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Preface

The attainment of the National Development Plan and the Millennium Development Goals depends on the health status and productivity of the people. Uganda still faces the challenge to combat HIV/AIDS, sexual and reproductive health mortality and morbidity, malaria, and other diseases. The roles played by the government and her partners; the development partners, Private Not-For-Profit organizations, Private For Profit organizations, and the communities to improve the health of the Ugandan people are invaluable and commendable.
The Ministry of health recognizes and promotes integrated planning, resource sharing and implantation in a number of service areas for HIV and Reproductive health. Therefore a national strategy for HIV/RH integration has been developed to guide implementation.
The overall goal of the National Strategy for sexual and reproductive health and rights (SRH&R) and HIV/AIDS Linkages and Integration is to contribute to better quality of life of the people of Uganda through improved provision of integrated SRH and HIV/AIDS services. 

The National Strategy for SRH&R and HIV/AIDS Linkages and Integration provides strategic guidance to all the stakeholders in the field of SRH&R and HIV/AIDS regarding the development of: policies, guidelines and programmes; and integrated delivery of SRH&R and HIV/AIDS services. This is because of the complex relationship between HIV/AIDS, SRH&R, and gender. Sexual and reproductive health ill-health and HIV transmission share aggravating factors such as poverty, limited access to reproductive health information, gender inequalities and stereotypes, harmful traditional/cultural practices and social marginalization.

The Government of Uganda and her partners have provided priority focus on the HIV/AIDS response over the years. Yet the scaled response has not adequately focused on SRH&R which is crucial for attaining national and global development goals for HIV/AIDS and SRH&R.
In order to make additional gains, there is need to provide comprehensive, integrated and quality SRH/HIV/AIDS services which are equitably distributed. Therefore, strengthening of linkages between HIV/AIDS and SRH&R policies, programs, and systems is critical. 
I urge all stakeholders in the fields of HIV/AIDS and Sexual Reproductive Health &Rights to utilize this strategic guidance and work together so as to make a difference in the lives of the people of Uganda
Hon Stephen Malinga (MP)

Minister of Health
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CHAPTER ONE: INTRODUCTION
1.0 Reproductive Health

According to the Burden of disease study in Uganda of 1995, 75% of life years lost to premature death are due to ten preventable diseases. These include peri-natal and maternal related conditions (20.4%), malaria (15.4%), acute lower respiratory infections (10.5%) HIV/AIDS (9.1%), and diarrhea (8.4%). Together these account for over 60% of the total disease burden. Women and children bear a disproportionately higher burden of ill-health due to HIV/AIDS and Reproductive Health. 
There is still a high maternal mortality ratio of 435 per 100,000 live births yet only 42% of births are attended to by skilled health personnel. While 94% of pregnant women attend antenatal care at least once, only 48% attend four times or more. This is further compounded by a low postpartum attendance of only 23% (UDHS survey 2006). On average a Ugandan woman delivers 7 children during her lifetime making it one of the highest TFR in the Sub-Saharan region. This can be attributed to a low contraceptive prevalence rate of 24 % and an unmet need for family planning of 42%. 
The country has a high prevalence of sexually transmitted infections. The national HIV sero-survey of 2005 estimated prevalence of HSV2 at 44% among adults 15 to 49 years.
The infant mortality rate is high at 76 per 1,000 live births, under-five mortality rate is high at 137 per 1,000 live births, and only 47 percent of children aged 12-23 months, are fully vaccinated.
1.2 HIV/AIDS Epidemic in Uganda

The history and progress of HIV/AIDS in Uganda is well documented. The first cases of HIV/AIDS were identified in 1982 in Rakai District on the shores of Lake Victoria in Uganda. Since then, the HIV/AIDS gradually spread throughout the country. By 1988, an estimated one million Ugandans were estimated to be HIV infected. By 1990, HIV prevalence among women attending antenatal services exceeded 30% in the worst hit urban centres. This was followed by a period of declining HIV prevalence and incidence rates from the mid 1990s to around 2002. The national HIV sero-survey of 2005 revealed that 6.4 percent of adults and 0.7 percent of children were infected which translates to about one million people nationwide. Sub-national longitudinal studies and indirect estimates indicate a rising rate of new infections with HIV. The most important source of new infections continues to be sexual transmission which accounts for about 80%. According to the National  HIV sero survey 2005, HIV transmission was highest within marital sex (42%), commercial sex work (21%) and from casual sex (14%).  The 2007 ANC data estimated HIV prevalence amongst women attending ANC at 6.5% which translates to about 91,000 HIV positive pregnant women annually. The Modes of transmission study 2008 estimated that 18% of new HIV infections in Uganda are due to mother to child transmission (MTCT). Without interventions 30% of HIV positive pregnant mothers will infect their children translating to about 25,000 HIV infected babies annually. With prevention of mother to child transmission ( PMTCT) interventions, this can be reduced to 5-7% of transmission.. 
1.3 SRH and HIV/AIDS Health care 
Since the Alma-Ata International Conference on Primary Health Care in 1978, the emphasis on health policy framework has been Primary Health Care. In the area of reproductive health this initially involved mainly maternal and child health care including family planning. Progressively other areas of reproductive health as it is understood today such as treatment of sexually transmitted diseases (STDs), adolescent health, prevention & management of infertility, post abortion care etc, were included in maternal child health/family planning (MCH/FP) programs following the 1994, International Conference on Population and Development (ICPD), in Cairo when the current understanding of reproductive health and its full scope took effect. Even though the HIV/AIDS epidemic was recognized at that time as an important component of SRH, its programming and funding was prioritized in a vertical manner due to the scale and scare of the epidemic. However, taking HIV/AIDS and Sexual and Reproductive Health and Rights (SRH&R) as totally separate entities is counterproductive and cannot assist in achieving goals and targets for either HIV nor SRH &R.    
1.4 Justification for developing an SRH/HIV/AIDS linkages & integration strategy
There is a strong but complex relationship between HIV/AIDS, SRH&R, and gender. According to the 2004/5 National Sero-survey, the majority of HIV infections in Uganda are hetero-sexually transmitted or associated with pregnancy, childbirth and breastfeeding, accounting for over 95% of new HIV infections. The presence of Sexually Transmitted Infections/Sexually Transmitted Diseases (STIs/STDs) increases the risk of HIV transmission. Sexual and Reproductive ill-health and HIV transmission share root causes such as poverty, limited access to SRH information, gender inequalities and stereotypes, harmful traditional/cultural practices and social marginalization. Prevention of HIV/AIDS and SRH ill-health targets can be more effectively and efficiently met when quality and equitable HIV/AIDS and SRH services are delivered in an integrated, comprehensive and sustainable manner. This calls for strengthening of linkages between HIV/AIDS and SRH policies, programs, and integrated service delivery.
Sexually active individuals have a variety of social, reproductive and health related needs that are best addressed through a package of care options. If that package is to be easily accessible by clients, it should ideally be offered at the same facility or at least with a strong referral system, and by providers that have been trained in both fields. This is beneficial to clients and more cost-effective for the health care system. Integration is also about people’s right to have the entire continuum of their needs and desires respected. For example the unmarried young person might be sexually active and need contraceptives. The HIV-positive woman on the other hand, might be pregnant and needs PMTCT services including counseling on infant feeding. 
Despite the need for a strong linkage between SRH and HIV/AIDS, in many countries including Uganda, HIV/AIDS and SRH services have until recently been implemented mainly as separate and vertical programs. Following increased awareness of the benefits of stronger linkages between SRH and HIV/AIDS programs among stakeholders, there has been gradual action aimed at strengthening bi-directional SRH/HIV integration.  In Uganda the main entry point for integration of SRH/HIV/AIDS services has been PMTCT implemented within maternal neonatal and child health services. Exploitation of other entry points for SRH/HIV/AIDS linkages and integration such as adolescent health, FP and STI management have remained weak partly due to lack of a well developed national strategic guidelines. This formed the basis for the development of a National SRH/HIV/AIDS Linkages and Integration Strategy and operational plan to maximize synergies with the two programmes for expanded and sustained impacts.  
1.5 Aim of the strategy

This strategy aims at providing strategic guidance to the Ministry of Health, Partners, district health system managers, and private sector and civil society organizations in the field of SRH&R and HIV/AIDS regarding the understanding and development of:

a. Policies, programmes and guidelines on linkages between Sexual and Reproductive Health and Rights (SRH&R) and HIV/AIDS 

b. Implementation of Integrated delivery of Sexual and Reproductive Health (SRH) and HIV/AIDS services 

1.6 Process of developing the strategy
This strategy was developed through a phased process. Phase one involved a comprehensive desk review of the current SRH/HIV linkages and integration efforts to establish needs, gaps, and document good practices at policy, systems and service delivery levels. Phase two involved the adaptation and utilization of the Global Rapid Assessment Tool for SRH and HIV/AIDS Linkages developed by UNFPA, WHO, IPPF and other organizations to conduct a comprehensive review. The specific objectives were to review current policy environment for comprehensive SRH&R/HIV/AIDS linkages and integration; and establish current approaches good practices and gaps which exist in regard to planning, programming and implementation of SRH&R/HIV/AIDS linkages, and integration.

Phase three involved the use of the findings and recommendations of the rapid assessment to develop this national SRH&R/HIV/AIDS linkages and integration strategy and operational plan. 

CHAPTER TWO: CURRENT INTEGRATION EFFORTS
2.0
Introduction

This chapter provides a summary of outcomes from the rapid assessment study presented at the different analysis levels of policy, systems and service delivery. 
2.1 Policy level
2.1.1 National policies/guidelines, laws, protocols
Generally the policy environment is supportive of SRH&R and HIV/AIDS services integration. There are several SRH policies/guidelines, standard operating procedures(SOPs) which include HIV prevention, treatment, care and support issues. Similarly the national strategic framework on HIV/AIDS and related guidelines include SRH issues. However, some of these linkages are not bi-directional. Most protocols and manuals being used including; training manuals, tools for Supervision, the HMIS etc. have been specifically revised to increase SRH and HIV linkages and integration. Many protocols such as those for Immediate Newborn Care and the Family Planning client card are yet to be revised to capture SRH/HIV integration. However the policies are poorly disseminated especially at lower levels. This includes both non-availability of the policy documents in the facilities, and even where available the health workers are still not well conversant with the contents.

The legislative framework including the national constitution, relevant sections of the Penal Code Act, the Act on gender based/ domestic violence and the proposed prevention of HIV/AIDS transmission bill etc. all support the implementation of SRH and HIV linkages. 
2.1.2 
Funding/budgetary support
The government is the main source of funding for the Health Sector and therefore for reproductive health. The other important sources of funding are Faith Based Organizations (FBOs). The GOU budget for the health sector is low constraining delivery of reproductive health services. The main source of funding and technical assistance for HIV/AIDS-related activities has so far been from different international organizations and donor agencies accounting for over 85% of funds for the response. 

Previously donors focused their support separately on either SRH or HIV/AIDS work within mandates. Currently this is changing especially for PMTCT acknowledging benefits of delivering PMTCT within maternal health services. Similarly most funding between 2003 and 2008 focused on enrolling more people on anti-retroviral treatment with limited prioritization of HIV prevention. This trend is however also reversing through implementation of evidence informed national planning frameworks.
2.2 Systems

2.2.1 
Partnerships

The major development partners for the SRH/HIV programs in Uganda are multilateral agencies (UN organizations), bilateral agencies, international NGOs, national NGOs/FBOs, Sectoral ministries, Civil Society Organizations/Community Based Organizations (CSOs/CBOs), and Networks or associations of key populations such as People living with HIV/AIDS (PLHIV), Youths etc. 

Some of these partners are donors and some are implementers of SRH&R, HIV/AIDS programs or both. A recent PMTCT mapping of partners and districts revealed that each district now has donor support.
A national partnership structure, the Uganda HIV/AIDS Partnership, exists for HIV/AIDS stakeholders bringing together actors at national and district level to participate in planning, coordination and programme evaluation. Similarly, the Annual Joint Review Mission and National Health Assembly bring together health sector actors to review actions and set priorities for the sector including focus on SRH and health aspects of the HIV/AIDS response.
2.2.2 Planning, Management and Administration 

At central level planning, management, monitoring and evaluation of SRH services and HIV/AIDS services are positioned in different divisions and departments of the Ministry of Health. The SRH services are positioned in the RH division, department of Community Health while the HIV/AIDS services including PMTCT, ART, and Pediatric HIV care are overseen by the AIDS Control Program (ACP), a division of the National Disease Control (NDC) department. Although the two departments (Community Health and the NDC) are all positioned in the same directorate (Directorate of Community & Clinical Services), important program systems such as planning, budgeting, supervision, training, monitoring and evaluation remain largely independent. Joint systems of planning, budgeting, training, monitoring and supervision can be expected to increase efficiency and effectiveness of linkages between the SRH and HIV/AIDS divisions. 
At district level all the services; SRH&R, and health aspects of the HIV/AIDS response, are coordinated through the District Health Office (DHO). There is a focal person for RH working as part of the District health Team (DHT). A separate planning and management structure exists under the Chief Administrative Officer (CAO) for addressing the multisectoral HIV/AIDS response through a designated HIV/AIDS focal point and the district AIDS Coordination Committee that link to the District AIDS Task Force under the District Council. 
2.2.3 Staffing, Human Resources and Capacity Development

The total number of human resource for health in the public sector facilities (excluding private not-for-profit) as at December 2008 was low at about 24,914 (Human Resource for Health Audit, 2009). These include; 821 doctors, 2,928 midwives, and 5,702 nurses. The national doctor to population ratio stands at 1:36,045, the nurse to population ratio at 1:5,190, while the midwife to population ratio is at 1:10,107. The doctor to nurse ratio is 7. Taking the midwife to population ratio (1:10,107) as the nearest indicator of the level of human resource for SRH, the numbers in the country are still very low. The World Health Organization (WHO) recommends for developing countries, a doctor population ratio of one doctor to 5,000 populations, a nurse population ratio of one nurse to 500 populations, and a midwife to population ratio of one midwife per 1,000 populations. Basing on these ratios, the estimated total staff required in the health sector would be about 100,000 (including about 6,200 doctors, 62,000 nurses, and 31,000 midwives). 

HIV/AIDS cuts across all fields and the various categories of health workers are involved in HIV/AIDS related work. Vertical programming has however resulted in HIV/AIDS specific service delivery units that to an extent utilize a range of staff cadres to focus primarily on HIV issues as HCT, ART, PMTCT, HIV prevention, care and support services, and paediatric HIV care services These may be considered to constitute the human resource for HIV/AIDS. Since these are part of the health work force and the indices for the health worker population ratios as described earlier are low, the number of health providers for HIV/AIDS is therefore correspondingly low. 

Staffing in the formal health system is heavily oriented towards hospitals. About 60% of health personnel in public sector are in hospitals although hospitals form only 6% of the health facilities in the country. Health centers which form 94% of the health facilities share between them only 40% of the health personnel. In addition to these challenges it is difficult to attract and retain trained staff especially in rural health facilities. The attrition rate among health workers is high due to challenging conditions of service..

Capacity development of human resource for health in general and for SRH/HIV/AIDS in particular has been through pre-service training, and in-service trainings targeting specific SRH or HIV/AIDS skills with tailored training packages that address knowledge and skills gaps. Varying proportions of health providers have received training in SRH or HIV/AIDS. About half of the service providers have received SRH or HIV/AIDS specific training. This proportion is much higher for specific intervention areas such PMTCT though gaps for universal service delivery still exist. Consequently, there are significantly high workload levels among health workers in SRH and HIV/AIDS areas
2.2.4 Logistics/Supplies
About half of the health facilities have storage conditions that protect commodities from damage. However, less than 40% of the facilities have adequate monitoring systems that minimize waste resulting from commodity expiration and systems to monitor stock and ensure timely ordering and re-supply 
There are separate supply systems for SRH and HIV commodities and also separate systems for various HIV/AIDS commodities. In addition whereas the supply of SRH and ART commodities use the “Pull System”, supply of PMTCT commodities use the “Push System”. There are different focal persons for SRH and HIV commodities. Planning of and supply of commodities for SRH & HIV such as; contraceptives, condoms, ART drugs, etc are done separately. The commodities are also registered and monitored separately. These systems hinder effective integration of service-delivery and efficient use of resources. 

2.2.5 Laboratory Support

Laboratory facilities serve the needs for both SRH and HIV services both centrally and by level of facility. With scaling up of PMTCT, HIV testing is currently (2008) available in all hospitals, in 91% of the HC IVs and about 47% of HC IIIs (this proportion includes some HC II facilities that are providing PMTCT services) in the country. Pregnancy test is also now widely available with all facilities that have laboratory facilities able to carry out this test. Pregnancy kits are also available in pharmacies and clients can do the test themselves at home with minimum instruction. 

2.3. Service delivery

2.3.1 Access to health facilities 

Delivery of SRH/HIV services is supported by the Health system ranging from National referral hospitals up to the community level. Both static and outreach approaches are utilized to ensure accessibility and better utilization of the services. Static facilities are spread across the country in an attempt to increase access to care by reducing the distance between clients/patient’s homes and the nearest health facility though urban centres have more facilities. By the end of financial year 2007/2008 Uganda had a target of improving accessibility to health facilities within 5km distance from 72% to 85%. The national standard is to have a health center level II at each parish, a health center level III at each sub-county, a health center level IV at county level, district hospitals, regional referral hospitals and national referral hospitals.  

2.3.2 Availability of specific Reproductive Health services

Seventy one percent (71%) of all health facilities in Uganda offer ANC services and approximately half (53%) of all facilities offer normal delivery services (SPA 2007). Thirty one (31%) percent of facilities offer post-partum care (PPC) services; 47%  of all facilities have a system of emergency transportation to another facility for maternity emergencies (SPA 2007); and  6 percent of facilities have services supporting safe home delivery (domiciliary care services), mainly located in the North Central Region. 

2.3.3 Availability of HIV/AIDS services

Overall, about 30% of all facilities have an HIV testing system (SPA 2007). Cotrimoxazole prophylactic treatment (CPT) is an integral component of the HIV/AIDS care and support package in Uganda. Three quarters of all health facilities in Uganda provide CPT routinely (SPA 2007). About 8% of all facilities prescribe ART and ART services offered mostly at hospitals (83 percent) and HC-IVs (50 percent). About 6 in 10 facilities (61 percent) offer HIV/AIDS care and support services; slightly smaller proportions of the facilities (57 percent) offer clinical/additional care and support services for HIV/AIDS clients; and 77% of Health units are offering PMTCT services
.

2.3.4 Utilization of specific Reproductive Health services

Although 94 percent of women who had a live birth in the 5 years preceding the 2006 UDHS, Goal Oriented Antenatal attendance (four times or more during pregnancy) is low. Only 47 percent made four or more visits during their entire pregnancy (UDHS 2006). The majority of mothers do make initial contact (about 94%) with the health workers at some time during their pregnancy. Factors that contribute to discontinuation of utilization of the services include low household incomes (poverty), long distances between home and health facilities, poor roads and transport facilities, perceived poor quality of services offered, and social cultural beliefs. 

Four in ten (40 percent) births in Uganda occur in health facilities. Overall, 42 percent of births were delivered with the assistance of a trained health professional, while 23 percent were delivered by a traditional birth attendant (TBA). One-quarter (25%) of births were attended by a relative or some other person while 10 percent of births were delivered without any type of assistance at all.

Three-quarters of women who had a live birth in 5 years preceding the UDHS 2006 had not received post-partum care;  11% of women received post-partum care within 4 hours after giving birth, and only 23 percent of mothers received PPC within the critical first two days after delivery. 
2.3.5 Integrated SRH/HIV services

2.3.5.1 PMTCT

Several efforts have been made to integrate SRH and HIV/AIDS services in the country. The PMTCT program offers the biggest opportunity for integration since by its nature the program can only be implemented within maternity (ANC, delivery care and PPC) services. PMTCT services have been scaled up down to sub-county (HC-III) levels as part of the key activities for improving the availability of, access to, and utilization of quality maternal and new born care services. This has received considerable support from several partners including WHO, UNICEF, UNFPA, USAID/PEPFAR, DANIDA, World Bank etc. About 77% of Health units are currently offering PMTCT services. However, a successful PMTCT program calls for an affordable and accessible RH package coupled with high utilization of services. 
2.3.5.1 Other entry points for integration
The other areas for integration with great potential are Adolescent Reproductive Health, Family Planning,  STI/STD, ART and HCT services. These have, however, not yet been fully exploited. There is limited availability of Adolescent Friendly Services (AFS) at all levels of health facility (Report of a supplementary baseline survey for the GOU/UNFPA 6th Country program, 2008) and only 5 percent of facilities offer youth-friendly HIV counseling and testing services. Not all HCT and ART stand alone facilities provide SRH services presenting a missed opportunity especially for people living with HIV and AIDS to access comprehensive services.
Approximately 80 percent of Ugandan health facilities offer some temporary modern methods of family planning (SPA 2007). However, integration of HIV services such as counseling and testing (HCT), referral for or provision of ART services within FP services is still weak. Almost all (98 percent) health facilities in Uganda offer STI services. Although the proportion of facilities that offer HIV services within STI services could not be established at the time of the rapid assessment, this could probably be just slightly more than half.  However, condoms are not universally available in STI service delivery areas (SPA 2007). While 9 out of 10 (87%) health facilities have condoms available somewhere in the facility, only 56 percent of facilities offering STI services have condoms in the STI service delivery area.   
Other entry points for integrating SRH&R and HIV/AIDS services have either been weakly or not exploited at all. These include; SGBV services, screening for cancer of the cervix, and male circumcision. Fewer offer Post Exposure Prophylaxis for HIV (PEP), and a smaller proportion of these offer a comprehensive package of services to GBV survivors.
2.3.6 
Monitoring and Evaluation 

Separate monitoring and evaluation mechanisms for RH and HIV/AIDS exist though the Health Management Information System (HMIS) provides a point of convergence Monitoring & Evaluation, for SRH&R Activities is through the HMIS which provides information for tracking progress & impact of implementation of the national RH program, and to inform decision making at all levels. The ACP also has key program indicators/parameters captured within the HMIS framework for program specific indicators in the areas of HCT, PMTCT, ART, HBC and SMC. The bulk of indicators are tracked outside the HMIS arrangement through the various programmatic mechanisms
At national level technical and strategic guidance for coordination of SRH&R M & E is provided by the MCH cluster Technical Working Group (TWG). The RH division coordinates M & E for RH. The officers in the RH division conduct regular support supervision visits to the districts and hold quarterly and annual meetings. They produce national reports basing on district reports. These are presented to the TWG, the Senior Management Team, the Top Management Team, and the Health Policy Advisory Committee. An annual health sector performance report is produced and presented to the National Health Sector Assembly and Joint Review Mission. 

At District level regular support supervision of the HSD and lower level health units is done by the District Health Team using the integrated tools. The HMIS is the major tool for collecting information for monitoring the district work plan. Other sources are support supervision reports and mini-surveys. Increasingly support supervision at district level is done jointly utilizing commonly agreed tools to feed into district and national performance reviews. The monitoring Framework consists of indicators outlined in the district work plan which are closely aligned with the PEAP monitoring framework. Some integrated service delivery tools have been developed specifically for the ANC, PNC and PMTCT service to capture data at service delivery points. They use the integrated registers to keep the SRH and HIV records. The integrated HMIS is used to submit monthly and quarterly reports to the Health Sub-District and to the district.

The National Monitoring & Evaluation Framework, for HIV Activities in Uganda provides information for tracking progress & impact of the national response to HIV/AIDS, and to inform decision making at all levels. The Performance Management and Measurement Plan (PMMP) hinges on the National HIV/AIDS Strategic Plan 2007/8-2011/12 to provide a monitoring and evaluation structure for all systems for data collection. The PMMP provides national core indicators with their benchmark/baseline data and targets, and district core indicators. The national level indicators measure outcomes and impact while district level indicators measure outputs. At program level, each activity that is implemented by the different partners and stakeholders will have input, process and outcome indicators which are used to monitor progress. As a result at program level there are very many indicators that individually contribute towards overall monitoring of different interventions but not all of them are important for measuring the achievement of the NSF objectives.
At national level the National coordination of the M&E Framework for HIV/AIDS is overseen by the Uganda AIDS Commission. The delivery of the PMMP is however largely delivered through sector and district M&E mechanisms. The UAC convenes routine M & E sub-committee meetings and make quarterly presentations to the Partnership Committee meetings. The UAC advocates quarterly support supervision visits by sectors (STD/ACP, partners such as TASO, AIC etc) to supervise districts and other sectors under their mandates. Such visits are the basis for quarterly reports both for UAC and sectors the output of which is the annual report. The UAC presents the annual report at the Partnership Forum held every year. 

The gaps and issues identified in M&E mechanisms include: existence of separate support supervision & monitoring for SRH and HIV/AIDS programs; support supervision & monitoring is not done regularly; inadequate monitoring and coordination of supervisory activities at the central and district levels; and  inadequate systematic analysis of the currently collected data at the lower levels.

2.3.6.2 Tools for M & E

Some of the tools used for Monitoring and Evaluation of RH and HIV/AIDS services are now integrated containing indicators for both SRH and HIV/AIDS. These include:

· The integrated ANC, Maternity and Postnatal registers

· ANC cards, Maternity cards, and PNC cards. 

· The HMIS; has integrated RH and HIV/AIDS indicators

· Support supervision tools; The MOH Quality of Care Improvement Tools for MCH/HIV services

· Monthly reports from districts; these are based on the integrated HMIS.

· Drug administration register

· Early infant diagnosis register

· Dry Blood Spot (DBS) dispatch register

· Early infant diagnosis follow up cards 
· HCT client card
· HCT registers

· HIV care/ART card

· ART registers(Pre- ART and ART registers)
· Pediatric HIV registers
The tool for integrated supervision has a checklist for most aspects of SRH and HIV and therefore supports effective integration at the health delivery level. The patient-held maternal and child cards are being revised to include HIV information.

These tools are therefore able to capture integration of SRH and HIV though this needs to be done comprehensively for all service delivery areas. The HMIS does not capture some key integration indicators e.g. integration of HIV in family planning services; integration of RH into HCT, etc. 
CHAPTER THREE: SWOT ANALYSIS AND KEY ISSUES FOR INTEGRATION
3.0
Introduction

A SWOT analysis was conducted during the rapid assessment exercise. This chapter presents the outcomes and also an analysis of key integration issues at policy, systems and service delivery levels that form the basis for strategic guidance in this document
3.1 Strengths for scaling up SRH/HIV/AIDS services integration
a. GOU commitment to deliver integrated services

b. There are favorable policies & guidelines in place to promote SRH/HIV/AIDS integration.

c. There are implementation structures down to community level. Village Health Teams serve as important links between the community and the health facilities.

d. Several medical training institutions turning out different cadres of health workers on a regular basis.

e. There are many partners especially for HIV/AIDS programs. Some of these partners are donors and some implementers of SRH&R, HIV/AIDS programs or both. Almost each district in the country has a partner in SRH and/or HIV/AIDS    

f. At health facility level PMTCT is integrated within SRH services; within the ANC clinics, delivery care and PPC services, and by the same health worker providing other services within the ANC. 

g. There are many NGOs, FBOs, and CSOs involved in SRH/HIV/AIDS activities. These can be engaged to promote integration.

3.2 Opportunities for scaling up SRH&R, HIV/AIDS integration

a. Increased international and donor community interest in supporting HIV/AIDS activities in the country. 

b. Improved/integrated training materials and curricula, integrated monitoring and evaluation tools (integrated registers, client cards, reporting formats, supervision tools, and the HMIS) contributes to motivation of the supervisors and providers
c. . Increased supplies and equipment that come with integration of PMTCT in maternity services provide further motivation to the health workers, and improves on the quality of services. 

d. Existence of some human resources trained in SRH/HIV/AIDS service integration as an basis for scaling up services. 
e. Revision of the Integrated Management of Pregnancy and Childbirth (IMPAC): Essential Care Pregnancy Guidelines (ECPG) for Pregnancy, Child-birth and Newborn Care that is currently underway could be used to fully incorporate in the guidelines integration of HIV/AIDS into SRH&R services.
f. Increasing global advocacy for integrated service delivery for all health MDGs
3.3 Weaknesses

a. Lack of bi-directional linkages in some of the policies and guidelines on SRH, HIV/AIDS.

b. Policies and guidelines not widely disseminated especially to lower level facilities. 

c. The infrastructure for delivery of integrated services is not well developed. There is critical shortage of space to provide the services. This is more so when privacy and confidentiality is highly necessary to provide HIV counseling services. In some health units lab services are being done in the ANC clinic. The PNC space in most cases is completely lacking
d. There is inadequate Human resource to support HIV/AIDS/SRH&R integration. Recruitment and retention is a big challenge especially in the remote areas. The few staffs available though well trained are overworked since they provide HIV/AIDS services on top of their other work schedule. 
e. Inadequate funding for health in general and for reproductive health services in particular affecting the quality of RH services available in health facilities and therefore the quality of integrated services. 

f. Heavy dependence on donor funds for support of HIV/AIDS services.

g. Poor utilization of maternity (ANC, delivery care, PPC) services by mothers. Without attending ANC services, institutional delivery, and post partum care, the mothers would not benefit from PMTCT services.

h. Inadequate exploitation of other entry points for integrating SRH&R and HIV/AIDS services. PMTCT appears to be the main entry point that has been most exploited to integrate HIV/AIDS and SRH services. Other entry points have either been weakly or not exploited and these include:

· HIV/AIDS and STI prevention integrated into FP clinics, outreach activities for FP.

· VCT integrated into FP.

· FP integrated into VCT.

· FP integrated into ART.

i. Inadequate community & family support, and male participation in RH.  

j. Weak coordinated effort for resource sharing and joint planning, supervision and monitoring for SRH&R and HIV/AIDS services especially at the central level.

k. Inadequate provision for integration of SRH/HIV/AIDS in some aspects of the currently used Integrated Management of Pregnancy and Childbirth (IMPAC): Essential Care Pregnancy Guidelines (ECPG) for Pregnancy, Child-birth and Newborn Care.  

l. Inadequate remuneration/Poor motivation of staff

· Problems of Disclosure: For example mothers who test HIV positive may experience difficulties in disclosing their HIV status to their spouses, and immediate family members who may not understand why such a mother is required not to breast feed her infant and therefore incur extra costs in alternative infant feeds.  
· Involvement of the private sector in SRH/HIV/AIDS services integration is still low

3.4 Threats

· The credit crunch, could lead to reduction in international/donor funding of the country’s budget in general and SRH/HIV/AIDS activities in particular.

· HIV/AIDS activities are basically donor funded. In the event of donor withdrawal or changing of priorities to areas other than SRH&R/HIV/AIDS the delivery of quality SRH/HIV/AIDS services could be adversely affected.

· There is limited funding from donors to support staff recruitment
3.5 Key issues for linkages and integration 

A. Policy and Planning

· Inadequate provision for bi-directional linkages of SRH/HIV among some of the policies & guidelines 
· Inadequate coordinated effort for resource sharing, joint planning, supervision and monitoring of SRH and HIV/AIDS services especially at central level

· Inadequate dissemination of existing guidelines

· Inadequate funding for health/SRH 
· Separate coordination, planning, monitoring and evaluation mechanisms at national, sector and district levels
B. Systems

· Insufficient infrastructure - There is critical shortage of space to provide quality services 

· Inadequate human resource to support SRH/HIV/AIDS integration, worsened by high attrition rate

· De-linked supply chain management 
C. Service delivery

· Poor utilization of maternity services

· Limited availability of Adolescent Friendly SRH Services (AFS) and youth-friendly HIV counseling and testing services.

· Limited availability of Pediatric HIV/AIDS services

· Limited availability of Infant and Young Child Feeding & Counseling services 

· Inadequate exploitation of other entry points for integrating SRH/HIV services
· Lack of harmonized community based service delivery systems
CHAPTER FOUR: SRH/HIV/AIDS LINKAGES AND INTEGRATION STRATEGIES
4.1 Introduction

Integrating SRH and HIV/AIDS services involves the reorientation of health systems to ensure the delivery of HIV/AIDS services within the same SRH services or the delivery of SRH services within HIV/AIDS services—during the same hours and where providers encourage clients/patients of one service to take up the other service within the health facility or community-based setting or through facilitated referral. It is envisaged that the strategy operates within the national policies and guidelines and builds on the existing national, sectoral and programmatic plans. It is also required that the community participates actively in SRH&R and HIV/AIDS policy development, program design, budgeting, monitoring, evaluation and reporting to ensure that services are culturally responsive, rights and gender-based and customer-centered. In addition these linkages need to be continuously coordinated with other sectors and disciplines. This chapter outlines the goal, objectives, strategies and activities of SRH/HIV/AIDS integrated programs and services. 
4.2: Goal, Objectives, Strategies and Activities 
Overall Goal of the strategy

To contribute to better quality of life of the people of Uganda through improved provision of integrated SRH and HIV/AIDS services. 
Objective 1 

To strengthen the policy environment for the provision of integrated SRH/HIV/AIDS services

Strategies 
· Conduct policy dialogue among stakeholders to ensure SRH/HIV/AIDS integration at all levels of service delivery as per policy guidance. 

· Harmonize the existing policies, guidelines & protocols on SRH, HIV/AIDS to provide for bi-directional SRH/HIV linkages 
· Ensure inclusion of bi-directional SRH/HIV linkages and integration in all newly formulated national strategies, guidelines and protocols on SRH/HIV 
Activities

· Develop an advocacy strategy to obtain and sustain commitment to delivery of integrated SRH/HIV/AIDS services at all levels 

· Review and update relevant policies, guidelines and protocols on RH and HIV/AIDS to provide for bi-directional linkages & integration

· Define and harmonize the roles and responsibilities of key stakeholders including Uganda AIDS Commission (UAC), RH division & AIDS Control Program (ACP) of the Ministry of Health, etc in the provision of integrated SRH/HIV services
· Develop operational guidelines and ensure a harmonized approach towards integrated SRH/HIV service delivery
Objective 2

To ensure that adequate resources are committed for provision of integrated SRH/HIV services.

Strategies
· Advocate for increased domestic and external funding and equitable allocation of financial resources to support integrated SRH/HIV/AIDS services
· Advocate for increased staffing norms for SRH/HIV
· Develop capacity for service providers to offer integrated SRH/HIV services
· Advocate for initiation and approval of incentive schemes to attract and retain qualified providers of integrated SRH/HIV services.
· Establish strategic partnerships with the private sector
Activities

· Determine costed essential/relevant integrated SRH/HIV service packages at all levels of service
· Develop strategic partnerships and mobilize financial resources required to deliver these integrated services
· Review and revise integrated SRH/HIV staffing norms

· Review and update  all existing pre-service & in-service training curricula to incorporate SRH/HIV integration

· Develop a costed and comprehensive national in-service training plan for integrated SRH, HIV/AIDS
· Develop a National RH/HIV scale- up plan.
· Conduct training for health providers at all levels in order to provide integrated SRH/HIV services

· Develop and implement incentive schemes to attract and retain multi-skilled SRH/HIV service providers 

Objective 3

To strengthen coordination and collaboration within Ministry of Health and with Uganda AIDS Commission and partners 
Strategy
· Strengthen mechanisms for joint planning, budgeting, training, supervision, monitoring and evaluation of SRH/HIV services.

Activities
· Revive and strengthen the RH/HIV Task Team to provide technical guidance on linkages and integration aspects

·  Advocate for priority focus on RH/HIV integration through the Uganda HIV Partnership Committee of the Uganda AIDS Commission
· Conduct joint planning, budgeting, training, supervision, monitoring and evaluation of SRH/HIV services.
Objective 4

To increase stake holder’s, manager’s and service provider’s awareness and understanding of the policies, guidelines and protocols related to SRH/HIV linkages and integration.

Strategy
· Improve dissemination of policies, guidelines and protocols on integrated SRH, HIV/AIDS services.
Activities

· Establish resource centers at district, sub-district, and health facility levels 
· Develop a user-friendly information package on SRH/HIV/AIDS integration for easy reference by service providers

· Hold regular workshops to disseminate and refresh providers at the different levels of service on the relevant policies, guidelines and protocols regarding SRH/HIV integration.
Objective 5
To expand the availability of integrated SRH/HIV/AIDS services

Strategies
· Ensure integration of SRH/HIV in all services 
· Strengthen the referral system for integrated SRH/HIV services
Activities

· Develop/update service delivery protocols and job aides and ensure focus on integrated service delivery through the different SRH/HIV programmes including FP, STI, HCT, PMTCT, ART, ASRH/YFS

· Develop appropriate tools and support orientation of programme managers and health workers on RH/HIV integration

· Develop/review referral guidelines to support integrated service delivery
· Develop performance standards and devise monitoring and accountability mechanisms for the provision of high-quality integrated SZRH/HIV services

Conduct focused support supervision and monitor standards of integrated service provision.
Objective 6
To increase utilization of existing SRH/HIV/AIDS services.

Strategy
· Provide guidance and advocate for development and delivery of integrated SRH/HIV BCC and community mobilization services
· Create and increase awareness among women, men, family and community about integrated SRH, HIV/AIDS services.

Activities

· Develop, disseminate and distribute relevant behaviour change and service uptake  for integrated SRH/HIV services for targeted audiences

· Conduct mass media campaigns to create and increase awareness about the relationship between prevention of  SRH ill-health and HIV prevention and availability of integrated SRH/HIV services
· Utilize community sector programs to sensitize communities on the availability of integrated SRH/HIV services
· Support community dialogue meetings through the VHT strategy and other community mobilization systems
Objective 7
To strengthen the logistics and supply chain management system for SRH/HIV/AIDS commodities.

Strategies

· Develop a linked logistics supply management system for relevant SRH and HIV/AIDS commodities at national and lower levels.
· Build the capacity of service providers to forecast and manage the supply of SRH/HIV commodities.
Activities

· Advocate for harmonization of supply management systems at national level

· Ensure that all facilities have storage conditions that protect commodities
· Ensure that all facilities have adequate monitoring systems that minimize waste from commodity expiration, monitor stock and ensure timely ordering & re-supply (keeping an up-to-date inventory, presence of a valid expiration date, storage by expiration date & concordance with the inventory)
· Conduct joint planning of and the supply, registration and monitoring of SRH and HIV/AIDS commodities relevant for each level of service delivery. 
· Ensure a sustained supply of commodities for the broad range of RH/HIV integrated services at all levels
· Train relevant staff on commodity logistics and management
· Advocate for sustained commodity security for integrated services.
Objective 8
To strengthen the supervision, monitoring and evaluation (M&E) and reporting systems for the effective tracking and performance assessment and delivery of high-quality integrated RH/HIV services.
Strategies
· Adapt the current health management information system (HMIS) to enable the tracking of integrated SRH/HIV services. 

· Adapt the PMMP to enable tracking of integrated SRH/HIV services

· Use M&E data and information for building a knowledge base
· Foster knowledge sharing among stakeholders for priority setting and evidenced-based advocacy.

Activities
· Review and modify the existing HMIS to ensure that it facilitates the collection of information on integrated RH/HIV services
· Review the PMMP to capture RH/HIV indicators and harmonize implementation framework

· Develop and/or adopt available and appropriate indicators for integrated RH/HIV services

· Develop and/or adopt available and appropriate data capture tools for monitoring integrated RH/HIV services 

· Train relevant staff on M&E

· Develop an information use plan based on the M&E products

· Regularly inform all stakeholders on the performance of integrated RH/HIV services

· Hold regular consultative meetings to review information/data use challenges

CHAPTER FIVE: BASIC PACKAGES FOR INTEGRATION OF SRH/HIV SERVICES BY HEALTH FACILITY LEVELS
5.0 Introduction

The type of SRH and HIV/AIDS services available vary according to the level of health facility (community, health center levels II, III, IV, district hospitals, regional referral hospitals and national referral hospital). Similarly the types of HIV or SRH services to be integrated at these levels will vary accordingly. For example delivery services are not available in level II health centers and therefore PMTCT services available at this level are also limited to only primary HIV prevention among women of child bearing age (IEC/BCC including information on PMTCT), and referral. Similarly ART is only available at HC IV and above and cannot be integrated in SRH services offered at lower levels. In addition not all HIV/AIDS services need to be integrated with SRH services and vice versa.  The basic packages for integration of SRH/HIV/AIDS for the various levels of service delivery and corresponding service areas relevant to SRH and HIV/AIDS are given in the table below.
Table I:
Basic packages for integration of SRH/HIV services by health facility levels

	Service Delivery Level
	Basic Services
	Suggested SRH or HIV/AIDS services to be added/integrated in the basic services

	 

Community Level

 

 
	Community Based RH 

· Community Based Distributors 
· Village Health Teams
· CBOs
· Peer mothers
· Adolescent Peer educators/providers
· Father mentors
· TBAs
	IEC/BCC, HIV counseling and referrals for testing, adherence to treatments, psychosocial support, health promotion

FP, condoms, referrals, nutrition


	
	Home & Community Based Care
	FP counseling, condoms and referrals, basic care package, nutrition, ART adherence literacy, monitoring and support, palliative care

	
	Orphans & Vulnerable Children 
	HIV counseling, FP counseling and provision of condoms and pills, IEC for ART, adherence counseling, psychosocial support, PEP counseling and referral for testing, youth RH/HIV services,  life skills, behavior change communication

	
	HIV outreach

· HCT
	FP counseling and provision of condoms and pills, referral for other methods, behavior change communication, HCT, OI prophylaxis,, adherence to treatments

	
	FP outreaches
	HCT, Counseling for condoms and condom supplies, OI prophylaxis and referrals

	
	Immunization outreaches
	FP counseling, Pills, HCT, Counseling for condoms and condom supplies, OI prophylaxis and referrals, Infants and Young Children feeding counseling, nutrition

	Schools
	
	School Health Clubs with age specific targeted messages and activities on SRH/HIV

	Health Center IIs
 

 

 

 

 

 

 

 
	ANC
	Goal Oriented ANC and referrals, HTC and referral for PMTCT, OI prophylaxis, nutrition, TB counseling

	
	FP
	HCT, referral to Comprehensive Care Center, TB screening, nutrition

	
	STI/RTI clinic
	TB screening, HCT, FP counseling, provision of methods and referral for other methods

	
	Immunization 
	FP counseling, Pills, HCT, Counseling for condoms and condom supplies, OI prophylaxis and referrals, Infants and Young Children feeding counseling, nutrition 

	
	Post-rape 
	Counseling, referral for Emergency Contraception, HIV counseling and testing, psychosocial support

	Health Center IIIs
 

 

 

 

 

 

 

 

 

 

 

 
	ANC
	Goal Oriented ANC, PMTCT, OI prophylaxis and referral for ART, Infant and Young Children feeding counseling, nutrition, TB screening

	
	FP
	HCT, OI prophylaxis, referral to the Comprehensive Care Centers, TB screening, nutrition

	
	HCT
	FP counseling and provision of FP commodities (including condoms for dual protection), referrals for other methods

	
	TB clinic
	FP counseling and provision of FP methods if applicable, referral, HCT, referral for ART 

	
	Maternity 
	HCT, PMTCT, ARV prophylaxis, TB screening
Counseling on infant and Young Children feeding, referral to care and treatment or FP clinic

	
	Post-natal clinic
	HCT, ARV prophylaxis, OI prophylaxis, referral for ART & Comprehensive Care Centers, FP counseling and provision of pills, condoms, injectables, and implants in some facilities, referral.Screening for cancer of the cervix using VIA

	
	 MCH (Immunization)
	Post-natal counseling & testing, TB screening, RTI screening, FP counseling and provision of FP methods if applicable, ARV prophylaxis, referral, Infant and Young Children Feeding counseling, nutrition

	
	STI /RTI 
	TB screening, HCT, FP, counseling for condoms and condom supplies

	
	Post Abortion Care 
	HIV counseling and testing, referrals, OI prophylaxis, FP counseling, counseling for condoms and condom supplies

	
	Post-rape care
	Emergency Contraception, HIV counseling and testing, psychosocial support, Post Exposure Prophylaxis, STI treatment

	
	Youth-friendly 
	Comprehensive ASRH and HIV services

	Health Centers IVs 

 

 

 

 

 

 

 

 
	ANC
	Goal Oriented ANC—PMTCT, ART, and OI prophylaxis, counseling for Condoms and condom supplies, Infant and Young Children Feeding counseling, nutrition, TB screening & referrals 

	
	FP
	FP—HCT, referral to the Comprehensive Care Center, TB screening and referral

	
	HCT
	FP counseling and provision of FP methods, condoms for dual protection, cervical cancer screening

	
	TB clinic 
	HCT, referral for comprehensive care and treatment, FP counseling including condom counseling & condom supplies, referrals

	
	Maternity 
	HCT, PMTCT, ARV prophylaxis, TB screening, 

	
	Post natal clinic
	HCT, ARV prophylaxis, OI prophylaxis, referral for ART & Comprehensive Care Centers, FP counseling and provision of pills, condoms, injectables, and implants in some facilities, referral Screening for cancer of the cervix using VIA

	
	MCH (Immunization clinic)
	Post-natal testing, ARV prophylaxis, referral, TB screening referral for ART, Infant and Young Children Feeding counseling, nutrition

	
	ART 
	FP counseling and provision of condoms and pills, referral, TB screening, RTI screening

	
	STI/RTI clinic
	TB screening, HCT, FP counseling and provision of FP methods including Condoms  

	
	Post Abortion Care 
	HIV counseling and testing, referrals, FP counseling, counseling for condom use and condom supplies

	
	Youth-friendly 
	Comprehensive ASRH and HIV services

	
	Post-rape care 
	Emergency Contraception, HIV counseling and testing, psychosocial support, Post Exposure Prophylaxis (PEP), STI treatment

	District Hospitals
 

 

 

 

 

 

 

 

 

 

 

 

 
	ANC
	Goal Oriented ANC—PMTCT, ART, OI prophylaxis, Infant and Young Children Feeding Counseling, nutrition, counseling for condoms and condom supplies, malaria prevention

	
	FP
	HCT, referral to the Comprehensive Care Centers, TB screening, nutrition, cervical cancer screening

	
	HCT
	FP counseling including condom counseling & supplies, provision of other FP commodities, referral, cervical cancer screening

	
	TB Clinic 
	HCT, referrals for Comprehensive care & support, FP counseling including condom counseling & supplies, referral, cervical cancer screening

	
	Maternity
	HCT, PMTCT, ARV prophylaxis, TB screening, Infant and Young Child Feeding counseling, nutrition 
Post-natal ward—HCT, FP, ARV, prophylaxis, referral to care and treatment 

	
	MCH (Immunization clinic) 
	Post-natal testing, TB screening, RTI screening, FP counseling and provision of FP methods, ARV prophylaxis, referral, Infant and Young Child Feeding Counseling, nutrition

	
	Post-natal clinic
	STI/RTI—TB screening, FP, HCT, referral, Infant and Young Children Feeding counseling, nutrition  ,screening for cancer of the cervix with VIA

	
	Comprehensive ART 
	FP counseling and provision of condoms and pills, referral for other methods of FP, cervical cancer screening, TB screening, RTI screening

	
	STI/RTI clinics
	TB screening, HCT, FP counseling and provision of FP methods including condoms

	
	PAC 
	HIV counseling and testing, FP counseling & supply of FP commodities (including condoms for dual protection) 

	
	Youth-friendly 
	Comprehensive ASRH and HIV services

	
	Post-rape care 
	Emergency Contraception, HIV counseling and testing, psychosocial support, Post Exposure Prophylaxis (PEP)

	Regional Referral Hospitals
 

 

 

 

 

 

 

 

 

 

 

 

 
	ANC
	Goal Oriented ANC—PMTCT, HCT, ART, OI prophylaxis, TB screening, referrals, Infant and Young Children Feeding counseling, nutrition, malaria prevention, condom counseling & supplies

	
	FP
	HCT, referral to the Comprehensive Care Center, TB screening, nutrition, cervical cancer screening 

	
	HCT
	FP counseling, provision of FP methods including condoms for dual protection, cervical cancer screening 

	
	TB clinic
	HCT, referral for ART, FP counseling including condom counseling & supplies, cervical cancer screening

	
	Maternity
	HCT, PMTCT, ARV prophylaxis, TB screening, Infant and Young Child Feeding counseling, nutrition 
Post-natal ward—HCT, FP, ARV, prophylaxis, referral to care and treatment, TB screening 

	
	MCH (immunization clinic)
	Post-natal testing, TB screening, RTI screening, FP counseling and provision of FP methods including condoms for dual protection, ARV prophylaxis, referral to ART, Infant and Young Children Feeding counseling, nutrition. 

	
	Post-natal clinic
	HCT, ART/Comprehensive Care Center, FP counseling and provision of pills, condoms, injectables, implants, IUCDs, TL/vasectomy, cervical cancer screening, STI, RTI, TB screening, ,screening for cancer of the cervix with VIA

	
	Comprehensive ART 
	FP counseling and provision of condoms and pills, referral for other FP methods, cervical cancer screening, TB screening, RTI screening

	
	STI/RTI clinic
	TB screening, HCT and referral to ART, FP counseling and provision of FP methods including condoms for dual protection

	
	PAC 
	HIV counseling and testing, FP counseling & supply of FP commodities (including condoms for dual protection) 

	
	Youth-friendly 
	Comprehensive ASRH and HIV services

	
	Post-rape care 
	Emergency Contraception, HIV counseling and testing, psychosocial support, Post Exposure Prophylaxis (PEP), STI treatment

	National Referral Hospitals
	ANC
	Goal Oriented ANC—PMTCT, HTC, ART, OI prophylaxis TB screening, referrals, Infant and Young Children Feeding counseling, nutrition, malaria prevention, condom counseling & supplies 

	
	FP
	HCT, referral to the Comprehensive Care Center, TB screening, nutrition, cervical cancer screening

	
	HCT
	FP counseling and provision of FP methods including condoms for dual protection, cervical cancer screening 

	
	TB clinic
	HCT, referral to ART, FP counseling including condom counseling & supplies, cervical cancer screening

	
	Maternity
	HCT, PMTCT, ARV prophylaxis, TB screening, Infant and Young Child Feeding counseling, nutrition 
Post-natal ward—HCT, FP, ARV, prophylaxis, referral to care and treatment, TB screening  

	
	MCH (Immunization clinic)
	Post-natal testing, TB screening, RTI screening, FP counseling and provision of FP methods including condoms for dual protection, ARV prophylaxis, referral to ART, Infant and Young Children Feeding counseling, nutrition

	
	Post-natal clinic
	HCT, ART/Comprehensive Care Center, FP counseling and provision of pills, condoms, injectables, implants, IUCDs, TL/vasectomy, cervical cancer screening, STI, RTI, TB screening, cancer cervix screening using VIA

	
	Comprehensive ART 
	FP counseling and provision of condoms and pills, referral for other FP methods, cervical cancer screening, TB screening, RTI screening

	
	STI/RTI clinic
	TB screening, HCT, FP counseling and provision of FP methods including condoms for dual protection

	
	PAC 
	HIV counseling and testing, FP counseling & supply of FP commodities (including condoms for dual protection) 

	
	Youth-friendly 
	Comprehensive ASRH and HIV services

	
	Post-rape care 
	Emergency Contraception, HIV counseling and testing, psychosocial support, Post Exposure Prophylaxis for HIV, STI treatment


CHAPTER SIX: IMPLEMENTATION AND COORDINATION FRAMEWORK
6.1 Introduction

The strategy will be implemented in accordance with existing national and sector policy guidance. Specifically, the overall national health sector management and coordination framework as described in the National Health Sector Strategic Plan (NHSSP) and other relevant policies and strategies will apply. For the implementation of the multisectoral HIV/AIDS response, the National Strategic Plan for HIV/AIDS Activities and the relevant sector specific policies will apply. For effective implementation of integrated services re-orientating and strengthening existing arrangements for coordination and collaboration among participating partners will be required. 
Existing SRH/HIV/AIDS integration committees will be strengthened and/or set up at the national and district level to support integration. These committees will be responsible for carrying out functions of Policy- Advisory, and guidance in technical, co-ordination, and implementation areas.  

6.2 Policy-making

Existing policy making structures will provide overall guidance to SRH, HIV/AIDS integration activities. They are responsible for development of policies, resource mobilization and advocacy for SRH/HIV integration. This function is to be performed by line government ministries (Ministry of Health, Ministry of Gender, Ministry of Education, Department of Information, Agriculture, Finance & Planning, UAC, Presidents office, cabinet, and parliament.  
6.3 Advisory and coordination
The SRH/HIV Task Team at MoH and the Partnership Committee at UAC will play an advisory role on both policy and technical matters of SRH/HIV/AIDS integration. Respective appointment bodies will review membership and terms of reference to capture this role. The SRH/HIV Integration Task Team at MoH will feed into existing management structures in the
District Health Teams and DACCS will carry out the advisory function at the district level. Membership and terms of reference for these teams will be reviewed to reflect integration aspects
These structures will be responsible for coordination aspects at national and district level and will guide implementation 
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