender. Compared to other key populations, sex
workers were half as likely to be satisfied with their
job (OR=0.57, 95%Cl: 0.67-0.87). Most sex workers
first sold sex when they were adults (70.1%), although
20.4% were 16-18 years at their first encounter

and a further 8.96% were 15 years or younger.
Women were more likely than men to begin sex

work before the age of 18 years (32.3% vs 25.9%).

Beyond in-person services, 41.9% of sex workers
had sold sexual services online. Online services
included activities like webcamming, sending
picture or videos, or distributing content through
webservices like OnlyFans. Online sex work was
more common among men than women (53.0% vs
38.5%). There was no difference in income between
sex workers who worked online vs offline, but those
who worked online were more likely to report high
employment satisfaction (21.4% vs 12.5%).

Although online sex work may have improved job
satisfaction for some, it did introduce new risks to
health and safety. During the qualitative discussions,
some sex workers shared about their experiences
distributing sexual content (e.g., photos and videos).
In one such instance, a 28-year-old female sex worker
shared how the experience turned to blackmail: “l was
sending videos and pictures of me...he told me that if

| didn't go to see him then he was going to post them
on social media. And | was afraid for my family to see
them. This experience affected me in a negative way
and now | don't send nudes to anyone”. Such risks to
privacy and threats of blackmail have been reported in
other international studies of online sex work [45, 46].

Relative to other key populations, healthcare workers
maintained the lowest levels of stigma towards sex
workers. While 10.6% had medium stigma towards
sex workers, 9.6% had high stigma; only 3.8% of
clinicians said they would refuse care to a sex worker,

APPENDIX |

although 38.3% endorsed the myth that “sex workers
are dangerous and deceitful”. One in four sex workers
(24.8%) had indications of internalised stigma,

which was similar by gender. The greatest source

of stigma for sex workers was the police, which was
experienced by 60.3% of women and 77.3% of men.

Sex workers were asked to name their single
greatest health need. For both male and female
sex workers, mental health was the most indicated
(36.4% and 48.2%, respectively). The second
greatest needs related to sexual and reproductive
health (12.1% of women and 7.5% of men). Indeed,
one third of female sex workers (33.3%) reported
difficulty accessing their chosen menstrual
products. Reflecting her reproductive health needs,
one female sex worker simply wrote her greatest
health need was, “lack of adequate pads.

More details on sex work can be found in Appendix |.
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In the health survey, three quarters of participants
reported ever consuming alcohol (76.5%), including
58.0% who had done so in the six months prior to
participation. Cigarette consumption was popular
among key populations, with 48.4% reporting
lifetime consumption and one quarter (24.6%)
recent consumption. Per week, participants reported
consuming a median of 14 cigarettes (IQR: 3-30).

Regarding other drugs, 66.5% of key populations
reported ever consuming illicit substances and 53.9%
had done so recently. A further 9.2% of participants
had ever injected drugs, including 6.6% recently. After
alcohol and cigarettes, the most commonly consumed
drugs were marijuana (38.5%) and muguka/jabba/
khat (37.3%). Use of prescription drugs for something
other than their intended purpose was low, reported
by only 10 participants (1.8%).

Using the CAGE Substance Abuse Screening Tool
[17], half of key population participants (50.6%)

had some indication of drug or alcohol abuse.
Further, one in five key populations (20.7%) had very
severe indications of substance abuse. Of those of
indications of abuse, 23.2% reported receiving some
previous support, while 22.1% had not received
support but were interested. Among those who had
received support for substance abuse, two thirds
(68.8%) said it was helpful.

The subsample of ‘people who use drugs’ was defined
as those participants reporting the use of drugs other
than alcohol in the six months prior to the survey
(n=294). Focusing on this population 81.3% of men
and 70.4% of women had indications of substance
abuse, with only 16.8% and 29.4%, respectively,
indicating some previous support.

While 42.4% of people who use drugs reported
consuming only a single substance, 38.5% reported
two drugs of choice, and 19.10% reported three

or more. Further, three quarters of people who use
drugs also reported regular consumption of alcohol
(77.6%). Importantly, the number of drugs used was
associated with a greater likelihood of substance
abuse indication. Compared to those consuming a
single substance, those reporting two substances

« Population spotlight:
People who use drugs

APPENDIX )

were 2 times more likely to indicate substance
abuse (OR=1.97, 95%ClI: 1.08-3.60), and those with
three or more substances were 3.3 times more likely
(OR=3.34, 95%Cl: 1.39-8.05).

Among people who use drugs, indications of
substance abuse were strongly associated with
physical and mental health outcomes. Those
indicating substance abuse were 2.3 times more likely
to report poor physical health (OR=2.28, 95%Cl: 1.59-
3.26) and 2 times more likely to have indications of
depression (OR=2.05, 95%Cl: 1.40-3.00) or suicidality
(OR=2.05, 95%Cl 1.36-3.08).

Among people who use drugs, 12.2% (n=36) reported
injecting, which was slightly more common among
men than women (13.4% vs 11.8%). Those who did
report injecting drugs were 6.9 times more likely to
have indications of substance abuse than other drug
users (OR=6.68, 95%Cl: 2.56-17.46). Importantly, two
thirds (n=24) of participants who used injecting drugs
said they had shared equipment in the six months
prior to participation.

Among healthcare workers, 7.5% said they would
refuse care to someone who uses drugs, and 45.3%
maintained medium-high levels of stigma towards
this population. Four out of ten healthcare workers
(42.3%) endorsed the myth that “people who use
drugs are morally weak”. Taken together, stigma
towards people who use drugs was highest relative
to other key populations among healthcare workers.
Further, more than half of people who use drugs
(58.2%) had indications of internalised stigma, which
is to say they held negative views about other people
who use drugs.

People who use drugs were asked to name their most
pressing health need. Mental health was the most
prominent indicated by 50.0%. For women who use
drugs, sexual and reproductive health needs were
second (10.9%), while socioeconomic support was the
second choice for men (13.3%). As one man wrote: “It
is difficult to cope with the daily activities due to high
cost of living.”

More details on use of alcohol and other drugs can be
found in Appendix J.
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Figure 12: Drugs used (ever) by key populations in Mombasa, by population (n=357)
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Population spotlight:
Sexual minorities

The health survey collected data from 244 sexual
minority participants, 60.3% of whom were women
and 39.8% men. In total, 2.5% of sexual minority
participants were also gender minorities.

Among sexual minorities, mental health support
was the most commonly expressed need (49.1% of
women and 51.1% of men). For men, the second
ranked health need was socioeconomic support
(13.3%), and was sexual and reproductive health
for women (10.9%). Such needs were especially
focused on access to menstrual and safer sex
products. As one sexual minority woman wrote:
“As a lesbian living with HIV, it isn't easy to access
to finger condoms and dental dams.” Elsewhere
in the survey, 24.2% of sexual minority women
expressed difficulty accessing condoms.

Among healthcare workers, stigma towards sexual
and gender minorities was assessed as a single
measure. Medium to high stigma towards sexual
and gender minorities was observed in 30.1% of
healthcare workers, with 32.9% endorsing the myth
that “lesbian, gay and bisexual people are trying

to recruit Kenyan children to a deviant lifestyle”.
Reflecting on their own experiences, nearly half of
sexual minorities (45.9%) reported experiencing
stigma in healthcare settings. This proportion was
higher among men than women (54.6% vs 40.1%).

Among sexual minority men, stigma was most
prominent from police officers (28.9% reported
experiencing high stigma in this context), while
for women it was most prominent in the general
community (17.7%). Overall, 34.0% of sexual
minority women and 29.9% of men had indications
of internalised stigma, reflecting observations
from some previous research [47]. In total,
25.5% of sexual minority women and 41.9% of
men said they had been exposed to programs
designed to change their sexual orientation.

APPENDIX K
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Population spotlight:
Gender minorities

Eighty-seven gender minority participants completed
the health survey, which included 40 women (46.51%),
35 men (40.70%), and 12 non-binary people (12.79%).
The majority realised they were a gender minority in
adolescence before they were 18 years old (52.1%).

At the time of participants, 68.6% of gender minority
participants were known by a name different from

the one assigned to them at birth (often referred

to as a ‘chosen name’). Having a chosen name was
most common among gender minority men (77.1%)
followed by women (65.0%) and non-binary people
(54.6%). Only one quarter (25.4%) had their chosen
name recorded on legal documents, with an additional
30.5% interested in updating their name legally.

It is well-established in the scientific literature that
hormone therapy and other forms of medical gender
affirmation can have significant benefits for mental
and physical health [48-55]. In the health survey,
11.6% of gender minority participants reported being
on hormone therapy, including 20.0% of women

and 7.5% of men. A further 16.3% had previously
accessed hormone therapy but discontinued. No
non-binary participants had experience with hormone
therapy. Among those not on hormone therapy, 66.3%
wanted to start. Although small absolute numbers

in this subsample impede statistical comparisons, it
is notable that positive well-being was reported by
35.7% of those on hormone therapy compared to only
23.6% of those who were not.

Among healthcare workers, stigma towards sexual
and gender minorities was assessed as a single
measure. Medium to high stigma towards sexual

and gender minorities was observed in 30.1% of
healthcare workers, with 51.4% endorsing the
population-specific myth that “transgender people are
just confused and should live as their sex assigned

at birth”. Among gender minority participants,

17.3% had indications of internalised stigma with no
differences by gender.

APPENDIX K

One quarter of gender minority participants (25.6%)
had been exposed to some kind of conversion
programming to change their gender. Mental health
was the number one health need highlighted by
gender minority participants, indicated by 46.5%.
There was no clear second place health need,
although several participants did request gender
affirming care and socioeconomic support.

More details on the experiences of gender minorities
can be found in Appendix K.
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@ Intersectionality

As highlighted earlier, key populations are non-
exclusive and often overlapping categories.

Coined by legal scholar Kimberlé Crenshaw, the
concept of intersectionality draws attention to the
ways in which multiple key population identities
can ‘intersect’ to create unique experiences of
oppression [56, 57]. As an example from this study,
intersectionality suggests that a person who is a
sex worker would have a different experience of
oppression than a sex worker who uses drugs, and
that experience would be unigue and more than just
the combination of two distinct forms of oppression.

In the health survey, four out of ten participants
(43.1%) were represented in two or more

key population categories. Overall, 56.7% of
participants represented one population while
30.3% represented two. Because of the small
number of gender minorities who were also sexual
minorities (n=6), for the purposes of this analysis
these two population categories were collapsed.
Thus, a further 13.0% of the sample represented
all three population categories (i.e., sexual and
gender minority sex workers who use drugs). As
shown in Figure 14, there are many combinations
between these three categories, not to mention
other intersectional considerations (e.g., HIV
status, disability status) not presented here.

While quantifying intersectionality is
methodologically complex [58, 59], the health survey
data suggest intersectional experiences contribute to
poorer outcomes. For example, 33.0% of participants
representing one key population reported poor
physical health, which was the case for 37.0% of
those of two populations, and 54.9% for those of
three. Statistically, each additional population was
associated with 1.5 times increase to the likelihood of
poor physical health (OR=1.47, 95%Cl: 1.15-1.87). A
similar relationship was observed with negative well-

being, indications of depression, experiences of sexual

violence, and experiences of stigma in healthcare.
For example, compared to those of a single
population, each additional identity was associated
with 2.5 times greater likelihood of sexual violence
(OR=2.45, 95%Cl: 1.72-3.49) and 1.6 times greater
likelihood of stigma (OR=1.64, 95%Cl: 1.28-2.09).

Despite the realities of intersectionality, tensions
within key populations can be significant. Speaking
about her relationship with the sex working
communities, one 29-year-old gender minority
woman participating in the qualitative cohort shared:
“Sex workers never make space for their transgender
sisters. There is competition, so first chance they

will out us to scare away clients”. Relatedly, during
consultations for this study a partner specialising

in substance abuse programming shared their
perceptive: “The challenge is with multiple typologies.
Where do MSM [men who have sex with men]

who are drug users go? They may not fit into our
services, so we send them to MSM organisations,
but those do not have drug programming”.
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Figure 13: Intersecting experiences of identity among key
populations in Mombasa (n=545)
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Figure 14: Relationship between intersecting identities and outcomes
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Conclusions and recommendations

Key populations in Mombasa lead multifaceted
lives and have diverse experiences of health,
healthcare, and well-being. This study’s findings
make clear that stigma is a powerful factor that gives
shape to virtually all aspects of the key population
experience, with significant implications for health
and well-being. It remains clear, therefore, that
effective efforts to improve public health must
seek to reduce key population stigma in all of its
forms and contexts. To guide recommendations
arising from study results, workshops were held
with study investigators and key stakeholders from
community-based key population organisations.

Overarching recommendations

The following recommendations are made relevant to
all key populations in Mombasa:

1 Mental health support is the greatest
= health need for key populations, requiring
expanded and targeted programming.

Key populations in Mombasa face very low levels
of positive well-being alongside high indications of
depression and suicidality. Numerous studies have
established that exposure to stigma is detrimental
to mental health [24-29], and it is unsurprising
that key populations affirmed mental health care
as their greatest unmet health need. Although the
National Guidance on Integrating Mental Health
into Key and Vulnerable Populations Programming
in Kenya advocates for increasing access to mental
health care for key populations [6], these results
make clear that considerable work remains.

Ongoing technical and financial investment are
needed to expand mental health programming for
key populations. On the technical side, mental health
programming must incorporate evidence-based best
practice that recognises the unique needs of each
population. On the financial side, many key population
community and health organisations in Mombasa
already undertake effective mental health programs;
investing in proven and established programs
should be a primary focus for reaching a greater
number and diversity of beneficiaries. For example,
existing programs that situate professional and lay
counsellors within facilities should be expanded

with more staff and a greater number of sites.

In thinking about expanding mental health support,
community members should be empowered through
training and resource provision to establish and lead
key population support groups. The advantage of
such an approach is that it engages the lived expertise
of key populations and can help strengthen social
and community bonds. As mental health programs
expand, opportunities must prioritise key populations
themselves, which the WHO and others highlight as
vital for community empowerment [3]. Ultimately,
the recommendations discussed here aim to address
the symptom rather than the cause. To compliment
such work, and as discussed in more detail below,
ongoing efforts to reduce social stigma are essential.

2 Anti-stigma programming within and
= beyond healthcare must be prioritised.

Healthcare workers in Mombasa enact stigma against
key populations, and this negatively impacts uptake
of care. These results confirm decades of research
with key populations in Kenya [4] and the highlight
the need for expanded anti-stigma programming.
Healthcare workers must be sensitised on the social
issues and reminded of their legal obligations not

only to provide care, but to provide it at the “highest
attainable standard” [60]. Such sensitisation must
also include non-clinical staff, as results show they
play a role in the overall healthcare experience.
Interventions like ‘value clarification and attitude
transformation” may be useful here, but research must
evaluate the effectiveness of any anti-stigma efforts.

High stigma towards key populations in healthcare
is especially concerning given recent moves
towards integrated models of care [61]. Typically,
care for key populations in Mombasa has focused
on specialised and stand-alone facilities (e.g.,
drop-in centres), but current strategic directions

are focused on providing care within the ‘general’
health system. Unfortunately, the feasibility of an
integrated approach to care is seriously undermined
by pervasive stigma among healthcare workers in
Mombasa. These results highlight the considerable
work yet required to reduce stigma and make general
health settings welcoming to key populations,
which are essential precursors to integrating care.



3 Initiatives to improve the social health and
= well-being of key populations are needed.

Social satisfaction including with families is low
among key populations in Mombasa, and this

is negatively associated with mental health and
well-being. Further, many key populations do not
have access to safe and affirming social spaces,
and there is clear evidence of tensions within

and between populations. Taken together, these
results strongly support the need for interventions
to improve the social health of key populations.

To increase social satisfaction and reduce within-
group stigma, programs that foster community
connection are warranted. Sporting and other
physical activities could be effective here, as they

can increase social cohesion and improve mental
health [62] including among key populations

[63, 64]. Further, given that only one in ten key
populations engage in sufficient physical exercise,
such interventions would likely benefit physical health
as well. Other social interventions could include
unstructured social gatherings, creative activities, and
similar. Realising such programs, however, will require
investment in a greater number and diversity of safe
spaces. Such investment is especially important
when considering that key populations predominantly
spend their social time in commercial spaces.

Social interventions should also consider ways of re-
establishing and strengthening family ties. Programs
that target families directly - including sensitisation,
healing, and bonding exercises - could help increase
familial satisfaction and reduce stigma enacted

by families. Interventions should also consider

how religious leaders can be accessed as sources

of social, familial, and community connection.

4 Individual and structural interventions
= must be implemented to improve
the socioeconomic conditions of key
populations.

Key populations face incredibly high rates of food,
water, and housing insecurity, seriously undermining
their health and well-being. Further, two thirds of key
populations in Mombasa live in poverty, which directly
impacts mental health outcomes and healthcare
access. As participants repeatedly made clear: cost

is the primary barrier to care and socioeconomic
programming is among their greatest need. Thus,
improving the socioeconomic conditions of key
populations is one of the single most important steps
towards improving their overall health and well-being.

Some community-based organisations in Mombasa
already undertake socioeconomic programming for
key populations, including skill building workshops,
talent identification seminars, food distribution
programs, and others. Expansion of these through
financial investment is an important albeit temporary
solution. In the longer term, advocacy for legal reform
around employment and housing discrimination is
vital. Although the Kenyan constitution enshrines

the right to certain basic economic protections for

all citizens [60], these results and the results of other
studies show that the reality - especially regarding
employment and housing - is often very different [65,
66]. Thus, key populations - especially those who

are more visible - face difficulties securing work and
shelter [67, 68]. Given the risks such insecurity poses
to health and well-being, it is essential to advance
individual interventions alongside structural solutions.



5 Digital health interventions present
= exciting opportunities to support key
populations.

Social media and online partner-seeking are
incredibly popular activities among key populations in
Mombasa with nearly half using social media for three
or more hours each day. This popularity situates social
media as an important space for key populations

with great potential for health promotion and
intervention. Given the stigma and violence that key
populations face in the general community, access to
healthcare (e.g., telemedicine) and health information
from the safety of home has particular appeal.

The idea for digital intervention targeting key
populations is certainly not a new one. Currently
in Mombasa, for example, some sex workers

use a specially designed mobile app to receive
updates on clinical outreach activities, while some
organisations maintain profiles on sex and dating
apps encouraging users to ask questions about
PrEP and other forms of HIV prevention. While
these and other efforts are promising, in reality,
current approaches to digital health intervention in
Mombasa only grasp a sliver of the true potential.

All key population interventions should include

an explicitly digital component of their work,
collaborating with community and technology
experts (including social media influencers) to
maximise reach, utility, and accessibility. This
recommendation does not necessarily mean
developing new software or app. In fact, there is
growing awareness of ‘app overload’ among patients
[69] and retention with health-focused apps tends
to be poor [70]. Instead, it is far more efficient to
consider using the technologies and digital spaces
that key populations are already accessing for

hours a day and design ways of integrating health
interventions. Any digital intervention targeting key
populations, however, must balance the benefits and
the risks [71]; engaging key populations in design
and implementation is vital for finding this balance.

6 All key population interventions should
= embrace an intersectional approach.

Key populations in Mombasa are unique and diverse
groups. Within and between populations, they
have considerable differences in health outcomes,
while many - over 40% - of key populations

are part of multiple, intersecting typologies. As
highlighted, intersectionality for key populations
translates into poorer health outcomes in terms
of physical health, mental health, violence, and
stigma. These results offer strong evidence of
intersectionality as a significant factor in lives

of key populations in Mombasa [56, 57].

Despite evidence underlining the important of
intersectionality, many existing initiatives and
interventions fail to engage intersectional key
populations. Renewed action to address these gaps is
needed to help prevent intersectional key populations
from ‘falling through the cracks'. Specifically, all
currently operating or planned key population
programs, services, policies, and interventions

should be reviewed and revised to encompass
intersecting populations. For example, instead of
designing a mental health support group just for sex
workers, it may be appropriate to also design one

for gender minority sex workers. Relatedly, agencies
and organisations that work with key populations
must review their mechanisms - especially related

to funding - to ensure sufficiently flexibility for
intersectional programming to be realised [72-74].



Population-specific recommendations

In addition to the overarching recommendations
applicable to all key populations, there are several
more specific considerations towards improving
population and public health. These include:

7 Decriminalising sex work could help

reduce violence and improve public health.

More than one third of sex workers in Mombasa
experience sexual violence, half experience physical
assault, and two thirds experience intimate partner
violence. Sadly, less than half of sex workers who
experience sexual violence tell anyone or seek help.
This low level of help-seeking makes sense when
considering that police and healthcare workers

are prominent sources of stigma for sex workers

in Mombasa. As violence is incredibly detrimental
to mental health and a key driver of HIV and STls
among sex workers [75-78], strategies to reduce

violence and increase help-seeking are sorely needed.

There is a wealth of robust research showing that the
best way to reduce violence towards sex workers is
to decriminalise sex work [75-78]. In 2023 following
an extensive investigation, experts from the United
Nations concluded that decriminalisation offered the
“greatest promise to address systemic discrimination
and violence” against sex workers [79]. Importantly,
beyond reducing violence the decriminalisation of
sex work can also help improve health- and help-
seeking behaviours, reduce risky sexual practices,
and improve reporting of child exploitation and
human trafficking [75-78]. This kind of structural
reform can also help reshape public attitudes
towards sex work, in turn reducing the high levels

of stigma to which this population is exposed.

Sex work decriminalisation can realise many health
and social benefits, and is explicitly endorsed by
the WHO [3]. To reduce violence and improve
public health, it may be time to seriously consider
decriminalising sex work in Mombasa. While
decriminalisation may be a national issue, as a large
and powerful county Mombasa has considerable
advocacy potential. Further, the county can take
numerous steps regarding its laws and their
implementation to affect a quasi-decriminalised

in Mombasa at least until national legal reform
efforts can be achieved. Such efforts can draw

upon the robust network of advocacy and health
organisations that currently support sex workers in
Mombasa, ensuring that sex workers themselves
are empowered to lead efforts at legal reform.

8 Substance abuse programs especially for
= ‘light’ drugs should be expanded.

People who use drugs in Mombasa most commonly
use substances like marijuana and muguka.

While relative to other drugs, such substances
may be seen as ‘light’, one third of people who

use these drugs experience substance abuse
challenges. Unfortunately, only one quarter of
those with symptoms of substance abuse have
ever received support, while a similar proportion
are interested in such support. Taken together, this
evidence highlights the need to expand current
substance abuse programs in Mombasa.

Expansion of substance use programs could focus
on two paths. The first path is to diversifying
existing programs. Part of this diversity relates to
the substance use and relative severity of abuse.
Program should seek to engage people before
their patterns of use develop into a full substance
abuse disorder or expand to include additional
substances. Diversity also refers to the target
populations; many sex workers, sexual minorities,
and gender minorities use drugs and have indications
of abuse, so current and future programs should
engage them in respectful and relevant ways.

The second path for expansion is simply to increase
the number of programs and supporting staff. While
Mombasa is home to some impactful substance
use programs, these are running over-capacity and
exist in only a few areas of the county. With at least
one quarter of people who use drugs is interested

in support to manage or reduce use, diversifying
programs and increasing capacity are two essential
components of ensuring no one is left behind.



9 Destigmatising and decriminalising
= sexual and gender diversity would have
public health and social benefits.

Although all key populations face stigma, in
Mombasa sexual and gender minorities are
particularly vulnerable. This vulnerability is evident
in the study results - healthcare workers were

the most likely to say they would refuse care to
sexual and gender minorities - and reflects the
larger sociopolitical climate in Kenya. Indeed, the
Mombasa Key Pop Study was carried out during

a time of frequent public protests against sexual
and gender minorities in Mombasa and nationally
[44]. With this context in mind, it is unsurprising
that sexual and gender minorities in Mombasa face
such high levels of depression and suicidality.

As highlighted earlier, anti-stigma initiatives are
needed to increase sensitivity, awareness, and
compassion in health and other settings. Part of
these initiatives should be to spread awareness

on the dangers of trying to change someone's

sexual orientation or gender. So-called ‘conversion
programming’ or ‘conversion therapy’ has been shown
in international studies not only to be ineffective,

but to actually damage mental health and increase
risk of suicide [80-82]. Anti-stigma and other
strategies are needed to combat the popularity of
this programming in Mombasa, which is experienced
by nearly half of sexual and gender minorities.

Individual and interpersonal approaches to
destigmatising sexual and gender diversity are
important, but they should be accompanied by
advocacy efforts to address structural forms of
stigma. In particular, advocacy is needed to support
the decriminalisation of homosexuality in Kenya.
There is considerable evidence that criminalisation
endangers public health, particularly in terms of
HIV and mental health [83, 84]. Criminalisation also
reduces access to health and other essential services
for sexual and gender minorities. For all of these
reasons, advocacy to decriminalise homosexuality
is part of creating what Kenya’'s National Syndemic
Diseases Control Council calls a “supportive legal
and policy environment” [5] and a vital step towards
improving public health in Mombasa County.

Beyond improving public health, destigmatising
sexual and gender diversity can have other
significant benefits. Notably, research suggests that
decriminalising homosexuality would increase social
cohesion and improve public safety generally [85],
while another study found that destigmatising sexual
and gender diversity could add over 130 billion KES
to the Kenyan economy each year [86]. Altogether,
this evidence presents a compelling case for
structural efforts to tackle stigma. Any efforts towards
such anti-stigma advocacy, however, must embrace
the unique social and cultural fabric of Mombasa,
and work with its diverse and dynamic communities.

1 O Facilitating access to social and
=« medical gender affirmation is vital

for improving the health and well-
being of gender minorities.

Gender minority people in Mombasa have a high
interest in but low access to social and medical
gender affirmation. Notably, just one quarter

of gender minorities have their chosen name
properly represented in legal documents, despite
a landmark court ruling enshrining this right [87].
Further, while six in ten are interested in medical
gender affirmation only one in ten report any

kind of access. This limited access is problematic
given strong evidence that gender affirmation can
significantly improve mental health of and reduce
risks for suicide, HIV, and other conditions [48-55].

The WHO defines gender affirmation as “social,
psychological, behavioural or medical (including
hormonal treatment or surgery) interventions
designed to support and affirm an individual's gender
identity” [88]. They join the World Professional
Association for Transgender Health in defining
gender affirmation as ‘medically necessary’ for
improving public health and saving lives [52]. Thus,
given the potential benefits to public and individual
health, interventions are needed to support social and
medical gender affirmation for gender minorities in
Mombasa. Specifically, social work and other forms
of support are needed to help them navigate complex
legal and medical systems. Relatedly, advocacy efforts
are needed to support the design and implementation
of gender minority health guidelines in Kenya,

moving beyond HIV to include gender affirmation

as a vital component of health and well-being.
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Appendices

Appendix A: Participant sociodemographic characteristics

Table A.1 Sociodemographic characteristics of participants in the key population health survey, by population and gender 2(n=545)

m People who use drugs Sexual minorities Gender minorities

n%ln %‘n %ln %‘n %In %‘n %In %‘n%

Gender
Woman 315| 57.80 161 70.93 152 | 53.15 147| 60.25 40| 53.33
Man 217 39.82 66| 29.07 134 | 46.85 97| 39.75 35| 46.67
Non-binary ® 12 2.20
Other® 1 0.18
Gender minority ®
No 459 | 84.04 133 8261 57| 86.36 131 86.18 118 | 88.06 145| 98.64 93| 95.88 0 0 0 0
Yes 87| 1596 28| 17.39 9| 13.64 21| 13.82 16| 11.94 2 1.36 4 4.12 40 100 35 100
Age at time of participation
15-17 yrs old 50 9.17 11 6.83 3 4.55 18| 11.84 13 9.70 10 6.80 2 2.06 4| 10.00 3 8.57
18-24 yrs old 275 50.46 73| 4534 32| 4848 68| 4474 81| 60.45 63| 42.86 54| 55.67 12| 30.00 15| 42.86
>25yrs old 220 40.37 77| 47.83 31| 46.97 66| 43.42 40| 29.85 74| 50.34 41| 4227 24| 60.00 17| 4857
Sub-county of residence ©
Changamwe 25 4.59 8 497 5 7.58 5 3.29 9 6.72 9 6.12 7 7.22 0 0 1 2.86
Jomvu 6 1.10 3 1.86 1 1.52 2 1.32 1 0.75 2 1.36 1 1.08 1 2.50 0 0
Kisauni 239 | 43.85 69| 42.86 19| 2879 74| 48.68 51| 38.06 62| 42.18 38| 39.18 20| 50.00 19| 54.29
Likoni 42 771 8 4.97 14| 21.21 9 5.92 13 9.70 6 4.08 13| 18.40 5| 1250 1 2.86
Mvita 108 | 19.82 451 27.95 11| 16.67 29| 19.08 23| 17.16 35| 2381 12| 12.37 5| 1250 3 8.57
Nyali 125| 2294 28| 17.39 16| 24.24 33| 2171 37| 2761 33| 2245 26| 26.80 9| 2250 11| 31.43
Country of birth
Kenya 540 | 99.08 160 | 99.38 66 100 149 | 98.03 134 100 144| 97.96 97 100 40 100 35 100
Other ¢ 5 0.92 1 0.62 0 0 3 1.97 0 0 3 2.04 0 0 0 0 0 0
Enrolled in education (any level)
No 337 | 61.83 116| 72.05 33| 50.00 116| 76.32 68| 50.75 114| 7755 52| 53.61 21| 5250 22| 62.86
Yes 208 | 38.17 45| 27.95 33| 50.00 36| 23.68 66| 49.25 33| 2245 45| 46.39 19| 47.50 13| 37.14




| Total | Women ____Men | Women | Men | Women | __Men _| Women ___Men |
| |
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m People who use drugs Sexual minorities Gender minorities

n‘%

n | % | n | % n | % n | % | n | % | n | % | % | on | %
Highest education (enrolled or completed)

None 18 3.30 4 2.52 2 3.03 4 2.63 4 2.99 5 3.42 2 2.06 0 0 0 0
Primary 98| 17.98 39| 2453 9| 13.64 37| 24.34 16| 1194 27| 18.49 12| 12.37 10| 25.00 8| 22.86
High 212 38.90 75| 47.17 23| 34.85 70| 46.05 45| 33.58 65| 4452 29| 29.90 25| 62.50 19| 54.29
College 163 | 2991 35| 2201 24| 36.36 31| 20.39 49| 36.57 38| 26.03 43| 4433 3 7.50 7| 20.00
University (under/ 54 9.91 6 3.77 8| 12.12 10 6.58 20| 14.93 11 7.53 11| 11.34 2 5.00 1 2.86
postgraduate)

a. Unless otherwise indicated, gender minority and cisgender participants are reported together

b. Given the small number of non-binary and participants of ‘other’ gender (e.g., intersex), unless otherwise indicated they are not reported in stratification by gender

c. Although residents from all sub-counties were eligible to participate, recruitment activities focused primarily on Mvita, Nyali, and Kisauni

d. Other countries of birth included Tanzania (n=2) and Uganda (n=3)

Table A.2 Sociodemographic characteristics of participants in the qualitative cohort of key populations (n=10)

Gender Highest Sub-county Employment Gender minority | Sexual Sex work Drug use experience
education status orientation experience
B 1 Woman 29 High school Kisauni Unemployed Yes Gay Active Yes
2 Woman 38 Primary school Likoni Unemployed No Straight Active Yes (including injecting)
3 Woman 28 College Nyali Self-Employed No Straight Active Yes (including injecting)
- 4 Woman 23 University Mvita Unemployed No Lesbian Past Yes
g Man 24 University Nyali Self-Employed Yes Queer/bisexual Past Yes
:g 6 Non-binary 20 University Myvita Unemployed Yes Gay Active Yes
& 7 Man 26 Primary school Kisauni Unemployed Yes Straight Past Yes (including injecting)
8 Woman 18 Primary school Kisauni Unemployed No Gay Active Yes
9 Man 23 College Nyali Unemployed No Gay None Yes
10 Man 23 University Nyali Self-Employed No Gay Active Yes




Table A.3 Sociodemographic characteristics of participants in the healthcare workers survey, by work type (n=222)

Type of work
Non-clinical care 36 16.22
Clinical care 183 83.78
Gender
Man 55 24.77 42 22.58 13 36.11
Woman 166 7477 144 77.42 22 61.11
Non-binary 1 0.45 0 0 1 2.78
Age
18-24 years old 28 12.61 27 14.52 1 2.78
25-29 years old 46 20.72 35 18.82 11 30.56
30-39 years old 78 35.14 63 33.87 15 41.67
>40 years old 70 31.53 61 32.80 9 25.00
Highest level of education
Primary 12 5.41 10 5.38 5.56
High 20 9.01 16 8.60 4 11.11
College 120 54.05 106 56.99 14 38.89
University (under/postgraduate) 70 31.53 54 29.03 16 44.44
Length of time in current position
<1 year 53 23.87 44 23.66 9 25.00
1-3 years 59 26.58 46 24.73 13 36.11
3-5years 28 12,61 26 13.98 2 5.56
>5 years 82 36.94 70 37.63 12 33.33
Self-identifies as one or more key population
No 180 81.08 148 79.57 32 88.89
Yes 37 16.67 34 18.28 3 8.33
Unsure 5 2.25 4 2.15 1 2.78
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Appendix B: Physical health & healthcare

Table B.1 Physical health and hygiene among key populations in Mombasa, by population and gender (n=545)

n%ln %‘n %In %‘n %In %‘n %In %‘n%

Self-reported physical health

Poor-terrible 19 3.49 9 5.59 2 3.03 8 5.26 4 2.99 1 0.68 4 4.12 1 2.50 0 0.00

Average 183 | 33.58 74| 4596 23| 34.85 64| 4211 38| 2836 60 | 40.82 26| 26.80 10| 25.00 7| 20.00

Excellent-good 343 | 6294 78 | 48.45 41| 6212 80| 52.63 92| 68.66 86 | 58.50 67 | 69.07 29| 7250 28 | 80.00
Hygiene

Wash hands after bathroom

Rarely 70| 12.84 20| 1242 13| 19.70 26 17.11 241 1791 13 8.84 13| 18.40 5| 1250 2 5.71

Sometimes 152 | 27.89 56 | 34.78 13| 19.70 50 | 32.89 40| 29.85 36| 2449 25| 2577 8| 20.00 5| 14.29
Always 323 | 59.27 85| 52.80 40| 60.61 76 | 50.00 70| 5224 98 | 66.67 59 60.82 27 | 67.50 28 | 80.00

Brush/clean teeth

Rarely 24 4.40 8 4.97 5 7.58 8 5.26 8 5.97 4 2.72 3 3.09 1 2.50 0 0

Sometimes 103 | 18.90 33| 20.50 16| 24.24 36| 23.68 30| 2239 20| 1361 23| 2371 12| 30.00 2 571
Always 418 1 76.70 120 | 7453 45| 68.18 108 | 71.05 96 | 71.64 123 | 83.67 71| 73.20 27 | 67.50 33| 94.29
Physical activity (days per week)

None 163 | 29.91 62| 3851 15 2273 70| 46.05 27 | 20.15 54| 36.73 27| 2784 13| 3250 5| 14.29

1-2 142 | 26.06 45 2795 18| 27.27 41 2697 37| 2761 41 27.89 23| 2371 8| 20.00 11| 3143

3-5 197 | 36.15 47 1 29.19 24| 36.36 34| 2237 56 | 41.79 51| 34.69 35| 36.08 12| 30.00 17| 4857
6-7 43 7.89 7 4.35 9| 13.64 7 461 14| 10.45 1 0.68 12| 1237 71 17.50 2 5.71
Vaccinated for SARS CoV-2

No 131 | 24.04 32| 19.88 11 16.67 44 | 2895 42| 31.34 31| 21.09 19| 1959 10| 25.00 11| 3143

Yes 408 | 74.86 128 | 79.50 54 8182 106 | 69.74 89| 66.42 115 7823 77| 79.38 30| 75.00 24| 68.57

Unsure 6 1.10 1 0.62 1 1.52 2 1.32 3 224 1 0.68 1 1.08 0 0 0 0
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Table B.2 Access to physical health care among key populations in Mombasa, by population and gender (n=545)

General access to healthcare

Poor-terrible 205, 3761 76| 47.20 24| 36.36 66| 43.42 53| 39.55 63| 42.86 33| 34.02 10| 25.00 11| 31.43
Average 129| 23.67 38| 23.60 12 18.18 38| 25.00 30| 22.39 36| 24.49 26| 26.80 11 27.50 7| 20.00
Excellent-good 211 | 38.72 47| 29.19 30| 4545 48| 31.58 51| 38.06 48| 32.65 38| 39.18 19| 47.50 17| 4857
Quality of available healthcare *
Poor-terrible 11 3.24 4 471 0 0 3 3.49 3 3.70 1 1.19 3 4.69 1 3.33 1 417
Average 74| 21.76 23| 27.06 9 21483 25| 29.07 141 17.28 29| 3452 13| 20.31 4| 1333 6| 25.00
Excellent-good 255| 75.00 58| 6824 33| 7857 58| 67.44 64 79.01 54| 64.29 48| 75.00 25| 83.33 17| 70.83
Health insurance °
No 372 68.26 120 | 76.43 38| 58.46 114| 77.55 79| 60.77 101| 69.18 57| 59.38 31| 83.78 19| 54.29
Yes 158 | 28.99 34| 2166 24| 36.92 29| 19.73 48| 36.92 42| 2877 35| 36.46 6 16.22 16| 45.71
Unsure 15 2.75 3 1.91 3 4.62 4 2.72 3 231 3 2.05 4 4.17 0 0 0 0
Recently unable to access necessary healthcare
No 212 38.90 43| 26.71 16| 2424 60| 39.47 57| 4254 68| 46.26 34| 35.05 13| 3250 10| 2857
Yes 333| 61.10 118 73.29 50| 75.76 92| 60.58 77| 57.46 79| 53.74 63| 64.95 27| 67.50 25| 71483
Reason for not receiving healthcare ©
Cost 127| 71.35 50| 7143 10| 50.00 40| 72783 28| 68.29 42| 79.25 17| 56.67 6 50.00 6| 50.00
Distance (too far) 8 4.49 5 7.14 2| 10.00 4 7.27 1 2.44 4 7.55 2 6.67 1 8.33 0 0
Stigma 25| 14.04 6 8.57 6 30.00 6| 1091 8 1951 3 5.66 8 26.67 4| 33.33 4| 33.33
No time 13 7.30 3 4.29 0 0.00 2 3.64 2 4.88 0 0 1 3.33 0 0 1 8.33
Poor services / 5 2.81 6 8.57 2 10.00 3 545 2 4.88 4 7.55 2 6.67 1 8.33 1 8.33
structural issues
Ever attended youth friendly clinic ¢
No 78| 24.00 19| 2262 9| 2571 24| 2791 26| 27.66 22| 30.14 121 2143 4| 33.33 6| 33.33
Yes 236 | 72.62 62| 7381 25| 7148 56| 65.12 65| 69.15 48| 65.75 42| 75.00 12| 75.00 12| 66.67
Unsure 11 3.38 3 3.57 1 2.86 6 6.98 3 3.19 3 4.11 2 3.57 0 0 0 0
Experience stigma from healthcare workers
Never/rarely 272 4991 64| 39.75 25| 27.88 78| 51.32 71| 52.99 88| 59.86 44| 45.36 8 20.00 10| 2857
Sometimes 174| 31.93 59| 36.65 21| 3182 50| 32.89 40| 29.85 41| 27.89 35| 36.08 18| 45.00 14| 40.00
Often 99| 18.17 38| 23.60 20| 30.30 24| 15.79 23| 17.16 18| 1224 18| 18.56 14| 35.00 11| 31483
a. Only asked of participants with average or better healthcare access
b. Only asked of participants aged 18 years and older
c. This item was optional and completed by 214 participants who reported recently being unable to access healthcare
d. Only asked of ‘youth' participants aged 15-24 years old
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Table B.3 Negative myths and refusal of care to key populations among healthcare workers in Mombasa, by type of work (n=222)

| cioan | Novcimom

n ‘ % I n ‘ % I n ‘ %

“Sex workers are dangerous and deceitful”

Disagree 74 33.33 65 34.95 9 25.00

Neutral 63 28.38 51 27.42 12 33.33

Agree 85 38.29 70 37.63 15 41.67
“People who use drugs are morally weak”

Disagree 87 39.19 73 39.25 14 38.89

Neutral 41 18.47 37 19.89 4 11.11

Agree 94 42.34 76 40.86 18 50.00
“Lesbian, gay, and bisexual people are trying to recruit Kenyan children to a deviant lifestyle”

Disagree 91 40.99 75 40.32 16 44.44

Neutral 58 26.13 51 27.42 7 19.44

Agree 73 32.88 60 32.26 13 36.11
“Transgender people are just confused and should live as their sex assigned at birth”

Disagree 61 27.48 55 29.57 6 16.67

Neutral 47 21.17 40 21.51 7 19.44

Agree 114 51.35 91 48.92 23 63.89
Would refuse to provide healthcare to... *

Sex workers 7 3.76

People who use drugs 14 7.53

Sexual and gender minorities 18 9.68

One or more key populations 23 12.37

a. Only asked of those directly involved in patient care (n=186)
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Table B.4 Stigma towards key populations @ among healthcare workers in Mombasa, by type of work (n=222)

Clinicians Non-clinicians

Stigma towards sex workers

Low stigma 174 79.82 147 80.33 27 77.14

Medium stigma 23 10.55 20 10.93 3 8.57

High stigma 21 9.63 16 8.74 5 14.29
Stigma towards people who use drugs

Low stigma 117 54.67 98 55.06 19 52.78

Medium stigma 47 21.96 40 22.47 7 19.44

High stigma 50 23.36 40 22.47 10 27.78
Stigma towards sexual and gender minorities °

Low stigma 131 63.90 111 64.53 20 60.61

Medium stigma 35 17.07 29 16.86 6 18.18

High stigma 39 13.02 32 18.60 7 21.21
Overall towards against key populations ©

Low stigma 142 68.60 119 69.59 23 63.89

Medium stigma 30 14.49 24 14.04 6 16.67

High stigma 35 16.91 28 16.37 7 19.44

a. As measured using the Bogardus Social Distance Scale

b. Community consultation revealed that healthcare workers may not have been able to differentiate between sexual
and gender minorities. As such, stigma towards these groups was assessed using a single measure

c. Composite measure created by combining stigma towards individual populations
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Appendix C: Mental health and well-being

Table C.1 Indications of well-being and mental health among key populations in Mombasa, by population and gender (n=545)

N N R R N R

Overall well-being @

Poor-terrible 152 27.89 57| 3540 16 2424 58| 38.16 29 2164 44 29.93 19 19.59 11 2750 9 2571
Average 250  45.87 73| 4534 35 53.08 58| 38.16 66 44.25 61 4150 54| 55.67 17 4250 20 57.14
Good-excellent 143 26.24 31 19.26 15 2273 36 23.68 39 2910 42 2857 24 2474 12 30.00 6 17.14

Indications of depression ®

None 377 69.17 98 60.87 46 69.70 95 62.50 100 74.63 99 67.35 69 71183 27 67.50 251 7143
Mild 13 2.39 3 1.86 3 4.55 3 1.97 2 1.49 0 0 5 5.15 1 2.50 1 2.86
Moderate 45 8.26 14 8.70 2 3.03 13 8.55 10 7.46 14 9.52 6 6.19 3 7.50 3 8.57
Moderate-severe 57 10.46 25 15653 6 9.09 22 1447 15 11.19 20 1361 8 8.25 6 15.00 3 8.57
Severe 53 9.72 21 13.04 9 13.64 19 1250 7 5.22 14 9.52 9 9.28 3 7.50 3 8.57

Indications of suicidality
No 417 76.51 110 68.32 50 75.76 107 70.39 109 81.34 111 75.51 76  78.35 30 75.00 27 77.14
Yes 128 28.49 51 31.68 16 2424 45 2961 25 18.66 36 24.49 21 21.65 10 25.00 8 22.86

Previous mental health diagnosis

No 375 7324 107 72.30 37 63.79 101 7113 97| 76.38 112 7778 53 5955 21 6176 28 1 80.00
Yes © 75 1465 23| 1554 13 2241 22 1549 14 11.02 13 9.03 21| 23.60 8 2353 2 571
Unsure 62 1211 18 12.16 8 138.79 19 1338 16 12.60 19 13.19 15  16.85 5 1471 5 1429

a. As measured by the five-item World Health Organization Well-Being Index (WHO-5)
b. As measured by the nine-item Patient Health Questionnaire (PHQ-9)

c. Some participants chose not to describe their mental health diagnosis (n=33) but among those who did (n=42) they reported: depression (n=18), anxiety (n=5), stress (n=5), rejection by family (n=4), bipolarism
(n=3), ADHD (n=2), sexual violence (n=2), substance use disorders (n=2), and grief (n=1)
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Table C.2 Mental health support among key populations in Mombasa, by population and gender (n=545)

N RN AR

No 260 | 47.71 74 45.96 23 3485 69  45.39 77 57.46 61 4150 34 35.05 171 4250 23 6571

n % |

Ever received mental health support *

Yes 285 5229 87 54.04 43 65.15 83 5461 57 4254 86  58.50 63 64.95 23 57.50 12 34.29

Received mental health support recently °
No 105  36.84 26 29.89 16 37.21 31 3795 19 3333 38  44.19 25 39.68 7 3043 4 3333
Yes 180  63.16 61 70.11 27 6279 52 62.65 38 66.67 48 5581 38 60.32 16 69.57 8 66.67

Perceptions of mental health support ¢

Unhelpful 8 2.81 4 4.60 2 4.65 1 1.20 2 3.51 2 2.33 3 4.76 1 4.35 0 0
Mixed 36 1263 13 1494 9 2039 16 19.28 9 1579 10 1163 10 15687 4 17.39 2 16.67
Helpful 241 84.56 70 80.46 32 7442 66 79.52 46 80.70 74 86.05 50  79.37 18 78.226 10 83.33

Knows where to get mental health support
No 149 27.34 51 3168 14 2121 45 2961 36  26.87 37 2517 19 19.59 11 2750 12 34.29
Yes 396  72.66 110  68.32 52 7879 107 70.39 98  73.13 110 74.83 78 8041 29 7250 23 6571

Reasons for not receiving mental health support ¢

Cost 25| 49.02 5 38.46 4 40.00 9 5294 7 53.85 7 58.33 6 4286 0 0 0 0
Distance 3 5.88 0 0 1 10.00 1 5.88 1 7.69 0 0 2 14.29 0 0 0 0
(too far)

Stigma 13| 2549 4 30.77 4 40.00 4 2353 2 23.08 1 8.33 6 4286 2 66.67 2 100
No time 2 3.92 2 15.38 0 0 1 5.88 0 0 1 8.33 0 0 0 0 0 0
Poor 8 15.69 2 15.38 1 10.00 2 11.75 2 15.38 3 25.00 0 0 1 33.33 0 0
services /

structural

issues

‘Support” in this context could refer to formal care (e.g., from a psychologist) or informal support (e.g., talking with friends or family)
Recently defined as within the six months prior to participation

Only asked of participants who reported some recent mental health support

This item was optional and completed by 51 participants who reported recently being unable to access mental health care

ao oo



Appendix D: Social health and well-being

Table D.1 Social relationships among key populations in Mombasa, by population and gender (n=545)

Total
n %
Friendships
None 61 11.19
One 281 5156
or more 203 37.25

Primary location for socialising

Sports field, club, 127  23.30
gym

Religious 63 11.56
organisation

Friend's home 22 4.04
Dance club, bar 125 2294
Shopping mall 141 2587
Nature 53 9.72
Somewhere else 14 2.57

Sex workers

Women

n

27
86
48

58
46
14

Access to safe and affirming social spaces

No 170 31.19
Yes 375 6881
Importance of religion in daily life
Unimportant 14 2.57
Mixed 183 33.58
Important 348 63.85

53
108

51
105

%

16.77
53.42
29.81

10.56

10.56

4.35
36.02
28.57

8.70

1.24

32.92
67.08

3.11
31.68
65.22

Men

5
31
30

16
15

20
46

30
36

%

7.58
46.97
45.45

27.27

9.09

3.03
24.24
22.73
12.12

1.52

30.30

69.70

45.45
54.55

People who use drugs

n

Women
%

24 1579
87 5724
41 26.97
17 11.18
14 9.21
5 3.29
52 34.21
44 2895
15 9.87
5 3.29
49 3224
103 67.76
4 2.63
54 3553
94 6184

Men

12
59
63

49

11

25
27
17

39
95

51
79

%

8.96
44.03
47.01

36.57

8.21

2.24
18.66
20.15
12.69

1.49

29.10
70.90

2.99
38.06
58.96

24
85
38

28

21

32
39
14

48
99

47
94

Women

%

16.33
57.82
25.85

19.05

14.29

3.40
21.77
26.53
9.52
5.44

32.65
67.35

4.08
31.97
63.95

Sexual minorities

Men

6
53
38

31

12

23
18

31
66

42
53

%

6.19
54.64
39.18

31.96

12.37

3.09
2371
18.56

8.25

2.06

31.96
68.04

2.06
43.30
54.64

n

Women
%

6 15.00
17 4250
17 4250

2 5.00

4 10.00

2 5.00
17 4250
11 2750

4 10.00

0 0

9 2250
31 7750

0 0
13 3250
27  67.50

Gender minorities

Men

16
14

11
24

15
19

%

14.29
45.71
40.00

25.71

2.86
2571
34.29

571

571

31.43
68.57

2.86
42.86
54.29



Table D.2 Satisfaction with social relationships 2 among key populations in Mombasa, by population and gender (n=545)

a.

Total
n %

“I can tell my friends how | feel”
Disagree 201 4153
Mixed 118  24.38
Agree 165 34.09

“l am happy with the friends | have”

Disagree 143 29.55
Mixed 125 25.83
Agree 216 44.63

“People treat me with respect”

Disagree 118 24.38
Mixed 143 2955
Agree 223 46.07

Overall satisfaction with social life

No friendships 61 11.19
Low 111 20.37
satisfaction
Medium 218  40.00
satisfaction
High 155 28.44

satisfaction

Sex workers
Women Men
n % n

59  44.03 29
34 2537 9
41 30.60 23
52 3881 18
37 2761 19
45  33.58 24
47 . 35.07 19
39 29.10 10
48 = 35.82 32
27  16.77 5
40 24.84 18
64 39.75 23
30 18.63 20

As measured using the Youth Quality of Life Instrument

%

47.54
14.75
37.70

29.51
31.15
39.34

31.15
16.39

52.46

7.58

27.27

34.85

30.30

People who use drugs

Women Men
n % n
59  46.09 44
32 25.00 29
37 2891 49
42 3281 30
34  26.56 26
52 40.63 66
39 30.47 24
44 34.38 32
45 35.16 66
24 1579 12
32 2105 19
65 42.76 56
31 20.39 47

%

36.07
23.77
40.16

24.59
2131
54.10

19.67
26.23

54.10

8.96
14.18

41.79

35.07

Sexual minorities

Women Men
n % n
42  34.15 38
41 33.33 13
40 32.52 40
39 3171 22
35 28.46 23
49  39.84 46
29 2359 21
38 30.89 22
56 = 45.53 48
24 16.33 6
28  19.05 17
56  38.10 38
39 26.53 36

%

41.76
14.29
43.96

24.18
25.27
50.55

23.08
24.18

52.75

6.19
17.53

39.18

37.11

Gender minorities

Women Men

n % n
12 3529 11
11 3235 7
11 3235 12
13 38.24 8
10 29.41 7
11 3235 15
16 47.06 6
9 2647 9
9 2647 15
6 15.00 5
13 3250 6
12 30.00 14
9 2250 10

%

36.67
23.33
40.00

26.67
23.33
50.00

20.00
30.00

50.00

14.29

17.14

40.00

28.57
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Table D.3 Romantic and familial relationships among key populations in Mombasa, by population and gender (n=545)

n‘%ln‘%‘n‘%ln‘%‘n‘%ln‘%‘n‘%ln‘%‘n‘%

Romantic relationship

Never 59  10.83 26 16.15 6 9.09 21 1382 13 9.70 18 1224 5 5.15 10 25.00 3 8.57

Currently 274 50.23 78  48.45 34 5152 69 4539 70 5224 67  45.58 49 50.52 21 5250 22 62.86

In the past 212 38.90 57 3540 26 39.39 62 4079 51  38.06 62 4218 43 4433 9 2250 10 2857
Marriage

Never 451 8275 131 8137 52 78.79 128  84.21 109 8134 124 84.35 78 80.41 36  90.00 31 8857

Currently 38 6.97 5 3.11 10 15.15 8 5.26 15 1119 8 5.44 8 8.25 2 5.00 3 8.57

In the past 56 1028 25 1553 4 6.06 16 10.53 10 7.46 15 10.20 11 11.34 2 5.00 1 2.86
Currently in contact with family

No 86 1578 37 2298 13 1970 35 2303 19 14.18 20 1361 11 11.34 21 5250 6 17.14

Yes 459  84.22 124 77.02 53 80.30 117 76.97 115 85.82 127 86.39 86 88.66 19 4750 29 8286




Table D.4 Romantic and familial relationships among key populations in Mombasa, by population and gender (n=545)

a.

Total

n

%

“1 feel my family cares about me” @

Disagree 146
Mixed 90
Agree 223

31.81
19.61
48.58

Sex workers

Women

n

60
22
42

“l feel | am getting along with my family” *

Disagree 147
Mixed 94
Agree 218

Overall satisfaction with familial life

No contact with 86
family

Low satisfaction 110
Medium 134
satisfaction

High 215

satisfaction

Level of stigma from family

Low stigma 248
Medium stigma 166
High stigma 131

Overall satisfaction with romantic life

Low satisfaction 99
Medium 252
satisfaction

High 194

satisfaction

32.03

20.48

47.49

15.78

20.18
24.59

39.45

45.50
30.46
24.04

18.17
46.24

35.60

56

20

48

37

45
36

43

61
52
48

41
81

39

%

48.39
17.74
33.87

45.16

16.13

38.71

22.98

27.95
22.36

26.71

37.89
32.30
29.81

25.47
50.31

2422

Only asked of participants reporting some contact with family

b. As measured using the Youth Quality of Life Instrument

Men

17
14
22

18

16

19

13

13
20

20

18
21
27

12
35

19

%

32.08
26.42
41.51

33.96

30.19

35.85

19.70

19.70
30.30

30.30

27.27
31.82
40.91

18.18
53.03

28.79

People who use drugs

Women Men
n % n
40  34.19 26
27  23.08 20
50 4274 69
37 3162 29
28  23.93 20
52 4444 66
35 23.03 19
30 19.74 21
34 2237 28
53 34.87 66
66  43.42 63
41 26.97 42
45 29.61 29
33 2171 20
70  46.05 67
49 32.24 47

%

22.61
17.39
60.00

25.22

17.39

57.39

14.18

15.67
20.90

49.25

47.01
31.34
21.64

14.93
50.00

35.07

Sexual minorities

Women Men
n % n
39 30.71 28
32 2520 16
56 44.09 42
33 2598 33
39 3071 18
55 4331 35
20 1361 11
27  18.37 22
43 29.25 29
57 38.78 35
79 5374 34
47 = 31.97 38
21 14.29 25
28 19.05 17
62 42.18 48
57  38.78 32

%

32.56
18.60
48.84

38.37

20.93

40.70

11.34

22.68
29.90

36.08

35.05
39.18
25.77

17.58
49.48

32.99

Gender minorities

Women Men
n % n

13 68.42 9
3 1579 6
3 1579 14
16 84.21 7
0 0 8
3 1579 14
21 5250 6
12 30.00 7
5 1250 7
2 5.00 15
9 2250 6
11 2750 13
20  50.00 16
10 25.00 2
17 4250 13
13 3250 20

%

31.03
20.69
48.28

24.14

27.59

48.28

17.14

20.00
20.00

42.86

17.14
37.14
4571

571
37.14

57.14
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Appendix E: Economic well-being

Table E.1 Employment status among key populations in Mombasa, by population and gender (n=545)

n%ln %‘n %ln %‘n %ln %‘n %ln %‘n%

Sources of income

None, enrolled in 103 18.90 22 13.66 12 18.18 15 9.87 35| 26.12 17 11.56 18 18.56 8| 20.00 5 14.29
school

None, not 146 | 26.79 49 | 3043 16 | 24.24 51| 3355 36 | 26.87 41| 27.89 20| 20.62 4| 10.00 7 | 20.00
enrolled in school

Full-time work 143 | 26.24 47 | 29.19 18| 27.27 34 | 2237 33| 2463 44 | 29.93 28 | 28.87 17 | 4250 13| 37.14
Part-time work 55 10.09 15 9.32 7 10.61 15 9.87 8 597 14 9.52 12 12.37 7 17.50 4 11.43
Other (e.g., gifts) 98| 17.98 28 | 17.39 13| 19.70 37| 2434 22 1642 31| 21.09 19| 19.59 4| 10.00 6| 17.14

Monthly income @

None 146 | 33.03 49 | 3525 16 | 29.63 51| 37.23 36 | 36.36 41| 3154 20 | 25.32 41 1250 7 23383
1-4,999 KES 125 28.28 43 | 30.94 18 | 33.33 40 | 29.20 29 | 2929 39 | 30.00 19| 24.05 12 | 37.50 6 20.00
5,000-19,999 132 29.86 40 | 28.78 14| 2593 38| 27.74 26 | 26.26 40 | 30.77 28 | 3544 13 | 40.63 15| 50.00
KES

>20,000 KES 39 8.82 7 5.04 6 1111 8 5.84 8 8.08 10 7.69 12| 1519 3 9.38 2 6.67

Satisfaction with employment situation °

Low 331 | 60.73 91 | 6947 26 | 57.78 80 | 64.52 49 | 60.49 76 | 62.30 35| 5224 13| 41.94 14 | 51.85
satisfaction
Medium 97 | 17.80 25| 19.08 7| 1556 27 | 2177 18| 2222 23| 1885 12 1791 9 29.03 6| 2222
satisfaction
High 117 | 2147 15 11.45 12| 26.67 17 13.71 14 17.28 23 18.85 20| 29.85 9| 29.03 7| 2593

satisfaction

a. Only asked of participants not only enrolled in school
b. Only asked of participants aged 18 years and older not enrolled in school
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Table E.2 Food security, water security, and living conditions among key populations in Mombasa, by population and gender (n=545)

m People who use drugs Sexual minorities Gender minorities

n%In %‘n %In %‘n %In %‘n %In %‘n%

Food insecurity *
No 214 39.27 43 2671 22| 3333 65| 4276 63| 47.01 65| 4422 33| 34.02 13| 3250 15| 42.86
Yes 331 60.73 118 | 73.29 44 | 66.67 87| 5724 71| 5299 82| 5578 64| 6598 27 | 67.50 20| 57.14

Access to clean water

Poor 116 21.28 53| 3292 16| 24.24 41| 2697 27| 20.15 34| 2313 19| 19.59 5| 1250 2 571
Average 197 | 36.15 56| 34.78 24| 36.36 52| 34.21 50| 37.13 50| 34.01 39| 4021 14| 35.00 11| 3143
Good 232 | 4257 52| 32.30 26| 39.39 59| 38.82 57| 4254 63| 42.86 39| 40.21 21| 5250 22 62.86

Housing instability
No 161 2954 50| 31.06 23| 34.85 43| 2829 48| 35.82 36 24.49 30| 3093 19| 4750 13| 37.14
Yes 384 | 70.46 111 68.94 43| 65.15 109 7171 86| 64.18 111 75.51 67| 69.07 21 52.50 22| 62.86

Satisfied with housing ®
No 148 | 38.54 33| 29.73 13| 30.23 36 | 33.03 38| 44.19 44 | 39.64 28| 41.79 8 3810 7| 3186
Yes 236 61.46 78 | 70.27 30| 69.77 73| 66.97 48 | 5581 67| 60.36 39| 5821 13| 61.90 15| 68.18

Concerns with housing °¢

Poor conditions 95| 4148 31 40.79 13| 48333 33| 47.14 20| 4167 30| 4478 19| 50.00 4| 33.33 5| 33.33
Not enough 61 26.64 26| 34.21 9| 30.00 19| 27.14 7 14.58 21 31.34 6 15.79 4| 33383 5| 3333
space
Unsafe 65| 28.38 24| 3158 13| 4333 18| 2571 13| 27.08 19| 28.36 15| 3947 9| 75.00 5| 33833
Too expensive 109 | 47.60 40| 52.63 10| 33.33 33| 47.14 27 | 56.25 28 | 41.79 15| 3947 5| 4167 41 26.67
Bad location 38 16.59 19| 25.00 2 6.67 13 18.57 5 10.42 14 20.90 4 10.53 5| 4167 3] 20.00
Too many 48 | 20.96 21| 27.63 1 3.33 16| 22.86 9 18.75 16| 2388 6 15.79 3| 2500 5| 33383
people living
there

a. Defined as two or more days going hungry in the week prior to participation

b. Only asked of participants aged 18 years and older with a stable place to live

c. Only asked of participants who reported being unsatisfied with housing

d. Participants could select multiple options (i.e., non-exclusive categories)



Appendix F: Sexual & reproductive health

Table F.1 Sexual experiences among key populations in Mombasa, by population and gender (n=545)

n%In %‘n %In %‘n %In %‘n %In %‘n%

Sexually active

No 26 477 0 0 0 0 6 3.95 11 8.21 3 2.04 3 3.09 4| 10.00 1 2.86
Yes 519 95283 161 100 66 100 146 | 96.05 123 91.79 144 97.96 94| 96.91 36| 90.00 34| 97.14
Age of sexual debut **
<16 yrs old 81| 21.09 25| 20.83 14| 2857 23| 19.33 24| 26.37 22| 19.82 19| 2879 8| 2857 6| 23.08
16-17 yrs old 120 | 31.25 44| 36.67 13| 26.53 45| 37.82 27 | 29.67 30| 27.03 17| 2576 8 28.7 6| 23.08
18-19 yrs old 109 | 28.39 28| 23.33 11| 2245 36| 30.25 26| 2857 36| 3243 16| 24.24 6| 2143 8| 30.77
>20 yrs old 74| 19.27 23| 19.17 11| 2245 15| 1261 14| 1535 23| 20.72 14| 2121 6| 2143 6| 23.08
Satisfaction with sexual life
Dissatisfied 63| 12.14 29| 18.01 7| 10.61 22| 15.07 14| 11.38 19| 13.19 9 9.57 2 5.56 1 2.94
Mixed 103 | 19.85 46| 2857 15| 2273 35| 2397 24| 1951 27| 18.75 15| 1596 9| 25.00 2 5.88
Satisfied 353 | 68.02 86| 53.42 44| 66.67 89| 60.96 85| 69.11 98| 68.06 70| 74.47 25| 69.44 31| 91.18
Perception of sexual health education received while in school
Poor 32 5.87 12 7.64 4 6.15 15 9.87 5 3.73 14 9.52 6 6.19 0 0 1 2.86
Mixed 182 | 33.39 53| 33.76 18 | 27.69 49 | 3224 49| 36.57 46| 31.29 28 | 28.87 8| 20.00 11| 31.43
Good 112 | 20.55 28| 17.83 14| 2154 23| 15.13 33| 24.683 29| 19.78 19| 19.59 8| 20.00 8| 22.86
Did not receive 219 | 40.18 68| 4224 30| 4545 65| 42.76 47 | 35.07 58| 39.46 44 | 45.36 241 60.00 15| 42.86
Recent condom use ¢
Never 139 | 30.55 33| 2324 14| 24.14 39| 2847 31| 29.25 47 | 37.90 19| 2235 9| 2727 21| 67.74
Sometimes 233 51.21 84| 59.15 31| 53.45 78| 56.93 54 | 50.94 64| 5161 45| 52.94 18| 54.55 5| 16.183
Always 83| 1824 25| 17.61 13| 2241 20| 14.60 21| 19.81 13| 10.48 21| 2471 6| 18.18 5| 16.13
Recent difficulty accessing condoms @
No 262 | 57.58 79| 55.63 39| 67.24 79| 57.66 65| 61.32 59| 47.58 57| 67.06 26| 78.79 10| 32.26
Yes 122 | 26.81 48 | 33.80 16| 27.59 35| 2555 31| 29.25 30| 24.19 241 2824 5| 1515 7| 2258
Did not try 71| 15.60 15| 10.56 3 5.17 23| 16.79 10 9.43 35| 2823 4 471 2 6.06 14| 45.16
a. Only asked of sexually active participants
b. Data missing for 161 participants
c. Recent defined as the six months prior to participation
d. Data missing for 64 participants



Table F.2 Testing for, treatment of, and risk of HIV and hepatitis C among key populations in Mombasa, by population and gender (n=545)

m People who use drugs Sexual minorities Gender minorities

Ever tested for HIV

No, never 68 12.48 19 11.80 3 4.55 21 13.82 22 16.42 16| 10.88 7 7.22 41 10.00 2 5.71
Yes, within past 343 | 6294 104 | 64.60 52| 78.79 99| 65.13 74| 5522 88| 59.86 65| 67.01 32| 80.00 26| 74.29
6 months
Yes, longer than 124 | 2275 35| 21.74 9| 13.64 30| 19.74 35| 26.12 41| 27.89 21| 2165 4| 10.00 7| 20.00
6 months ago
Unsure / prefer 10 1.83 3 1.86 2 3.04 2 1.32 3 2.24 2 1.36 4 412 0 0 0 0
not to say
HIV status ®
Negative 361 7191 95| 68.35 34| 57.63 93| 69.92 83| 64.84 99| 77.34 62| 69.66 25| 67.57 25| 75.76
Positive 68| 13.55 22 15.83 22| 37.29 18| 183.53 22 17.19 12 9.38 20| 2247 5| 1351 6| 18.18
Unknown 73| 1454 22| 1583 3 5.08 22| 16.54 23| 17.97 17| 13.28 7 7.87 7| 1892 2 6.06
Aware of HIV PrEP °°
No 174 | 36.48 39| 28.06 13| 29.55 52| 3881 49| 4375 44| 3259 27| 35.06 8| 2286 10| 34.48
Yes 303 | 6352 100 | 71.94 31| 7045 82| 61.19 63| 56.25 91| 6741 50| 64.94 27| 7714 19| 65.52
Uptake of HIV PrEP °¢
Never 346 | 7254 87| 65.59 25| 56.82 97| 7239 90| 80.36 107 | 79.26 46 | 59.74 16| 4571 20| 68.97
Currently 103 | 21.59 45| 3237 15| 34.09 29| 21.64 16| 14.29 20| 1481 25| 3247 18| 51.43 7| 2414
Previously 28 5.87 7 5.04 4 9.09 8 5.97 6 5.36 8 593 6 7.79 1 2.86 2 6.90
Uptake of HIV treatment ¢
Never 6 8.82 2 9.09 3 13.64 0 0 4| 18.18 1 8.33 2 9.38 4| 80.00 6 100
Currently 53| 77.94 17| 77.27 19| 86.36 14| 77.78 16| 7273 8| 66.67 17| 78.13 1| 20.00 0 0
Previously 9| 1324 3| 1364 0 0 4| 2222 2 9.09 3| 25.00 1 5.00 0 0 0 0
Shared injecting equipment ¢
No 12| 3333 3| 23.08 3| 3750 5| 27.78 7| 38.89 1| 20.00 2| 2857 0 0 1| 50.00
Yes 24| 66.67 10| 76.92 5| 6250 18| 7222 11| 61.11 41 80.00 5| 7143 4 100 1| 50.00
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"o | Women | wen e | "o | Women | wen

n % I n ‘ % ‘ n ‘ % I n ‘ % ‘ n ‘ % I n ‘ % ‘ n ‘ % I n ‘ % ‘ n ‘ %

Ever tested for hepatitis C

No 29| 74.36 9| 64.29 4| 57.14 15| 7143 14| 7778 71 70.00 3| 4286 2| 50.00 3 100

Yes 6| 1538 3| 2143 2| 2857 4] 19.05 2| 1111 3| 30.00 2| 2857 0 0 0 0

Unsure 4| 10.26 2| 1429 1| 1429 2 9.52 2| 1111 0 0 2| 2857 2| 50.00 0 0
Result of most recent hepatitis C test ¢

Negative 4| 66.67 2| 66.67 1| 50.00 3| 75.00 1| 50.00 2| 66.67 1| 50.00 0 0 0 0

Positive 2| 33.33 1| 3333 1| 50.00 1| 25.00 1| 50.00 1| 3333 1| 50.00 0 0 0 0

Excludes participants who chose not to disclose their testing or results
Only asked of participants of negative or unknown HIV status
PrEP=pre-exposure prophylaxis

Only asked of participants living with HIV

Only asked of sexually active participants

Only asked of participants who reported injecting drug use

@ ~ o 00 o

Only asked of participants who reported a previous hepatitis C test

Table F.3 Pregnancy among cisgender female key populations in Mombasa, by population 2 (n=267

)
People who use drugs Sexual minorities
n % I n % I n % I n %

Ever been pregnant

No 128 47.94 67 46.85 60 48.00 42 39.25

Yes 139 52.06 76 53.15 65 52.00 65 60.75
Was first pregnancy planned "¢

No 69 75.00 39 81.25 36 87.80 40 72.73

Yes 20 21.74 7 15.58 4 9.76 13 23.64

Unsure 3 3.26 2 4.17 1 2.44 2 3.64
Ever terminated pregnancy ®

No 79 56.43 32 4211 36 56.38 38 58.46

Yes 54 38.57 39 51.32 26 40.00 25 38.46

Prefer not to answer 7 5.00 5 6.58 3 4.62 2 3.08

a. An error with survey routing means that reproductive health items were not shown to gender minority men. Only data from cisgender women are reported
b. Only asked of participants reporting some previous pregnancy
c. Data missing for 47 participants



Appendix G: Sexual and other forms of violence

Table G.1 Experiences of sexual and other forms of violence among key populations in Mombasa, by population and gender (n=545)

%In %‘n %In %‘n %In %‘n %In %‘n
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Gender minorities

%

n
Experienced sexual violence or coercion @
No 153 | 49.68 33| 3438 13| 35.14 31 3523 50 65.79 33| 4074 29| 5273 8| 40.00 9 56.25
Yes 143 | 46.43 61 35.54 22 59.46 56 | 63.64 23| 30.26 44| 5432 22| 40.00 12| 60.00 6| 37.50
Unsure 10 3.23 2 2.08 1 2.70 1.14 3 3.95 4 494 3 5.45 0 0 0 0
Prefer not to say 2 0.65 0 0 1 2.70 0 0 0 0 0 0 1.82 0 0 1 6.25
Told someone or sought help ®
No 65| 4545 26| 4262 11 50.00 26| 46.43 9| 39.13 19| 43.18 10| 4545 5| 4167 2 33.33
Yes 67 46.85 30| 49.18 9 4091 23| 41.07 11| 4783 21 4773 9 4091 7| 5833 4| 66.67
Prefer not to say 11 7.69 5 8.20 2 9.09 71 1250 3| 13.04 4 9.09 3| 16.64 0 0 0 0
Attitude towards sexual violence
Low stigma 301 55.23 89 55.28 27 | 4091 87 57.24 62| 46.27 102 69.39 54| 5567 15| 37.50 17| 4857
Medium stigma 180 | 33.03 54 | 3354 27 | 4091 46 | 30.26 52| 3881 34 2313 32| 3299 16| 40.00 17| 4857
High stigma 64 11.74 18 11.18 12 18.18 19 12.50 20 14.93 11 7.48 11 11.34 9| 2250 1 2.86
Experienced physical assault
No, never 212 38.90 51 31.68 15| 2273 53| 3487 51 38.06 70| 47.62 26 | 26.80 6 15.00 12 34.29
Yes, within past 146 | 26.79 60 | 3727 26 | 39.39 48 | 31.58 33| 2463 29 | 1973 30| 3093 23| 57.50 11| 3143
6 months
Yes, longer than 122 22.39 36| 22.36 17| 25.76 37| 2434 29| 2164 35| 2381 30 30.93 8 20.00 9| 2571
6 months ago
Prefer not to say 65 11.93 14 8.70 8 12.12 14 9.21 21 15.67 13 8.84 11 11.34 3 7.50 3 8.57
Experienced verbal assault
No, never 138 | 25.32 31 19.25 10 15.15 31 20.39 35| 26.12 44 | 29.93 22| 2268 6 15.00 3 8.57
Yes, within past 206 | 37.80 73| 4534 33| 50.00 67 | 44.08 48 | 3582 48 | 32.65 38| 39.18 26 | 65.00 22 | 62.86
6 months
Yes, longer than 123 22.57 40 | 24.84 9 13.64 36| 2368 25 18.66 42 | 2857 23 23.71 5 12.50 8| 2286
6 months ago
Prefer not to say 78 | 1431 17| 10.56 14| 21.21 18| 11.84 26 | 19.40 13 8.84 14| 1443 3 7.50 2 571

a. Given the sensitive nature of these items, participants were given the option to skip the section on sexual violence (n=237 skipped)

b. Only asked of participants reporting some experience of sexual violence
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Table G.2 Lifetime experiences of intimate partner violence » among key populations in Mombasa, by population and gender (n=214)

n%In %‘n %In %‘n %In %‘n %In %‘n%

“My partner threatened to harm or kill me or someone close to me”

“My partner told me | was crazy, stupid, or not good enough”

Yes 116 | 54.21 49 7656 14 70.00 41 6721 04 | 4444 20 6250 14 4375 10 7143 6 46.15

”

“My partner kept me from seeing or talking to my friends or family

No 142 66.36 28 43.75 11 55.00 36 59.02 42 77.78 41 64.06 24 75.00 7 50.00 8 61.54

Indications of intimate partner violence °©

No 131 6121 241 37.50 7| 35.00 30| 4918 38| 70.37 36| 5625 22| 6875 6| 4286 8| 6154

Yes 83 | 3879 40 | 62.50 13| 65.00 31| 50.82 16 | 29.63 28 | 4375 10 | 31.25 8| 57.14 5| 3846

a. Given its sensitive nature, participants were given the option to skip the section on intimate partner violence (n=272 skipped)
b. Only asked of participants who reported some previous romantic relationship
c. As measured by the Composite Abuse Scale Short Form



Appendix H: Digital health, digital lives

Table H.1 Use of social media among key populations in Mombasa, by population and gender (n=545)

a.

Sex workers
Total Women Men
n % n %
Use social media
No 38 6.97 13 8.07 4
Yes 507  93.03 148 91.93 62
Average time on social media (per day)
None or 66 1211 20 1242 9
almost none
<1 hour 72 1321 28 17.39 10
1-2 hours 121 22.20 37 2298 16
>3 hours 286 52.48 76 47.20 31
Social media platform(s) used *
WhatsApp 401 73.58 111 68.94 40
TiKTok 321 5890 95 5901 31
Facebook 333  61.10 98  60.87 41
Instagram 264 4844 66  40.99 25
SnapChat 199  36.51 66  40.99 15
Twitter 160 29.36 40 2484 15
Telegram 160  29.36 38 23.60 24
Badoo 42 771 11 6.83 8
Others 33 6.06 6 3.73 6
Use partner-seeking apps
No 215 3945 54  33.54 11
Yes, within 188  34.50 67 4161 39
past 6 months
Yes, but not 142 26.06 40 24.28 16
within past 6
months

Participants could select multiple options (i.e., non-exclusive categories)

%

6.06
93.94

13.64

15.15
24.24
46.97

60.61
46.97
62.12
37.88
22.73
2273
36.36
1212

9.09

16.67
59.09

24.24

People who use drugs
Men

Women
n %
13 8.55
139  91.45
20 13.16
12 7.89
23 1513
97 63.82
115 75.66
101 66.45
90 5921
78 51.32
71 46.71
46 30.26
49 3224
9 5.92
8 5.26
64 4211
54  35.53
34 2237

12
122

20

33
65

93
69
84
76
30
42
41

11

50
42

42

%

8.96
91.04

14.93

11.94
24.63
48.51

69.40
51.49
62.62
56.72
22.39
31.24
30.60

7.46

8.21

37.31
31.24

31.34

Women
%

10 6.80
137 93.20
13 8.84
20 1361
28 19.05
86  58.50
120 81.63
91 6190
92 6259
72 4898
66 44.90
47 3197
37 2517

9 6.12

8 5.44
77 52.38
35 2381
35 2381

Sexual minorities
Men

3
94

11
30
47

72
54
64
50
30
29
32
10
13

24
44

29

%

3.09
96.91

9.28

11.34
30.93
48.45

74.23
56.67
65.98
51.55
30.93
29.90
32.99
10.31
13.40

2474
45.36

29.90

33

10

17

27

Women

%

17.50
82.50

25.00

15.00
17.50
42.50

52.50
47.50
42.50
30.00
30.00
22.50
27.50
10.00

5.00

20.00
67.50

12.50

Gender minorities
Men

0
35

13
13

%

100.0

571

11.43
2571
57.14

74.29
68.57
65.71
42.86
2571
37.14
34.29

571

8.57

37.14
37.14

2571
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Table H.2 Online and other sources of health information among key populations in Mombasa, by population and gender (n=545)

n%ln%n%ln%n%ln%n%ln%n%

Perceived usefulness of the internet as source of health information

Not useful 53 9.72 18 11.18 8 1212 19 1250 19 1418 13 8.84 10 1031 5 1250 4 11483
Useful 403 7394 112 69.57 48 7273 104 6842 96 7164 106 7211 73 75.26 28 70.00 27 7714
Unsure 89 16.33 31 1925 10 15.15 29  19.08 19 1418 28  19.05 14 1443 7 1750 4 1143

Primary source of health information

The internet 160  29.36 40 2484 11 16.67 53 3487 34 2537 54  36.73 22 2268 4 10.00 11 3143
Parents 80 14.68 9 5.59 12 18.18 18 1184 29 2164 20 1361 16 16.49 0 0 3 8.57
Friends 68 1248 31 1925 10 1515 27 17.76 17 1269 20 1361 11 1134 7 1750 5 1429
Doctor/nurse 215 3945 73 4534 30 4545 46 30.26 47 35.07 46 31.29 46 4742 27  67.50 15 4286
Religious leader 5 0.92 2 1.24 0 0 2 1.32 1 0.75 2 1.36 0 0 1 2.50 1 2.86
Teacher 1 0.18 1 0.62 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Other 16 2.94

a

3.11 3 4.55 6 3.95 6 4.48 5 3.40 2 2.06 1 2.50 0 0
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Appendix I: Sex work

Table I.1 Experiences of sex work in Mombasa, by population and gender (n=545)

n ‘ % | n ‘ % ‘ n ‘ % | n ‘ % ‘ n ‘ % | n ‘ % ‘ n ‘ % | n ‘ % ‘ n ‘ %
Ever sold sex
No 251 46.06 0 0 0 0 59 3882 84  62.69 82 5578 42 43.30 11 2750 21 60.00
Yes 294 5394 161 100 66 100 93 61.18 50 37.31 65  44.22 55  56.70 29 7250 14 40.00

Ever sold sexual services online

No 344 63.12 76 47.20 20  30.30 92  60.53 90 67.16 110 7483 52 5361 13 3250 22 62.86

Yes 201 36.88 85 52.80 46 69.70 60 3947 44 3284 37 2517 45 46.39 27 67.50 13 37.14

Recently sold sex

No 311 57.06 0 0 0 0 79 5197 100 74.63 100  68.03 60 61.86 12 30.00 26 74.29

Yes 234 4294 161 100 66 100 73 48.03 34 2537 47 3197 37 3814 28  70.00 9 2571

Recently sold sexual services online

No 447 82.02 99 6149 31 46.97 121 79.61 113 84.33 134 91.16 81 8351 24 60.00 28  80.00

Yes 98 17.98 62 3851 35 53.03 31 20.39 21| 1567 13 8.84 16 16.49 16 40.00 7 20.00

Selling sex as primary income *

No 87 37.18 60 3227 24 36.36 23 3151 15 4412 20 4255 13 35.14 7 2500 2 2222

Yes 147 62.82 101 6273 42 63.64 50 68.49 19 5588 27 5745 24 64.86 21 75.00 7 7778

Age of first selling sex °

<16 yrs 25 8.96 14 8.97 7 1148 9 9.89 3 6.82 6 9.62 5 9.80 5 1786 1 8.33
16-17 yrs 57 2043 42 26.92 10| 16.39 21 23.08 7 1591 13 20.63 8 1569 6 2143 1 8.33
18-19yrs 65  23.30 33 2115 16| 26.23 21 23.08 12 2727 11 17.46 11 2157 8 2857 5 4167
220 yrs 132 4731 67 4295 28 45.90 40 43.96 22 50.00 33 5238 27 5294 9 3214 5 4167

a. Only asked of participants reporting recent sex work



Appendix J: People who use drugs

Table J.1 Use of alcohol and other drugs among key populations in Mombasa, by population and gender (n=545)

m People who use drugs Sexual minorities Gender minorities

n%In%n%In%n%In%n%In%n%

Ever consumed alcohol

No 128 | 23.49 34| 2112 16| 2424 10 6.58 15 11.19 39| 26.53 23 23.71 12 30.00 12 34.29
Yes 417 | 7651 127 | 78.88 50| 75.76 142 | 93.42 119 | 88.81 108 | 73.47 74| 7629 28 | 70.00 23| 6571
Ever used drugs

No 188 | 34.50 60| 37.27 24| 36.36 0 0 0 0 69| 46.94 41| 4227 15| 37.50 18| 51.43
Yes 357 | 65.50 101 | 62.73 42| 6364 152 100 134 100 78 | 53.06 56| 57.73 25| 6250 17| 4857
Ever injected drugs

No 495 | 90.83 144 | 89.44 55| 83.33 126 | 82.89 110 | 82.09 137 | 93.20 88| 90.72 35| 87.50 32| 9143
Yes 50 9.17 17 10.56 11 16.67 26 17.11 24 1791 10 6.80 9 9.28 5 12.50 3 8.57
Ever smoked cigarettes

No 281 | 5156 82| 5093 30| 4545 48| 31.58 41| 3060 76| 51.70 54 | 5567 18| 45.00 22| 62.86
Yes 264 | 48.44 79| 49.07 36| 54.55 104 | 68.42 93| 69.40 71 48.30 43| 4433 22| 55.00 13| 37.14
Recently consumed alcohol @

No 229 | 42.02 61 37.89 30| 4545 31 20.39 32| 23.88 71 48.30 43 | 4433 15| 37.50 15| 42.86
Yes 316 | 57.98 100 | 6211 36 54.55 121 97.61 102 | 76.12 76 51.70 54| 5567 25| 6250 20| 57.14
Recently used drugs *

No 251 46.06 88 54.66 32| 4848 0 0 0 0 88 59.86 59| 60.82 19| 47.50 19| 54.29
Yes 294 | 5394 73| 4534 34| 5152 152 100 134 100 59| 40.14 38| 39.18 21 52.50 16| 4571
Recently injected drugs *

No 509 | 93.39 148 | 91.93 58 | 87.88 134 | 88.16 116 | 86.57 142 | 96.60 90| 9278 36| 90.00 33| 94.29
Yes 36 6.61 13 8.07 8| 1212 18| 11.84 18| 1343 5 3.40 7 7.22 41 10.00 2 571
Recently smoked cigarettes *

No 411 75.41 121 75.16 42| 63.64 87 57.24 80 59.70 113 | 76.87 78| 8041 29| 7250 26| 7429
Yes ® 134 | 2459 40| 2484 24| 36.36 65| 4276 54 | 40.30 34| 2313 19| 19.59 11| 2750 9| 2571
Drugs used (ever) ©

Marijuana 210 | 38.53 54 | 33.54 22| 3333 111 | 73.03 93| 69.40 51| 34.69 28 | 2887 12| 30.00 12| 34.29
Muguka/ 203 37.25 58 36.02 24| 36.36 107 | 70.39 92| 68.66 46| 31.29 27| 27.84 17| 4250 10| 2857
jabba/khat

Tumbaku 45 8.26 16 9.94 8 12.12 22 1477 21 15.67 9 6.12 6 6.19 5 12.50 3 8.57
Glue 18 3.30 9 5.59 0 0 13 8.55 5 3.73 5 3.40 1 1.03 2 5.00 0 0
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People who use drugs Gender minorities
| Total | Women ___ Men | Women . Men __ Men | Women | Men

n ‘ % I n ‘ % ‘ n ‘ % I n ‘ % ‘ n ‘ % I n ‘ % ‘ n ‘ % I n ‘ % ‘ n ‘ %
Drugs used (ever) ©

Kuber 11 2.02 5 3.11 3 4.55 5 3.29 6 4.48 1 0.68 2 2.06 2 5.00 0 0
Cocaine 19 3.49 8 4.97 3 4.55 11 7.24 8 597 5 3.40 2 2.06 3 7.50 1 2.86
Diazepam 5 0.92 2 1.24 2 3.03 2 1.32 3 2.24 0 0 1 1.03 2 5.00 0 0
(e.g., Valium)

Methaqualone 5 0.92 2 1.24 0 0 2 1.32 3. 2.24 1 0.68 0 0 1 2.50 0 0
(e.g., Mandrax)

a. Recently defined as the six months prior to participation
b. Median cigarettes smoked per week was 14 (IQR: 3-30)
c. Participants could select multiple options (i.e., non-exclusive categories)

Table J.2 Indications of and support for substance abuse among key populations in Mombasa, by population and gender

T Tow | omen [ Women | Men | Women | men
"% |noo% ol % |n

n % % % % ‘ n ‘ % I n ‘ % ‘ n ‘ % I n ‘ % ‘ n ‘ %

Indications of substance abuse *

None 269 49.36 72 4472 28 42.42 45 29.61 25 18.66 94 63.95 48 49.48 18 45.00 22 62.86
Some 163 29.91 49 30.43 18 27.27 59 38.82 65 48.51 32 21.77 24 24.74 8 20.00 8 22.86
Many 113 20.73 40 2484 | 20 30.30 48 31.58 44 32.83 21 14.29 25 25.77 14 35.00 5 14.29
Ever sought support for substance abuse ®

No, never 151 5471 61 68.54 18 47.37 64 59.81 55 50.46 31 58.49 26 53.06 16 72.73 8 61.54
No, but would 61 22.10 13 14.61 3 7.89 25 23.36 22 20.18 16 30.19 8 16.33 3 16.64 1 7.69
like to

Yes 64 23.19 15 16.85 17 44.74 18 16.82 32 29.36 6 11.32 15 30.61 3 16.64 4 30.77
Perceptions of abuse support °

Unhelpful 6 9.38 0 0 3 17.65 1 5.56 4 12.50 0 0 3 20.00 1 33.33 0 0
Mixed 14 21.88 2 13.33 4 23.53 3 16.67 5 15.63 2 33.33 4 26.67 1 33.33 0 0
Helpful 44 68.75 13 86.67 10 58.82 14 77.78 23 71.88 4 66.67 8 53.33 1 33.33 4 100

a. As measured using the CAGE Substance Abuse Screening Tool
b. Only asked of those reporting some or many indications of substance abuse
c. Only asked of participants reporting some previous substance abuse support
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Appendix K: Sexual and gender minorities

Table K.1 Experiences of gender and gender affirmation among gender minorities people in Mombasa, by gender

Gender minority women Gender minority men Gender non-binary

Age started to think of self as gender diverse

10-12 years old 4 5.63 1 2.94 1 3.82 2 18.18

13-15 years 16 22.54 10 29.41 5 19.23 1 9.09

16-18 years 17 23.94 8 23.53 9 34.62 0 0

>18 years old 34 47.89 15 44,12 11 42.31 8 72.73
Known as name other than assigned at birth

No 27 31.40 14 35.00 8 22.86 5 4545

Yes 59 68.60 26 65.00 27 77.14 6 54.55
Chosen name reflected in legal documents °

No, fine as is 26 44.07 13 50.00 11 40.74 2 33.33

No, but would like to change 18 30.51 6 23.08 10 37.04 2 33.33

Yes 15 25.42 7 26.92 6 22.22 2 33.33
Ever taken hormone therapy

Never 62 72.09 28 70.00 23 65.71 11 100

Previously 14 16.28 9 22.50 5 14.29 0 0

Currently 10 11.63 3 7.50 7 20.00 0 0
Interest in hormone therapy

No 17 19.77 5 12.50 5 14.29 7 63.64

Yes 57 66.28 31 77.50 24 68.57 2 18.18

Unsure 12 13.95 4 10.00 6 17.14 2 18.18
Satisfaction with hormone therapy °

Dissatisfied 3 12.50 2 16.67 1 8.33

Mixed 4 16.67 1 8.33 3 25.00

Satisfied 17 70.83 9 75.00 8 66.67
Previously exposed to gender conversion programs

No 49 56.98 18 45.00 24 68.57 7 63.64

Yes 22 25.58 12 30.00 6 17.14 4 36.36

Unsure 15 17.44 10 25.00 5 14.29 0 0

a. Only asked of participants indicating a chosen name

b. Only asked of participants with previous experience taking hormones



Appendix L: Key population stigma

Table L.1 Experiences of stigma in different contexts among key populations in Mombasa, by population and gender (n=545)

a.

Total

Stigma from healthcare workers

Low 272 49.91
Medium 174 31.93
High 99 18.17
Stigma from family
Low 248 45.50
Medium 166 30.46
High 131 24.04
Stigma from general community
Low 222 40.73
Medium 188 34.50
High 135 24.77
Stigma from police
Low 262 48.07
Medium 165 30.28
High 118 21.65
Internalised stigma?®
No 275 50.46
Yes 270 49.54

Women

64
59
38

61
52
48

47
57
57

64
54
43

122
39

%

39.75
36.65
23.60

37.89
32.30
29.81

29.19
35.40
35.40

39.75
33.54
26.71

75.78
24.22

As measured using the Bogardus Social Distance Scale

Sex workers

25
21
20

18
21
27

14
22
30

15
22
29

47
19

%

27.88
31.82
30.30

27.27
31.82
4091

21.21
33.33
45.45

22.73
33.33
43.94

71.21
28.79

Women
%
78 51.32
50 32.89
24 15.79
66 43.42
41 26.97
45 29.61
56 36.84
51 33.55
45 29.61
73 48.03
42 27.63
37 24.34
69 45.39
83 54.61

People who use drugs

71
40
23

63
42
29

62
43
29

60
46
28

53
81

%

52.99
29.85
17.16

47.01
31.34
21.64

46.27
32.09
21.64

44.78
34.33
20.90

39.55
60.45

Women

%
88 59.86
41 27.89
18 12.24
79 53.74
47 31.97
21 14.29
70 47.62
51 34.69
26 17.69
87 59.18
38 25.85
22 14.97
97 65.99
50 34.01

Sexual minorities
Men

44
35
18

34
38
25

30
44
23

38
31
28

68
29

%

45.39
36.08
18.56

35.06
39.18
25.77

30.93
45.36
23.71

39.18
31.96
28.87

70.10
29.90

Women
n %

8 20.00
18 45.00
14 35.00

9 22.50
11 27.50
20 50.00
10 25.00
14 35.00
16 40.00
10 25.00
12 30.00
18 45.00
33 82.50

7 17.50

Gender minorities

10
14
11

13
16

12

16

10

12

13

29

%

28.57
40.00
31.43

17.14
37.14
4571

20.00
34.29
4571

28.57
34.29
37.14

82.86
17.14
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Table L.2 Key population stigma among key populations @ in Mombasa, by population and gender (n=545)

 Peoplewhousedrugs  Sowalminories  Genderminorities

Stigma towards sex workers

Low 107 70.39 68 50.75 96 66.21 63 67.74 31 77.50 26 74.29

Medium 24 15.79 32 23.88 24 16.55 13 13.98 5 12.50 6 17.14

High 21 13.82 34 25.37 25 17.24 17 18.28 4 10.00 3 8.57
Stigma towards people who use drugs

Low 60 37.27 27 40.91 50 34.48 31 33.33 15 37.50 11 31.43

Medium 34 21.12 10 15.15 43 29.66 24 25.81 8 20.00 11 31.43

High 67 4161 29 43.94 52 35.86 38 40.86 17 42.50 13 37.14
Stigma towards sexual minorities

Low 105 65.22 46 69.70 103 67.76 58 43.28 31 77.50 27 77.14

Medium 18 11.18 10 15.15 25 16.45 24 17.91 4 10.00 5 14.29

High 38 26.60 10 15.15 24 15.79 52 38.81 5 12.50 3 8.57
Stigma towards gender minorities

Low 108 67.08 43 65.15 103 67.76 70 52.24 96 66.21 59 63.44

Medium 21 13.04 12 18.18 29 19.08 28 20.90 21 14.48 16 17.20

High 32 19.88 11 16.67 20 13.16 36 26.87 28 19.31 18 19.35

a. As measured using the Bogardus Social Distance Scale
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