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Acronyms and Abbreviations 

ANC   Antenatal Care 

ART  Anti Retroviral Therapy 

ARV  Anti Retroviral 

BCS +   Balanced Counselling Strategy Plus 

BMGF  Bill and Melinda Gates Foundation 

CCC  Comprehensive Care Centre 

CMEs  Continuous Medical Education 

CTX  Cotrimoxazole 

DHMT  District Health Management Team 

DPHN  District Public Health Nurse 

DRH  Division of Reproductive Health 

ECN  Enrolled Community Nurse 

FANC  Focused Antenatal Care 

FHOK  Family Health Options Kenya 

FLAS  Family Life Association of Kenya 

FP  Family Planning 

HB  Haemoglobin 

HCT  HIV Counselling and Testing 

HIV  Human Immunodeficiency Virus 

IPPF  International Planned Parenthood Federation 

IUD  Intra Uterine Device 

KENM  Kenya Enrolled Nurse/Midwife 

KEPH  Kenya Essential Package for Health 

KHPF  Kenya Health Policy Framework 

KRCHN  Kenya Registered Community Health Nurse 

LSHTM  London School of Hygiene and Tropical Medicine 

MA  Member Associations (to IPPF) 

MCH  Maternal and Child Health 

MEC  Medical Eligibility Criteria 

MIP  Malaria in Pregnancy 

MOH  Medical Officer of Health 

MOMS  Ministry of Medical Services 

MOPH  Ministry of Public Health 

NASCOP National AIDS and STI Control Programme 

NHSSP  National Health Sector Strategic Plan 

NO  Nursing Officer 

NRHP  National Reproductive Health Policy 

OBGYN Obstetric Gynaecologist 

PC  Population Council 

PHMT  Provincial Health Management Team 

PHN  Public Health Nurse 

PITC  Provider Initiated Testing and Counselling 

PMTCT  Prevention from Mother to Child Transmission 

PNC   Post-natal Care 

PPHN  Provincial Public Health Nurse 

RCO  Registered Clinical Officer 

RH  Reproductive Health 

RRI  Rapid Response Initiative 
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SGPT/ALT Serum Glutamate Pyruvate transaminase/Alanine Aminotransferase (Test to measure the amount of 

the liver enzyme GPT in blood) 

SNO  Senior Nursing Officer 

STI  Sexual Transmitted Disease 

TB  Tuberculosis 

UNAIDS United Nations Programme on HIV/AIDs 

UNFPA  United Nations Population Fund  

UNGASS United Nations General Assembly of Special Sessions 

VCT  Voluntary Counselling and Testing 

WHO   World Health Organization 

LFTs  Liver Function Tests 

RFTs  Renal Function Tests 

HVS  High Vaginal Swab 

VDRL  Venereal Disease Research Laboratory 
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Background 

There are many well-established reasons that support the rationale for integrating or linking sexual and 

reproductive health (SRH) and HIV services in developing countries. Most HIV infections in these countries 

are sexually transmitted or associated with pregnancy, childbirth, and breastfeeding. Many of the behaviours 

that prevent HIV transmission also prevent sexually transmitted infections (STIs) and some prevent 

unintended pregnancies. Individuals who use SRH services often benefit from HIV services, and vice versa. 

Further, with nearly 40 million people living with HIV today, there is a clear need to respond to the sexual 

and reproductive health needs of people living with HIV. 

 

Over the past few years a number of international statements, position papers and advocacy efforts indicate 

the commitment of the international community to intensifying linkages between SRH and HIV, at both 

policy and programmatic level1. Within the African region, the Maputo Plan of Action affirmed the need to 

act on bi-directional linkages2. The interagency document  developed by WHO/UNFPA/UNAIDS/IPPF 

and entitled “Sexual and Reproductive Health and HIV/AIDS, A Framework for Priority Linkages”3, highlights some 

of the prioritized strategic programmatic linkages between services for SRH and HIV and outlines the 

‘expected’ benefits, which include: a) improved access to and use of key HIV and SRH services; b) 

efficiencies in providing similar services jointly rather than separately; and c) reduced HIV -related stigma and 

discrimination. 

 

Integration of SRH and HIV services can, in principle, encompass a variety of combinations of services from 

both programmes. Two questions continue to challenge policymakers and programme managers engaged in 

both SRH and HIV programming:  

 

1) Which combinations of services make sense programmatically, are more effective and/or acceptable than 

services provided independently for particular populations; and 

 

2) Which of these services are cost-effective and can be implemented within the policy and legal 

frameworks available in a country,  

                                                           
1
 August 2005 UNAIDS policy position paper Intensifying HIV Prevention and the UNGASS Review, June 2006. These build 

upon both the New York Call for Commitment: Linking HIV/AIDS and SRH and the Glion Call to Action on FP and HIV/AIDS 

in Women and Children. 
2 ‘Maputo Plan of Action for the operationalization of the continental policy framework for sexual and reproductive health and 

rights, 2007-2010’ Report from the Special Session of the African Union, Conference of Ministers of Health, Maputo 

Mozambique, 18-22 September 2006  
3 WHO/UNFPA/UNAIDS/IPPF, Sexual and Reproductive Health and HIV/AIDS, A Framework for Priority Linkages, 2006 (in 

http://content.ippf.org/output/ORG/files/12345.pdf)  

http://content.ippf.org/output/ORG/files/12345.pdf
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The Population Council has undertaken a number of evaluative studies that contribute to this evidence base, 

integrating both HIV and family planning (FP) services, and HIV and post-natal services, including post-natal 

FP. One study in Kenya developed implemented and evaluated alternative models of integrating HIV services 

with FP services by using a quasi-experimental design to evaluate a model for integrating STI/HIV 

counselling and risk assessment, together with offering and providing HIV testing, into existing services for 

FP clients. The study found that this model was feasible and acceptable to clients and providers, the overall 

quality of the consultation improved, and there was a significant increase in the number of women who were 

counselled and tested for HIV4. A study to develop and test the same intervention in South Africa found 

similar results through a randomized cluster design5. 

Two other studies, conducted in Kenya6,7 and Swaziland8,9  in 2007-2008 developed, implemented and 

evaluated a comprehensive package of post-natal care, which integrated HIV services and postpartum family 

planning into, and further strengthened, the existing post-natal maternal and infant care services. These 

studies also demonstrated improvements in quality of care and were feasible and acceptable to both providers 

and clients alike. 

Integra initiative 

 

The Integra Initiative builds on these previous studies by introducing and integrating additional services that 

are required by both FP and post-natal clients who are living with HIV because FP and post-natal 

consultations provide important opportunities to increase access to both HIV prevention services and to 

strengthen linkages with care and support services for clients found to be positive or who know that they are 

living with HIV.  These include: strengthening and systematizing STI screening and management; increasing 

the range of FP methods available, including long acting methods; and introducing cervical cancer screening 

and promotion of dual protection for STI prevention.  

 

The Integra Initiative (2008-2012) is a consortium of three organizations, led by the International Planned 

Parenthood Federation (IPPF) with partners Population Council and the London School of Hygiene and 

Tropical Medicine (LSHTM) and funded by the Bill and Melinda Gates Foundation (BMGF). This five year 

research project seeks to generate rigorous evidence on the feasibility, effectiveness, cost and impact of 

different models for delivering integrated HIV and SRH services in high and medium HIV prevalence 

settings to reduce HIV infection (and associated stigma) and unintended pregnancy.   

 

 

                                                           
4 Liambila W., I. Askew, J. Mwangi, R. Ayisi, J. Kibaru & S. Mullick. 2009. “Feasibility and effectiveness of integrating 

provider initiated testing and counselling within family planning services in Kenya”, AIDS, 23 (suppl 1):S115–S121. 
5 Mullick S, M. Menziwa, N. Mosery, D. Khoza & E. Maroga. 2008.  Feasibility, Acceptability, Effectiveness and Cost of Models 

of Integrating HIV Prevention and Counseling and Testing for HIV within Family Planning Services in North West Province, 

South Africa, Population Council: Johannesburg, South Africa. 
6
  Mwangi, A. C Warren, N. Koksei, H Blanchard “Strengthening Postnatal Care Services Including Postnatal Family   Planning 

in Kenya” Frontiers in RH, Population Council 2008 
7  Warren, C, Mwangi, A, Oweya E, Kamunya R and Koskei N, “Safeguarding maternal and newborn health: improving the 

quality of postnatal care in Kenya” International Journal for Quality in Health Care Dec 2009   
8  Warren Charlotte, Rachel Shongwe, Allen Waligo, Mohammed Mahdi Goldy Mazia and Indira Narayanan, Repositioning   

Postnatal Care in a High HIV Environment: Swaziland. Horizons Final Report. Washington, DC: Population Council 2008 
9  Mazia G, I. Narayanan, C. Warren, M. Mahdi, P. Chibuye, A. Walligo, P. Mabuza, R. Shongwe & M. Hainsworth. 2009. 

“Integrating quality postnatal care into PMTCT in Swaziland” Global Public Health. 
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The project’s objectives are: 

 

1. Determine the benefits of different integrated models to increase range, uptake and quality of 

selected SRH and HIV services. 

2. Determine the impact of different integrated services on changes in HIV risk-behaviour; HIV related 

stigma and unintended pregnancies. 

3. Establish the efficiency of using different operational models for delivering integrated services in 

terms of: cost, utilization of existing infrastructure and human resources. 

4. Increase utilization of research findings by policy and program decision makers through involvement 

of and dissemination to key stakeholders.  

 

To achieve these objectives, INTEGRA seeks to answer three key sets of research questions: 

 

1) What are the relative benefits of different models of integrated SRH and HIV services over separately 

provided services? Does integration lead to: 

 Increases in the numbers of clients using services? 

 Changes in the profile of clients attending services? 

 Increases in the range of services accessed by clients? 

 Improvements in the quality of services? 

 

2) In the target populations, what is the impact of integrated services on: 

 HIV related risk behaviour? 

 HIV related stigma? 

 Unintended pregnancy? 

 

3) What is the cost, feasibility and cost-effectiveness of providing selected integrated services:  

 What is the cost of integrating HIV and/or SRH services with existing services? 

 How do costs vary by model of integration? 

 Does integration result in a more optimal utilization of existing infrastructure and human resources? 

 

Table 1 outlines indicators for measuring integrated HIV and SRH. 
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 Table 1: Indicators of Integrated HIV and SRH 

Results  Indicators  

Feasibility of linking services demonstrated Number of internal and external referrals 

Number of staff updated in CT skills  

Number of staff updated in HIV BCC prevention 

Facilities have adequate equipment and supplies  

Provision of linked services reported as acceptable by 

providers and clients 

Clients received CT in FP consultation  

Clients referred for ART   

Clients referred for other services  

Increased % of eligible HIV+ women starting to use 

ART 

Improved referral mechanisms 

%  clients know their CD4 counts  

Increase in clients using integrated CT, FP and STI 

screening services 

% FP clients accessing more than one service  

Increased numbers of clients screened/managed for STIs  

% FP clients accessing separate vs. integrated services  

Increased in new and repeat FP clients testing for HIV  

Improved attitudes of service providers towards HIV+ 

clients 

% Providers indicating non discriminatory attitudes  

% Clients recommending services to others  

Total resource requirements and unit costs of 

intervention 

Cost per eligible client receiving ART,  

Cost per person-month of receiving ART   

Cost per client counseled, tested and receiving results 

Cost per client receiving each service component 

 

Models of integrated HIV and SRH services 

This research initiative seeks to address the above mentioned research questions by developing, implementing 

and evaluating different models of integration in different settings. Three out of the four models of 

integration were evaluated included an intervention component. Building on the studies mentioned above, the 

Integra initiative has strengthened the existing services and introduced additional services for family planning 

and post-natal clients: 

Integrating HIV services into family planning  

Integrating HIV services into post-natal care and postpartum family planning  

Integrating SRH services into HIV services (no intervention - not described here) 

Integrated HIV and SRH services  

Figure 1: Model 1: Integrating HIV services into family planning (Kenya) 
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This model includes the integration of HIV prevention and counselling- including counselling and testing for 

HIV- into existing FP services and enabling linkages with antiretroviral therapy (ART) services for eligible 

clients, either on-site or through referrals, in six public sector health facilities in Thika and Nyeri districts of 

Central Province. The standard FP service10 through a clinic-based consultation is being compared with a 

strengthened and integrated model of FP service that differs as described in Table 2. 

 

Table 2: Comparison of standard and integrated HIV and FP services in Kenya 

Standard FP  Service  Integrated FP and HIV Services  

Counselling  on FP methods 

Provision of chosen FP method 

Advantages, limitations, side effects, how to 

use them, re-supply and the importance of 

follow-up 

Counselling on dual protection  

Screening  of STIs Counselling for HIV 

prevention 

Counsel clients about sex and sexuality, 

childbearing and prevention of MTCT of 

HIV 

 

( NB: this is what should happen according to the 

guidelines but rarely does at facility level) 

All clients receive strengthened Standard FP services using the Balanced Counseling 

Strategy Plus11 : 

This includes discussing fertility desires, offering a range of FP methods to chose from, 

ensuring suitability of method 

Condom promotion/provision  

Conduct STI and HIV risk assessment;  ask client about their HIV status;  

Offer on-site, same-time provision of HIV counseling and testing if status not known or 

not tested recently;  

Screening for cervical cancer (via /vili) 

Screening and management of STIs 

Follow up appointments 

HIV negative clients 

Health promotion  

Risk factor exposure  

Risk assessment (routine) for 

STI/HIV 

HIV positive clients 

Counseling on HIV care and treatment available  

Manages clients with CD4 count >350 

CTX prophylaxis 

Referred to lab/ART unit for blood tests 

REFERRAL FOR: 

FP  clients for STI treatment/ syndromic 

management  

FP  clients for HIV  counseling and testing  

VCT clients to FP clinics  

testing or referral off-site or later 

HIV clients for care and treatment 

 REFERRAL  to other 

departments: 

 Gynaecologist for 

management of cervical 

cancer 

Other medical conditions  

ART UNIT (depends on level of facility*) 

HIV positive clients 

CD4, Haemogram,  SGPT/ALT creatinine  

Clinical staging 

ARV prophylaxis  CTX prophylaxis Monitoring x 3 - 6 

monthly 

Management of opportunistic infections 

Counselling on side effects  

Adherence counselling 

FP counseling and provision for condoms, COC and 

injectables 

Referred back to FP  clinic for long term methods  

 

 
 

 

                                                           
10 Family Planning Guidelines for Service Providers in Kenya (third edition revised 2005) although discussed  in the introduction 

to the  guidelines there was little actual integration in health facilities in 2005 
11 BCS+ toolkit developed by Population Council:  In response to the need to incorporate counseling, screening, and services for 

sexually transmitted infections (STIs), including HIV, within routine family planning consultations in settings characterized by 

high prevalence of these infections, the BCS was revised to integrate STI/HIV prevention counseling, risk assessment, and HIV 

counseling and testing (CT). The resulting Balanced Counseling Strategy Plus (BCS+) tools improve not only the quality of the 

family planning service but also enable providers to address clients’ needs related to STIs and HIV during the same consultation.  
See Appendix 5. 
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Figure 2:  Model 2: Integrating HIV services into post-natal care and family planning (Kenya and 

Swaziland) 
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Post-natal consultation as the entry point: This includes strengthening both HIV and FP services for women 

attending post-natal services- including linkages to ART services for eligible clients- in six public sector health 

facilities in Kitui district of Eastern Province, Kenya and four public health facilities in Swaziland. Data is 

being collected from six comparison facilities in Makueni district, Kenya and four public health facilities in 

Swaziland.  

The standard model of post-natal care is a six-week clinic-based consultation (plus a pre-discharge 

consultation for those delivering in a facility).  The standard model focuses mainly on immunisation of the 

infant with some women attending for family planning as well.  The PNC model differs from the first one in 

that a comprehensive package of post-natal care developed by DRH in Kenya and SRHU in Swaziland and 

partners is rarely implemented.   

 

The six week post-natal visit is being compared with a strengthened and integrated model of post-natal care 

that includes additional visits and content (see Table 3). A more detailed content stratified/ classified by HIV 

status is in Appendices. Antenatal care is included as this the platform for strengthening PNC. 

 

Table 3: Comparison of standard and integrated PNC 

 

Standard PNC Integrated HIV and PNC services 

Timing:  

On discharge if delivered in hospital  

Standard 6 week check 

Content  

Immunisation  

Growth monitoring/child welfare 

Family Planning at six weeks (at 

mothers’ request) 

Referral for complications, HIV testing 

long term FP methods  complications 

etc 

Timing  

Within 48 hours: 7 days, 6 weeks at the facility 

Content  

Mother and baby physical examination to detect danger 

signs, complications, anomalies 

Infant feeding counseling  

Postpartum family planning counseling and provision  

Immunisation  

Screening for cervical cancer (at 6 weeks) 

HIV counseling and testing (mother and baby) 

HIV prophylaxis  for mother and baby  

Counseling for circumcision for male infant (Swazi) 

Referral   

 To HIV unit 

ObGyn unit for complications 

Sick child clinic 

Permanent methods of FP  

HIV counseling 
and testing 
(including 

repeat testing 
for mother 

and infants) 

 

HIV care and 
treatment (ART 
provision, 
and/or 
referrals) for 
HIV positive 
clients  

 
Post-natal 
care 

 
Family  
Planning 
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Fig 3:  Model 3: Integrated HIV and SRH services (IPPF clinics: FHOK in Kenya, FLAS in Swaziland and 

FPAM in Malawi) 
 

 

 

 

 

 

 

 

 

 

Integrated HIV and SRH services model (IPPF clinics in Kenya, Swaziland and Malawi) includes family 

planning, maternal and child health (MCH services), HIV testing, HIV care, STI care, cervical cancer 

screening, and services for youth. 

 

Family Health Options Kenya (FHOK) 

At IPPF clinics in Kenya (FHOK), the study design involved monitoring SRH andHIV integration indicators 

at their six clinics in Nairobi West, Eldoret, Nakuru, Kisumu, Meru and Thika towns. The clinics provide a 

broad range of SRH services which includes: Family planning, maternal and child health, comprehensive 

abortion care, VCT, STI, TB and HIV services, screening for cervical cancer, youth friendly SRH services and 

gynaecological services including infertility management.  Each of the clinics has a laboratory and pharmacy 

facilities adequately equipped to support SRH & HIV diagnosis and management. Nairobi West and Eldoret 

clinic have maternity services. FHOK has been providing integrated SRH & HIV services since 2004; 

however tracking the uptake of integrated services was weak due to inadequate tools and indicators. The 

Integra intervention aimed at strengthening the monitoring and evaluation system to capture the utilisation of 

integrated services and at integrating STI screening (including HIV) into family planning consultations. Prior 

to the project FHOK provided services in a structural integration model. Services were largely provided by 

different providers in separate rooms within the facility. Clients were referred to the various points to access 

the services they needed. The project focused on strengthening functional integration with providers 

delivering both FP and HIV services in the same room.   Table 4 summarises the activities that have been 

undertaken at the six FHOK clinics as part of  or activities linked to the Integra Initiative.  

Table 4: Intervention in FHOK (IPPF) clinics 

 Services prior to 2008 New services introduced from 2009 

SRH All family planning methods including long acting and 

permanent ones, emergency contraceptive pills, 

pregnancy test, STI Screening & treatment, pap smear 

, antenatal and post-natal care, wellness of the baby, 

curatives,  

 PAC/MVA, post rape care, 

 adolescent/ youth counseling, sexuality counseling 

Cervical cancer screening using VIA/VILLI 

technique 

Sexual & gender based screening and 

management 

 

HIV 
counseling 
and 
testing 

 

STI screening 
and 
management 

HIV care and 
treatment 
(ART provision, 
and/or 
referrals) for 
HIV positive 
clients  
 

Maternal 
and  
Child 
Health 

 

Cervical 
Screening 

 

Family 
planning 

Youth Friendly Services  
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HIV STI Screening & treatment, VCT, PMTCT, 

management of O.I including T.B, HAART, PEP, 

Prophylaxis, laboratory services, and pharmacy 

services. 

Provider initiated testing and counselling 

(PITC) in all six clinics 

CD4 Testing 

Pediatric HIV care 

Male circumcision 

 
Family Life Association Swaziland (FLAS) clinics  
 
There are two FLAS clinics in Swaziland: Manzini and Mbabane. In 2008, FLAS services in both facilities 
included, family planning, MCH services, STI care, Prevention of Mother to Child Transmission of HIV 
(PMTCT and HIV Counseling and Testing (HTC/VCT). The Mbabane clinic also provided male 
circumcision services. FLAS also provided community based HIV interventions through peer education.   In 
2009 ART and a wider range of other clinical HIV and AIDS services were introduced in the Manzini Clinic 
in partnership with the government. Table 5 summarises the activities that have been undertaken at the two 
FLAS clinics as part of the Integra Initiative. Capacity gaps for integration pre Integra include: 1) 
Infrastructure for HIV treatment, care and support; 2) some staff lacked competence on long-term FP 
methods e.g. implants and HTC training expertise. In addition, there were concerns regarding the skills and 
experience in youth friendly services. 

Table 5: Interventions in FLAS (IPPF) Clinics 

 Services prior to 2008 New services introduced from 2009 

SRH A range of family planning methods  including: Orals, injectables, 

emergency contraceptives, condoms, IUCD 

Maternal and child health services: Antenatal care, post-natal care, 

child immunizations, growth monitoring, IMCI 

SRH screening tests: Pregnancy tests, pap smears, breast exam, STI  

screening and management  

Male Circumcision  

Counseling (Adolescent; GBV; infertility & other SRH issues) 

Post abortion care  

Referrals 

 
Long acting FP methods – implants  
 
 
 
Cervical cancer screening using 
VIA/VILLI Technique 
 

HIV VCT, STI screening and management, male circumcision  Integrated HCT including PITC,testing 

for infants, CD4 Counts, ART provision, 

TB screening, adherence counseling, 

PMTCT, HIV treatment, care & support 

 

Family Planning Association of Malawi (FPAM) Intervention 

At the Family Planning Association of Malawi (FPAM) the intervention involved strengthening, renovating 

and equipping clinics, recruitment and training of service providers and strengthening the logistics 

management system to address the stock outs reported during baseline. The FP method mix and the range of 

SRH services were expanded from three services at baseline to nine by 2011. In addition to VCT and 

treatment of opportunistic infections (the only HIV services provided in 2008), TB screening, CD4 counts 

and ART provision have been introduced in collaboration with the MOH in Ntcheu Clinic (see table 6).  

Table 6: Interventions in FPAM (IPPF) Clinics 

 Services prior to 2008 New services introduced from 2009 
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SRH A range of family planning methods  including: 

Oral contraceptives, Injectables, Emergency 

contraceptives, Barrier (condoms)   

 STI  screening and management  
Pregnancy tests   Referral 

Long acting FP methods – IUCDs, Implants 
cervical cancer screening using VIA/VILLI 
Technique 
Cryotherapy  
Ante natal care 

HIV VCT, STI screening and management,  
Treatment of opportunistic infections 

Integrated HCT including PITC, 
 CD4 Counts, ART provision, TB screening, 
Adherence counseling, PMTCT,  
Laboratory – FBC, liver tests, renal tests  
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Intervention process in public health facilities 

This section describes the process of implementing the two integration models described above;  within the 

context that implementing an integration package cannot be seen as a ‘one off’ activity but more of a variety 

of managerial or operational changes to health services to bring together inputs, organisation, management 

and delivery of particular service functions12.   

 

In order to build consensus on the timing and composition of the package of services for both models of 

integration, meetings were held with relevant stakeholders and the different levels (national, provincial and 

district) of the Ministries of Health in Kenya and Swaziland. Discussions revolved around the activities 

needed to strengthen existing services, introduce new services, and develop/ strengthen the linkages between 

the services which were not integrated. Nine areas of intervention 

were identified ranging from the adaptation of protocols and 

guidelines in both countries to procurement of essential 

equipment and supplies, health provider training and monitoring 

of activities. Table 5 gives a summary of the nine activities planned 

for the intervention by model and country (Kenya – FP Model, 

Kenya – PNC Model, Swaziland – PNC Model). Appendix 1 

shows the timeline of intervention activities.  

 

Ensuring a highly skilled health worker through training is an 

important factor in improving quality of care and introducing new 

ideas. The current shortage of staff in many developing countries 

in both the public and the private health sector means that training 

workshops will almost all the time leave health facilities severely 

affected in terms of service provision. Therefore meetings were 

held to build consensus on the training methodology with the 

Ministries of Health: Division of Reproductive Health (DRH), 

National AIDS and STI Control Programme (NASCOP) at 

national level; and Provincial Reproductive Health Trainers in 

Kenya; and the Sexual and Reproductive Health Unit, (SRHU) and 

Swaziland National AIDS Program (SNAP) in the Department of Public Health in Swaziland.  Due to staff 

shortages and health ministries’ concern of constantly removing staff from place of work for updates, it was 

agreed that the majority of training would take place within the health facilities using a mentorship 

methodology described in the Mentoring Toolkit (see box 1). Mentoring is a creative and innovative strategy 

that prompts the sharing of information and skills among health workers in order to improve quality of care 

and/or introduce change in service delivery.   

It was evident that providers required training in SRH and HIV integration and there was a need to 

standardize training materials and develop the training package. Baseline data showed gaps in provider 

knowledge and skills for long acting and permanent family planning in both models in both countries.  

                                                           
12

  Ravindran TKS and de Pinho H (eds) 2005.  The Right Reforms? Health Sector Reforms and Sexual and Reproductive Health Women’s 

Health Project, School of Public Health, University of Witswatersrand, South Afirca.  

Box 1: RH and HIV Integration 

Mentorship Toolkit 

The mentorship toolkit consists of 

the following: 

1. The National Mentorship 
guidelines 

2. The mentors/facilitators guide 
o Integrated RH and HIV 

clinical assessment tool 
o Mentor monthly 

reporting tools 
3. The mentee guide 

o The mentee log book 
o The learners clinical 

protocol  
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The baseline survey for the PNC Model in Kenya identified 

gaps in knowledge and practice in both antenatal and post-

natal care.  Knowledge on focused antenatal care (FANC); a 

crucial platform for linking to the continuation of care into 

the post-natal period, was also lacking.  

 The Balanced Counselling Strategy Plus Toolkit13  (BCS+) 

was central to the intervention in both countries. The BCS+ 

toolkit (see Box 2) is a practical, interactive, and client- 

centred counselling approach which uses job aids including 

an algorithm, counselling cards and brochures to facilitate 

family planning consultations.   Checklists were developed 

based on the algorithm from the BCS+ to be used in 

assessing health care providers prior to any on-job training 

or mentoring. A section for post-natal care was introduced 

as part of this project and pre-tested during the 

intervention.  

Intervention process at IPPF member associations (FHOK, FLAS & FPAM) clinics 

This section describes the process followed at IPPF member associations’ (MA) clinics in the three countries 

to implement the ‘Integrated HIV and SRH Services Model’, which involves integration of HIV services 

including ART into SRH services with a focus on the provision of youth friendly services.  

Baseline assessments were conducted in all the three MAs to determine the range of SRH services provided; 

the range of HIV services provided; the constellation of services integrated; and the national policies and 

guidelines on integration and institutional capacity to integrate a comprehensive package of HIV services into 

the existing SRH services. 

Consultations were held with MA teams, ministries of health and other relevant stakeholders at national and 

district levels. Discussions with MA teams (management & providers) focused on identifying activities needed 

to strengthen existing services, integrate new services and improve quality of care.  Consultations with the 

Ministries of Health tackled issues on accreditation of MA clinics by the relevant MOH units/departments to 

provide new services, commodities and supplies, supportive supervision, harmonized information 

management systems and effective referral systems to ensure continuity of services.  Other partners were 

engaged mainly in relation to effective referral systems within the catchment areas of the MAs facilities.   

Due to the varying levels of integration by the three country MAs as well as other IPPF MAs in some of the 

areas identified for capacity building and the need for cost effective training with minimal disruption to 

service delivery, a mix of competence based, and experiential peer learning approaches were adopted. In 

addition, alignment to the respective ministries of health was critical.  A buddy system was developed in 

which all three MAs developed training needs following quality of care assessments using a standardized 

IPPF tool and paired based on comparative strengths. IPPF regional and central offices collaborated with the 

respective ministries of health and other partners in providing onsite training while the sister MAs provided 

                                                           
13

 Mullick et al. The Balanced Counseling Strategy Plus: A Toolkit for Family Planning Service Providers Working in High STI/HIV Prevalence 

Settings, , Washington, DC: Population Council. 

Box 2: Balanced Counseling Strategy Plus 

Toolkit includes: 

 Trainers Guide  

 Users Guide  

 Algorithm/checklist (see appendix) 

 Counselling cards  

 Brochures to facilitate family 

planning consultations and for 

women to take home 

 MEC wheel 

http://www.popcouncil.org/bcsplus 

 

 

 

http://www.popcouncil.org/bcsplus
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the practical experiences. Below is an MA specific description of the process and Table 8 provides a summary 

of the intervention activities by MA. 

FHOK intervention process 

The baseline indicated that FHOK was providing an integrated service package prior to the project, however 

there were gaps in provider knowledge and skills on screening for  a range of services: screening for  cervical 

cancer using VIA/VILLI, focused ANC, quality of care and provider initiated testing and counseling(PITC) 

for HIV. The other critical gaps were in the health information system, the data capture and management 

tools were unable to track integrated services and quality of care assessments indicated long client waiting 

time as a key challenge as more services were integrated. A consultative meeting was held with NASCOP and 

DRH to agree on trainings in screening for cervical cancer, focused antenatal care and PITC and 

development of a referral map for each of the services. Client registers were reviewed with input from various 

stakeholders including MOH. Consolidated client cards were developed to track clients through all the 

services received during a visit to the facility, internal referral slips and external referral forms were also 

developed to track referrals. An automated client management information system has now been introduced 

to capture all the services utilized by the client during a visit to the facility. 

FLAS intervention process 

Gaps were identified in provider knowledge and skills on long acting FP methods, screening for cervical 

cancer using VIA/VILLI, youth friendly services and ART provision. The infrastructure layout, equipment 

and staff mix (e.g. only doctors can initiate clients on ART, and FLAS did not have a doctor among its staff) 

were inadequately prepared for integrating ART into SRH services. Furthermore the referral system was weak 

and data management systems were not able to track integrated services. Consultations were held with SNAP, 

SRHU and other partners including ICAP, WHO and UNAIDS to agree on the trainings, accreditation to 

provide services, laboratory support for CD4 testing and mentorship. Following these meetings, action plans 

were developed with key activities including recruitment and training of providers, renovation of facilities to 

meet client flow and drug (ART) storage requirements, equipment procurements and information 

management.  Using the buddy approach FLAS providers were trained by trainers from FHOK and the MA 

in Uganda (RHU) in quality of care and the formation of psychosocial support groups. John Hopkins 

Institute supported training in using VIA/VILLI for cervical cancer screening. This was however delayed due 

to lack of national policies and guidelines. ICAP also mentored FLAS on ART provision at the Manzini site.  

 

Malawi intervention process 

In the Family Planning Association of Malawi (FPAM) the baseline assessment revealed minimal integration 

of SRH & HIV services (only limited FP methods -oral and injectable contraceptives and VCT and treatment 

of opportunistic infections as HIV services). There were gaps in provider skills and knowledge on long acting 

FP methods, screening of cervical cancer using VIA/VILLI, integrated HIV counseling and testing and ART. 

Critical gaps in infrastructure, equipment, logistics management, and provider numbers and mix were also 

identified. There was also a need to train providers in the MA and the collaborating MOH facilities in SRH & 

HIV integration using a standardized approach. Discussions with the MA focused on activities required to 

strengthen and expand the range of SRH services, introducing HIV services, tracking integrated services and 

establishing effective referral systems. Consultations with the Ministry of Health (RHU, AIDS unit, and the 

District levels) focused on accreditation of MA facilities to provide new services, RH and HIV commodities 

and supplies management, supportive supervision and information management. Quality of care assessment 

using the IPPF quality of care standards and guidelines was conducted and action plans were developed to 
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address the gaps in provider numbers and skills, client flow, equipment requirements among others. A tool kit 

on integration of HCT into SRH developed by IPPF was used to train providers in HCT. 



                                                                                                                          

Table 7: INTERVENTION DESCRIPTION IN PUBLIC HEALTH FACILITIES BY MODEL AND COUNTRY  

Integration of HIV and  FP  services  with linkages to 
HIV unit in six facilities in Central Province Kenya 

Integration of HIV and  PNC including postpartum 
family planning linked to HIV unit in six facilities in 
Eastern Province Kenya 

Integration of HIV and PNC including 
postpartum FP, linked to HIV unit in four 
facilities  in Swaziland 

ACTIVITY 1: ADAPTATION/STRENGTHENING OF PROTOCOLS, GUIDELINES AND TRAINING MATERIALS FOR HIV/SRH 

NASCOP’s HIV testing protocol and algorithm; and HTC training 
manual National FP training manual and FP guidelines that include 
the WHO Medical Eligibility Criteria (MEC 2009).  BCS+ toolkit 
was re-introduced during the intervention.  

NASCOP’s materials, National FP training and FP guidelines 
that include the 2009 MEC. 
The MOH-DRH Targeted Post-natal Care (PNC) Orientation 
Package was used.  A PNC section in the BCS+ was pretested  

Incorporated Swaziland PMTCT guidelines and 
Kenya PNC orientation package and BCS+ 
(translated into siSwati) 
WHO MEC 2009 used  

ACTIVITY 2: DEVELOPMENT OF AN APPROPRIATE TRAINING, MENTORING AND SUPERVISORY PACKAGE 

Baseline data showed gaps in provider knowledge and skills for 
long acting and permanent methods of FP models 
Mentors 5 day training package was developed with DRH and 
NASCOP for integrated HIV/FP. Included 2 days of theory and 3 
days of clinical practice and skills required for long term FP 
methods – IUD and implants;  HIV CT; creating linkages to HIV 
unit, use of the BCS+ toolkit.  Materials developed: 
The mentee initial assessment form: used by mentor to assess the mentee 
entry behaviour and skills. This helps the mentor plan the training.  
The mentors’ checklist: breaks down sequence of procedures into 
steps; to observe mentee during the training session. The checklist 
also used to assess mentees for certification. 
The mentor’s monthly summary tool: Mentors summarise training 
activities each month. Includes the number of contact hours with 
each mentee and issues affecting the training. 
The mentee logbook: training requirements for RH/HIV integration. 
Used by mentee to keep record of all the sessions/ skills held with 
the mentor. The mentor counter- signs the log book for verification 
of the actual performance. 
In Kenya a total of 9 mentors were selected and awarded mentoring 
certificates from the study sites. Another 12 were trained at the 
same time as a request from the PHMT  

Baseline data showed gaps in provider knowledge and skills for 
LAPM of FP and Focused ANC.  Mentors training package: 5 
days of Focused ANC  to build platform for introducing 
integrated PNC; followed by 5 days of targeted PNC. Included 
improving skills in postpartum FP (implants and IUD) and 
essential PNC; use of the BCS+ toolkit.  
Materials developed: 
The mentee initial assessment form: used by the mentor to assess the 
mentee entry behaviour and skills. For mentor to plan for the 
training.  
The mentors’ checklist: break down sequence of procedures into 
steps. Used by mentor to observe mentee during the training 
session. Checklist used to assess the mentees for certification. 
The mentor’s monthly summary tool: used to report training activities 
conducted by mentors each month. Includes the number of 
contact hours with each mentee and training issues  
The mentee logbook: stipulates training requirements for RH/HIV 
integration. Used by mentee to keep record of all the sessions 
held with the mentor. The mentor counter -signs the log book 
for verification.  
A total of 8 mentors were seleceted  

Baseline data showed gaps in provider knowledge 
and skills for LAPM of FP Mentors trained using 
the Kenya (Model 2) 5 day PNC training Included 
improving skills in PP -FP, essential PNC; use of 
the BCS+ toolkit.  
 Providers were trained in long term methods (IUD 
and implants) by SRHU. 
Materials adapted from Kenya Model 2 
The mentee initial assessment form: (see Kenya Model 2) 
The mentors’ checklist: breaks down the sequence of 
procedures into steps  
The mentor’s monthly summary tool: used to report the 
training activities conducted by mentors each 
month. This was sent tot he mentor coordinator 
who compiled reports. 
The mentee logbook: stipulates all the training 
requirements for RH/HIV integration (See Kenya 
model). 
Mentorship toolkit is described elsewhere. 
In Swaziland due to health provider shortages, four 
retired midwives were selected ase mentors and 
werewere nurse trainers.  

ACTIVITY 3: IMPROVING PROVIDER CAPACITY THROUGH MENTORSHIP 

Skills training for health care providers from MCH/FP units took 
place under the guidance of the mentor team. The training included 
technical skills for long term FP, CT, HIV services, Screening and 
management for STIs. Pre and post test showed improvement (see 
table 7, appendix 3). Mentees trained =55. An additional 60 
mentees from other facilities were also trained  requested by PHMT  

Mentors provide skills training for health care providers from 
MCH/FP units. Included technical skills for PNC, long term 
FP, HIV CT, HIV services, Screening and syndromic 
management of STIs.   Pre /post test showed improvement 
(see table 7 appendix 3).  Mentees trained = 21 

Mentors (retired midwives) provide skills training 
for health care providers: technical skills for 
integrated HIV/PNC (Kenya Model 2).  Long term 
FP training by SHRU.  
No pre/post test done 
Mentees trained = 25 
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Integration of HIV and  FP  services  with linkages to 
HIV unit in six facilities in Central Province Kenya 

Integration of HIV and  PNC including postpartum 
family planning linked to HIV unit in six facilities in 
Eastern Province Kenya 

Integration of HIV and PNC including 
postpartum FP, linked to HIV unit in four 
facilities  in Swaziland 

ACTIVITY 4: ENSURING AVAILABILITY OF MINIMUM LEVELS OF EQUIPMENT AND SUPPLIES FOR INTEGRATED SERVICES 

Procured/distributed basic equipment /supplies necessary for 
integrated HIV/FP; BP machines, stethoscopes, implant/IUD 
insertion kits, autoclaves, portable light: supplies such as gloves, 
syringes and gauze. The ART centres were supplied with FP 
commodities and FP registers once there was qualified mentee to 
offer the FP services in the centre. When stock outs occurred HIV 
test kits procured through KEMSA and NASCOP. 

Procured and distributed basic equipment and supplies 
necessary for integrated HIV/PNC; BP machines, 
stethoscopes, implant/IUD insertion kits,  autoclaves, portable 
light: supplies such as gloves, syringes and gauze. The ART 
centres were supplied with FP commodities and FP registers 
once there was qualified mentee to offer the FP services in the 
centre. HIV test kits procured through KEMSA and NASCOP. 

Procured and distributed: basic equipment and 
supplies necessary for integrated HIV/PNC; blood 
pressure machines, stethoscopes, implants insertion 
kits, IUCD insertion kits, autoclaves, portable light 
and supplies such as gloves, syringes and gauze. 
HIV units did not integrate FP/PNC services in 
Swaziland. 

ACTIVITY 5: SUPPORT SUPERVISION FOR INTEGRATED HIV and FP AND HIV and PNC SERVICES 

Supervision visits took place bimonthly and then quarterly.  The 
supervisor team: DRH, NASCOP, PHMT and respective DHMTs 
(and PC).  During visits quality of FP, HIV testing, use of the FP 
and BCS+ toolkits, data management and record keeping were 
strengthened. Facility meetings with Staff and health facility 
management committees were held to address any issues.  Work 
plans were developed and the implementation of the work plans 
followed up in the subsequent supervision visits.  

Supervision visits took place bimonthly and then quarterly.  The 
supervisor team: DRH, NASCOP, PHMT and respective 
DHMTs (and PC).  During the visits quality of FP, HIV testing, 
use of the FP and BCS+ toolkits, data management and record 
keeping were strengthened. Facility meetings with Staff and 
health facility management committees were held to address 
any issues.  Work plans were developed and the implementation 
of the work plans followed up in the subsequent supervision vi 

Supervision by SRHU, PC and mentor coordinator. 
During the support supervision level of integration 
achieved reviewed. Quality of PNC, FP, HIV 
testing, use of the FP and BCS+ toolkits, and data 
management and record keeping strengthened 
Facility meetings were held in intervention sites to 
address the implementation issues identified.   

ACTIVITY 6: ORGANIZATIONAL CHANGE AND ROLE CLARIFICATION  

In two hospitals (Nyeri and Thika), HIV testing was conducted in 
the FP rooms and HIV+ clients were immediately referred to the 
ART units. These two facilities also had the capacity for CD4 count 
and staff trained in ART management.   
The other 4 study facilities (HCs) did not have a fully functioning 
ART unit, blood sent to hospitals and clients given return date.  

At baseline in Kitui none of the study facilities offered PNC 
services.  The new HIV and PNC services introduced into the 
FP rooms in 4 of the facilities (health centers); while 2 others a 
room was identified for providing integrated PNC services.  
Kitui District Hospital only had capacity for CD4 count /ART 
management. All clients from HCs were referred there.  

Each of the four intervention facilities have 

different layout structurally. Where possible PNC 

and FP or  infant HIV testing were integrated, with 

close referral between rooms in the same facility. 

(usually next door) HIV+ Clients referred to ART. 

ACTIVITY 7: IMPROVING THE AVAILABILITY OF IEC / BCC MATERIALS 

All IEC materials pertaining to FP and HIV reviewed. With MOH, 
gaps in IEC integration materials identified and new ones adapted/ 
developed. IEC materials translated and availed to women receiving 
care as leaflets and posters etc 

HIV and PNC IEC materials reviewed and adapted.   IEC 
materials translated and availed to women and their families as 
leaflets and posters etc EG post-natal leaflet, FP leaflets. Wall 
charts and job aids for PNC were developed and availed.  

HIV/PNC IEC materials reviewed and adapted.  
Following approval the IEC materials are translated 
and availed in the form of leaflets and posters etc 
EG post-natal leaflet, FP method leaflets. 

ACTIVITY 8: STRENGTHENING REFERRAL SYSTEM BETWEEN FP AND ART  

Prior to the intervention no formal referral system in place. Clients 
told where to go; no data exists as to how many were referred and 
of those how many clients actually reached the destination.   
Referral book for CT/FP/ART developed and disseminated.  
Referral forms were then used to record referrals across the 
facilities Client flow assessed for a week in all study sites every 6 
months. 

Referral forms were designed and implemented to record 
referrals across the facilities 
Clients receiving integrated HIV and PNC services that need 
any additional services were referred.  
Referrals also recorded during client flow assessments twice a 
year. 

Referral forms were designed to record referrals 
across the facilities. But MOH refused as were 
developing their own. 
Referrals recorded during client flow assessments  - 
one week /year 
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Integration of HIV and  FP  services  with linkages to 
HIV unit in six facilities in Central Province Kenya 

Integration of HIV and  PNC including postpartum 
family planning linked to HIV unit in six facilities in 
Eastern Province Kenya 

Integration of HIV and PNC including 
postpartum FP, linked to HIV unit in four 
facilities  in Swaziland 

ACTIVITY 9; STRENGTHENING DATA COLLECTION AND RECORDING SYSTEMS 

Registers were reviewed and modified to capture integration data. 

HIV CT is recorded in the FP register. A monthly monitoring tool 

developed to capture HIV CT into FP data and sent to PC  

The PNC register was introduced; 
Using the registers, providers fill a monthly monitoring tool 
developed to capture HIV, FP  and PNC data.  the form 
monthly and send with the facility monthly reports to the RH 
coordinator and PC. 
Data analyzed and feedback to facilities given. 

Registers reviewed and clarified for capturing 
integration data. 
Monthly statistics collected from each facility 

 

Table 8: INTERVENTION DESCRIPTION IN IPPF AFFILIATE HEALTH FACILITIES BY COUNTRY  

Family Health Options Kenya – FHOK: Integration of 
HIV and  SRH  services in six facilities: Nairobi, 
Meru, Nakuru, Kisumu, Thika, Eldoret.  Model 3 

Family Life Association of Swaziland FLAS: 
Enhances Integrated HIVandSRH services in 2 
clinics  (Manzini and Mbabane)  11 outreach sites  
Model 3 

Malawi FPAM: Integration of HIV and 
SRH services in 3Clinics(Ntcheu, 
Lilongwe and Dowa) Model 3 

ACTIVITY 1: ADAPTATION/STRENGTHENING OF PROTOCOLS, GUIDELINES AND TRAINING MATERIALS FOR HIV/SRH 

IPPF Tool kit for integration of HCT into SRH used to reinforce 
integration messages to providers in all facilities. 

Youth peer education manual reviewed  
IPPF Tool kit for integration of HCT into SRH used to reinforce 
integration messages to providers in all facilities. 

IPPF Tool kit for integration of HCT into SRH 
used to reinforce integration messages to providers 
in all facilities. 

ACTIVITY 2: DEVELOPMENT OF AN APPROPRIATE TRAINING, MENTORING AND SUPERVISORY PACKAGE 

Baseline data showed gaps in provider knowledge and skills for 
focused antenatal care, screening for cervical cancer using 
VIA/VILLI, quality of care and integrated HCT.  
Partnership developed with DRH and NASCOP staff at district 
level for mentorship at MOH Sites. Buddy approach to training 
developed – FHOK providers supported by trainers from 
Reproductive health Uganda on quality of care. IPPF Standards 
and guidelines for quality of care adapted and used for 
assessments and training. 

Baseline data indicated gaps in provider skills and knowledge in 
integrated HCT, ART, TB/HIV integration, cervical cancer 
screening using VIA/VILLI, adherence counseling  and long 
acting and permanent methods for FP. 
ICAP provided mentorship to FLAS service providers on ART 
provision.  

Baseline data indicated gaps in general 
understanding of  SRH andHIV integration and  
provider skills and knowledge in integrated HCT, 
ART, TB/HIV integration, cervical cancer 
screening using VIA/VILLI, adherence counseling  
,STI management and  long acting and permanent 
methods for FP. There was also a gap in logistics 
management including lack of manuals. 

ACTIVITY 3: IMPROVING PROVIDER CAPACITY  

 Providers from the six project clinics and 3 other FHOK facilities 
were trained in PITC in collaboration with NASCOP using the 
national training curriculum. A total of 18 providers and 6 
supervisors were trained.   
19 providers were trained on VIA while 24 were updated on ART 
management including TB/HIV management and positive 

Supported integration of SRH and HIV services and enhanced 
outreach to young people, especially YPLHIV and introduced 
ART provision 
Training on ART (5 doctors; 23 nurses); youth friendliness (56 
staff members) ; Safe Motherhood (20 nurses); customer care (35 
service providers) ; Cervical cancer screening using VIA; 

Trained program staff and service providers on 
SRH/HIV integration(20 staff) 
Training on long acting FP methods (IUD and 
implants) = 12 providers trained 
Training on quality of care – 24 staff trained 
Training on logistics management = 24 staff trained 
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Family Health Options Kenya – FHOK: Integration of 
HIV and  SRH  services in six facilities: Nairobi, 
Meru, Nakuru, Kisumu, Thika, Eldoret.  Model 3 

Family Life Association of Swaziland FLAS: 
Enhances Integrated HIVandSRH services in 2 
clinics  (Manzini and Mbabane)  11 outreach sites  
Model 3 

Malawi FPAM: Integration of HIV and 
SRH services in 3Clinics(Ntcheu, 
Lilongwe and Dowa) Model 3 

prevention. 
Training in FANC involved 28 providers and program staff and 
was conducted in collaboration with the RH trainers.  

Training on QoC (20); VCT training (6 service providers); 
Training of service providers on TB/HIV (20) total number of 
training sessions  =n185. Training of community based groups 
such peer educators and community volunteers 

Training on ART = 9 providers trained 
Training on VIA = 12 providers trained 
Training on positive prevention = 12 providers 
trained  

ACTIVITY 4: ENSURING AVAILABILITY OF MINIMUM LEVELS OF EQUIPMENT AND SUPPLIES FOR INTEGRATED SERVICES 

Laboratories in all six clinics were upgraded through procurement 
of haematology analyzers and biochemistry analyzers to 
strengthen monitoring of ART clients. 
Basic equipment were also procured and distributed; BP 
machines, implant/IUD insertion kits, autoclaves, portable light: 
supplies such as gloves, syringes and gauze.  
Computers were procured for all 6 clinics to improve data 
management through automation of the clinic management 
information system(CMIS) 

Purchase of equipment (computers; refrigerators; air 
conditioning for storeroom; BP machines, wheelchair, sterilizer; 
client flow system, etc 
Purchase of drugs (including for OIs and FP commodities)  

Facility improvements including renovation, 
procurement and distribution of equipment, drugs 
and supplies. Bp machines, stethoscopes, weighing 
scales, autoclaves, implant/IUD insertion kits, 
portable lamps. Laboratory equipment including 
haematology analyzers,CD4 count machine, 
biochemistry analyzers and microscopes. 
Drugs and supplies such as gloves, needles and 
syringes. Computers for data management. 
Examination couches  

ACTIVITY 5: SUPPORT SUPERVISION FOR INTEGRATED HIV and FP AND HIV and PNC SERVICES 

Quarterly supervision visits were conducted by the project 
manager service delivery and the M&E officer from the FHOK 
head office.  Supervision visits took place bimonthly and then 
quarterly.  This visits focused on strengthening PITC, data 
management including its utilization for decision making, 
commodity and supplies management and quality of care 
particularly client waiting time issues. IPPF regional office 
conducted half yearly supportive supervision visits during which 
providers and supervisors were updated on SRH/HIV integration 
,quality of care improvement and data management reinforced.  

The clinical services manager conducts supervision visits to the 
clinic and outreach sites. The visits are also supported by the 
M&E manager and the youth program manger to ensure youth 
friendliness 

The service delivery manager and the M&E officer 
conduct quarterly supportive supervision visits to 
the clinics. This visits address quality of care issues, 
strengthen LMIS and commodity and supplies 
management as well and data management 
Quarterly review meetings are held jointly with RH 
and HIV coordinators from all the three districts. 
These meetings tackle issues related to referral, 
reporting and commodities. 

ACTIVITY 6: ORGANIZATIONAL CHANGE AND ROLE CLARIFICATION  

In all sic clinics prior to the project HIV counseling and FP 
services were provided in the same room, clients were referred to 
the VCT room for testing and HIV+ clients referred for ART 
internally. 
After training the HIV services including HCT and FP are 
provided in the same room. The rooms provide integrated 
services and are not designated FP or HIV.  CD4 count is 
conducted through the national laboratory program; samples are 
taken in the FHOK lab and transported to referral labs with 
results received after one week? Haematology, liver function and 

Staff changes/new staff: 
Programs Director, 2 Nursing officers; Part time doctor 
for purposes of ART ,Phlebotomist, Pharmacy Technician, 
adherence counselor  and expert client 
Clients received both SRH/FP services and HCT in the same 
room and are referred to the doctor within the same facility for 
ART initiation and review whenever necessary. 

New staff recruited; service delivery manager, M&E 
Officer, clinical officer 2 nurses. 
In all clinics prior to training only a limited range of 
FP services were provided and only VCT and 
treatment of OIs. The VCT was conducted 
separately by VCT counselors 
After training, renovation and equipping of clinics  a 
broad range of SRH services and HCT are provided 
in the same room and in Ntcheu ART is provided 
by a clinical officer in the clinic. HIV + clients are 
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Family Health Options Kenya – FHOK: Integration of 
HIV and  SRH  services in six facilities: Nairobi, 
Meru, Nakuru, Kisumu, Thika, Eldoret.  Model 3 

Family Life Association of Swaziland FLAS: 
Enhances Integrated HIVandSRH services in 2 
clinics  (Manzini and Mbabane)  11 outreach sites  
Model 3 

Malawi FPAM: Integration of HIV and 
SRH services in 3Clinics(Ntcheu, 
Lilongwe and Dowa) Model 3 

renal function tests are conducted in all six clinics. 
To strengthen M&E  an M&E officer was recruited  

referred for CD4 (Lilongwe and Dowa) while in 
Ntcheu the lab is equipped to carry out CD4 counts 
as well as Haematology and biochemistry analyses.  

ACTIVITY 7: IMPROVING THE AVAILABILITY OF IEC / BCC MATERIALS 

IEC materials on SRH and HIV integration developed with 
particular Emphasis on positive prevention and stigma 
reduction.IEC materials from MOH on FP and HIV were also 
acquired and distributed in all six clinics  

Developed IEC material on ART; FP 
Website upgrading; upgrading of radio studio; Radio adverts; 
exhibition; launch & promotion of ART 

IEC materials developed on FP and HIV, radio talk 
shows and other media events held to promote FP 
and  HIV services 
Launch of project involving media to promote 
services 

ACTIVITY 8: STRENGTHENING REFERRAL SYSTEM BETWEEN FP AND ART  

Prior to the project the internal referral system was informal and 
tracking referral clients was weak. Although there was a referral 
form for external referrals there was no referral map. The 
intervention included development an integrated client booklet 
which the client carries across services in the clinic and a referral 
map for services not provided by FHOK. A formal partnership 
was also developed with the national laboratory network for CD4 
counts.  

Referral forms developed and all clinics have referral maps 
detailing facilities, services and contacts 
MoUs  signed with partners to ensure referral takes place  
 

Developed referral booklets in triplicate and referral 
maps developed jointly with district ministry of 
health (RH & HIV) coordinators  
Outreach sites developed partnerships with MOH 
and other providers to facilitate referrals of clients. 

ACTIVITY 9; STRENGTHENING DATA COLLECTION AND RECORDING SYSTEMS 

Integrated client cards were developed and introduced in all 
clinics, the daily activity register was reviewed to capture 
integrated services and daily tally sheets introduced. Service 
providers were trained in data management . An electronic client 
MIS based on the revised tools is being rolled out. 

Review of data collection tool. Development of data collection 
tool (community activity) Analysis and improvement of data base 
system Training of staff on basic M & E concepts  
An electronic client management information system based on 
the revised tools is being rolled out. 

Review of data collection tool. Introduction of an 
excel electronic data management tool for daily and 
monthly service statistics summary. Development of 
client numbering system to improve tracking of 
clients utilizing integrated services 



                                                                                                                          

Intervention in public health facilities 

 

Description of how public facilities managed organisational change and role clarification  

 

Integrated HIV services into FP model in some health care facilities in Kenya: HIV testing was conducted in 

the FP rooms or another room within MCH/FP unit.  Clients that were tested and found to HIV positive but 

there was no systematic referral to the HIV units (Comprehensive Care Centres). To address this in two of 

the hospitals (PGH Nyeri and Thika district hospital), HIV testing was conducted in the FP rooms and the 

HIV positive clients were immediately referred to the ART units. These two facilities also had the capacity for 

CD4 count and staff trained in ART management.   

 

In the other four study facilities (health centres) which did not have a fully functioning ART unit, many of the 

clients referred were lost to follow up prior to the intervention. To address this, a mechanism for the 

laboratory to send the blood samples to one of the hospitals with capacity to carry out analysis was developed 

(for both FP Model and PNC Model -see below): 

 

Once the nurse identifies any client to be HIV positive, the client is immediately referred to the laboratory for 

CD4 count, HB and LFTs. The lab technician obtains the blood sample and either carries out the lab analysis 

or sends the blood samples to a facility with the capacity to deal with CD4 count and HB.  After one week, 

the blood samples’ results are sent back to the facility in charge, where the nurse working in the FP/PNC 

room handles the filing process and shares the results with the clients during their next appointment. During 

the clients’ consultation the nurse conducts further post-HIV-test counselling. All clients are then referred to 

the ART unit using the referral form developed for the project.  Clients with CD4 count less than 

350mcg/dcl are informed to immediately start ARVs as part of the counselling. The referral forms are tracked 

to find out if the clients attend to the ART units. Clients are also asked to choose which ART unit they wish 

to be referred to. 

 

In Thika, in addition to the district hospital, there is an ART unit run by Family Health Options of Kenya 

(FHOK). In Nyeri district there are three other ART units affiliated with private facilities for clients to choose 

from. Other services for clients living with HIV are offered in the four facilities such as: psycho-socio 

support, HB testing, nutritional counselling and treatment of opportunistic infection, TB screening and 

management. 

Integrating HIV services into post-natal care model in some health care facilities in Kenya: At baseline in 

Kitui district none of the study health facilities offered post-natal services.  Clients were not tested for HIV 

during the post-natal period.  The new  integrated HIV and PNC services were introduced into the FP rooms 

in four of the facilities (health centres); while in Kitui District Hospital and Miambani Health Centre a room 

was identified for the purpose of the providing integrated PNC services.  In Kitui district, the only facility 

which had the capacity for CD4 count and staff trained on ART management was the district hospital. In the 

five other HIV and PNC integrated intervention sites, blood samples for HB and CD4 count for clients 

tested HIV positive during their PNC visits, were taken and sent to the Kitui DH lab. Clients were then asked 

to come back for their results within two weeks. 

 

All intervention facilities in Kitui district offer counselling on ART, psycho-social support, STI counselling, 

provision of condoms for dual protection and TB screening and management. NASCOP and the respective 

DHMTs worked together on strengthening the ART units in the intervention sites. By March 2010, each of 



  INTEGRA Intervention Report May 2012 

24 

 

the study sites had trained nurses and clinical officers on ARV/ART treatment and counselling. Some of the 

support came from other partners namely ICAP and USAID/APHIA II. These services were also introduced 

in the other four facilities (Kauwi, Miambani, Mbitini, Yatta and Mutitu health centres) in April 2010. 

 

Integrating HIV services into post-natal care model in some health care facilities in Swaziland: Although two 

facilities were already providing more than one service per client, there was an initial reluctance to provide 

more than one service to the client in one room. Some providers argued that it would take an hour to provide 

the whole range of integrated PNC services: assessment of mother and baby, post-partum FP, immunisation 

for the baby, counseling and testing for HIV (for the mother if her status is unknown; or if the mother was 

tested more than 3 months ago; and for HIV exposed infant at 6 weeks), counseling on circumcision for male 

infants, and provision of ARV or CTX prophylaxis.  Discussions were held within the facility teams to 

identify the most workable ‘constellation of services’ for that facility – given the layout of the building and the 

working environment. In one of the facilities, clients were getting ‘lost in the corridors’ after having their 

babies immunised. Therefore, the FP/PNC room was moved next to the immunisation room. This worked 

well, but unfortunately visiting-HIV-clinic doctors take this room over on the busiest day of the week 

(Monday). 

 

Referral  

Prior to the intervention there was no formal referral system in place in either country. Clients were just told 

where to go, but there was no data available on how many clients were referred and out of those how many 

clients actually reached the destination.  Referral forms were designed and implemented to record referrals 

across the facilities in both models in Kenya. The same referral forms were to be implemented in Swaziland 

however; the MOH was developing their own forms and were reluctant to have Integra introduce a separate 

one. Unfortunately the MOH version has yet to be implemented.  Nevertheless, in an attempt to capture 

what happens on a daily basis, the project introduced a client flow assessment to see which services clients 

received and/or are referred to during one week.  

 

In Kenya, clients receiving integrated FP or PNC services which required additional services’ provision were 

referred using the referral forms which were printed in triplicate; one page was retained at the point of the 

initial service, and two given to the client – one for the client (given the original copy) and the other to be 

retained at the referral site (receiving the client) for the client’s record. In order to track if the clients arrived 

at the point of referral the duplicate copy was periodically used to track the clients’ visits at the point of 

referral.  

 

The clients were referred from the FP or the PNC room to: the ART unit; to the laboratory within and 

without of the facilities for CD4 count and ART monitoring investigations (e.g. HB, LFTs, RFTs); Sexually 

transmitted infections (STI) investigations (e.g. HVS, VDRL test); psycho-social support and nutritional 

counselling. Clients from the ART units were also referred to the FP clinic to be advised on long term 

methods of family planning or to the PNC clinic for PNC services. Clients suspected to have cervical cancer 

after the VIA/ VILI screening were referred to OBGYN specialist clinic for further follow up and 

investigation. The same forms were also used to refer the client back to PNC or FP rooms after receiving the 

services at the point of referral in order to track and strength linkages within the facility. 

 

In Swaziland the layout, infrastructure and management of each of the four intervention health facilities 

determined which components were integrated and provided in one room and which services were referred. 
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Intervention at IPPF member associations’ clinics  

 

Description of how IPPF MAs managed organisational change and role clarification  

 

Integration of HCT and ART into SRH Model in FHOK, FLAS and FPAM: 

 

FHOK 

Prior to the intervention, clients for HCT were referred to the VCT room. Clients with positive results were 

referred to the SRH rooms for clinical evaluation by a doctor or a clinical officer.  There was no systematic 

referral for services within the clinic and it was not possible to track all clients especially those who opted to 

go to other ART facilities.  

Following the providers’ training on HCT, HIV testing was then conducted in all the rooms including the 

doctor’s room. HIV positive clients were immediately referred to the trained staff in the ART provision for 

further clinical evaluation. All six clinics have capacity for HB, LTFs and RFTs. FHOK clinics have 

established partnerships with public facilities which provide CD4 count tests within their vicinity (mainly 

provincial hospitals). They also have a partnership with KEMRI through the national laboratory network for 

viral load and paediatric infant diagnosis.  

Once the provider identifies any HIV positive client, the provider would immediately refer the client to the 

laboratory for the CD4 count, HB and LFTs tests. The lab technician obtains the blood sample and carries 

out the HB, LTFs and RFTs and sends a sample for the CD4 count to collaborating lab. The CD4 test results 

are then sent back within a week to the FHOK lab technologist who gives them to the ART service provider 

to share with the client during their next visit and for filing. All clients use an integrated card which makes 

internal referrals easy to track. Clients who opt to go to other ART units are referred using a referral form 

developed by the project.  

Clients with CD4 count less than 350mcg/dcl are informed of the need to start ARVs immediately as part of 

the counselling. All HIV positive clients are also referred to the community health workers who manage 

psycho-social support groups which is organized in each of the clinics. The groups provide nutritional 

education and supplementation, legal support, economic empowerment and IEC/BCC for positive 

prevention. The community health workers are trained on adherence, counselling and positive prevention, 

and they play a key role in maintaining client follow and ensuring adherence to ART. 

 

 

FLAS 

In FLAS, at the onset of the project, HIV counselling was carried out by some health care providers but all 

clients were referred for testing to the laboratories in both Manzini and Mbabane clinics. HIV positive clients 

were referred to ART facilities for CD4 counts and ART. Though there was a systematic referral mechanism, 

however, it was not possible to know whether clients have actually reached the referral points and accessed 

the services or not.  The MA also lacked the appropriate staff and infrastructure including storage capacity to 

initiate ART in its clinics.  

 

The Ministry of Health and WHO have trained all the service providers on HCT and ART. FLAS also 

recruited core staff including a doctor, pharmacy technician and phlebotomist to fulfil the requirements for 
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accreditation to provide ART in the Manzini clinic. Nevertheless, the Integra initiative procured the necessary 

equipment and carried out facility renovations to improve client flow. 

 

In the Manzini clinic clients receive HCT and comprehensive SRH counselling and services in the same 

room. Clients who test positive are referred to the ART doctor for further follow up and are then referred to 

the laboratory. The lab technician takes blood samples for HB, LTFs and CD4 counts. The HB test is carried 

out in the lab while the sample for CD4 count is sent to the national laboratory. The results are received 

within one week. Clients with CD4 count of less than 350mcg/dcl are counselled on ART initiation. Clients 

are also referred to psycho-social support groups which are run in collaboration with the network of people 

living with HIV, and SWANNEPA. Some of the clients are also referred to expert clients (People who are 

openly living with HIV and have been trained on positive living and adherence counselling) through a 

partnership with ICAP. 

 

In the Mbabane clinic clients who test positive are referred for CD4 count and those with CD4 count less 

than 350mcg/dcl are referred to an ART unit of their choice including FLAS Manzini.  Both FLAS clinics 

have developed referral maps for providers of the services which FLAS does not provide especially for the 

use at the outreach sites. A referral voucher was developed by the project. However, feedback from the 

referral centres remains a challenge especially that the national referral system has not yet taken off. 

 

FPAM 

At baseline, FPAM was providing only limited FP services (oral contraceptives and injectables) and VCT in 

two clinics only. The VCT services were provided vertically by a VCT counsellor in both clinics. Clients who 

tested positive were referred to ART providing facilities for CD4 count and further ART services depending 

on their CD4 results. The MA had inadequate capacity to provide a full range of FP services and integrated 

HIV services. There was staff shortage, inadequate skills, weak infrastructure, insufficient equipments and 

lack of logistics’ management. The referral system was not systematic; hence it was not possible to track 

whether clients have actually reached the referral centres and accessed the services which they have been 

referred for. 

The MA also experienced perennial RH commodities and drugs stock outs resulting in disruption of services. 

The Integra initiative supported the recruitment of additional staff including clinical officers, nurses, and 

laboratory and pharmacy technicians. It also renovated and equipped three clinics, lilongwe, dowa and ntcheu.  

The intervention also included: staff training on logistics’ management, the development of logistics and 

supplies management manual, the renovation of storage facilities, and procurement of commodities and 

supplies. 

The range of both SRH and HIV services have been expanded in all as indicated elsewhere in this report. 

Through the project intervention all service providers provide a range of SRH services and HCT in the same 

service delivery room.  The clinic in Ntcheu has a fully equipped laboratory and is accredited to provide ART. 

Clients who test positive are referred to the clinician for further evaluation and are referred to the laboratory 

for HB, LFTs, RTFs and CD4 count. Clients who are eligible for ART are initiated and enrolled in the 

psycho-social support groups (Zontheka) for nutritional counselling, adherence counselling and positive 

prevention. 

 

In Dowa and Lilongwe, clients who test positive are referred to ART facilities for CD4 and ART services. 
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A referral system was developed in collaboration with the ministry of health and other partners at the district 

level. Referral maps and booklets were developed and are used during the referral of clients. There is still 

however a challenge in regard to the feedback from the referral sites. 
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Limitations and challenges during intervention implementation  

Acceptability of the mentoring method of training 

Although the mentoring approach in general has been well received by health facility and MOH senior staff, 

there were some challenges in introducing the mentoring methodology.  In Kenya for example, few mentors 

expected to be paid for the extra work which came with the training- however the MOH staff explained that 

this was actually part of their remit. Other providers preferred classroom training – probably seen as a respite 

from the busy clinics- which have resulted in some mentees recruitment difficulties for training in two 

facilities.  Despite involving the management in the consensus building on mentoring as a training method, 

three health facility managers did not adequately support the mentorship process. In facilities where the 

mentors were supported by the manager, the mentee recruitment was easy, and the mentors were relieved 

from some duties such as night duty or weekend coverage to ensure that they had adequate contact time with 

the mentees.  

The DHMTs in the Eastern Province were not able to provide adequate support to the facilities in the 

provision of the necessary supplies such as reagents for VIA/VILI to screen for cervical cancer. The same 

was also observed for three health centres in the Central Province where the mentees had to move to the 

hospitals to acquire this skill. However, the Integra initiative was able to fill this gap once this information 

was known.  

 

In Swaziland the mentoring methodology was acceptable, however, it was difficult in some facilities to find 

enough time to mentor sufficiently because of the high work load and limited number of staff who rotate to 

different clinics within the facility every 2-3 months. Again where the facility management was supportive, the 

mentoring process was much easier.  

 

Staff rotation and deployment 

Retaining service providers after training on knowledge and skills relevant to the unit ensure continued 

service delivery. However, during the intervention, nearly all the facilities in both countries were faced with 

frequent transfers of providers. This affected the mentoring process as well as the service provision. In PGH 

Nyeri an internal rotation transferred two of the mentees from the MCH/FP in 2009. In Kirwara HC,one 

mentee left the facility for further training just before being assessed. In Thika DH, two mentees who had 

just been assessed and were ready to offer the services and new skills gained were moved from the MCH.  

 

In Kitui district, staff rotation in November 2009 had severely affected both the service provision and the 

mentoring process. With the creation of four new districts (Kitui Central, Mutitu, Kitui West and Kitui South) out 

of the original Kitui district, five of the eleven mentors were either transferred or promoted to become district 

public health nurses (DPHNs) soon after the training.  This affected the mentoring in Kauwi and Yatta health 

centres and Kitui DH since the mentors were moved to become the new district DPHNs. In Mbitini HC a mentee 

was transferred to open a new facility.  Staff rotation in April 2010 in Kitui district hospital removed three of the 

mentees just when all the staff in that MCH/FP unit had been trained and certified. The new staff in MCH/FP unit 

had to be mentored all over again slowing down the implementation of HIVandPNC integration.  

 

All the facilities in Kenya operate on a 24 hour basis and MCH/FP staff are also expected to be part of the 

night duty roster. This reduced the contact hours between the mentors and the mentees making the 

mentoring process take much longer than had been anticipated. All the facilities experienced staff shortages 

but this shortage was felt the most at the intervention sites in Kitui district. This had become even more 
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complicated by the implementation of other frequent training workshops where service providers had to 

move from the facilities. Often only one a nurse was available in facility which comprised the quality of 

integrated HIV and PNC services – given that she/he is expected to provide all the services expected. 

 

In Swaziland, historically, health care is task oriented; therefore within the public health units nurses work in 

one area for a set period of time before rotating to another. Therefore, only one nurse provides care for post-

natal care and another provides services for family planning, antenatal care, and immunisation and so on. 

Only one or two mentees could be trained at a time in integrated PNC but would then be moved again.  

 

In the FHOK facilities there is a high staff turnover leading to inadequate capacity of service providers to 
provide integrated services. Furthermore, in some facilities there was weak reporting of FP and SRH and 
HIV integration. Elsewhere some service providers complained of a high workload. 
 

 Frequent stocks out of FP commodities in the intervention sites 

In Kenya, there were frequent stock outs of FP commodities throughout the intervention particularly for the 

long term family planning methods. In Swaziland, some commodities (implants) do not exist in the public 

health sector. This limited the choice of FP method for the clients.  It also affected the mentoring process 

since the mentees were limited in the range of the methods they can provide when counseling the clients. In 

Kenya the implants and condoms (both male and female) were always in short supply. Study facilities were 

also faced with stock outs of HIV testing kits. When there were few HIV testing kits these were reserved for 

pregnant women attending ANC and PMTCT services. PNC and FP clients were therefore not being tested 

during these periods.  In Kenya, the Population Council assisted DRH and NASCOP in the distribution and 

re-distribution of these commodities particularly during stock outs periods. 

Routine monitoring of integration challenged by multiple registers 

Collection, review and use of routine data from PNC, FP and CT registers are a key mechanism in 

monitoring interventions. However, there were certain problems due to the multiple registers (family 

planning, post-natal, immunisation, screening for cervical cancer, STIs, HIV CT) for the different 

programmes as no single register could record ‘integrated’ services. Prior to starting the intervention, registers 

were reviewed to assess the possibility of recording the number of services each individual may receive to 

facilitate recording and reporting of essential indicators. 

 

Transient contextual features: Cholera out break 

A cholera outbreak in Kitui between Nov 2009 and Jan 2010 affected the integrated HIVandPNC service 

provision. The MCH unit in Kitui MCH/FP was turned into an outpatient unit to cater for the cholera 

patients.  Some of the mentors were withdrawn from the health centres to assist in managing the cholera 

epidemic in Kitui District Hospital. The PNC services and mentoring in all the facilities in Kitui were affected 

since facilities operate with very few staff. 
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Challenges to intervention in IPPF MAs 

The different contexts in which IPPF MAs work pose varying challenges especially with regard to human 

resources, RH commodity security, policies and guidelines. 

 

Staff turnover 

All three MAs faced high staff turnover especially for service providers and health information officers. The 

loss of staff with knowledge and skills in provision and tracking of integrated services resulted in delays in the 

initiation of new services such as pharmacy and laboratory services in Malawi which were essential for ART 

provision. Given that monitoring of SRH and HIV integration as an emerging area is still developing, loss of 

qualified trained staff resulted in delays in developing data management systems and tools.  

 

Routine monitoring of integration challenged by multiple registers 

All three MAs implement multiple projects from various donors. Most of these projects are vertical and have 

their own reporting requirements. To meet these needs all of the three MAs had multiple data capture tools 

including client registers as well as reporting formats which posed a challenge to tracking integrated services. 

In all three MAs data requirements and management were reviewed at the beginning of the project. The 

various tools were consolidated into an integrated daily activity register which meets the information needs of 

all partners. However, there still is a challenge where some partners insist on the use of their own registers to 

capture data. 

Conclusion 

The impact of integration in public health facilities is influenced by the process of implementation and the 

context in which this implementation is taking place. The nine elements of the intervention were 

implemented over an initial period of 6 months between August 2009 and April 2010 followed by a 

‘maintenance period’ of another one year. These activities were ongoing but with less technical input. 

Generally the intervention using the mentoring process was found to be a feasible and effective method in 

building the capacity of service providers on HIV and FP and PNC integration. However, the challenges 

which emerged demonstrate that managing change is crucial to successful implementation. The full effect and 

benefits of the different models of integrated SRH and HIV services are described elsewhere.   

           



                                                                                                                          

Appendices: 

Appendix 1: Summary of timeline of public health facility interventions implementation period   
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Appendix 2: Timing and Content of Post-natal Care   

 Summary of Integrated Post-natal care (PNC)  

Timing of 

Assessment  

Services for the HIV negative  pregnant/post-natal mother  

and baby  

Additional services for the HIV positive 

pregnant/post-natal mother  and baby 

Antenatal care 

(ANC) 

Mother  

Provide information on danger signs in labour and delivery and 

immediate post-natal period  

Counselling on early and exclusive breastfeeding (EBF) and the 

Lactational Amenorrhea Method (LAM) 

Discuss fertility preferences after birth of this child and family 

planning options and preferences 

Discuss possibility of immediate post-delivery provision of a long-

acting or permanent method (LAPM) for women wanting no more 

children or spacing of three or more years 

Mother  

Same  as for HIV negative mother plus 

PMTCT: 

CD4 count if  ≤ 350 eligible for HAART 

CD4 count ≥ 350  ARV prophylaxis continues   

- daily AZT during pregnancy 

During labour administer  Sd- NVP + AZT 3TC 

followed by AZT/3TC for 7 days post delivery  

Adherence counseling  

Baby 

Provide information on care of the newborn including danger signs 

to look out for and when to seek care 

Baby 

Advise on ARV prophylaxis at birth and 

throughout breastfeeding period 

Assessment 1: 

Pre-discharge if 

delivery at a 

facility 

 

Within 48 hours 

attendance at an 

MCH centre if 

delivered at home 

Focused physical examination of the mother:  weight, blood 

pressure, pulse, temperature, pallor, breast examination, pelvic 

examination  uterus  involution,  lochia healing of perineum 

(tears/episostomy),  

Support breastfeeding, checking the breasts to prevent mastitis. 

Counselling on early and exclusive breastfeeding (EBF) and  

Lactational Amenorrhea Method (LAM) 

Counselling on Healthy Timing and Spacing of Pregnancies (HTSP) 

through using FP on completion of LAM 

Provision of LAPM 

Counsel and test for HIV if unknown 

Check if VDRL positive during pregnancy and treatment received  

Complete tetanus toxoid immunisation if required 

Refer for complications such as bleeding, infections or post-natal 

depression  

Counsel on danger signs and home care 

SAME PLUS 

Refer to ART unit for follow up, as required  

Adminster standard does NVP +AZT/3TC 

In labour followed by AZT/3TC for 7 days post 

delivery  

Services for baby 

Assess for danger signs, measure and record weight, check 

temperature and feeding  

Essential newborn care ( promote warmth, eye care ,cord care, early 

optimal feeding) 

Newborn physical examination  

Newborn danger signs and management of complications  

Treatment for congenital syphilis as required 

SAME PLUS 

Infant regime: provide extended NVP 

prophylaxis until one week after cessation of 

breastfeeding 

6 weeks of NVP if not breastfed 

Exclusive breastfeeding 

 

Assessment 2: 

Within 3 -7 days 

at MCH clinic 

Same as Assessment 1  

Maternal danger signs and management of complications 

Review breastfeeding ask mother to demonstrate  feeding ask how 

she is managing   

Counsel on return to sexual activity and return to fertility 

HTC if not done since pregnancy  

Appointment for next visit (depending on assessment) 

All as above  

Adherence to ARVs  Referrals to ART unit as 

indicated 

If not breastfeeding emphasis AFASS 

Possibility of pregnancy from 4 weeks if return 

to sexual activity  
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 Summary of Integrated Post-natal care (PNC)  

Timing of 

Assessment  

Services for the HIV negative  pregnant/post-natal mother  

and baby  

Additional services for the HIV positive 

pregnant/post-natal mother  and baby 

Essential newborn care 

Baby danger signs and management of complications 

Immunization 

EBF 

Counsel mother on PCR test at 6 weeks  

ARVs  (daily NVP) as indicated 

 

Assessment 3: 

Six weeks at 

MCH clinic 

As above 

Iron and  folate for anemia  Vit A if not given  

Return to sexual activity, menses and fertility 

FP counselling & provision of methods  

Dual method use: condom plus LAM, If not LAM then Condom 

plus other FP method 

HTC if not tested since pregnancy  

For women attending for first time at six weeks who gave birth 

at home  provide all of the above 

CTX and ART prophylaxis/Referrals to ART 

unit  

 

For the baby  

As above  

Growth monitoring, Routine immunization  

EBF /infant feeding  

Next appt 4 weeks for next immunisation  

Continure NVP  

Begin cotrimoxazole from  6 weeks  of age until 

HIV status is determined.  

DNA PCR for baby  

If positive do CD4, FBC LFT and WHO clinical 

staging 
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Appendix 3: Algorithm for Using the Balanced Counseling Strategy Plus - Second Edition 

Pre-
Choice 
Stage 

 

1. Establish and maintain a warm, cordial relationship.  

2.  Inform client that there will be an opportunity to address other health needs after family planning needs are 
addressed.  

3.  Ask client about current family size, desires to have more children and current contraceptive practices. Counsel 
the client on Healthy Timing and Spacing of Pregnancy using counseling card. 

a) If client is currently using a family planning method, ask about her satisfaction with it and her interests to continue or change her 
method. 

4.   Rule out pregnancy using the checklist to be reasonably sure a woman is not pregnant 

ASK THESE 6 QUESTIONS: IF “YES” IF “NO” 

1. Did you have a baby less than 6 months ago? If so, 
are you fully breastfeeding? Have you had no 
menstrual bleeding since giving birth? 

If “Yes” to any of 
these questions, and 
client is free of signs 
and symptoms of 
pregnancy, 
pregnancy is unlikely. 
 
-Continue to Step 5 

1. If “No” to all of the questions, pregnancy 
cannot be ruled out. 

2. Give client pregnancy test if available.  
a) If negative, continue to Step 5 
b) If positive, ask if pregnancy is wanted.  

-If wanted, refer her to ANC.   
-If not wanted, counsel on other 
options (i.e. adoption, termination of 
pregnancy). 

3. If pregnancy test is not available,  
a) Ask her to return when she has her 

menstrual bleeding.  
b) Provide her with a back-up method, 

such as condoms, until then. 

2. Have you abstained from unprotected sex since 
your last menstrual bleeding or delivery? 

3. Have you given birth in the last 4 weeks? 

4. Did your last menstrual bleeding start within the 
past 7 days (or within 12 days if you plan to use 
an IUD)? 

5. Have you had a miscarriage or abortion in the past 
7 days? 

6. Have you been using a reliable contraceptive 
method consistently and correctly? 

5.  Display all of the method cards. Ask client if she/he wants a particular method. 

6. Ask all of the following questions. Set aside method cards based on the client’s responses. 

a) Do you wish to have children in the future? 

If “Yes,” set aside vasectomy and tubal ligation cards. Explain why. 
If “No,” keep all cards and continue. 

b) Have you given birth in the last 48 hours? 

If "Yes," set aside combined oral contraceptives (the Pill), combined injectables, implants, and tubal ligation. 
If "No," continue with next question 

c) Are you breastfeeding an infant less than 6 months old? 

If “Yes,” set aside the combined oral contraceptives (the Pill) and combined injectable cards. Explain why. 
If "No," or she has begun her monthly bleeding again, set aside the lactational amenorrhea (LAM) card. Explain why. 

d) Does your partner support you in family planning? 

If “Yes,” continue with the next question. 
If “No,” set aside the following cards: female condom, male condom, withdrawal, Standard Days Method©, and TwoDay 
Method©. Explain why. 

e) Do you have any medical conditions? Are you taking any medications? 

If "Yes," ask further about which medical conditions and/or medications. Refer to WHO Medical Eligibility Criteria Wheel or 
current national guidelines and set aside all contra-indicated method cards. Explain why. 

If "No," keep all the cards and continue. 

f) Are there any methods that you do not want to use or have not tolerated in the past? 

If “Yes,” set aside the cards the client does not want. 
If “No,” keep the rest of the cards. 
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Method 
Choice 
Stage 

 

7. Briefly review the methods that have not been set aside and indicate their effectiveness.  

a) Arrange the remaining cards in order of effectiveness (number on back of each card). 

b) In order of effectiveness (lowest number to highest), briefly review the attributes on each method card.  

8.  Ask the client to choose the method that is most convenient for her/him. 

9.   Using the method-specific brochure determine whether the client has any condition for which the method is not 
advised. 

a) Review “Method not advised if you…” section in the brochure. 

b) If the method is not advisable, ask the client to select another method from the cards that remain. Repeat the process from Step 8.  

Post-
Choice 
Stage 

 

10.  Discuss the method chosen with the client, using the method brochure as a counseling tool. Determine the 
client’s comprehension and reinforce key information.  

11. Make sure the client has made a definite decision. Give her/him the method chosen and/or a referral. 
Depending on the method selected, provide a back-up method. 

12. Encourage the client to involve partner(s) in decisions about/practice of contraception through discussion 
or a visit to the clinic. 

Systematic 
Screening 
for Other 
Services 
Stage 

 

13. Using information collected previously, determine client's need for postpartum, newborn and infant care or well-
child services. 

a) If client reported giving birth in the past one year, review the Promoting Healthy Postpartum Period card and Promoting Newborn 
and Infant Health card with client. Provide or refer for services, if needed. 

b) For clients with children less than 5 years of age, ask if the children have been taken to well-child services. Provide or refer for 
immunizations and growth monitoring services, if needed. 

14.  Ask client when she had her last screening for cervical cancer (VIA/VILI or pap smear).  

a)  If her last screening was more than 3 years ago or she doesn't know, ask if she would like to have a screening today. Provide or refer 
for services. 

b) If her last screening was less than 3 years ago, continue with next question. 

15.  Discuss STI and HIV transmission and prevention with all clients using the STI and HIV Transmission 
and Prevention counseling card. Offer condoms and instruct clients in correct and consistent use. 

16. Conduct STI and HIV risk assessment using the STI and HIV Risk Assessment counseling card. If symptoms 
are identified, treat her/him syndromically. 

17. Ask client if she/he knows her/his HIV status. 

a) If client knows she/he is living with HIV,  

- Review Positive Health Dignity & Prevention counseling card with client 

- Review Dual Protection counseling card with client 

b) If client is HIV negative or does not know her/his status,  

- Discuss and offer the client an opportunity for HIV counseling and testing (C&T),using HIV Counseling & Testing card 

- If willing, test (or refer) client for HIV C&T 

- Counsel him/her on the test results according to national protocols. Know where to refer for care and treatment if the person is 
living HIV 

18. Give client follow-up instructions, a condom brochure and the brochure of the method chosen. Fix a 
date for next consultation visit. 

19.   Thank her/him for the visit. Complete the counseling session. 

 

 


