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Africa ORITA Project II

The overall ObjectIve of the AfrIca OR/TA Project II IS to broaden understandmg of how to
Improve famIly plannmg servIces m Sub-Saharan AfrIca, and to apply operatIons research
and techmcal assIstance to Improve servIces by

• mcreasmg access to a full range of famIly plannmg servIces and methods,
• developmg servIce delIvery strategIes that are clIent-onented and acceptable to

vanous populatIOn groups,
• Improvmg the operatIOns of programs to make them more effiCIent and financIally

sustamable,
• Improvmg the qualIty of servIces,
• strengthenmg the capabIlItIes of famIly plannmg program managers to use operatIOns

research to dIagnose and solve servIce delIvery problems

The PopulatIOn CouncIl

The PopulatIOn Councll seeks to help lmprove the well-bezng and reproductzve health of
current and future generatIOns around the world and to help achzeve a humane, equztable,
and sustaznable balance between people and resources The Counczl analyzes populatIOn
zssues and trends, conducts bIOmedzcal research to develop new contraceptzves, works wzth
publzc and przvate agenczes to zmprove the qualzty and outreach of famzly plannzng and
reproductzve health servzces helps governments to znfluence demographzc behaVIOr
communzcates the results of research zn the populatIOn field to approprzate audzences, and
helps buzld research capacztzes zn developzng countrzes The Counczl a nonprofit,
nongovernmental research organzzatzon establzshed zn 1952 has a multznatzonal Board of
Trustees zts New York headquarters supports a global network of regzonal and country
offices

This project was supported by the PopulatlOn Council's OperatlOns Research and Technical
ASSistance Project II, Project No 936-3030, and by the PopulatlOn CounCil Cooperative

Agreement No CCP-3050-A-00-4013-00, both funded by the United States Agency for
InternatlOnal Development (USAID)
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EXECUTIVESU~Y

Background
Sub-Saharan AfrIca IS expenencmg an HN/AIDS pandemIc and some of the hIghest

levels of STIs m the world The presence ofan STI IS not only a sIgnIficant health problem m
Itself but also Increases the nsk of sexual transmISSIOn of HIV UntIl recently, most attentIOn
has been dIrected to controllIng STIs m the tradItIonal hIgh nsk groups of men, commercIal
sex workers and, to a lesser extent, adolescents EVIdence that controllmg STIs can
sIgmficantly reduce the mCIdence of HIV m a populatIOn, together wIth the renewed mterest
m mtegratmg related reproductIve health servIces, has led many donors, government and non­
government MCH/FP programs to promote the IntegratIOn of STI management servIces m
eXIstmg MCHIFP programs ThIS IS seen as a cost-effectIve strategy for reachIng a
substantial proportIOn of the sexually actIve populatIon wIth mformatIOn and servIces to
prevent, detect and treat STIs, thereby reducIng maternal and Infant morbIdIty and ultImately
reducmg the transmISSIOn of HIV

Over the last five years many MCH/FP programs m the regIOn, wIth the actIve support
of donor and technIcal aSSIstance organIzatIOns, have begun to explore the pOSSIbIlIty of re­
orgamzIng theIr MCH/FP servIces and retraImng theIr staff so that an expanded and
"Integrated" package of InfOrmatIon and servIces IS provIded As WIth all new approaches to
servIce delIvery, efforts to date have been charactenzed by InCOnSIstency m deSIgn,
expectatIon and performance, not least because no clear defimtIOn or model of an mtegrated
program eXIsts Program managers have had very lIttle to gUIde them beyond a belIef that
mtegratmg these servIces IS feaSIble, IS acceptable to clIents and program staff, IS cost­
effectIve, and does not adversely affect the delIvery of famIly planmng and MCH servIces

The USAID RegIOnal EconomIC Development ServIces Office for East and Southern
AfrIca (REDSO/ESA), WIth support from USAID's AfrIca Bureau, IS coordmatIng a
consortmm oftechnical aSSIstance orgamzatIOns (populatIOn CounCIl's AfrIca OR/TA Project
II, Pathfinder InternatIOnal, FamIly Health InternatIOnal's PopulatIOn DIVISIon and AIDSCAP
Project, the US Centers for DIsease Control and Harvard UmversIty's Data for DeCISIOn
MakIng ProJect) that are revIewmg the IntegratIOn of these servIces from several perspectives
The role of the Population CouncIl's AfrIca OR/TA Project II WIthIn thIS consortIUm IS to
undertake operatIOns research to assess the expenence to date and to IdentIfy and test
alternatIve approaches to IntegratIOn

To date, four systematIC case studIes have been undertaken of programs that are
known to have explICItly developed and Implemented an Integrated approach A WIde
vanatIOn In program deSIgns, ObjectIves and locatIOns was selected to represent both urban
and rural settIngs, and to mclude an NGO effort (Mkomani ClImc SOCIety, Mombasa,
Kenya), a church-based InItiatIVe (Busoga DIocese FamIly LIfe EducatIOn Project, Uganda),
an urban mumcipal counCIl program (Nakuru Mumcipal CounCIl, Kenya), and a natIOnal
government program (Botswana MInIStry of Health) Reports of these case studIes have been
publIshed separately

ThIS report syntheSIzes findIngs from these four case studIes and prOVIdes
polIcymakers, program managers, donors and technIcal aSSIstance organIzatIons WIth
empmcal eVIdence of how an Integrated approach has been Implemented In dIfferent



programmatIc, orgamzatIOnal and socIo-cultural contexts It begms by revIewmg the
ratIonale for mtegratIon and descnbmg the advantages and dIsadvantages of the approach
Bnef summanes are gIven of the actIOns taken by the four programs to mtegrate STI/HIV
management servIces mto theIr eXIstmg MCHlFP servIces The largest sectIOn of the report
then descnbes how the mtegrated servIces are bemg Implemented by drawmg on data
collected through observatIOns of clIent-provIder mteractIOns and clImc facIhtIes, mtervIews
wIth staff provIdmg the servIces and managers responsIble for the desIgn and ImplementatIOn
of the programs, and reVIews ofkey program documents

ThIS synthesIs reveals that all four programs have, qUIte mdependently, developed
strategIes for mtegratIOn that have several common components, a prototype model for
mtegratmg these servIces IS proposed based on these components Fmally, a number of
general recommendatIOns are made for strengthemng the ImplementatIOn of mtegrated
programs that have some or all of these components, and suggestIons are gIVen for further
operatIons research WhICh would clanfy many of the unknown Issues that remam

Approaches to integrating STUHIV servIces Into exIsting MCHIFP programs

All four programs are pnmanly chmc-based although all have commumty-based
components Probably as a consequence of thIS, the focus of theIr mtegratIOn actIvItIes has
been on the detectIOn, dIagnosIs and treatment of STIs among the famIly plannmg and
antenatal chents attendmg theIr MCHlFP clImcs It appears that most attentIon IS paId to new
famIly plannmg and first-VISIt antenatal clIents

All four programs have sought to mtroduce case findmg procedures that would enable
theIr staff to IdentIfy those clIents who may be at nsk of an STI and/or who show SIgnS and
symptoms of an STI These procedures are mtended to detect potentIal cases whIch may be
asymptomatIc or WhICh a woman dId not reahze may be an STI, and mclude behaVIOral nsk
assessment, clImcal hIstOry takmg, general physIcal exammatIon and, where possIble, a
pelvIc exammatIOn

ClIents' awareness of symptoms assocIated wIth STls, theIr abIhty to IdentIfy and
descnbe them, and provIders' abIhty to understand chents' descnptIOns of symptoms are poor
and need to be Improved through IEC actIvItIes wIthm clImcs and, where possIble, through
communIty-based programs Staff need to be tramed m local termmology and concepts used
to descnbe potentIal SIgns and symptoms

Risk assessment and clInIcal hIstory takmg are not performed consIstently or
accordmg to gUIdelmes Staff need trammg m dIscussmg sexual behaVIOr and STIs wIth
chents and servIce delIvery gUIdelmes need to be reVIsed to take mto account the potentIal
dIfficultIes faced by staff m domg thIS Clear wntten gUIdelmes/checkhsts that specIfy exactly
WhIch questIOns to ask and how to mterpret the answers would be helpful, but these must be
revIewed and updated regularly, preferably based on observatIons of staff performance and
valIdatIOn studIes MCHIFP clIent record cards need to be reVIsed so that nsk assessment and
STI-related clImcal hIStOry data can be recorded The effectIveness of nsk assessment for
case findmg and for Improvmg dIagnOSIS needs further research

A thorough general clInIcal exammatlOn and a pelVIC exammatlOn, essentIal for
detectmg SIgnS and symptoms assocIated wIth STIs, are not always undertaken, the need for
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staff to undertake these needs reInforcement Most clImcs had the baSIC eqUIpment and
supplIes needed for an Internal pelvIc eXamInatIOn, but these facIlItIes must be mamtamed
Staff would benefit from traInIng In provIdIng appropnate psychologIcal support to reduce
clIent nervousness The eXIstIng pohcy gUIdelIne that an Internal pelvIc eXamInatIOn be
undertaken for all new famtly plannIng chents, annually for all returnmg famIly plannIng
chents, and for all MCH/FP clIents WIth symptoms and SIgnS associated WIth STIs and/or
assessed to be at nsk needs to be reInforced

For women shOWIng SIgnS and/or symptoms suggestIve of an STI, the four programs
have traIned theIr staff to use the syndromIc approach for dIagnOSIS and treatment because
of poor access to and hIgh cost of laboratory testIng faCIlItIes The case studIes focused on the
feasIbIlIty of IncorporatIng the syndromic approach Into the clImcs' eXIstIng procedures and
could not address the valIdIty of syndromlc management, Its cost-effectIveness, or the ethIcal
concerns of pOSSIble over-treatment Staff had been tramed and the algonthms were on
dIsplay for gUIdance, but many staff had problems folloWIng the algonthms correctly, and
were faced WIth drug shortages or bureaucratIc bamers WhICh prevented them from
completIng the treatment WIthout haVIng to refer the clIents to a doctor Program managers
should constantly momtor new developments In syndromlc approach procedures and update
theIr gUIdelInes regularly, passIng on the new InfOrmatIOn Immediately to staff

Less straIghtforward cases are referred to factlities WIth laboratones for further
testIng, but current referral arrangements are tIme-consumIng and frequently the clIent IS lost
before dIagnOSIS and/or treatment are complete and so need to be Improved As SImpler STI
screemng tests become aVailable programs should develop the capaCIty to use them at an
IncreaSIng number of secondary and even pnmary level faCIlItIes

The supply of drugs and theIr purchase by clIents are major problems In all but the
Botswana program Staff understandIng of the dIfferent treatments avaIlable could be
Improved and updated regularly EXIstIng drug supply mechamsms and forecastIng/ordenng
procedures need strengthemng to ensure that essentIal drugs are routInely avatlable at clImcs
SuffiCIent funds must be made avaIlable to program managers, through government or donor
sources or cost-recovery mechanIsms, to maIntaIn a contInuous supply Wherever pOSSIble,
the chent should receIve/purchase the drugs at the same chmc to ensure that the correct
treatment IS prOVIded

Partner notIficatIOn was Included as a component of all the programs, pnmanly
through requestmg chents to notIfy theIr partners verbally Tills approach has proved to be
hIghly meffectIve and remaInS a major problem WhICh needs to be addressed urgently If the
successful treatment of the woman IS not to be undermIned through re-InfectIOn by her
untreated partner SenSItIve counsehng IS needed to allow for cases when the InfectIOn was
not caused by sexual transmISSIOn

All four programs also mclude educatIOn on HIV/AIDS WIthIn theIr MCH/FP cllmcs,
and refer potentIal HIV/AIDS cases for testIng and counselIng because these faCIlItIes and
skIlls are generally not aVailable at thIS level of chmc

In hne WIth natIOnal polIcy gUIdelInes, all four programs also offer SyphIlIs screenmg
for pregnant women ThIS servIce IS not effectIvely Implemented, however, because chents
have to return later to obtaIn the results, or go elsewhere for the servIce, and normally have to
pay, all of whIch deter them from followmg through on the adVIce given by staff The
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feaSIbIlIty and cost-effectIveness of mtroducmg antenatal scrEjenmg for other STIs (especIally
gonorrhea) should be consIdered gIVen theIr aSSOCIatIOn wIth adverse pregnancy outcomes

Although the programs have placed most emphasIs on case findmg and treatment of
aSYmptomatIc famIly plannmg and antenatal clIents attendmg the clImcs, all four are also
makmg concerted efforts to mform and educate their clImc clIents and, more Importantly,
the general populatIon m theIr clImc catchment areas If clImc health talks are to contInue,
however, they need to be strengthened and held more regularly ClImc managers must better
advertIse the easy avaIlabIlIty and confidentIalIty of STIIHIV InfOrmatIOn and servIces

Cadres of commumty-based workers, although functIOnIng dIfferently m each
program, seek to communIcate messages about the SIgnS and sYmptoms of InfectIOn, modes
of transmIssIon, ways of preventmg or aVOIdmg mfectIOn, and what to do If an mfectIOn IS
suspected These IEC strategIes appear to have been qUIte successful m mcreasmg general
awareness of STls and HN, but theIr Impact on detaIled knowledge of STls and HIV, on
attItudes towards male/female relatIOns, and on sexual behavIOr remam to be evaluated Use
of the condom should be promoted more strongly, eIther on ItS own or posSIbly m
conjunctIon WIth another contraceptIve method (1 e dual use)

Future directIOns for operatIOns research on mtegratton
There appear to be two broad pnonty Issues WhIch operatIons research should be

used to address The effectlveness of the approach m correctly findIng, dIagnOSIng and
treatmg clIents WIth STIs, and the cost-effectlveness of thIS approach compared WIth others
Its effectIveness IS bemg questIoned because recent studIes are shOWIng that the valIdIty of
syndromIc management, even WIth nsk sconng, may be qUIte poor EstablIshIng the valIdIty
of syndromIc management (WIth and WIthout nsk sconng) m MCH/FP clImc settmgs IS
therefore cntIcal If proved to be acceptably effectIve, then studIes should be undertaken to
measure the margmal cost of addmg thIs servIce, and companng ItS cost-effectIveness WIth
alternatIve strategIes for detectmg and treatmg STIs among MCHlFP clIents

The second pnonty IS to evaluate the Impact of thIS approach on reducmg the
transmISSIon and prevalence of STIs, mcludmg HN, m the general populatIon ThIS IS an
Important Issue for polIcYmakers and donors as It IS unknown whether thIS essentIally
curatlve approach would have an Impact on STI prevalence Moreover, whether It would be
more effectIve than a behavlor change approach whIch focused on provIdIng mformatIOn and
educatIOn about preventIon of mfectIOn IS also not known Indeed, lIttle IS known about the
Impact on STIIHIV prevalence of preventIve strategIes Integrated WIth MCHlFP programs
These types of studIes would be resource-mtensIve, however, as they reqUIre longItudInal
surveys WIth populatIOn-based blo-assay measures of STIIHIV prevalence
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1) Background

Sub-Saharan AfrIca IS confrontmg an HIVIAIDS epIdemIC and consequently vIrtually

all health programs m the regIOn are actIvely seekmg ways of preventmg and reducmg the

spread of thIS deadly VIruS To further compound the problem, the presence of certam

sexually transmItted mfectIOns' (STIs), partIcularly gemtal ulcers but also chlamydIa and

gonorrhea, IS known to mcrease the nsk of the sexual transmISSIon of HIV (see Plummer et

aI, 1991, Laga, 1992, Hunter et aI, 1994, Kapiga et aI, 1994) Unfortunately the sub­

Saharan regIOn also has some of the hIghest levels m the world of STIs withm the general

populatIon Thus the control of STis IS seen both as an Important reproductIve health care

strategy m Itself - theIr Immediate symptoms can be acute and the 10nger-tenn obstetnc and

neonatal complIcatIOns can be extremely senous for women and mfants - and as a key

strategy m reducmg the spread ofHIV2

A recent reVIew paper by Adler et al (1996) lIsts the mam pnnciples of STI control as

preventmg new mfectIons

11 treatmg those WIth symptoms ofmfectIOn

111 Improvmg health seekmg behaVIOr amongst those who self-dIagnose as bemg mfected

IV detectIOn and treatment ofthose wIth asymptomatIc mfectIOn

V Improvmg STI treatment

The focus m thIS paper IS on sexually transnntted InfectIons (STIs) It IS recogmzed that STIs are only
one type of reproductIve tract mfectIon (RTI) that can affect women, the others bemg endogenous
overgrowths and those caused Iatrogemcally In the AfrIcan context, most programs and proVIders do
not dIfferentIate between sexually transnntted and endogenous InfectIOns as the treatment IS usually the
same and there IS the perceptIon, nghtly or wrongly, that the maJonty of mfectIons wIll have been
caused by or are assocIated WIth sexual actIVIty

For example, the Mwanza InterventIon Tnal m Tanzama (Grosskurth et at, 1995) has demonstrated
faIrly conclusIvely that early detectIon and treatment of STIs can sIgmficantly reduce the mCIdence of
HIV
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Puttmg these pnnciples mto practice through health care programmes m sub-Saharan

AfrIca remams a huge challenge, however The purpose of thIS paper IS to descnbe the

findmgs from a few, selected case studIes of efforts that have been made to address thIS

challenge m east and southern AfrIca The case studIes document the apphcatIon of these

pnnciples m the context of asymptomatic female clIents attendmg MCH/FP clImcs

The use of MCHIFP chmcs as one entry pomt to managmg STls can be cntIcized for

not dIrectly addressmg the needs of three "hIgher nsk" populations who do not normally

attend these clImcs commerCIal sex workers, men, and sexually-active adolescents A strong

case can be made for targetmg mterventIOns specIfically for these so-called "core groups" of

hIgh-frequency transmItters (e g PlOt and Rowley, 1992), It IS felt that these are more cost­

effective strategIes overall because these three groups tend to have above average levels of

STI mCIdence and prevalence, and tend to have more sexual partners However, they are also

dIfficult to reach through standard health care programs and so speCIal mterventIOns have had

to be developed, such as speCialIst male-onented STI clImcs, mformatIOn and servIces for sex

workers and theIr chents, and mterventIons targeted specIfically for other high-nsk groups,

such as truck dnvers, the mIlItary and the youth

The extenSIve sexual networkmg m much of sub-Saharan AfrIca by males between

commerCIal and non-commercIal partners means, however, that they can frequently serve a

"bndgmg" role for Infections between the hIgh-nsk and general populatIOns, whIch can push

up the lIkelIhood of mfectIOn amongst the so-called lower nsk groups of women (e g Moms

et ai, 1996), such as women attendmg MCH/FP clImcs Table 1 gIves the prevalence of key

STIs found among famIly planmng and antenatal clIents In east AfrIca These and other

studIes suggest that there IS a WIde range of STI prevalence levels and that the hIgher end of

the range IS not dISSImIlar to the levels found among hIgher nsk populations (Wasserhett and

Holmes, 1992) Consequently, there IS not always a clear-cut dIfference between the low and

hIgh nsk populatIons For HIV In particular, prevalence levels are already very hIgh among

antenatal clIents In east dnd southern AfrIcan countrIes (see FIgure 1), although there are

IndIcatIons of some stabIlIzatIOn m the spread of the pandemIC
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Table 1 Prevalence of 8TIs among women attendmg MCHlFP clImes
and pregnant women m east Africa

NaIrobI NairobI Rakal Dar es Salaam
STI (1991-92) (1989-91) (1996) (1991-92)

FP chents ANC chents pregnant FP chents
women

Gonorrhea 32 73-89 24 42

SyphIhs 19 36 73 25

Tnchomomasis 52 - 224 143

CandIda - - - 115

NaIrobI! FP chents Daly et al (1994)
NairobI! ANC chents Temmennan et al (1992)

Rakal Gray and Wawer (1996)
Dar es Salaam Gertlg et al (1997)

FIgure 1 Prevalence of HIV among antenatal clIents at sentmel sItes m east and

southern Africa, 1993-1995
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Because of theIr focus on high-nsk populatIons, most STI and HIV control programs

have not been desIgned and Implemented to take mto account the specIal CIrcumstances of

low-nsk women, despIte eXIstmg knowledge that women are more vulnerable bIOlogIcally

than men to contractmg an STI, that the phySIcal consequences of havmg an STI are more

senous for women than for men, and that women are more lIkely to be asymptomatIc than

men (Brunham and Embree, 1992, Hunter et ai, 1993, Daly et al 1994, GertIg et ai, 1997)

Remforcmg all of these factors IS the low socio-cultural and economIC status of women m

AfrIca whJ,Ph ensures that they are often unable to follow the STI and HIV preventIOn

strategIes currently bemg promoted, 1 e reduced number of sexual partners by the woman's

partner, use of condoms, and detectIon and treatment of STIs For women m stable UnIons m

partIcular, It IS usually theIr partner's behaVIOr rather than theIr own WhICh IS the key

determmant of theIr susceptIbIlIty to mfectIon (e g Carael et ai, 1990), and for the vast

maJonty of women m sub-Saharan AfrIca thIS IS somethmg over whIch they have lIttle or no

control (see HeIse and ElIas (1995) and Mason (1994) for a fuller dISCUSSIOn)

2) ReachIng women with STIIHIV information and serVIces
through MCHIFP programs

Reachmg the maJonty of sexually actIve women m the reproductIve age group WIth

mformatIon and servIces that can enable them to more actIvely control theIr nsk of mfectIOn,

detect and treat an eXlstmg mfectIon, and reduce transmISSIOn through sexual partners IS,

therefore, a key programmatIc Issue that needs to be addressed m addztlOn to mterventIons

targeted at high-nsk groups Reachmg women through MCH/FP programs (both clInIC and

communIty-based) IS an approach bemg actIvely explored for several reasons

• Prevalence of the common STls IS not mSIgnIficant amongst women attendmg MCHIFP

clInICS, at least m east and southern AfrIca There IS clearly a suffiCIently hIgh level of

mfectIOn to JustIfy detectmg, treatmg and preventmg further mfectIon amongst thIS

populatIon

• ClIents attendmg MCHIFP clInICS constItute a numencally much larger populatIOn than

the hIgh nsk groups, and so there are Important publIc health ImplIcatIOns for reducmg

STls amongst the general populatIon ofwomen
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Source NatIOnal DRS surveys

Country Percent of women
Botswana (1988) 92

Kenya (1993) 95

Uganda (1995) 91

Tanzama (1996) 89
ZambIa (1996) 92

Zimbabwe (1994) 93

Table 2 Proportion of women attendmg
a clIme for antenatal care

• MCH/FP servIces are prOVIded by

medIcally tramed staff WIth many of the same skIlls needed for managmg STls, and so the

• Most women hvmg m AfrIca

attend MCH/FP clImcs faIrly

regularly for antenatal, chIld

welfare and/or famIly planmng

servIces (see Table 2), and so there

are qUIte frequent opportumtIes for

mcludmg STI screemng,

counselmg and educatIon dunng

clImc VISItS

addItIonal trammg needed for them to proVIde STI management servIces IS mImmal

• TransmIssIon of mfectIOns from mother to mfant dunng pregnancy and/or ChIldbIrth can

be greatly reduced by detectmg and treatmg the mfectIOn early m the pregnancy

Clearly a strong ratIOnale eXIsts for developmg and testmg mterventIOns that mtegrate

STIIHIV management servIces WIth eXIstmg MCH/FP servIces There are, however, a

number of equally senous concerns about the feaSIbIlIty, acceptabIlIty, effectIveness and cost­

effectIveness of mtegratmg these two currently separate servIces (see Table 3)

DespIte the growmg lIterature on why an mtegrated approach should or should not be

Implemented (e g Mayhew, 1996), very lIttle IS known about how such servIces could be

mtegrated m practIce and what happens when servIce are mtegrated The purpose of thIS

report IS to gIVe some mSIghts to program managers, polIcymakers, and donors by

synthesIzmg the findmgs from four case studIes of programs whIch have tned an mtegrated

approach The followmg sectIon descnbes bnefly the four programs and IS followed by a

synthesIs of the key findmgs, mcludmg The concludmg sectIOns propose a prototype model

and gIve recommendatIOns for program strengthemng and further research
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Table 3 Advantages and disadvantages of Integratmg STIIHIV and MCH/FP
Services

Advantages DIsadvantages
I MCH/FP serVlces are already well

estabhshed and accepted by chents,
provIdmg a credIble source of mformatIOn
and servIces

I Addmg STIIHIV servIces to MCH/FP
programs may overload a relatIvely weak
mfrastructure

STIs and HIVIAIDS are sttgmatIzed by many
commumtIes and addmg them to MCHlFP
programs mIght harm the Image of these
programs

3 There are dIfferences between MCH/FP and
STIIHIV servIces that warrant dIfferent IEC
messages and approaches

3 Addmg STIIHIV servIces may Improve
acceptabIhty and utIltzatIOn of MCHIFP
servIces by broadenmg chmc functIOns

2
2 If provIded wIthm the context of routme

MCH/FP servIces, a woman can receIve
STI servIces anonymously

8 The prevalence of STIs among women
attendmg MCHIFP cltmcs IS relattvely low and
reducmg prevalence wlthm thIS group may not
have a major Impact on the overall prevalence

6 The fear among staff of cross-mfectIOn wIth
HIV, although extremely rare, may lead to
faIlure to carry out proper cltmcal procedures
when provIdmg MCH/FP servIces

7 An emphasIs on bamer methods for STIIHIV
preventIon may lead to a reductIOn m use of
more effecttve non-barrIer contracepttve
methods among couples, wIth subsequent
mcrease m unwanted/unplanned pregnancIes

MCHIFP servIces rely heavIly on donor funds
and addmg STIlHIV servIces may further
compromIse the viabIltty and sustamabIltty of
these programs

5 The addIttonal reqUIrement for provldmg
STIIHIV servIces WIll mcrease the overall cost
of Implementmg an MCHlFP program

8 MCHIFP programs have establtshed
contraceptIve and ImmumzatIOn
commodIty dIstrIbutIOn systems that could
be adapted for managmg STIIHIV
commodItIes

7 The cost to the program and the cltent of
addmg STIIHIV servIces to an eXlstmg
MCHIFP program are expected to be
lower than operatmg a parallel program
for the same cltentele

5 Both MCHIFP and STIIHIV servIces are
targeted for sexually actIve women

6 Staff provIdmg MCH/FP servIces have
been tramed m most of the basIc
procedures reqUIred to provIde STIIHIV
health servIces

4 MCHIFP programs already have 4
expenence of provIdmg IEC and
dIstnbutmg condoms, both of whIch are
essentIal for preventmg STIs and HIV

9 Management mformatton systems (MIS)
already eXIst for MCHlFP servIces and
would reqUIre mmImal adjustments to
mclude STIlHIV servIces
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3) Case studies

The Ideal way to address these questIOns would be to test prospectIvely a number of

alternatIve mtegratIon strategIes WIth ngorous research desIgns that would provIde

mformatIOn on all aspects of theIr ImplementatIOn, and on theIr Impact on the prevalence of

STI and HIV prevalence m the general populatIOn (Langer, 1996)3 As the Mwanza

InterventIon Tnal has shown, however, thIs can be an extremely resource-mtensIve and long­

term undertakmg An alternatIve approach IS to undertake case studIes of eXIstmg and

comparable efforts to mtegrate servIces and to synthesIze the findmgs (Mayhew, 1996)

WhIle the case study approach lacks the control over the mterventIOn deSIgn and data

collectIon whIch IS possIble m a prospectIve expenmental study, It does allow the real-lIfe

expenences of program managers, staff and clIents to be documented m a way that can

descnbe the process of ImplementatIOn and gIve gUIdance as to the feasIbIlIty of an mtegrated

approach

Although a faIrly recent Idea, a number of examples do eXIst of NGO and

governmental programs whIch have sought to mtegrate some aspects of STI/HIV

management servIces mto theIr eXIstmg MCHlFP programs ThIs paper reports on case

studIes of four programs where some form of servIce mtegratIon has been attempted A WIde

vanatIOn m program deSIgns, ObjectIves and locatIOns was selected to represent both urban

and rural settmgs, and to mclude an NGO effort, a church-based lll1tIatIve, an urban munICIpal

councIl program, and a natIonal government program Each program IS descnbed bnefly

below These case studIes were selected m collaboratIOn WIth other members of the USAID­

supported RegIOnal IntegratIOn PartnershIp for East and Southern Afuca4 under whose

auspIces thIs study has been carned out

The Afnca ORITA Project II IS plannmg to undertake two such studIes (m Kenya and Zunbabwe) m
1997-1998

4 USAID REDSO/ESA, USAID Afnca Bureau, Pathfinder InternatIonal, FamIly Health InternatIonal's
AIDSCAP Project and PopulatIon DIVISIon, the U S Centers for DIsease Control, and Harvard
UmversIty's 'Data for DeclSlon Makmg' Project
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The followmg multI-component methodology was used for conductmg the case

studIes

• RevIew of avaIlable reports and data for each program
• In-depth mterview wIth program managers
• Inventory of facIlItIes, eqUipment, supplIes and drugs aVailable at all program

facIlIties
• ObservatIOns of clIent/servIce provIder mteractIOns where possIble
• EXIt mterviews WIth clIents receIvmg MCH, FP and STI serVIces
• IntervIews WIth serVIce provIders

These data collectIOn mstruments were used for three of the case studIes, and were

based on the standard mstruments developed ongmally for the SItuatIOn AnalysIs approach5

to assessmg the functIOnmg and qualIty of famIly planmng servIces The case study of the

Botswana MCHlFP program was undertaken somewhat dIfferently the natIOnal MCHlFP

program was assessed through a natIOnal SItuation AnalySIS study Immediately pnor to the

mtroductIOn of a USAID-supported mtegratIOn mterventIOn WhICh was evaluated one year

afterwards usmg a modIfied form of the case study mstruments at a sample of clImcs and staff

tramed Data presented m thIs report are drawn pnmanly from the evaluatIOn study For two

of the smaller programs m Kenya (the Mkomam ClImc SOCIety and the Nakuru Mumcipal

CounCIl) It was pOSSIble to VISIt all clImcs m the program, but for the Botswana natIOnal

MCHlFP program and the Busoga DIocese program m Uganda It was necessary to draw a

representative sample of clImcs The numbers of mterviews, observations and mventones

through whIch data were collected are gIven on Table 4

Table 4: Sample sizes for data collected durmg the case studies

Chmes Chme staff Commumty MCHlFP Chent-
Study Site vIsited mtervlewed workers chents prOVider

mtervlewed mtervlewed mteractlOns
observed

Busoga, Uganda 17 21 45 117 65

Nakuru, Kenya 7 23 0 72 72

Mkomam, Kenya 2 12 14 36 0

BOTSPA sites, Botswana 25 38 0 164 164

See Miller et al (1997) for a full descnptlon of thIS research methodology
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Mkomanl ClInic SOCiety, Mombasa, Kenya6

The MkomanI ClImc SocIety (MCS) IS a pnvate chantable orgamzatIOn founded m
1980 The organIZatIOn started provldmg basIc curatIve serVIces, mcludmg STI serVIces,
antenatal care and ChIld welfare serVIces at one clImc WIth donor assIstance m 1982, the
MCS began provldmg famIly planmng serVIces m the clImc and started a communIty
outreach program on famIly planmng mfonnatIOn and servIces, whIch now has 30 full-tIme
CommunIty ServIce Workers who have a broad reproductIve health role In 1986, a second
clImc was establIshed, provldmg the same serVIces Both clImcs have a baSIC on-sIte
laboratory and refer more complex cases, mcludmg liN testmg, to other laboratones UntIl
1992, serVIces were provIded separately at dIfferent departments wlthm the clImcs and on
dIfferent days WIth techmcal aSSIstance from Pathfmder InternatIOnal, MCS began to
mtegrate STI/HIV counselmg and screemng mto the routme MCH/FP servIce delIvery ThIs
mterventIOn conSIsted of appomtmg two extra nurses, m-house tralmng for all nurses m the
syndromlc approach to STr dIagnosIs, semmars for all clImc support staff on mfectIon
preventIon and safe sexual practIces, developmg protocols and r prOVIder gUIdelmes for
mtegrated servIces, and m-house traImng for Commumty ServIce Workers on STI/HIV
transmISSIOn and SIgnS / symptoms, safer sex and condom promotIOn, and strengthenmg the
laboratory faCIlItIes to mclude tests for certam STIs

The Mkomanl ClInIC Society Integration Model

1 Carry out a nsk assessment for STIIHIV/AIDS among all clIents VIsltmg the clImcs for famIly
planmng, antenatal and chIld welfare serVIces,

2 PrOVIde mfonnatIon on STI/HIV/AIDS to all clIents who receIve any servIces at the clImcs or
from the Commumty ServIce Workers,

3 Infonn the publIc about STIs and HIV/AIDS and the avaIlabIlIty of servICes at the MCS clImcs
through publIc meetIngs and semmars,

4 Reduce nosocomIal and/or Iatrogemc mfectIon m clImcs,

5 Test all ANC clIents for SyphIlIs,

6 Manage common STI syndromes WIthm the MCH-FP umt,

7 IdentIfy and refer all clIents WIth synIptoms/sIgns of HIV mfectIOn, or those requestmg HIV
testIng, to mstItutIons WIth establIshed HIV counselIng and testIng faCIlItIes,

8 Carry out partner notIficatIOn for sexual contacts and treatment for those traced

6 For the full case study report see Twahrr et al (1996)
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Nakuru Municipal Council, Kenya?

There are seven publIc sector clImcal facIlItIes m Nakuru town The Nakuru
MunICIpal CounCIl (NMC) operates five health centers, all of whIch provIde baSIC antenatal,
chIld welfare, STI and other curatIve servIces, four of these prOVIde famIly planmng serVIces
The ProvIncIal Referral HospItal, operated by the MOH, provIdes MCH-FP and STI/HIV
serVIces and has a laboratory, and there IS also an STI treatment clImc Smce 1989, all
seven faCIlItIes have been collaboratIng In a project WIth the Department of Commumty
Health at the Umverslty of NaIrobI, the Umverslty of Mamtoba, Canada, and the NaIrobI
CIty CouncIl The project IS Jomtly funded by the CanadIan InternatIOnal Development
Agency (CIDA) and the Kenya Government, and seeks to strengthen the cllmc-based
management of STls and HIVIAIDS and to establIsh sustamable commumty-based
STIIAIDS control actIVItIes, WIth a speCIal emphasIs on women's partIcIpatIon The
InterventIon consIsted of trammg proVIders m syndromlc dIagnosIs and treatment of STls,
eqUIppmg faCIlItIes WIth IEC matenals, algonthm flow charts and manuals, supplyIng drugs
for treatmg STI syndromes, strengthemng the laboratory faCIlItIes, and mtroducIng a
commumty-based IEC program of peer educators for commercIal sex workers and
counselors vlsltmg schools and worksltes to gIve talks and prOVIde condoms

The Nakuru Municipal CouncIl Integration Model

1 Carry out STI and HIV/AIDS fIsk assessment and screenmg for all cllents recelvmg MCH-FP
and other serVIces at the health facIlItieS,

2 PrOVIde mformatIon, educate and counsel all clients receIvmg servIces from the health
facilItieS about STIs and HIV/AIDS,

3 PrOVIde mformatlon, educate and counsel hard to reach groups hke commercIal sex workers,
men at the workplace and youth m schools usmg chmc staff and tramed peer educators,

4 DIagnose and treat STls usmg the syndroffilc approach and the algonthms avaIlable,

5 Refer clients reqUIrmg HIV testmg and specIahzed STI treatment to the STI chmc l

6 Reduce nosocomIal and/or Iatrogemc mfectIon wIthm the health faclhtles,

7 Carry out contact tracmg and treatment for partners of STI clients,

8 Screen and treat all antenatal chents for SyphIlIs

For the full case study report see Kanba et al (1997)
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Family Life EducatIOn ProJect, Busoga Diocese, Uganda8

The Busoga DIOcese of the AnglIcan Church began the Fannly LIfe EducatIOn Project
(FLEP) m 1986 WIth support from Pathfinder InternatIOnal The Project mcreases access to
famIly plannmg and other reproductIve health servIces through servIces at the DIOcese's
clImcs, and through voluntary VIllage Health Workers (VHWs) All 48 clImcs provIde famIly
plannmg, STIIHIV/AIDS counselmg and other baSIC curatIve servIces dally, 33 prOVIde chIld
welfare servIces and 15 prOVIde antenatal care and delIvery servIces The 162 VHWs counsel,
motIvate and refer clIents for antenatal, postnatal, chIld welfare, STI and HIV/AIDS servIces
A team of 20 VHWs tramed as 'commumcatIon agents' performs drama and songs to

communIcate locally relevant IEC messages, and FLEP has tramed 30 commumty-based
teachers and other leaders to teach m- and out-of school youth about reproductIve health
Issues Each VIllage has a health subcommIttee, whose members are tramed to mobIlIze and
manage communIty resources for the constructIon and operatIOn of the clImcs FLEP has also
proVIded baSIC eqUIpment and supplIes for proVIdmg famIly planmng servIces The
mterventIOn to faCIlItate an mtegrated approach consIsted of trammg all clImc staff and
VHWs m HIV/AIDS counselmg, and m counselmg and management of other STIs,
development of nsk assessment checklIst for clImc staff, establIshmg a referral arrangement
WIth an NGO for HIV testmg and WIth Government laboratones for other STI tests, and
eqUIppmg the cllmcs and VHWs WIth IEC matenals and developmg messages for the
communIcatIOn agents

The Family Life Education ProJect's Integration Model

1 Carry out STIIHIV rIsk assessment for clIents receivmg MCH/FP servIces from the clImcs,

2 Screen clIents receIvmg MCH/FP serVIces for STIs and HIVIAIDS usmg a dIagnOStic
checklIst,

3 IdentIfy and refer clIents requmng HIV testIng,

4 DIagnose and treat clIents With STIs usmg the syndromIc approach,

5 Inform and educate all clIents receivmg servIces from the clImcs and VHWs about STIs and
HIV/AIDS,

6 Inform and educate the general publIc about STIs/HIVIAIDS through publIc meetmgs, drama
and song,

7 Inform and educate m and out-of-school youth about STIs and HIV/AIDS usmg tramed school
teachers, commumty leaders, church leaders and prIvate nurse mIdWIVeS,

8 RaIse awareness and create support for the mtegrated reproductive health services among the
health sub-committees and other commumty leaders

For the full case study report see Mukarre et al (1997)
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NatIOnal MCHlFP Program, Botswana9

FamIly planmng, MCR and STI/RN servIces were aVallable dally, although
separately, at all three levels of the MOR system (1 e hospItals, clImcs, health posts) In
1992, the MOR mtroduced the syndromlc approach to STI management for those clIents
attendmg for STI servIces The USAID-supported Botswana PopulatIon AssIstance
(BOTSPA) Project sought to Improve the qualIty, avaIlabIlIty and mtegratIon of
MCHIFP/STI servIces and to expand AIDS preventIon measures through an mterventIon that
consIsted of the followmg components m-servlce trammg for all MCHIFP personnel,
focusmg on clImcal slalls, FP/STI counselmg, reportmg and use of data, strengthemng the
eXlstmg MIS'to record and report mdIcators of STI and HIV/AIDS servIces provIded, and
commodIty reqmrements, trammg servIce provIders (nurses at hospItals and cllmcs and the
FamIly Welfare Educators at Health Posts) m the use ofIEC matenals, reVIew and reVISIon of
the famIly plannmg polIcy gmdelmes and standards and procedures manual to mclude STI
and HIVIAIDS servIces

The Botswana Population Assistance Project Model

1 Carry out a flsk assessment for STIIHIV/AIDS for all MCH-FP clIents,

2 ProvIde mformatIOn and educatIon on STIs, famIly planmng and relatIOnshIps between the two
to all chents, mcludmg promotIOn of dual contraceptIOn,

3 ProvIde mdIVIdual counselmg for all MCHIFP chents IdentIfied to be at nsk,

4 Use the syndromIc approach to dIagnose and manage STls,

5 Carry out commumty IEC actIvItIes through tramed FamIly Welfare Educators to raIse
awareness about STIs and HIVIAIDS,

6 Establtsh STI/HIVIAIDS management teams at "Centers of Competence" and manage referrals
from lower health faCIhtIes,

7 PractIce mfectIon preventIOn procedures when managmg chents,

8 Carry out contact tracmg usmg self-referral cards Issued to the mdex chent,

9 IdentIfy and refer chents for HIV testmg,

10 Test or refer all antenatal chents for syphIhs,

11 Collect, analyze and use data on servIces at the chmc level
)

9 For a full report of the evaluatIOn of the BOTSPA mtervenhon see MarIbe, Maggwa and Askew
(1997), and for the nahonal baselme SItuatIOn AnalySIS study see Baaktle et af (1996)
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4) Experiences with Implementing Integrated programs

The focal pomt of mteractIOn wIth women for all the programs IS theIr attendance at

the MCH/FP clImc, and so most attention appears to have been paid to developmg an

approach to mtegratIOn that focuses pnmanly on managmg STIs among women attendmg the

clImcs for famIly plannmg and antenatal care In particular, all four programs have

undertaken actiVIties that enable theIr staff to detect asymptomatIC mfectIOns among famIly

plannmg and antenatal clIents, to correctly treat or refer those presentmg WIth symptoms of

STIs, mcludmg HIV, and to Improve the qualIty of STI treatment prOVIded However, all

four programs also addressed, or showed the potential to address, the preventIOn of new and

re-mfectIOns and Improvmg the health seekmg behaVIOr of those who self-dIagnose as bemg

pOSSIbly mfected through both clImc and commumty based IEC actiVIties How the programs

undertook these actiVIties withm the context of theIr MCH/FP servIces IS descnbed below

41) Management ofSTIs among women attending MCHlFP cliniCS

a) Case findmg for asymptomatic STls

It should be stressed that all four programs focus theIr attentIOn on findmg lO and

managmg STIs among women who come for famIly plannmg and antenatal servIces Thts

approach to mtegratmg servIces IS based on the assumptIOn that some women attendmg

clImcs for these servIces WIll also have one or more STI Of those women who have an

mfectIOn, some WIll know they have the symptoms of an mfectIOn but have not yet sought

treatment (or are seekmg treatment elsewhere), some wJAI have the SIgnS but do not realIze

that they are symptoms ofan STI, and some WIll be asymptomatIC

All four programs have sought to mclude procedures for findmg potential STI

cases among women attendmg theIr clImcs through a combmatIOn of

10 A dIstInctton has been made m the hterature between "screenmg", whIch IS usually undertaken outSIde
of the health facIhty enVIronment and Withm hIgh nsk groups, and "case fmdmg" whIch IS descnbed as
"a process of OPPOrtunISttC screenmg for an Infectton at the tIme that an mdividual presents to a
health facIhty regardless of whether they have symptoms suggesttve of an STI" (Adler et al, 1996 27)
Thus the term "case fmdmg" IS used m thIS report
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• behavlOral rzsk assessment through askmg the clIent questIOns about her and her

partner's sexual relatIonshIps

• clmzcal hzstory takzng,

• and, where pOSSIble, clzmcal examznatlOn

These case findmg procedures (based on IdentIfymg nsk behaVIor and clImcal sIgns)

have been adopted m these programs because they take mto account the lImIted access to

laboratory testmg faCIlItIes, the hIgh levels of asymptomatIc mfectIOn, and because for most

new famIly plannmg clIents these same procedures are normally conSIdered standard practIce

Data from numerous SItuatIon AnalySIS studIes m AfrIca (e g MIller et al 1996) show that

reVISIt clIents are rarely asked nsk assessment questIons or have a clImcal hIStOry or exam

taken Whether they should undergo the same procedures as new famIly planmng clIents IS

an often-debated Issue, however, as there are Important resource conSIderatIons for routmely

exammmg women usmg resupply methods who may VISIt a clImc three or four tImes a year

It should be stressed, however, that very httle eVIdence eXIsts about the effectIveness of

behaVIoral nsk assessment and research IS needed to assess the valIdIty of the approach

before It can be recommended as a best practIce

I) BehaVioral risk assessment and clImcal history takmg

Case findmg through nsk assessment and hIStOry takmg can be undertaken eIther WIth

or WIthout a clImcal exammatton Although a clImcal exam IS clearly preferable, It IS

pOSSIble to undertake lImIted case findmg m SItuatIOns where, for whatever reason, It IS not

pOSSIble to undertake a pelVIC exammatIOn]! Moreover, the questIOns routmely asked of a

new famIly plannmg clIent mclude some (but not all) of the behaVIOral and other nsk factors

needed for STI case findmg Consequently, the servIce delIvery gUIdelmes for these four

programs also recommend askmg new famIly planmng clIents some addItIonal questIOns,

WhICh are not part of a routme consultatIOn for famIly planmng, to better assess the clIent and

her partner(s) nsk ofmfectIon

11 Data from the four case studIes and the natIOnal Sltuabon AnalySIS studIes m Kenya and Botswana
suggest that the maJonty of clmlcs do have specula and gloves avaIlable, and so m most cases the
eqUIpment and supphes needed to carry out a pelVIC exam are present
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Each program has developed Its own gmdelmes for traImng staff that are supposed to

enhance theIr abIhty to find cases of STI among famIly plannmg chents These are generally

based on the servIce dehvery gUldelmes developed by the country's natIOnal STD/AIDS

control program The vast ma]onty of servIce provIders mtervtewed, however, were not

aware that these gUldehnes eXIsted and dId not have wntten copIes

The nsk factors common to all four programs' gUldelmes that were assessed12 dunng

the case studIes are hsted m Table 5 below Although the number of chents observed was

small, the data show qmte clearly that few famtly plannmg chents were asked about many of

these behaVIOral nsk factors Moreover, the staff from each program appear to put dIfferent

emphasIs on askmg dIfferent questIOns Interestmgly, the one questIOn whIch staffm all four

programs asked was the number of sex partners m the last year, suggestmg that they are not

necessanly afraId of askmg questIOns about sexual behavIor

Although these nsk factors were based largely on the natIonal servIce dehvery

gmdehnes for each country, the gUldehnes themselves were developed ongmally for use m

SItuatIOns where chents present wzth STI symptoms (e g m STI chmcs) They may not,

therefore, be ImmedIately useful m MCHlFP settmgs where chents are normally presentmg

for other servIces, the prevalence of STIs IS thought to be relatIvely low, and over half of the

chents WIth STIs are probably asymptomatIc (Daly et aI, 1994, GertIg et aI, 1997) The

utIhty of these nsk factors m effectIvely asslstmg provIders to find asymptomatIc cases

clearly needs further vahdatton m MCHlFP settIngs

12 For the observatIOns a checkhst of nsk factors was used WhICh was denved from those proposed by
two expert groups, the WHO GPA (Mertens et at, 1994) and the USAID-supported EVALUATION
Project subcomnuttee on STDIHN (Dallabetta and HaSSIg, 1995) Although they may not fit exactly
WIth the Items recommended by each program the hst provIdes a baSIS for companng across the
programs
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Table 5 Percentage of new famIly planmng clIents asked about rIsk factors

RIsk factors Mkomam Busoga Nakuru Botswana
(n=36) (n=16) (n=10) (n=39)

No of sex partners In past year 14 100 20 26

Client's mantal status 0 0 100 51

Partner's other sexual partners 11 0 0 0

Partner's occupatIOn 8 0 0 0

Partner's residence 0 6 0 33

History/presence of STls In partner 0 19 0 18

History of STls In client 0 31 30 59

Client's concerns about STls 0 25 30 61

Condom use by chent 14 25 0 0

Why the servIce provIders are not routmely askmg all of the nsk assessment questions

expected for an mtegrated approach IS an essential Issue for program managers Several

possIble explanations emerged dunng the case studIes One possIbIlIty IS that clear

mstructIOns on exactly whIch questIOns to ask, how to ask them, and the fact that they should

be asked of all clIents, were not gIVen dunng trammg It appears also that the trammg

matenals used, and those gIVen to the proVIders as reference matenals are madequate Indeed,

apart from the FLEP program WhICh provIdes a checklIst to ItS clImcal staff, wntten

gUIdelmes or a checklIst to assIst the staff m carrymg out the nsk assessment were not gIven

out and/or were not generally avaIlable

None of the programs had reVIsed theIr famIly plannmg clIent record forms to mclude

the addItIonal mformatIOn collected for behaVIOral nsk assessment and hIStOry takmg related

to STIs/HIV Consequently, although the prOVIders were expected to routmely collect thIS

mformatIOn dunng theIr mteractIOns WIth famIly plannmg clIents, the clIent record forms dId
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not have space for recordmg thIS mformatIOn As a result, provIders not only have to

remember whIch questIOns to ask wIthout the assIstance of a checklIst or gUIde, but also have

to record the mformatIOn on a form for whIch there IS no space to do S013

ServIce prOVIders m the busIer clImcs cIted large clIent loads as a major reason why

they dId not routmely undertake the full nsk assessment I hIstory takmg procedures for all

famIly plannmg and MCH clIents It IS unclear, however, how much extra tIme IS actually

reqUIred to undertake an "mtegrated" consultatIOn compared WIth a "famIly plannmg only"

consultatIon, partIcularly If there are only a few, If any, extra questIOns to be asked Indeed, It

can be argued that these questIons should be asked of all new famIly plannmg clIents anyway,

If the prOVIder IS to aSSIst the clIent to choose the most appropnate contraceptIve method

The tIme spent provldmg a more complete servIce or more than one servIce at a tIme IS an

Issue WhIch anses whenever mtegratIOn and servIce qualIty are bemg conSIdered More

research IS clearly needed, perhaps m the context of a clIent flow analysIs wlthm a cost­

effectIveness study

A lack of audItory and/or VIsual pnvacy dunng consultatIOns was frequently cIted as a

reason why prOVIders were unwIllmg to dISCUSS sexual behaVIOr and STIs WIth theIr clIents

Except for Nakuru, where all seven facIlItIes had separate rooms for counselIng and

exammatIons, half of the Busoga clImcs, 60 percent of the Botswana clImcs and one of the

two Mkomam clImcs lacked audItory and VIsual pnvacy Whether much can be done about

thIS depends on the phySIcal structure of the mdiVIdual faCIlItIes and the substantIal resources

frequently needed to Improve pnvacy

ServIce prOVIders frequently stated that they know "theIr clIents" well, and CIted thIS

relatIOnshIp as a reason why they dId not feel the need to ask about sexual behaVIOr and other

nsk factors As a result of not discussmg these Issues, however, they were found to have

some mcorrect assumptIOns about theIr clIents For example, most prOVIders felt that theIr

clIents are not at nsk for STIsIHIV, whereas theIr clIents frequently state that they do feel to

be at nsk -- between 52 - 70 percent of clIents mtervIewed expressed thIS feelmg ServIce

13 Followmg the results of the case studIes, the Mkomam and Botswana program managers ImtIated a
reVIew and reVISIon of thelf famIly planmng clIent record forms to mclude STI fIsk assessment
questIons so that they can serve as both a checklIst and comprehensIve record of the clIent's SItuatIOn

17



provIders also feel that theIr clIents would be offended by bemg asked questIons about theIr

sexual behavIOr, but when clIents are asked such questIOns, they appear faIrly wIllmg to

answer them

ImtIatmg dIscussIOns about STls can be problematIC If MCH/FP clIents are not aware

of the common symptoms assocIated WIth an mfectIOn Almost all women mterviewed

mdicated that they knew of mfectIOns that could be transmItted sexually Table 6 descnbes

the responses gIVen spontaneously when asked to name the symptoms of such mfectIOns

These data suggest that overall knowledge of mdividual symptoms IS rather low, and clearly

there IS a need to strengthen awareness among women attendmg MCHIFP clImcs, and

presumably m the general populatIOn

Table 6 Percentage of MCHlFP chents mentiomng symptoms suggestive
ofSTls

Symptom Mkomam Nakuru Busoga Botswana
(n=36) (n=51) (n=117) (n=163)

Lower abdommal pam 33 32 56 17

Gemtal Itchmg 17 27 37 29

Gemtal discharge 47 45 38 44

Pamful urmatIOn 39 23 36 j4

Gemtal ulcer 25 23 52 66

There IS, however, conSIderable vanatIon between the respondents m terms of WhICh

symptoms they know For example, gemtal ulcers were mentIOned by two thIrds of women

m the Botswana sample but by only a quarter of those attendmg the Mkomam and Nakuru

clImcs Whether thIs reflects geographIcal vanatIOn m the prevalence of the symptoms (and

theIr underlymg cause) or dIfferences m perception, defimtIon and termmology for abnormal

symptoms of the gemtalIa 18 not at all clear (see Olukoya and ElIas (1996) for a dISCUSSIon of

these Issues m Nigena)

Whatever the case, for programs that rely on SIgnS and symptoms for case findmg It IS

Important that clIents have a good knowledge of suggestIve symptoms and that there IS a
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Percentage of MCHlFP chents mentIomng
experience of symptoms In prevIous 12
months

Symptom Mkomam Nakuru Busoga
(n=36) (n=51) (n=l17)

Lower abdoIDmal pam 23 17 57

Gemtalltclnng 21 33 25

Gemtal dIscharge 26 31 23

Pamful urmatIOn 9 17 16

Gemtal ulcer 17 6 15

common understandmg and defimtIOn of symptoms by both clIents and staff Tlus IS

Important so that famIly plannmg and antenatal clIents can be encouraged to pro-actIvely

IdentIfy possIble symptoms dunng consultatIOns and so that provIders and clIents can dISCUSS

symptoms and SIgnS WIth a common understandmg of what IS normal and what may be

abnormal It should be borne m mmd, however, that the presence of clImcal SIgnS does not

necessanly mean that a woman actually has an mfectIOn and so proVIders should always be

cautIOUS m theIr mterpretatIOn (Bulut et al , 1995)

These clIents were then Table 7

asked WhICh symptoms, If any,

they had expenenced m the

preVIOUS 12 months The data on

Table 7 show that symptoms

assOCIated WIth STIs are qUIte

common among women attendmg

MCHIFP clImes, and so It IS

essentIal that proVIders routmely

ask clIents about them and look

for them dunng a phy'Hcal exam

ThIS does not seem to be happenmg currently, m Busoga, for example, only one half of

clIents were observed to be asked about current or past expenences of vagmal dIscharge and

lower abdommal pam, and about one thIrd were asked about gemtal Itclung and gemtal

ulcers Inadequate hIStOry takmg may be resultmg, therefore, m mIssed opportumtIes to detect

women at nsk ofhavmg an STI and reduces the efficacy oftlus approach

II) ClImcal exammatIOn

General exammatIOn

In all three countnes the natIonal famIly planmng servIce delIvery gUIdelmes reqUIre

that clIents choosmg to use a medIcal contraceptIve method (e g pIll, mJectable, IUD,
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Norplant0 Implant, stenlIzatIon) should have a general physIcal exammatIOn whIch mcludes

mspectIon of the skm and mucus membranes, checkmg for enlarged organs or lymph nodes,

and measunng weIght and blood pressure ThIS mformatIOn IS used to decIde the sUItabIlIty of

dIfferent methods for the chent ThIS general exammatIOn also covers all the Items necessary

to IdentIfy those STls (mcludmg HN) WhICh manIfest themselves wIth generalIzed physIcal

symptoms lIke weIght loss, anaemIa, skm rashes, haIr loss and enlarged lymph nodes A

general physIcal exammatIOn IS also Important for detectmg syphIlIs whose gemtal symptoms

dIsappear soon after pnmary mfectIOn but whose generalIzed SIgnS and symptoms stay for

longpenods

The extent to whIch these exammatIOns were performed was encouragmg (see FIgure

2) For most new famIly planmng clIent consultatIons observed, general and breast

exammatlons were carned out and the weIght and blood pressure measured Whether

proVIders were conscIOusly lookmg for STI symptoms whIle domg these exams IS not known,

however

Figure 2 Percentage of new family planmng clients
receiving cllmcal examinations
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Blood Pressure
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The natIonal guIdelmes for STI management m all three countnes recommend that all

clIents presentIng wIth STI symptoms should have a general exarmnation to check for other

STls and condItIons, mfectIon wIth more than one STI IS not uncommon m thIs regIon

However, at the STI clImc m Nakuru, 12 clIents presentmg wIth symptoms of STls were

observed, but only two had a general exammatIon ThIs suggests that when staff are focusmg

on proVIdmg STI servIces alone, they also do not follow recommended procedures

PelvIc ExammatlOn

Most programs reqUIre or strongly recommend that the provIder undertake a pelvIc

exammatIOn for all new famIly planmng clIents choosmg to use a medIcal contraceptIve

method A full pelvIc exammatIon mcludes mspectIOn of the external gemtalIa, bImanual

palpatIOn, and a speculum exammation A pelVIc exammatIon, eIther external or mternal, IS

clearly a useful addItIonal component to an STI case findmg procedure because It can be used

to detect, through dIrect observatIon, certam SIgnS and symptoms whIch a woman may have

but does not recognIze (e g Olukoya and EliaS, 1996), or whIch she knows she has but does

not want to report verbally A pelvIc exam WIll also mcrease the lIkelIhood of the provIder

findmg cases ofRTIs whIch are not necessanly sexually transmItted, such as candIdIasIs and

bactenal vagmosis

An external exammatIOn, If undertaken thoroughly, would allow the provIder to find

and/or confirm cases ofvagmal dIscharge and gemtal ulcers, two ofthe syndromes commonly

used dunng syndromic management If a provIder IS also able to carry out a bImanual

palpatIOn and a speculum exammatIOn, thIs would allow the IdentIficatIOn of mtravagmal I

cervIcal ulcers and cervIcal mflammatIOn It would also allow a dIstmctIOn to be made

between a vagmal and cervIcal dIscharge, wInch IS Important for determImng the pOSSIble

aetIOlogical agents for the dIscharge CervIcal dIscharges are more lIkely to be due to

gonorrhea and/or chlamydIa, whIle vagmal dIscharges are mostly due to candIdIasIs,

tnchomomasis and lor bactenal vagInosis

The lIkelIhood and feaSIbIlIty of a prOVIder undertakmg a pelvIc exammatIon for new

famIly plannmg clIents IS dependent, however, not only on theIr decIdmg whether It IS

appropnate for the presentmg clIent, but also on theIr trammg and avaIlabIlIty of appropnate
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eqUIpment and supplIes The proportIOn of new famIly planmng clIents observed to have a

pelVIC exammatIOn vaned from a low of 50 percent m Busoga, through 70 percent m Nakuru

to 92 percent m Botswana14 It IS encouragmg to note that almost all of the pelvIc

exammatIons observed mcluded all three components, 1 e a vIsual mspectIon of the external

gemtalIa, mternal exammatIOn through a bImanual palpation and/or a speculum exammatIOn,

and were undertaken correctly

Figure 3: Percentage of clinics vIsited having basic
equipment necessary for pelvic examInation
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b) DIagnosIs ofSTls

Once the provIder has establIshed that a famIly planmng or antenatal clIent has SIgns

and/or symptoms suggestIve of an STI, the expectatIOn IS that these WIll be correctly

classIfied mto a clImcal syndrome and the clIent wIll be provIded appropnate curatIve

treatment All four programs Implement case management faIrly SImIlarly, although there are

some dIfferences due to the resources avaIlable, the polIcIes and procedures m operation, and

the socIO-cultural context

All four case studIes use the syndromIc approach to make a dIagnosIs and decIde

treatment ThIs approach uses clImcal algonthms, m the form of sImple flow charts, to

IdentIfy three broad syndromes of mfectIons m women (plus one m men), classIfied

14 In the one case study site (Nakuru) where consultattons were observed for 12 clIents who explIcItly
came for STI servIces, a pelVIC exammatton was carned out for only one clIent
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accordmg to presentmg symptoms and SIgns It can be used, therefore, m sItuatIons where

there are no laboratory testmg facIlItIes avaIlable The natIOnal STD/AIDS Control Programs

m all three countrIes have adapted the standard WHO algonthms (WHO, 1991) to SUIt local

condItIons, and each of the case study programs uses ItS natIOnal gUIdelmes The only

dIfference between the three natIonal sets of algonthms IS the type of medIcatIOns

recommended for treatment

All gUIdelmes take as theIr startmg pomt the followmg three major syndromes of

mfectIOn m women WhICh can be detected through the verbal and/or clImcal exammatIOn

screemng procedures descnbed above

• vagmal dIscharge

• lower abdommal pam

• gemtal ulcers

It should be emphaSIzed that these algonthms were developed for use pnmanly m STI

clImcs among clIents presentmg WIth known symptoms In these htgh prevalence populatIons

the algonthms have acceptable sensItIVIty, specIficIty and pOSItIve predIctIve values (PPV)15

However, when used m sItuatIOns where the prevalence of STIs IS relatIvely low and many of

the clIents are asymptomatIc, as may be the case for clIents attendmg MCH/FP cllmcs, It has

been shown that these valu€'s can drop substantIally (Daly et aI, 1994, GertIg et aI, 1997)

Some studIes (e g Kapiga et aI, 1997) suggest, however, that the PPV of all four

algonthms can be Improved through the addItIon of a behavIOral nsk "score" to the

mformatIOn gamed through the clImcal htstory and/or exammatIOn ThIS score IS calculated

through welghtmg16 and summmg the presence or absence of certam behavIOrs of the clIent

and her partner(s) obtamed dunng behaVIOral nsk assessment and/or hIStOry taktng None of

the case study programs currently use nsk sconng as part of theIr case findmg and dIagnOSIS

15

16

Sensztzvzty descnbes the proportton of true posItlves detected by an algonthm, specificity descnbes the
proportton of true negatIves detected, and the posztzve predzctzve value of an algonthm IS the
proportton of cases classIfied as true and conf"rrmed separately that they are truly pOSItIve

The weIght aSSIgned to each behaVIOral nsk factor vanes by sconng procedure In some procedures
nsk factors are aSSIgned equal weIghts, whIle others use a weIghtIng scheme based on the adjusted
odds ratlos for each factor denved from IOgIStlC regreSSIOns
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procedure, but a bnefrevIew by Adler e al (199689-92) suggest that It IS a refinement ofthe

syndromIc approach WhICh IS certamly worth explonng further

There IS an on-gomg debate concernmg the efficacy of the syndromIc approach whIch

wIll not be revIewed here, the focus m thIS paper IS on the feasIbIlIty of Implementmg thIS

approach m terms of programmatIc operatmg procedures rather than ItS effectIveness m

correctly dlagnosmg and treatmg STls It IS Important for the future planmng of these

programs that attentIon be paId to thIS debate, however, as all four programs deCIded to use

the syndromIc approach because It IS recommended by theIr natIonal health programs Each

country's MaR and the donors supportmg theIr programs have Judged It to be the most

appropnate strategy for theIr SItuatIon, 1 e lImIted avaIlabIlIty and access to laboratory

faCIlItIes and tramed staff, and a perceptIOn that there IS a relatIvely hIgh prevalence for many

STIs amongst famIly planmng and antenatal clIents Its efficacy gIven a hIgh proportIon of

aSYmptomatIc cases, whether It IS cost-effectIve, and whether there are ethIcal conSIderatIons

gIven the potentIal for over-treatmg unmfected patIents remam debatable Issues, however

The case study methodology prOVIdes a 'snap-shot' of the way m whIch each program

operates over a very lImIted penod of tIme, and so only a small number of famIly planmng

clIents were observed to be managed for a suspected STI, thus lImItmg the opportumty to

assess the prOVIder's competence m actual case management In Busoga, l8 clIents of the 66

consultatIons (27 percent) observed had sYmptoms and/or SIgnS suggestmg an STI Usmg the

syndromIc approach the servIce proVIders claSSIfied 13 of them as havmg the "lower

abdommal pam" syndrome and treated them accordmgly, the remammg five cases were

referred to another faCIlIty for further mvestIgatIon

In Nakuru It was pOSSIble to reVIew the records of all clIents dIagnosed and treated for

STls usmg the syndromIc approach at the five MCH/FP clImcs Over a one year penod the

lower abdommal pam syndrome was the most common diagnOSIS (44 percent) followed by

vagmal dIscharge (34 percent) and gemtal ulcers (21 percent) It IS dlscouragmg to note,

however, that for the twelve STI clIents observed at the Nakuru STI clImc, the prOVIders dId

not carry out a full nsk assessment, obtam adequate hIStOry, carry out a general or pelVIC

exammatIOn, or follow the dIagnostIC algonthms correctly, despIte the fact that durmg theIr
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trammg, most emphaSIS had been placed on thIs aspect ofSTI management, and the algonthm

flow charts were on the chmc walls

Because only a few famIly planmng and antenatal clIents were observed beIng

detected and diagnosed for potentIal STIs, It was dIfficult to assess provIder competence m

managIng a suspected STI case Consequently, provIders m Busoga and Nakuru were asked

WhICh addItIonal mformatIOn they would normally request from a woman presentmg wIth

vIsIble symptoms of a vagInal dIscharge, the results are presented on FIgure 4

Figure 4: Percentage of clinic Staff mentioning additional
information requested of women with a vaginal
discharge
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These data suggest that many of the provIders eIther do not know that they should be

askmg addItIonal nsk assessment questIOns to assIst m dIagnosIs and treatment (WhICh would

suggest a weakness m theIr trammg), or If they do know about askIng them they are not

routmely askmg clIents presentmg wIth STI symptoms It IS clear that they tend to focus

more on the woman's Immediate symptom than on her and her partner(s) behavIOr
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Although all four programs expect theIr staff to use the syndromIc approach to make a

dIagnosIs and to determme treatment, the Nakuru program has eas} access to a speclahst STI

laboratory and both MkomanI chmcs have on-SIte, albeIt hmIted, laboratones Consequently,

these laboratory facIhtIes are used, for example, m the Nakuru program, chents wIth STI

symptoms are first treated followmg the syndromIc algonthms and chents who do not

respond to the first treatment wIthm seven days, or those chents wIth comphcated

symptomatology, are referred to the STI laboratory

c) Treatment ofSTIs

Each of the four programs expect theIr staff to follow the natIOnal STI treatment

gUIdelmes for each syndrome In almost all cases, however, staff appear unable to follow

these gUIdelmes Some staff could not descnbe to mtervIewers the drugs recommended to

treat specIfic syndromes, suggestmg that theIr trammg had been madequate and/or that they

needed to have some wntten remmders aVaIlable m the chmc ServIce proVIder gUIdelmes

were mIssmg at nearly all the facIhtIes VIsIted

The regImens recommended by the natIonal STI control programs are changed from

tIme to tIme due to changes m drug senSItIvIty, but these changes are not always reflected m

the algonthms and servIce provIders' manuals because revlSlng and dIstnbutmg the new

algonthms takes tIme For example, m Kenya the current servIce provIder gUIdelmes were

developed more than three years ago and yet several changes have taken place m the

management of STIs smce In Botswana, the gUIdelmes were revIsed m 1994 but had not

been dIstnbuted by June 1996

For the Busoga and MkomanI programs, nm by NGOs, msufficient funds and

meffectIve cost-recovery mechamsms mean that the program managers cannot afford to

purchase the natIonally recommended drugs and so purchase others mstead, the Busoga

program also suffers from frequent drug stock-outs Consequently, staff eIther prescnbe

alternatIve drugs If they are avaIlable at the clImcs or send theIr chents to a pharmacy to buy

the drugs themselves NeIther strategy IS completely acceptable as the former may result m

the use of an meffectIve treatment, and the latter m low-mcome women not obtammg

treatment at all If pharmacy pnces are perceIved to be too expenSIve
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The Nakuru program, although publIc-sector, had specIal donor fundmg avaIlable for

the purchase of recommended drugs at the tIme of the case study Wlnle thIs made It possIble

for staff to follow the gUIdelmes and not to charge clIents, It also created a SItuatIOn where

these drugs were reserved explICItly for STI treatInent Consequently, although staff were

workIng m an "mtegrated" delIvery system, they became frustrated because these same drugs

could be used to treat other problems, for whIch there IS an acute shortage of drugs The

program has now started a cost-recovery mechamsm usmg drugs donated by the UK

Department for InternatIOnal Development (DfID) for STIs and other condItIOns

The Botswana natIOnal program IS probably faIrly umque m sub-Saharan AfrIca m

that the program IS relatIvely well-financed and has a functIOmng commodIty lOgIStICS system

(supplymg famIly plannmg and STI commodItIes together) whIch means that drug supply IS

not a problem

In Kenya (as m many other countnes m the regIOn), the natIOnal Drug and POIsons

Act does not allow nurses to prescnbe certaIn categones of drugs, mcludmg antIbIotIcs used

for STI treatInent Thus despIte theIr traImng m the syndromIc approach, nurses at the

Nakuru and MkomanI programs are not allowed to prescnbe treatInent drugs and have to

refer theIr clIents to a clImcal officer or doctor who then relIes on the nurses' dIagnOSIS to

prescnbe medIcatIOn ThIS polIcy clearly ll1mts the potentIal for any STI management

program bemg Implemented m clImcs where a nurse IS the only prOVIder avaIlable, and

reqUIres the clIent to undertake a second consultatIOn to complete treatInent ThIs and SImIlar

Acts m Kenya are currently bemg reVIewed WIth the hope that the regulatIOns WIll be

changed

d) Contact tracmg through partner notlficatlOn

If a woman has an mfectIOn whIch was transmItted sexually It IS clearly essentIal to

also treat her sexual partner(s), If not she IS hIghly lIkely to become re-mfected soon after

treatInent A problem WIth syndromIc management, however, IS that the syndromes can

mclude some mfectlons whIch are not necessanly sexually transmItted (e g vulvovagmal
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candIdIaSIS and bactenal vagmosIs) but result from endogenous overgrowths of normally

present organIsms (ElIas, 1991) Care needs to be taken, therefore, m counselmg women on

commumcatmg the fact that theIr partner mayor may not be mfected Most programs suggest

that the partner be encouraged to attend the clImc so that the possIbIlIty of hIm havmg an STI

can be confirmed or dIscarded

All four programs make efforts to trace the women's sexual contacts GIven the

lImIted resources aVailable, however, home VlSltS and referrals by clImc-based staff IS clearly

not a feasIble optIOn, although the Mkomam and Busoga programs dId bnefly try partner

notificatIOn through the clImcs' commumty outreach workers ThIS qUIckly proved ImpossIble

for two reasons FIrst, the women dId not want anyone else to know about theIr treatment or

to commumcate WIth theIr partners about theIr mfectIOn, and so resented the Idea that

someone else would be contactmg theIr partners Second, the outreach workers m both

programs, but partIcularly m Busoga, are related to or friends WIth a sIgmficant proportIOn of

the clImc clIentele and so dId not feel comfortable discussmg these Issues WIth commumty

members They were partIcularly concerned about the possIbIlIty of notIfymg the partner

before the woman had dIscussed the mfectIOn WIth hIm, or If the sexual partner was not the

regular partner

Because of the dIfficulty m operatIOnalIzmg a provIder referral system17
, the four

programs expect staff to encourage the clIents to notify theIr partner(s) themselves, and to

encourage them to seek treatment IdentIficatIOn of the contact, however, IS not made a

prereqUIsIte for receIvmg treatment many of the programs -- all four programs rely on verbal

notIficatIOn, but askmg women to notify theIr partners has proved to be very dIfficult Women

are afraid to dISCUSS such mfectIOns WIth theIr partners, despIte the fact that for vast maJonty

It was probably the male partner who was mitIally mfected 18 The Nakuru and Busoga

programs have tned gIvmg wntten notes to the woman to pass on to her partner Although

thIS has not worked well some mamed women have requested these notes as It aVOIds the

17

18

StudIes m NIgena and ZImbabwe undertaken m the 1980s have shown dIffenng levels of effectIveness
for referrals made by prOVIders The NIgena study reported that home VISItS by clImc staff added very
few extra partners attendmg for treatment beyond those notIfied dIrectly by theIr partners, whereas the
ZImbabwe study showed that home VISItS by commumty health workers could bnng m more than half
as many partners agam (reported m Adler et al (1996 86))

For example, a study of clIents treated for STIs m the Nakuru clImcs found that, among mamed
women, over two-thIrds saId that they had been mfected by theIr spouses (Moses et al , 1994)
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need for them to dISCUSS the Issue dIrectly wIth theIr partner In both programs prescnptIOns

and/or medIcatIons for the partner are sometImes gIVen to the clIent wIthout requestIng that

the partner comes to the clImc

ClIents In Busoga were asked what they felt about dISCUSSIng STIs and sexual

behavIOr wIth provIders and wIth theIr partners Overall, the levels of dIscomfort were

umformly hIgh, rangmg from 45 - 63 percent of clIents feelIng uncomfortable dISCUSSIng

eIther tOPIC WIth anyone ClIents were slIghtly more lIkely to feel uncomfortable dISCUSSIng

sexual behaVIOr than STIs, and to feel more uncomfortable discussmg these Issues WIth clImc

staff than WIth theIr spouse

Unfortunately, staff themselves do not routInely Inform clIents of the Importance of

partner notIficatIon For example, of the 14 clIents observed to be treated for STIs dunng the

Nakuru case study (12 at the STI clImc and 2 antenatal clIents), only three were told to notIfy

theIr partners, and In Busoga, of the 13 antenatal clIents observed to be treated for an STI,

only three were told Furthermore, very few clIents were told of the Importance of partner

notIficatIOn dunng general counselIng on STIs -- 17 percent In Busoga and 13 percent m

Botswana

Empmcal eVIdence of the effectIveness of contact tracIng mechamsms IS lackmg

because only the Nakuru program keeps any records All clIents treated for STIs are gIven a

"contact shp" beanng theIr name to gIVe to theIr partner, and If the contact returns to the

chmc he IS expected to present the shp whIch IS then lInked to the pnmary contact m the

servIce statIstICS system Although not perfect, as there IS mevitably some under-reportIng

due to returnIng contacts not bemg recorded m the servIce statIstIcs system, thIS approach has

been found to be feaSIble and helpful to the program managers and staff The rate of return of

contacts IS low, however, whIch was thought to be due to the chent's confidentIalIty beIng

compromIsed19

19 Followmg thIS case smdy the program has reVIsed ItS contact shps to remove the chents name and IS
mstead usmg coded numbers to mamtam anonymtty for the chent whIle stIll allowmg the program to
track contacts
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FIgure 5 descnbes the overall contact rates for partners of female chents treated at the

five Nakuru MCH!FP chmcs For women treated for lower abdommal pam, vagmal dIscharge

or gemtal ulcers, approxImately ten percent of theu partners were notified and treated ThIS

means that 90 percent of women treated are hkely to remam at hIgh nsk ofre-mfectIon m the

near future by theIr partners, thus effectively negatmg the treatment receIved Among the 31

pregnant clIents dIagnosed and treated for SyphIlIs the proportIOn was over one thud, tills

mfectIOn may be taken more senously because It also affects the baby

Figure 5 Proportion of partners notified by STI type

Syphilis (N=31)

Gemtal Ulcers
(N=749)

Discharge
(N=1174)

Lower Abdommal
Pam (N=1550)
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How to Improve on these low rates remams a major challenge to mtegrated programs

because WIthOut partner treatment re-mfectIOn IS almost mevitable After revIewmg the

hterature on partner notification strategIes, Adler et al (199687) suggest that "low rates [of

partner notificatIOn] can be Improved by 20-50 percent by addressmg the followmg

1 trammg staff to counsel patIents about partners,
11 mtroductIOn of contact cards or coupons,
111 mcorporatIOn of mformatIoIL-about the Importance of partner referral and STI

symptoms m health education matenals and mterventIOns,
IV lowenng the cost of treatment and Improvmg access to servIces"

e) Counselmg and testmg for HIVIAIDS

Two STIs m partIcular have been smgled out by all four programs for specIal

attentIOn HIV and syphilIs All four programs serve populatIOns where the prevalence of
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mv IS hIgh and the major mode of transmISSIon among women attendIng MCHlFP chmcs IS

heterosexual Intercourse, consequently, HIV educatIon, counselIng and referral are seen as

essentIal components of any STI management program beIng Implemented WIthIn MCHlFP

chmcs

Almost all provIders IndIcated that they have receIved traImng In general HIV/AIDS

counselIng, usually through In-ServICe refresher traImng as one component of the overall

'IntegratIon' InterventIOn So, In theory, they are able to Inform and educate chents about

HIV transmISSIOn and symptoms However, Issues related to HIV/AIDS were Infrequently

dIscussed WIth chents observed reCeIVIng MCH/FP servIces, and there was, moreover, a wIde

range across the programs - from three percent of chents In Nakuru, through one quarter In

Busoga to over halfthe chents In Botswana

Managers for all four programs feel that HIV testmg (and ItS assocIated counsehng) IS

dIfficult and senSItIve, and IS beyond the capaCIty of theIr standard MCHlFP chmcs and staff

Consequently, all four programs have made arrangements for chents who exhIbIt SIgnS and

symptoms of HIV/AIDS, or who speCIfically request a test, to be referred elsewhere for

testIng and ItS assOCIated counsehng Thus the Mkomaru chmcs have estabhshed a referral

arrangement WIth the ProvIncIal hospItal In Mombasa, the Nakuru chmcs refer theIr clIents to

the ProVInCIal hospItal In Nakuru town, and the Busoga program relIes on the mobIle chmcs

of another NGO, the AIDS InformatIOn Center (AlC) In Botswana, chents attendIng

MCHlFP clImcs have theIr blood speCImens taken at the chmc and sent to the nearest hospItal

for testIng

ThIS referral process has problems, however For example, In the Busoga program

staff report that after referral to AlC for testIng, many chents never come back to seek further

support and aSSIstance In Botswana, results of the HIV test take on average 18 days to be

receIved back at the refemng center, thus delaymg counselIng

f) Screemng Antenatal clIents for Syphlils

VIrtually all STIs are known to have an adverse effect on pregnancy outcomes
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(Wasserheit & Holmes, 1992, Schulz et aI, 1992, Ehas, 1991 10) Of the major STIs,

however, the only one for whIch screenmg women attendmg for an antenatal checkup IS

strongly recommended IS maternal SyphIhs20 StudIes have shown that amongst pregnant

women wIth early SyphIhs, 20-25 percent wIll lose the fetus, 15-50 percent wIll dehver low

bIrth weIght or premature babIes, and 40-70 percent wIll pass on a congemtal or pennatal

mfectIOn (Wasserheit and Holmes, 1992) InfectIon rates for SyphIhs amongst antenatal

chents m sub-Saharan Afnca generally are m the range of4-15 percent (Schulz et aI, 1992)

These factors have convmced pohcymakers m several Afncan countnes, mcludmg

Kenya, Uganda and Botswana, to recommend that SyphIhs testmg be provIded for all

antenatal women attendmg MCHIFP clImcs For these reasons, all four programs mclude

antenatal SyphIhs testmg as one component of theIr mtegrated approach The case studIes

reveal many dIfficultIes m trymg to Implement thIS recommendatIOn, however

•

•

20

21

The Botswana MOB uses the VDRL test to screen for SyphIhs Although SyphIhs

screenmg IS avaIlable at 95% of the hospItals It IS only aVailable at fewer than 10% of

lower level facIhtIes, whIch IS where most pregnant women attend for antenatal care

Blood samples have to be sent from these clImcs to a referral laboratory, a servIce

whIch takes an average of five days However, the MCHIFP program management

estImates that 90 percent of antenatal chents are tested, although the proportIOns

receIvmg results and treatment are not known

In the Nakuru program, the donor agency made avaIlable the necessary eqUIpment

and supphes to screen for SyphIhs usmg the sImpler, but less specIfic RPR test at the

reference laboratory m the town In 1995, a httle over half of approxImately 9,000

new antenatal chents were screened Blood specImens are collected from the women

at the chmc attended and sent to the reference laboratory for testmg Of the 4,577

women tested, 0 7 percent (31 women) tested pOSItIve, however, only 18 of these 31

women and 11 of theIr partners actually receIved treatment21

For gonorrhea and chlamydIa, the current opmIOn IS that prophylax1s m the newborn 1S a more cost­
effective mterventIOn than detection and treatment m the mother durmg pregnancy although Schulz et
al (1992 171) suggest that control of gonorrhea dunng pregnancy may have a substantial Impact on
prematunty and pennatal mortalIty

A smgle dose therapy WIth benzathme pemcIl1m
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• For the Mkomam program, antenatal clIents are routmely referred from the

conSl,l1tatlOn room to the on-sIte laboratory at each clImc for a VDRL test In 1994, of

the 1,500 new antenatal chents seen, only 27 percent had themselves tested Of these

398 women tested, 4 5 percent (18 women) were found to be posItive The program's

cost recovery scheme means that women are charged for thIs test whIch IS felt by the

staff to be the mam reason why three-quarters of clIents decIded not have the test A

'wIllIngness to pay' study IS clearly needed to valIdate whether thIS IS mdeed the case

or whether there are other factors mhibItmg women from takmg the test

• None of the clImcs m the Busoga program have SyphIlIs testmg facIlIties and so

provIders are expected to refer clIents to the nearest Government facIlIties Only a

handful of provIders mterviewed said that they dId thIS and none of the antenatal

clIents observed dunng the case study were referred The program does not keep

statistics on syphIlIs screenmg

The reasons why thIS IS an meffectlVe servIce are faIrly clear For the Botswana and

Busoga programs, an extra VISIt to the clImc IS reqUIred to obtam the result at a later date,

mdeed, for the Busoga program, the blood sample and result are undertaken at another clImc,

thus requmng two extra VISItS to a dIfferent clImc In the Nakuru program the referral

laboratory IS m close proxImIty to the clImcs, but clIents cannot get theIr results dunng the

same clImc VISIt because It still takes a few days and so they have to return later22 ThIS

clearly deters women from both takmg the test and returnmg for the results, as eVIdenced by

the 48 percent of clIents who dId not take the test, and the 42 percent of posItive cases

detected who dId not return to find out the result or to be treated For the Mkomam clImcs,

the test IS done on-sIte but the results are not avaIlable the same day

22 The RPR test Itself IS farrly sImple, however, and the results can, ill theory, be made avatlable as soon
as five nunutes after the spectmen has been collected If the sample has to be sent to an off-sIte
laboratory, however, even If It IS close by there WIll be a need for a return VISIt by the woman or at
least a delay ill gettmg the result to her If the woman IS returnmg for d second antenatal VISIt wIthm a
short ttme penod then the result (and treatment If necessary) could be gIven at that ttme
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4.2) Prevention of new Infections

All four programs would lIke to prevent new and re-mfectIOns, and to Improve the

health-seekmg behavIOr of those clIents who feel they may be at nsk of or actually are

mfected, but these appear to be theIr weakest components ThIS IS not surpnsmg as both

reqUIre commumcatIon and behaVIoral change mterventIOns whIch are somewhat dIfficult for

clIme-based programs to Implement All four programs rely on lImIted clImc-based and

commumty-based IEC actIvItIes WIth some promotIOn of condom use as theIr preventIve

strategIes

a) InformatIOn and educatIOn m the clmlcs

All programs have sought to mform and educate MCHlFP clIents attendmg theIr

clImes about Sils and mY/AIDS Indeed, all of the chmcs vISIted (except one m the Busoga

program) provIde HIY/AIDS mformatIon23 The IEC actIvItIes mclude a combmation of

mcludmg the tOPICS dunng group health talks, havmg pnnt matenals avaIlable, and

discussmg them WIth clIents dunng mdlvidual consultatIOns The extent to WhICh these IEC

actIvItIes are actually earned out seems to vary between the programs, however

Group health talks for clIents before servIces commence m the mommg are

mandatory m all four programs but appear not to be held regularly, and when they are held

the tOPICS ofHIY/AIDS and STIs are rarely mcluded The Busoga program performed best m

thIS regard, where health talks were held m 10 of the 17 clImcs VISIted and all ten talks

mcluded dISCUSSIOns of famIly plannmg, STIs and HIV/AIDS Group health talks are

mtended to provIde baSIC health educatIOn for women m addItIon to the servIce for wmch

they are attendmg the clImc, and are expected to be mteractIve so that questIOns can be asked

to clanfy certam tOPICS As was observed m these case studIes (and m numerous SItuatIOn

AnalySIS studieS mother Afncan countnes), however, the group health talk IS a neglected IEC

23 The dmiCS appear to be reticent to advertise that they offer STIIHIV/AIDS services, however None of
the Mkomam or Nakuru dmics had Signs or billboards announcmg STIIHIV/AIDS services, and these
were found m only 20 percent and 29 percent of the Botswana and Busoga dmIcs respectively
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InterventIOn whIch would benefit from further attentIOn and evaluatIon24

TradItIonally, MCH/FP clInICS have tended to rely on prmted materials for

commumcatIng health messages whIle women WaIt for theIr consultatIon and dunng the

consultatIOn Itself Posters, flIpcharts and brochures were frequently not present In the clImes

VISIted, and where they were present were often not InformatIve Such matenals need to be

taIlored to the lIteracy levels and culture of the clIents, whIch can be dIfficult when these

same matenals are expected to be used m both urban and rural settmgs and sometImes In

dIfferent countnes The effectIveness of USIng pnnt matenals In commumcatIng reproductIve

health messages IS not well understood25 and thIs Issue needs further testmg In relatIOn to

STIs/HIVIAIDS before recommendatIons can be made as to whether more effort needs to be

made In promotIng theIr development

A key OPPOrtunIty to prOVIde InfOrmatIOn on STI and HIVIAIDS preventIOn,

dIagnOSIS and treatment IS dunng the md,v,dual consultatIOns WIth famIly plannmg and

antenatal clIents All four programs explICItly encourage theIr proVIders to dISCUSS STIs and

HIVIAIDS WIth theIr famIly plannIng clIents Data from the case studIes are mIxed but

somewhat encouragIng For all MCH/FP consultatIons observed, 53 percent of the clIents m

the Botswana clImcs and 62 percent m the Busoga clImcs receIved some InfOrmatIOn on STIs

and/or HIV/AIDS, but only four of the 60 clIents observed m the Nakuru clImcs (1 e seven

percent) receIved thIs mformatIon

FIgure 6 descnbes the mam tOPICS covered dunng the Botswana and Busoga

observatIOns, shOWIng that condom use and nsk factors tend to be the Issues most frequently

dIscussed As hIghlIghted earlIer, more attentIOn needs to be placed on descnbmg potentIal

SIgnS and symptoms and stressIng the Importance of partner notIficatIon If a woman IS

mfected

24

25

For example, staff m the Busoga program have suggested that a more structured approach to gIvmg
group health talks would be more effectIve, perhaps through the prOVISIOn of a set of gmdelmes and
matenals to help staffprepare for and gIve the talks

A recent study of lEe matenals m Kenya suggests that posters m dmics can reach a large proportIon
of the populatIon, probably because of frequent VISIts to chmcs (KIm et al , 1996)
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Figure 6: STI/HIV-related topics discussed
with MCHIFP clients
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The emphasIs placed by provIders m dIfferent programs on the use of the condom

appears to be reflected somewhat m theIr clients' perceptIOns of how best to prevent mfectIon,

as shown m FIgure 7 WhIle clients m Busoga clearly place more emphasIs on reducmg the

number of sexual partners by practIsmg fidelIty, the use of condoms appears to be the

preferred strategy m Botswana, m Nakuru, both approaches are seen to be Important These

dIfferences may also reflect larger socio-cultural dIfferences m belIefs about sexual behaVIOr

between the three populatIOns and about the efficacy of condoms
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Figure 7: Clients' perceptions of ways
to reduce likelIhood of STIIHIV
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Rather surpnsmgly, the prOVISIon ofmfonnatIOn on mfectIOn preventIOn to MCH/FP

clIents who have been detected, dIagnosed and treated as havmg an STI IS weak For

example, of the 13 antenatal clIents m the Busoga program treated for an STI, only SIX were

told ofways to protect themselves, wIth four bemg told about condoms, and only seven were

told to notIfy theIr partner SImIlarly, m Nakuru of the 12 clIents observed to be treated for

STIs, only two were mfonned about condoms and three about partner notIficatIOn Clearly,

thIS IS a weakness WhIch could and should be corrected

b) lEe actlvltles In the communztles

The Botswana natIonal MOR program IS pnmanly clImc-based, but at the communIty

level there are "health posts" WhICh are staffed by FamIly Welfare Educators (FWEs) whose

pnmary role IS to educate famIlIes and communItIes about health Issues and to motIvate them

to use health servIces, m rural areas they are seen as the fIrst pomt of contact WIth the health

care system Although almost all of the 163 FWEs mterviewed had been tramed m chIld

welfare and famIly planmng and about one half m antenatal care, only one thIrd mdicated that

they had receIved trmmng m STI management and less than 10 percent had been tramed m

RIV/AIDS Clearly there IS a need to further strengthen the abIlIty of the FWEs to prOVIde

mfonnatIOn on mfectIOn preventIOn and to act as a referral for treatment of suspected cases If

the mtegrated approach IS to charactenze the whole health care system
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The other three programs have establIshed commumty-Ievel outreach IEC activItIes m

theIr clImc catchment areas which focus on family plannmg, STls and HIV/AIDS The

Mkomanl and Busoga programs already had strong commumty-based IEC actIvItIes

organized around commumty workers who promoted famIly plannmg and proVided non­

prescnptlOn contraceptives These take the form of home VISitS, group talks, school VISitS and

addresses at other publIc meetmgs by the commumty-based outreach workers and

occasionally by the clImc staff6 With the mtroductlOn of each program's "mtegratlOn"

mltIatIve, coneerted efforts have been made to broaden the range of messages commumcated

through these channels so that STls and HIV/AIDS are explICitly mcluded

The Nakuru program operates m an area With a large population of commercial sex

workers (CSWs) for who fertilIty regulatIOn and mfectIon prevention are seen as equally

Important concerns The program has recruited peer educators from amongst the CSWs and

tramed them to prOVide mformatIon on STls, HIV/AIDS and MCH/FP services to other

CSWs and to assist CSWs wlshmg to develop alternatIve means of generatmg mcome The

program also has a team of coumselors who VISit schools and mdustnal workplaces to prOVide

mformatlOn and counselmg, and non-prescnptlon contraceptIves mcludmg condoms

Through their community-based approaches, all three programs have been able to

reach a Wide range of audiences, mcludmg the high nsk groups of youth, CSWs and men

Moreover, the community workers m all three programs report bemg better received now by

their commumtIes due to the broadenmg of their actIvItIes beyond famIly plannmg and the

perceptIOn that they are respondmg to the communitIes' health needs m a more

comprehensive manner

26 The Busoga program has also fonned 20 vdlage workers mto what they refer to as the "lEC group"
(and have renamed themselves "commumcatIon agents"), who are responsIble for developmg culturally
appropnate plays and songs WIth messages on STIs, HIV/AIDS and MCH/FP themes These plays and
songs are perfonned to audIences wIthm the commumtIes dunng vanous communal events
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5) Conclusions: a prototype model for integration?

Although all four models were developed mdependently, operate wIthm dIfferent

orgamzatIOnal and soclo-cultural envIronments, and serve dIfferent populatIons, a number of

commonalItIes are apparent m the way m whIch the servIces have been orgamzed The box

on the next page summanzes what appears to be a faIrly standard model emergmg from these

case studIes, although no one program was found to have all of these components FIve pomts

need to be hIghlIghted

FIrst, the actIVItIes descnbed m the model are feasIble and applIcable for MCH/FP

clImcs whIch do not have on-SIte faCIlItIes that would permIt even baSIC STI testmg As low­

cost STI tests emerge that could be used m such sItuatIOns, the approach to case findmg

among asymptomatIc women would also change

Second, the case findmg procedures descnbed are applIed pnmanly to new famIly

plannmg clIents and, to a lesser extent, to first VISIt antenatal clIents HIStOry takmg and a

clImcal exammatIOn are mtegral parts of these servIces and so the addItIOnal case findmg

actIVItIes can be added faIrly eaSIly Whether case findmg through nsk assessment, hIStOry

takmg and clImcal exammatIOn can, and should, be extended to reVIsIt famIly plannmg

clIents, later-term antenatal clIents, and clIents attendmg for mfant or chIld welfare servIces

needs further consIderatIOn gIven the ImplIcatIOns for addItIOnal resources and tIme spent

WIth the clIent, and the uncertamty of ItS effectIveness

ThIrd, most attentIOn has been paId by program managers to mtegratmg the findmg

and treatment of STI cases among asymptomatIc women attendmg theIr clImcs for MCH/FP

servIces Integratmg commumcatIOn and behavIOr change actIVItIes that encourage mfectIon

preventIon mto eXIstmg MCH/FP IEC strategIes are clearly essentIal components of any

model for provIdmg mtegrated servIces and need to be strengthened
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Fourth, although not a major focus of the case studIes, anecdotal eVIdence suggests

that thIS mtegrated approach IS acceptable to both provIders and chents because addItIonal

servIces are provIded m a way that reduces overall tIme for the chent and Jomtly provIdmg

the servIces does not unduly burden the provIder27 Empmcal eVIdence of the actual tIme and

costs mvolved m provIdmg mtegrated compared wIth vertIcal servIces IS needed wIthm the

framework of an overall cost analysIs Moreover, because STI/HIV servIces are more

senSItIve than MCHlFP servIces and theIr users are usually stIgmatIzed, It IS clear that

partIcular attentIOn needs to be paId to the way they are presented wIthm the chmc

enVIronment

Fifthly, the cost ofprovIdmg these servIces was not mcluded m these case studIes and

IS the subject of a complementary study bemg Implemented by REDSO/ESA Cost analyses

have been undertaken of the Botswana, MkomanI and Busoga programs and are reported m a

forthcommg monograph to be pubhshed by REDSO/ESA

In conclusIOn, It IS clear that although It IS feaslble to Implement most of the

components of a model of mtegrated servIces m a vanety of programmatIc and soclo-cultural

settmgs, none of the programs appear to be functIOnmg effectIvely at present Some reasons

for thIS are speCIfic to each program, mdeed, followmg the case studIes a number of

programmatIc changes have been made by the managers28 based on these observatIons

Moreover, the effectIveness of syndromic management, WhICh IS at the heart of thIS model,

needs to be Improved for the overall approach to be more successful The followmg sectIOn

makes some general recommendatIOns as to how such a model could best be Implemented m

a MCHIFP program, and suggestIons are made for further research on those Issues WhIch the

case studIes could not address

27

28

Staff m the Busoga program felt that there had actually been an mcrease m the use of MCHlFP servIces
because they were now bemg proVIded m a broader reproductIve health context WhICh made them
more attractIve

The reports for the Mkomam (TwahIr et ai, 1996), Busoga (Mukarre et ai, 1997) and Nakuru (Kanba
et al , 1997) case studIes mclude descnptIOns of the problems IdentIfied and the remedIal actIons by the
program managers
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A prototype model for Integrating STIIHIV Services
Into MCHlFP Programs

• ApplIcable for MCH/FP clImcs WIth no or IImlted access to laboratory facIhtIes

• Integrated servIce offered pnmanly to new famIly planmng and antenatal clIents

• Package of servIces offered at smgle VISIt

Four components ofSTI management added to FP/ANC servIces

I) Case findmg and treatment ofasymptomatIc women or women not recogmzmg
eXIstIng symptoms, through

~ nsk assessment by askIng questIOns on behaVIOral factors
~ chmcal hIstory takIng
~ general chmcal eXamInatIon
~ pelvIc exam IfpossIble (full preferably)
~ If SIgnS/symptoms IdentIfied, categonze mto general syndrome
~ provIde appropnate curatIve treatment, on SIte, preferably by same person domg

dIagnOSIS, and at same tIme as dIagnOSIS
~ encourage partner notIficatIOn by clIent for screenIng

2) HIV/AIDS management through

~ HIV testIng and counsehng through referral to nearest speCIalIst SIte for chents WIth
SIgnS and symptoms, or for those explICItly requestIng testIng
IEC on preventIon ofHIV transmISSIon and SIgnS/symptoms ofHIV InfectIon to all
chents

3) FmdIng and treatment of matemal syphIhs through

~ screemng all antenatal clIents on first VISIt for syphIlIs InfectIOn through referral for
test and/or result

~ encourage contact tracIng through partner notIficatIon by clIent

4) InformatIOn and educatIOn to prevent new mfectIOns and to Improvmg health­
seekIng behaVIOr If mfected through

~ raIsmg awareness ofSIgnS and symptoms ofpossIble InfectIOn
~ educatIon on safer sexual behaVIOr and practIces
~ promotIOn of condom use
~ group health talks
~ pnnt matenals avaIlable m waItmg rooms, dunng IndIVIdual consultatIOns and to be

gIven to clIents
~ mdIvIdual consultatIons WIth MCH/FP chents
~ group and mdIVIdual talks WIthIn the clInIC catchment areas through communIty

health workers mcludmg STIIHIV WIth MCH/FP messages
~ advertIsmg avaIlabIlIty of servIces
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7) Recommendations for program strengthenIng and suggestions
for further research

• Accurate data are not generally avaIlable to mform MCHlFP program
managers which diseases are most common among their chentele, and so
managers do not know what level of STI service utIhzatIon rates to expect
or the reqUIrements for ordermg drugs

.. Wherever possIble, populatIOn-based surveys of reproductIve morbIdIty, and
especially STI prevalence, should be undertaken by program managers pnor to
developmg mtegrated programs Ideally these would use mexpenSIve bIO­
assay tests29

, but well-desIgned questIOnnaIre surveys could also be used
subject to further valIdatIOn

Research

Research

feaszbzhty ofpopulatzon-based surveys of STIIHIV prevalence
zncludzng vahdatzon of questzonnazre surveys on reproductzve
morbzdzty and zmprovement ofszmple bzo-assay tests

utzhty offaczlzty-based measurement gzven selectzon bzases of
populatzon attendzng clzmcs

• Chents' awareness of symptoms associated with 8TIs, their abilIty to
Identify and describe them, and providers' abilIty to understand chents'
descriptions of symptoms are poor and need to be Improved for the
syndromlc approach to work effectively

.. Increase clIents' awareness of symptoms through IEe actIvItIes wIthm clImes
and, where possIble, through commumty-based programs

Tram staff m local tennmology and concepts used to descnbe potentIal SIgns
and symptoms

Researchl

Research

document perceptzons, defimtzons and descrzptzons of
reproductzve morbzdzty In catchment area populatzons

test lEe znterventzons In clzmcs and through outreach
programs to razse awareness ofsymptoms and szgns among
general populatzon

29 The development of such tests 1S a pnonty concern for those mvolved WIth reproductIve health and
the1r apphcatIon through populatIOn surveys IS equally 1mportant The DHS pIlot tested an approach m
EthIOPia WIth prom1smg results (Macro InternatIonal, 1997) It should be noted that although the
speC1men collectIOn IS qmte slmple, and appears to be acceptable transportmg the speCImens for
testmg remams a substantlallogistIcal, and expenS1ve, task
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• Risk assessment and clImcal hIstOry takmg are essential components of
findmg potentIal STI cases among mamly asymptomatic MCHlFP clIents
but are not performed consistently or accordmg to gUIdelInes

.. Tram chmc staff m dlscussmg sexual behavIOr wIth chents and m bemg more
aware of chents' self-assessment oftheIr nsk ofbemg mfected

Develop servIce dehvery gUIdelmes that take mto account the potentIal
dIfficultIes faced by staff m theIr ImplementatIon

PrOVIde clear wntten gUIdelmes and checkhsts for chmc staff to follow that
specIfy exactly whIch questIOns to ask and how to mterpret the answers

Ensure gUIdelmes are revIewed and updated regularly, preferably based on
observatIons of staffperformance and vahdatIOn studIes

RedeSIgn MCH/FP chent record cards so that nsk assessment and STI chmcal
hIStOry and SIgnS can be recorded

Improve levels of pnvacy aVaIlable dunng consultatIOns so that sexual
behaVIOr and STIs can be more easIly dIscussed

Research

Research

Research

Research

comparzson of tIme taken to undertake "norma/" MCHIFP
clzent consu/tatzon wIth one that Includes comprehensIve STI
rzsk assessment and clznlca/ hzstory taking

the acceptabzlzty of an "Integrated" consu/tatzon from the
prOVIder, clIent and clznlc manager's perspectzves

clzents' and provzders' attztudes towards dZSCUSSIng sexual and
STI zssues In clznlc envzronment

test and valzdate different factors and wezghts to Include when
USing scoring wzthIn a rzsk assessment
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• A thorough general clImcal examInation and a pelvIc examInation,
essential for detectIng signs and symptoms associated with 8TIs, are not
always undertaken

.. Remforce the need for staff to undertake a thorough general physICal exam to
aSSIst m detectmg non-gemtal SIgnS

Ensure that chent record cards are able to record all mformatIOn needed for a
general physICal exammatIOn

Ensure that all MCHIFP clImcs have the baSIC eqmpment and supphes needed
for an mtemal pelvIc exammatIOn (e g speculum, gloves, adequate hght) and
that there IS sufficIent pnvacy for the exammatIOn

Tram staff m provIdmg appropnate psychologICal support to reduce chent
nervousness

If these condItIons are met, remforce the reqmrement that an mtemal pelVIC
exammatIOn be undertaken for all new famIly plannmg chents, annually for all
retummg famIly plannmg chents, and for all MCH/FP chents WIth symptoms
and SIgnS assocIated WIth STIs and/or assessed to be at nsk through the nsk
assessment / chmcal hIStory takmg

• In the absence of laboratory facIlities, the syndromlc approach has been
adopted for diagnOSIng and treatIng a person detected to have signs and
symptoms of an 8TI, but It has not always been correctly applIed

.. Program managers should constantly momtor new developments m syndromic
management procedures and update theIr gmdelmes regularly

Whenever gmdehnes are updated the new mformatIOn should be passed on
ImmedIately to staff through appropnate means (e g CIrculars, m-house
refresher trammg)

To mcrease effiCIency, the person undertakmg the findmg and diagnOSIS of
potentIal STI cases should also be able to prescnbe and provIde treatment
dunng the same VISIt

Research

Research

test and valzdate the syndromic approach amongst MCHIFP
populatIOns and zn areas WIth different STIprevalence levels

test the feasIbIlzty and effectIveness of addzng rIsk SCOrIng to
the syndromic approach
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• Most MCHlFP c1lmcs refer less straightforward cases to facIlities with
laboratorIes for further testmg, but current referral arrangements are
tlme-consummg and frequently the clIent IS lost before diagnosIs and/or
treatment are complete.

.. EXIstmg referral arrangements need to be exammed closely to look for ways to
Improve theIr effectIveness

As SImpler screemng tests become aVaIlable programs should develop the
capacIty to use them at an mcreasmg number of secondary and even pnmary
level facIhtIes

Research test the feasIbIlzty and effectIveness of zntroduczng SImple STI
testzng facIlztIes (e g mIcroscopy eqUIpment and supplzes, staff
trazmng, RPR tests) at MCHIFP clImcs

• The syndromlc approach IS mtended to SimplIfy treatment of 8TIs by
reqmrmg a small range of drugs that can treat several types of mfectIon,
but the supply of these drugs at climes and their purchase by chents are
major problems m all but the strongest programs

... Improve staff understandmg of the dIfferent treatments avaIlable, through
trammg and wntten gUIdelmes, and update these regularly to reflect changes m
drug senSItIvIty

Strengthen eXIstmg drug supply mechamsms and forecastmg / ordenng
procedures for MCH/FP chmcs to mclude drugs that can be used for treatmg
STr syndromes and other Illnesses, and to ensure that essentIal drugs are
routmely avaIlable at chmcs

Ensure that suffiCIent funds are avaIlable to program mangers, through
government or donor sources or cost-recovery mechamsms, to mamtam a
contmuous supply ofdrugs to the chmcs

Wherever possIble, ensure that the chent receIves / purchases the drugs at the
same chmc to ensure correct treatment proVIded

Research

Research

Research

Ascertazn the wIllzngness and abIlzty of clIents to pay for STI
servIces when provIded durzng an MCHIFP consultatIOn

Test the elastIcIty of demand aSSOCiated WIth varyzng drug
przces

Test alternatIve cost-recovery mechanzsms
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• Condom promotion should be an mtegral component of all mformatIon
exchanges wIth MCHlFP chents, but IS undertaken to dIffermg extents by
each program

... Use of the condom for protection from STIs should be promoted more
strongly, eIther on Its own or posSIbly m cOnjunctIon WIth another
contraceptive method (1 e dual use)

Research

Re5earch

test the feasIbIlzty and effectIveness of different messages and
supply ofcondoms on use and continUity ofuse

assess the acceptabIlzty and effectIveness of promoting dual
contraceptIOn

• Partner notIficatIOn IS essentIal to prevent re-mfectIOn m the woman
herself, but the procedures followed (askmg the woman to notify her
partner verbally and for hIm to VISit the chmc) were found to be
umversally weak

... Staff should make sure that the Importance of partner notIficatIOn IS always
mcluded m the counselmg gIVen to all clIents treated for an STI and whenever
dIscussmg STIs m general

Programs should look for ways to make partner notIficatIOn senSItive to the
woman's personal and socIal SItuatIOn, and espeCIally to the possIbIlIty that the
dIagnOSIS may not be accurate and the mfectIOn may not be sexually
transmItted

Research Test alternatIve ways ofincreaSing partner VISItS for screemng
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• For MCHlFP clIents suspected to have my, or who have asked for a test,
all programs refer elsewhere for testmg and counselIng because testmg
facIlIties are not widely avaIlable and counselmg IS felt to be a specialIzed
activity which MCHIFP staff are not able to undertake

... Programs should reVIew the acceptabIlIty and effectIveness of current
procedures for refemng clIents for HN testmg and counselmg to determme If
they can be strengthened and whether the counselIng can be decentralIzed to
the MCH/FP clImc

Research As rapld and slmple HIV tests become more avmlable, explore
ways of mtroducmg HIV testmg and counselmg mto MCHIFP
chmcs

• All programs have mandatory syphilIs screemng for antenatal clIents but
because thiS normally reqUires the clIent to return at a later date for the
result and reqUires payment, few women have the test and even fewer
return for the result

... Current procedures for collectmg and testmg specImens, gIVmg the result to
the clIent, and ensunng treatment for mfected chents and theIr partners must
be exammed closely to Improve theIr effectIveness If they are to contmue

The feasIbIlIty and cost-effectIveness of mtroducmg antenatal screenmg for
other STIs (especIally gonorrhea) should be conSIdered gIVen theIr aSSOCIatIOn
WIth adverse pregnancy outcomes

Research

Research

Research

Test alternatlve strategles for strengthenmg the effectlveness of
detectmg and treatmg antenatal Syphlhs mfectlOns

Test the cost and effectlveness ofmcreasmg the avallablhty and
use oflow-cost, slmple Syphlhs screemng tests

Test the cost-effectlveness ofmtroducmg screemng ofantenatal
chents for other STIs, especlally gonorrhea
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• All MCH/FP programs mandate that group health talks should be held at
their clImcs dally, but these are mfrequently held and mformatIon on STIs
and HIVIAIDS IS only given occasIOnally

.. If health talks are to contmue then they need to be strengthened through
ensunng that they are always held, plannmg WhICh Issues are to be covered,
traImng staff m effective commumcatIon technIques and provIdmg gUIdelmes
and matenals, espeCIally for tOPICS such as the symptoms and SIgnS of STIs

Research EffectIveness of group talks and prznt materzals on
communzcatzng mformatwn about STls to MCHIFP clIents

• The avaIlabilIty of STIIHIVIAIDS services IS not well advertised at
MCH/FP clImcs, preventmg chents from pro-actively seekmg counselIng or
screemng, or mItIatmg discussion of STh durmg a consultation

.. ClImc managers must ensure that clIents are fully aware of all servIces
aVaIlable at the chmc, mcludmg when and where they can be obtamed,
through SIgnS and posters mSIde and outSIde the chmc Moreover, thIS
advertIsmg should stress that the servIce IS aVailable durmg regular MCH/FP
consultatIOns and so does not reqUIre a separate VISIt, and that stnct
confidentIalIty WIll be mamtamed

In conclusIOn, thIS analySIS suggests that mtegratIOn of servIces IS occumng pnmanly

through findmg and treatmg potentIal STI cases among MCHIFP chmc chents Some IEC

actIVIties are bemg mtegrated to encourage preventIve behaVIOr, but much remams to be done

to strengthen thIS component There appear to be two broad pnonty Issue s WhIch operatIOns

research should be used to address next

The case studIes show that although It IS feaSIble to find and treat STI cases, program

managors must pay close attentIOn to many Issues, partIcularly quahty staff trammg, clear

procedunal gUIdelmes, regular drug supphes, effective and sensItIve partner notIficatIOn, and

contmuous IEC m the clImc catchment areas What IS emergmg clearly from thIS and other

analyses, however, are the dual concerns WIth the effectIveness of the approach m correctly

findmg, diagnosmg and treatmg chents WIth STIs, and the cost-effectIveness of thIS approach

compared WIth others Its effectIveness IS bemg questIOned because recent studIes are

showmg that the vahdity of syndromic management, even WIth nsk sconng, may be too low
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Although many pohcymakers and donors In the regton have endorsed the use of syndroITIlc

management In the context of MCHlFP chents, tlns has been based more on Its utIhty In the

absence of accessIble and low-cost laboratory tests than on demonstrated effectIveness The

key pnonty Issue to be addressed through operaTIons research IS, therefore, estabhshmg the

vahdlty of the syndromlc approach (Includmg WIth and wIthout nsk sconng) In MCHlFP

chmc settmgs Ifproved to be acceptably effectIve, studIes should then measure the margInal

cost of addmg tlns servIce, and companng ItS cost-effectIveness WIth alternatIve strategIes for

detectmg and treatIng STIs among MCHlFP chents

The second pnonty for operaTIons research IS to evaluate the Impact of tlns approach

on reducIng the transllliSSlon and prevalence of STIs, mcludIng HIV, In the general

populaTIon Tlns IS an Important Issue for pohcymakers and donors as It IS unknown whether

thIS essentIally curaflve approach would have an Impact on STI prevalence Moreover,

whether It would be more effecTIve than a behavlOr change approach wlnch focused on

provldmg mformatIOn and educaTIon about prevenTIon of InfectIon IS also not known Indeed,

lIttle IS known about the Impact on STI prevalence of preventIve strategtes Integrated WIth

MCHlFP programs These types of studIes would be resource-mtenslve, however, as they

reqUIre longttudmal surveys WIth populatIOn-based blo-assay measures of STI/HIV

prevalence
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