
Rapid assessment 
of Sexual and 
RepRoductive HealtH 
and Hiv linkageS 

BeLiZe



RecoMMendationS

This summary highlights the experiences, results and actions from 
the implementation of the Rapid Assessment Tool for Sexual and 
Reproductive Health and HIV Linkages in Belize1. The tool – developed 
by IPPF, UNFPA, WHO, UNAIDS, GNP+, ICW and Young Positives in 
2009 – supports national assessments of the bi-directional linkages 
between sexual and reproductive health (SRH) and HIV at the policy, 
systems and services levels. Each country that has rolled out the 
tool has gathered and generated information that will help to 
determine priorities and shape national plans and frameworks for 
scaling up and intensifying linkages. Country experiences and best 
practices will also inform regional and global agendas.

1.  this summary is based upon: Report: Sexual and Reproductive Health and HIV Linkages in Belize, Belize 
iSiS enterprises and unfpa, May 2010.

What recommendations did the 
assessment produce?

•  engaging the Ministry of finance and 
senior officials in the Ministry of Health 
(MoH) in the benefits of SRH and Hiv 
integration, so that they can sanction 
the process and provide the necessary 
resources.

•  clearly defining the roles and 
responsibilities of regional managers 
of health facilities with regard to the 
provision of SRH and Hiv services and 
the promotion/monitoring of integration.

•  fast-tracking the development of anti-
discrimination laws for people living with 
Hiv (plHiv) and other vulnerable groups.

•  developing and disseminating a clear 
statement on the SRH rights of plHiv.

•  Restructuring mother and child health 
(McH) clinics into community and family 
clinics; merging the programmes for 
national tB, Hiv and other Stis and 
McH to accommodate this new approach 
and reducing their vertical management; 
reorienting all pHc services and 
developing a package of SRH services, 
allowing for the consolidation of already 
limited human and financial resources. 

•  using existing frameworks such as the 
Model of care for integrating Hiv into 
pHc. expanding this to include SRH 
integration into pHc and re-evaluating 
the timeframe for its implementation.

•  international funding agencies providing 
resources to civil society to advocate 

for greater SRH and Hiv integration, 
including within pHc.

•  Making efforts to integrate the SRH 
needs of both men and women 
throughout the life cycle.

•  Supporting the nac initiative to develop 
anti-discrimination legislation aimed 
at reducing stigma and discrimination 
against vulnerable and most-at-risk 
populations.

•  Reviewing the alliance against aidS 
(aaa) draft code of practice for health 
care providers and ethical guidelines for 
medical professionals and using them 
as a base for discussions. adapting them 
to suit the needs of the MoH in reducing 
stigma and discrimination against plHiv 
and most-at-risk populations. 

•  continuing to access opportunities for 
staff training and sensitization on SRH 
and Hiv integration and reduction of 
stigma and discrimination; focusing 
on the need to increase the integration 
of gender-based violence (gBv) 
and abortion services with sexually 
transmitted infection (Sti)/Hiv services 
and vice versa.

•  documenting the experience of Belize 
family life association (Bfla) as a 
good-practice case for SRH and Hiv 
integration.

•  international development agencies 
providing the MoH with access to 
best-practice cases of SRH and Hiv 
integration and facilitating exchange 
visits with successful countries.



1. Who managed and coordinated the 
assessment?  

•  the assessment was carried out by 
Belize iSiS enterprises ltd, supported 
by unfpa. Support was provided by the 
Ministry of Health (MoH), Belize family 
life association (Bfla), united nations 
children’s fund (unicef), national aidS 
commission (nac) and pan american 
Health organization (paHo)/World Health 
organization (WHo). 

•  the assessment took place during 
november 2009 to January 2010. 

2. Who was in the team that implemented 
the assessment?  

•  the assessment team was made up of 
the lead researcher from Belize iSiS 
enterprises ltd and five researchers 
who had worked with the Women’s 
department of the Belize Ministry of 
Human development, Women’s issues 
network of Belize (Win-Belize), alliance 
against aidS (aaa), university of Belize 
and nac. they were all trained in 
conducting social research on SRH  
and Hiv. 

3. Did the desk review cover documents 
relating to both SRH and HIV? 

•  the desk review covered national 
policies, programme documents and 
research studies on SRH, Hiv, gender 
and poverty, as well as international 
research on SRH and Hiv integration.

4. Was the assessment process  
gender-balanced?  

•  the assessment team members were all 
women. the research was conducted at 
a time when most of the men trained in 
social research were unavailable due to 
study commitments. 

•  Most of the clients interviewed (86 per 
cent) were female, because SRH services 
are perceived by public sector service 
providers and clients to be part of McH 
services. Hiv services are similarly 
equated with voluntary counselling 
and testing (vct). all public sector 
health care institutions (the majority of 
institutions that participated) referred the 
assessment team to their McH or vct 
clinics to conduct client interviews. 

•  in the private health care institutions, 
again more women clients were willing 
to participate. this trend of higher 
female participation in SRH services is 
confirmed by paHo research. 

5. What parts of the Rapid Assessment 
Tool did the assessment use? 

•  the three parts of the tool were 
administered: policy framework 
(modified to meet the country-specific 
needs), Systems functioning and Service 
delivery.

•  Belize had piloted the Rapid assessment 
tool in 2008. in 2009, it started 
implementation by modifying the policy 
section to address the country’s specific 
context.

•  the policy section was used with policy 
planners, through individual interviews 
and one focus group. the services 
section was applied through surveys 
among service providers and service 
users from government-run health 
facilities and one non-governmental 
organization (ngo).

6. What was the scope of the 
assessment?  

•  16 health facilities (an estimated 53 per 
cent of relevant entities) participated: 
four ngo facilities (Bfla), providing 
a range of SRH- and Hiv-integrated 
services; eight public health facilities, 
providing McH; and four private health 
facilities providing a basic package of 
health services to those qualifying for 
national Health insurance (nHi) and 
prioritizing McH.

7. Did the assessment involve interviews 
with policy-makers from both SRH and 
HIV sectors?  

•  the assessment involved interviews 
with: MoH coordinator responsible for 
national Sexual and Reproductive Health 
policy and Strategic plan of action; 
MoH director of national Sti/Hiv/aidS 
programme (formerly national aidS 
programme); executive director of Bfla; 
director of Win-Belize; director of nac; 
paHo technical expert on gender, Hiv 
and aidS; and regional managers of 
health facilities. 
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•  information from policy makers was 
also taken from Assessment of STI/HIV/
AIDS Programmes within the Health Sector 
(paHo, 2009) and Piloting of the SRH 
Assessment Tool (unfpa, 2008).

8. Did the assessment involve interviews 
with service providers from both SRH and 
HIV services?  

•  Yes – the survey involved 31 service 
providers at: public hospitals (7 
providers); private hospitals (4); 
polyclinics (6); urban health clinics (4); 
urban nHi clinics (3); Bfla facilities (4); 
and rural health posts (3).

9. Did the assessment involve interviews 
with clients from both SRH and HIV 
services?  

•  a total of 102 service users from both 
SRH and Hiv services participated in exit 
interviews. 

•  the majority of the service users were 
women (86 per cent) and aged 20–29 
years (52 per cent). 

•  about half identified themselves as 
Roman catholic. they identified their 
ethnicities as Mestizo/Hispanic (39 per 
cent), creole (32 per cent), garifuna (12 
per cent), Maya (8 per cent) and east 
indian (5 per cent).

10. Did the assessment involve people 
living with HIV and key populations? 

•  the client survey involved people living 
with Hiv (plHiv) as well as men who have 
sex with men (MSM) and sex workers. 
involving these clients often meant 
meeting them at non-public settings to 
discuss the SRH issues affecting them. 

•  the involvement of a researcher from 
aaa helped to mobilize plHiv and MSM 
participation. Similarly, a researcher with 
over 5 years’ experience in providing SRH 
information to sex workers was able to 
mobilize information from this population. 

findingS 
1. Policy level 

National policies, laws, plans and 
guidelines:

•  the national policy framework is 
comprehensive and supportive of SRH 
and Hiv integration. it also addresses 
structural determinants, such as gender 
equality and human rights. 

•  the national Strategic plan for Hiv/aidS 
(2006–11) emphasizes: cross-sectoral 
programmes; improved sectoral Hiv 
policies, including for SRH; improved 
access to prevention of mother to child 
transmission (pMtct); and improved/
integrated SRH services.

•  the national plan for Hiv/Sti/tB  
(2008–15) states Hiv integration into SRH 
as an objective. it prioritizes the following: 
scaling up services for pregnant women; 
integrating Hiv/Sti/tB care and treatment 
package at each level; procuring Hiv 
rapid testing for some private clinics; 

linking Hiv and gBv services; and doing a 
baseline study on key populations. 

•  the national policy on SRH (2002) 
emphasizes rights and integration. it calls 
for an end to coercive or discriminatory 
laws, including related to Hiv. it promotes: 
counselling on family planning (fp) 
options for plHiv; an ethical and gender-
sensitive approach; and integration of 
Hiv with issues relating to sexual abuse, 
abortion, Stis and gBv.

•  the national SRH Strategic plan 
aimed for all public health facilities 
to provide SRH services by the end of 
2010. it commits to implementing and 
maintaining an Sti and Hiv programme as 
part of SRH services that are accessible 
and affordable.

•  the national gender policy aims to 
reinvigorate attention to SRH issues. the 
national action plan for gender-Based 
violence (2007–09) addresses issues of 
SRH and Hiv. 



•  the implementation of policies has 
been slow. for example, there is still no 
package for integration across primary 
health care (pMc) and only guidelines for 
integration into McH. 

•  pMtct has been integrated into the McH 
programme since 2001. a comprehensive 
pMtct approach has been used but 
there has been less attention on prongs 
one and two, i.e. primary prevention 
of Hiv for women of childbearing age, 
and preventing unintended pregnancies 
among women living with Hiv. 

•  Sexually transmitted infection (Sti) 
policy development is integrated into 
the national programme on tB/Hiv and 
other Stis.

•  there is no Hiv-specific legislation. the 
constitution cites the right to health and 
non-discrimination. the public Health 
act (revised 2000) guides the provision 
for the management of infectious 
diseases, but has not been updated. the 
domestic violence act (2007) provides for 
comprehensive protection. the criminal 
code addresses areas of gBv.

Funding and budgetary support: 

•  overall, there is a larger pool of resources 
for Hiv than SRH. 

•  the main source for recurrent 
expenditure on the McH and the national 
tB, Hiv and other Stis programmes 
is the national budget, with the funds 
provided vertically to each. SRH is mostly 
covered under the McH budget. 

•  funds for SRH and Hiv programmes from 
international partners include unfpa 
(mostly to McH) and paHo/WHo (mostly 
to national tB, Hiv and other Stis). other 
funders, such as unicef and the global 
fund to fight aidS, tuberculosis and 
Malaria (gfatM), provide resources for 
specific projects. 

•  apart from the MoH, key partners such as 
Bfla are funded from multiple sources, 
such as ippf and unfpa. others, 
such as Win-Belize Secretariat, aaa, 
Youth enhancement Services (YeS) and 
Young Women’s christian association 
(YWca) receive funds from donors such 
as HivoS, latin american council of 
aidS Service organizations, inter-
american development Bank, Worldwide 
Young Women’s christian association, 
the european union and the central 
american Women’s fund (caWf).

•  donors are increasingly supportive 
of SRH and Hiv integration and some 
(such as HivoS and unfpa) call for 
such proposals. But, generally, lack of 
harmonization by un bodies and other 
donors (of funding cycles, conditions, etc) 
remains a challenge. Stakeholders still 
often have to make separate approaches 
to resource the components of integrated 
programmes.

•  a past gfatM project, implemented 
through the nac, catalysed integrated 
Hiv programming across government and 
non-governmental organizations (ngos). 
a new gfatM project will be coordinated 
by the nac and target SRH and Hiv 
services to key populations. the nac 
is also developing anti-discrimination 
legislation, based on the rights of plHiv 
and key populations. 

2. Systems level

Partnerships:

•  the SRH and Hiv programmes have 
developed multiple partnerships with 
government and ngos, supported by 
coordinating bodies such as the nac and 
national committee for families and 
children (ncfc). through the nac, there 
is collaboration on policy development, 
especially anti-discrimination legislation 
and improved services for key populations. 
through the ncfc, Hiv issues have been 
prioritized within national plans for children 
and youth. 

•  the programmes also foster partnerships at 
the community level through collaboration 
with community groups working directly with 
plHiv or women’s groups. 

•  other partners – such as Bfla, the 
Women’s department of the Ministry of 
Human development, Belize Red cross 
Society, aaa and Win-Belize Secretariat –
report SRH and Hiv integration. 

•  among the international community, paHo/
WHo, unfpa, unicef, undp, unifeM, 
unaidS, gfatM, clinton foundation, uSaid 
and others provide financial/technical 
support. the closest collaborators are 
unfpa, paHo/WHo, undp and unicef. 

Planning:

•  the McH programme is responsible 
for the national SRH policy and action 
plan and the nac is responsible for the 
national Hiv policy and Strategic plan. 



•  despite policies that support integration, 
the planning/management of SRH and 
Hiv remain vertical (with the exception 
of pMtct). there are no built-in 
requirements for cross-programme 
work, although the programmes on McH 
and national tB, Hiv and other Stis have 
committed to coordination.

Human resources and capacity building:

•  the McH programme has three technical 
staff, the national programme on tB, 
Hiv and other Stis has two technical 
staff. overall, the country’s health system 
suffers from shortages and inequitable 
distribution of health care workers.

•  the national SRH coordinating 
committee seeks to pool human and 
financial resources to improve the 
implementation of the national SRH 
policy and action plan. But inadequate 
human resources at the primary health 
level undermine the establishment 
of a comprehensive SRH and Hiv 
package and there is resistance to 
accommodating the new model. 

•  the McH and the national tB, Hiv 
and other Stis programmes invest in 
in-service capacity building for their 
staff. there are moves towards a more 
integrated approach to SRH- and Hiv-
related training.

Logistics, supply and laboratory support:

•  laboratories service the needs of both 
SRH and Hiv programmes. 

•  urban hospitals/clinics have easy access 
to laboratories, but there are limitations 
(such as capacity challenges, affecting 
turnaround time for results). access is 
worse in rural areas. the programmes 
on McH and national tB, Hiv and other 
Stis are collaborating to ensure rapid 
Hiv testing in rural communities. 

•  limited supplies of contraceptive 
commodities have caused McH providers 
to prioritize vulnerable women, including 
Hiv-positive mothers.

3. Services level

A. SERVICE PROVIDER PERSPECTIVES

NGO facilities:

•  Bfla, an SRH service provider, showed 
the highest levels of SRH- and Hiv-
integrated programme planning and 
management. clients can request any 
of a menu of services and access them 
from the same provider. Bfla also 

provides outreach in rural areas; services 
to adolescents; a project to increase 
coverage for MSMs, bisexuals, sex 
workers and transgender groups. Bfla 
is also one of the contracted primary 
care providers of McH services including 
pMtct. 

•  Bfla has trained staff in vct and 
provider-initiated testing and counselling 
(pitc), services for key populations, 
SRH rights, gender equality, gBv and 
comprehensive services for each client.

•  according to the providers, the Hiv 
services most often integrated into SRH 
are vct, pitc and condom provision. 
those least integrated are psycho-social 
care and prevention for/by plHiv. 

•  Most of the SRH and Hiv services are 
provided at the same site, by the same 
provider and on the same day. for 
other services, Bfla manages a formal 
referral system to/from other ngos, 
McH clinics and public hospitals.

•  the largest constraint to further 
integration was identified as the need for 
more equipment and space. the impacts 
of integration were cited as reduced costs 
to the facility; maintaining same cost to 
clients; increasing efficiency; decreasing 
stigma; increasing staff workload; 
increasing time spent per client; and 
increasing the need for supplies and 
drugs. 

Public health facilities:

•  the eight public health service providers 
said that SRH and Hiv services were 
reoriented to allow for bi-directional 
integration. the application of the 
pMtct+ guidelines is reported to be 
adequate. But, besides this, the facilities 
do not structurally integrate services. 

•  the facilities focus on pregnant women 
and their children and do not target key 
populations. 

•  the Hiv services most often integrated 
into SRH are vct into fp and pitc and 
prophylactic treatment into pMtct. 
condom distribution is integrated into fp 
and Sti services. Half of the facilities do 
not integrate Hiv into services related to 
gBv or abortion. 

•  the challenges to integration were 
identified as staff time, space, equipment 
and efficiency in service delivery. Such 
an approach would mean more staff, 
increased staff time spent with clients, 
increased need for privacy and space 



and an increased need for equipment, 
supplies and drugs. less than half of the 
providers saw an increased workload as 
a major constraint. 

Private NHI health facilities: 

•  at the private facilities, SRH services 
were being reoriented to include Hiv 
services – by informing clients about 
confidentiality and routine Hiv testing, 
training medical staff on Hiv testing, 
creating links with ngos working with 
plHiv and specialized clinics for plHiv. 

•  overall, the facilities showed low 
integration, even though many SRH and 
Hiv services are provided at the same 
facility and by the same provider. 

•  according to the four service providers 
interviewed, pitc was the Hiv service 
most commonly integrated into SRH. 
three facilities integrated Hiv prevention 
for the general population into fp, while 
three also integrated prevention of Hiv 
among women of childbearing age 
(prong one of pMtct) into Sti services. 
none of the facilities provide services 
specific to key populations. 

•  the challenges to integration were 
identified as shortage of staff, staff 
training and low staff motivation. 
Regarding changes caused by 
integration, two of the facilities indicated 
that there would be no change in stigma 
or the cost of services. But all four cited 
increased workload, time spent per client 
and the need for equipment, supplies  
and drugs.

B. SERVICE USER PERSPECTIVES

•  among the 76 service users, most 
accessed facilities for McH services (34 
per cent) compared to fp (16 per cent) 
and Hiv services (11 per cent). generally, 
respondents received the services they 
expected. Where they did not, this was 
usually due to it not being available on 
that day or at that facility. ngos had the 
highest rate of services offered compared 
to requested (95 per cent).

•  overall, only 14 per cent of respondents 
were referred to another facility – most 
frequently by public and private health 
facilities that did not provide the service 
in question. Many clients received 
additional services, particularly fp- and 
Hiv-related services and especially at 
ngo facilities. 

•  over half of clients were very satisfied 
with the services they received (54 per 
cent). the highest rating was given by 
those attending the private facilities  
(88 per cent) followed by the ngo  
(63 per cent). 

•  Most respondents favoured SRH 
and Hiv services being delivered by 
the same provider (72 per cent). the 
benefits were seen to include reduced 
trips to the facility (44 per cent) and 
improved efficiency (23 per cent). the 
disadvantages included increased waiting 
time (13 per cent) and less confidentiality 
(8 per cent). only five per cent cited a 
decrease in the quality of services and 
only 1 per cent fear of stigma. 
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1. What lessons were learned about how 
the assessment could have been done 
differently or better?  

•  the assessment may not have provided 
a comprehensive picture of all SRH 
services offered within facilities, due 
to Belize not having a well structured 
SRH package at the pHc level: the 
researchers were referred to the McH 
clinics in facilities and largely unable to 
solicit responses from a wider group of 
providers.

•  the assessment may not have captured 
the extent to which services related 
to gBv and post abortion are being 
provided, due to those services usually 
being referred to the emergency ward of 
hospitals.  

2. What ‘next steps’ have been taken 
(or are planned) to follow up the 
assessment?

•  a workshop was held to present the 
preliminary findings of the assessment. 
over 20 participants (including the 
MoH, ngos, Bfla and multilateral 
agencies) gave feedback and provided 
recommendations for follow-up actions 
that were integrated into the final 
report.

•  Workshop participants have since begun 
to more clearly articulate how they will 
foster greater integration of services 
within their existing programmes. for 
example, Win-Belize has redefined its 
priorities to include SRH and developed 
joint proposals that demonstrate an 
integrated approach across member 
agencies. one such proposal is being 
funded by unfpa. MoH technical 
advisors for Hiv/aidS and McH/SRH 
have begun concrete discussions with 
the director of Health Services on the 
need for integration of services within 
public health facilities. unfpa has 
met with the MoH, undp, unicef and 
paHo to discuss integration, examine 
the findings of the assessment and 
determine how best to proceed. one 
concrete action is to evaluate both the 
SRH and Hiv policies, revising them to 
address integration. 

3. What are the priority actions that are 
being taken forward as a result of the 
assessment, at the: 
• policy level?  
• systems level?  
• services level?  

Policy level:

•  the draft proposed national gender 
policy for Belize (2010) has prioritized 
the development and delivery of SRH 
services to men/women across the 
life cycle. it calls for the recognition of 
SRH rights for key populations such as 
adolescents, sex workers, MSM, plHiv 
and people with disabilities. it also 
calls for the integration of SRH and Hiv 
services.

•  the proposed 20-year national planning 
framework for Belize calls for greater 
integration of SRH and Hiv and for 
services to be designed to meet the 
needs of men/women throughout 
the life cycle. this has already been 
presented to the chief executive officer 
(ceo) and senior policy developers and 
planners in the MoH, as well as ceos 
and planners in all ministries.

•  the nac has deepened its attention to 
the need for integration of Hiv services 
with SRH services and to focus more 
on needs of key populations. it is 
updating its strategic plan to reflect 
this reorientation, which is mainly 
being proposed by ngos, including 
key population organizations. the 
Women’s department is also a key 
advocate for gender mainstreaming 
of SRH and Hiv services through the 
nac. the approved gfatM Round 9 
grant was developed within the context 
of an integrated model, with a focus on 
increasing the access of MSM and sex 
workers to comprehensive SRH and Hiv 
services and strengthening the existing 
Health and family life education 
curriculum. the nac has coordinated 
the development of a civil society-driven 
gfatM proposal to Round 10 that 
integrates SRH and Hiv and focuses on 
most-at-risk populations. un agencies 
such as unfpa, undp, and paHo/

leSSonS leaRned and  
next StepS
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WHo provided technical support for its 
development.

•  although new policy documents reflect 
a move towards the integration of SRH 
and Hiv services and an increased focus 
on the needs of key populations, there 
is still a need for greater sensitization of 
key government ministers to enable the 
effective implementation of proposed 
policies and programmes. this will 
require greater information sharing 
and joint advocacy from the public 
sector, civil society and international 
development agencies.

•  the nac is engaging key partners in 
the development of a national condom 
policy within the context of dual 
protection. unfpa and undp are the 
two key un agencies involved. 

Systems level:

•  the MoH is gearing up to implement 
provider-initiated Hiv counselling and 
testing in public health facilities, guided 
by an integrated Model of care for 
primary Health care. 

•  national programme on tB, Hiv and 
other Stis: although the MoH is now 
making a concrete move to increase the 
SRH services that it offers (procurement 
of equipment to provide SRH services 
via unfpa), there is still a need for 
greater articulation of how SRH and Hiv 
services will be integrated at the level 
of service delivery for men and women 
across the life cycle (not just pregnant 
women).

•  Bfla continues to integrate SRH 
and Hiv and provide services to key 
populations such as adolescents, sex 
workers, plHiv and MSM. 

Services level: 

•  the MoH is rolling out pitc in pHc 
facilities.

•  the McH programme in the MoH has 
developed guidelines for the delivery of 
SRH services to adolescents and sex 
workers, even though the financing of 
this remains a major challenge. 

•  the MoH is purchasing additional 
equipment for the provision of SRH 
services via the co-financing agreement 
between unfpa and MoH.

•  the ngo sector, through Win-Belize, 
has begun to more actively promote 
SRH and Hiv integration across its 
member agencies. Several programmes 
are being implemented to reflect this. 
the members are aaa, Bfla, Youth 
enhancement Services, Young Women‘s 
christian association, uniBaM (an MSM 
organization), poWa (women living with 
Hiv) and others, working together to 
ensure greater integration at the level of 
service delivery.

4. What are the funding opportunities for 
the follow-up and further linkages work 
in the country? 

•  for more information about the 
approved gfatM Round 9 grant, please 
see ‘lessons learned and next steps’, 
section 3 on priority actions, opposite.

•  Belize developed a proposal for Round 
10 of the gfatM. this seeks funding 
from the special reserve for at-risk 
populations. Both SRH and Hiv issues 
were mainstreamed into this proposal 
which was developed jointly by technical 
experts, people from key populations 
and civil society organizations that work 
with key populations. 

•  Within the un Hiv/aidS Joint team, 
there are opportunities for joint 
programming to further linkages via the 
programme acceleration fund and the 
Regional coordinator budget. 

leSSonS leaRned and  
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Abbreviations 

aaa Alliance Against AIDS

aids acquired immune deficiency syndrome

BFLa Belize Family Life Association

CaWF Central American Women’s Fund

CeO Chief Executive Officer 

Fp  family planning

GBV  gender-based violence

GFatm Global Fund to Fight AIDS, Tuberculosis and Malaria

Gnp+  Global Network of People Living with HIV

HiV  human immunodeficiency virus

iCW  International Community of Women Living with HIV/AIDS

ippF  International Planned Parenthood Federation

mCH maternal and child health

mOH Ministry of Health

msm men who have sex with men

naC National AIDS Commission 

nCFC  National Committee for Families and Children

nGO  non-governmental organization

nHi National Health Insurance 

paHO Pan American Health Organization

pHC primary health care

pitC provider-initiated testing and counselling

pLHiV people living with HIV

pmtCt prevention of mother to child transmission

sRH  sexual and reproductive health

sti sexually transmitted infection

tB  tuberculosis

Unaids  Joint United Nations Programme on HIV/AIDS

Undp  United Nations Development Programme

UnFpa  United Nations Population Fund

UniCeF  United Nations Children’s Fund

Usaid  United States Agency for International Development

VCt voluntary counselling and testing

WHO World Health Organization

Win-Belize  Women’s Issues Network of Belize
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