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These recommendations are an outcome of a joint exercise between HNP 
Hub and South Asia Region HIV program in the World Bank. The exercise 
included a review1 of the literature on integration experiments from many 
regions in the world, and the Model District HIV Integrated Planning2 
exercise piloted in East Godavari District in Andhra Pradesh, India, in May 
25, 2007. A summary of the literature-review and district HIV planning is 
presented here followed by recommendations. 

 
A. Summary of literature review: 

 
1. Rationale for integration: 
 
There is a growing international consensus in favor of integrating HIV and 
SRH services. A review of the literature brings out a strong rationale for 
combining the services based on empirical evidence of demand for 
integrated services. The evidence comes from experiences of 
implementing HIV programs in a variety of developing country settings. 
Guided by the objective of capturing the “missed opportunities’, the 
rational for integrating the HIV and RH services is based on four major 
streams of reasons.  
 
Firstly, all over the developing world, women are getting HIV infection in 
increasing proportions. In 2006, nearly 50% of all HIV infections were 
among women. Two thirds of all new infections among women occur in 
the age group of 15-25. Most women access the health care system most 
often for their reproductive health needs. This presents a big opportunity 
to reach them with HIV interventions.  
 
Secondly, the HIV epidemic is steadily spreading into rural areas. National 
AIDS Control Organization in India estimated in 2005 that 60% of all HIV 
infected people live in the rural areas. The public sector primary health 
care network is the predominant form of organized health service delivery 
structure in most of the rural areas and family planning and reproductive 
health services form the bulk of services offered in these facilities. The 
reproductive health infrastructure, therefore, makes itself a readily 
available vehicle to deliver HIV services. 
 
Thirdly, there is a rapidly growing body of evidence from medical research, 
which shows that HIV infection increases the risk of adverse outcomes at 
all stages of reproductive cycle; from fertility and pregnancy to delivery 
and post post-delivery and lactation. Prevention of mother to child 
transmission is already widely integrated in reproductive health services. 
 
 

1. HIV-RH integration: A Literature Review, SAR AIDS Program. WB, May 2007 



2. Model Integrated District HIV Plans  for Convergence and Mainstreaming: NACO, India, 
2007 
 
The fourth reason, the advocacy for which is gaining momentum 
internationally, is the need to meet the sexual and reproductive health 
needs of the HIV positive people. Positive people have the right to 
informed fertility choices and to lead normal sexual lives. With early 
detection of HIV infection and increasing availability of ART, the quality of 
life considerations are gaining importance. Hence integration of SRH 
services with HIV services becomes imperative. 

 
2. Evidence on effectiveness of integrated services: 

 
Various combinations of HIV and FP /RH services have been 
implemented in a number of countries since experimentation on 
integration began in late 80s and early 90s. Experience from these 
experiments has accumulated and can provide guidance for 
implementation. Most evaluations of the integrated services have come 
from program reports and observational studies. Most programs report an 
increase in condom distribution but the evidence on whether increased 
distribution of condoms translates into increase in actual condom use is 
not strong. Most instances of integrated services report an overall 
increased in contraception (in addition to condom use) which would help 
reduce mother to child transmission.  

 
A number of studies report increased client satisfaction and improvement 
in provider attitude and knowledge. Initial provider resistance to 
integration, which subsequently subsided, was a common finding in many 
reports. A number of studies found that clients accepted integration HIV 
into FP services. A few studies found integrated services to be more cost 
effective.  
 
The evidence of effectiveness on integrated services is by and large 
positive but weak. This may partly be due to a relative dearth of evaluative 
studies in the recent years when more specific combinations of services 
such as VTCT-TB, ANC-MTCT/ART have begun to be integrated. There is 
no evidence that integration is detrimental to either HIV or RH services. 
 
Also, provider and client acceptance of integrated services and feasibility 
of combining services in a variety of developing country settings has been 
borne out by a number of field experiences. The general shortage of 
trained personnel and physical infrastructure also make it necessary that 
the resources be utilized optimally by combining services in a single 
provider/facility. Of course, there is no debating the need to meet the 
sexual and reproductive health needs of positive people and integration 
SRH services into HIV services is only a logical step in that direction. 
 



 
B. Recommendations for Operationalizing convergence between HIV 

and other  health programs: 
 

1. Integrated HIV Planning at the District Level: 
 

National AIDS Control Organization (NACO) in India has initiated 
integrated HIV planning at the district level. So far the HIV programs have 
been managed from the state level. The effort, piloted in East Godavari 
district of Andhra Pradesh state, was facilitated by technical assistance 
from the World Bank (April-May 2007). 
 
The move to integrate HIV with RH and other health programs in India 
found further impetus from the National Rural Health Mission. Launched in 
2006, the mission aims at making substantial ‘architectural corrections’ to 
rural public health delivery system in the country. Integrating vertical public 
health programs is one of the key strategies of the mission. The other 
salient features of the mission are; decentralized and bottom up health 
planning, induction of professional management capacity, financial 
flexibility to districts, and community’s ownership and participation in 
health planning and program implementation.  NACO’s attempt at 
integrated HIV planning at the district takes advantage of the momentum 
and climate for integration generated by the Mission and explores areas of 
complementarities with other health programs (TB, Malaria, and Nutrition) 
to achieve operational synergies and remove redundancies and 
duplication. 

 
2. Action steps for integration: 

 
i. Institutional and administrative arrangements 

 
State Government (Health Dept.) should initiate the 
integration/convergence process by issuing appropriate 
instructions/orders, assigning responsibilities and authorizing district 
officials.  This is critical for obtaining inter-agency cooperation at the 
district level. 
 
At the district, either the Head of the health administration (e.g. the Chief 
Medical Officer) or the deputy Chief Medical Office should designated as 
Nodal Officer for convergence. The Nodal officer will be responsible for 
coordinating between the individual program officers and NGOs involved 
in those programs, the state and sub-district level functionaries. 
 
A task force comprising the program officers from vertical programs, NGO 
representatives and representatives from positive people should be 
constituted to identify areas and activities for integration and preparing 



implementation plans. The task force should be lead by the nodal officer 
for convergence.  

 
 

ii. Community ownership 
 

Elected and other community representatives should be sensitized on HIV 
issues and aspects such as community and home based care, information 
of location and availability of HIV facilities in the area. They should have a 
leading role in beneficiary selection for economic/social support schemes 
(see mainstreaming below). The district and village health plans, prepared 
with community participation, should include an HIV component. 

 
iii. Training and deployment of personnel 

 
An integrated (coordinated) training curriculum and calendar for the staff 
at district and sub-district facilities should be developed to avoid duplicate 
and multiple trainings of the same staff. The lab technician provided by 
reproductive health or TB program should be trained for STI/HIV testing 
and lab work as well; and vice-versa. The nursing staff at PHCs and CHCs 
can be trained for HIV testing wherever dedicated lab technician is not 
available. The postings of personnel should be rationalized to align job 
functions with skill acquired at these trainings. 

 
iv. Targeted Interventions 

 
The social and general health needs of high risk HIV population such sex 
workers are often neglected because of stigma, isolation and non-
availability of health services in their areas. Convergence with RH, other 
health programs, Medical education and other welfare departments will 
ensure that conscious attempts are made to assess TI population needs 
and action is taken to meet them. Services of medical students can be 
utilized for health needs assessment of these populations. 

 
v. RTI/STI management 

 
Shortage of personnel can be bridged to some extend by pooling of 
trained personnel between HIV and RH and other health programs. Often 
there are issues around space availability and inappropriate posting of 
personnel; e.g. in some instances, a skin V.D. specialist is assigned a 
general duty. Integrated personnel management should address this 
issue. 
 
Existing Ob/gyn clinics (at PHCs/ CHCs) are currently also treating 
RTI/STIs but do not report RTI/STI caseload and do not receive drugs and 
supplies from HIV funds since these clinics are not designated as STI 



clinics. Integration should bring all RTI/STI clinics under common reporting 
and supply chains.  

 
vi. Condom promotion 

 
Field level workers from RH stream and Nutrition programs (such as 
ASHA and AWW) should be specially trained in condom IPC since they 
belong to the local community and have close personal rapport with it. A 
common problem of stock outs of condoms often results from inefficient 
inventory management and absence of inter-agency redistribution 
mechanism of stocks to ensure availability. Convergence would facilitate 
uninterrupted availability. 

 
vii.  Blood safety 

 
Joint (multi-sector convergence) arrangements need to be put into place 
to enhance blood collection, storage and distribution. Collaboration 
between RH program and Youth Welfare department should be harnessed 
to increased voluntary blood donation. HIV program will provide training 
and consumables to blood banks in district and sub-district facilities and 
24 hour emergency obstetric care centers. Convergence with Medical 
education department is suggested to develop external quality assurance 
mechanism (EQCA) for blood utilizing the services of it microbiology 
department. 

 
viii.  IEC-BCC-Demand generation 

 
Several IEC messages and IPC interventions could be optimized among 
multiple field level workers form many health program streams. The FP 
workers who only deliver contraception messages should be trained for 
dual protection messaging. IEC materials prepared by FP, TB and HIV 
separately could be developed jointly to combine messages wherever 
appropriate. Coordination mechanism such as a joint committee for joint 
IEC strategy and material production is suggested 

 
ix. Testing and counseling (ICTC) 

 
There is often a shortage of testing and counseling facilities as well as 
trained personnel to man them in the district and in sub-district facilities to 
meet the HIV service need in high prevalence areas. Convergence here 
will allow the appropriate existing personnel such as staff nurses, lab 
technician under other health programs such as RCH and TB for HIV to be 
trained for testing and counseling. Partnerships with private practitioners 
in the district under RH and TB programs should be expanded to include 
HIV services and brought under a single coordination mechanism for 



monitoring and reporting. Capacity needs and accreditation of private 
providers should be addressed as well.  

 
x. Prevention of mother to child transmission 

 
High prevalence areas have shortage of MTCT sites. All field level 
workers should be trained in MTCT protocol to counsel and motivate 
pregnant women for HIV testing and institutional deliveries. Integration 
plan should provide for training of private practitioners in the district to 
increase capacity for conducting positive deliveries as a large proportion 
of deliveries take place in the private sector and private practitioners are 
reluctant to conduct positive deliveries. Clinics identified under 
government schemes for promotion of institutional deliveries under RH 
programs (such as Janani Suraksh Yojana in India) should  be accredited 
and supported for positive deliveries. Convergence here would address 
the issues of capacity building, logistics and accreditation for MTCT.  

 
xi. Treatment, care and support 

 
General medical doctors in the district are not specifically trained in 
opportunistic infection (OI) management. General duty physicians at 
PHCs and CHCs as well as private practitioners should be trained for OI 
management and referral. This would enable PLHAs to get medical care 
at the closet possible location. 

 
xii. Partnerships 

 
Several health programs have existing and planned partnerships with non-
state providers/NGOs/PPs. Convergence initiative should take this 
opportunity to leverage these partnerships for common objectives, 
especially to include HIV services in their operation. 

 
xiii. Adolescent and Youth Interventions 

 
District RCH plan includes a number of interventions for sexual and 
reproductive needs of the adolescent and youth (ARSH). Similarly, many 
other departments have planned adolescent and youth welfare activities. 
Youth are a critical population for HIV. Convergence here will serve to 
make ARSH comprehensive. A joint review of program content and 
sensitization of other departments on HIV services for youth should be 
carried out. 

 
xiv. Surveillance and Monitoring & Evaluation  

 
Convergence will address how data collection and reporting can be 
shared and rationalized across various health programs. Duplication will 



be identified and removed. Partnership agreements with private 
practitioners should include reporting mechanisms to the district health 
administration. 

 
xv.  Innovations 
 
District health plans should encourage innovative approaches to HIV 
program interventions. E.g. in Andhra Pradesh, the State AIDS Society is 
spearheading a mass mobilization campaign called ‘be bold’ to motivate 
people to shed inhibition and come out openly for HIV testing. The Chief 
Minister and several ministers along with celebrities from the film industry 
have tested for HIV. This has resulted in a substantial increase in HIV 
testing in the state.  

 
 
 
 

C. Recommendations for Mainstreaming HIV at the district level: 
 

1. Mainstreaming Plan: 
 

The Model Integrated District Plan for HIV developed in East Godavari 
district adopts a more comprehensive approach to integration and 
attempts to ‘mainstream’ HIV as a multi-sectoral response. It not only 
attempts integration of HIV with reproductive health and other public 
health programs, but looks   beyond the health sector to other social 
services and development programs. The strategy is to identify and utilize 
the existing government (departmental manpower and welfare schemes) 
and non-government resources; to target government’s economic support 
programs at HIV positive and vulnerable sub-populations to enhance the 
reach and effectiveness of HIV interventions, especially in the high 
prevalence areas. Government departments along with their NGO 
partners- which during the course of their own program activities deal with 
HIV vulnerable populations, or can otherwise contribute to HIV 
interventions such as IEC, condom promotion and referrals- are identified 
and assigned responsibilities in the integrated district action plan. The 
sectors involved are: Health, Education, Women and Child development, 
Rural Development, Elected Bodies, Social/tribal Welfare, Youth Affairs 
and Sports Development, Industries, Police, positive networks. 

 
2.  Implementation Model for Mainstreaming  

 
A three tier integrated program implementation model, comprising the 
health sector, the NGOs and other development agencies, was evolved in 
East Godavari district in India. The District tier is responsible for overall 
planning, supervision and guidance, the Sub-division tier mostly 



coordinates and facilitates, and the village tier delivers services to the 
individuals. 

 
i. The District Level: 
 
The integrated district HIV plan should be evolved though a consultative 
process.  A district coordination committee headed by the chief of district 
administration (deputy commissioner), comprising district heads of welfare 
departments, elected public representatives, positive networks and NGOs 
should be constituted to provide over all guidance for integration and  
mainstreaming, periodic reviewing and monitoring of program progress. 
The plan development should be assigned to a subcommittee of selected 
officials anchored in the health department  

 
For day-to-day coordination between programs and departments, the 
program officer for HIV at the district should be designated as the district 
nodal officer for integration. Each mainstreaming department in turn 
should have a departmental nodal officer for HIV who will be trained in-
depth on HIV issues to prepare departmental HIV plan. 

 
ii. Sub-district and village levels: 

 
On the lines suggested above, similar arrangement needs to be put in 
place at the sub-district (Mandal /Taluk/ sub-division) and village level.  
The intermediate level (sub-division) has a mainly a coordinating function 
for ensuring information flow and facilitation between district and the field. 
The village administrative officer, designated as the village HIV nodal 
officer, has a critical role in coordinating NGO activity in the village and 
selection of beneficiary for economic social welfare schemes. The village 
officers also maintain a watch over the delivery of HIV services in the 
village and priority list of vulnerable people. Some of the suggested 
welfare schemes to be targeted at HIV positive and vulnerable sub-groups 
in the village are: old age and widow pension scheme, house-site land 
allotment to HIV positive widows, self-employment micro financing for 
positive people. The women’s self help group should be utilized in 
beneficiary selection. 

 
 
 
 
 
 
 
 
 
 



D. Next Steps: 
 

1. The integration and mainstreaming model proposed above is 
suitable for districts with relatively high prevalence of HIV in the 
general population (Sentinel ANC prevalence > 1.0 %) and 
relatively better functioning government public health system. The 
model should be piloted in selected districts for a year and the 
results should be studied. A comparative study of pilot district and 
control districts (with existing program implementation structure) 
should be carried out to develop policy/program guidelines for wider 
application in the future. 

 
2. For districts with low prevalence in the general population and 

relatively weak public sector health system, alternative model 
should be developed with implementation structure that addresses 
the local systemic/resource constraints and develops alternative 
program approach and strategies. For instance, in a low prevalence 
concentrated epidemic (e.g. IDUs) it may not be appropriate to 
involve other development agencies. Their access to these hard-to-
reach populations may be limited and the energy and resources 
expended on the effort may not bring commensurate results. 


