
Page 1/21

Preparing for the delivery of PrEP: Lessons from the
implementation of integrated reproductive health
and HIV services in Kenya
Emily McDonald Evens  (  eevens@fhi360.org )

FHI 360 https://orcid.org/0000-0002-7369-458X
Theresa Hoke 

FHI 360
Margaret Eichleay 

FHI 360
Patrick Olsen 

Industry Standard Research
Alice Olawo 

FHI 360
George Githuka 

Kenya Ministry of Health

Research

Keywords: Pre-exposure prophylaxis, Kenya, Integrated health, HIV

Posted Date: January 20th, 2020

DOI: https://doi.org/10.21203/rs.2.21345/v1

License:   This work is licensed under a Creative Commons Attribution 4.0 International License.  
Read Full License

https://doi.org/10.21203/rs.2.21345/v1
mailto:eevens@fhi360.org
https://orcid.org/0000-0002-7369-458X
https://doi.org/10.21203/rs.2.21345/v1
https://creativecommons.org/licenses/by/4.0/


Page 2/21

Abstract
Background: In 2015, the WHO issued guidelines recommending oral pre-exposure prophylaxis (PrEP) for
individuals at substantial risk of HIV. Given their role in health service delivery, ministries of health are
assuming major responsibility for PrEP services in sub-Saharan Africa. However, these are often strained
and under-resourced. We measured the delivery of selected integrated services and identi�ed the factors
that impede effective delivery of integrated services to prepare for the integration of PrEP into health
services for women.  

Methods: Three services were examined: 1) HIV testing within family planning, 2) HIV testing within
general outpatient services, and 3) care and prevention services for HIV-positive clients not eligible for
antiretrovirals (“Pre-ART”). Descriptive, mixed-methods research was conducted in three Kenyan counties
using: service delivery observations (n = 3246) and client exit interviews (n = 3257) in public facilities, and
semi-structured interviews with providers, managers and o�cials (n = 112). 

Results: Integrated services were not consistently implemented. HIV testing was not systematically
offered or received; most clients were not aware testing was available, and tests were largely unavailable.
Pre-ART services did not systematically deliver mandated services. Rates of cervical cancer and
tuberculosis screening were especially low; a concerning gap given the elevated risk for HIV-positive
women. Supply-side challenges of sta�ng, infrastructure and commodity shortages were common. 

Conclusions: In an era of signi�cant demands on treatment resources and decreasing funding for
prevention, the identi�cation of the technical, material, and human resources required for successful and
sustainable delivery of integrated services must be addressed to support successful PrEP
implementation. 

Key words: Pre-exposure prophylaxis, Kenya, Integrated health, HIV

Background
Scientists have made great strides over the past two decades producing biomedical interventions using
antiretroviral drugs to prevent acquisition of HIV (1).  A body of research has established the safety and
effectiveness of tenofovir (tenofovir disoproxil fumarate (TDF)) taken orally to prevent HIV acquisition
among consistent users (2). The World Health Organization (WHO) issued guidance in 2015 endorsing
provision of oral pre-exposure prophylaxis (PrEP) to populations at substantial risk of HIV, de�ned as
those with incidence of 3% or higher (3). Responding to WHO guidance, ministries of health in sub-
Saharan African countries with a high HIV burden have begun delivering PrEP to populations most at risk
of HIV.  A recent report reveals, however, that countries have been slow in achieving levels of PrEP use
needed to achieve a marked public health impact (4).  Low coverage is in part attributed to an inadequate
delivery platform rooted in health system weaknesses (5).  Evidence is needed on the nature of these
service delivery shortcomings to guide remedial action.
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Public sector health facilities in sub-Saharan Africa deserve close examination given their predominant
role in PrEP rollout. Adding PrEP delivery to the services offered by facilities that are already under-
resourced and overly strained could result in quality de�ciencies or bottlenecks (6-9). This is especially a
risk given how PrEP delivery requires a package of services including the following:

 (10-13)

1. Publicizing services and screening clients to identify those at elevated risk for HIV

 

2. Dispensing medication and counseling clients about correct use, including adherence, (14)

 

3. Counseling clients on behavioral risk reduction (8)

 

4. Providing periodic HIV testing and toxicity screening (8)

 

5. Tracking clients and providing support to encourage retention in services

While trials testing PrEP have been implemented in highly controlled and well-resourced research
contexts, there is still limited documented experience to guide the design of PrEP services in non-research
settings (5, 15-17). However, because PrEP is being added to existing health services as opposed to only
being offered as a stand-alone vertical program (12), its introduction can be considered another form of
integrated service delivery (18, 19). Examining the provision of other types of integrated health services
can therefore provide useful lessons. Offering multiple health services in a single clinical encounter
produces e�ciencies for providers and client alike (17, 20), but integrated service delivery also presents
challenges (21).  Research has revealed that providers may miss opportunities to provide multiple sexual
and reproductive health services when services are supposed to be integrated, and these lapses have
been attributed to health system limitations and overwhelming demands placed on providers (22, 23). 
Decisions about how and where PrEP will be introduced in resource-poor health systems should be
guided by evidence showing the factors favoring and impeding successful health service integration (8).

We conducted a descriptive, mixed-methods research study in Kenya, where the Ministry of Health was
implementing The Minimum Package for Reproductive Health/HIV Integrated Services (24).  Aimed at
operationalizing the National RH-HIV Integration Strategy within resource-constrained settings, the
Minimum Package was a set of recommendations for integrating all types of health services.  Facilities
implementing the Minimum Package were expected to offer multiple diagnostic, treatment, promotion,
and preventive services to clients in a single visit.  Examining implementation of selected components of
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the Minimum Package provided a means of exploring potential challenges that could be anticipated with
PrEP service delivery. The objective was to examine the extent to which selected integrated RH/HIV-
related services were currently being delivered as intended in these facilities. This study focused on
women because at the time of study development, topical microbicides used vaginally were the most
promising forms of pre-exposure prophylaxis.  Study results were intended to inform the introduction of
the broad class of ARV-based PrEP products in public sector facilities in resource-constrained settings
(13).  

Methods
We chose Minimum Package components to study based on whether they: 1) involved health service
delivery functions similar to those required for PrEP services; 2) served female clients with demographic
pro�les similar to those of clients likely to be targeted for PrEP; 3) were operational as an integrated
service in the three participating counties; and 4) involved types of health services that are potential base
services for the incorporation of PrEP delivery.  

The selection of these services was informed by a previous study that investigated which service settings
would be best to deliver topical, oral, and injectable PrEP to at-risk groups. (25, 26)  Findings showed that
clients would prefer to receive PrEP products in locations that they already visit for healthcare.
Respondents also stressed the importance of having PrEP products available in multiple settings to
increase access, support adherence, and address concerns over privacy, convenience, and quality of care.
The three integrated services we examined are:  HIV testing within family planning services, HIV testing
within general outpatient services, and HIV care for clients not yet eligible for ART within Comprehensive
Care Centers (CCCs) which provide care for people living with HIV.

HIV testing services (HTS) offered within family planning and general outpatient services. According to
the Minimum Package, HTS should be integrated into family planning (FP) and general outpatient
department (OPD) services, with referrals of HIV-positive clients to HIV/AIDS services. This form of
service integration is relevant to PrEP service delivery, given that HIV testing to con�rm seronegative
status is an essential �rst step for PrEP services.  Additionally, previous research has indicated that FP
and OPD services are viewed by potential users of PrEP as possible venues for PrEP delivery given that
they serve high volumes of sexually active women in a context relatively free of stigma (8, 27). Both FP
and OPD services have been proposed as a potential base service to which PrEP could be added (26, 28-
31).

Provision of HIV care and prevention services to clients who are not yet eligible for ART (pre-ART services)
within Comprehensive Care Centers (CCCs).  The Minimum Package calls for the provision of screening
and testing for sexually transmitted infections (STIs), malaria, and tuberculosis, screening for
reproductive organ cancer, family planning counseling and provision, education on nutrition and
sanitation, and psychosocial support, all as part of HIV/AIDS services. Similar to PrEP services, these
services require multiple service delivery functions including: screening for need, dispensing
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pharmaceuticals, counseling on correct use, and tracking clients over time. Service delivery settings
caring for HIV-positive individuals have been commonly discussed as a potential delivery channel for
offering integrated services (8). Although clients living with HIV clearly are not candidates for PrEP, we
chose to assess HIV service settings’ demonstrated capacity to deliver the full package of pre-ART care as
an indication of their readiness to deliver an additional service (i.e., PrEP).   

Data collection
The study was conducted in Nairobi, Mombasa, and Kisumu counties, which represent Kenya’s largest
urban populations (32) and some of the country’s highest rates of HIV prevalence (~8%, ~11%, and ~19%
respectively) (33).  Data collection methods included observation of service delivery, exit interviews, and
semi-structured interviews with key informants (see Table 1).  Data on the receipt of services delineated in
the Minimum Package for clients was gathered from client exit interviews and observations. Data
collectors were male and female community members, �uent in both English and the primary local
language in the study area—either Kiswahili or Dholuo. All data collectors had previous experience in data
collection and received additional training in research ethics and research methods by the research team.

Table 1: Sample size by service and county

  Family Planning Outpatient Pre-ART Key Informant
interviewsSite

(# facilities)
Observations Exit

Interviews
Observations       Exit

Interviews
Observations Exit

Interviews
Nairobi (15) 485 482 500 510 195 197 30
Kisumu (15) 361 384 331 330 267 262 33
Mombasa (15) 497 483 483 482 127 127 32
County/National -- -- -- -- -- -- 18

Total 1343 1349 1314 1322 589 586 113

 

Observations
Observations of individual, client-provider interactions were conducted in 45 facilities offering integrated
services. These facilities were selected in consultation with decision-makers involved in developing
Kenya’s policies and planning for eventual PrEP delivery.  Selected sites had 1) high client �ow, 2)
provided the three selected integrated services, and 3) were not receiving substantial donor funds for
general operations according to local decisionmakers. One provider in each service was observed each
day; if there was more than one provider in the service on the day of observation then the provider seeing
the greatest number of clients was selected. Using a checklist, research assistants (RAs) recorded service
content to assess the consistency with which the service was offered and the extent to which provider
performance conformed to service delivery guidelines. Group counseling, if available, was not observed.
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Research assistants conducting observations had prior clinical training or were highly experienced in
conducting data collection for health services research studies and extensively trained to conduct
observations.

Client Exit Interviews
In exit interviews, clients were asked about their experience on the day of the interview. For clients in
CCCs, this was expanded to include whether they had received speci�ed services from a provider at that
facility since learning their positive HIV status. Structured client exit interviews were conducted in the
facilities where observations occurred; approximately 85% of observed clients also participated in the exit
interview.  Interview questions explored clients’ need for the integrated services, whether they received
those services, and their knowledge about follow-up actions they should take.  Participants for client exit
interviews were recruited from waiting areas for the selected services at each facility prior to their
interactions with providers. Women were eligible if they were of reproductive age (18 – 49 years), seeking
services for themselves, and spoke either Swahili, Dholuo, or English. Client exit interviews were
conducted in each participant’s preferred language in a private setting within the facility.

Key Informant Interviews
Semi-structured key informant interviews, including closed- and open-ended questions were conducted
with managers and providers at the 15 integrated facilities, as well as managers working in 9 non-
integrated facilities to explore the factors supporting and impeding implementation of the Minimum
Package. Additionally, interviews were conducted with 18 county-level and national-level o�cials to trace
the root causes of barriers and facilitators encountered at the facility level (see Table 1). All key informant
interviews were conducted in English, audio-recorded and transcribed.

 Analysis methods:

Quantitative data from observations, client exit interviews and the closed-ended portions of the key
informant interviews were collected electronically on password-protected Android tablet computers using
Pendragon software v.7 and analyzed using SAS v.9.2© and Stata v.12. No statistical comparisons were
made between types of clients, as this was not the intent of the study.

All qualitative data from key informant interviews were structurally coded according to question and
answer using a data reduction matrix. First, the research team read all transcripts for quality and clarity
and corrected any errors or unclear segments. Then, answers to each speci�c question were categorized
using either discrete categories or short summaries and associated quotes, as appropriate. After coding
the �rst few transcripts the coders compared application of codes and reconciled any discrepancies on
how codes were applied.  An inductive, thematic analysis was then conducted using memo writing to
answer the research questions.
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Representatives from county- and national-level government were involved in the design and
interpretation of study data from the inception of the study to the development of the �nal products. At
the conclusion of the study, a data interpretation workshop was held with governmental stakeholders and
their partners who were responsible for the delivery of integrated sexual and reproductive health services
and preparation for PrEP delivery in Kenya to review and prioritize study results.

Ethics
The study was approved by the institutional review boards at FHI 360 and the Kenya Medical Research
Institute (KEMRI), and all research was conducted in full compliance with the approved study protocol.
Each participant provided his or her verbal informed consent prior to clinical observations and exit-
interviews. Verbal consent was sought because: 1) the study was minimal risk; 2) the data collection
instruments did not require disclosure of identifying information; and 3) a written signature would provide
the only link between the participant and the study. RAs documented consent by signing and dating the
informed consent forms after obtaining verbal consent from each participant.

Results

Client pro�le
Family planning clients were an average of 26 years old and mostly married (88%); outpatient clients
were an average of 28 years and less than three-quarters were married (70%). Clients waiting to start ART
were the oldest with an average of 30 years; they had been living with HIV for an average of 2.7 years and
two-thirds (66%) were married.

Delivery of HTS within Family Planning and Outpatient
Services
According to client exit interviews, nearly all clients had been tested for HIV previously (Figure 1). Eleven
percent of FP clients and 9% of OPD clients were tested on the day of the observation.  Over half of
clients reported being tested in the last six months (58% FP, 54% OPD); about one-third reported being
tested more than six months ago (29% FP, 33% OPD). A very small number of clients reported never
having received testing (1% FP, 4% OPD). 

Figure 1. Time since last HIV test, by client type, from client exit interviews

  

The reasons most clients did not get tested on the day of the interview included: already knowing their
status (41% FP, 37% OPD), visiting the facility for some other purpose (39% FP, 39% OPD), and providers
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not offering the test (32% FP, 34% OPD) (data not shown).

Data on the delivery of HTS from both client exit interviews and observations are reported in Table 2. The
intention of reporting both sets of results is to illustrate the relative frequency with which clients receive
services rather than to directly compare the two. Just over one-third of family planning (38%) and
outpatient (35%) clients knew that testing was available at the facility on the day of the interview. (This
information was not available from observation data as RAs did not ask clients questions during the
observations.) In the exit interviews, about one-third (34%) of FP clients and one-quarter (25%) of OPD
clients reported that the provider mentioned getting tested for HIV on the day of the interview; however,
according to observations of provider-client interactions, providers mentioned HIV testing much less.

Table 2: HTS received, by client type, as reported in exit interviews and observed

  Family Planning % Outpatient %

Exit
(n=1349)

Obs.
(n=1343)

Exit
(n=1322)

Obs.
(n=1314)

Knew HTS available 37.8 NA 34.7 NA

Provider mentioned HIV testing today 34.1 12.0 25.4 9.2

Knew HTS available 37.8 NA 34.7 NA

Counseled on HIV prevention* 21.9 19.3 14.1 8.7

Received condoms   2.3 1.3   1.4 0.2

Obs.: Client-provider observations
NA: Data not available
*For exit interviews, HIV prevention counseling was measured by clients saying if the provider “mentioned ways of preventing HIV
infection.” In the observations, HIV prevention counseling was counted if the provider mentioned any of the following: condoms as
prevention, bene�t of knowing status, couples testing, the HIV test process, or HIV disclosure.

 

HIV prevention counseling was infrequently provided to both FP and OPD clients. Only 22% of FP clients
and 14% of OPD clients said their providers gave them prevention messages. (Table 2) Similarly, low
proportions of clients received these messages during observed consultations. (Table 2) Furthermore,
over 50% of those who reported having been counseled on HIV prevention could not provide any details
on the content of the counseling (data not shown) including information on abstinence, having only one
partner, using condoms and avoiding needles as methods to prevent HIV. Most facilities were observed to
have condoms available during observations; however, a small number of facilities (2 of 18) had
condoms available during fewer than 20% of the observations. Very few clients from either service
reported receiving condoms at the facility.

Among the 270 clients who were tested for HIV on the day of the interview, 56% of clients exiting both
family planning and outpatient services said they had received counseling on ways to prevent HIV
transmission, such as condom use and monogamy (data not shown). Among the 64 family planning
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clients whose HIV testing was observed for this study, approximately half were counseled on the bene�ts
of knowing their status and on couples testing. (Table 3) A greater proportion (70%) had the testing
process explained to them and 75% were observed to give their consent for the test.

Table 3. Frequency of components of HIV counseling according to Minimum Package guidelines, among
family planning clients* whose test process was observed

  Family planning %
(n= 64)

Provider tells client bene�t of knowing status 54.7
Provider tells client about couples testing 51.6
Provider explains HIV test process 70.3
Provider gets client’s consent for test 75.0

* This table reflects data from family planning clients only because we observed only 9HIV tests among outpatient

clients.

 

Key informants shared information on the approach they take in offering HIV testing. Providers
commonly described making decisions as to which clients to offer HIV testing based on a clients’
appearance and clinical symptoms; speci�cally, those who presented with signs and symptoms of HIV or
other STIs, new mothers, those with opportunistic infections, or those who generally appeared weak were
mentioned as groups to whom HIV testing was offered.  As one outpatient provider noted,

“I will just look at the patient’s condition and suspect the patient is having HIV or I have treated this
patient for a long time, but they are not responding so I just send the client for DTC.” [NOTE: diagnostic
testing and counseling, or DTC, targets clients with HIV-related signs and symptoms].”

–  Provider, Family Planning department

Some providers reported that risk of HIV was not readily identi�able. One FP provider stated that, “…when
it comes to HIV, it doesn’t have the boundaries, anyone can have it." However, more key informants
identi�ed particular social characteristics as important for determining risk. Across providers and
managers in both FP and OPD services, respondents identi�ed young, sexually active, single women;
�shermen; truck drivers’ wives; commercial sex workers; and IV drug users as high-risk groups.

Interviews also illuminated service delivery challenges that could limit integration of HTS into the two
services.  An inconsistent supply of test kits was a commonly cited limitation to the provision of HTS
during FP and OPD services. For 38% of family planning visits and 45% of outpatient visits observed, RAs
documented that HIV test kits were not available for the client (data not shown). This resulted in facilities
having to refer clients to other facilities. In addition, family planning providers and managers reported a
lack of basic family planning commodities, including injectable contraceptive and long-acting methods,
as a regular and persistent problem at the facility level. 
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“…Now we are facing shortage of test kits. They (clients) are not being tested, they are being referred to
another facility unless [except for] the one you really, really want to do, but those who are coming for
voluntary testing we are not doing.”

– Provider, Outpatient Department

Pre-ART
Client exit interviews, observations and key informant interviews, show similar patterns of inconsistent
provision of the full range of pre-ART services (See Table 4).  During the visit on the day of the exit
interview, the most commonly received service was the receipt of co-trimoxazole, an antibiotic given
prophylactically to HIV-positive individuals to prevent common infections. Nutrition, HIV prevention, and
family planning were the next most commonly received services, with approximately one-third of
providers discussing appetite with clients and nearly half discussing family planning and HIV protection
for partners. Rates of TB prevention counseling (10%), testing for cervical cancer (5%), and TB testing
(3%) on the day of the interview were particularly low. However, nearly half (47%) of pre-ART clients
reported that a provider in the facility had mentioned tuberculosis prevention since the client learned their
HIV status. Among women who self-reported having a cough for at least 3 weeks or who had been
coughing up blood, only 38% had been tested for TB at the facility since learning their status. (Data not
shown). Aside from the receipt of co-trimoxazole, which in some cases was dispensed from a pharmacy
and not during the observed provider examination, results from the observations of client-provider
interactions regarding the services received were fairly similar to those reported by clients. 

Table 4. Services received by pre-ART clients, self-reported and in observations, by timing of receipt
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  Exit Interviews (n-586) Observations (n=589)
 

Counseling/Service topic % ever received % received today % received today

Infectious
disease

Co-trimoxazole provided 97.8 93.0 53.5

  Genital pain/discomfort discussed 40.4 13.8 7.8

  Malaria prevention (bed nets, insect spray) 63.5 10.6 9.0

  TB prevention discussed 47.4 9.6 9.0

  Cervical cancer screening 26.6 4.6 1.7

  Malaria medicine provided 24.9 4.3 1.7

  TB test 21.2 3.2 4.2

  STI test 20.8 1.7 0.2

  Vaccination provided 7.0 0.2 0

Nutrition Appetite discussed 58.0 30.9 29.0
  Nutritional supplements/vitamins provided 39.6 15.4 11.0

  Food assistance programs discussed 16.6 5.0 4.8

HIV prevention Protecting sexual partner from HIV discussed 90.4 42.8 49.9
  Partner testing mentioned 88.1 36.7 21.7

Pregnancy Family planning discussed 79.4 41.8 52.1
  Safe pregnancy discussed 72.0 17.6 5.4

  Pregnancy desire discussed 46.6 17.4 12.1

  FP method provided 57.2 9.9 2.0

Psycho-social Disclosing status discussed 67.4 17.1 34.1
  Joining HIV support group discussed 56.1 14.7 28.7

Sanitation Safe drinking water education 74.4 17.6 13.4
  Hand-washing education 68.9 13.3 7.0

 

Key informants were asked to explain how they decided which services a pre-ART client should receive.
Some respondents recognized the need to provide services universally. One provider in a CCC stated: “If a
client comes here I have to screen for TB because I have checklist for checking…they come in I have to go
through the TB tool, STI tool, all those…" Many other providers and managers, however, described how
clients presenting with opportunistic infections or signs and symptoms of HIV, clients who are pregnant,
and clients who have TB or a low CD4 count, are given priority in the form of being seen immediately or
given more time with a provider. Respondents also discussed tailoring services they provided to CCC
clients according to social characteristics, allowing them to broaden the services delivered to clients.
Clients perceived to be part of high-risk populations, such as commercial sex workers, drug users, men
who have sex with men, alcoholics, and selected occupational groups such as long-distance truck drivers
or �sherman, often received different services.
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Health system factors facilitating Minimum Package rollout
County and national key informants expressed positive attitudes towards the provision of integrated
services conducive to the provision of the Minimum Package. These participants described multiple
bene�ts of integration including: time savings for clients and providers, the opportunity to capture more
clients, increased client satisfaction, and elimination of the need for clients to wait in more than one line.
A few respondents also stated that integrated services would increase client compliance and save
resources. 

"That (integration) is the only way to go if you are to catch up with HIV…you have to have an interest in
family planning which is very key especially now that we want to do elimination of mother to child
transmission… that is the only way we should go...shu�ing patients from left to right they even get lost
for follow up… so we have to integrate our services under one roof.”

- County level health o�cial

Respondents also positively described the support they received from the county and national level
government and external partners in the form of trainings and supportive supervision to increase provider
capacity to deliver integrated services, technical input to help identify and make improvements to address
facility weaknesses, and assistance with organizing community outreach activities. Assistance from
external partners to hire additional staff, make infrastructure improvements and procurement were
additional areas of support cited.

“There have been a lot of trainings, especially to the health care givers, and much of it is towards HTS…
our counselors and nurses have been empowered so much. There is adherence training…there is [sic]
people living positively training, there is disclosure training…There is a way of giving out bene�ts of
carrying out HTS, so they have also been empowered with that technique. These ones actually enhance
our uptake on providing HTS.”

- Provider, Outpatient Department

Health system constraints impeding Minimum Package
rollout
Results from key informant interviews provide insight into the health systems-level factors that impede
effective delivery of integrated services. At the most basic level, knowledge of the Minimum Package was
far from universal, even in the integrated facilities. Only 24 of 64 facility-level managers had heard of
these service delivery guidelines before the interview. Among all respondents, county- and national-level
managers were more apt to be aware of the Minimum Package compared to managers and providers
working in health facilities. 
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Key informants also shared information about weaknesses in the health system that constrained
implementation of the Minimum Package more generally.  The vast majority of key informants at all
levels spontaneously mentioned that staff shortages were a systemic problem at the facility level. One
national-level key informant stated:

“I think resource allocation…especially the staff [is a key challenge], when you look at the shortage they
have, there is shortage across board and every cadre, for clinical o�cers…we need 5,700 more…in nurses
they are talking about another 10,000…The issue of shortage is very critical so for integration we really
need to look at the human resource aspect."

– National Level O�cial

Key informants reported that staff shortages often left providers overburdened with clients and resulted
in the need to prioritize certain clients for HTS.

"Speci�cally,…HTS is for all clients, but due to the fact that you know there is problem with the manpower,
the staffs are few, I think what we normally do here is to request patients who have major presentation of
HIV/AIDS to go for, we provide those clients, we also ask those who are high risk--the commercial sex
workers, people with multiple partners, STIs and rape cases those kind of patients we normally ask them
to go for VCT."

                              - Manager, Outpatient department

Other sta�ng issues included situations where one staff member had responsibility for all clinical
services, as one CCC manager stated, “I am the one doing the pharmacy, I am the one doing the blood, I
am the one…you know, you do everything.” Additionally, the overall lack of supervision or support for
providers and managers was commonly cited.

“When staff are over worked then they look for shortcuts or when nobody gives you a pat on your back
for job well done then short cuts are taken to make sure that the queue of clients is short, you evade some
things to favor yourself… you say, what the hell, I will not take temperature or height or weight. That is
human…but, it can be controlled and it’s only that they don’t want to support us (providers). That is why
some of these things will go on for years and years."

– Provider, CCC department, Kisumu County

Inadequate staff training was raised by key informants at every level of the health system and in each
type of service explored in the study. Insu�cient resources allocated to health facility staff development
led to providers not receiving in-service training for some services they were expected to deliver.

"I have not received any family planning training [since college] 15 years ago so what I have learnt in
family planning is my own initiative. I read books and the family planning packages book on my own to
be able to provide family planning services to the clients."
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 – Provider, Family Planning department

Health facilities were found to frequently rely on volunteers for the provision of services, especially for
HTS. Reliance on unpaid workers is a severe challenge to the sustained provision of health services,
particularly given the lack of incentives for volunteers to work on a regular basis.   

Key informants reported that the limitations described above were key contributors to longer client wait
times that obstructed the provision of integrated services. This point was reinforced by exit interviews,
with about one-third of family planning and pre-ART clients and half of outpatients saying that the wait
time to see the provider was too long.

Key informants also reported a general lack of privacy and inadequate infrastructure in facilities that
made it di�cult for health facility staff to deliver services and for clients to receive high-quality care. This
was especially true regarding space for HIV counseling and the provision of sexual reproductive health
services such as cervical cancer screening or IUD insertion. Key informants reported that there is often
only one room for multiple clients, creating challenges for maintaining privacy and con�dentiality.

"In this facility… there is no privacy because it is one room where the clinicians and the counselor sit. So,
sometimes a clinician has a client that needs to be examined on the couch and that couch is next to
where the counselor sits…and so there is lack of privacy because the counselor plus her client will be
hearing what I am telling the patient I am examining. At the same time, we will be able to hear what the
counselor and the client are talking about. So…that will also hinder the HTS."

– Provider, Outpatient department, Kisumu County

Key informants also noted demand-side challenges speci�c to the provision of HIV-related services.
Speci�cally, many described lack of attendance for pre-ART services as strongly linked to the stigma
associated with seeking care from a facility offering HIV services.  

"The largest challenge is stigma. Some new clients aren't comfortable with sitting in the area that is
known as the CCC client area. Clients don’t want to be seen coming to the clinic."

               – Provider, CCC department, Nairobi County

Work with in-country stakeholders
Stakeholders acknowledged that the health system weaknesses identi�ed in the study were factors
preventing delivery of the Minimum Package, and they offered alternative perspectives on many of the
issues highlighted by study results. For example, stakeholders discussed how issues related to
commodities, such as a lack of HIV test kits, required attention in addition to supply. They suggested a
focus on identifying root causes of test kit stock-outs, such as theft, under-reporting of testing or
inaccurate recordkeeping, and limitations in forecasting made by providers at the facility and county
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levels. Issues related to training could be partially addressed with improved tracking of the training needs
and capacity of staff.

Discussion
This examination of the implementation of Kenya’s Minimum Package of integrated RH/HIV services
revealed what can happen when busy public-sector health services are tasked with new responsibilities.
We found that integrated services were not being consistently implemented within FP and OPD services.
HIV testing was not systematically offered to FP and OPD clients, and very few clients actually received
testing. Most clients were not aware that HIV testing was available in the facility where they received
services. Similarly, providers did not systematically provide HIV-prevention counseling. Observations
revealed that HIV tests were unavailable for large numbers of clients; this shortage means that providers
cannot encourage clients to be tested the day of their visit and that clients who come speci�cally to be
tested may encounter problems. With the high proportion of clients reporting they had been tested in the
past 6 months, one might conclude that these omissions in services are generally not problematic.
However, the accuracy of clients’ self-reports on timing of last HIV test is unknown. Furthermore, in high-
risk settings such as these, communicating the availability of testing and providing prevention counseling
and condom provision should be at near universal levels.

Our assessment of the services offered to pre-ART clients indicates that CCCs may not be well prepared
to take on the added responsibility of PrEP service provision. Pre-ART services did not systematically
deliver the range of services mandated in the Minimum Package to their clients. While the receipt of co-
trimoxazole was high, less than half of clients reported receiving preventive services including
discussions of HIV protection for partners or family planning. Especially low were the rates of testing for
cervical cancer, TB prevention counseling and testing. These gaps are especially noteworthy given that
HIV-positive women are at elevated risk for both cervical cancer and tuberculosis and are prioritized for
these services according to national guidelines.  Providers acknowledged stigma surrounding CCC
services, a �nding consistent with speculation by others, that clients may not be comfortable seeking
prevention services in the same facility where others receive HIV/AIDS care and treatment. (8)

On a more promising note, rollout of the Minimum Package highlights both a willingness to address
persistent and sensitive challenges. Study results documenting positive attitudes from providers,
managers, and county and national-level o�cials towards the provision of integrated services highlights
their commitment to addressing the full range of clients’ needs. This is similar to qualitative research on
providers’ experiences with providing integrated services in Kenya that found providers value increasing
their skills, variety and challenge in their work. Additionally, increasing client and personal job satisfaction
is associated with providing integrated services. (34)

However, our data also demonstrate the considerable—and familiar—challenges faced by the delivery of
the Minimum Package of integrated RH-HIV services. Service delivery is constrained by health system
weaknesses such as inadequate infrastructure and inconsistent commodities and supplies.  Challenges
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with training and supervision manifest in problems like limited awareness of service delivery
requirements and inconsistent compliance even when guidelines are known.  Sheer shortages of health
personnel result in heavy workloads for providers and long waiting times for clients. Addressing sta�ng,
supervision and training shortages is essential but comes with cost and sustainability implications that
are also challenging. These issues have also been identi�ed by other examinations of integrated services
and in the limited body of knowledge addressing the introduction of PrEP. (5, 8, 34) Qualitative data
illustrate the prioritization providers and managers use within the constraints of the health system; those
clients with obvious need often get the required services while asymptomatic clients  often get passed by
due to resource limitations.

These results have clear implications for the provision of oral PrEP. Service rollout will place similar
burdens on the service delivery system, as they are being integrated into existing services and not stand-
alone care (19).  This study documented clear problems delivering services that are already supposed to
be integrated, such as systematic offering of HIV testing in family planning services.  This failure
highlights the considerable challenges facing integrated RH/HIV services now and indicates the
challenges that providers and health systems must face before they are ready to take on the added
responsibilities of providing PrEP. Given the importance of knowing that a person is and remains HIV
negative while taking PrEP, the lack of test kits will be another major barrier to PrEP provision. In resource-
poor settings facing similar circumstances, successful provision of PrEP will �rst require strengthening of
systems for commodity management, provider training and supervision and reporting.  Client
management will involve a set of essential clinical steps, including intensive communication to ensure
clients understand risks, use products effectively and grasp the importance of returning to facilities for
repeated follow-up visits.  Counseling skills, therefore, should be strengthened for services already
provided before introducing PrEP, and health workforce solutions should be sought to help facilities
prepare to take on additional time-consuming service delivery tasks.

To respond to these challenges, study �ndings informed the development of a PrEP Readiness
Assessment Tool (https://www.fhi360.org/resource/microbicides-readiness-assessment-tooll, designed
to diagnose and plan for the introduction of PrEP in public-sector facilities within developing countries.
(35) The tool evaluates the extent to which the anticipated material, technical and human resources
necessary for the implementation of PrEP are in place within a given facility. The tool is intended for
immediate use, prior to the widespread availability and routine use of PrEP in service delivery settings. In
doing so, it will help identify the service delivery and health systems reinforcements needed to prepare for
PrEP delivery in the facility and what is needed to strengthen the provision of integrated services. The tool
is organized into �ve domains that correspond with the World Health Organization (WHO) Health
Systems Building Blocks (36) and the results from this study: health workforce, essential medicines,
service delivery, information and research, and leadership and governance. Health �nancing is not
included as a domain since this tool focuses at the facility level and facilities typically have limited
control over health �nancing decision-making. Use of the tool at the facility level, with discussion of the
results at the county and national level, may help facilities begin preparations for PrEP delivery.

https://www.fhi360.org/resource/microbicides-readiness-assessment-tool
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This study’s limitations are noted.  Foremost, this research was conducted prior to release of WHO
guidelines supporting PrEP delivery and the launch of services in Kenya. In 2017 the government of
Kenya launched PrEP delivery in selected health facilities nationwide, with 43,500 clients receiving PrEP
services as of July 2019 (4).  In the absence of systematic examination of PrEP service delivery in real-
world settings in sub-Saharan Africa, the evidence produced by this study is relevant and informative. 
Another limitation is potential bias in recorded observations of client-provider interactions. While not
expected to be signi�cant, providers could alter their behavior during consultations that are observed,
potentially biasing study results compared to unobserved interactions. Services received during
observations could also be affected due to services clients have received previously; this study did not
examine client records to determine whether clients were eligible or due for individual services.

Finally, reported data on the delivery of services from client exit interviews and observations differs.
Neither type of data is assumed to provide a fully accurate report of service provision, and the two may
differ due to recall or social desirability biases. Additionally, as RAs were located within the primary
service delivery location, they may have failed to observe all the services—such as those in a stand-alone
voluntary testing and counseling service, group counseling sessions or from a pharmacy—that a client
received while in a facility. The intention of reporting services received from both observation and exit
interview data is not to directly compare but to illustrate the relative frequency with which clients receive
services. Following clients throughout their entire facility visit including interactions with auxiliary staff,
such as pharmacy and laboratory personnel, would provide a more accurate picture of the services
received, but cost and time restrictions did not allow for this.

Conclusion
This evaluation examines one major context in which PrEP and other novel prevention technologies are
destined to be introduced. It helps to �ll a gap in evidence on system strengthening necessary for moving
PrEP and other ARV-based prevention technologies from clinical trial settings into real-world service
delivery (37). For reasons of sustainability, acceptability and e�ciency, the provision of these products
will likely be through integrated and not stand-alone services. Yet, current challenges with the provision of
integrated services raise the question of how burdened health systems are going to manage to
incorporate new requirements into existing services (38). Governments and their partners must devise
PrEP rollout strategies that acknowledge and address pre-existing supply side challenges.
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Figure 1

Time since last HIV test, by client type, from client exit interviews
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