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Background

T

he importance of linking reproductive health
(RH) and HIV/AIDS policies, programs, and
services has been acknowledged by six major
international agencies. These linkages are considered essential for meeting international development goals and targets, including the United
Nations Millennium Development Goals.1,2,3,4,5,6,7
Clients seeking HIV services and those seeking
RH services share many common needs and
concerns, and integrating services enables providers to efficiently and comprehensively address
them. In addition, strong linkages help to ensure
that the RH needs and aspirations of all people,
including people living with HIV, are met.
Family planning (FP) is one aspect of RH where
linkages with HIV programs are especially important. Integrating FP services into HIV prevention, treatment, and care services provides an
opportunity to increase access to contraception
among clients of HIV services who do not want
to become pregnant, or to ensure a safe and
healthy pregnancy and birth for those who wish
to have a child. In countries where FP services are
well used, integrating HIV services into the existing FP infrastructure is an opportunity to expand
HIV prevention efforts and increase the use of
care and treatment services. In both approaches,
integration has the potential to draw on the
strengths and resources of both programs in
order to increase access to services, improve
health outcomes for the mother and infant, and
contribute to HIV and FP goals.
It is critical to pursue the integration of FP and
HIV services in a strategic and systematic manner
so as to maximize the public health impact of
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these efforts. Program managers at the country level are increasingly requesting guidance
on how to integrate services, yet few rigorous
evaluations have been conducted to identify
best practices. This document was developed in
response to a growing call for strategic considerations on ways to strengthen the linkages
between FP and HIV/AIDS policies, programs,
and services.

Key Definitions
The terms integration and linkages are used
throughout this document and are based
upon the following definitions, which
have been adapted from Rapid Assessment
Tool for Sexual and Reproductive Health
Linkages: A Generic Guide, developed by IPPF,
UNFPA, WHO, UNAIDS, GNP+, ICW,
and Young Positives.
Linkages: The bidirectional synergies in
policy, programs, services, and advocacy
between RH and HIV.
Integration: Combining different kinds of RH
and HIV services or operational programs to
ensure and maximize collective outcomes.
It would include referrals from one service
to another and is based on the need to offer
comprehensive services. Integration refers
exclusively to health service provision and is
therefore a subset of linkages.
A glossary of additional selected terms can
be found at the end of the document.

Client Benefits of Integrating Family
Planning and HIV/AIDS Services

F

amily planning can improve the health of
women by delaying first births, lengthening
intervals between births, reducing high-risk
pregnancies, and reducing unintended pregnancies that could lead to unsafe abortions. In
addition, use of male and female condoms can
prevent sexually transmitted infections (STIs),
including HIV.
Among women and men with HIV who are
sexually active and do not wish a pregnancy,
contraception has the added benefit of reducing
HIV-positive births and, by extension, the number of children needing HIV treatment, care, and
support.8,9,10 Indeed, prevention of unintended
pregnancies in HIV-positive women is one of the
four cornerstones of a comprehensive approach
to the prevention of mother-to-child transmission (PMTCT) of HIV. Nevertheless, unintended
pregnancies among women with HIV remain
unacceptably high.11,12,13
For clients who are already accessing FP services, the addition of HIV counseling and testing
provides an opportunity for this sexually active
population to learn their HIV status, how to
protect themselves from infection if they are HIVnegative, and how to prevent transmission to
their sex partners and infants if they are HIV-positive. Strategies to help more people learn their
status can also facilitate access to HIV treatment,
care, and support. In many countries, family planning service settings can serve as a platform for
provider-initiated testing and counseling (PITC).
For women and men with HIV who want to have
children, linkages between RH and HIV programs
are important to ensure access to services that
will allow for a safe pregnancy and delivery.
These services include, but are not limited to,
preconception counseling and antiretroviral
therapy (ART) to reduce vertical transmission
risks. Closely spaced births and HIV/AIDS both
increase risks of adverse pregnancy outcomes,
such as low birth weight, preterm birth, and

infant mortality. Counseling on healthy timing
and spacing of pregnancies is therefore especially important for women with HIV who want
to have a child. 14,15,16 Individuals in serodiscordant
relationships might need information on minimizing the risk of infecting their partners along
with assisted conception services.

What Is the Purpose of This Document
and Who Should Use It?

A

recent Cochrane review of the literature on
RH and HIV linkages found that integrating
FP and HIV services was feasible.17 Few studies,
however, included rigorous evaluation designs
that allowed for the identification of evidencebased recommendations on how to effectively
integrate these services. Nevertheless, many
ministries of health (MOHs) and implementing
partners are pursuing and, in some cases, scaling
up integrated FP/HIV services at the facility level
and through community-based programs. They
have based their efforts on best practices and
lessons that they learned from implementing FP
and HIV/AIDS programs separately.
Given the limited scientific evidence available
to define a set of integrated best practices, this
document aims to provide program planners,
implementers, and managers (including MOH
officials and other country-level stakeholders)
with strategic considerations for implementing
or strengthening integrated FP/HIV services. The
document does not address other reproductive health issues that are also central to linked
approaches, such as gender-based violence and
STI management. (These and other RH issues will
be discussed in future briefs.) Instead, the focus
here is specifically on the intersection of FP and
HIV, and thus should be used in the context of
broader efforts to ensure universal access to RH
services and HIV prevention, care, treatment, and
support programs.
This document is based on a combination of
expert opinions, recommendations in the published literature, and lessons learned from field
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experience with integrating services to date. It
offers a range of activities for program planners
to consider implementing in order to enhance
new or existing linkages. It also acknowledges,
however, that integrating FP and HIV services
might not be appropriate in every circumstance
or country. Where integration is appropriate, this
document is intended to help program planners identify action steps. It also provides links
to existing resources, such as facility-assessment
tools, training curricula, and job aids, that will
support the implementation of action steps.
Most of the documented experience integrating
FP and HIV services has been in African countries
experiencing generalized HIV epidemics, but
many of the lessons learned in these countries
are applicable to other regions and countries as
well. As implementers put these strategic considerations into practice, the evaluation and documentation of these efforts is imperative. More
data are needed to refine our understanding of
effective, integrated service delivery approaches
and to prioritize intervention activities. As this
information becomes available, this document
will be updated to reflect the rapidly evolving
state of knowledge about how and when to
integrate FP and HIV services.

Expert Consultation

T

he strategic considerations presented here
are drawn from experts in FP and HIV who
represent more than 20 international development organizations and country-level program
implementers. The experts participated on panels that reviewed the published and unpublished
literature on three approaches to integration:
FP/HIV counseling and testing, FP/PMTCT, and
FP/HIV care and treatment. They determined
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that, although the authors suggested ways to
improve program integration, most of them
did not present strong empirical evidence to
support their claims directly. Nevertheless, the
panel members identified common themes in
the literature and drafted recommendations for
strengthening field-based integration efforts. The
recommendations were discussed at a workshop
for technical experts that was held in October
2008. More than 100 researchers, program implementers, MOH representatives, international
donors, technical assistance staff from institutions in Africa, and U.S. government officials who
are involved in FP/HIV integration attended the
workshop. This document emerged from that
workshop.

Strategic Considerations for the
Integration of Family Planning
and HIV Services

F

our key questions and corresponding
activities are central to systematically and
strategically pursuing stronger linkages between
FP and HIV policies, programs, and services:
1. What type of service integration, if
any, is needed?
2. To what extent should services be
integrated?
3. What steps are needed to establish and
sustain high-quality integrated services?
4. What information is needed to measure
program success and inform program or
service delivery improvement, replication,
or scale-up?

Table 1 presents these questions and the key
factors that planners need to consider. Each
question and its key considerations are then
described in greater detail in subsequent
sections. We recommend that a joint task force
between the RH/FP, maternal and child health
(MCH), and HIV departments within a country’s
MOH be formed to lead the planning process.
That process should begin with an analysis

of what type of service integration is needed.
These government leaders should invite other
stakeholders, including policymakers, donors,
providers, clients, PLHIV, and community leaders
to participate on the task force. Making informed
decisions about the integration process could
take time, but it should strengthen the overall
quality and impact of health services.

Table 1: Strategic Framework for the Integration of Family Planning and HIV Services
Key question

Key activity

1. What type of service integtion, if any, is needed?

Country- or regional-level
situation analysis

Key considerations
n

n

n

n

2. To what extent should
services be integrated?

Facility- or com munity-level
assessment

Development and implementation of intervention package

Collection of strategic
information

Availability, strength, and organization
of existing FP and HIV services
Potential demand for FP and HIV
services
Available financial resources

n

Human resource capacity

n

Physical set-up of facility
Strength and organization of existing
services

n

Client flow and volume

n

Available financial resources

n

Community outreach

Needs and opportunities to improve:
n

n

4. What information is needed
to measure program success
and inform program or service delivery improvement,
replication, or scale-up?

Contraceptive prevalence rate (CPR),
unmet need for FP

n

n

3. What steps are needed to
establish and sustain highquality integrated services?

HIV prevalence and distribution

Policy environment
Technical capacity of providers,
supervisors, and other health workers

n

Facility set-up and systems

n

Commodity supply

n

Community involvement

n

n

n

Indicators for routine monitoring and
evaluation
M&E systems
Opportunities for rigorous operations
research studies
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1. What type of service integration, if
any, is needed?
HIV prevention, care, and treatment services are
often integrated into the primary health care
infrastructure, which includes FP services, with
the goal of increasing access to HIV services.
Similarly, FP services can be integrated at several
HIV service delivery points: HIV counseling and
testing (CT), PMTCT, and care and treatment
services. The primary goal with this integration
approach is to increase access to FP services
among clients of HIV services. These linkages can
occur through both facility- and communitybased programs. Prior to pursuing a particular
approach, program planners must weigh the
potential benefits and challenges (as outlined in
the text box on the next page) in the context of
(1) the strength and structure of health services
that are currently offered in the country and (2)
local FP and HIV data. Such an analysis will help
planners determine if it makes sense to integrate
services and if certain approaches should be
prioritized for particular regions or populations
(for example, urban versus rural and groups at
higher risk of HIV exposure).
One of the most important contextual factors
to consider is the scale of the HIV epidemic.18
The integration of comprehensive HIV services
into FP services might not be appropriate at a
national level if an epidemic is concentrated or
at a low level. If the majority of the FP clients
are not at risk of HIV or not in need of most HIV
services, targeted HIV programming would have
more impact.
The scale of the epidemic has less bearing on
decisions about whether or not to integrate FP
services into HIV prevention, care, and treatment
programs. Regardless of whether HIV services
have been established to reach groups at higher
risk in a country with a concentrated epidemic
or for the population at large in a country with
a generalized epidemic, these services offer an
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opportunity to address the FP needs of their
clients. Numerous studies suggest that clients
of HIV services have a substantial unmet need
for contraception in both concentrated and
generalized epidemics.19,20
National MOH planners must also consider the
availability and strength of existing health service
delivery programs and resources available to
support implementation of integrated services.
For example, in countries where contraceptive
prevalence is low and the basic infrastructure for
national FP services is weak, integration might
have to be staged, starting with capitals and
large provincial cities. If government leaders
and other stakeholders are committed to
improving the quality of health services and have
sufficient resources and support from donor and
multilateral sources, integration could actually
strengthen the health system as a whole. A
recent study in Rwanda showed that adding
basic HIV services funded by the President’s
Emergency Plan for AIDS Relief (PEPFAR) to
primary health centers contributed to an
increase in the use of reproductive health and
other services in those facilities.21
In countries where HIV prevalence is high and
the existing FP infrastructure is relatively strong,
integration provides a valuable opportunity
to comprehensively address the risk of HIV
infection, prevent unintended pregnancy,
and promote healthy birth spacing and birth
outcomes. In countries where HIV treatment
services are available, the need to link them
with reproductive health services is especially
important. With antiretroviral therapy restoring
health and fertility in PLHIV, links to services
that enable women to realize their pregnancy
intentions are essential.
continued on page 14

Benefits and Challenges of Different Types of Family Planning/HIV Service Integration
Integrating FP into HIV Counseling and Testing
Benefits
n

This approach reaches men, youth, couples, and unmarried women who might not use
traditional FP programs but who have unmet needs for contraception with FP information
and services.

n

The integration allows for holistic sexual health counseling.

n

It serves hard-to-reach populations through various models of service delivery, such as mobile,
outreach, and home-based counseling and testing.

n

Family planning counseling provides an opportunity for both HIV-positive and HIV-negative
clients to avoid initial or subsequent unintended pregnancy.

n

Family planning counseling provides an opportunity to promote correct and consistent condom
use for dual protection against STI/HIV acquisition or transmission and unintended pregnancy.

Challenges
n

Counseling and testing is usually a one-time visit, and it seldom includes ongoing services or
follow-up for clients.

n

It generally requires referral systems, which often are inadequate, for resupply and follow-up for
complications and side effects of FP methods.

n

It is unclear if CT clients are more receptive to FP counseling during pre- or post-test counseling.

n

Combining CT and FP counseling might place an undue time burden on the counselor,
particularly in high-volume CT settings or in settings where clients are unfamiliar with HIV and FP
and require full counseling on disease transmission and FP topics.

n

Many CT counselors are basic-level health workers or lay counselors who might require
substantial training, monitoring, and supervision to provide FP services.

n

Providers need training on how to communicate with clients about dual method use and dual
protection when discussing condoms.

n

The feasibility of integrating FP services into PITC is unknown.

Integrating FP into PMTCT programs
Benefits
n

Family planning information reaches women of reproductive age who were recently and
might still be sexually active, have a high probability of future pregnancies, and are known to be
HIV-positive.

n

Postpartum women have high levels of unmet need for FP.

n

Multiple provider contacts (during antenatal, intra-partum, and postpartum care, and with
transition into pediatric care and care for the woman) are opportunities to repeat FP messages.

n

Integration offers opportunities for linking with community outreach programs.

n

Integration offers opportunities for counseling serodiscordant couples.
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n

Because providers have already been trained in FP, they can provide FP services with little
additional training.

Challenges
n

Most PMTCT clients are reached during antenatal care (ANC) when they are pregnant and the
uptake of an FP method is not possible. All intentions to initiate an FP method require follow-up
at delivery and/or postpartum.

n

Many births do not take place at health facilities, which limits opportunities for postpartum FP
counseling and uptake.

n

It is difficult to reach men and youth in the maternal and child health (MCH) service
delivery setting.

Integrating FP into HIV Care, Treatment, and Support Settings
Benefits
n

This approach reaches only HIV-positive clients, thereby maximizing opportunities to prevent
unintended pregnancies among clients who do not wish to become pregnant and reduce
mother-to-child transmission.

n

It provides opportunities to reach men with FP information and services.

n

Regular repeat visits allow for reiterating FP messages, resupplying FP methods, following up for
complications and side effects, and meeting changing fertility desires.

n

Providers are familiar with clients’ HIV status, health status, and treatment regimen, all of which
they can take into account when providing FP counseling.

n

HIV care, treatment, and support settings might be a less stigmatizing or discriminating
environment for PLHIV to discuss fertility intentions, contraception, and sexuality.

n

Established linkages between HIV treatment programs and community volunteer services for
adherence support offer a natural fit for FP follow-up.

n

Integration offers the opportunity for counseling serodiscordant couples.

Challenges
n

Providers could feel too burdened with sick, complicated patients to take the time to discuss
FP issues.

n

Providers need training on how to communicate with clients about dual method use and dual
protection when discussing condoms.

n

This approach requires close coordination with FP providers for record keeping, supervision,
monitoring, and receiving FP medical updates.

Integrating HIV Services into FP Clinics
Benefits
n
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Integrating HIV services provides an opportunity to promote correct and consistent condom use
for dual protection against HIV/STI infection and unintended pregnancy.

n

The uptake of HIV services (particularly CT services) among FP clients might increase.

n

Integrated services reduce the stigma associated with freestanding HIV clinics and might thereby
increase the use of HIV services.

n

The availability of HIV services could attract clients who do not typically access FP services and
thereby foster new contraceptive users.

n

Providers are able to tailor contraceptive counseling based on the client’s HIV status.

n

Integrated services offer opportunities for HIV prevention counseling among women of
reproductive age, including married women who might underestimate their risk of HIV.

n

The availability of more comprehensive services and support for FP clients might improve
contraceptive adherence and continuation.

Challenges
n

This integrated approach might not reach individuals at high risk of HIV infection and might not
be the most efficient and effective way of reaching those individuals at most risk, such as men
who have sex with men (MSM), sex workers, and injection-drug users.

n

This approach is unlikely to be cost-effective in areas of low HIV prevalence or concentrated
epidemics.

n

Family planning providers might have no background in HIV services, thus requiring substantial
training, monitoring, and supervision to provide HIV-related services.

n

Providers need training on how to communicate with clients about dual method use and dual
protection when discussing condoms.

n

Adding complex HIV-related services could place an undue time burden on FP providers.

Integrating HIV Services into Community-based FP Programs
Benefits
n

Integrating HIV services leverages existing community FP services (for example, communitybased promoters and distributors) to add HIV counseling and referrals.

n

Many community-based FP workers already provide some information on HIV, AIDS, and STIs.

n

Integrating HIV services provides the opportunity to promote correct and consistent condom
use for dual protection against HIV/STI infection and unintended pregnancy.

n

Integrating services adds the opportunity for HIV prevention counseling for women of
reproductive age, including married women who might underestimate their risk of HIV.

n

Uptake of HIV services, particularly CT services, among FP clients might increase.

Challenges
n

Community-based FP workers could have limited backgrounds in HIV services, thus requiring
additional training, monitoring, and supervision to provide HIV counseling and communicate
with clients about dual method use and dual protection when discussing condoms.

n

Integrating services might add time to an already full schedule.
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continued from page 10

In addition to the challenges noted above, all
efforts to integrate services will have to consider
ways to address two, crosscutting challenges
rooted in social context. The first is the bias that
many health care providers and community
members have against HIV-positive women
bearing children. Helping women and men to
realize their fertility intentions is a key goal of any
integration effort. Given that infected women
could be more vulnerable to rights abuses than
uninfected individuals, extra attention must be
paid to ensuring that HIV-positive women and
couples are able to make informed reproductive
decisions free of coercion. The second challenge
is the need to consider how the potential impact
of integrated FP/HIV programs might be mitigated by prevailing gender norms. For example,
if integrating HIV counseling and testing into FP
services helps more women learn their status,
efforts should be made to ensure that these
women are not at increased risk of gender-based
violence for disclosing their status. Similarly,
efforts to increase access to contraception
through integration could have limited success
if women do not feel empowered to initiate and
use a method without their partners’ consent.
2. To what extent should services
be integrated?
A one-size-fits-all approach to FP/HIV linkages,
and service integration in particular, does not
exist. Even in countries with greater resources,
it is often not feasible for every facility to offer
all contraceptive- and HIV-related services in
the same place at the same time by the same
provider. Governments and private providers will
have to make decisions about which specific FP
and HIV services to integrate, when and where
to integrate them, and the extent to which they
should be integrated.
The MOH of Kenya led the integration of FP services into HIV voluntary counseling and testing
(VCT) services there, and the USAID-supported
ACQUIRE project integrated FP services into
private-sector HIV care and treatment services
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in Uganda. Their experiences suggest that different types of integration might be appropriate
for different health care facilities or programs,
depending on available resources, capacity, and
facility set-up.22,23
For example, some managers of facilities offering
HIV care and treatment services could determine
that it is feasible for their clinicians to incorporate
FP counseling into their discussions with clients.
They might also provide select methods (such as
condoms, pills, and injectables), monitor ongoing
use, and make referrals for all other methods.
Another facility might offer both HIV counseling and testing and FP services, but in separate
rooms by separate providers. Managers in this
case might determine that the best use of limited
resources is to equip the facility’s HIV counselors to screen their clients for risk of unintended
pregnancy, offer basic information about FP, and
provide a same-day referral to the FP room if
needed. In this scenario, the FP provider would
become responsible for providing appropriate
follow-up care related to the client’s FP use.
Similar recommendations emerged from the
USAID-supported FRONTIERS project’s experience integrating counseling and testing for HIV
into FP services in Kenya and South Africa. The
project explored two integrated approaches:
a testing model, in which FP providers were
trained to offer CT services and post-test counseling during the same visit; and a referral model,
in which FP clients wanting CT services were
referred to a specialized CT facility. Both models
resulted in significant improvements in the quality of care and in HIV prevention behaviors at an
affordable cost. Moreover, adding HIV services
did not adversely affect the FP service. Both
countries are expanding their implementation of
the two approaches, allowing individual clinics to
determine which approach is most feasible.24,25
After decisions have been made at the national
or regional level as to which type of integration
to pursue, program planners, facility managers,
and other stakeholders should assess their

physical, human, financial, and technical capacity
to add new services at the facility or community
levels. Based on this analysis, planners can determine the extent to which they can integrate
new services without compromising the quality
of existing services. The text box below offers
examples of FP services that can be integrated
into HIV services, and HIV services that can be
integrated into FP services.

referrals for testing. In Kenya, Pathfinder International leveraged its Community-based HIV/
AIDS Care, Support, and Prevention Program
(COPHIA) to address the need for FP among
clients by training community health workers
(CHWs) to offer FP counseling, adding condoms
and pills to CHW home-based care kits, and
strengthening linkages between COPHIA’s
community networks and local health facilities.

At the community level, networks of community-based organizations, support groups, and
volunteers present a valuable opportunity to
meet clients’ interrelated FP and HIV needs and
to provide appropriate links to facility-based
integrated services. For example, Pathfinder
International trained existing FP communitybased distribution volunteers in Ethiopia to
provide HIV prevention education and offer

These pilot initiatives in community-based
FP/HIV integration have demonstrated broadened access to HIV prevention education,
increased demand for HIV testing, and expanded
FP method use.26 Involving community leaders
and health outreach workers in integrated service design and delivery also promotes responsiveness to local needs and awareness
of available services.
continued on page 18

Examples of Family Planning/HIV Integration for the Clinic and the Community
Examples of FP services that can be integrated into all HIV settings
n

Assessment of the fertility intentions of male and female clients

n

Referrals to FP services for clients at risk of unintended pregnancy

n

Referrals to PMTCT services for HIV-positive clients desiring pregnancy

n

Provision of male and female condoms and demonstration of correct use

n

Promotion of condom use for dual protection

n

Informed choice counseling on the full range of available FP methods and where to access
them, including discussion of method effectiveness, side effects, and non-contraceptive benefits;
potential drug interactions with hormonal contraceptives if the client is on ART; the capacity of
FP methods to prevent STI/HIV infection; and dual method use

n

Discussion of increased risk of miscarriage for women with advanced HIV infection

n

Counseling on the effects of ART in improving the health of people living with HIV, including a
return to fertility

n

For HIV-positive clients desiring pregnancy, provision of information on the risk of transmission to
their infants and uninfected partners; assessment of health status as it relates to pregnancy; and
counseling on healthy timing and spacing of pregnancy, fertility return, the lactational amenorrhea method (LAM), and exclusive breastfeeding through six months or replacement feeding if it
is acceptable, feasible, affordable, sustainable, and safe
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n

Provision of oral contraceptives, injectable hormonal contraceptives, intrauterine devices (IUD), or
hormonal implants with instructions for use (great variability could exist among the service sites
in their ability to provide contraceptives)

n

Provision of method resupply and follow-up care, including management of side effects and
complications as necessary

n

Provision of tubal ligation and vasectomy (requires skilled providers and a higher-level health
facility)

n

Referral for methods not offered on site, preferably through same-day referral and uptake of
method

n

Where same-day FP provision is not feasible, provision of emergency contraceptive pills with
condoms, depending on client circumstances
Note: If no reliable FP services exist in the area, the HIV facility and its provider should strive to
provide at least condoms and preferably pills and injectables on site.

Examples of HIV services that can be integrated into FP service settings
If a client’s HIV status is unknown:
n

Assessment of whether the client knows his or her HIV status and counseling the client on the
benefits of knowing one’s status

n

HIV/STI prevention education, including risk-reduction counseling, condom demonstration and
provision, and counseling on dual protection and dual method use

n

Referrals to CT services for clients at risk for HIV infection

n

HIV counseling and testing (provider- or client-initiated)

If a client’s HIV-positive status is known:
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n

Assessment of fertility intentions

n

Counseling on reproductive choices and contraceptive options for women and couples with HIV

n

Referrals to HIV care and treatment services

n

For HIV-positive clients already pregnant or desiring pregnancy, referrals to PMTCT services

n

Counseling on the possibility of ART improving the health of people living with HIV, including a
return to fertility

n

For HIV-positive clients desiring pregnancy, provision of information on the risk of transmission
to their infants and uninfected partners; assessment of health status as it relates to pregnancy;
and counseling on healthy timing and spacing of pregnancy, fertility return, LAM, and exclusive
breastfeeding through six months or replacement feeding if it is acceptable, feasible, affordable,
sustainable, and safe

n

Couple or individual counseling on risk reduction for seroconcordant and serodiscordant couples

n

Counseling on disclosure strategies for PLHIV and referrals for their partners for counseling
and testing

n

HIV care and treatment

n

Treatment of opportunistic infections

n

Specific HIV information and services for key populations, such as youth, MSM, sex workers,
migrant workers, injection-drug users, and those in long-term, concurrent relationships

n

Psychosocial support for PLHIV

n

Adherence counseling

n

Referrals to care and support programs for PLHIV

n

Referrals to other HIV services not offered on site

Key Resources for Facility Assessments
The following assessment tools can be used to collect information at the facility level that will guide
decision-makers in determining the preconditions necessary for integration, the level of integration
that is feasible, and procedures for implementing and monitoring integrated approaches.
n

Assessing Integration Methodology (Population Council)
http://www.popcouncil.org/frontiers/projects_pubs/topics/SLR/AIM_Manual.html

n

Family Planning-Integrated HIV Services: A Framework for Integrating Family Planning and
Antiretroviral Therapy Services (EngenderHealth)
http://www.acquireproject.org/fileadmin/user_upload/ACQUIRE/Publications/FP-HIVIntegration_framework_final.pdf

n

Integrating HIV Voluntary Counselling and Testing into Reproductive Health Settings: Stepwise
Guidelines for Programme Planners, Managers, and Service Providers (IPPF, UNFPA)
http://www.unfpa.org/upload/lib_pub_file/245_filename_hiv_publication.pdf

n

Quality of Care for Integrated Services: A Clinic Assessment Guide (Pathfinder International)
http://www.pathfind.org/site/DocServer/QOC_document_oct_6.pdf?docID=1581

n

Rapid Assessment Tool for Sexual & Reproductive Health Linkages: A Generic Guide (IPPF, UNFPA,
WHO, UNAIDS, GNP+, ICW, Young Positives)
http://www.unfpa.org/webdav/site/global/shared/documents/publications/2009/rapid_
assesment_2009.pdf

n

Sexual and Reproductive Health for HIV-Positive Women and Adolescent Girls: A Manual for
Trainers and Programme Managers (EngenderHealth, ICW)
http://www.engenderhealth.org/files/pubs/hiv-aids-stis/RH_for_HIV_Positive_Women_ English.pdf
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continued from page 15

3. What steps are needed to establish
and sustain high-quality integrated
services?
Once planners have conducted the situation
analysis, made the facility- or community-level
assessment, and determined the integration
goal, they should begin to identify the necessary steps to achieve that goal. Ideally, efforts to
integrate FP and PMTCT, HIV counseling and testing, and HIV care and treatment services should
include a range of interventions across different
levels of the health system. Experience to date
suggests that there has been an over-reliance
on training as the primary intervention activity,
and that more comprehensive approaches are
needed to address changes at policy, facility,
provider, and community levels.27
Table 2 outlines policy and programmatic
actions that the literature and experts suggest
will enhance FP/HIV integration approaches.
Although the relative importance of each of
these is not known, they all have the potential to
contribute to high-quality, sustainable services.

Most countries attempting to integrate services
have taken one or more of these actions. They
are highlighted here to help policymakers
and program planners consider all facets of a
program before implementing or scaling up an
integration intervention.
Even if policymakers and program planners are
not able to implement all of the suggested activities, they should identify priority activities based
on the needs and capacities of the facilities or
programs targeted for integration, as well as the
financial resources available. They should recognize that activities at different levels of the health
system will be mutually reinforcing and should
strive to implement comprehensive activities.
If time and resources allow, we recommend
that country governments create an enabling
policy environment before taking other action
steps. In addition, efforts to reduce stigma and
discrimination by providers and the community
at large, particularly as they relate to childbearing
in HIV-positive women, should be central to all
intervention activities.
continued on page 24

Table 2: Policy and Programmatic Actions for Family Planning/HIV Integration
Policies and guidelines
Form a joint task force between the RH/FP and HIV departments in the MOH to help coordinate FP/HIV integration efforts
and foster government commitment to and leadership on integration.
Involve target audiences, including district-level health managers, service providers, PLHIV, clients (including men and
youth), policymakers, donors, multilaterals, and advocacy organizations for groups at higher risk of HIV exposure, in policy
and program design.
Develop an advocacy strategy to mobilize engagement of and support for integrated services among policymakers,
program managers, service providers, clients, PLHIV, and other key stakeholders.
Review and revise national HIV policies to include family planning services for healthy timing and spacing of pregnancies and prevention of unintended pregnancies as part of the standard of care for these services. Revise FP/RH policies to
include HIV services as part of the standard of care for these services.
Review existing HIV and FP/RH policies and revise them as needed to expand the scope of integrated services that
low-level health workers can provide—for example, allowing community health workers to provide select contraceptive
methods and conduct HIV counseling and rapid testing.
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Put into practice policies that support the integration of FP and HIV services by developing, approving, and allocating
resources for national operational guidelines for all levels of the health care system, including standard operating procedures for health care facilities.

Capacity training and task shifting
Foster sensitivity to the RH needs of PLHIV, thereby reducing stigma and discrimination, in trainings for PMTCT, HIV counseling and testing, HIV care and treatment, and FP service providers, as well as community outreach workers and leaders.
Engage all personnel in discussing potential biases against childbearing among HIV-positive women and couples.
Engage in curricula reform to introduce or enhance integrated FP/HIV content in national pre-service and in-service training curricula for HIV counseling and testing, PMTCT, HIV care and treatment, and FP.
Emphasize building the capacity to communicate with clients about dual protection and dual method use in all trainings
for PMTCT, HIV counseling and testing, HIV care and treatment, and FP service providers.
At a minimum, build the capacity of PMTCT, HIV counseling and testing, and HIV care and treatment service providers to
assess clients’ fertility intentions, offer dual protection counseling and condom promotion, and refer clients to FP services
or safe pregnancy services. Likewise, in a generalized epidemic, build the capacity of FP providers to assess whether a
client knows his or her HIV status, provide HIV/STI risk-reduction education, offer dual protection counseling and condom
promotion, counsel on reproductive choices and contraceptive options for women with HIV, refer clients of unknown
status for HIV counseling and testing, refer clients with HIV to care and treatment services, and refer clients with HIV who
want to become pregnant to PMTCT services.
Provide additional training for FP and HIV services providers as appropriate, depending on the extent to which they are
expected to offer integrated care.
For referral-based models of integration, build the capacity and sensitivity of FP providers to address the contraceptive
needs of women and couples who have been referred from HIV services.
Use retired nurses, lay counselors, peer educators, community outreach workers, or PLHIV to assist providers of both HIV
and FP services. Activities by these assistants could include HIV prevention education, risk assessment, and counseling;
and FP counseling, education, and screening.
Conduct group education in waiting rooms for FP and HIV services in order to increase client interest in and knowledge
about available services and to reduce the time needed for individual counseling by providers.

Facility staff sensitization
Prepare on-site staff at all levels for the addition of new services through orientation and discussion.
Train on-site staff to maintain privacy during client counseling and to keep patient records confidential.

Supportive supervision
Assess and strengthen supervisory skills for on- and off-site supervisors to ensure effective oversight of integrated services
and enable them to address provider concerns about workload, burnout, and other problems.
Equip facility managers and supervisors to monitor the quality of integrated services. Monitoring activities would include
assessing adherence to service protocols, checking for contraceptive stock outs, and reviewing service statistics, such as
the number of FP clients referred to HIV-related services or the number of HIV clients referred to FP services.
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Update supervisory protocols, monitoring forms, service provider job descriptions, and checklists to reflect FP and HIV
services and roles as they are added.

Information, education, and communication
Provide information, education, and communication (IEC) materials on FP and HIV for clients and community-based
groups and volunteers in order to increase interest in, knowledge about, and the availability of integrated services.
Use consistent messages about FP and HIV at all health-facility entry points, in community outreach activities, in providers’
messages to clients, and through the channels of mass media.

Space
Engage community leaders and members in the reorganization of facility space for integration to ensure acceptability.
Allocate space to allow for separate and private counseling on FP and HIV and to ensure confidentiality of clients.
Counseling rooms should be neutrally identified.

Record-keeping, information systems, M&E
Modify client records, registers, and other M&E systems to account for the addition of FP or HIV services, including
referrals, and train staff on the use of these modifications.
Establish systems to evaluate whether clients access services to which they are referred and to identify any obstacles
to access.
Conduct continuous monitoring and output evaluations of integrated approaches and report findings to providers and
managers on a regular basis to motivate providers and improve performance.
Include mechanisms for obtaining client perceptions on the quality of and satisfaction with the integrated services.
Circulate monthly or quarterly reports to all staff or departments in order to monitor performance.

Logistics
For HIV services that intend to provide FP contraceptives on site or through community health workers, ensure a regular
and consistent supply by linking with or merging the appropriate supply chains. Likewise, for FP services intending to
provide HIV services on site, ensure a regular and consistent supply of test kits, drugs, and other supplies as appropriate.
Establish a logistics monitoring system for all commodities.

Referrals
If FP or HIV services are not available on site, identify where the services are available, establish collaborative relationships
and networks, provide appropriate referrals, and find out if clients access services to which they are referred.

Community-based activities
Actively engage community groups and representatives as partners in the integration process by identifying their needs
for FP/HIV integrated services and soliciting their contributions to community program design and outreach efforts to
meet those needs.
Engage outreach workers, community-based distribution (CBD) agents, and other community leaders in discussions
about potential biases against childbearing among HIV-positive women and couples.
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Equip outreach workers to offer information on HIV prevention, provide referrals to HIV-testing services, counsel on all
methods of FP, and provide select methods.
Organize activities to reach and educate adolescents about FP/RH and HIV, and link counseling and testing to school
programs and other appropriate programs for adolescents.
Community-based, behavior change communications activities should involve CHWs and outreach workers to
maximize impact.
Link CHWs and all community outreach workers to the nearest health facility for supportive supervision, problem-solving,
case management, supply distribution, and records management.

Key Resources for Technical Interventions
n

Balanced Counseling Strategy Toolkit (Population Council)
http://www.popcouncil.org/frontiers/bestpractices/BCSPlus_102008.html

n

Community Home-Based Care for People and Communities Affected by HIV/AIDS Training
Curriculum (Pathfinder International)
http://www.pathfind.org/site/PageServer?pagename=Publications_Training_and_Capacity_
Building_CHBC

n

Increasing Access to Contraception for Clients with HIV: A Toolkit (Family Health International)
http://www.fhi.org/en/RH/Training/trainmat/ARVmodule.htm

n

Family Planning Discussion Topics for Voluntary Counseling and Testing: A Reference Guide
for FP Counseling of Individuals, Couples, and Special Groups by Trained VCT Counselors
(Pathfinder International)
http://www.pathfind.org/site/DocServer/Final_Pathfinder_FP-VCT_Counseling_Tool_12-07. pdf?
docID=11661

n

Family Planning and Safer Pregnancy Counseling for People Living with HIV/AIDS: A Tool for
Health Care Providers in HIV Care and Treatment Settings (CDC, Draft)

n

HIV Counseling and Testing for Youth: A Manual for Providers (Family Health International)
http://www.fhi.org/NR/rdonlyres/eolxm36ulklpmcihmalj5ljyv5iqjf243ody56 rh55pqtu6
vjxam2koffrj 2wo723im6syphvna7dm/YouthVCTmanual.pdf

n

Integrating HIV Voluntary Counseling and Testing into Reproductive Health Settings: Stepwise
Guidelines for Programme Planners, Managers, and Service Providers (IPPF, UNFPA)
http://www.unfpa.org/upload/lib_pub_file/245_filename_hiv_publication.pdf

n

Reproductive Choices and Family Planning for People Living with HIV—Counseling Tool (WHO)
http://www.who.int/reproductivehealth/topics/family_planning/9241595132/en/index.html

n

Sexual and Reproductive Health for HIV-Positive Women and Adolescent Girls: A Manual for
Trainers and Programme Managers (EngenderHealth, ICW)
http://www.engenderhealth.org/files/pubs/hiv-aids- stis/RH_for_HIV_Positive_Women_
English.pdf
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Programmatic Considerations Specific to FP/PMTCT Integration
The following recommendations provide additional strategic considerations for strengthening the
linkages between FP and PMTCT services.
Entry points
n

Consider the following services and locales as points of entry for identifying PMTCT clients and
reaching them with FP information and services:
n

Premarital counseling (in those countries that require HIV testing prior to marriage)

n

ANC visits

n

Well-child services for children, such as immunizations

n

Newborn consultations

n

Maternity wards, waiting rooms, labor and delivery wards

n

Postpartum visits and well-baby checkups

n

Postabortion care services

n

CT services: pre- and post-test counseling

n

HIV care and treatment waiting rooms

n

Community outreach programs

n

In policies and practice, support the provision of voluntary and informed-choice FP counseling
and methods to women during the postpartum period (defined as 18 months for PMTCT clients).

n

Provide FP services where PMTCT services are provided, ideally by the same providers or
providers located at the site. Same-site services are preferable to referrals to another site.

n

Involve CHWs who work with MCH services or traditional birth attendants to deliver messages
about the benefits of ANC, facility delivery, healthy spacing of pregnancies, contraception to
avoid an unintended pregnancy, and the availability of interventions to reduce MTCT for those
women who are HIV-positive and pregnant or want to become pregnant.

Healthy timing and spacing of pregnancy for HIV-positive women who want to become pregnant
n

Counsel women on healthy timing and spacing of pregnancy to reduce the risk of adverse pregnancy outcomes. Both close pregnancies and HIV/AIDS increase the risks of low birth weight,
preterm birth, and infant mortality.

n

Recommend birth spacing for all women:
n

n
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After a live birth, the recommended interval before attempting the next pregnancy is at least
24 months in order to reduce the risk of adverse maternal, perinatal, and infant outcomes.
After a miscarriage or induced abortion, the recommended minimum interval before the next
pregnancy is at least six months in order to reduce the risk of adverse maternal and perinatal
outcomes.28

n

Counsel about the risks of unprotected sex and ways to minimize this risk by disclosing HIV status
to sex partners; knowing partner’s HIV serostatus; making sure HIV-negative, male sex partners
are circumcised if appropriate; treating STIs; ensuring low viral load (or high CD4); and minimizing
unprotected intercourse to the most fertile part of the month.

Breastfeeding and contraception for HIV-positive women
n

Address infant feeding options with clients. If replacement feeding is not acceptable, feasible,
affordable, sustainable, and safe, HIV-positive women are recommended to exclusively breastfeed
for the first six months of their child’s life.29

n

Reinforce messages about LAM but also counsel on condom use for protection against HIV transmission to sex partners.

n

Provide guidance on transitioning from LAM and exclusive breastfeeding to other contraceptive
methods at six months postpartum; this should be discussed during pregnancy or early in the
postnatal period. In explaining methods, include their effect on breastfeeding. For women not
breastfeeding, explain that return to fertility can occur as early as four weeks postpartum.

n

If feasible, counsel on and offer postpartum IUD insertion as a contraceptive option for women
who want to delay or end childbearing. IUDs do not have any effect on breastfeeding and can be
safely used by HIV-positive women.

Key Resources on Healthy Timing and Spacing of Pregnancy
n

HTSP 101: Everything You Want to Know about Healthy Timing and Spacing of Pregnancy (ESD)
http://www.esdproj.org/site/DocServer/HTSP_101_Brief_Final_corrected_4.9.08.pdf?docID=1761

n

Healthy Timing and Spacing of Pregnancies: A Pocket Guide for Health Practitioners, Program
Managers, and Community Leaders (ESD)
http://www.esdproj.org/site/DocServer/ESD_PG_spreads.pdf?docID=141

n

HTSP Trainers’ Reference Guide (ESD)
http://www.esdproj.org/site/DocServer/HTSP_TRG_COMPLETE_9-22-08-CORRECTED.pdf?
docID=2221

n

Postpartum Family Planning eLearning Course (USAID)
http://www.globalhealthlearning.org/login.cfm
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continued from page 18

4. What information is needed to measure
program success and inform program or
service delivery improvement,
replication, or scale-up?
Evidence of strategies for effective, integrated
service delivery is needed urgently to provide
more definitive recommendations to program
managers. The literature on research and program experience in FP/HIV integration contains
few publications with rigorous study designs
(for example, control sites or analysis of preintervention conditions), which limits the ability
to draw conclusions about effectiveness. Future
operations research studies should focus on two
key areas: (1) answering questions about how
to effectively integrate services, and (2) testing
the impact of effective approaches on key
health outcomes.
In addition to research, strong monitoring and
evaluation components need to be applied to
high-quality, replicable, and scalable integration
programs in order to better document current
efforts and help identify best practices. A universally agreed-upon set of integration-related indicators does not currently exist. However, many
efforts are under way both globally and at the
country level to identify and implement indicators for monitoring FP/HIV integration services.
The following key questions need to be investigated to advance the field of FP/HIV integration:
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n

Does integrating FP and PMTCT, HIV
counseling and testing, and HIV care and
treatment services (or community-based
programs) result in improved health
outcomes, such as fewer unintended
pregnancies and fewer HIV infections, when
compared to implementing these services
and programs separately?

n

Are the incremental costs of linking services
equal to or less than the cost of providing
services separately?

n

How effective are referral-based models of
FP/HIV integration for uptake of methods
not immediately offered in the HIV
service or for uptake of HIV services? And
how effective are these referrals for the
continuation of methods that were initiated
within the HIV service?

n

Does integrating FP and PMTCT, HIV
counseling and testing, and HIV care and
treatment services improve the quality of
care clients receive without compromising
the quality of existing systems?

n

What are effective ways of communicating
messages about dual protection and dual
method use in integrated FP and HIV
service settings?

n

Is it feasible to integrate FP services into
provider-initiated testing and counseling
(PITC)? If so, what is the most promising PITC
setting in which to reach the largest number
of clients who need FP?

n

What is the best timing for delivery of FP
information to women in ANC who are
identified as HIV-positive?

n

With programming primarily limited to
facility-based information and contraceptive
supply, will integration result in long-term,
widespread FP use? Few integration models
include two activities that have formerly
been key to sustained FP use—multimedia
campaigns and community-based distributors.

Glossary of Selected Terms
Except where otherwise indicated, the following working definitions are adapted from Rapid
Assessment Tool for Sexual & Reproductive Health Linkages: A Generic Guide and are intended to facilitate
consistent understanding and interpretation of the terms used in this tool.30
Dual method use: Using two methods of contraception, a barrier method for protection against
sexually transmitted infections (STIs) and another method for protection against unintended
pregnancy.* The contraceptives that offer the best pregnancy prevention do not protect against STIs.
Thus, simultaneous condom use for disease prevention is recommended.
Dual protection: Using one method of contraception for protection against both unintended
pregnancy and sexually transmitted infections (STIs), including HIV. Condoms used alone can
prevent both STIs and pregnancy if they are used correctly and consistently. However, condoms used
alone are associated with higher pregnancy rates than condoms used in conjunction with another
contraceptive method.
Four-element strategy for preventing HIV infections in women and infants:
n

Prevent primary HIV infection among girls and women

n

Prevent unintended pregnancies among women living with HIV

n

n

Reduce mother-to-child transmission of HIV through antiretroviral drug treatment or prophylaxis,
safer deliveries, and infant-feeding counseling
Provide care, treatment, and support to women living with HIV and their families

HIV testing and counseling: The gateway to HIV prevention, care, treatment, and support. All HIV
testing of individuals must be confidential, conducted only with informed consent, and accompanied
by counseling. Client-initiated counseling and testing, also called voluntary counseling and testing
(VCT), refers to clients seeking an HIV test and counseling on HIV prevention and risk reduction.
Provider-initiated testing and counseling (PITC) refers to HIV testing and counseling that is routinely
recommended by providers to those attending health care facilities as a standard component of
medical care, for example, to enable clinical decisions based on knowledge of the person’s HIV status.**
Integration: Combining different kinds of RH and HIV services or operational programs to ensure
and maximize collective outcomes. This would include referrals from one service to another.
Integration is based on the need to offer comprehensive services.
Linkages: The bidirectional synergies in policy, programs, services, and advocacy between RH and
HIV. The term linkages refers to a broader human rights-based approach, of which service integration
is a subset.
* The definition for dual method use was adapted from: Cates W, Steiner MJ. Dual protection against unintended pregnancy and sexually
transmitted infections: What is the best contraceptive approach? Sex Transm Dis. 2002;29(3):168-74.
** The definition for HIV counseling and testing was adapted from: World Health Organization (WHO), Joint United Nations Programme on HIV/
AIDS (UNAIDS). Guidance on provider-initiated HIV testing and counseling in health facilities. Geneva: WHO and UNAIDS; 2007.
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