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Abstract

Background: Kenya has made remarkable progress in integrating a range of reproductive health services with HIV/
AIDS services over the past decade. This study describes a sub-set of outcomes from the Bill & Melinda Gates
Foundation (BMGF)-funded Jhpiego-led Kenya Urban Reproductive Health Initiative (Tupange) Project (2010–2015),
specifically addressing strengthening family planning (FP) integration with a range of primary care services including
HIV testing and counselling, HIV care services, and maternal, newborn and child care.

Methods: A cross-sectional study was conducted between August and October 2013 in the cities of Mombasa, Nairobi
and Kisumu in Kenya to assess the level of FP integration across six other service delivery areas (antenatal care clinic,
maternity wards, postnatal care clinic, child welfare clinic, HIV testing and counseling (HTC) clinics, HIV/AIDS services in
comprehensive care clinics). The variables of interest were level of integration, provider knowledge, and provider skills.
Routine program monitoring data on workload was utilized for sampling, with additional data collected and analyzed
from twenty health facilities selected for this study, along with client exit interviews. Descriptive analysis and Chi-square/
Fishers Exact tests were done to explore relationships between variables of interest.

Results: Integration of FP occurred in all the five service areas to varying degrees. Service provider FP knowledge in
four service delivery areas (HTC clinic, antenatal clinic, postnatal clinic, and child welfare clinic) increased with increasing
levels of integration. Forty-seven percent of the clients reported that time spent accessing FP services in the HTC clinic
was reasonable. However, no FP knowledge was reported from service providers in HIV/AIDS comprehensive care
clinics in all levels of integration despite observed provision of counseling and referral for FP services.

Conclusions: Integration of FP services in other primary care service areas including HTC clinic can be enhanced
through targeted interventions at the facility. A holistic approach to address service providers’ capacity and attitudes,
ensuring FP commodity security, and creating a supportive environment to accommodate service integration is
necessary and recommended. Additional studies are necessary to identify ways of enhancing FP integration, particularly
with HIV/AIDS care services.
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Background
Unmet need for family planning (FP) continues to be a
challenge, with 12% of women either married or in-union
reporting unmet need in 2015 globally [1], 22% of them
residing in the least developed countries [1]. Unmet need
in Sub-Saharan Africa is highest, with double (24%) the
global average [1]. This is compounded by a high HIV
prevalence rate in the region [2]. 62–93% of pregnancies
among the HIV infected women living in Sub-Saharan Af-
rica are unintended [3, 4]. According to the 2014 Kenya
Demographic and Health Survey (KDHS), 18% of women
currently married or in union have unmet need for FP, with
higher need in rural areas (20.2%) than in urban areas
(13.4%) [5]. This represents marginal improvement from
the 26% level of unmet need reported in 2009 [6]. The sur-
vey showed a decline in unwanted birth from 17 % to 10 %
since the 2008–09 KDHS [6]. Kenya is among the 22 coun-
tries that collectively account for nearly 90% of all pregnant
women living with HIV [7]. The consequences of unin-
tended pregnancies can be profound putting women living
with HIV at greater risk of death during the pregnancy and
postpartum period than women without HIV [8]. Strength-
ening HIV and reproductive health (RH) service integration
is one of the ten goals set forward in the 2013 UNAIDS
report [9]. Studies in Kenya have shown that integrating FP
and HIV services is acceptable, feasible and cost effective
[10–15]. One potential benefit of integrated care is in-
creased utilization of individual component health services
[16]. Integration between RH and HIV services has been
rolled out in Kenya as a strategy to create synergies in ad-
dressing missed opportunities in HIV prevention and care
as well as in RH care across the service delivery levels [17].
Further efforts are however needed to promote uptake of
FP in the service delivery system to accelerate progress to-
wards addressing the unmet needs.
The desire to expand access and use of FP to all sexu-

ally active individuals at any time (and especially within
the healthcare settings) provided the impetus for FP in-
tegration with other service delivery areas [18].
The key benefits of integrated models of service deliv-

ery are; improved quality of care and clinical outcomes,
greater treatment engagement for patients who are ei-
ther resistant to treatment or are difficult to reach in
more conventional care models, and improved patient
satisfaction and targeting of resources [19]. Integration
is therefore key to meeting international and national
development goals and targets, particularly the Sustain-
able Development Goal 3 [20]. This however is not with-
out challenges which should be addressed to realize the
full benefits of integration [21, 22].
The integration of health services has been defined in

a variety of ways from both recipient or health system
perspectives [23, 24]. Several models of FP integration
with other service areas have been shown to work well

[25]. One such model, the single visit approach, has been
demonstrated to maximize resources through the use of
common space, reducing staff costs, and lowering over-
heads [26].
In Kenya, deliberate efforts have been made to integrate

RH services with HIV/AIDS and other services guided by a
minimum package which lists the requirements for effect-
ive integration by level of care [27]. The goal of the package
is to operationalize the National Reproductive Health and
HIV/AIDS Integration Strategy 2009 which laid down the
framework for integrating RH and HIV services to provide
more comprehensive, convenient, acceptable and cost ef-
fective RH and HIV/AIDS programs [17]. However, imple-
mentation experience based on the minimum package has
not been documented.
The objective of this study was to assess integration of

FP, HIV, and other primary health services (primarily
maternal, newborn and child health) in high volume health
facilities in three major cities in Kenya. The Tupange Pro-
ject had led a range of FP interventions in facilities within
these three locations, including specific interventions aimed
at integration of FP into other service areas to decrease
unmet need. The assessment was based on the definition of
Kenya’s National Minimum Package for RH and HIV Inte-
grated Services [27]. The three cities demonstrated a high
level of unmet need for FP among women in 2009, ranging
from 18% in the richest quintile in Nairobi to 41% in the
poorest quintile in Mombasa [28].

Methods
Study design
A cross sectional design was utilized. The Johns Hopkins
School of Public Health IRB (IRB No. 4993) and the Ken-
yatta National Hospital / University of Nairobi (KNH/
UON) Ethics Review Committee approved the study.

Study setting
The study was conducted between August and October
2013 in the three cities - Nairobi, Mombasa and Kisumu –
as a component of the Bill & Melinda Gates Foundation
(BMGF)-funded Jhpiego-led Kenya Urban Reproductive
Health Initiative (Tupange) Project. The cities were
selected on the basis that they accounted for over 50% of
Kenya’s urban population of about 5 million, according to
the 2009 Kenya Population and Housing Census [29]. Six
service areas of interest were identified for assessment on
service integration in the public and private health facilities.
These areas are antenatal care (ANC) clinics, maternity
wards, child welfare clinic (CWC), postnatal care (PNC)
clinics, HIV/AIDS care services in comprehensive care
clinics (CCCs), and HIV testing and counselling (HTC)
clinics.
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Description of the Tupange project intervention
The Tupange project was a five-year project (2010–2015),
implemented by a consortium of five partners: Jhpiego;
Center for Communication Programs (CCP); Marie Stopes
International (MSI); National Council for Population and
Development (NCPD); and Pharm Access Africa Limited
(PAAL) [30]. The project was initiated at a time when the
national health efforts were focused on provision of HIV
and primary health care services to the rural population,
leaving the FP needs of the urban poor inadequately
addressed, despite the rapid urbanization of the major
cities in Kenya [30]. Tupange’s goal was to increase contra-
ceptive prevalence rate by 20 percentage points among the
urban poor in five urban cities in Kenya [31].
The project implemented multiple interventions to

strengthen health systems and improve access to quality FP
services at the facility and community level by equipping
facilities, and training and mentoring service providers.
The Tupange project supported public and private health
facilities through scheduled visits to facilities by a team of
experts to enhance the uptake of long and permanent
contraceptive methods, ensure FP commodity security, and
advocate for increased resource allocation towards repro-
ductive health services [31].
The Tupange project developed a Provider Initiated FP

(PIFP) model (Fig. 1) where service providers actively
initiated integrated discussions on FP and HIV/AIDS
with the clients, counselled appropriately, and offered
both FP method administration and HIV testing in an
integrated manner. Tools to document FP integration in
other service areas were incorporated in the routine
reporting system and referral notes were used to refer
clients within or outside the facility. The PIFP model is
based on a continuum of FP service delivery across four
levels (Fig. 1): Client referrals within and outside the

facility was done to ensure that all clients received mul-
tiple services (as needed) in any single visit.

Sampling and study population
Twenty of the 69 Tupange-supported high volume health
facilities in three of the five Tupange cities were selected
using probability proportionate to size sampling: nine in
Nairobi, six in Mombasa, and five in Kisumu. The other
two cities – Machakos and Kakamega – were scale-up
sites thus not included in the first 2 years of the project.
Criteria for selection was based on city, volume/workload,
management category (hospital, clinic, health center), and
managing authority/ownership (public/private/municipal).
All of the facilities had a daily workload in all the service
areas of approximately 50–100 clients based on data gath-
ered for the 6 months preceding the survey.

Service providers
At participating health facilities, between five to six pro-
viders were selected for interview, one from each service
areas of interest. All service providers in the 20 health facil-
ities working in the six service areas were eligible to partici-
pate. Whenever there was more than one eligible service
provider, the in-charge was selected and approached to
participate.

Clients
Two clients aged 15–54 years seeking services at any of
the six service areas in 20 health facilities were selected
through systematic sampling at the end of the visit for cli-
ent exit interview at the respective service areas. Every
fifth client was selected as this sampling technique pro-
vided research assistants (RAs) adequate time to complete
the interview and embark on another one while at the
same time limiting selection bias.

Fig. 1 Provider Initiated FP (PIFP) model
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Data collection
Integration study data was collected by trained RAs be-
tween August and October 2013. The interview tools for
each service area comprised of mixed (open and closed
ended) questions on demographics, FP knowledge, expe-
riences providing FP services, barriers to FP provision,
and perceptions on how long it took clients to access
services at the various service delivery points.
Every client participating in the study was asked about

the FP information and counselling they received from
service providers during the visit, as well as their per-
spective of waiting time and integration of services.
Overall, the data collection period for both service pro-
viders and clients lasted for 2 months. Interviews were
conducted in locations within the facility where audio
and visual privacy was guaranteed.
Written consent to participate was obtained from all

study participants.

Data analysis
The study investigators defined levels of service integration
as follows: Category 0: No integration; Category 1:
Provision of FP information, education and communica-
tion (IEC) materials and counselling only and referral; and
Category 2: FP counselling and provision of short-term and
long-term methods. Short term methods are a range of
contraceptive methods that are user dependent and need
to be taken on a daily, weekly or monthly basis, and in-
clude all FP methods other than the long acting and revers-
ible contraceptives (such as Intrauterine devices and
contraceptive implants) and permanent methods. Descrip-
tive statistics were used to summarize categorical data
through counts and frequencies. Comparison of the follow-
ing components in the three levels of integration was done:
level of service FP knowledge, training and skills, and bar-
riers to FP service provision. Chi-squared and Fisher’s
Exact Tests were used to elucidate differences between,
with a p-value significance level of < 0.05.

Results
Demographics of service providers
There were only eight services providers who served in ma-
ternity while the others had an average of 19 respondents,
and therefore not included in the analysis. One hundred
and three service providers were interviewed in the five ser-
vice areas excluding maternity area. A majority (94.2%)
were nurses, female (92.2%), and the median (interquartile
range [IQR]) age was 33 (27–44) years. The median (IQR)
duration after graduation was 7 (5–16) years, with most
providers working in their health facility for a median
(IQR) duration of 32 (17–38) months. Ninety-six client exit
interviews were completed. The demographic data were
not collected from participants since, the interviews were

anonymous. Table 1 summarizes the demographic charac-
teristics of the service providers.

Integration of services by service area
There was evidence of FP integration – particularly coun-
seling and provision of a method (Category 2) – with all
HTC, ANC, PNC, and CWC. At ANC, only FP counsel-
ling (Category 1) was done, with provision of FP methods
expected to take place after delivery, including issuing of
condoms. Only FP counselling and referral was done in
the HIV/AIDS care services/ CCC since at the time of the
survey, FP services were not provided in CCCs.
The level of FP knowledge among service providers

varied greatly between the different service areas. There
was an apparent increase in the level of FP knowledge
between non-integrated health facilities (Category 0) to
health facilities with higher levels of integration (Cat-
egory 2), although the differences were not statistically
significant. No FP knowledge was reported from service
providers in HIV/AIDS care services/ CCC in all levels
of integration (Table 2).
Service providers had skills on provision of short term

in almost the same proportion across the three categor-
ies of FP integration i.e. from 96% (category 0), 97% (cat-
egory 1) and 93% (category 2) for short-term methods.
With regard to long acting and reversible contraceptive
methods (LARCs), the skills level was lower than for
short-term methods; 85% (category 0), 85% (category 1),
and to 81% (category 2). These differences were not sta-
tistically significant. However, all service providers in
category 2 facilities had ever received training in FP
compared to 88% (category 1), and 92% (category 0), p =
0.048. Another notable finding was that although service
providers reported discussing FP matters with clients
routinely, the extent to which this happened varied with
the degree of integration; 87% (Category 0), 100% (cat-
egory 1), and 80% (category 3), p = 0.020.
Lack of FP supplies / commodities was reported as a

barrier to provision of FP services by service providers
in all health facilities but at a varying degree with a
lower proportion of those in the more integrated health
facilities reporting it as a barrier; 62% (category 0), 44%
(category 1) and 30% (category 2), p = 0.038. The propor-
tions of service providers in facilities across the various
integration levels reporting inappropriate space in facil-
ities / lack of confidentiality or heavy workload as bar-
riers were generally low (3–26%). These differences were
not statistically significant (Table 2).

Client perspective of waiting time and integration of
services
Two hundred and thirty-eight client exit interviews were
conducted; 90.1% were women, 78.8% were married/co-
habiting, median (IQR) age was 27 (24–32) years, and
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48.3% of them had either no formal education or
primary level (8 years). Majority of the clients (85.3%) re-
ported that they received all the services they needed
during the visit (Table 3).
Overall, 50.5% of the clients across the five service

delivery points indicated that the time spent by was
reasonable, while 38.6% considered the duration long,
and only 9.9% responded that the duration was short
(Table 3). Clients reported spending about 1 h to
access all the services they needed during their visit,
although a few reported spending up to as much as
6 h. Results from the observation of 20 clients
showed that on average most clients visited 4–5 deliv-
ery points in a single visit and spent on average a

median (IQR) time of 80 (55–138) minutes during
the visit.
Nearly all clients (97.1%) reported that one service

provider was not able to meet all their needs during the
visit thus they were referred either to another section
within the health facility or outside the health facility.
Twenty percent of the clients at HTC service area re-
ported that they had spent a short time compared to cli-
ents in other service areas who reported longer waiting
time (Table 3).

Discussion
The WHO and PEPFAR definitions of integration of
health services provide a comprehensive picture of

Table 1 Description of the study population – Service providers

Characteristic Median (IQR) Number Percent

Age (years): N = 103 33 (27–44)

Duration since graduation (years): N = 103 7 (5–16)

Work experience (Months): N = 103 32 (17–38)

Sex (Female) 95 92.2%

Cadre

General practitioner/ Doctor 2 1.9%

Clinical Officer 4 3.9%

Nurse 97 94.2%

Total 103 100%

Table 2 Family planning knowledge and skills of service providers by level of integration

Variable Description N Category 0:No
Integration

Category 1
Integration

Category 2
Integration

p-value

A: Service providers with adequate knowledge on FP

HTC 18 n = 8 (0%) n = 4 (25%) n = 6 (33%) 0.275a

HIV/AIDS care services 19 n = 1 (0%) n = 4 (0%) n = 14 (0%) Not done

ANC 19 n = 4 (50%) n = 13 (69%) n = 2 (100%) 0.599a

PNC 20 n = 3 (33%) n = 1 (100%) n = 16 (75%) 0.455a

CWC 19 n = 8 (75%) n = 8 (75%) n = 3 (100%) 1.000a

B: Service provider training and skills

Skills on providing short term FP methods 103 n = 26 (96%) n = 34 (97%) n = 43 (93%) 0.850b

Skills on providing LARC FP methods 103 n = 26 (85%) n = 34 (85%) n = 43 (81%) 0.944b

Ever received training in FP 103 n = 26 (92%) n = 34 (88%) n = 43 (100%) 0.048b

Received training in FP during the 12 months preceding the survey 103 n = 26 (81%) n = 34 (68%) n = 43 (72%) 0.522b

Has access to guidelines for providing FP services 89 n = 19 (95) n = 30 (83) n = 40 (85) 0.612b

Has good knowledge of FP guidelines for providing FP services 83 n = 17 (71%) n = 28 (65%) n = 36 (66%) 0.901b

Discusses with clients about need for family planning 95 N = 23 (87%) N = 31 (100%) N = 41 (80%) 0.020

C: Barriers to providing FP services

Experienced FP supplies/ commodities shortages 103 n = 26 (62%) n = 34 (44%) n = 43 (30%) 0.0382b

Inappropriate facility - confidentiality 103 n = 26 (12%) n = 34 (3%) n = 43 (5%) 0.431b

Heavy workload 103 n = 26 (19%) n = 34 (24%) n = 43 (26%) 0.915b

aFisher's Exact test p-value; bChi-square test p-value
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integration from the recipient and health system per-
spectives. For this to happen, health facility infrastruc-
ture must be receptive, with adequate resources to
enable provision of multiple, appropriate, cost effective,
and timely services needed by the clients. Health facility
assessments had been done at the beginning of the
Tupange project and were not part of this survey. The
findings of our study provide insights into the various
service provider and client satisfaction factors that are
relevant to integration of FP services with HIV and other
primary care services, and thus contributes to the body
of knowledge in this field, which is not very well under-
stood. The findings suggest that integration of FP
services with other critical health service areas such as
HTC or HIV/AIDS care services in CCCs can occur
with concerted efforts in training and mentoring of pro-
viders to improve knowledge of integrated service offer-
ings, strengthening supply chain support, and improving
health service infrastructure.
The study highlighted several service provider factors

that influence the level of FP integration, with service
provider FP knowledge increasing with the category of
FP integration across in all service delivery areas. How-
ever, no FP knowledge was reported from service pro-
viders in HIV/AIDS care service in CCCs in all levels of
integration. This was unexpected since provision of con-
doms for dual protection was done as part of the HIV/
AIDS package of care in all study sites [27]. Actions and
attitudes of service providers towards provision of ser-
vices are important since they determine the care they
offer to clients and shape the outcome of that care. Add-
itional studies are necessary to understand this observa-
tion and identify ways of addressing FP integration
challenges in the HIV/AIDs care service area.
The proportion of service providers with skills in

provision of short-term methods and LARC remained the
same across the three categories of integration, suggesting
that factors other than ability to offer short-term methods
and LARC played an important role in limiting provision
of these services across HTC, ANC, PNC, and CWC.
Minimal access and knowledge on FP guidelines by ser-
vice providers was observed in integration Category 2 fa-
cilities when compared to facilities with no integration
further strengthening the likelihood of other factors influ-
encing FP integration. This highlights important question

on what is required to motivate service providers who are
knowledgeable with the necessary skills and reference ma-
terials to promote integration. Understanding these issues
is critical in creating an enabling environment for
integration.
It is apparent that empowering service providers with

knowledge and skills in a variety of relevant service deliv-
ery areas is a prerequisite for a successful integration of
FP with other service areas. However, while training is ne-
cessary for quality service delivery and performance im-
provement, it is not sufficient to bring about integration.
According to WHO, the performance of health workers

depends not only on their competence (knowledge, skills)
but also on their availability (retention and presence), their
motivation and job satisfaction, as well as the availability
of infrastructure, equipment and support systems, such as
the management, information systems, resources and ac-
countability systems that are in place [32].
Service providers’ attitudes towards FP integration is

equally important for a successful integration. Studies in
Kenya indicate a lack of pre-service and in-service train-
ing of health personnel on service integration contribute
to negative attitudes exhibited by some service pro-
viders, especially nurses [33]. Provider ownership of the
integration process and understanding what needs to be
integrated and how to integrate is also important. This
highlights the need for regular follow up initiatives to
provide support supervision post training and mentor-
ship sessions. This is also important for examining not
only the effectiveness of the project in changing know-
ledge, attitudes and behaviours of service providers, but
also the durability of its impact [34].
Service providers in facilities with no integration re-

ported lack of FP supplies/ commodities and inappropri-
ate facility infrastructure for privacy and confidentiality
as the main barriers to provision of FP services. In con-
trast, service providers in facilities at category 2 of inte-
gration reported heavy workload as the main barrier to
provision of FP services. Other studies have shown that
providers may be hesitant to provide integrated services
due to their own biases and lack of information [21].
The findings of this study are suggestive that add-

itional time is required to adequately counsel each client
to enable them make an informed family planning deci-
sion. This in turn increases staff workload as well as

Table 3 Client perceptions on time spent at different service areas

Perception of duration HTC (N = 15) ANC (N = 20) PNC (N = 16) CWC (N = 31) HIV/AIDS Care services/CCC(N = 14) Average (N = 96)

Reasonable 46.7% 45.0% 56.2% 54.8% 50.0% 50.5%

Short 20.0% 10.0% 12.5% 0.0% 7.1% 9.9%

Long 33.3% 40.0% 31.3% 45.2% 42.9% 38.6%

Missing 0% 5.0% 0% 0% 0% 1.0%

Total 100% 100% 100% 100% 100% 100%
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client waiting time especially where staffing levels are
low thus making some providers avoid integrating FP
when they are offering other services, choosing rather to
address patients’ explicit or immediate needs only,
before attending to the next client in order to reduce the
waiting time. While understandable given time and
workload constraints, this approach creates missed
opportunities to counsel clients on FP. Similar findings
are reported by Okundi et al. in their 2009 study which
found that, where staff felt too burdened with sick and
complicated patients to spend the time to discuss FP,
and also found that integrating services can result in
additional time needed to serve each client [35].
The benefits of integration however outweigh any

challenges if the full benefits of addressing missed op-
portunities to offer timely interventional services are fac-
tored in. Our study showed, that on average, 50% of the
clients reported spending reasonable time in the service
areas they had sought services despite varying degrees of
integration in the facilities. This may be an indication
that the benefits of accessing extra services as a result of
FP integration in a given service area in addition to the
primary reason for seeking medical services was worthy
spending more time with the service provider.
The findings on our study contribute towards enriching

available literature on FP integration. It highlights import-
ant issues that should be considered for any successful FP
integration and clearly demonstrates that training of service
providers alone cannot guarantee FP integration. Hence,
programs should pursue holistic approaches that addresses
capacity shortfalls and attitude of the service providers as
well as strengthening the human resource systems that cre-
ate a supportive working environment in addition to equip-
ping facilities to accommodate the extra services.
This study has a limitation of cross-sectional design as

data were gathered at only one time-period thus only
presents a snapshot of the situation. Additionally, data
were based on self-report and not complemented with
direct observation of practice. However, the use of
face-to-face interviews to collect data in the real world
situations provides valuable insights into what transpired
during the consultation visits. The findings could have
been enriched by incorporating direct observations in
the study which future studies can incorporate in the de-
sign in order to document the actual practice of integra-
tion of FP and HIV services.

Conclusions
The benefits of FP use extend beyond the individual to the
population at large and to the children. However, as
missed opportunities for contraception persist, with corre-
sponding increase in unplanned and unwanted pregnan-
cies, higher maternal morbidity and mortality rates are
inevitable, moving countries further away from achieving

the Sustainable Development Goal 3. Strengthening inte-
gration of FP services in other service areas is a strategy
when properly implemented targets to reduce these
missed opportunities. A holistic approach to address ser-
vice providers’ capacity and attitudes, ensuring FP com-
modity security and creating a supportive environment to
accommodate service integration is recommended. Add-
itional research is needed to assess documentation of FP
integration in the context of competing demands on ser-
vice providers.
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