
MICRO-PLANNING
Process evaluation of micro-planning as a service delivery 

model for the People Who Inject Drugs Programme

EXECUTIVE SUMMARY

Globally, people who inject drugs (PWID) 
are disproportionately affected by HIV. 
PWID are 28 times more likely to be living 
with HIV than the general population. 
PWID also have higher rates of hepatitis C 
virus (HCV) and tuberculosis (TB) than the 
general population. 
Among the immediate causes of these disparities 
is the lack of consistent access to sterile injecting 
equipment, opioid substitution therapy (OST), 
condoms and lubricant, HIV testing and antiretroviral 
therapy (ART) for those who are living with HIV 
(United Nations Office on Drugs and Crime, 2017). 
There is no definitive data on the extent of drug use 
in South Africa. Based on data modelled from a 
national household survey and expert consensus, 
there are between 67,000 and 75,000 PWID in 
South Africa (UNAIDS, 2016). Although the South 

African National Strategic Plan for HIV, TB and STIs 
2017 – 2022 (NSP) includes the provision of harm 
reduction services for people who inject drugs, there 
has been a resistance to providing harm reduction 
services due to the criminalisation of drug use, 
allocation of funding towards punitive action as 
opposed to intervention, and dislocating PWID from 
their broader social, economic and political context 
(Scheibe et al, 2017). Consequently, the PWID 
community experience an absence of state-provided 
harm reduction services, substandard healthcare 
due to the criminalisation of drug use, a national 
reluctance to fully embrace harm reduction, and 
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 Micro-planning is an outreach methodology   
that decentralises the planning and manage-
ment of outreach to peer educators who work at 
the grassroots level. It allows each peer to decide 
how best they reach all the PWID at their site. 
This requires a place-based peer educator per 
PWID hotspot, instead of having peer educators 
that move across hotspots. The place-based 
approach creates trust between the PWID in 
that place and their assigned peer educator, and 
therefore increase the uptake of services.  Before 
outreach starts, particular microplanning steps 
are needed: mapping, size estimations and place 
profiling,  building relationships and planning 
outreach.

https://sanac.org.za//wp-content/uploads/2017/06/NSP_FullDocument_FINAL.pdf
https://sanac.org.za//wp-content/uploads/2017/06/NSP_FullDocument_FINAL.pdf
https://www.nacosa.org.za
https://www.theglobalfund.org/en/
https://chaps.org.za/
https://www.sedibamedical.co.za/


2 MICROPLANNING EVALUATION EXECUTIVE SUMMARY

high levels of stigma towards PWID (Versfeld 
et al., 2020). As such, none of the metropolitan 
areas provide the full package of harm reduction 
services recommended by the World Health 
Organization (WHO) for PWID. 

The Global Fund People Who Use Drugs (PWUD) 
Programme seeks to provide individual rights-
based services by peers who promote PWID 
empowerment on the micro-level. Micro-planning, 
which has been tailored for PWID, is used as 
the peer education methodology, providing 
differentiated and focused service delivery per 
PWID. This is done alongside community and 
organisational level interventions that support 
the structural interventions, including sensitising 
stakeholders, capacitating organisations and 
promoting networks and linkages between PWID, 
stakeholders and communities.

NACOSA commissioned the Centre for HIV-
AIDS Prevention Studies (CHAPS) and Sediba 
Hope Medical Centre (SHMC) to undertake an 
independent process evaluation of the Global 
Fund PWID Programme. The primary objective of 
the evaluation was to explore whether the micro-
planning approach is an effective strategy to 
support PWID so that they can reap the intended 
benefits of the programme.

Methodology
Drawing on a mixed-method design, the CHAPS 
and SHMC teams collected quantitative and 
qualitative data over the programme period 
(April 2019 - March 2022). Quantitative data 
was collected in the form of routine programme 
monitoring data from the Zenysis platform and 
analysed using descriptive statistics. Qualitative 
data was collected through interviews and 
focus group discussions. Participants were 
selected according to predetermined criteria 
and the number of participants were limited 
by certain characteristics, with the guidance of 
the evaluation Steering Committee. Evaluation 
participants were sampled from the following 
groups:

• Programme beneficiaries (including a female 
PWID sample, minimum of 10% per site)

• Peer educators
• Site coordinators
• Clinical staff (HTS and linkage officers, social 

auxiliary workers, advocacy officers, and 
nurses)

• Programme managers
• NACOSA staff (programme manager, M&E 

specialist and programme specialist)
• Industry key informants (National, provincial 

and municipal Departments of Health, 
PEPFAR, SANAC and SANPUD)

The evaluation team conducted 35 interviews 
with programme staff, 8 key informants and 19 
peer educators. 23 peer educators participated 
in FGDs. A total of 99 PWID beneficiaries 
participated in 25 FGDs. Of the 99 participants, 
55 were men (56%) and 51 were women (52%). 
Thematic analysis was conducted on the 
interview transcripts.

Findings, Discussion 
and Interpretation
Overall, the programme was successfully 
implemented across each of the districts to 
varying extents. For the most part, the micro-
planning approach was implemented as planned 
across all of the districts. Some of the districts 
had more implementation challenges than others, 
which hindered the implementation of the micro-
planning model. 

The micro-planning approach to outreach was 
implemented to varying degrees across the 
districts. The following factors contributed to the 
implementation of an effective micro-planning 
approach to outreach: 

• Flexibility of methodology to adapt to 
geographic, social and environmental 
contexts

• Engaged supervisory management structure

• Community sensitisation

• Relationships between peer educators and 
programme beneficiaries. 

OBJECTIVE 1: Elements of Effective 
Micro-Planning

“If you are someone trying to lecture 
a drug addict and you have no drug 
experience, they don't want to listen to 
you. They tell you straight, how do you 
know what I'm going through?”

PEER EDUCATOR, DURBAN

The micro-planning approach contri-
buted to making HIV testing services 
more accessible .
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The following factors were barriers to the 
implementation of an effective micro-planning 
approach to outreach: 

• Limited resources
• Safety concerns for place-based peer 

educators. 

Sites reduced barriers through ongoing 
stakeholder sensitisation and engagement and 
peer educators working in pairs and leveraging 
relationships to address safety concerns. 

The evaluation identified the following strengths 
of the micro-planning approach: 

• Strong relationships between peers and 
programme beneficiaries

• Creation of agency and purpose for peer 
educators

• Better relationships between team members.

The evaluation team identified the following 
weaknesses of the micro-planning approach: 

• Requires high peer educator:beneficiary ratio
• Safety during outreach
• Time pressure. 

The evaluation team identified the number of 
peer educators and clinical staff and transport 
available as resource gaps.

The management approach by the sub-recipient 
organisation played a pivotal role in the success 
of the micro-planning model and peer educators 
and outreach teams performed better in settings 
that adopted a collaborative, inclusive and 
flexible approach. 

The following best practices around micro-
planning were identified: 

• Community engagement and ownership
• Efficient planning, implementation and 

management
• Improved access to better quality health 

services.  

For objective two, the evaluation team examined 
factors or programme elements which contribute 
to the implementation of an effective place-
based approach. None of the sites implemented 
a pure place-based approach. Instead, sites 
elected a roving, rotating or hybrid approach to 
implementing micro-planning. At some sites, 
a place-based peer educator, complemented 
by a locally roving outreach team (clinical, 
psychosocial support and advocacy staff) was 
used and at other sites, there was a rotation of 
peer educators to various sub-districts due to the 
small staff complement. This approach allowed 
for the reach of more sites than a purely place-
based approach.

The strengths of a place-based approach 
included building strong, effective relationships 
with beneficiaries; consistent service delivery 
that fosters trust; creating locally tailored 
solutions; and proper planning to strengthen the 
response to individual beneficiary needs. 

The identified enabling factors included peer 
educator’s experience and knowledge of a 
specific site and cohort, and regular training 
sessions to improve data quality and inform 
cohort following. 

Objective 2: Contributing Factors to 
Effective Place-Based Approach
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The weaknesses of a place-based approach were 
safety concerns where a single peer educator 
was allocated to high-crime areas; inability to 
meet programme targets if only a place-based 
approach is used; and staff absenteeism with 
high turnover rates due to lack of supervision. 
Programme implementing organisations 
mitigated these weaknesses through updating 
risk registers, working in pairs and ensuring that 
the driver monitored the risks of the outreach 
sites to address safety concerns; and additional 
psychosocial support, training and mentorship 
for peer educators to address absenteeism. 

Regardless of outreach approach, programme 
beneficiaries perceived their peer educator and 
the services they received positively as they had 
cultivated relationships with their allocated peer 
educator and their peer enabled access to 
services. Programme beneficiaries viewed the 
service as consistent and beneficial. Place-based 
peers supported programme beneficiaries more 
effectively through trust-based relationships that 
contributed towards effective planning and 
implementation of outreach activities to address 
needs identified. Roving or hybrid approaches 
differed in efficacy in comparison to place-based 
approaches, in that they allowed for programme 
targets and reach to be achieved, however 

relationships with programme beneficiaries, 
assessment of their individual needs, and the 
overall application of micro-planning tools were 
compromised by deviating from place-based peer 
education. A common trend was the importance 
of consistency in the provision of services and 
this was achieved regardless of whether outreach 
teams used roving, place-based or hybrid models 
of outreach.

The evaluation team examined how micro-
planning was implemented across the different 
districts. All sites adapted the Standard 
Operating Proceedure (SOP), but no gross 
deviations were observed in the various 
micro-planning approach steps. The extent to 
which micro-planning methodology steps were 
implemented varied in accuracy and some 
sites adapted steps to make implementation 
more effective to meet targets. Early morning 
planning each day and weekly planning at site 
level was observed. Sites preferred roving 
outreach instead of placed-based for reasons 
that included safety, geography of site, and staff 
numbers. Implementing organisations used peer 
ambassadors for needle clean-ups, coke bottles 
for needle disposal or safekeeping until it could 
be discarded safely. 
Urban settings were the easiest to implement 
micro-planning in, as some urban sites had a DIC, 
shorter distances to travel and more comple-
mentary services for the programme bene-
ficiaries. A combination approach of placed-
based peers informing roving outreach service 
provision was best for programme beneficiaries.

The evaluation team looked at programme 
outcome achievement though the application of 
the micro-planning approach. Harm reduction 
packs were calculated based on individual 
needs and according to micro-planning-based 
risk assessments in some districts. However, 
structural factors such as local government 
halting harm reduction pack distribution, with 
capacity and resource constraints, necessitated 
the adoption of a needle exchange approach.

Objective 3: Micro-Planning Imple-
mentation Across Different Contexts

Objective 4: Facilitation of Programme 
Outcomes through the Application of 
Micro-Planning

The micro-planning approach 
contributes to strong relationships 
between peers and programme 
beneficiaries, the creation of agency 
and purpose for peer educators, and 
better relationships between team 
members.
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Needle returns could not be directly attributed 
to the micro-planning methodology. Sites that 
adopted a needle exchange approach had better 
returns than sites who used an individual needs-
based approach to distribution. Law enforcement 
played a large negative role in the needle return 
rate, as they often confiscated needles and 
continuous stakeholder sensitisation was an 
important mitigation strategy. 
The micro-planning approach contributed to 
making HIV testing services more accessible as 
outreach teams had better information to base 
planning on, cohort tracking enabled retesting, 
and HIV seroconversion rates were below 2%. 
Linkage to care was enabled by peer educators 
through building relationships with programme 
beneficiaries, knowing the needs of their cohort, 
tracking and tracing and ensuring linkage to 
other services, including tracing those lost to 
follow up. 
Uptake and retention in OST services was 
aided by peer educators’ ability to mobilise 
beneficiaries, link them to the psychosocial 
support services, and trace beneficiaries based 
on knowledge of their needs and chronic 
medication. 
Human rights violations could be successfully 
documented as established relationships 
between peer educators and programme 
beneficiaries supported the reporting and 
possibly referral of these violations. Short 
staffing and lack of communication with 
programme beneficiaries negatively impacted 
peer educator’s ability to report human rights 
violations. 

The evaluation demonstrated that sustainability 
of a micro-planning approach on a community-
level would largely depend on a number of 
factors. Effective and sustainable community-led 
programming requires: 

• Peer educators taking ownership e.g. 
transitioning them from community 
gatekeepers to site coordinators

• Shifting to demand driven service delivery 
created by community ownership

• Partnerships with other “like–minded” NGOs 
or CBOs

• Building strong stakeholder relationships 

through active engagement with stakeholders 
to support peers beyond the programme. 

Factors contributing to the sustainability of 
micro-planning include: 

• Strengthening of strategic plans through 
continuous advocacy for political will for 
implementation of harm reduction strategies

• Appropriate allocation of domestic resources 
and alignment with policies and guidelines at 
all levels

• Stakeholder buy-in through sensitisation to 
drive harm reduction strategies, communicate 
public health burdens, advocate for rights-
based care.

Recommendations
In terms of community-led sustainable 
programming using the micro-planning approach, 
a hybrid outreach approach is recommended, 
combining place-based and roving, which will 
address health, behavioural and structural 
interventions. The evaluation found that whilst 
elements of micro-planning work and are 
imperative for the successful implementation 
of the PWID programme, micro-planning in 
its current form is not a sustainable outreach 
approach unless it is adapted to be context 
specific taking into consideration the resources 
and communities’ acceptance of micro-planning. 

The approach is methodologically sound and 
effective regarding the individual-level focus 
and planning, but when applied within the 
programme’s broader resource-constrained 
environment with human resource shortages, 
high staff turnover, and limited time and 
transport to cover large geographical areas, 
micro-planning becomes challenging to 
implement successfully. Significantly more 
needs to be done in general, beyond the micro-
planning approach, for PWID programmes to be 
sustainable. It is not possible to consider the 
sustainability of the micro-planning approach 
without critically examining external factors that 
impact these key population programmes.

In conclusion, improvement of the micro-
planning approach to outreach should focus 
on improved use of outreach tools, continuous 
stakeholder engagement and building on 
collaboration, investment in capacity building 
and staff wellbeing to retain skilled and 
sensitised staff, and advocacy for rights-based 
care.

Objective 5: Sustainability of Micro-
Planning as a Model of Community-Led 
Programming
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