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EXECUTIVE SUMMARY

Malawi has issued several policies and strategies that speak to integrating family planning (FP) and HIV
services. In particular, Malawi has HIV service delivery guidelines—Clinical Management of HIV in
Children and Adults—that recognize the need to prevent unwanted pregnancies regardless of HIV status.
These guidelines emphasize the need for dual protection and introduce the practice of provider-initiated
family planning (PIFP) as part of HIV counseling and testing (HCT) and the clinical management of HIV
clients over the age of 15. At the request of the USAID Mission in Malawi, the USAID-funded Health
Policy Project (HPP) undertook a comprehensive facility-based assessment to ascertain the extent to
which FP services have been integrated into HIV services in Malawi through different integration models
and across various types of facilities (public and non-profit private). The study was also designed to
examine how the reproductive rights of people living with HIV (PLHIV) are being respected and
addressed through approaches such as PIFP and access to method choice. Finally, the study aimed to
identify any systems-level barriers to integration and provide practical recommendations for the Ministry
of Health (MOH) and other stakeholders to improve FP-HIV integrated services in Malawi.

Data was collected through facility audits (n=41), interviews with providers (n=122) and in-charges
(n=41), client exit interviews (n=425), mystery client visits (n=58), and focus group discussions (n=3).
The study was implemented across nine districts in the North, Central, and Southern regions. Of the 41
facilities, 19 were public health centres/posts, nine were public hospitals, seven were hospitals or health
centres operated by the Christian Health Association of Malawi (CHAM), and six were public integrated
health centres supported by the United Nations Population Fund (UNFPA).

This study found that significant efforts are being made to integrate FP into HIV services across Malawi.
The type of integration and the extent to which integration efforts have been successful have depended on
health systems characteristics, such as facility type, provider training, availability of antiretrovirals
(ARVs) and FP methods, and the state of referrals. While notable advances have been achieved in
integrating FP and HIV services, the health systemis not yet successfully integrating FP into
antiretroviral therapy (ART) services as envisioned in national policies and ART clinical guidelines.

Key findings include:

e ARTclients have a high need for effective FP services. Over half (52%) of female clients reported
not wanting another child. Only a few clients were currently pregnant (n=17), and most of these
women reported the pregnancy as mistimed (n=9) or unwanted (n=4). The majority of female clients
(60%) were using contraception, but half relied on condoms and another one third were using
injectables. Only a handful were using the most effective reversible methods—implants or
intrauterine devices (IUDs).

e National guidelines on PIFP are largely not being implemented. Only 22 percent of clients
reported ever being asked about FP atthe ART clinic, and only 14 percent had been asked that day.
Only two of the mystery client visits (out of 58) documented PIFP. Lack of provider training may be
a contributing factor. Only one-quarter of providers reported receiving training related to FP-HIV
integration, and one-fifth had received no FP training at all.

e ARTclients do not have easy access to arange of FP methods. Overwhelmingly, HCT and
ART clinics rely on condoms to meet clients” FP needs. Only 10 percent of HCT clinics and 31
percent of ART clinics had injectables available for clients. Only 20 percent of ART clinics had a full
range of FP methods (short- and long-acting, hormonal and non-hormonal) available to clients.

o Referral systems are inadequate and hinder clients from accessing FP. Providers reported
routinely referring ART clients for FP, either internally, to another facility, or for Banja la Mtsogolo
(BLM) outreach services at the same facility but at a later date. However, many providers lacked



details on referral services, such as the days and times those services were available and the transport
costs to reach the referral site.

e Commodity stockouts continue to hinder service delivery, particularly in the public sector.
Almost half of the facilities (44%) reported problems with FP stockouts. None of the UNFPA-
supported facilities reported FP stockouts. About one-third reported stockouts of HCT kits. ARV
stockouts were also reported by one-quarter of facilities, all of which were public sector facilities.

o While many facilities had updated FP, HCT, or ART client registers fo accommodate
integrated services, several did not. Moreover, a few facilities were operating without registers on
the day of data collection. This suggests current monitoring and evaluation systems and data are not
capturing the full picture of how integrated services are being operationalized.

e Clientresponses suggest a demand for integrated services. Almost all ART clients (97%)
expressed a preference for receiving their services in a fully integrated manner (same clinic/room,
same day), and 90 percent said they would be willing to wait longer to get multiple services per visit.
The opportunity costs entailed in seeking health services may be a major issue for clients. Over three-
quarters of clients cited fewer trips to the facility as a benefit of receiving integrated FP-HIV; 43
percent cited reduced travel costs as a benefit. This stands to reason, as the same proportion of clients
reported traveling more than one hour to reach the facility.

e Clients may not know where integrated services are available. Only 22 percent of HCT clinics
and 37 percent of ART clinics had FP-related information, education, and communication (IEC)
materials displayed. Only 42 percent of FP clinics had HIV-related IEC materials displayed. Across
all facilities, only a small number (18%) of clients received multiple services during their visit. At
UNFP A-supported integrated sites, where the service delivery model emphasizes integrated health
care, only 26 percent of clients reported receiving more than one service. This suggests more
emphasis may be needed on increasing awareness and understanding of integrated services within
communities where these services are available.

e Facilities that are practicing the UNFPA model of service integration are better at integrating
services than other facilities, although room for improvement was also noted with the
UNFPA model.

These findings suggest that Malawi’s strong national policies and guidelines on FP-HIV integration are
not ensuring that the FP needs of HIV clients are being adequately addressed in practice. A systems-level
approach is needed to improve integration of FP into HIV services, such as through identifying referral
mechanisms that will work for specific levels of facilities, offering more training for providers on client-
oriented approaches and PIFP, equipping providers with more detailed referral options, educating clients
on the availability of integrated services, improving the commodity logistics system to address stockouts,
and improving routine monitoring/health management information systems (HMIS). Support for these
efforts needs to come from the reproductive health (RH) and HIV departments of the MOH, rooted in a
commitment to work together and in collaboration with other stakeholders, including the private sector, to
improve service delivery.
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INTRODUCTION

Women in Malawi have a high unmet need for family planning (FP) services; 26 percent of women ages
15-49 report wanting to space or limit their pregnancies but are not using contraception (NSO and ICF
Macro, 2011). As a result, the total desired fertility rate of 4.5 children per woman is much less than the
reported total fertility rate of 5.7 children per woman (NSO and ICF Macro, 2011). High unmet need for
FP may be due to a lack of adequate FP services and stockouts of FP commodities. Malawi’s 2013—14
Service Provision Assessment found that 82 percent of facilities provided modern FP methods, but only

46 percent of facilities had every method
available on the day of the survey (Malawi
MOH and ICF International, 2014).

Additionally, the quality of FP services has an
impact on unmet need. A 2012 study of
barriers to FP use in Malawi conducted in five
districts found that “service quality and the
reception provided at facilities were also seen
to affect women’s access to FP services and
continuance of these services” (C-Change,
2012, pp.25). Respondents in the study said
that long wait times and lines were among the
reasons that they had decided not to seek FP
services in the past. Having received warm
reception from knowledgeable staffwas cited
as a reason for their regularly seeking FP
services (C-Change, 2012). To address

Integration of servicesis an approach “in which
healthcare providers take the opportunityto
engage the client inaddressing health and social
needs broader than those prompting the initial
healthencounter” (EngenderHealth, 2014, pg. ix).
This focus of integrationinv olves provision of FP
and HIV /sexually fransmittedinfection (STI)
prevention, freatment, and care services during
one visit orinone room. In addition, integration
can combine different kinds of sexual and
reproductive health (SRH) and HIV servicesto
improv e healthoutcomes. Infegratedservices do
not allhave to be providedinthe same room by
the same provider.They can include referrals from
one service to another with the aim of offering
comprehensiv e services during the same visit (IPPF
et al., 2011).The ultimate goal of integrating FP
and HIV servicesisto provide bothservices under
one programmatic umbrella toimprov e SRH

Malawi’s high unmet need for FP, there is a
need to improve both access to FP services and
service quality.

outcomes (WHO, USAID and FHI, 2009).

A recent report from the Joint United Nations Programme on HIV/AIDS (UNAIDS) shows that Malawi
has made incredible progress in combating HIV over the past decade. New infections have dramatically
declined, falling from 98,000 in 2005 to 34,000 in 2013. Malawi has also had a 67 percent reduction in
children acquiring HIV, the largest country decline across sub-Saharan Africa (UNAIDS, 2014).
However, Malawi is still faced with a high HIV prevalence rate and other HI'V-related challenges. HIV
prevalence in 2010 was 10.6 percent among adults ages 15-49, only slightly lower than the 11.8 percent
reported in 2004 (NSO and ORC Macro, 2005; NSO and ICF Macro, 2011). The HIV epidemic is also
highly gendered, with 12.9 percent prevalence among women ages 15-49, compared to 8.1 percent
among men of the same age (NSO and ICF Macro, 2011). General studies on the contraceptive needs of
HIV-positive women in Africa show that a large proportion of pregnancies (51-84%) among HIV
positive women are unplanned (Wilcher et al., 2013). There is very limited research on the contraceptive
needs of HIV-positive women in Malawi. One study reports an unmet need of approximately 22 percent
among HIV-positive women (Habte and Namasasu, 2015). The study, which uses Malawi Demographic
and Health Survey (DHS) data, confirmed high demand for contraception among women living with
HIV—knowledge of their HIV-positive status was significantly associated with use of FP.

The high unmet need for FP among all women in Malawi, and specifically among HIV-positive women,
underscores the need to improve FP counseling and HIV testing coverage among women of childbearing
age, improve access to FP services, and specifically address the FP needs of HIV-positive women.
Integrating FP and HIV services is an effective service delivery approach to address these issues.



Integration of Family Planning and HIV Services in Malawi

Globally, integrating FP into HIV services is seen as a best practice for addressing unmet need for
contraception, as well as reducing mother-to-child HIV transmission. It is estimated that meeting unmet
need for FP in the 20 countries with the highest HI'V burden would result in six million fewer unintended
births and 61,000 fewer children with HIV in the year 2015 alone (Stover and Mahy, 2011).

As aresult of this potential tremendous health impact, access to FP is cited as a critical component of
prevention of mother-to-child transmission (PMTCT) and antiretroviral therapy (ART) programming in
technical guidance issued by both the World Health Organization (WHO) and the Office of the Global
AIDS Coordinator (OGAC), and is recommended as part of routine care for people living with HIV
(PLHIV). The WHO recommends that services be integrated in areas with high HIV prevalence and high
unmet need for FP (WHO, 2009); similarly, USAID recommends that FP and HIV services be integrated
in areas with generalized epidemics, i.e. where the HIV prevalence is more than 1 percent among
pregnant women (USAID, 2015). PEPFAR also requires reporting on an FP/HIV integration indicator on
a yearly basis: Percentage of HIV service delivery points supported by PEPFAR that arve directly
providing integrated voluntary FP services.

All women, including women living with HIV, have the right to decide if, when, and how they would like
to start a family. Integration of FP and HIV services is an effective way for healthcare providers to ensure
that these women not only have access to contraceptives, but also access to information and counseling on
how to safely become pregnant if they desire, and how to do so while reducing the risk of transmitting
HIV to their infants or partners (EngenderHealth, 2014; Myer, 2005). As noted in a recent report by
EngenderHealth, the best way to do this, “is to offer provider-initiated FP (PIFP) as the standard for
integrated service delivery, asking at least these three questions:

1. Would you like to have a child/another child?
2. When do you want a child/your next child?

3. What are you using to space births or prevent an unintended pregnancy?

These measures ensure that women living with HIV are ensured the same universal human right to family
planning as everyone else” (EngenderHealth, 2014, pp.3).

Integration of servicesin Malawi

Malawi has shown tremendous political support for integrating health services. Malawi is a signatory to
several global calls for action that advocate for the integration of services, such as the 1994 International
Conference on Population and Development (Cairo) Programme of Action, and the 2006 Maputo Plan of
Action. At the national level, Malawi has issued several policies and strategies over the past decade that
speak to integrating FP, sexual and reproductive health (SRH), and HIV services (Irani, Pappa, and Dindj,
2015). Likewise, donors such as USAID and the United Nations Population Fund (UNFPA) are
supporting the Malawian government’s efforts to integrate FP, HIV, and other primary health services at
the policy, systems, and service delivery level through projects such as USAID’s Support for Service
Delivery Integration (SSDI) and UNFPA’s Linking HIV and Sexual and Reproductive Health and Rights
(SRHR). The latter, for example, promotes the linkages between HIV and SRHR policies and services to
better strengthen the health system in Malawi and increase access to and use of a broad range of important
services.

Yet, progress on the full integration of FP-HIV services in Malawi is slow. A USAID-funded 2010 study
of community-based FP and HIV services in Malawi conducted by Management Sciences for Health
(MSH) noted several gaps in service integration, and a second rapid assessment in 2010/2011 conducted
by the Centre for Reproductive Health, in collaboration with the International Planned Parenthood
Federation (IPPF), UNFPA, and others, likewise documented areas for improvement (Mtema et al., 2010;
Center for Reproductive Health, 2010; IPPF et al., 2011). The assessments aimed to determine whether
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clients accessing HIV services were able to also access FP services—either on site or through referral
mechanisms. Such integration is expected to result in increased uptake of FP and HIV services, reduced
cost and increased efficiency of services due to fewer hospital visits, and increased utilization of HIV
counseling and testing (HCT) services among FP clients. The assessments noted several gaps and
documented areas for improvement, including improving coordination between the Ministry of Health
(MOH’s) Reproductive Health Directorate (RHD) and HIV/AIDS department, training providers to
provide integrated services, and using task shifting to expand access to services.

In 2011, Malawi issued new HIV service delivery guidelines: Clinical Management of HIV in Children
and Adults. These guidelines recognize the need to prevent unwanted pregnancies regardless of HIV
status, emphasize the need for dual protection, and introduce PIFP during HCT, during pre-ART follow
up visits, and within ART clinics for all clients over the age of 15." The guidelines were subsequently
updated in 2014. Yet, the extent to which these new guidelines have been implemented is unknown.
Malawi also still lacks a unified national FP-HIV strategy, which could more systematically advance
integration efforts in the country. In 2014, UNFP A started supporting the MOH to develop a broader
SRH-HIV strategy, with finalization and dissemination planned for early 2016 (GOM, forthcoming).

Within this context, the USAID Mission in Malawi requested the USAID-funded Health Policy Project
(HPP) to undertake a comprehensive assessment of the status of FP-HIV integration in Malawi to
improve understanding of the current state of FP-HIV integration on behalf of USAID, Government of
Malawi (GOM) officials, nongovernmental organization (NGO) partners and other stakeholders, and to
identify key areas for action. HPP undertook this work between August 2014 and September 2015. HPP
first reviewed 19 national health-related policies and guidelines that address FP, HIV, and/or the
ntegration of services (Irani et al., 2015), and then undertook 48 key stakeholder interviews (Irani etal.,
2015a). This input provided a landscape analysis of the policy environment and current stakeholder
perceptions and recommendations regarding FP-HIV mtegration. HPP then designed a facility-based
research study to generate evidence on the extent of FP-HIV integration at the service delivery level. This
study used various data collection methods to identify the key systems-level barriers to providing
integrated services and captured the findings from a large sample size of key stakeholders, facilities,
providers, and clients across the country. This report details the findings of this third component, with
some reference to the policy review and stakeholder interviews in the discussion session.

Study Objectives

The overall objective of this study was to assess the extent to which FP services have been integrated into
HIV services in Malawi, through different integration models and across various types of facilities (public
and non-profit private [Christian Health Association of Malawi—CHAMY]). The study specifically aimed
to identify system-level barriers to integration, and therefore sought to look at how integration was
supported through the organization of services, provider training, the commodity and logistics system, the
referral system, and routine monitoring tools.

The study was also designed to examine how the reproductive rights of PLHIV were being respected,
safeguarded, and promoted in the context of integrated services. In particular, the researchers set out to
determine whether PLHIV were being offered FP, whether they had a choice of methods within an
integrated setting, what referral mechanisms existed to facilitate method choice, and, if possible, to
identify any barriers to accessing FP faced by PLHIV. The study also aimed to ascertain to what extent
PIFP was being implemented within ART services, as stipulated in the national ART clinical guidelines.

! Although the guidelines notably include FP integration into ART, they emphasize dual protection of condoms and injectables,
and could be improved with respect to strengthening client choice to ensure access to a wider range of contraceptive methods.
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The purpose of this study is to provide key practical recommendations that the MOH and other partners
can implement to improve integration of FP into HIV services.

METHODS

This is a mixed-method descriptive case
study, which involved primary qualitative
and quantitative data collection. This study
was conducted in 41 facilities across nine
districts of Malawi (three per region) to get
a broad overview of how service integration
is occurring in the country. The nine
participating districts (highlighted in yellow
on map), which were stratified by region
and then randomly selected, were Nkhata
Bay, Mzimba North, and Mzimba South, in
the Northern Region; Lilongwe, Mchinji,
and Dedza in the Central Region; and
Mangochi, Mulanje, and Blantyre in the
Southern Region.” A purposive sample of
41 facilities (public and private) was
selected to represent a range of facility types
and integration models. These facilities
were receiving (or scheduled to receive)

USAID and/or UNFP A support for integration. Facilities ranged from
large, high-volume sites (rural or urban hospitals) where HIV services
and FP services may be provided by different providers in different
spaces (or clinics) but on the same health facility grounds (vertical
services), to smaller sites (health centres) staffed by one or two providers, which clients may frequent for
a variety of primary healthcare needs. Our sample of facilities included 18 health centres and one health
post, nine public district/referral hospitals, seven CHAM health centres/hospitals (as these tend to provide
limited FP services), and six integrated facilities where all health services are provided in an integrated
manner. The full list of facilities is noted in Table 1

Health centres/posts/clinics: Primary
healthcare; provide communityhealth
services throughhealthsurveillance
assistants (HSAs).

Rural hospitals:In and outpatient
services; 200-250 beds; considered part
of primary level.

District hospitals:Secondarylev el of
care; in and outpatient services;in-
service training; 200-300 beds. CHAM
hospitals also provide secondarylevel
of care.

Central hospitals: Tertiarylevel of care
withspecializedservices;teaching
hospitals; fourin Malawi, of which
Muzuzu is smallest with 300 beds.

CHAM facilities: Largest nonprofit
(private) healthservices providerin
Malawi; supported by Christian
churches; operates health centres and
hospitals, mostlyinrural areas.

2 These districts were randomly-selected and not chosen based on HIV prevalence or rates of unmet need for FP.



Table 1: List of Facilities Across Nine Districts, by Facility Type

CHAM Mission Hospitals/Health Centers (7)

Health Center/Post (19)

District

Name of facility

Disfrict

Methods

Name of facility

Mzimba North

Mpherembe Health Centre

Engucwini Health Post

Mzimba South

Mabiri Health Centre

Katete Community Hospital

Thunduwike Health Centre

Nkhoma Mission Hospital

Mzimba South Manyamula Health Centre Dedza Bembeke Health Centre
Lighthouse Clinic Lumbira Health Centre
) i Blantyre — -
Lilongwe Lumbadzi Health Centre Mlambe Mission Hospital
Malingunde Health Centre Mulanje Mulanje Mission Hospital
Nkanda Health Centre
Kapanga HealthCentre District Name of facility
Nkhwazi Health Centre Mpamba Health Centre
Dedza GolomotiHealth Centre Mzenga Health Centre
Nkhata-Bay Kande Health Centre
Blantyre Madziabango Health Centre
Nkhata-Bay BLM
Mimosa Health Centre NtakatakaHealth Centre
Mulanje LujeriHealth Centre bedza LobiHealth Centfre
ChisituHealth Centre
Asaalam Clinic
Mangochi Namwera Health Centre

Phirilongwe Health Centre

Public Hospitals (9)

Chintheche Rural Hospital

Nkhata-Bay — -
Nkhata-Bay District Hospital

Mangochi Monkey-B.oy.Co.mmunif.y Hospital
Mangochi District Hospital

Mchinji Mchinji District Hospital

Dedza Dedza District Hospital

Mulanje Mulanje District Hospital

Mzimba North Mzuzu Central Hospitall

Blantyre Queen Elizabeth Central Hospital
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Data Collection

Data collection occurred between April 2015 and May 2015. In each facility, several data collection
methods were employed:

Facility audit

The facility audit was administered by a data collector and primarily consisted of observing the
counseling and treatment spaces, amount of FP or HIV-relevant supplies and commodities available on
site-visit day, available information, education, and communication (IEC) materials, and presence of
service delivery policies and guidelines.

Surveys with staff and clients

Ateach facility, quantitative surveys were undertaken with individuals responsible for the management of
the facility (facility in-charges). Additionally, three health service providers responsible for delivering FP
and/or HIV-related services were interviewed, including nurses, clinical officers, and doctors. The
purpose of these interviews was to obtain an overview of the services being provided, the integration
model being applied, challenges the facility might be facing, and what systems changes might be required
to improve integration.

On the same day, clients attending the ART clinic were invited to participate in the study. Clients first
received a pre-coded form to carry throughout their visit. They recorded the times they waited at various
points during their visit, the services they received, and times of contacts for each of the services. They
were then requested to answer a few exit interview questions administered by a data collector. The
inclusion criteria included clients who could read and write, women ages 18-49, and men ages 18-59. A
purposive oversampling of women was done at each facility to better understand the needs and patterns of
contraceptive use among HIV-positive patients. Based on the national prevalence of unmet need for FP of
26 percent, we calculated that 10 clients per facility would be representative of the client population in
need of FP (see Annex B for calculations).

Mystery clients

To obtain a better understanding of client-provider interactions and referral mechanisms, nine mystery
clients (three per region: two female and one male) were deployed to 20 facilities on days the data
collection team was not visiting. These clients presented themselves as HIV-positive transfer patients
seeking antiretrovirals (ARVs) and were trained to document whether they were spontaneously counseled
and offered FP, and what happened if they wanted a method other than what was initially offered. They
then followed the recommended referral mechanism.

PLHIV focus group discussions

To supplement mystery client data, the study undertook three focus group discussions (one per region)
with a total of 32 HIV-positive clients (both men and women) participating in already-established HIV
support groups. Questions were not linked to specific facilities, but rather sought to obtain the
perspectives of PLHIV and their experiences with FP-HIV integrated services in their district generally.

Ethical considerations

The study received ethical approval from Malawi’s National Health Sciences Research Committee
(NHSRC) in Lilongwe, Malawi, and the Institutional Review Board of Health Media Lab in Washington,
D.C.,USA. The Director of the RHD was also closely involved in the design and data collection phases
of the study.



Methods

During the facility visit, interviews were conducted in a private space and lasted under one hour (focus
group discussions lasted 75-90 minutes). All participants (facility in-charge, providers, and clients) were
provided details on the study in advance, and read aloud the consent form, which they then signed. No
names were recorded, only titles, or in the case of clients, basic socio-demographic data. Providers and
clients at the facilities were not given any compensation for their participation in this study. Participants
of focus group discussions were provided with refreshments. All informed consent information and
subsequent questionnaires were translated and administered in one of the prevalent local languages of the
region: Chichewa, Chitumbuka, or Yao.

Data entry, cleaning, and analysis

Quantitative data from facilities were collected using paper data collection forms, then entered into
templates developed in CSPro, then exported into STATA for analysis. Qualitative data were transcribed
and then translated into English. Table 2 gives the final number of questionnaires collected across the
facilities and focus group discussions.

Table 2: Number of questionnaires collected, by method of data collection

Method of data collection Quantity

Inferviewer-administered structured quantitative facility audits, dev eloping process maps, and 41
observing client flow.

Interviewer-administered semi-structuredinterviews with facilityin-charges. 41
Intferviewer-administered semi-structuredinterviews with service providers. 122
Self-administered client flow analyses followed by interviewer-administered structured quantitative

inferviews with clients. 425
Self-administered client flow analyses by mystery clients. 58
Interviewer-administered semi-structuredinterview with mystery clients. 58
Facilitator-led FGDs with HIV-positive clients participatingin HIV support groups. 3



INTEGRATION MODELS

This study used a broad definition of integration of FP-HIV
services and found that several integration models are being
implemented in Malawi’s health facilities. The most fully
integrated model in use is one in which clients receive FP and
HIV services in the same clinic® or room on the same day. We
defined this as “fully integrated” but allowed for this
categorization to include the client being seen by different
providers within the same clinic/room. UNFPA is supporting
integrated health centres in 15 facilities across three districts in
Malawi. These centres are dedicated to a model of fully
integrated primary healthcare—a client sees one provider for all
her/his SRH services. We purposefully included six of these
facilities in the study as a point of comparison with other
integration models. When we visited these facilities, we went to
different rooms to observe the range of services provided there.

A broad definitionofintegrated
services: "an approach in which health
care providers use opportunities to
engage the client in addressing
broader health and social needs
beyond those prompting the initial
healthcare encounter. Thisincludes an
assessment of what health service users
and potential users deemto be
important, of asite's capacity, and of
how the deliverysystems of the core
service(s) willaccommodate
necessary changes to meet the
envisionedlevel ofinfegration.”
EngenderHealth, 2014, pg 2.

The next level of integration is one relying on internal referral systems—the client is seen by different
providers in different rooms or clinics, but all within the same facility on the same day. Non-integrated
service delivery models included clients receiving FP and HIV services from the same facility, but on
different days, or being referred to a different facility or to a pharmacy. Many facilities did not provide
certain FP methods, but hosted Banja La Mtosogolo (BLM) (a Marie Stopes International affiliate)
outreach services at their facility for clients interested in long-acting and permanent methods (LAPMs). In
many cases, we found that facilities are using more than one model of FP-HIV service integration for a
particular FP method. For instance, a facility might offer long-acting methods but also host a special

BLM outreach event for administering the same methods.

RESULTS
1. Facility Audits

1.1. Infrastructure (see Table A-1.1)

All of the 41 facilities visited had designated clinics or rooms for HCT. Four facilities were offering ART
integrated into other services, while 37 had designated clinics or rooms for ART. Two facilities did not
provide FP, two integrated FP into other services, and 37 had designated FP clinics or rooms. Almost all

(37) facilities had pharmacies on site.

The facility audit revealed that the vast majority of facilities did provide adequate waiting areas (clean,
adequate seating). However, the consultation rooms generally did not have adequate seating and lighting,
although the rooms appeared to at least have auditory and visual privacy. Less than one-third (29%) of
facilities had guards at the entrance to provide information/direction to patients, and about half (47%) of
public health centres/posts lacked a visible sign with the name of the facility or a receptionist. Other

categories of facilities fared better in this regard (50-89%).

3 In the Malawian context (and in many other developing countries), “clinic” often refers toa set of rooms (or wing) dedicated to
a particular service within a larger health facility (hospital). A hospital may have an FP clinic, an antenatal care (ANC) clinic, etc.
These might be permanent designations (dedicated rooms, openevery day), or may rotate, with different clinics held in the same
space on specific days, with signage, staffing, and supplies changing accordingly.
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1.2  Availability of FPin HCT services (Table A-1.2)

The facility audit found that, of the 41 HCT clinics observed, 35 (85%) had FP available atthe HCT
clinic. However, this was mainly due to the availability of condoms. For example, only four HCT clinics
had njectables, only four had pills, and only one HCT clinic (ata CHAM hospital) offered implants.
Furthermore, only nine HCT clinics (22%) had IEC materials about FP.

During the facility audit, data collectors requested to see the HCT client registers to determine whether FP
services provided were being documented. They were able to see the registers for 33 facilities. They
found 23 of the registers had extra columns added to record whether FP counseling and methods were
being provided. In three cases, a separate FP register was being maintained, and at seven clinics there was
no mechanism for providers to document FP provision.

1.3  Availability of FPin ART services (Table A-1.3)

Of the 41 facilities with an ART clinic or an outpatient department (OPD) room where ART services
were being provided, 35 (85%) had FP available. However, as in HCT clinics, this was mainly due to the
availability of condoms. Eleven of these 35 sites (31%) had injectables available within ART services,
only eight had pills, five offered implants, and only two offered intrauterine devices (IUDs). Seven of
the ART clinics where FP was available (20%) had a wide range of contraceptive methods
available at the clinic, characterized by the presence of four or five methods consisting of short- and
long-acting, hormonal and non-hormonal (data not shown). Furthermore, only 15 (37%) ART clinics had
IEC materials about FP displayed.

In accordance with the national Clinical Management of HIV in Children and Adults guidelines, ART
service registers already contain columns to indicate whether FP counseling, condoms, and/or injectables
are provided to clients. This study looked to see if there were any other columns added to the ART
registers corresponding to additional FP methods. When data collectors requested to view the registers at
ART clinics, half (17) were unavailable—either providers would not allow data collectors to review, the
register was not yet out for the day (despite patients being seen), there was a shortage of registers at the
clinic, or it was at another location (or lost/misplaced). Of the 18 registers reviewed, six had extra
columns added in the ART register to document FP provision. At eight facilities where ART registers
were reviewed, a separate FP register was maintained in the ART clinic, and four had no mechanism to
document additional FP service provision (beyond condoms or injectables) atthe ART clinic.

1.4  Availability of HIV services at FP clinics (Table A-1.4)

Data collectors observed 33 facilities with FP clinics or rooms. Of the other 41 facilities, two did not
provide FP and the other six had FP clinics that were not operating on the day of data collection. Twenty-
five (76%) of the FP clinics offered one or more HIV services. Of those, eight (32%) offered HCT and 10
(40%) offered PMTCT. Eighteen (72%) offered other HIV services. Only 14 FP clinics had any IEC
materials about HIV, and 20 had IEC materials on FP.

When facility auditors checked the availability of contraceptives in FP clinics, about 30 percent did not
have injectables or male condoms, 33 percent did not have pills, 45 percent did not have implants, and 64
percent did not have emergency contraception (EC). Only eight FP clinics (24%) offered IUDs and only
three (9%) offered female sterilization. One facility, a public hospital, offered vasectomy.
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2. Interviews with Facility In-charges

Ateach of the 41 hospitals, data collectors conducted in-person interviews with the facility in-charge to
determine the range of integrated services offered.

2.1 Self-reported models of integration (Table . o
A-2.1) Profile of facility in-charges
) (n=41, table A-2)

As discussed above, several models of integration are 66% are male

being implemented at health facilities in Malawi. In e 44% are 30 years or younger
some facilities, FP and HIV services are offered in the ¢ Sl%are aparamedical worker (nurse
same clinic or room by the same provider (or through midwife technician, medical assistant,

auxiliary nurse, patient attendant, HIV

different providers). In others, the services are offered in
counselor)

different clinics at the same facility on the same day. In

) ) e 20% are clinical officers; 17% are doctors
many cases, the services are offered on different days, e 42%have 2-5 years of work experience
either at the faci]ity or through monthly BLM outreach e 32%haveover 11 years of work experience
services. Facilities also refer out to higher-level or e 19.5%had no FP training, 7% had no HIV
private facilities, particularly for LAPMs. training

o 39%had receivedFP/SRH/HIV integration
Eight of the nine public hospitals (89%) reported being training

able to offer all short- and long-acting reversible

methods on the same day in a different clinic/room. Five reported being able to offer tubal ligation on the
same day. Only five of the CHAM facilities offered FP (two CHAM facilities were Catholic). At health
centres, only about half offered injectables (10) or pills (9) in the same clinic on the same day, while eight
said injectables and implants were offered in a different room, and 10 offered pills in a different room.
Five facilities offered bilateral tubal ligation (BTL) and vasectomy, but on different days. Between 13 and
17 facilities, mainly the health centres, reported they also refer out or host BLM mobile services for IUDs,
tubal ligation, and vasectomy. Four facilities do this for implants.

In the UNFP A-supported integrated facilities (n=6), four reported that injectables and pills were available
in the same room on the same day. In-charges at two facilities reported that [UDs were available in the
same room on the same day. In addition, four in-charges reported that [UDs were also available in the
same facility on a different day (the integration categories not being mutually exclusive). Three reported
implants were available in the same room. Four in-charges also reported implants were available on the
same day in a different room. Tubal ligation was only available in one facility on the same day. Three
facilities coordinated with BLM outreach services for tubal ligation, and four did this for vasectomy.

Almost two-thirds (63%) of facility in-charges also reported that their FP clinic is open five days a week,

whereas 30 percent were open once a week, and two (7%) facilities had FP clinics open 2—4 times per
week (Table A-2.2)

2.2 Community-based services (Table A-2.2)

Nineteen facility in-charges reported that HIV services such as HIV monitoring, condom provision,
management of opportunistic infections (Ols), and HIV-related nutrition support were provided to HIV
clients in their home or community by community health workers (CHWs). Only a handful said that HCT
(6) or ARV (4) services were routinely provided in this manner. Sixteen facility in-charges said that FP
services were also provided to HIV clients by CHWs. The methods provided were primarily pills and
condoms, although four facilities said injectables were also provided.

2.3 Stockouts (Table A-2.2)

Just under half of the in-charges (44%) reported experiencing stockouts or expirations of FP commodities
within the past three months, and these occurrences were mainly at public health centres. The UNFPA-
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supported integrated facilities reported no stockout issues. Of the 17 facilities experiencing stockouts,
two-thirds of them experienced shortages of two or more methods—primarily pills, condoms, and
injectables. Two hospitals (a CHAM hospital and a public central hospital) reported stockouts of five
methods in the past month.

About one-third of facilities reported experiencing stockouts of HCT kits within the past three months.
This is happening across all levels of facilities, but was slightly higher among public hospitals. Likewise,
one-third of public health centres and hospitals experienced stockouts (or expirations) of ARV, but the
CHAM and UNFP A-supported integrated facilities did not report this difficulty.

3. Interviews with Providers

Across the 41 facilities, data collectors conducted interviews with 122 providers to collect their
experiences with integrating FP and HIV services.

3.1. Organization of services (Tables A-3.1 and A-3.2) Profile of providers

Although only one-quarter of the providers reported having received  (n=122, table A-3)

FP/SRH-HIV integration training, 83 percent reported that ART e 55%are female

services had been reorganized to accommodate the provision of FP » 30% are 30 years or younger
services. This mainly consisted of onsite ART protocols being e 55%are aparamedical worker
revised (42%), some providers receiving FP training (48%), and [MEBSMIERIS ICEnmIElen, meliee

. . o o assistant, auxiliary nurse, patient
informal referral agreements being created within the facility (51%). Gl ergen. 25 cgunsel oFr))

Only 15 percent of providers said that ART service provision time e 21%are healthsurveillance
was adjusted to accommodate FP, and only 11 percent reported that assistants (HS As)
the ART registers had been revised. Nonetheless, the vast majority e 24%have2-5 years’ work
(93%) said they had time to counsel ART clients on FP. When sxperience: 41% haveover 11
asked what methods they counseled ART clients on, almost all years' work experience

. .. e 21%had no FP training, 7% had no
mentioned male and female condoms and injectables, 83 percent Y et
mentioned pi!ls, and 77 percent mentioneq implants. Only 55 . e 24% had received FP/SRH/HIV
percent mentioned [UDs, 63 percent mentioned female sterilization, infegration training

and 44 percent mentioned vasectomy.

About 80 percent of providers said that FP services had also been reorganized to accommodate HIV
services, mainly through additional provider training on HIV and referral agreements created within the
facility. Just over one-third mentioned FP protocols being revised to accommodate HIV services, and just
under one-third mentioned new inter-facility referral agreements being created. About 20 percent
mentioned FP registers being revised. Only nine providers said that FP operating times were adjusted.

3.2. Referrals (Table A-3.3)

Three-quarters of providers reported routinely referring out clients for services. However, data suggest
that providers need to be equipped with more information about the referral points to which they are
directing clients. Approximately two-thirds of providers knew details about the FP or HIV services they
were referring for, but many lacked details on the days and times those services were available, or the
transport costs to reach those services. Please see Table 3 on the next page.
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Table 3: Prior knowledge providers have of facilities to which they are
referring clients for HIV or FP services (n=91)

Kind of Dc:y.s on Time(s) when Transport No prior
. which A knowledge of
services " services are costs to reach -
; services are . » services
provided . provided referral site .
provided referring for
HIV services 63% 54% 34% 26% 15%
FP services 69% 64% 44% 29% 14%

Of the providers that refer clients out for services, 84 percent said there was a follow-up mechanism to
confirm if clients acted on the referral. The most common way (74%) providers follow up on referrals is
either to ask the client to come back to them and/or to observe records from another facility in the client’s
health passport. About one-in-five providers mentioned they make follow-up phone calls and only five
said they did home follow-ups.

3.3. Community engagement on integration (Table A-3.3)
A large number of providers (84%) reported that the facility had informed clients and the community
about integrated services. However, this mainly consisted of informing clients. Two-thirds of providers

were aware of efforts to inform community groups. Only 42 percent reported that announcements were
posted in the facility.

4. Clients

This assessment undertook client exit interviews (n=425) at the HCT and ART clinics and conducted
client flow analyses (n=425) to ascertain their experiences
with integrated services.

Client profiles table
4.1. HIV status and disclosure (Table A-4.1) (n=425, table A-4)

Client exit interviews revealed 419 clients were HIV positive. e iemels _
About half (49%) of the clients had been living with HIV . 22? IeSremery CelSeitien

. b married/cohabitating
between one and five years, 17 percent for less than a year, e 90%rural
and the remainder for six years or longer. Almost all (94%) e  43%had 2-3 children: 37% had
had previously accessed ART services at the same facility. more than 4 children

e Of those withHIV, 99% had
Almost all HIV-positive clients (99%) had disclosed their disclosedtosomeone close,
HIV status to a friend or relative. Most (70%) had disclosed primarily a spouse or sibling/other
to their spouse, and/or to extended family (67%). Almost 30 family member.

percent had disclosed to their children, while 32 percent had
disclosed to their parents, and 35 percent had disclosed to friends.

4.2. Reproductive intentions and contracepfive use (Tables A-4.2a, A-4.2b, and A-4.2c)
Of the 332 female clients interviewed, only 17 were currently pregnant. Nine (53%) of these women
reported the pregnancy as mistimed (wanted to wait until later), and a further four reported it as
unwanted.

Of the 315 women not pregnant, 52 percent did not want any more children. An additional 14 percent
wanted to wait more than two years, and another 25 percent didn’t know or were unsure when they
wanted their next child. Fifty clients (16%) reported using sterilization as their permanent method of FP.

12



Results

Of the total number of FP clients not pregnant and not already sterilized (n=358), 60 percent were using a
method to avoid pregnancy. Half were using male condoms and one-third were using injectables. Only 11
percent were using implants, about 4 percent were using female condoms, 4 percent were using pills, and
only one client (0.5%) was using an [UD.

4.3. Servicesreceived (Tables A-4.3 and A-4.4)

Data collectors purposefully went to facilities on days when ART services were provided, and stationed
themselves close to ART clinics for the client exit interviews. Not surprisingly, 84 percent of clients
reported coming for ART services, with an additional 12 percent receiving other HIV services and only
4.5 percent receiving FP services. Only 76 clients (18%) reported receiving multiple services on that day.
Even at the UNFP A-supported integrated sites, only a small number (26%) of clients reported receiving
multiple services.* Of those who did receive multiple services, 75 percent received them in the same
room/clinic, with the remaining 25 percent receiving additional services elsewhere in the facility. Clients
reported spending a significant amount of time traveling to the facility—almost one-third traveled
between 30 and 60 minutes, but 43 percent reported traveling over one hour to reach the facility.

A small number of clients (31), mostly at health centres (13) and public hospitals (10) reported not
receiving the services for which they came to the facility. About half said they failed to receive services
because the services were not being provided at the facility or because the client came outside the
operating hours for that service. When asked about their satisfaction with services, the vast majority of
clients said they were satisfied (88%), but an even larger number (97%) expressed a preference for
receiving their services in a fully integrated manner (same clinic/room, same day). Of the small minority
expressing dissatisfaction, half were at a public health centre, and over one-quarter were at a public
hospital. The most common complaint was waiting too long. Yet, 90 percent of clients said that they
would be willing to wait longer to get multiple services per visit. Over three-quarters of clients stated
making fewer trips to the facility as the benefit of receiving integrated FP-HIV services, and 43 percent
cited reduced travel costs as a benefit of integration. This logically corresponds with the reported travel
time described above, with a significant percentage of clients having to travel over an hour to get to the
facility. Less than 10 percent of clients mentioned reducing stigma as a benefit of integrating services.

In client exit interviews, we asked clients who came for ART or other HIV services, “did anyone ask you
if you wanted to have more children and offer you FP?”” The overwhelming majority (86%) said no.

4.4. Client flow analysis (Table A-4.5)

Our efforts to document client flows through the health facility showed a significant range in wait times
and time spent with providers. In health centres/posts, the time spent in the ART waiting room and ART
registration averaged over one hour, but ranged from as little as 0 minutes to as much as 351 minutes
(almost six hours). Average wait times at public hospitals were similar, with a maximum reported wait
time of 230 minutes. Time spent with ART providers averaged roughly 10-15 minutes. Average wait
time was slightly higher at CHAM facilities, but so was time spent with the provider (an average of 20
minutes). The UNFPA integrated sites had wait times similar to public health centres, but lower average
client-provider interaction times.

Only 17 clients from six facilities reported going to an FP provider/clinic after their ART services. For
these individuals, this added between one and 26 minutes to their visit.

* This is substantially lower than findings from a recent MEASURE study on integration that found 65 percent of ANC clients,
and 42 percent of under-5 clients received additional services on the day of their visit (M EASURE Evaluation, 2015).
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4.5. Provider-initiated Family Planning (Tables A-4.2b, A-4.3),

As part of the research design, we specifically wanted to ascertain to what extent PIFP was being
implemented in ART clinics as stipulated in the national clinical guidelines. In our exit interviews with
425 clients seeking health services, we began this line of questioning by first identifying the number of
clients who were potential FP clients (not pregnant, not already sterilized)—358 clients. We asked these
clients whether a health provider atthe ART clinic had ever inquired about their fertility intentions.
Twenty-two percent said yes, 39 percent said no, and 39 percent gave no response. Among the different
types of facilities, the clients attending the UNFP A-supported integrated health facilities reported the
highest positive response to this question (40%). Whereas only 20 percent of clients at public health
facilities and 21 percent of clients at public hospitals said yes, only 11 percent of CHAM clients said yes.
We then tried to ascertain how often clients recalled having received counseling (every time, often,
sometimes, rarely, or never). Of the 78 clients who reported receiving FP counseling at the ART clinic, 19
percent said they receive counseling every time, a further 30 percent said “often”, 16 percent said
“sometimes”, one-third said “rarely”, and only one said “never” (See Figure 1).

During another line of questioning, we specifically asked clients who had come for ART (n=355) and
other HIV services (n=51) if any health provider had asked them about their fertility intentions and/or
offered them FP during their visit that day. Only 56 (14%) said yes (See Figure 1, Table A—4.3).

Figure 1. Prevalence of provider-initiated family planning among
clients accessing HIV services on day of facility visit

100%
80%
60%
40% 33% 309
20% = I16% 19% 14%
o -

Has the provider at the At the ART clinic, how Did anyone ask if you
ART clinic ever inquired often has the provider  today if you wanted fo

about your fertility counseled you on FP2  have more children and
intentions and counseled (n=78) offer you family planning?
you on FP2 (n=358) (n=406)

EYes MRarely Sometimes MWOften MEvery time

5. Mystery Clients

Using mystery clients is a valuable approach to obtaining information on client-provider interactions
(Boyce and Neale, 2006). It allows researchers to test how services are provided given certain client
profiles, minimize recall or other biases in self-reporting through interviews, and reduces the “Hawthorne
Effect”—that data collectors undertaking observational assessments may influence provider and client
interactions merely by their presence. Therefore, this study also sought to conduct mystery client visits in
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a subset of the facilities. Nine individuals made 58 mystery
client visits to 20 facilities across all three regions. All mystery
clients were HIV-positive patients who were on ARV at other

Nine mystery clients:
e Female 20, 23, 24,30, 34, and 36
years of age.

fa.cilities. The mystery clients presqnted themselves as ART e Madle 19,33, and 35years of
clients temporarily in the area and in need of ARV resupply age

(e.g., visiting a sick relative, husband just transferred, etc.). Six L

of the mystery clients were women between the ages of 20 and Twenty facilities visited:

Mzuzu Central Hospital
Thunduwike Health Centre
Nkhoma Mission Hospital
Mchinji District Hospital
Nkhwazi Health Centre
Dedza District Hospital
Malingunde Health Centre
Lobi Health Centre
Bembeke Health Centre
Mzenga Health Centre
Mulanje Mission Hospital
Lujeri Health Centre
Mulanje District Hospital
Mlambe Mission Hospital
Queen Elizabeth Central

36 years; three were men between 19 and 34 years of age. The
mystery clients were trained to first see whether providers
mentioned FP, and if not, to ask about it. They were provided
with suggestions for different profiles or scenarios regarding
their reproductive intentions. For example, the older females
said they had three or four children and didn’t want any more,
whereas younger females were told to say they had one child
and wanted to space their births. The 19-year-old male
presented himself as a student.’

5.1. Servicesreceived

Mystery clients had variable experiences with receiving FP
services when they went to get their ARVs. Fewer than half (25) -

of the mystery client visits were reported to have resulted in a Mangochi District Hospital
satisfactory experience. At one of the district hospitals, mystery e  Monkey-Bay Community
clients reported that ARVs and FP methods were available but Hospital

that they would need to pay for the FP methods. One additional * Mpamba Health Centre
mystery client reported that, while he did receive FP services, * Nkhata-Bay District Hospital
these services were not comprehensive, as he received resistance ¢  Engucwini Health Post

from providers in the provision of FP services and was

ultimately only offered condoms.

Another finding from mystery client visits was the infrequency of PIFP. Only two of the mystery clients
reported that the provider had proactively brought up the topic or asked them about FP, rather than the
client having to ask after receiving their ARVs. These experiences were quite pleasant:

“She [the provider] said “all of [the choices] are present and added it was my choice to choose
which one I prefer.”
~Female, 36, district hospital

“She [the provider] noted my book had nothing on family planning and started advising me of FP
an all methods like vasectomy, Norplant, IUCD ...she later advised me to opt for a family
planning method to avoid unwanted pregnancy.”

~Female, 20, health centre

5.2. Mistreatment of clients

An unanticipated finding of the mystery client visits was the existence of a surprising amount of provider
harshness, mistreatment, and abuse of clients. Eleven mystery client visits (19%) reported providers being

> The mystery clients did have the flexibility to change their stories slightly as the situation required. For instance, the 19-year-old
male presented himself first as married, but when further questioned, admitted to being unmarried. In another instance, one
facility had no clients, so the two mystery clients presented as a married couple. Theresearch team (with knowledge of the
MOH) created temporary health passports for the clients to support their profile. Any ARVs collected by the clients were
documented and returned to the health system via the Lighthouse Clinic in Lilongwe.
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unfriendly, harsh, and even yelling at the client. They reported needing to “plead” to get ARV services,
and a few said they were threatened. One mystery client left before seeing the provider at one of the
health centres after receiving a text from the previous mystery clients about their negative experiences.

“[The nurse] called me a beggar.”
~Female, 34, central hospital

“I persisted and he lefi me in the room and went out. I stayed for a long time and when he came
back I'was told that I should go and should I continue persisting [ will be beaten.”
~Female, 24, health centre

Clients also experience similar troubles when asking about FP services. The young male mystery client
(19) reported not being taken seriously at two facilities when he asked about FP, and was only offered
condoms.

“I then asked for family planning to which he responded how come [ wanted family planning
when I was in school”[provider offered FP options and information, but laughed at him]
~Male, 19, health centre

Another health centre fared particularly poorly in their interaction with the mystery clients. The two
quotes below are from the same location.

“When I asked him [the provider] about family planning he shouted at me saying the room was
not for family planning: “had it been that you are looking for family planning you could have
gone to the family planning room. Go out, I want to assist other patients please.” I ask him about
condoms. He said I amwasting his time there was no condoms.”

~Male 33, health centre

“Then I asked about family planning and I was told that I should not delay him he has a lot of
work to do and he sent me away. He said that if  want family planning methods I should come
the following day around 8 a.m.”

~Female 24, health centre

5.3 Challengesto the methodology

One limitation that our mystery clients faced is that several health facilities were not receptive to treating
ad hoc or “emergency” clients. There were three health centres/posts (five mystery client visits) where
mystery clients reported that the facility refused to provide ARV because the client was not registered at
that clinic; clients were told to go back to their own facility:

“[Twas told] ‘Your problem has been heard but our policies here are that we give emergency
ARVs to one person per week meaning that four people per month. Since we 've already given to
someone else, we will not give you drugs. I suggest you go somewhere else or try your best to go
back and explain your story so that they help you.””

~Male, 33, health post

Apart from this, during five other mystery client visits at five separate facilities, while the clients were not
outright refused ARVs, they reported difficulty receiving services or resistance on the part of the provider
to helping them. One client recalled an experience in which “emergency,” non-regular clients were asked
to come forward and were then told “that due to congestions we should come again tomorrow for special
ART.” Additionally, during four other visits, mystery clients reported that providers seemed suspicious of
their health passport and/or story, which may have affected their experience.

Eleven mystery client visits at seven different facilities resulted in similar responses when clients asked
about FP services. The mystery clients were told that they could not receive these services since they were
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not registered as regular clients at the facility. During one of these 11 visits, the client was even told that
she could not get services there because she was not registered but if “desperate” she could go seek them
at BLM.

6. Focus Group Discussions

Three focus group discussions with HIV-positive clients (n=33) were included in the design of this study.
Participants were recruited from existing HI'V support groups affiliated with three district hospitals that
provide ART—one in eachregion. Participants were asked a range of questions regarding their
experience with HIV health services.

6.1. Organization of services

Focus group participants noted several challenges in receiving ART, as well as integrated services, at
facilities. Key issues that were raised include:

e Clients arriving early in the morning to the clinic but providers not starting to see patients until
11 a.m.;

e Facilities being overwhelmed on days when the town market is open for business and vendors
come from far away to sell their goods;

e Rooms/clinics not being big enough for multiple services;

e The length of time to obtain one service sometimes meant that the other clinic was closing by the
time clients sought the other service; and

e The fact that the timing of ARV resupply (one or two months) and the most popular FP method,
the Depo injection (quarterly), do not easily coincide.

Focus group participants were asked about how they would like to receive health services, and their
opinions about various models of integration. Several participants commented that receiving services the
same day would be convenient with respect to travel and wait times.

“I think it can be better to get this service at the same time because we come from different places
so it is not easy to make time and come for the other service because you may get unforeseen
problems. So if it was done on the same day it can be helpful than to come on different days.”

~Female HIV-positive client

However, feedback varied on whether services should be fully integrated (same day, same room, same
provider). Participants noted that (due to wait times) sometimes by the time they finished with one service
and went to the other clinic, it would be closed. In these cases, they felt receiving services on separate
days was acceptable, as long as these days/times were known and predictable. For instance, some
mentioned that they may come to the facility and then be told FP services are closed or not available.

6.2. HIV services

Issues of privacy and comfort with integrated services also came up in the discussions. Many patients
spoke of HIV-related stigma and discrimination and said they were more comfortable talking with their
HIV service providers than with FP providers.

“If we got both in oneplace it could be good because we are usually very open to talk about our
health issues to the providers in ART department, and to connect with the different person at
family planning is not easy.”

~Male HIV-positive client

17



“The problem is some of us getting ARTSs are very sick and can’t control our bowels when one
has diarrhea and people laugh at you when that happens, so we must not be mixed on the same
queue with ordinary outpatients.”

~Male HIV-positive client

The question of stockouts was asked of the focus group participants, and many said stockouts were an
ongoing problem and that they had experienced being unable to get ARVs at health facilities. Also,
concerns regarding inappropriate dispensing of ARVs and/or fraudulent accumulation of drugs for selling
on the open market were commonly discussed.

“The issue of selling ARTs was spoken about the other day I went to the clinic. They said there
are some people who may come to the clinic and lie that I am travelling maybe to South Africa
and need to get doses for a long time, and they may get six bottles then they go maybe to
Chintheche and lie there again and get another six bottles, and so on. Then they put those ARTs
together and start selling. So this also affect us because there comes a shortage of drugs.”

~HIV-positive client

“It is true that the government must take action on this, we have a problem here, some say the
ARTs are used in other inappropriate ways, some say they use it for fishing Usipa, others say so
many other things, but the problem comes to us who are using the drug, because we sometimes
come and find there is no drugs and you are told to come next week yet your ARTs are finished.
And if you beg them to give you even just a little because you have nothing they shout at you. So
please the government must take part in this.”

~Female HIV-positive client

One focus group participant who attends a district hospital complained about the quality of HIV services.
His comments echoed the experience of a mystery client visit, thus suggesting that facility may need
some quality improvement interventions.

“When we get to [the district hospital] we don’t get weighed on the scale nor are we checked for
our CD4 count, so we only take the drugs without checking how we are doing. It could have been
better if we were told about how we are doing as we take the drugs.”

~Male HIV-positive client

6.3. FP services
Facilitators asked the focus group participants whether health providers had talked to them about family

planning, and specifically, about PIFP. Responses varied. Some participants said that providers had never
talked to them about FP, but others said that they had.

“I getmy ART at the district hospital, and there when I get the ARV they also ask if I would like
condoms, and if  want them, they give them to me. So I get the condoms from another room right
inside the ART department.”

~Female HIV-positive client

“Nurses there can ask to have the husband come first to sign for the woman to get a method, now
you go tell your husband and he refuses to come with you because he doesn’t want you to do it.
Some claim they get back pain when they have sex with the wife using the family planning
methods. So the woman does it without his consent and when he finds out about it he may go to
the hospital and shout at the nurses in family planning department as to why they allowed his
wife to get the methods. That scares the nurses, and they send back women whose husbands don’t
come. So if there were agreements made in the home about family planning it could be better.”

~Female HIV-positive client
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There were some concerning comments during one of the group discussions in which a few participants
talked about BTL failures. The conclusion these participants had was that these procedures were

“temporary BTLs.” Since BTL is a permanent procedure, and failures are extremely rare, these findings
raise concerns as to what could be occurring (such as provider error, community misconceptions, etc.).

“I also know two people who didit [BTL] and yet still got pregnant. There is a relative of mine
that did BTL and yet fell pregnant. So what I saw to be happening is that maybe they see that the
client is still young then they decide to just let the woman have a break of maybe five years, and
notreally completely do a BTL. Because when you come for such a procedure they ask how many
children you have and you say “two”, how old you are you say “fourteen” so they see you have a
long way to go and do a temporary BTL. I wish they could just do as the one who wants it done
has said and not make decisions for them.”

~Male HIV-positive client

6.4. Provider shortages and task sharing

The focus group participants were acutely aware of the stress the health facilities and the existing
providers are under, due to high demand for services. Several mentioned staffing shortages as a barrier to
integrating services.

“... the reason for that is because there is not enough medical staff. The ones that help dispense
drugs are not really assigned to do it, they only do it to help and they have their own work to do.
For example the patient attendants, dispensing drugs is not their job. So they also have too much
work because of that. And even the nurses are not enough here, you find that the same nurse is
working at antenatal, and also at the labor ward and she is also supposed to be here giving out
drugs which is too much for oneperson to do. In the end, they just send anyone, even one who is
not qualified to do the drug dispensing, and yet that one also has their own work to do. So in the
end they don’tdo a goodjob. So if they were to say twice a week for HIV services it cannot
work.”

~Female HIV-positive client

“...sometimes, where we get ARTs, the provider is alone dispensing drugs and cannot have time
to also give family planning, but if there would be more providers where we get ARTs, others
doing ARTs and the other family planning it can work. One person cannot do both things alone,
because we are many.”

~Female HIV-positive client

“I think if there were enough health workers, it is possible to give both services at the same time
and same place. It happens the way it does because there is not enough staff.”

~Female HIV-positive client
Some expressed concern regarding the delegation of tasks and how this might be impacting clients’
health.

“The main problem at [the local] hospital is we rarely find the clinical officer on duty. We mostly
find those who help in dispensing drugs and these people don’t understand anything about what a
person is suffering from. They just know about giving the drugs, so this is not right for our
health.”

~Male HIV-positive client
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6.5. Mistreatment of clients

Similar to the findings from the mystery client data, the focus group discussions revealed that some
clients experience mistreatment from service providers. Participants reported being shouted at, spoken to
rudely, and being “punished” (chastised) by providers.

In some cases this may be the behavior of one provider, who is overworked:

“It is true, there is one clinician, but she shouts at patients anyhow. It even happened to me she
almost sent me back without my drugs. I think she does that because there are too many people
she has to attend to.”

~Female HIV-positive client

But another participant’s input indicated it was a more systemic issue:

“One problem that we have is sometimes the dates of our visits here, and maybe you have a
problemon that day and couldn’t come, and you come maybe the following day. We get punished
by not being given the medicine on time. They make us wait until late afternoon to get the
medicine, so we live far from here and we get home late in the evening. So we try to ask the
nurses to consider that, but they don’t do anything about it...We think it must be a rule made by
the facility management, because it is not a single person who does this. They can be a group of
themtogether saying “you were supposed to be here yesterday,” so they put you aside and attend
to you when they are done with everyone else later. So that is one problem at the health facility
that most of us encounter...l get mine at X hospital, so we sleep at the hospital so that the
following day we get the medicine, because if you miss it you will be punished. We find it difficult
to get transport money to use when we are to come here for our medicine, so we have to come the
day before to avoid being punished in case we don’t get that transport money on time.”

~Male HIV-positive client
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Integration of health services is an increasingly important issue being studied and addressed by
researchers. Evidence from such studies shows that integration is feasible and acceptable (Liambila et al.,
2008; Kennedy etal., 2012; Atun etal., 2011; Shigayeva et al., 2010; Kuhlmann, Gavin, and Galavotti,
2010; Ethiopia Federal Ministry of Health, 2007; NASCOP, ND; Kolker, 2008; White, 2009; Blaya,
Fraser, and Holt, 2010). The studies further show that integrating health services results in better access to
services and improved health outcomes. However, evidence also suggests that weaknesses within the
health system have an impact on the quality of integrated services (Reynolds and Sutherland, 2013).
Hence, to benefit fully from integrated services, there is a need to strengthen several health systems
components, such as policies, financing, supply chains, human resource capacity, laboratory systems,

management and supervision systems, and behavior change communications (Travis et al., 2004; WHO,
UNAIDS, and UNICEF, 2011; Sitienei, 2011; UNAIDS, 2010).

Over the past decade, Malawi has made political and programmatic commitments to integrating FP and
HIV services. A recent review of national-level policies revealed extensive mention of FP and HIV
integration in various policies and guidelines (Irani etal., 2015). This study was designed to look at how
these policies and guidelines were being implemented in practice. To collect data, a cross section of
facilities was visited to identify barriers to FP-HIV integration at different service delivery points.
However, this cross section was not a representative sample of all facilities in Malawi. Data from this
study suggest that there are several programmatic areas that require significant effort and investment if
Malawi is to realize the public health benefits of service integration.

Extent of FP-HIV Integration

This mixed method facility-based assessment found multiple models and approaches to integration being
implemented at health centres and hospitals throughout Malawi. Many facilities seem to employ more
than one model of integration—with some FP and HIV services being offered in the same room by the
same provider, and other services being offered on the same day but with a different provider or in a
different room. However, current efforts to integrate FP into ART services seem limited to condoms, and,
to a lesser extent, injectables. In many cases, clients seeking LAPMs are referred elsewhere or told to wait
until the next BLM outreach event.

Several service delivery pressures affect the organization of services and the extent of integration. Issues
of physical space, privacy, and a lack of providers affect whether and how facilities provide integrated
services. Clinic hours of operation and provider availability seem to be hindering service provision in
facilities relying on internal referrals (referring ART clients to the FP clinic at the same facility for same-
day services). Comments from clients raised this issue. For instance, some described arriving at a facility
at 8 or 9 a.m., but providers not starting services until 11 a.m. Others described finishing with ART
services and moving to the FP clinic only to find it had closed for the day, sometimes earlier than the
posted hours of operation. Some comments from the focus group discussions also indicated client
concerns that task shifting to health surveillance assistants (HSAs) and other cadres to deal with high
client loads was devolving into drugs being dispensed without adherence to other routine monitoring
recommended for HIV-positive clients (such as recording weight, periodic testing of CD4 levels, etc.).
Since the effectiveness of integrated services depends significantly on the quality of provider-client
interaction, the overall health system will need to better address human resources for health issues to
successfully advance integrated services.

Likewise, the monitoring and evaluation and commodity logistics systems need further investment to

accommodate integrated services. Multiple registers were observed at many HCT and ART clinics,
complicating paperwork for providers. Additionally, severalfacilities seemed to have no system to
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document provision of or referral for FP beyond condoms and injectables (no additional columns, no
separate FP register). A comprehensive system for monitoring integrated services would be very
helpful—such as having a common register for HCT, ART, and FP services. This would enable all
services to be provided in one room by the same provider, and would eliminate the need to record the
same client in multiple registers. There also needs to be space in the register to record referrals, with clear
notes in both the register and the patient card for following up with the client upon their return. In
addition, providing HCT test kits and all FP and ART commodities in one room would equip providers to
provide prompt integrated services.

Demand for Integrated Services

In the client exit interviews, and through the focus group discussions, clients expressed a significant
interest in receiving integrated services. Even though clients already feel the wait time at facilities is
burdensome, almost all said they would be willing to wait longer to receive multiple services. Reduced
trips to the facility and reduced transportation costs were the two biggest benefits clients cited, suggesting
that these financial and opportunity costs of seeking care may be more onerous than managers of the
health system realize.

However, there also may be a need to educate clients about opportunities to receive integrated services.
Client exit interviews revealed that only 18 percent of clients received multiple services on the day they
visited the facility. This only increased to 26 percent at the UNFP A-supported sites, whose mandate is
specifically to provide integrated services. This suggests that many factors, such as provider attitudes,
integrated supplies, etc.,together determine whether clients receive integrated services. Likewise, facility
audits revealed a lack of IEC materials, and less than half of providers said notices on integrated services
were posted in facilities. A move towards integrated services needs to focus not only on a reorganization
of services at the facility and improved provider training, but also on raising awareness and changing
mindsets and expectations about the availability of multiple services through increased client and
community education and demand creation. Education sessions during facility visits can also be ramped
up to encourage clients to request multiple services when they visit facilities for their ART needs.

More research is needed to ascertain how integrated services may or may not cultivate a supportive
environment for HIV-positive clients. The potential for integrated services to reduce stigma and
discrimination did not figure prominently in the exit interviews. Reduced stigma and discrimination was
listed as a potential benefit of integration by only 10 percent of clients. However stigma and
discrimination was a prominent theme in focus group discussions. Some HIV-positive clients expressed a
preference for waiting among other HIV-positive clients and seeing HIV service providers. These
individuals felt they would receive more empathy and acceptance from their peers and from
knowledgeable service providers than if they were in queues with “ordinary outpatients.”

Availability of Contraceptives and Method Choice

One impetus for this research study was USAID’s desire to assess whether HIV clients had access to a
range of voluntary contraception to meet their reproductive intentions. National ART clinical guidelines
promote integration of FP into ART services—stating that all clients age 15 years and above should be
counseled on FP and that ART providers should be offering clients condoms and injectables, and giving
referrals for other FP methods.

Whatis clear from the facility audit data (See Section 1) and the provider and in-charge interviews (See
Sections 2 and 3) is that the availability of FP commodities and method choice remain limited. Few
facilities had a range of FP methods available for either FP or HIV clients. The facility audit revealed
HCT and ART clinics are largely relying on condoms, and fewer than one-third of ART sites had
injectables available, as required by national guidelines. Furthermore, only 20 percent of facilities had
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what the authors would describe as a substantial method choice (a range of short-acting, long-acting,
hormonal, and non-hormonal methods). Likewise, only about one-third of ART clinics had FP-related
IEC materials displayed. Interviews with facility in-charges and providers at health centres did not present
a drastically different picture. Only about half of the in-charges reported pills, injectables, and implants
were available the same day. They also reported that stockouts of commodities continue to be a major
issue for almost half of the facilities, and likely contribute significantly to a lack of method options. The
facility audit found almost one-third of FP clinics did not have short-acting methods.

Higher-level managers of the public health system may not be aware of the degree to which method
availability and method choice is a problem. For instance, public hospital in-charges seemed to overstate
the availability of FP at their facilities. Although eight out of nine hospitals reported being able to offer all
short- and long-acting reversible methods the same day, the facility audit found only four of the nine
hospitals had IUDs at the FP clinic, and only five had implants. Stakeholder interviews conducted prior to
this facility assessment (Iraniet al., 2015a) found that several national-level stakeholders believed that
condoms and injectables were more readily available and integrated into ART services than we observed
in this facility assessment. These findings suggest that monitoring and reporting systems are unable to
identify and correct issues of commodity availability. Additionally, more commitment is needed
throughout the health system to ensure that ART clients have access to a full range of FP methods. Since
over half of the HIV-positive women presenting for ART services did not want any more children,
LAPMs in particular should be better integrated into ART services.

Current State of Referrals

A vast majority of providers (93%) reported that they had time to counsel ART clients on FP, and three-
quarters of providers reported routinely referring clients for other services. Yet, of the 425 clients
interviewed, only two reported being referred for other services to other facilities. Mystery clients also
reported that they were only counseled on FP at their own instigation, and were not often given
information regarding where and when to access referral services, or the potential cost of services. Poorly
functioning referrals were also identified as a challenge by a recent study on integrated services in
antenatal care (ANC) and under-five clinics in Malawi (MEASURE Evaluation, 2015).

Provider-initiated Family Planning (PIFP)

A key objective of this study was to ascertain to what extent PIFP was being implemented in ART
services. We captured clients’ experiences on this issue through three data collection methodologies:
client exit interviews, mystery clients, and focus group discussions.

In exit interviews, we asked about PIFP in several ways. We asked clients whether providers at ART
clinics ever counseled them on FP, how often these providers counsel them on FP (ranging from every
time to never), whether the providers ever inquired about fertility intentions or FP, and whether a provider
had discussed FP with them at the current visit. Only 22 percent of clients reported ever being asked
about fertility intentions or FP at the ART clinic, and only 14 percent reported being asked during the
current visit.

The focus group discussions did not shed much additional light on whether clients are receiving PIFP.
Some participants reported that providers did initiate conversations with them about their fertility
intentions or asked if they wanted condoms; others said that their provider had never talked to them about
FP. However, mystery client visits confirmed extremely low implementation of PIFP.

These findings reported by clients stood in stark contrast with provider interviews. The vast majority

(93%) of providers said they had time to counsel ART clients on FP. This calls for further investigation
into the challenges providers face in initiating FP counseling, such as time constraints and lack of
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training, accountability, and incentives; and for finding ways to strengthen this critical component of
service delivery. Furthermore, providers need to be counseling HIV-positive clients on a full range of FP
methods. ART providers seem to focus largely on male and female condoms and injectables. While over

three-quarters of the providers reported counseling on pills or implants, fewer mentioned female
sterilization (63%), IUDs (55%), or vasectomy (44%).

Finally, more emphasis should be placed on PIFP discussions with male ART clients. ART clinics are
primarily relying on condoms as their approach to integrating FP into ART, but this is particularly true for
male clients. In an effort to encourage male involvement and couples’ decisionmaking, providers can pose
leading questions to male ART clients to inquire about their fertility intentions with their partner and
introduce options for the male client to discuss with his partner at home, including vasectomy.

Respectful Care

Mystery clients and focus group participants described instances in which health providers shouted,
chastised, or otherwise mistreated clients, raising important questions about the quality of health services
and respectful care. Some focus group discussion participants reported simply receiving ARVs, without
having their status (weight, CD4 count) monitored. While this study was not specifically designed to
investigate respectful care, these accounts are cause for concern and worthy of further investigation and
interventions. We encourage more research using mystery client methodologies to explore this issue.

Public vs. CHAM vs. UNFPA-supported Sites

The study included sites that are managed by the public sector and CHAM (religious-affiliated private
sector). It also included some public facilities that are part of a UNFP A-supported pilot effort to offer
fully-integrated services. This allowed exploration of how national policies and guidelines on integration
are being implemented across sectors.

The UNFP A model of service integration did seem to be better at integrating FP and ART services, but
primarily for short-acting methods. Client access to LAPMs through integrated services was still quite
limited. In addition, appropriate referrals for LAPMs were not being carried out. The UNFP A-supported
sites also did not report difficulties with stockouts of contraceptives, HCT kits, or ARVs, showing that
both the organization of services and the logistics systems were supporting FP-HIV integration. Likewise,
provider training on integration was probably stronger and more client-focused at UNFP A sites, as
significantly more clients (40%) at UNFPA sites reported that ART providers inquired about their fertility
intentions. Nonetheless, there remains room to improve full implementation of PIFP, as well as access to
LAPMs. One finding was surprising, given the integrated model. Wait times for clients at UNFPA sites
were similar to other public facilities, but average time spent with the provider was lower, whereas one
may have hypothesized the opposite. This is perhaps worthy of further study. Likewise, despite these sites
being specifically organized to promote integrated services, only one-quarter of clients emerging from the
UNFPA sites reported receiving multiple services that day. This may indicate a need for more community
outreach and client education to increase demand for integrated services.

CHAM facilities are managed privately and, due to religious objections, two out of seven CHAM
facilities did not provide FP. The remaining five CHAM facilities still had some weaknesses in relation to
mtegrating FP and HIV services. Only two facilities had injectables available at the ART clinic (as
required by national ART clinical guidelines), and CHAM facilities had the lowest percentage of clients
reporting that ART providers mitiated discussion about their reproductive intentions (PIFP). For those
CHAM facilities that reported providing FP in a different room/clinic, there was still heavy reliance on
referring out and/or BLM for LAPMs. CHAM facilities seemed to struggle with contraceptive and HCT
kit stockouts similar to their public sector counterparts, but none reported ARV stockouts. Wait times at
CHAM facilities seemed to be higher, but clients also reported spending more time with providers.
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Other Issues for Further Investigation

During data collection, some instances of a lack of adherence to common professional standards were
observed. For example, providers not wearing white uniforms or having IDs, making it hard to identify
them as health workers; providers announcing patient information loudly or speaking openly,

jeopardizing clients’ right to privacy; clinics being set up in ways not conducive to proper counseling; and
facilities not observing posted clinic hours (opening late, closing early). These observations suggest a lack
of supervision and motivation—issues that warrant follow-up.

We were also surprised to hear comments about BTL failures in focus group discussions. Given the high
number of women in Malawi relying on BTL, these comments may warrant additional exploration to
ensure that procedures are being done properly and community myths or rumors are not negatively
impacting the image of female sterilization.

RECOMMENDATIONS

This study suggests that, while severalmodels of FP-HIV integration are being implemented in Malawi,
the MOH needs to strengthen the health system to support facilities in identifying the best ways to
integrate services. Clear recommendations are provided below.

e Referral mechanisms—internal, parallel, and external—are in significant need of improvement:

o Providers should have more detailed information on a variety of referral points (public and
private) for each FP method, including the days and times referral services are available and
distances to facilities. Providers should not exclusively rely on referring clients to BLM
outreach events. These events may be a month away, during which time, clients are at risk of
an unplanned pregnancy. Providers should also be aware of neighboring facilities (public and
private) offering FP services—particularly LAPMs—that a client can access
immediately/sooner.

o Atlarger facilities, where same-day internal referrals are an option, ART providers should be
more proactive in referring clients to the FP clinic. However, facilities need to think
creatively about how to handle such internal referrals. If ART clients are sent to the back of
the FP queue after having already spent several hours at the ART clinic, they may have to
spend all day at the facility, and may leave without receiving FP services. Facilities with
multiple providers may want to explore dedicating an FP provider to specifically seeing ART
clients. This provider could then be deployed to serve elsewhere when there are no ART
clients waiting.

o The MOH should put mechanisms in place to ensure that providers and facility in-charges
adhere to facility opening and closing hours, so that clients can plan their visits and access all
needed services.

e Although PIFP has been included in Malawi’s ART clinical guidelines, full implementation of the
guidelines requires targeted systems changes. Providers need more and better PIFP training, and
facility in-charges need to be held accountable to measurable PIFP indicators. Specifically, there
is a need for improved tracking and reporting of FP commodities and services provided through
ART services, as well as improvements in documenting referrals.

e Facilities should complement health systems changes with improved community education on
opportunities for integrated services. More IEC materials and notices should be posted within
facilities and communities to increase clients’ awareness of integrated services, times and
locations of services, etc. In addition, providing education sessions while patients wait for
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services could help inform and engage clients on the availability and benefits of integrated
services.

e Commodity availability is a key component of providing integrated services. Facilities should
take regular, detailed stock of condoms, injectables, and other FP methods in addition to ART-
related dugs and commodities. Such stock-taking requires close coordination between ART and
FP clinics within facilities. Better planning and communication at the clinic and facility level is
key to addressing commodity stockouts. Also, more prompt requests for commodities should be
made by facilities to the central government. In addition, there is a need for better coordination
between the MOH’s RHD and the HIV departments to ensure the availability of commodities at
both FP and HIV clinics. The central government needs to identify which logistics method will be
used to distribute commodities, as many paralle]l systems exist through the HIV department,
USAID Deliver, and Central Medical Stores Trust (CMST). Several countries in sub-Saharan
Africa have successfully tested and applied logistics systems models, which Malawi could apply
and learn from. For example, Tanzania has established a “pull” system through a revised digital
logistics management information system, which has resulted in better distribution times and
fewer stockouts. As a long-term vision, digitization of health services/patient files will make a
significant contribution to patient management and monitoring and evaluation for integrated
services.

e More attention should be paid to the working hours of facilities and provider workdays. Facilities
need better scheduling systems, and providers need better accountability mechanisms to ensure a
full and productive workday. If clinics remain open to the end of the day, referred clients from
other clinics will be able to access services on the same day. Further enhancement of task shifting
approaches may help. Malawi may also want to explore policies that may better accommodate
providers seeking to work in both public facilities and private clinics. For example, Tanzania has
created a policy allowing providers to see private clients at public facilities during specific times.
In Malawi, a similar approachis being tried in large hospitals in major urban areas, but may need
to be expanded to smaller facilities. Some analysis has shown that offering private services in
public hospitals at certain times of day (after seeing public patients) can both generate substantial
income for the public healthcare system and improve services by retaining health workers and
providing them with a supplemental income, improving infrastructure, and ensuring a better
supply of commodities (Chilongani, 2003).

e The RHD and the HIV department of the MOH should consider joint supportive supervision
visits to facilities to improve their coordination and joint oversight of programs.

e The MOH needs to work more closely with CHAM facilities to ensure that these facilities are
properly implementing national policies and guidelines and actively contributing to health
monitoring systems. At this time, CHAM facilities are not required to share their monitoring
reports on clients seen and services dispensed. The MOH needs to strengthen its monitoring
system and expand it to CHAM facilities, enabling the government to get a better sense of the
services patients are accessing and the needs of the community.

e Additional research is needed on the quality of health services in Malawi and barriers to
respectful care. This should be complemented with research on provider training, attitudes, and
work demands/stress levels, as factors that may contribute to poor quality care.
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CONCLUSION

This study noted that several significant efforts are being made to integrate FP into HIV services across
Malawi. The type of integration and the extent to which it has been successful have depended on several
health systems characteristics, such as facility type, provider training, availability of ARVs and FP
methods, and current state of referrals. Condoms are the primary contraceptive method available at ART
clinics, and although national guidelines call for ART clinics to offer injectables, less than one-third of
ART clinics have injectables on site. In addition, only about one-fifth of clients reported having ever been
asked about their FP needs while at the ART clinic, despite the fact that over half of clients reported not
wanting any more children. To compound this, the majority of hospital in-charges are not aware of the
shortage of FP methods in their facilities, as is made clear in the discrepancy between what they in-
charges stated in interviews and the findings of the facility audit. When clients do ask for FP on their own
accord, most health centres refer them to other facilities or BLM outreach for LAPMs, while larger
facilities refer clients to the FP clinic in the same facility. Facilities that are practicing the UNFP A model
of service integration are better at integrating services than other facilities, although room for
improvement was also noted with the UNFP A model.

These findings suggest that Malawi’s strong national policies and guidelines on FP-HIV integration are
not ensuring that the FP needs of HIV clients are being adequately addressed in practice. A systems-level
approach is needed to improve integration of FP into HIV services, such as through identifying referral
mechanisms that will work for specific levels of facilities, offering providers more training on client-
oriented approaches and PIFP, equipping providers with more detailed referral options, educating clients
on the availability of integrated services, and improving the commodity logistics system to address
stockouts. By strengthening systems and emphasizing a client-oriented approach, the MOH can help
support each facility to be creative and innovative in providing FP services to ART clients. Support for
these efforts needs to come from the RH and HIV departments of the MOH, rooted in a commitment to
work together and in collaboration with other stakeholders, including the private sector, to improve
service delivery.
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ANNEX A. DATA ANALYSIS

Table A-1.1: Characteristics of the 41 facilities visited

Characteristics

Total number of facilities

Health

Centires/Posts

N (%)
1

Public
Hospitals
N (%)

CHAM
Missions
N (%)

7/

Integrated
Health
Centres N
(%)

Region (B101)*

NorthernRegion 4 (21.1%) 3 (33.3%) 2 (28.6%) 4 (66.7%) 13 (31.7%)
CentralRegion 8 (42.1%) 2 (22.2%) 2 (28.6%) 2 (33.3%) 14 (34.1%)
Southern Region 7 (36.8%) 4 (44.4%) 3 (42.9%) 0 14 (34.1%)
Visible sign withname of the facility within
the premisese (A101)
Yes 10 (52.6%) 8 (88.9%) 6 (85.97%) 3 (50.0%) 27 65.9%)
No 9 (47 .4%) 1(11.1%) 1 (14.3%) 3 (50.0%) 14 (34.2%)
Watchmanat the facility2 (A103, A103q)
At the entrance and providing 2 (10.5%) 7 (77 .8%) 3 (42.9%) 0 12 (29.3%)
inform ationto patients
No watchm an at the facility 17 (89.5%) 2 (22.2%) 4 (57 .1%) 6 (100.0%) 29 (70.7%)
Presence of OPD reception? (A207,
A201qa)
Yes, and staff managing the 10 (52.6%) 7 (77 .8%) 5(71.4%) 5 (83.3%) 27 (65.9%)
reception
Yes, but no one present to assist 0 1(11.1%) 1(14.3%) 0 2 (4.9%)
client
No reception 9 (47 .4%) 1(11.1%) 1(14.3%) 1(16.7%) 12 (29.3%)
Locationof HCT services at facility (A401,
A402)
DesignatedHCT clinic orroom 19 (100%) 9 (100%) 7 (100%) 6 (100%) 41 (100%)
within OPD
Locationof ART services provided at this
facility (A501,A502)
Designated ART clinic/room within 19 (100%) 9 (100%) 7 (100.0%) 2 (33.3%) 37 (90.2%)
OPD
Integratedinto otherservices 0 0 0 4 (66.7%) 4 (9.8%)
Locationof FP services provided at this
facility (A601,A602)
Designated FP clinic/room within 19 (100%) 9 (100%) 5(71.4%) 4 (66.7%) 37 (90.2%)
OPD
Integratedinto otherservices 0 0 0 2 (28.6%) 2 (4.9%)
Didnot provide FP 0 0 2 (28.6%) 0 2 (4.9%)
Presence of pharmacy aft this facility
(A701, A702)
Yes, and open 15(78.9%) 9 (100.0%) 7 (100.0%) 5 (83.3%) 36 (87.8%)
Yes, but not open 1(5.3%) 0 0 0 1 (2.4%)
No 3 (15.8%) 0 0 1(16.7%) 4 (9.8%)

* Numbersin parentheses denote the question number the data were pulled from

Table and appendix numbering reflects the ordering used during original data collection and analysis.
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Table A-1.2: Characteristics of the HCT clinic/room, at outpatient department (OPD)

Characteristics

Totalnumber of facilities

Health

Centres/Posts
N (%)

19

Public
Hospitals
N (%)

CHAM
Missions
N (%)

Integrated
Health
Cenires N

(%)
6

[s there an adequate waiting area for patients/clients
atthe HCT clinic/room? (A403)"

Yes 17 (89.5%) 8 (88.9%) 5(71.4%) 2 (33.3%) 32 (78.0%)
No 2 (10.5%) 1(11.1%) 2 (28.6%) 4 (66.7%) 9 (22.0%)
Among the 32waifing areas observed, number of
appropriate waiting areas for patientsin the HCT
clinic/room (A403a,A403b)
Yes, clean withadequate seating 14 (82.4%) 6 (75.0%) 5 (100.0%) 2 (100.0%) 27 (84.4%)
Yes, but not clean or adequate 3(17.7%) 2 (25.0%) 0 0 5 (15.6%)
ObservedHCT provider'sroomfor seeing patients
(A404)
Observed 19 (100.0%) 9 (100.0%) 7 (100.0%) 4 (66.7%) 39 (95.1%)
None observed 0 0 0 2 (33.3%) 2 (4.9%)
Among tThe 39 HCT providerrooms observ ed, sefup of
the provider’sroom forseeing patients¥ (A404)
Respective seating for provider and patient 1(6.3%) 0 0 0 1(2.6%)
Well-lit room 1(6.25%) 0 0 0 1(2.6%)
Auditoryand visual privacy 14 (87.5%) 9 (100.0%) 7 (100.0%) 6 (100%) 36 (92.3%)
Number of providers working af the HCT clinic/room
(A405)
0 1(5.3%) 0 0 0 1(2.4%)
| 13 (68.4%) 5 (55.6%) 3 (42.9%) 2 (33.3%) 23 (56.1%)
2 4 (21.1%) 1(11.1%) 1(14.3%) 2 (33.3%) 8 (19.5%)
>3 1(5.3%) 3 (33.3%) 3 (42.9%) 2 (33.3%) 9 (22.0%)
Were FP commodities av ailable at HCT clinic/ room?
(A407)
Yes 16 (84.2%) 8 (88.9%) 6 (85.7%) 5 (83.3%) 35 (85.4%)
No 3(15.8%) 1(11.1%) 1(14.3%) 1(16.7%) 6 (14.6%)
Among the 35 HCT clinics/rooms prov iding FP
commodities, modern FP commodities and supplies
av ailable at the HCT clinic ¥ (A407)
Pills 1(6.25%) 1(12.5%) 2 (33.3%) 0 4 (11.4%)
Male condoms 15 (93.8%) 7 (87.5%) 5 (83.3%) 5 (100.0%) 32 (91.4%)
Female condoms 8 (50.0%) 4 (50.0%) 6 (100.0%) 3 (50.0%) 21 (60.0%)
Injectables 1(6.25%) 0 3 (50.0%) 0 4 (11.4%)
1UDs 0 0 0 0 0
Implants 0 0 1 0 1(2.9%)
Female sterilization 0 0 0 0 0
Male sterilization 0 0 0 0 0
Emergency contraception (EC) 0 0 0 0 0
Among the 35HCT clinics/rooms prov iding FP
commaodities, method of capturing FP dataat the HCT
clinic (A408)
Extra columnsaddedin the HCTregister 12 (34.3%) 6 (17.2%) 3 (8.6%) 2 (5.7%) 23 (65.7%)
Separate FP register maintained 1(6.3%) 0 1(16.7%) 1 (20.0%) 3 (8.6%)
No notificationmade inregister 3(18.8%) 1(12.5%) 2 (33.3%) 1(20.0%) 7 (20.0%)
Could not check register 0 1(12.5%) 0 1 (20.0%) 2 (5.7%)
Are TEC messages aboufHIVseen afthe HCT
clinic/roome?' (A409)
Yes 9 (47.4%) 5(55.6%) 6 (85.7%) 3 (50.0%) 23 (56.1%)
No 10 (52.6%) 4 (44.4%) 1(14.3%) 3 (50.0%) 18 (43.9%)
Are TEC messages about FP seen afthe HCT
clinic/room22 (A410)
Yes 3(15.8%) 2 (22.2%) 2 (28.6%) 2 (33.3%) 9 (22.0%)
No 16 (84.2%) 7 (77.8%) 5(71.4%) 4 (67.7%) 32 (78.0%)

* Numbersin parentheses denote the question numberthe data were pulled from

¥categories are NOT mutually exclusive

'lEC messages about HIV includes: HIV prevention, role of FP in HIV prevention, ART adherence, importance of testing, availability of

HIV services, signs of Ols, HIVrelated nutrition

2JEC messages about FP includes: FP methods, benefits of FP for PLHIV, importance of using FP methods, availability of FP methods,

where to get FP methods
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Table A-1.3: Characteristics of the ART clinic/room, at outpatient department (OPD)

Integrated
Health

Health
Centres/Posts

Public CHAM

Missions ok

Characfteristics

N (%)

Hospitals
N (%)

N (%)

Centres
N (%)

N (%)

ofalnumber of facilifies
Is there adequate waiting area for patients/clients at
the ART clinic/room?2 (A503)™
Yes 14 (73.7%) 9 (100.0%) 5(71.4% 4 (66.7%) 32 (78.0%)
No 5 (26.3%) 0 2 (28.6%) 2 (33.3%) 9 (22.0%)
Of the 32 clinics with adequate waiting area, number
with appropriate waiting area forpatientsin the ART
clinic/room¥,(A503a,A503b)
Yes, clean withadequate seating 14 (100.0%) 7 (77.8%) 4 (80.0%) 4 (100.0%) 29 (90.6%)
Yes, but not cleanor adequate 0 2 (22.2%) 1 (20.0%) 0 3 (9.4%)
Setup of the provider’'sroom for seeing patients*
(A504)
Respective seating for provider and patient 1(5.6%) 0 0 0 1(2.4%)
Well-lit room 2(11.1%) 1(11.1%) 6 (15.0%) 0 6 (14.6%)
Auditoryandvisual privacy 15 (83.3%) 8 (88.9%) 33 (82.5%) 6 (100.0%) 33 (80.5%)
Number of prov iders working at the ART clinic/room
(A505)
] 8 (42.1%) 2 (22.2%) 1(14.3%) 2 (33.3%) 13 (31.7%)
2 6 (31.6%) 1(11.1%) 3 (42.9%) 1(16.7%) 11 (26.8%)
>3 5 (26.3%) 6 (66.7%) 3 (42.9%) 3 (50.0%) 17 (41.5%)
Were FP commodities av ailable at ART clinic/room?
(A507)
Yes 16 (84.2%) 8 (88.9%) 6 (85.7%) 5 (83.3%) 35 (85.4%)
No 3(15.8%) 1(11.1%) 1(14.2%) 1(16.7%) 6 (14.6%)
Among the 35 facilities where FP commodities were
av ailable, the type of FP commodities and supplies
av ailable at the ART clinic/room* (A507)
Pills 4 (25.0%) 1(12.5%) 0 3 (60.0%) 8 (22.9%)
Male condoms 16 (100.0%) 7 (87.5%) 6 (100.0%) 5 (100.0%) 34 (97.1%)
Female condoms 8 (50.0%) 6 (75.0%) 3 (50.0%) 3 (60.0%) 20 (57.1%)
Injectables 4 (25.0%) 1(12.5%) 2 (33.3%) 4 (80.0%) 11 (31.4%)
IUDs 1(6.3%) 0 1(16.7%) 0 2 (5.7%)
Implants 2 (12.5%) 0 0 3 (60.0%) 5 (14.3%)
Female sterilization 0 0 0 0 0
Male sterilization 0 0 0 0 0
EC 1(6.3%) 0 0 3 (60.0%) 4 (11.4%)
Method of capturing FP dataat the ART clinic/room
(A508)
Extra columnsaddedin the ARTregister 2 (12.5%) 2 (25.0%) 1(16.7%) 1 (20.0%) 6(17.1%)
Separate FP register maintained 5(31.3%) 2 (25.0%) 0 1 (20.0%) 8 (22.9%)
No notificationmade inregister 3(18.8%) 1(12.5%) 0 0 4 (11.4%)
Could not check register 6 (33.3%) 3 (37.5%) 5 (83.3%) 3 (60.0%) 17 (48.6%)
Are [EC messages about HIVseen atthe ART
clinic/room?2! (A509)
Yes 9 (47 .4%) 5 (55.6%) 4 (57.1%) 2 (33.3%) 20 (48.8%)
No 10 (52.6%) 4 (44.4%) 3 (42.9%) 4 (66.7%) 21 (51.2%)
Are |IEC messages about FP seen atthe ART
clinic/roomg2 (A510)
Yes 7 (36.8%) 3 (33.3%) 1(14.3%) 4 (66.7%) 15 (36.6%)
No 12 (63.2%) 6 (66.7%) 6 (85.7%) 2 (33.3%) 26 (63.4%)

* Numbersin parentheses denote the question number the data were pulled from
** The ART clinics/rooms observedincluded stand-alone clinics, as wellas rooms within a larger OPD where providers were giving ART

services
¥ categories are NOT mutually exclusive

'lEC messages about HIV includes: HIV prevention, role of FP in HIV prevention, ART adherence, Importance of testing, availability of

HIV services, signs of Ols, HIVrelated nutrition

2 FP-related messages includes: FP Methods, benéefits of FP for PLHIV, importance of using FP methods, availability of FP methods, where

to get FP methods
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Table A-1.4: Characteristics of the FP clinic/room, at outpatient department (OPD)

Health Public CHAM e
Characteristics Centres/Posts Hospitals Missions C:r?ires
N (%) N (%) N (%) N (%)
Totalnumber of FP clinics and FP rooms 6
observ ed*
[s There appropriafe waiting area for
patientsin the FP clinic? (A603a,A603b) **
Yes, clean withadequate seating 12 (80.0%) 6 (66.7%) 3 (100.0%) 5 (83.3%) 28 (84.8%)
Yes, not clean but adequate 3 (20.0%) 3 (33.3%) 0 1(16.7%) 5(15.2%)
seating
WasFP provider sroomfor seeing patients
observed? (A604)
Observed 15 (100.0%) 8 (88.9%) 3 (100.0%) 6 (100.0%) 32 (97.0%)
None observed 0 1(11.1%) 0 0 1 (3.0%)
Of the 32 providerrooms observ ed, sefup
of the prov ider’'sroom for seeing patientst
(A604)
Respective seating for providerand 11 (73.3%) 6 (75.0%) 3 (100.0%) 2 (33.3%) 23 (71.9%)
patient
Well-lit room 11 (73.3%) 6 (75.0%) 3 (100.0%) 1(16.7%) 21 (65.6%)
Auditoryand visual privacy 10 (66.7%) 4 (50.0%) 3 (100.0%) 2 (33.3%) 19 (59.4%)
Number of providersworking at the FP
clinic (A605)
0 0 0 1(33.3%) 1(16.7%) 2 (6.1%)
] 9 (60.0%) 2 (22.2%) 2 (66.6%) 1(16.7%) 14 (42.4%)
2 4 (26.7%) 4 (44.4%) 0 2 (33.3%) 10 (30.3%)
>3 2 (13.3%) 2 (22.2%) 1(33.3%) 2 (33.3%) 7 (21.2%)
Modern FP commodities and supplies
av ailable at the FP clinict (A607)
Pills 10 (66.7%) 6 (66.7%) 3 (100.0%) 3 (50.0%) 22 (66.7%)
Male condoms 11 (73.3%) 6 (66.7%) 3 (100.0%) 3 (50.0%) 23 (69.7%)
Female condoms 9 (60.0%) 6 (66.7%) 3 (100.0%) 2 (33.3%) 20 (60.6%)
Injectables 11 (73.3%) 6 (66.7%) 3 (100.0%) 3 (5.0%) 23 (69.7%)
1UD 3 (20.0%) 4 (44.4%) 1(33.3%) 0 8 (24.2%)
Implants 9 (60.0%) 5 (55.6%) 2 (66.7%) 2 (33.3%) 18 (54.5%)
Female sterilization 1(6.7%) 2 (22.2%) 0 0 3 (2.1%)
Male sterilization 0 1(11.1%) 0 0 1 (3.0%)
Emergency contraception 5 (33.3%) 4 (44.4%) 1(33.3%) 2 (33.3%) 12 (36.4%)
Are HIVservices provided atthe FP clinic?
(A608)
Yes 11 (73.3%) 7 (77.8%) 2 (66.7%) 5 (83.3%) 25 (75.8%)
No 4 (26.7%) 2 (22.2%) 1(33.3%) 1(16.7%) 8 (24.2%)
Of the 25 facilities with HIV services
providedat the FP clinic, types of HIV
services prov idedf (A608a)
HCT 2 (18.2%) 3 (42.9%) 1 (50.0%) 2 (40.0%) 8 (32.0%)
PMTCT 5 (45.5%) 3 (42.9%) 0 2 (40.0%) 10 (40.0%)
Other HIV services 9 (81.2%) 5 (71.4%) 1 (50.0%) 3 (60.0%) 18 (72.0%)
Were [EC messages on HIVseen atthe FP
clinicg2
Yes 7 (46.7%) 4 (44.4%) 1(33.3%) 2 (33.3%) 14 (42.4%)
No 8 (53.3%) 5 (55.6%) 2 (66.7%) 4 (66.7%) 19 (57.6%)
Were [EC messages on FP seen at the FP
clinic?
Yes 9 (56.3%) 6 (66.7%) 3 (100.0%) 2 (33.3%) 20 (60.6%)
No 7 (43.8%) 3 (33.3%) 0 4 (66.7%) 13 (39.4%)

*Eight facilitieshadno FP clinic on theday of observation. Ofthose facilities, two donot have a FP clinic at alland the othersix have
FP clinics but theywere not operating on the day of observation. Hence, only 33 FP clinics/rooms were observed.

**Numbersin parentheses denote the questionnumberthe datawere pulled from
t Categories are NOT mutually exclusive

1|[EC messageson HIV includesV: HIV prevention, role of FP in HIV prevention, ART adherence, importance of testing, availability of HIV
services, signs of Ols, HIV-related nutrition

2 |EC messages on includes: FP Methods, benefits of FP for PLHIV, importance of using FP methods, availability of FP methods, where to
get FP methods
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Table A-2: Demographics of facility-in-charge within selected facilities, by facility type

Integrated
Health

Health
Centres/Posts

Public
Hospitals

CHAM

Characteristics Missions

Centres

N (%)

N (%)

N (%)

N (%)

ofalnumber of facility in-charges
Age (B201)*
20-30 9 (47 .4%) 3 (33.3%) 2 (28.6%) 4 (66.7%) 18 (43.9%)
31-40 5 (26.3%) 2 (22.2%) 0 0 7 (17.1%)
41-50 2 (10.5%) 1(11.1%) 2 (28.6%) 2 (33.3%) 7 (17.1%)
>5] 2 (10.5%) 3 (33.3%) 3 (42.9%) 0 8 (19.5%)
Missing data/noresponse 1(5.3%)
Gender (B202)
Male 14 (73.7%) 6 (66.7%) 4 (57.1%) 3 (50.0%) 27 (65.8%)
Female 5(26.3%) 3 (33.3%) 3 (42.9%) 3 (50.0%) 14 (34.2%)
Current occupation (B203)
MedicalDoctor 1(5.3%) 4 (44.4%) 2 (28.6%) 0 7 (17.1%)
Registered Nurse/Midwife 1(5.3%) 3 (33.3%) 1(14.3%) 0 5 (12.2%)
Clinical Officer 3(15.8%) 2 (22.2%) 2 (28.6%) 1(16.7%) 8 (19.5%)
Paramedical worker! 14 (73.7%) 0 2 (28.6%) 5 (83.3%) 21 (51.2%)
How longhav e you worked since you last
graduated? (B204)
<lyr 2 (10.5%) 0 1(14.3%) 1(16.7%) 4 (9.8%)
2-5yrs 8 (42.1%) 5 (55.6%) 2 (28.6%) 2 (33.3%) 17 (41.5%)
6-10yrs 4(21.1%) 1(11.1%) 1(14.3%) 1(16.7%) 7 (17.1%)
2] 1yrs 5(26.3%) 3 (33.3%) 3 (42.9%) 2 (33.3%) 13 (31.7%)
Have youreceivedanytrainingin FP services?
(B301)
Yes 18 (94.7%) 6 (66.7%) 4 (57.1%) 5 (83.3%) 33 (80.5%)
No 1(5.3%) 3 (33.3%) 3 (42.9%) 1(16.7%) 8 (19.5%)
Of the 33 providers who receivedtrainingin FP
services, the type of fraining they receiv ed in
prov iding FP services¥ (B301)
Pre-service FP 14 (77 .8%) 3 (50.0%) 2 (50.0%) 3 (60.0%) 22 (66.7%)
Short-acting methods? 7 (38.9%) 2 (33.3%) 2 (50.0%) 3 (60.0%) 14 (42.4%)
Implant? 13 (72.2%) 1(16.7%) 1(25.0%) 3 (60.0%) 18 (54.5%)
1UD 10 (55.6%) 2 (33.3%) 1(25.0%) 3 (60.0%) 16 (48.5%)
Sterilization (male/female) 1(5.6%) 1(16.7%) 0 2 (40.0%) 4 (12.1%)
Haveyoureceivedanyfrainingin providing
HIVservices (B302)
Yes 19 (100.0%) 7 (77.8%) 6 (85.7%) 6 (100.0%) 38 (92.7%)
No 0 2 (22.2%) 1(14.3%) 0 3(7.3%)
Ofthe 38 providerswho havereceived HIV
fraining, the type of fraining they receiv ed in
providing HIVservices* (B302)
HCT 10 (52.6%) 2 (28.6%) 2 (33.3%) 2 (33.3%) 16 (42.1%)
PMTCT 15 (78.9%) 5 (71.4%) 3 (50.0%) 4 (66.7%) 27 (71.1%)
Other HIV services? 17 (89.5%) 7 (100.0%) 6 (100.0%) 6 (100.0%) 36 (94.7%)
Have you receiv ed training in providing FP/SRH
and HIVintegration services (B303)
Yes 9 (47.4%) 2 (22.2%) 1(14.3%) 4 (66.7%) 16 (39.0%)
No 10 (52.6%) 7 (77.8%) 6 (85.7%) 2 (33.3%) 25 (61.0%)
Of the 16 providerswhoreceived FP/SRHand
HIV training, entity that provided the training*
(B303, B303b)
Medical/nursing training 0 0 0 2 (50.0%) 2 (12.5%)
MOH 3 (33.3%) 0 0 1(25.0%) 4 (25.0%)
Donors/implementing partners* 6 (66.7%) 1 (50.0%) 1 (100.0%) 2 (50.0%) 10 (62.5%)

*Numbersin parentheses denote the question numberthe data were pulled from

' Paramedical workersinclude: Nurse midwife, technician, medical assistant, auxiliary nurse, patient attendant, HIV counselor
2 Short-acting methodsinclude: pills, female condoms, EC, Implant include: Jadelle, Implanon, norplant

3 OtherHlVservices includes: HIV monitoring, ART, condom provision, management of Ols, HIV-related nutrition support
“Donors/implementing partnersincludes: UNFPA, SSDI-Jhpiego, BLM, Qutside Malawi

¥Categories are NOT mutually exclusive
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Table A-2.1: Integration of FP services into ART services, by facility type, based on interviews with in-charge

A. Total number n=41

Family Planning Services

(0] ,-1¢
Integrafion | peproduciive Male :2::
Model decision ndom Injectables Pills 1UD Implants BTL Vasectomy (ECg
counseling condoms femalle
condoms)
Sameclinic, | 28(683%) | 40(97.6%) | 17(415%) | 4 o | (7.2% ) | 8095%) | o 0 24 (58.5%)
same day*
Same
facility, 17 (41.5% 7071%) | 23(56.1% 26 161 22(53.7% / 4(9.8% 15 (36.6%
different (41.5%) (17.1%) 3 (56.1%) (63.4%) | (39.0%) (53.7%) (17.1%) (9.8%) 5 (36.6%)
room, same
day
Same 1 (2.4% 0 4(9.8% 4 10 111 (268%) | 02 11 (26.8% 2 (49%
facility, (2.4%) (9-8%) | (9.8%) | (24.4%) | 1" (26:8%) | (31 7%) (26.8%) (4.9%)
differentday
Referred out 2 13 17
to anofher 2 (49%) 1 (2.4%) 2049%) | a3 | st | 30228 | gy | 17 141:5%) | (2.4%)
facility/
pharmacyt
0 0 0 0 I 4(9.8%) 15 16 (39.0%) 0
Bl’:‘ " (26.8%) : (36.6%) '
ouireac
T
None 0 0 0 0 0 0 paz) | 3073%) | (2.4%)
Community- 1 (2.4%) 1 (2.4%) 124%) | pum | O 0 0 0 1 (2.4%)
based HSAs

*same clinic same day includes two categories ofintegration: same clinic, same providerandsame clinic, different provider

freferred out to another facility/pharmacy includes t hree categories of integration: another facility, same day; another facility,
different day; and referto pharmacy

B. Health centres n=19

Family Planning Services

Other
Integraion  Reproductive | ::::
Model decision Injectables Pills IUD Implants BTL Vasectomy 9
t condoms (EC,
counseling female
condoms)
Same clinic, 9 1
same day 15 (78.9%) 19 (100%) 10 (52.6%) (47.4%) | (5.3%) 4(21.1%) 0 0 13 (68.4%)
Same facility, 10 3
differentroom, 2 (10.5%) 8 (42.1%) 8 (42.1%) 0 0 5 (26.3%)
same day 6 (31.6%) (52.6%) | (15.8%)
Same facility, 2 6 5
different day 0 0 2(105%) | (10.5%) | (31.6%) | 8 421%) | (263%) | °(263%) 0
Referred out to 7 10
anotherfacility/ 0 0 0 0 1(5.3%) 10 (52.6%) 0
pharmacy (36.8%) (52.6%)
8 11
BLM outreach 0 0 0 0 (42.1%) 2 (10.5%) (57.9%) 10 (52.6%) 0
None 0 0 0 0 0 0 0 0 0
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C. Public hospitals n=9

Family Planning Services

Other
Integraion  Reproductive | ::::
Model decision Injectables Pills IUD Implants BTL Vasectomy 9
% condoms (EC,
counseling female
condoms)
Same clinic,
same day 5 (55.6%) 9 (100.0%) 0 0 0 0 0 0 3 (33.3%)
Same facility, 8 8 5
different room, 4 (44.4%) 2 (22.2%) 8 (88.9%) 8 (88.9%) 3 (33.3%) 5 (55.6%)
same day (88.9%) | (88.9%) (55.6%)
Same facility, 1 3 )
different day 0 0 VOVIR) gy | (333%) | 21222%) | (ee7m) | 219567 | TOT1%)
Referred out to 1
anotherfacility/ 0 0 0 0 0 0] 1(11.1%) 0
(11.1%)
pharmacy
BLM outreach 0 0 0 0 0 0 0 1(11.1%) 0
None 0 0 0 0 0 0 0 0 0
D. CHAM n=5*
Family Planning Services
Other
Integration Reproductive Male cs::?l:
Model decision Injectables  Pills IUD Implants BTL Vasectomy 9
. condoms (EC,
counseling
female
condoms)
Same clinic, 2
same day 3 (60.0%) 5 (100.0%) 3 (60.0%) (40.0%) 0 1 (20.0%) 0 0 5 (100.0%)
Same facility, 4 9 1
differentroom, 3 (60.0%) 0 3 (60.0%) (80.0%) | (40.0%) 2 (40.0%) (20.0%) 1 (20.0%) 2 (40.0%)
same day
Same facility, 1 1
different day 1 (20.0%) 0 1 (20.0%) (20.0%) 0 0 (20.0%) 0 1 (20.0%)
Referred out to
another 1 4 4
facility/ 1 (20.0%) 0 1 (20.0%) (20.0%) | (80.0%) 3 (60.0%) (80.0%) 4 (80.0%) 0
pharmacy
1 1
BLM outreach 0 0 0 0 (20.0%) 1 (20.0%) (20.0%) 1 (20.0%) 0
None 0 0 0 0 0 0 0 1 (20.0%) 0
Community- 1
based HSAs 1 (20.0%) 1 (20.0%) 1 (20.0%) (20.0%) 0 0 0 0 1 (20.0%)

*There were a totalof 7 CHAM clinics, but only 5 provided family planning; 6 provided condoms as HIV services
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E. Integrated facilities n=6

Family Planning Services
Other
short-
Male . . acfing
condoms Injectables Pills IUD Implants BTL Vasectomy (EC,
female
condoms)

Integration Reproductive

Model decision
counseling

Same clinic, 5 (83.3%) 6 (100.0%) 4 (66.7%) 2 3 (50.0%) 0 3 (50.0%)

same day (66.7%) | (33.3%)

Same facility, 4 (66.7%) 3 (50.0%) 4 (66.7%) 4 3 4 (66.7%) 1 0 3 (50.0%)

differentroom, (66.7%) | (50.0%) (16.7%)

same day

Same facility, 0 0 0 0 1 1(16.7%) 1 1(16.7%) 0

different day (16.7%) (16.7%)

Referred out fo T(16.7%) T(16.7%) T(16.7%) ] 2 T(16.7%) 2 2 (33.3%) T(16.7%)

anotherfacility/ (16.7%) | (33.3%) (33.3%)

pharmacy

BLM outreach 0 0 0 0 2 1(16.7%) 3 4 (66.7%) 0
(33.3%) (50.0%)

None 0 0 0 0 0 0 1 2 (33.3%) 1(16.7%)

(16.7%)

38



Annex A. Data Analysis

Table A-2.2: Description of health services provided according to facility-in-charge, by facility type

Health
Centres/Posts

Characteristics

oralnumuper ortaciiries

N (%)

Public
Hospitals
N (%)

CHAM
Missions
N (%)

Integrated
Health Centres
N (%)

Total
N (%)

FP services provided at thistacility* (B402)*

RH counseling 19 (100.0%) 9 (100.0%) 5(71.4%) 6 (83.3%) 39 (95.1%)
Pills 18 (94.7%) 8 (88.9%) 5(71.4%) 6 (100.0%) 37 (90.2%)
Male condoms 18 (94.7%) 9 (100.0%) 5(71.4%) 6 (100.0%) 38 (92.7%)
Female condoms 18 (94.7%) 9 (100.0%) 5(71.4%) 5 (83.3%) 37 (90.2%)
Injectables 18 (94.7%) 9 (100.0%) 5(71.4%) 6 (100.0%) 38 (92.7%)
1UD 10 (94.7%) 7 (77.8%) 2 (28.6%) 4 (66.7%) 23 (56.1%)
Implants 14 (73.7%) 9 (100.0%) 4 (57.1%) 6 (100.0%) 33 (80.5%)
Female sterilization 1(5.2%) 9 (100.0%) 2 (28.6%) 2 (33.3%) 14 (34.1%)
Male sterilization 2 (10.5%) 5 (55.6%) 1(14.3%) 1(16.7%) 9 (21.9%)
Emergency contraception 9 (24.5%) 7 (77.8%) 5(71.4%) 3 (50.0%) 24 (58.5%)

Of the 39 facilities that provide FP, where clients

canreceiv e FP at this facility* (B403)
DesignatedFP clinic 14 (73.7%) 8 (88.9%) 3 (60.0%) 5 (83.3%) 30 (76.9%)
ANC/PMTCT clinic 4 (21.1%) 1(11.1%) 0 3 (50.0%) 8 (20.5%)
OPD! 5 (26.3%) 2 (22.2%) 3 (60.0%) 4 (66.7%) 14 (35.9%)
IPD? 1(5.3%) 3 (33.3%) 0 3 (50.0%) 7 (17.9%)
HCT clinic 3 (15.8%) 0 0 3 (50.0%) 6 (15.4%)
ART clinic 5 (26.3%) 1(11.1%) 1 (20.0%) 3 (50.0%) 10 (25.6%)

|"Ofthe 30Tacilifies Thathave a designafed FP

clinic, numberofdays perweekwhen FP clinic is

open (B403aaq)
Once a week 7 (50.0%) 0 1 (33.3%) 1 (20.0%) 9 (30.0%)
2-4 times a week 2 (14.3%) 0 0 0 2 (6.7%)
5 or more times a week 5(35.7%) 8 (100.0%) 2 (66.7%) 4 (80.0%) 19 (63.3%)

Ofthe 39 facilifies That provide FP, have FP

commodities been stocked out or expired in the

last three months (B404)
Yes 12 (63.2%) 3 (33.3%) 2 (40.0%) 0 17 (43.6%)
No 7 (36.8%) 6 (66.7%) 3 (60.0%) 6 (100.0%) 22 (56.4%)

Of the 17 facilities that have experienced

stockouts, which methods? (B404)
Pills 5(41.7%) 2 (66.7%) 1 (50.0%) 0 8 (47.1%)
Male condoms 5(41.7%) 2 (66.7%) 1 (50.0%) 0 8 (47.1%)
Female condoms 2 (16.7%) 2 (66.7%) 1 (50.0%) 0 5 (29.4%)
Injectables 6 (50.0%) 2 (66.7%) 1 (50.0%) 0 8 (47.1%)
1UDs 1(8.3%) 2 (66.7%) 1 (50.0%) 0 3(17.6%)
Implants 3 (25.0%) 2 (66.7%) 0 0 5 (29.4%)
Emergency Contraception 0 0 1 (50.0%) 0 1(5.8%)

Locafion of ART services af this facility? (B407]
Designated ART clinic 17 (89.5%) 8 (88.9%) 7 (100.0%) 5 (83.3%) 37 (90.2%)
ANC/PMTCT clinic 2 (10.5%) 3 (33.3%) 1(14.3%) 6 (100.0%) 12 (29.3%)
OPD! 2 (10.5%) 3 (33.3%) 0 4 (66.7%) 9 (21.9%)
IPD2 3(15.8%) 1(11.1%) 1(14.3%) 4 (66.7%) 9 (21.9%)
HCT clinic 0 1(11.1%) 0 2 (33.3%) 3(7.3%)
FP clinic 1(5.3%) 0 0 2 (33.3%) 3(7.3%)

Number of days perweekwhen ART clinic is

open (B407a)
Once a week 11 (57.9%) 1(11.1%) 2 (28.6%) 1(16.7%) 15 (36.6%)
2-4times a week 2 (10.5%) 1(11.1%) 1(14.3%) 0 4(9.8%)
5 or more times a week 5(26.3%) 6 (66.7%) 4 (57.1%) 5 (83.3%) 20 (48.8%)
None provided at this facility 1(5.3%) 1(11.1%) 0 0 2 (4.9%)

Location of PMTCTserv ices at this facility* (B408)
PMTCT/ ANC Clinic 15 (78.9%) 8 (88.8%) 6 (85.7%) 5 (83.3%) 34 (82.9%)
Otherlocation? 18 (94.7%) 8 (88.9%) 7 (100.0%) 5 (83.3%) 38 (92.7%)

Number of days perweekwhen PMTCT clinic is

open (B408a)
Once a week 0 0 1(14.3%) 0 1(2.4%)
2-4times a week 7 (36.8%) 0 3 (42.9%) 1(16.7%) 11 (26.8%)
5 or more times a week 12 (63.2%) 8 (100.0%) 3 (42.9%) 5 (83.3%) 28 (68.3%)
None provided at this facility 0 1(11.1%) 0 0 1(2.4%)
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Health Public CHAM Integrated

Characteristics Cenfres/Posts Hospitals Missions Health Cenfres
N (%) N (%) N (%) N (%)

HIV.commodities that have stocked out or
expired in the past 3months¥* (B409)
HCTkits 6 (31.6%) 4 (44.4%) 2 (28.6%) 2 (33.3%) 14 (34.1%)
ARVs 7 (36.8%) 3 (33.3%) 0 0 10 (24.4%)
Opportunistic infections drugs 3 (15.8%) 1(11.1%) 1(14.3%) 1(16.7%) 6 (14.6%)
Injectables 1(5.3%) 0 0 0 1(2.4%)
Condoms 2 (10.5%) 1(11.1%) 1(14.3%) 0 4(9.8%)
Other commodities* 2 (10.5%) 0 1(14.3%) 0 3 (7.3%)
Routine HIV services provided by community
health workersto HIV patientsin their
home/community ¥ (B410)
HCT 1(5.3%) 1(11.1%) 2 (28.6%) 2 (33.3%) 6 (14.6%)
PMTCT 0 1(11.1%) 1(14.3%) 0 2 (4.9%)
ART 2 (10.5%) 0 2 (28.6%) 0 4 (9.8%)
Other HIV services® 6 (31.6%) 3 (33.3%) 5(71.4%) 5 (83.3%) 19 (46.3%)
Are FP services provided to HIV patients within
theirhomes(B410b)
Yes 6 (31.6%) 3 (33.3%) 3 (42.9%) 4 (66.7%) 16 (39.0%)
No 13 (68.4%) 6 (66.7%) 4 (57.1%) 2 (33.3%) 25 (60.9%)
Of the 16 facilities that support community
distribution of FP servicesto HIV patients, routine
FP services provided by community health
workers to HIV patientsin theirhome/community
¥ (B410b)
RH counseling 6 (100.0%) 3 (100.0%) 3 (100.0%) 4 (100.0%) 16 (100.0%)
Male condoms 6 (100.0%) 3 (100.0%) 3 (100.0%) 4 (100.0%) 16 (100.0%)
Injectables 2 (33.3%) 0 0 2 (50.0%) 4 (25.0%)
Pills 3 (50.0%) 1(33.3%) 2 (66.7%) 0 6 (37.5%)
Female condoms 6 (100.0%) 3 (100.0%) 3 (100.0%) 3 (75.0%) 15 (93.8%)
Emergency contraception 0 0 0 0 0

*Numbersin parentheses denote the question numberthe data were pulled from
¥Categories are NOT mutually exclusive
'OPD includes: postnatal, Under-five clinic
2|PDincludes: labor and delivery, operatingroom (theater/surgery)
3Qtherlocationsincludes: FP clinic, OPD, HCT, ART, IPD
4Othercommoditiesincludes: PMTCT
S0therHIVservicesincludes: HIV monitoring, condom provision, management of Ols, HIV-related nutrition support
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Table A-3: Demographics of health service provider within selected facilities, by facility type

Health Public Integrated Health

Characteristics Cenfres/Posts Hospitals Cenfres
N (%)

CHAM Missions

N (%) N (%)
ofalnumberofproviders 6.29 .39
Age (CTOTJ”
20-30 17 (31.5%) 7 (21.9%) 5 (23.8%) 7 (46.7%) 36 (29.5%)
31-40 19 (35.2%) 13 (40.6%) 9 (42.9%) 5 (33.3%) 46 (37.7%)
41-50 11 (20.4%) 7 (21.9%) 2 (9.5%) 1(6.7%) 21 (17.2%)
251 7 (12.9%) 5(15.6%) 5 (23.8%) 2 (13.3%) 19 (15.6%)
Gender(CT02)
Male 30 (55.6%) 11 (34.4%) 9 (42.9%) 5 (33.3%) 55 (45.1%)
Female 24 (44.4%) 21 (65.6%) 12 (57.1%) 10 (66.7%) 67 (54.9%)
Current Occupation ([CT03])
Registered Nurse/Midwife 4 (7.6%) 5 (15.6%) 2 (9.5%) 3 (20.0%) 14 (11.5%)
Clinical Officer 4 (7.6%) 7 (21.9%) 3 (14.3%) 0 14 (11.5%)
HSA 21 (39.6%) 1(3.1%) 2 (9.5%) 2 (13.3%) 26 (21.3%)
Paramedical worker! 24 (45.3%) 19 (59.4%) 14 (66.7%) 10 (66.7%) 67 (54.9%)

Lengfh of fime working af this
facility (C103a)

<lyr 9 (16.7%) 3 (9.4%) 1 (4.8%) 4(26.7%) 17 (13.9%)
2-5yrs 20 (37.0%) 12 (37.5%) 7 (33.3%) 2 (13.3%) 41 (33.6%)
6-10yrs 15 (27.8%) 10 (31.3%) 5 (23.8%) 4(26.7%) 34 (27.8%)
>]lyrs 10 (18.5%) 7 (21.9%) 8 (38.1%) 5 (33.3%) 30 (24.6%)

How longhav e you worked since
you last graduated (C104)

<lyr 2 (3.7%) 1(3.1%) 0 4(26.7%) 7 (5.7%)
2-5yrs 16 (29.6%) 4 (12.5%) 6 (28.6%) 3 (20.0%) 29 (23.8%)
6-10yrs 17 (31.5%) 12 (37.5%) 3 (14.3%) 4(26.7%) 36 (29.5%)
>11yrs 19 (35.2%) 15 (46.9%) 12 (57.1%) 4(26.7%) 50 (40.9%)

Have you receivedanytrainingin
prov iding FP services(C201)
Yes 41 (75.9%) 28 (87.5%) 15 (71.4%) 12 (80.0%) 96 (78.7%)
No 13 (24.1%) 4 (12.5%) 6 (28.6%) 3 (20.0%) 26 (21.3%)

Ofthe 96 providerswhohave
receiv ed FP training, the training
theyreceiv edin providing FP
services¥ (C201)

Pre-service FP 22 (53.7%) 25 (89.3%) 12 (80.0%) 6 (50.0%) 65 (67.7%)
Injectables 4(9.8%) 0 0 2 (16.7%) 6 (6.3%)
Short-acting methods? 23 (56.1%) 16 (57.1%) 5 (33.3%) 7 (58.3%) 51 (53.1%)
Implant 25 (60.9%) 15 (53.6%) 4(26.7%) 7 (58.3%) 51 (53.1%)
1UD 15 (36.6%) 14 (50%) 3 (23%) 4 (33.3%) 36 (37.5%)
BTL 1 (2.4%) 7 (25%) 2 (13.3%) 1(8.3%) 11 (11.5%)
Vasectomy 0 4 (14.3%) 2 (13.3%) 1(8.3%) 7 (7.3%)

Have you received anytrainingin

providing HIV services?e (C202)
Yes 49 (90.7%) 31 (96.8%) 20 (95.2%) 14 (93.3%) 114 (93.4%)
No 5(9.3%) 1(3.1%) 1(4.8%) 1(6.7%) 8 (6.6%)

Ofthe 114 providerswhoreceived
HIV training, the trainingreceiv ed
in providingHIVservices¥ (C202)

HCT 28 (57.1%) 14 (45.2%) 7 (35.0%) 5 (35.7%) 54 (47.4%)
PMTCT 32 (65.3%) 24 (77.2%) 12 (60.0%) 11 (78.6%) 79 (69.3%)
Other HIV services? 43 (87.8%) 30 (96.8%) 20 (100.0%) 12 (85.7%) 105 (92.1%)

Receiv ed trainingin FP/SRHand
HIVintegration (C203)

Yes 12 (22.2%) 8 (25.0%) 4(19.1%) 5 (33.3%) 29 (23.8%)
No 42 (77.8%) 24 (75.0%) 15 (71.4%) 10 (66.7%) 91 (74.6%)
Not sure 0 0 2 (9.5%) 0 2 (1.6%)

*Numbersin parentheses denote the question numberthe data were pulled from
¥Categories are NOT mutually exclusive
'Paramedical workersinclude: Nurse midwife technician, medical assistant, auxiliary nurse, patient attendant, HIV counselor

2Short-acting methodsinclude: pills, female condoms, EC, Implant include: Jadelle, Implanon, Norplant; Long-acting methodsinclude:
IUD, Implants, Female and Male sterilization

3 QtherHIVservices includes: HIV monitoring, ART, condom provision, management of Ols, HIV—+elated nutrition support
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Table A-3.1: Description of FP-HCT integration services according to the health service provider within

selected facilities, by facility type

Characteristics

Health
Centres/Posts
N (%)

Public
Hospitals
N (%)

CHAM
Missions
N (%)

Health Centres

Integrated

N (%)

Total
N (%)

Totalnumber of providers 54 (44.3%) 32 (26.2%) 21 (17.2%) 15 (12.3%) 122 (100.0%)
Servicesthatyou provide weekly at this
facility¥(C302)"
ANC 28 (51.9%) 12 (37.5%) 11 (52.4%) 12 (80.0%) 63 (51.6%)
FP clinic 35 (64.8%) 18 (56.3%) 10 (47.6%) 13 (86.7%) 76 (62.3%)
HIV services 43 (79.6%) 27 (84.4%) 18 (85.7%) 10 (66.7%) 98 (80.3%)
Have ART services been re-organizedto
accommodate FP services? (C402)
Yes 43 (79.6%) 26 (81.3%) 17 (80.9%) 15 (100.0%) 101 (82.4%)
No 11 (20.4%) 6 (18.8%) 4 (19.0%) 0 21 (17.2%)
How ART serviceshave beenre-organizedto
accommodate provision of FP servicese¥
(C402)
More space hasbeen created 8 (18.6%) 4 (15.4%) 3(17.7%) 4 (26.7%) 19 (18.8%)
ART on-site protocolshave been 12 (27.9%) 17 (65.4%) 5(29.4%) 8 (53.3%) 42 (41.6%)
revised toaccommodate FP services
ART providers trainedin different 21 (48.8%) 11 (42.3%) 4 (23.5%) 12 (80.0%) 48 (47.5%)
methods of FP
Informalreferral agreements within the 26 (60.5%) 14 (53.8%) 6 (35.3%) 5 (33.3%) 51 (50.5%)
facility created
Facility referral agreements across 14 (32.6%) 10 (38.5%) 5 (29.4%) 2 (13.3%) 31 (30.7%)
facilities developed
ART client registers revisedto 4 (9.3%) 4 (15.4%) 1(5.9%) 2 (13.3%) 11 (10.9%)
accommodate FP services
Operating time for ART services 7 (16.3%) 2 (7.7%) 2(11.8%) 4 (26.7%) 15 (14.9%)
adjusted
ART/FP providedon the same day 3 (6.9%) 3(11.5%) 1(5.9%) 0 7 (6.9%)
Do you hayv e time/opportunity to counsel ART
clientson FP methods?
Yes 51 (94.4%) 29 (90.6%) 20 (95.5%) 14 (93.3%) 114 (93.4%)
No 2 (3.7%) 2 (6.3%) 1(4.8%) 1(6.7%) 6 (4.9%)
Not sure 1(1.9%) 1(3.1%) 0 0 2 (1.6%)
Of the 114 providerswho counseled ART
clientson FP, what FP methodsdo you
counsel ART clientsone¥ (C405a)
Pills 44 (86.3%) 21 (72.4%) 18 (90.0%) 12 (85.7%) 95 (83.3%)
Male condoms 51 (100.0%) 26 (89.7%) 20 (100.0%) 14 (100.0%) 111 (97.4%)
Female condoms 45 (88.2%) 25 (86.2%) 19 (95.0%) 13 (92.9%) 102 (89.5%)
Injectables 47 (92.2%) 26 (89.7%) 20 (100.0%) 14 (100.0%) 107 (93.9%)
1UD 28 (54.9%) 18 (62.1%) 12 (60.0%) 5 (35.7%) 63 (55.3%)
Implants 43 (84.3%) 19 (65.5%) 16 (80.0%) 10 (71.4%) 88 (77.2%)
Female sterilization 34 (66.7%) 20 (69.0%) 11 (55.0%) 7 (50.0%) 72 (63.2%)
Male sterilization 25 (49.0%) 13 (44.8%) 7 (35.0%) 5 (35.7%) 50 (43.9%)
Emergency contraception 19 (37.3%) 17 (58.6%) 10 (50.0%) 5 (35.7%) 51 (44.7%)

*Numbersin parentheses denote the question numberthe data were pulled from

¥Categories are NOT mutually exclusive
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Table A-3.2: Description of FP-HCT integration services according to the health service provider within

selected facilities, by facility type

Integration Models

Health

Centres/Posts

N (%)

Public
Hospitals
N (%)

CHAM

Missions

N (%)

Integrated
Health Cenfres

N (%)

Total

N (%)

Totalnumber of providerswhoreport a
reorganization in FP to accommodate HIV 44 26 14 13 97
services
How FP serviceshavebeenreorganizedto
accommodate clientswith HIV¥ (C410)"
More space hasbeen created 6 (13.6%) 6(23.1%) 3 (21.4%) 4 (30.8%) 19 (19.6%)
FP protocols have been revisedto 15 (34.1%) 13 (50.0%) 1(7.1%) 8 (61.5%) 37 (38.1%)
accommodate HIVservices
FP providers trained in different 23 (52.3%) 14 (53.8%) 4 (28.6%) 9 (69.2%) 50 (51.5%)
componentsofHIV
Within facilityreferral agreements 28 (63.6%) 15 (57.7%) 5 (35.7%) 8 (61.5%) 56 (57.7%)
created
Inter-facility referral agreements 18 (40.9%) 7 (26.9%) 4 (28.6%) 1(7.7%) 30 (30.9%)
developed
FP client registersrevised to 11 (25.0%) 5(19.2%) 1(7.1%) 2 (15.4%) 19 (19.6%)
accommodate HIVservices
Operating time for FP services adjusted 3 (6.8%) 2(7.7%) 2 (14.3%) 2 (15.4%) 9 (9.3%)

¥Categories are NOT mutually exclusive

*Numbersin parentheses denote the question numberthe data were pulled from
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Table A-3.3: Details on referral services according to the health service provider within selected facilities, by

facility type

Referral Details

Are clientsreferred out for services? (C413)"

Health

Centres/Posts

N (%)

Public
Hospitals
N (%)

CHAM
Missions
N (%)

Integrated

Health Centres

N (%)

Total

N (%)

Yes 48 (88.9%) 15 (46.9%) 16 (76.2%) 12 (80.0%) 91 (74.6%)
No 6(11.1%) 17 (53.1%) 5 (23.8%) 3 (20.0%) 31 (25.4%)
Of the 91 providerswhorefer clients out for
services, what priorknowledge do you hav e of
facilities to which you are referring clients for
HIVservicese¥ (C413a)
Services provided 33 (68.8%) 6 (40.0%) 11 (68.9%) 7 (58.3%) 57 (62.6%)
Weekdays on whichservices are 31 (64.6%) 5 (33.3) 7 (43.8%) 6 (50.0%) 49 (53.8%)
provided
Times when services are provided 20 (41.7%) 3 (20.0%) 5(31.2%) 3 (25.0%) 31 (34.1%)
Transport costs toreach the referral site 13 (27.1%) 4 (26.7%) 3(18.8%) 4 (33.3%) 24 (26.4%)
No prior knowledge 5 (10.4%) 7 (46.7%) 1(6.3%) 1(8.3%) 14 (15.4%)
Ofthe 91 prov iderswhorefer clients out for
services, what priorknowledge do they have of
facilities to which you are referring clients for FP
services ¥ (C413b)
Services provided 32 (66.7%) 10 (66.7%) 12 (75.0%) 9 (75.0%) 63 (69.2%)
Weekdays on whichservices are 34 (70.8%) 11 (73.3%) 6 (37.5%) 7 (58.3%) 58 (63.7%)
provided
Times when services are provided 25 (52.1%) 5 (33.3%) 5(31.3%) 5(41.7%) 40 (44.0%)
Transport costs toreach the referral site 14 (29.2%) 3 (20.0%) 5 (31.3%) 4 (33.3%) 26 (28.6%)
No prior knowledge 5(10.4%) 5 (33.3%) 1(6.3%) 2(16.7%) 13 (14.3%)
Of the 91 prov iders who refer clients out for
services, dothey have a follow-up mechanism
to confirm if clients acted onreferralse (C414)
Yes 39 (81.3%) 15 (100.0%) 14 (87.5%) 9 (75.0%) 77 (84.6%)
No/Not sure 9 (18.7%) 0 (0.0%) 2 (12.5%) 3 (25.0%) 14 (15.4%)
Of the 78 providerswhoreport a follow-up
mechanismto confirm client referrals, what
mechanisms are in place to assesswhether
referred clientsact on referralse* (C414,C414q)
Make phone callfollow-ups 10 (25.6%) 1(6.7%) 2 (14.3%) 4 (44.4%) 17 (22.1%)
Ask them to come back to clinic 30 (76.9%) 9 (60.0%) 10 (71.4%) 8 (88.9%) 57 (74.0%)
Observeintheir health passports for 28 (71.8%) 12 (80.0%) 12 (85.7%) 5 (55.6%) 57 (74.0%)
records from anotherfacility
Discuss cases at District Health 0 0 1(7.1%) 0 1(1.3%)
Management Team (DHMT) meeting
Home follow-up 3(7.7%) 0 2 (14.3%) 0 5 (6.5%)
Hasanythingbeen donetoinfroduce
integrated servicesto community/clientse
(C415)
Yes 47 (87.0%) 25 (80.7%) 18 (85.7%) 13 (86.7%) 103 (84.4%)
No 7 (12.9%) 7 (19.4%) 3 (14.3%) 2 (13.3%) 19 (15.6%)
Ofthe T03 providerswho report infroducing
integrated servicesto community/dients, what
hasbeen done tointfroduce the integrated
servicestothe community/clientse¥(C415)
Shared information withcommunity 40 (85.1%) 10 (40.0%) 12 (66.7%) 8 (61.5%) 70 (67.9%)
groups
Made or posted announcementsin the 20 (42.6%) 10 (40.0%) 5 (27.8%) 8 (61.5%) 43 (41.7%)
facility
Informed clients directly 43 (91.5%) 24 (96.0%) 16 (88.9%) 11 (84.6%) 94 (91.3%)

*Categories are NOT mutually exclusive

*Numbersin parentheses denote the question number the data were pulled from




Table A-4: Client demographics within selected facilities, by facility type

Annex A. Data Analysis

Health Public CHAM Integrated
Characteristics Cenires/Posts Hospitals Missions Health Centres
N (%) N (%)
ofalnumber of clients .99 0 (16.59 9 9
Age (ETOTJ*
18-30 61 (31.4%) 25 (26.9%) 24 (34.3%) 25 (36.8%) 135 (31.8%)
31-40 83 (43.0%) 42 (45.2%) 28 (40.0%) 23 (33.8%) 176 (41.4%)
41-50 47 (24.4%) 25 (26.9%) 18 (25.7%) 17 (25.0%) 107 (25.2%)
>5] 3 (1.6%) 1(1.1%) 0 3 (4.4%) 7 (1.6%)
Gender (ET02]
Male 42 (21.7%) 21 (22.6%) 14 (20.0%) 16 (23.5%) 93 (21.9%)
Female 152 (78.4%) 72 (77 .4%) 56 (80.0%) 52 (76.5%) 332 (78.1%)
EducationLevel (ET03)
None 24 (12.4%) 7 (7.5%) 7 (10.0%) 0 38 (8.9%)
Lower primary 101 (52.1%) 38 (40.9%) 30 (42.9%) 43 (63.2%) 212 (49.9%)
Completed primary 37 (19.1%) 15(16.1%) 12 (17.1%) 9 (13.2%) 73 (17.2%)
Lower secondary 18 (9.3%) 17 (18.3%) 11 (15.7%) 14 (20.6%) 60 (14.1%)
Higher secondary 12 (6.2%) 13 (13.9%) 10 (14.3%) 2 (2.9%) 37 (8.7%)
Tertiary 2 (1.0%) 3 (3.2%) 0 0 5 (1.2%)
Tribe/ethnic background (ET04]
Chewa 67 (34.5%) 15 (16.1%) 11 (15.7%) 17 (25.0%) 110 (25.9%)
Yao 24 (12.4%) 10 (10.8%) 6 (8.6%) 1(1.5%) 41 (9.6%)
Ngonde 1(0.5%) 0 0 1(1.5%) 2 (0.5%)
Tonga 1(0.5%) 20 (21.5%) 0 29 (42.7%) 50 (11.8%)
Ngoni 12 (6.2%) 12 (12.9%) 13 (18.6%) 13 (19.1%) 50 (11.8%)
Lomwe 37 (19.1%) 9(9.7%) 13 (18.6%) 3 (4.4%) 62 (14.6%)
Tumbuka 27 (13.9%) 14 (15.1%) 19 (27.1%) 2 (2.9%) 62 (14.6%)
Sena 3(1.6%) 4 (4.3%) 2 (2.9%) 0 9(2.1%)
Other 22 (11.3%) 9(9.7%) 6 (8.6%) 2 (2.9%) 39 (9.2%)
Religion (E105)
Catholic 36 (18.6%) 23 (24.7%) 24 (34.3%) 11 (16.2%) 94 (22.1%)
Church of Central Africa 38 (19.6%) 19 (20.4%) 18 (25.7%) 8 (11.8%) 83 (19.5%)
Anglican 3(1.6%) 3 (3.2%) 0 3 (4.4%) 9 (2.1%)
Seventh Day Adventist 7 (3.6%) 7 (7.5%) 3 (4.3%) 4 (5.9%) 21 (4.9%)
Other Christian 69 (35.6%) 21 (22.6%) 10 (14.3%) 38 (55.9%) 138 (32.5%)
Muslim 23 (11.9%) 13 (13.9%) 5(7.1%) 1(1.5%) 42 (9.9%)
Other religion 4 (13.3%) 7 (7.5%) 8 (11.4%) 3 (4.4%) 36 (8.5%)
No religion 0 0 2 (2.9%) 0 2 (0.5%)
MaritalStatus (ET06)
Married/living together 139 (71.7%) 60 (64.5%) 45 (67.1%) 48 (70.6%) 292 (68.7%)
Divorced/separated 36 (18.6%) 17 (18.3%) 14 (20.0%) 9 (13.2%) 76 (17.9%
Widowed 19 (9.8%) 12 (12.9%) 8 (11.4%) 8 (11.8%) 47 (11.1%)
Never married/neverlived 0 4 (4.3%) 1(1.4%) 3 (4.4%) 8 (1.9%)
together
Place ofresidence (ET0/, ET0/q)
Urban 14 (7.2%) 22 (23.7%) 4(5.7%) 2 (2.9%) 42 (9.9%)
Rural 180 (92.8%) 71 (76.3%) 66 (94.3%) 66 (97.1%) 383 (90.1%)
Amount of fime frav elled To facility
(E108)
<30 minutes 43 (22.2%) 28 (30.1%) 19 (27.1%) 17 (25.0%) 107 (25.2%)
31-60 minutes 66 (34.0%) 26 (27.9%) 21 (30.0%) 22 (32.4%) 135 (31.8%)
>60 minutes 85 (43.8%) 39 (41.9%) 30 (42.9%) 29 (42.7%) 183 (43.1%)
Number of children you hav ehad
(E110)
None 9 (4.6%) 7 (7.5%) 2 (2.9%) 4 (5.9%) 22 (5.2%)
I 24 (12.4%) 16 (17.2%) 12 (17.1%) 11 (16.2%) 63 (14.8%)
2-3 86 (44.3%) 44 (47 .3%) 30 (42.9%) 22 (32.4%) 182 (42.8%)
>4 75 (38.7%) 26 (27.9%) 26 (37.1%) 31 (45.6%) 158 (37.2%)
Genderofyour childrenwho are alive
(E1T1)
Boys 156 (80.4%) 73 (78.5%) 54 (77.1%) 52 (76.5%) 335 (78.8%)
Girls 149 (76.8%) 64 (68.8%) 53 (75.7%) 53 (77.9%) 319 (75.1%)

*Numbersin parentheses denote the question numberthe data were pulled from
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Table A-4.1: Description of clients’ HIV history within selected facilities, by facility type
Health Public CHAM Integrated

Characteristics Centres/Posts Hospitals Missions Health Cenfres :‘lo(t;zl)
N (%) N (%) N (%) N (%) i
Totalnumber of HIV-positive clients 194 (46.3%) 93 (22.2%) 69 (16.5%) 63 (15.0%) 419 (100%)
How longhav e you beenlivingwith
HIVe*(E301)**
<12 months 36 (18.6%) 13 (13.9%) 10 (14.5%) 13 (20.6%) 72 (17.2%)
1-Syears 97 (50.0%) 43 (46.2%) 36 (52.2%) 29 (46.0%) 205 (48.9%)
6-10years 47 (24.2%) 27 (29.0%) 17 (24.6%) 15 (23.8%) 106 (25.3%)
211 years 13 (6.7%) 9 (9.7%) 4 (5.8%) 2 (3.2%) 28 (6.7%)
Not sure 1(0.5%) 1(1.1%) 2 (2.9%) 4 (6.4%) 8 (1.9%)
Have you disclosed your HIV status?
(E302)
Yes 190 (97.9%) 93 (100.0%) 68 (98.6%) 63 (100.0%) 414 (98.8%)
No 4(2.1%) 0 1(1.5%) 0 5(1.2%)
Towhomhav eyou disclosed your HIV
statuse* (E302)
Spouse 144 (74.2%) 60 (64.5%) 44 (63.8%) 46 (73.0%) 294 (70.2%)
Parents! 69 (35.6%) 30 (32.3%) 17 (24.6%) 18 (28.6%) 134 (31.9%)
Children 51 (26.3%) 37 (39.8%) 21 (30.4%) 16 (25.4%) 125 (29.8%)
Extended family? 121 (62.4%) 70 (75.3%) 46 (66.7%) 42 (66.7%) 279 (66.6%)
Friends? 63 (32.5%) 43 (46.2%) 22 (31.9%) 20 (31.7%) 148 (35.3%)
Which HIVserviceshave you currently or
previously accessed at this
facility¥(E303a)
HCT 35 (18.0%) 12 (12.9%) 14 (20.0%) 15 (24.6%) 76 (18.1%)
PMTCT 10 (5.2%) 3 (3.2%) 2 (2.9%) 4 (6.6%) 19 (4.5%)
ART 186 (95.9%) 91 (97.9%) 68 (97.1%) 49 (80.3) 394 (94.0%)
Other HIV services* 74 (38.1%) 41 (44.1%) 24 (34.3%) 23 (37.7%) 162 (38.7%)

*6 people are not HIV positive

**Numbersin parentheses denote the questionnumberthe datawere pulled from

¥Categories are NOT mutually exclusive

1Parentsincludes: motherindividually, fatherindividually or bothmotherandfather

2 Extended family includes: siblings

3Friendsincludes: pastor

4QOtherHIVservices includes: HIV monitoring, condom provision, management of Ols, HIVrelated nutrition support
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Table A-4.2a: Description of clients’ family planning history within selected facilities, by facility type

Health
Centres/

Characfteristics

oralnumper ortremaile responaents

Posts

Public
Hospitals

CHAM
Missions

Integrated

Health
Centres

Are you pregnant nowe* (E201)**

Yes 9 (5.9%) 2 (2.8%) 3 (5.4%) 3 (5.8%) 17 (5.1%)
No 142 (93.4%) 70 (97.2%) 53 (94.6%) 47 (90.4%) 312 (94.0%)
Not sure 1(0.7%) 0 0 2 (3.8%) 3 (0.9%)
Totalnumber of women reported being 9 2 8 3 17
pregnant, 201a)
Of the 17 women who were pregnant, did
they, (201a)
Want to become pregnant at the 2 (22.2%) 1 (50.0%) 1 (33.3%) 0 4 (23.5%)
time¢e
Want to wait untillater2 5 (55.6%) 1 (50.0%) 1 (33.3%) 2 (66.7%) 9 (52.9%)
Not want any more children? 2 (22.2%) 0 1(33.3%) 1 (33.3%) 4 (23.5%)
Totalnumber of women whoreported not
being pregnant 143 70 53 49 315
If not pregnant, whendo you want your
next childe (E201b)
Inless thantwo years 14 (9.8%) 9 (12.9%) 3(5.7%) 2 (4.1%) 28 (8.9%)
More than two yearslater 17 (11.9%) 6 (8.6%) 9 (17.0%) 11 (22.4%) 43 (13.7%)
Does not want children 77 (53.8%) 41 (58.6%) 25 (47 .2%) 22 (44.9%) 165 (52.4%)
Cannot have children 4(2.8%) 0 0 1(2.0%) 5(1.6%)
Don't know 18 (12.6%) 4 (5.7%) 8 (15.1%) 6 (12.2%) 36 (11.4%)
Not sure 16 (11.2%) 11 (15.7%) 9 (17.0%) 7 (14.3%) 43 (13.7%)
Haveyou had anoperationto avoid
having any more children? (E202)
Yes 24 (16.8%) 14 (20.0%) 5 (9.4%) 7 (14.3%) 50 (15.9%)
No 119 (83.2%) 56 (80.0%) 48 (90.6%) 42 (85.7%) 265 (84.1%)

*Total sample of 332 indicates number of women

**Num bers in parentheses denote the question number the data were pulled from

¥Categories are NOT mutually exclusive

**There are 2 additional clients in this sample because they were sterilized fairly recently and are still considered as doing something to preventpregnancies
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Table A-4.2b: Description of clients’ reported family planning services within selected ART clinics,

by facility type

Characteristics

Totalnumber of clients who are potential
FP clients (not pregnant, not already
sterilized) (E203)*

Health
Centres/

Posts
N (%)

Public
Hospitals
N (%)

CHAM
Missions
N (%)

Integrated

Health
Centres
N (%)

Are you currently usingany method to
av oid pregnancy? (E203)

Yes 98 (60.9%) 41 (53.2%) 37 (59.7%) 38 (65.5%) 214 (59.8%)
No 63 (39.1%) 36 (46.8%) 25 (40.3%) 20 (34.5%) 144 (40.2%)
At the ART clinic, hasproviderever
inquired about fertility intentions or FP 2
(E209)
Yes 32 (19.9%) 16 (20.8%) 7 (11.3%) 23 (39.7%) 78 (21.8%)
No 68 (42.2%) 26 (33.8%) 30 (48.4%) 15 (25.9%) 139 (38.8%)
No Response 61 (37.9%) 35 (45.5%) 25 (40.3%) 20 (34.5%) 141 (39.4%)
Totalnumber of clients reporting that the
providerhas counseled them on FP (E209) 32 16 7 23 78
Of the 78 clients reportingreceiving FP
counseling at the ART clinic, how often has
the provider counseled you on FP2***
(E209q)
Never 0 1(7.1%) 0 0 1(1.4%)
Rarely 11 (34.4%) 5 (35.7%) 1(14.3%) 6 (37.5%) 23 (33.3%)
Sometimes 5(15.6%) 2 (14.3%) (14.3%) 3(18.8%) 11 (15.9%)
Often 10 (31.3%) 1(7.1%) 3 (42.9%) 7 (43.8%) 21 (30.4%)
Every time 6 (18.8%) 5 (35.7%) 2 (28.6%) 0 13 (18.8%)
On av erage afferhow many visitsdo the
prov idersinquire aboutyour family
intfentions*** (E209b)
Every visit 10 (32.3%) 5 (35.7%) 2 (28.6%) 2 (12.5%) 19 (27.5%)
Every second visit 3(9.7%) 0 0 3(18.8%) 6 (8.7%)
Every third visit 6 (19.4%) 1(7.1%) 1(14.3%) 4 (25.0%) 12 (17.4%)
Every fourth visit 2 (6.5%) 0 0 2 (12.5%) 4 (5.8%)
Every fifth or more visit 10 (32.3%) 8 (57.1%) 4 (57.1%) 5 (31.3%) 27 (39.1%)

* Numbersin parentheses denote the question number the data were pulled from

***Info is missing for 9 clients for e209a and e209b, n=69

**There are 2 additional clientsin thissample because they were sterilized fairly recently and are still considered as doing something to

prevent pregnancies
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Table A-4.2c: Description of clients’ reported family planning services within selected ART clinics,
by facility type

Integrated

i Health

Health Cenfres/ Public

Characteristics

Totalnumber of clients reporting using

Posts
N (%)

Hospitals
N (%)

Missions
N (%)

Centres
N (%)

any short- or long-activing method to 98 4] 37 38 214

av oid pregnancy (E203)*

What methods are you currently using fo

av oid pregnancy@¥ (E203a)
Pills 3 (3.1%) 2 (4.9%) 3(8.1%) 1(2.6%) 9 (4.2%)
Male condoms 53 (54.1%) 21 (51.2%) 17 (45.9%) 16 (42.1%) 107 (50.0%)
Female condoms 4 (4.1%) 1 (2.4%) 2 (5.4%) 1(2.6%) 8 (3.7%)
Injectables 32 (32.7%) 15 (36.6%) 15 (40.5%) 12 (31.6%) 74 (34.6%)
IUD 0 0 0 1(2.6%) 1(0.5%)
Implants 10 (10.2%0 5(12.2%) 3(8.1%) 5(13.2%) 23 (10.7%)
Emergency contraception 0 0 0 0 0
Traditionalmethods 1(1.0%) 0 0 0 1 (0.5%)

Is the FP method you are using now your

method of choice? (E208)
Yes 92 (93.9%) 38 (92.7%) 35 (94.6%) 38 (100.0%) 203 (94.9%)
No 6(6.1%) 3(7.3%) 2 (5.4%) 0 11 (5.1%)

At this facility, where do you get your FP

method?2 (E205)
DesignatedFP clinic 31 (31.6%) 13 (31.7%) 18 (48.7%) 21 (55.3%) 83 (38.8%)
ARTclinic 35 (35.7%) 14 (34.3%) 9 (24.3%) 7 (18.4%) 65 (30.4%)
Other locations’ 32 (32.7%) 14 (34.2%) 10 (27.0%) 10 (26.3%) 66 (30.8%)

When you were giv en your current family

planning method, were you told about

side effects or problemsyou might

experience? (E206)
Yes 52 (53.0%) 18 (43.9%) 19 (51.4%) 25 (65.8%) 114 (53.3%)
No 46 (46.9%) 23 (56.1%) 18 (48.7%) 13 (34.2%) 100 (46.7%)

When you receiv ed your family planning

method were you told what todoifyou

experienced side effects? (E206a)
Yes 59 (60.2%) 25 (60.9%) 18 (48.7%) 25 (65.8%) 127 (59.3%)
No 39 (39.8%) 16 (39.0%) 19 (51.4%) 13 (34.2%) 87 (40.7%)

Were you told about other FP methods

besides the curent method you

received? (E207)
Yes 70 (72.2%) 32 (78.1%) 25 (69.4%) 31 (81.6%) 158 (73.8%)
No 28 (28.6%) 9 (21.9%) 12 (32.4%) 7 (18.4%) 56 (26.2%)

Totalnumber of clients reporting that they

were told about other FP methods 70 32 25 31 158

besides the one they receiv ed (E207)

What other FP methods besidesthe one

you were given were you told aboute¥

(E207qa)
Pills 52 (74.3%) 23 (71.9%) 22 (88.0%) 29 (93.6%) 129 (81.6%)
Male condoms 51 (72.9%) 20 (62.5%) 20 (80.0%) 29 (93.6%) 120 (75.9%)
Female condoms 44 (62.9%) 24 (75.0%) 16 (64.0%) 28 (90.3%) 112 (70.9%)
Injectables 44 (62.9%) 21 (65.6%) 19 (76.0%) 26 (83.9%) 110 (69.6%)
IUD 47 (67.1%) 21 (65.6%) 18 (72.0%) 27 (87.1%) 113 (71.5%)
Implants 42 (60.0%) 19 (59.4%) 16 (64.0%) 26 (83.9%) 103 (65.2%)
Female sterilization 20 (28.6%) 5 (15.6%) 8 (32.0%) 10 (32.3%) 43 (27.2%)
Male sterilization 9 (12.9%) 3(9.4%) 7 (28.0%) 6 (19.4%) 25 (15.8%)
Emergency contraception 6 (8.6%) 3 (9.4%) 4 (16.0%) 5(16.1%) 18 (11.4%)

*Numbers in parentheses denote the question number the data werepulled from

¥Categories are NOT mutually exclusive
10ther Locations: ANC/PMTCT clinic, OPD, IPD, HCT

**There are 2 additional clients in this sample because they were sterilized fairly recently and are still considered as doing something to preventpregnancies
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Table A-4.3: FP-HIV integration as described by clients within selected facilities, by facility type

Characteristics

Health
Centres/
Posts
N (%)
194

Public
Hospitals
N (%)

93

CHAM
Missions
N (%)

70

Integrated

Health Centres

N (%)
68

Total
N (%)

425

What servicesdid youreceive todaye (E401)*

FP 8 (4.1%) 1(1.1%) 6 (8.6%) 4 (5.9%) 19 (4.5%)
ART 167 (86.1%) 87 (93.6%) 55 (78.6%) 46 (67.7%) 355 (83.5%)
Other HIV services! 19 (9.8%) 5 (5.4%) 9 (12.9%) 18 (26.5%) 51 (12.0%)
[fyou came o the clinic for ART and otherHIV N=T86 N=92 N=64 N=64 N=406
services (n=406), did anyone askif you wanted
to have more children and offeryou family
planning? (E401b)
Yes 21 (11.3%) 13 (14.1%) 8 (12.5%) 14 (21.9%) 56 (13.8%)
No 165 (88.7%) 79 (85.9%) 56 (87.5%) 50 (78.1%) 350 (86.2%)
Number of clienfswhoreceiv ed mulfiple 31 13 T4 18 76
services
How and where were the multiple services you
receiv ed today? (E402)
Received allservicesin the same room 22 (70.9%) 5 (38.5%) 9 (64.3%) 12 (66.7%) 48 (63.2%)
by same provider
Received allservices by different 1(3.2%) 4 (30.8%) 1(7.1%) 3(16.7%) 9(11.8%)
providersin same clinic
Received servicesindifferentroomsin 8 (25.8%) 4 (30.8%) 4 (28.6%) 3(16.7%) 19 (25.0%)
same facility
Totalnumber of clients who reported not
receiving allthe services they came in for (E403) 13 10 1 7 31
Reasonsfor nofreceiving allthe services you
came in for today¥ (E403a)
Service not provided at this facility 4 (30.8%) 3 (30.0%) 0 2 (28.6%) 9 (29.0%)
| came outside operating hours 3 (23.1%) 3 (30.0%) 0 2 (28.6%) 8 (25.8%)
No health provider 1(7.7%) 0 1 (100.0%) 0 2 (6.5%)
Health providerdidnot have enough 2 (15.4%) 1 (10.0%) 0 1(14.3%) 4 (12.9%)
time
I did not have enough time 1(7.7%) 0 0 0 1(3.2%)
Shortage of drugs 2 (15.4%) 2 (20.0%) 0 1(14.3%) 5(16.1%)
Referred to anotherfacility 0 1(10.0) 0 1(14.3%) 2 (6.5%)
Of the two clientswho were referred to another
facility, did they receiv e adequate information
on therefemred facility for the services you
wanted? (E403b)
Yes 0 1 (100.0%) 0 0 1 (50.0%)
No 0 0 0 1 (100.0%) 1 (50.0%)

*Numbers in parentheses denote the question numberthe data werepulled from

¥Categories are NOT mutually exclusive

10ther HIV services includes: HCT, PMTCT, HIV monitoring, Managementof Ols, HIV-related nutrition support

50




Annex A. Data Analysis

Table A-4.4: Satisfaction of FP-HIV services as described by clients within selected facilities, by facility type

Characteristics

Health
Centres/
Posts

Public
Hospitals
N (%)

CHAM
Missions
N (%)

Integrated

Health
Centres
N (%)

Total
N (%)

How would you preferto get the services at this
facilitye (E404)

Same clinic, same day 190 (97.9%) 91 (97.9%) 67 (95.7%) 64 (94.1%) 412 (96.9%)
Same facility, different clinic, same day 4 (2.1%) 2 (2.2%) 3 (4.3%) 4 (5.9%) 13 (3.1%)
Are you satisfied with the servicesyou receiv edin
relation to the time spent waitinge (E405)
Yes 168 (86.6%) 78 (83.9%) 66 (94.3%) 60 (88.2%) 372 (87.5%)
No 26 (13.4%) 15 (16.1%) 4 (5.7%) 8 (11.8%) 53 (12.5%)
Totalnumber of clients not satisfied with services 26 (49.1%) 15 (28.3%) 4 (7.5%) 8 (15.1%) 53
Reasonsfor not being satisfied with the services you
receiv ed today* (E405a)
Did not receive allservices| came for 6 (23.1%) 4 (26.7%) 1(25.0%) 1(12.5%) 12 (22.6%)
Waited toolong 13 (50.0%) 6 (40.0%) 3 (75.0%) 3 (37.5%) 25 (47.2%)
No health provider 0 1(6.7%) 0 2 (25.0%) 3(5.7%)
Shortage ofdrugs 1 (3.9%) 1(6.7%) 0 0 2 (3.8%)
Staffrude andunkind 1(3.9%) 0 0 1(12.5%) 2 (3.8%)
Consultationwastoo short 5 (19.2%) 3 (20.0%) 0 0 8 (15.1%)
Lack of privacy 0 0 0 1(12.5%) 1(1.9%)
Totalnumber of clients whorespondedto time
preference (E406) 194 93 70 86 425
Time preferencein relation to services (E406)
Prefer to wait for a longer time to get 178 (91.8%) 79 (84.9%) 65 (92.9%) 60 (88.2%) 382 (89.9%)
multiple services pervisit
Prefer to wait for a shorter time to get one 12 (6.2%) 10 (10.8%) 4(5.7%) 7 (10.3%) 33 (7.8%)
service per visit
Not sure 4(2.1%) 4 (4.3%) 1(1.4%) 1(1.5%) 10 (2.4%)
Benefits of receivingHIVand FP services af the
same time¥ (E407)
Make fewer trips to facility 151 (77.8%) 73 (78.5%) 56 (80.0%) 50 (73.5%) 330 (77.6%)
Reduced transportation costs 88 (45.4%) 39 (41.9%) 30 (42.9%) 25 (36.8%) 182 (42.8%)
Reduced waiting time 86 (44.3%) 44 (47.3%) 37 (52.8%) 35 (51.5%) 202 (47.5%)
Efficient wayto accessseveralservices 45 (23.2%) 23 (24.7%) 24 (34.3%) 23 (33.8%) 115 (27.1%)
Reduces stigma toward accessing HIV 14 (7.2%) 3 (3.2%) 3 (4.3%) 10 (14.7%) 30 (7.1%)
services
Reduces stigma toward accessing FP 3(1.6%) 4 (4.3%) 2 (2.9%) 1(1.5%) 10 (2.4%)
services
Don't know 9 (4.6%) 2 (2.2%) 1(1.4%) 2 (2.9%) 14 (3.3%)
Disadv antages ofreceiving HIV and FP services at
the same time¥* (E408)
Increased waiting time 77 (39.7%) 37 (39.8%) 29 (41.4%) 22 (32.4%) 165 (38.8%)
Decreased time with providerdue to 20 (10.3%) 13 (13.9%) 11 (15.7%) 15 (22.1%) 59 (13.9%)
increased workload
Fear of stigma and discrimination 28 (14.4%) 6 (6.5%) 8 (11.4%) 11 (16.2%) 53 (12.5%)
Fear of loss of confidentiality 40 (20.6%) 13 (13.9%) 13 (18.6%) 13 (19.1%) 79 (18.6%)
Decreased qualityof services 6 (3.1%) 2 (2.2%) 3 (4.3%) 6 (8.8%) 17 (4.0%)
Embarrassment to discuss HIV and/or FP with 11 (5.7%) 8 (8.6%) 5(7.1%) 1(1.5%) 25 (5.9%)
providerfromsame village
Don't know 44 (22.7%) 17 (18.3%) 15 (21.4%) 18 (26.5%) 94 (22.1%)

* Numbersin parentheses denote the question numberthe data were pulled from

¥Categories are NOT mutually exclusive
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Table A-4.5: Client flow analysis table

ART Provider
Room

ART Waiting Room  ART Registration

FP provider Room

Number
Range of
clients

Facility name Average Average Average Avhf-.::;ge e

Health centre/post

Mpherembe Health Centre 37 2-95 15 1-32 4 2-14 0 - -
EngucwiniHealthPost 96 7-194 5 0-23 8 3-35 0 - -
Thunduwike Health Centre 91 15-213 13 3-21 32 9-50 0 - -
Manyamula HealthCentre 51 10-154 | 28 0-89 7 4-16 0 - -
Lighthouse Clinic 27 6-71 23 2-118 36 1-122 0 - -
LumbadziHedlth Cenfre 43 8-112 5 T-10 5 T-18 0 - -
Malingunde HealthCenftre 29 1-101 43 n/a* 19 2-98 0 - -
Nkanda HealthCentre 22 5-37 9 5-17 11 2-28 0 - -
Kochilira Health Centre 63 13-204 | 46 n/a* 18 1-98 0 - -
KapangaHealth Cenfre 11 2-19 73 n/a* 8 2-20 0 - -
NkhwaziHealthCentre 3 2-4 20 7-34 4 0-14 0 - -
GolomoftiHealth Centre 42 0-99 19 6-36 5 0-16 0 - -
Madziabango HealthCentre 99 35-188 | - - 6 3-12 0 - -
Mimosa Health Cenfre 44 11-70 - - 21 3-56 0 - -
Lujeri Health Centre 31 5-125 - - 13 3-50 0 - -
Chisitu Health Centre 154 1-351 - - 4 1-16 0 - -
Asaalam Clinic 4 0-9 - - 5 0-17 1 3 n/a*
Namwera HealthCentre 29 5-40 - - 15 1-36 0 - -
Phirlongwe Health Cenfre 112 11-174 | - - 14 2-94 0 - -
Public hospitals

Chintheche RuralHospital 120 1-230 58 1-165 28 0-86 0 - -
Nkhata-Bay District Hospital S1 7-99 13 1-34 14 3-93 0 - -
Monkey-Bay Community 52 20-76 - - 4 1-9 0 - -
Hospital

Mangochi District Hospital 37 18-91 3 n/a* 9 1-24 0 - -
Mchinji District Hospital 60 9-118 - - 16 7-40 1 27 n/a*
Dedza District Hospital 102 7-188 - - O-T0 0 - -
Mulanije District Hospital 38 1-177 5 0-23 9 2-26 9 2 1-5
Mzuzu CentralHospital 59 4-144 [ 1-18 10 1-21 0 - -
Queen Elizabeth Central 3 n/a* 45 25-65 4 n/a* 0 - -
Hospital

CHAM

MabiriHealth Centre 61 9-151 4 0-15 13 0-64 0 - -
Katete Community Hospital 34 6-120 13 2-33 13 2-47 0 - -
Nkhoma Mission Hospital 31 12-87 - - 5 1-16 0 - -
Bembeke Health Centre 36 11-48 - - / 2-16 0 - -
Lumbira Health Centre 88 45-136 | 53 9-98 35 7-137 0 - -
Mlambe Mission Hospital 8 0-15 - - 5 0-17 0 - -
Mulanje Mission Hospital 171 75-290 | 40 n/a* 18 2-62 1 2 n/a*
Integrated health cenfres

MpambaHealth Cenfre 185 n/a* - - 9 n/o* 2 15 4-26
Mzenga Health Centre 20 n/a* - - 9 6-15 0 - -
Kande HealthCentre 64 11-115 - - 9 1-28 0 - -
Nkhafa-Bay BIM 4 n/a* - - 4 3-6 3 T3 7-22
Ntakataka Health Cenfre 29 4-70 - - 6 2-17 0 - -
LobiHealth Centre 25 2-113 87 8-214 3 1-11 0 - -

*N/A as only one client reported
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ANNEX B. CALCULATIONS FOR CLIENT EXIT INTERVIEWS

Calculations for client exit interviews

401 - DO
~ [(0.12r) 2(p) ()]

Where,

e nisarequiredsample size, expressed as number of clients across the district

e 4isafactortoachievethe 95%level of confidence

e risthe predictedoranticipatedprevalence (coveragerate) ofindicator,unmet need for FP
(26%)

e 1.1isa factornecessarytoraise the sample size by 10% for non-response

e fisthe shortenedsymbol for deff (designed effect) =1.4

e 0.12ris amargin of errorto be tolerated at 95% lev el of confidence, defined as 12% of r (relative
sampling error of r)

e pisthe proportionof the total populationupon which indicator,r, is based

e nhisthe average household size=5
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ANNEX C. QUESTIONNAIRES ADMINISTERED AT FACILITIES

UniquelD:

Appendix C1: Facility Audit, in English
Name of District: Date (Day/Month/Year):
Name of facility: Name of data collector:

Category of facility:

The data collector will fill the form by observing the facility and services being provided after receiving consent
from the facility-in-charge.

Question

Instructions

General Observations

Categories

Skip pattern

Emergency room (casualty)___
Operatingroom (theater/surgery)
[(_:Jaorofory .

X-Ray and Diagnostics ___

Family Planning ___

Al01 Is there asign with the name ofthe Yes ___
health facility visible within the No__
premisese

A102 Are the operatinghours of the facility [ Yes ___
noted at the entrance? No___

A103 Is there a watchman at the facility Yes___
entrance? No___

Al03a Is the watchman seentobe Yes___
prov iding information to patientse No___

Out-pdatient Department (OPD)

A201 Is there an OPD/ generalreception Yes ___ If No, skip to
counterat the facility2 No__ A202

A201a If Yes, is there a staff member present | Yes ___
managing the reception? No___

A201b If Yes, did you notice a time when i Bathroom breaks
the OPD/generalreception wasleft Yes ___ are allowed.
unstaffed? No___

A202 Is there a patient/clientwaitingarea | Yes___ If No, skip to
atthe OPD? No___ A203

A202a If Yes, is the area generally clean Yes___ If one of thetwo
with adequate seating? No__ partsto this

question is
negative, markit as
no

A203 Which of the services offered at the Out-patientdepartment ___ Tick those
facility are noted nearthe ANC ___ departmentswhose
registration desk or somewhere easily | Labour&Delivery ___ servicesare
visible in the OPD waitingarea? (Tick | Postnatal___ mentioned. Cross
all that apply) Under-five clinic___ those departments

In-patient department (ward) ___ whose serv ices exist
Emergency room (casualty) ___ but are not
Operatingroom (theater/surgery) mentioned. Write
o N/Aif service does
Laboratory ___ not exist at facility.
X-Ray and Diagnostics ___

Family Planning ___

HIVservices___

Others,specify_____ _

None___

A204 Which of the followingdepariments | Out-patientdeparfment ___ Tick those
hav e theiroperatfing hours clearly ANC __ departments whose
noted atthe OPD? (Tickallthat Labour&Delivery ___ operatinghoursare
apply) Postnatal___ noted at OPD.

Under-five clinic___ Cross those
In-patient department (ward) ___ departmentsthat

exist at facility but
whose operating
hours are not
mentioned at OPD.
Write N/A if service
doesnot exist at
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Question

Annex C. Questionnaires Administered at Facilities

Categories

Skip pattern

Instructions

HIVservices___ acility.
Others,specify _____ _
None___
A205 How manyhealthprovidersare [ ____ . Inserf number of
workingin the OPD? prov iders
A206 Are there IEC messages aboutHIVat | Yes___ If no, skip to
the OPD?2 No___ A207
A206a If Yes, what are the messages HIV prev ention___
about? (Tickallthat apply) ART adherence ___
Importance of HIVtesting ___
Av ailability of HIVservices ___
Signs of opportunistic infections
HIV-related nutrition___
Ofthers,specify ____ -
A207 Are there [IEC messages onFP atthe | Yes___ If no, skip to
OPD? No___ 208
A207a If yes, what are the main messages FP Methods___
about FP2 (Tickallthat apply) Importance of using FP methods
Av ailability of FP methods ___
Where to get FP methods
Others,specify _____ _
A208 Is the setup of the provider’s The providerandpatienthave Try to observeone

consultation room appropriate and
comfortable for seeing patients?
(Tick allthat apply)

theirrespectiv e seatingareas___
Theroomis well-lighted ___
Theroomis clean___

Theroom is quiet enough for
providerandclient to
communicatewithease ___
Theroom allows for adequate
privacy___

There are adequate medical
suppliesin theroom, such as an
examination bed, stethoscope,
privacyscreen, etc. ___
Otherobserv ations, specify

None ___
Could not observ e the providers
consultationroom ___

where some sort of
HIVservicesare
being provided

Other Departments

A301 Are there visible and cleardirections | Out-patientdepartment ___ Tick those
to v arious health facility departments | ANC ___ departmentswho
across the health facility2 (Tickall Labour&Delivery haveclear
that apply) Postnatal___ directions. Cross

Under-five clinic___ those deparfments
In-patient department (ward) ___ thatdon'thave
Emergency room (casualty) ___ clearsigns. Write
Operatingroom (theater/surgery) N/Af service does
. not exist at facility.
Laboratory ___

X-Ray and Diagnostics ___

Family Planning ___

ART clinic ___

Others,specify _____ _

None __

A302 Are hospitaldepartments clearly Out-patientdepartment ___ Tick those
labeledin thelocallanguage? (Tick | ANC ___ departmentswho
all that apply) Labour&Delivery ___ are clearly labeled.

Postnatal___ Cross those

Under-five clinic___

In-patient department (ward) ___
Emergency room (casualty) ___
Operatingroom (theater/surgery)

Laboratory ___

X-Ray and Diagnostics ___
Family Planning ___

ART clinic ___
Others, specify
None _

departmentsthat
are not clearly
labeled. Write N/Aif
service doesnot
exist at facility.
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Question Categories Skip pattern Insiructions

A303 Are the operatinghours of the Out-patientdepartment ___ Tick those
v ariousdepartments clearly notedin | ANC ___ departmentswhose
front of therespective departmentse | Labour&Delivery ___ operatinghoursare

Postnatal___ clearly labeled.
Under-five clinic ___ Cross those
In-patient department (ward) ___ departments whose
Emergencyroom (casualty) ___ operatinghoursare
Operatingroom (theater/ surgery) not clearly labeled.
. Write N/A if service
Laboratory ___ does not exist at
X-Ray and Diagnostics ___ facility.

Family Planning ___

ART clinic ___

Others,specify _____ .

None___

A304 Which deparfmenfshave an ANC ___ Tick Those
additionalreception/sign-in area for | Labour&Delivery ___ departmentswho
their clients? Postnatal___ hav e additional

Under-five clinic ___ reception/sign-in
In-patient department (ward) ___ area. Cross those
Emergencyroom (casualty) ___ departmentswho
Operatingroom (theater/surgery) don'thavean
. additional
Laboratory __ reception/sign-in
X-Ray and Diagnostics ___ area. Write N/Aif
Family Planning ___ service doesnot
ART clinic ___ exist at facility.
Others,specify ____ o

None_

A305 Which deparfmenfshave aseparafe [ ANC ___ [fnone, skip Tick Those
waiting area for theirclientse (Tick all | Labour&Delivery ___ fo A401. departmentswho
that apply) Postnatal___ hav e aseparate

Under-five clinic ___ waiting area. Cross
In-patient department (ward) ___ those departments
Emergencyroom (casualty) ___ whodon'thavea
Operatingroom (theater/surgery) separate waiting
S area. Write N/Aif
Laboratory ___ service doesnot
X-Ray and Diagnostics ___ exist at facility.
Family Planning ___

ART clinic ___

Others,specify_____ _

None __

A305a If Yes, are the individualwaiting ANC ___ Markyesor no for

areas are generally clean? (Y/N) Labour&Delivery ___ departmentsthat
Postnatal__ are ticked above.
Under-five clinic___ Tick those
In-patient department (ward) ___ departmentswho
Emergency room (casualty) ___ haveaclean
Operatingroom (theater/surgery) waitingarea. Cross
o those deparfments
Laboratory __ whose waiting
X-Ray and Diagnostics ___ areasare not
Family Planning ___ clean. Write N/Aif
ART clinic ___ waiting area does
Others,specify ____ o not exist at facility.
None___
Others,specify _____ _

A305b If Yes, dotheindividualwaitingareas | ANC ___ Markyesor no for

hav e adequate seating? (Y/N) Labour&Delivery ___ departmentsthat
Postnatal___ are ficked above.
Under-five clinic___ Tick those
In-patient department (ward) ___ departmentswho
Emergency room (casualty) ___ hav e a waiting
Operatingroom (theater/surgery) area with

Laboratory ___
X-Ray and Diagnostics ___
Family Planning ___

ART clinic ___
Others, specify

adequate seating.
Cross those
departments whose
waitingareasdo
not hav e adequate
seating. Write N/Aif
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Question

Annex C. Questionnaires Administered at Facilities

Categories
None

Others, specify

Skip pattern

Instructions

waiting area does
not exist at facility.

HIV Counse
A401

ling and Testing (HCT) Clinic

Are HCT services provided at this
facility2

Yes___
No__

If No, skip to
A501

You may ask
someone within the
facility to determine
if HCT services are
being provided.
Preferably a

prov ideror
recepftionist.

A402

Where are HCT serv ices providede

Designated HCT clinic ___
Designated HCT room within OPD

Out-patientdepartment ___
ANC/PMTCT___

In-patient department (ward) ___
Family Planning clinic ___

ART clinic ___

Others,specify ____ _
Nonewereobserved ___

[t designated
HCT clinic or

room marked,

proceed to
A403.
Otherwise,
skip to A501.

A403

Is there adequate waiting area for
patients/clientsat the HCT clinic?

Yes__
No___

If No, skip to
A404

A403a

[T Yes,is The area generally clean?

Yes___
No___

A403b

It Yes, doesthe area generally hav e
adequate seating?

Yes___
No___

AAOA

Is the setup ofthe provider'sroom
appropriate and comfortable for
seeing patientse

(Tick allthat apply)

- The providerandpatienthave

theirrespectiv e seatingareas___

- Theroomis well-lighted ___

- Theroomis clean ___

- Theroom is quiet enough for
providerandclient to
communicate withease ___

- Theroom allows for protection of
auditory privacy ___

- Theroom allows for protection of
visualprivacy ___

- There are adequate medical
suppliesin theroom, such as an
examination bed, stethoscope,
privacyscreen, etc. ___
Otherobserv ations, specify

A405

How many providers are working at
the HCT clinic?

Insert number of
providers. Willneed
to ask, preferably a
provideror
receptionist

A406

Whatisthe cadre of providers
working at the HCT clinic?
(Tick allthat apply)

MedicalDocfor___
Registered Nurse/Midwife ___
Clinical Officer ___

Nurse Midwife Technician _
Medical Assistant ___
Auxiliary Nurse ___

Patient Attendant ___
HSA___

HIVCounselor ___

Others, specify
None

Could notobserve ___

Willneed to ask,
preferably a
provideror
receptionist.

A407

What FP commodities and supplies
were noted asbeing av ailable at the
HCT clinic?

(Tick allthat apply)

Pills ___

Male condoms___
Female condoms __
Injectables ___
IUD___

Implants ___
Female sterilization___

Male sterilization ___
Emergency contraception ___

Others, specify

Checktheregister
for thisinformation.
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Question

Instructions

Categories

None

Unabletoobserve ___

Skip pattern

A408 How are data on use of FP Extra columnsaddedinthe HCT Checktheregister
commodities beingrecorded atthe | register ___ for thisinformation.
HCT clinic? Separate FP register maintained
No notfification made in register
Others, specify
Could not checkregister ___
A409 Are [EC messagesaboutHIVseenat | Yes___ If no, skip to
the HCT clinic? No__ A410
A409a If Yes, what are the messages HIV prev ention___
about? Role of FPin HIV prevention___
(Tick allthat apply) ART adherence ___
Importance oftesting___
Av ailability of HIVservices ___
Signs of opportunistic infections
HIVrelated nutrition ___
Others,specify ___ -
A410 Are [EC messageson FP seen at the Yes___ If No, skip to
HCT clinic? No___ A411
A410a If yes, what are the main messages FP Methods___
about FP2 (Tickallthat apply) Benefits of FP for PLHIV___
Importance of using FP methods
Av ailability of FP methods___
Where to get FP methods
Others,specify _____
A411 Are HIV policies/guidelinesav ailable | Yes___
at the HCT clinic? No___
A412 Are FP policies/guidelines av ailable Yes___
atthe HCT clinic? No___
ART Clinic
A50T Are ART services providedatthis Yes___ [T No, skip fo You may ask
facilitye No__ A601 someone within the
facility fo determine
if ART servicesare
beingprovided.
Preferably a
provideror
receptionist.
A502 Where are ART services provided? Designated ART clinic ___ If designated
Designated ARTroom within OPD | ART clinic or
_ room marked,
Out-patientdepartment ___ proceed to
ANC/PMTCT___ AS503.
In-patient department (ward) ___ [ Otherwise,
Family Planning clinic ___ skip to A4O1.
Others,specify ____ o
Nonewere observed __
A503 Is there adequate waiting area for Yes___ If No, skip to
patients/clients at the ART clinic? No__ A504
A503a If Yes, is the area generally clean? Yes___
No
A503b If Yes, doesthe area generallyhave | Yes___
adequate seating? No___
A504 Is the setup of the provider'sroom - The providerandpatienthave

appropriate and comfortable for
seeing patientse
(Tick allthat apply)

theirrespectiv e seatingareas___

- Theroomis well-lighted ___

- Theroomisclean___

- Theroom is quiet enough for
providerandclient to
communicate withease ___

- Theroom allows for adequate
privacy___

- There are adequate medical
suppliesin theroom, such as an
examination bed, stethoscope,
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Question

Annex C. Questionnaires Administered at Facilities

Instructions

Categories

privacyscreen, efc. ___
- Otherobserv ations, specify

- None

Otherobserv ations, specify

Skip pattern

A505

How many providers are working at
the ART clinic?

Insert number of
providers. Willneed
to ask, preferably a
provideror
receptionist

A506

Whatisthe cadre of providers
working at the ART clinic?

MedicalDoctor___
Registered Nurse/Midwife ___
Clinical Officer ___

Nurse Midwife Technician ___
Medical Assistant ___
Auxiliary Nurse ___

Patient Attendant ___
HSA___

HIV Counselor___

Others, specify
None

Could notobserve ___

AS07

What FP commodities and supplies
were noted asbeing av ailable at the
ART clinic?

Pills ___

Male condoms___

Female condoms___
Injectables ___

IUD___

Implants ___

Female sterilization___

Male sterilization ___
Emergency contraception ___
Others, specify
None

Unabletoobserve __

[fnone, or pills
and/orcondoms
noted, skip A509.

A508

How are data on use of FP
commodities beingrecorded at the
ART clinic?

Extra columnsaddedin the ART
register ___
Separate FP registermaintained

No notification madein register

Others, specify

Could not checkregister _

A509

Are |IEC messages about HIVseen at
the ART clinic?

Yes___
No___

If No, skip to
A510

A509a

If Yes, what are the messages
about?e

HIV prevention___

Role of FPin HIV prev ention___
ART adherence ___
Importance oftesting___

Av ailability of HIVservices ___
Signs of opportunistic infections
HIV-related nutrition___
Others, specify

Are TEC messageson FP seen afthe
ART clinic?

Yes___
No __

[T No, skip fo
A511

[t yes, what are the main messages
about FP?

FP Methods___

Benefits of FP for PLHIV___
Importance ofusingFP ___
methods___

Av ailability of FP methods ___
Where to get FP methods
Others, specify

ASTT

Are HIVpolicies/guidelinesseen af
the ART clinic?

Yes___
No___

AST2

Are FP policies/guidelinesseen at the
ART clinic?

Yes___
No___

FP Clinic

Ab01

Are FP services provided at this

Yes_

| 1fNo, skip to

| Youmay ask
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Question

Instructions

facilitye

Categories

Skip pattern
A701

someone within the
facility to determine
if FP servicesare
beingprovided.
Preferably a
provideror
receptionist.

A602

Where are FP services provided?

Designated FP clinic ___
Designated FP room within OPD

Out-patientdepartment _
ANC/PMTCT___
In-patient department ___
ART clinic ___
Others, specify

If designated
FP clinic or

room marked,

proceed to
A603.
Otherwise,
skip fo A701.

A603

Is there adequate waiting area for
patients/clients at the FP clinic?

Yes__
No___

If No, skip to
A604

A603a

If Yes, is the area generally clean?

Yes___
No__

A603b

If Yes, doesthe area generally hav e
adequate seating?

Yes_
No___

Ab604

Is the setup ofthe provider'sroom
appropriate and comfortable for
seeing patientse

(Tick allthat apply)

- The providerandpatienthave

theirrespectiv e seatingareas___

- Theroomis well-lighted ___

- Theroomisclean ___

- Theroom is quiet enough for
prov iderand client fo
communicatewithease ___

- Theroom allows for adequate
privacy___

- There are adequate medical
suppliesin theroom, such as an
examination bed, stethoscope,
privacyscreen, etc. ___

- Otherobserv ations, specify

- None___

A605

How many providers are working at
the FP clinic?

Insert number of
providers. Willneed
to ask, preferably a
provideror
receptionist

Ab06

Whatisthe cadre of providers
working at the FP clinic?

MedicalDoctor___
Registered Nurse/Midwife ___
Clinical Officer ___

Nurse Midwife Technician ___
Medical Assistant ___
Auxiliary Nurse ___

Patient Attendant ___
HSA___

HIV Counselor_
Others, specify
None ___
Could notobserve ___

AG07

WhatFP commodifies and supplies
were noted asbeing av ailable at the
FP clinice

(Tick allthat apply)

Pills___

Male condoms___
Female condoms___
Injectables _
IUD___
Implants ___

Female sterilization___

Male sterilization __
Emergency contraception ___
Others, specify
None ___

A608

Are HIVservices provided atthe FP
clinice

Yes___
No

If No, skip to
A609

A608a

If yes, what HIVservices are provided
atthe FP clinic?
(Tick allthat apply)

HCT___
PMTCT___
HIVmonitoring___

ART _
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Question

Annex C. Questionnaires Administered at Facilities

Instructions

Categories

ondomprovision___
Management of Ols___
NuftritionHIV-related nufrition
support ___
Others, specify

Skip pattern

A609 How are data on provision of HIV Extra columnsaddedin the FP
servicesbeingrecorded at the FP register ___
clinice Separate HIVregistermaintained
No nofification made ___
Others, specify
Could not checkregister ___
A610 Which HIVservices areincludedin HCT___
the FP client registere PMTCT___
(Tick allthat apply) HIV monitoring ___
ART ___
Condom provision___
Management of Ols___
HIV-related nutritionsupport ___
Others,specify ______ .
None ___
Ab11 Are [EC messagesaboutHIVseenat | Yes___ If No, skip to
the FP clinic? No___ Ab12
Ablla If Yes, what are the messages HIV prev ention___
about? Role of FPin HIV prevention___
ART adherence ___
Importance oftesting___
Av ailability of HIVservices ___
Signs of opportunistic infections
HIV-related nutrition___
Others,specify _____ -
AbT2 Are [EC messageson FP seen atthe Yes___ [t No, skip to
FP clinic?e No___ A613
Ab12a If yes, what are the main messages FP Methods___
about FP? Benefits of FP for PLHIV___
Importance of usingFP ___
methods___
Av ailability of FP methods___
Where to get FP methods
Others,specify _____ -
Ab13 Are HIVpolicies/guidelinesseen at Yes___
the FP clinic? No__
Ab14 Are FP policies/guidelinesseen atthe | Yes___
FP clinice No___
Pharmacy
A701 Is there a pharmacy at thisfacility 2 Yes___
No
A702 Wasthe pharmacy open and Yes___
av ailable forobserv ationontheday | No ___
of the visite
A703 [s There awaifing areafor Yes___ [T No, skip fo
patients/clientsat the pharmacy?2 No__ A704
A703a It Yes, Iis the area generally clean< Yes___
No
A703b If Yes, doesthe areahaveadequate | Yes___
seating? No___
A704 Is there adequate privacyforclients | Yes___
atthe pharmacy? No___
A705 What FP commodities and supplies None ___ Ask the pharmacist.
are av ailable at the pharmacy?2 Pills ___
Male condoms___
Female condoms___
Injectables ___
Emergency contraception ___
Others,specify ____ -
None __
Could not speakto pharmacist __
A706 What HIVdrugs and supplies are HCTkits ___ Ask the pharmacist.
av ailable at the pharmacy? ARVs __
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Question

Categories

HIV nutritionalsupplements ___
Drugs for opportunistic infections
(cotrimoxazole/bactrim) ___
Others, specify
None _

Skip pattern

Instructions

A707

Are |[EC messages about HIVseen at
the pharmacy?

Yes___
No__

If no, skip to
A708

A707a

If Yes, what are the messages
about?e

HIV prev ention___

Role of FPin HIV prevention___
ART adherence ___
Importance oftesting___

Av ailability of HIVservices ___
Signs of opportunisticinfections

Fi_l\_/—relo‘red nutrition___
Others, specify
None ___

A708

Are IEC messageson FP seen atthe
pharmacy?

Yes__
No

Ifno, skip
A801

A708a

If yes, what are the main messages
about FP?

FP Methods___
Benefits of FP for PLHIV___
Importance of using FPmethods

Av ailability of FP methods ___
Where to get FP methods
Others, specify
None ___
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Annex C. Questionnaires Administered at Facilities

No. [ Question [ Instructions

General Observations
A801 [ What are your general observations of the facility?

a

A801 | What are your general observations of the services being provided?

E502 [ What are some suggestions you have for improving services at this facilitye
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Unique ID:

Appendix C2: Questionnaire Guide, in English,
Administered to Facility In-charge

City/Town/Village: Date (Day/Month/Year):
District: Name of data collector:
Name of facility: Location of facility (circle most appropriate): Rural/ Urban/
Semi-urban
. . Skip .
Question Categories ‘ ‘ Instructions
pattern
Health Facility Characteristics
B101 What type of facility is thise Gov ermnment CenfralHospital ___ Singleresponse. If
(Tick one appropriate answer) Gov emment District Hospital ___ you're noft sure,
Govermnment Health Cenfre ___ leav e blank. It will
Govermment health post ___ befiled by data
CHAM Hospital ___ entfry feam.
CHAM Health Centre ___
BLM ___
Other,specify ____ _
Facility In-Charge Demographic Characteristics
B201 How old wereyouonyourlast [ _____ Years numeric
bithday?
B202 Whatisyoursex?e Male___ Singleresponse
(Tick the appropriate answer) Female ___
B203 Whatisyourcurrent occupation? Medicalspecialist ___ If medical Singleresponse
(Tick one appropriate answer) MedicalDoctor___ specidalist,
Registered Nurse/Midwife ___ answer B203a
Clinical Officer ___
Nurse/Midwife Technician___
Medical Assistant ___
OtherSpecify____
B203a [t MedicalSpecidlist, whatis your Internalmedicine ___ Singleresponse
area of specialty? Obstetricsand Gynecology ___
Surgery ___
Pediatrics___
Orthopedics___
Others, specify
B204 How longhav e you worked since Numeric + circle
you last graduatede | ___ ___Weeks/ Months/ Years appropriate time
(Circle the most appropriate denomination
denomination of fime)
B205 For how longhav e you worked as Numeric + circle
anin-charge at thisfacilitye [ _____ __Weeks/ Months/ Years appropriate time
(Circle the most appropriate denomination
denomination of time)
Facility In-Charge Training
B301 Have youreceivedanytrainingin Pre-service FP ___ If you mark Multiple responses
prov iding the following FP services? “none selected. First, wait
(Tick allthat apply) In-Service noted”, skip for providertotell
Short-actingmethods ___ to B302. you their tfraining
Implant (Jadelle, Implanon, norplant) and askabout
. otheroptions. Mark
IUD (loupu) ___ none noted if
Female sterilization ___ providerdidn't
Male sterilization ___ respond fo any
Other, specify above.
Nonenoted ___
B30Ta [ IfYes,whenwasthelast time you FP Training Month / Year Indicate month
were trained in providing the FP Pre-service FP Y S (fore.g., 06) and
services? Short-acting year (for e.g.,
methods Y A 2005).
Implant I S
IlUD Y S
BTL Y
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Under-five clinic___
Others, specify

Question Categories ‘ Instructions
Vasectomy _
Other Y S

B302 Haveyoureceivedanyfrainingin HCT___ [fyou mark [fproviderhasn’t
providing the followingHIVservicese | PMTCT___ “none received any
(Tick allthat apply) HIVmonitoring ___ noted"”, skip training, mark

ART ___ to B303. none noted. If
Condomprovision ___ providersays
Management of Ols___ Option B or Option
HIV-related nutritionsupport ___ B+, tick PMTCT.
Others, specify

Nonenoted ___

B302a [f Yes, when wasthelast fime you HIV Training Month / Year Indicate month
were trained in providing the HIV HCT Y A (fore.g., 06) and
services? PMTCT Y year (for e.g.,

HIV monitoring Y S 2005).
ART I S

Management of

Ols Y S

HIV-related

nutrition support Y S

Other Y S

B303 Haveyoubeenfrainedin FP /Sexudl | Yes___ [fNo, GOTO Singleresponse
and Reproductive Health (SRH),and | No ___ B401
HIVintegration?2 Not Sure ___

B303a If Yes, when wasthe last time you Month/Year
were trained? Y S

B303b Who provided the FP-HIVintegrated | Duringmedical/nursingtraining___ Multiple responses
fraining? MoH Reproductive Health Unit ___

(Tick allthat apply) MoHHIVUnit ___
UNFPA___
SSDI-Jhpiego __
BLM ___
Qutside Malawi___
Other, specify

Health Services
[T B40T Whaftservices are provided at fhis Out-patienfdeparfment ___ In-pafienf

facilitye ANC ___ department refers

(Tick allthat apply) Labour&Delivery ___ tfo wards.
Postnatal___ Emergency room
Under-five clinic___ refers to
In-patient department (wards) ___ casualty.Operating
Emergency room (casualty) ___ room refers to
Operatingroom (theater/surgery) ___ operation theater.
Laboratory ___
X-Ray and Diagnostics ___
Others, specify

B402 What family planningservices do Reproductive Decision counseling___ | If none, skip Ifnoservices,
you provide at thisfacility 2 Pills ___ to B405. select “none” only.
(Tick allthat apply, except if you Male condoms___ Moon beadsor
select none) Female condoms___ cycle beadsareto

Injectables (Depo) ___ be added under
IUD (loupu, copper-T) ___ other.FP
Implants (Jadelle, Implanon, Norplant) counseling also
. includesa
Female sterilization___ category of
Male sterilization ___ serviceunder
Emergency contraception ___ “other”.

Others, specify

None___

B403 Where can clientsrecelv e family FP Clinic ___ It FP clinic Theinferviewerwill |
planningservices at this facility 2 Out-patientdepartment ___ ticked, then ask about the
(Tick allthat apply) HCT Clinic___ answerB403a | remainingentry

ART Clinic ___ and B403b. points, once the
PMTCT/ANC clinic___ Otherwise, respondent
Delivery ___ skip to B404. mentions entry
Postnatal ___ pointson their

own.

65



Integration of Family Planning and HIV Services in Malawi

Question

Categories

Skip

pattern

‘ Instructions

What daysofthe weekis the FP Monday___
clinic open? Tuesday ___
(Tick allthat apply) Wednesday___
Thursday ___
Friday ___
Others, specify
B403b What are the operatinghours of the Use a 24-hour
FP clinice i to____:___ clock, i.e. 00:00 to
23:59 (fora 24
hoursservice).
B404 Which of the following family Pills ___ Ask and probe
planning commodities have you Malecondoms___ about other
had stockouts of or expired products | Female condoms___ methods after
in the past 3 months? Injectables___ some hav e been
(Tick allthat apply) IUD___ mentioned.
Implants ___
Female sterilization___
Male sterilization ___
Emergency contraception ___
Others,specify ____ -
None___
B405 WhatHIVservicesdoyou provideaf | HCT___ [T client marks
this facility 2 PMTCT___ HCT, ask B406
(Tick allthat apply) HIV monitoring___ —B406b. If
ART ___ client marks
Condom provision___ ART, ask B407
Management of Ols___ —B407b. If
HIV-related nutritionsupport ___ client marks
Others, specify PMTCT, ask
None___ B408 — B408b.
B406 Where can clienfsreceiv e HCT FP Clinic ___
services at this facility 2 Out-patientdepartment ___
(Tick allthat apply) HCT Clinic ___
ART Clinic ___
PMTCT/ANC clinic__
Delivery ___
Postnatal ___
Under-five clinic___
Others, specify
None___
B406a What daysofthe weekis the HCT Monday ___
clinic open? Tuesday ___
(Tick allthat apply) Wednesday___
Thursday ___
Friday___
Others, specify
B406b What are the operafinghours ofthe Use a 24-hour
HCT clinic? o clock.
B407 Where can clientsreceiv e ART FP Clinic ___
services at this facility e Out-patientdepartment ___
(Tick allthat apply) HCT Clinic ___
ART Clinic ___
PMTCT/ANC clinic___
Delivery ___
Postnatal___
Under-five clinic___
Others, specify
B407a What days of the weekis the ART Monday___
clinic open? Tuesday ___
(Tick allthat apply) Wednesday___
Thursday ___
Friday___
Others, specify
B407b What arethe operatinghoursofthe | ___ :  to____: Use a 24-hour
ART clinic? clock.
B408 Where can clientsrecelv e PMTCT FP Clinic ___
services at thisfacility 2 Out-patientdepartment ___
(Tick allthat apply) HCT Clinic ___
ART Clinic ___
PMTCT/ANC clinic___
Delivery ___
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Question

Annex C. Questionnaires Administered at Facilities

Categories

|

Skip

‘ Instructions

Postnatal ___
Under-five clinic___
Others, specify

pattern

None
B408a Whatdaysoffthe weekis the PMTCT | Monday ___
clinic open? Tuesday ___
Wednesday___
Thursday ___
Friday ___
Others, specify
B408b What arethe operatinghoursofthe | ____ :  to____: Use a 24-hour
PMTCT clinic? clock.
B409 Which of the following HIV HCTkits___ Cross-checkthis list
commoditieshav e you had ARVs___ with B405.
stockouts for or expiredinthepast3 | PMTCT commodities_
months? Drugs for Opportunistic Infections___
Injectables___
(Tick allthat apply) Condoms___
Others, specify
None__
B410 What HIVservices areroufinely HCT___ [t None, skip
provided by communityhealth PMTCT___ fo B501
workers (CBDAs, HSAs, community HIVmonitoring ___
nurses, community midwives, efc.)to | ART ___
HIV patients withintheirhomes?2 Condomprovision___
Management of Ols___
(Tick allthat apply) HIV-related nutritionsupport ___
Others, specify
None___
B4T0a [T Yes, how offen do pafienfsrefurn
to the clinic for periodic monitoring Every______months
of their health status?
B4T0b [FYes, which family planningservices | Pills ___
are also providedtoHIV patients Male condoms___
within theirhomes? Female condoms___
Injectables___
Emergency contraception ___
Reproductive decision counseling___
Others, specify
None__
B4T1 How many health providers are Insert number of

workingin the OPD?

providers
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No

Question

Skip pattern/
Instructions

B501

Now | willask you about integration of FP servicesinto ART serv ices. We define different models of integration. If a client at your ART clinic
wanted a specific family planning method, say [mentionthe method], where would theybe able to getit? (Tickall that apply)

Integration Model

Family Planning Services

Reproductv [ Male Injectables [ Pills [UbD Implanfs | BTL Vasectfom [ Ofhershort-
e Decision condom y acting (EC, fem.
counseling S Cndm)

Sameroom by same provider
onsame day

Same clinic, different
provider, same day

Same facility, different room,
same day

Same facility, different day

Anofher facilify, saome day

Anofher facility, different day

Refer topharmacy

Others, specify

None provided at ART

services

Begin by
readingeach
family
planning
service
followed by
the
integration
model. For
example, first
read
reproductive
decision
counseling,
then mention
allintegration
model.Then,
mention male
condoms,
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you prov ide FP servicesin a different room/clinic bu
within the same facility, whatis the
location/department the roomislocated in?

Annex C. Questionnaires Administered at Facilities

Question

__(FP) method providedin
__(FP) method providedin
__(FP) method providedin
__(FP)method providedin
__(FP) method providedin

ocation/deparfmen
__(location/department)
__(location/department)
__(location/department)
__(location/department)
__(location/department)

FP methods

A: Male condoms

B: Injectables

C: Pills

D: 1UDs

E: Implants

F: BTL

G: Vasectomy

H: Othershort-acting

ONOUNNWN —

Location/Department
: Out-patientdepartment

: HCT Clinic
: ART Clinic
: PMTCT/ANC clinic
: Deliv ery

: Postnatal

: Under-five clinic

: Others, specify

Skip pattern/

Instructions
Write In
relev ant letter
for FP method
andrelev ant
number for
location
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Skip pattern/

CEE T Instructions
B50Tb Ot the family planningserv ices you refer out, where do you refer your clients to¢ (Tick allthat apply

Referral Site Family Planning services

Reproductiv | Male Injectables | Pills [I¥]») Implants | BTL Vasectom [ Othershort-

e Decision condom y acting (EC,

counseling S fem. Cndm)
Higherlev el facility
CHAM Facility
BIM

Other priv ate facilities
Priv ate pharmacies
Others, specify

None as prov ided on-site

B502 With regard To FP services, which FP referals Pills ___ [fselectnone,
doyou receiv e from other facilities2 Male condoms___ only mark that
(Tick allthat apply) Female condoms___ option.
Injectables___
IUD___
Implants ___

Female sterilization___

Male sterilization ___
Emergency contraception ___
Others, specify
None ___
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Skip pattern/

Question

Insfructions

BSO ow lwillask you aboutintegration of FP servicesinto HCT serv ices. We define different models ofintegration. It a client at your HCT clinic
wanted a specific family planning method, say [mentionthe method], where would theybe able to getit? (Tickall that apply)
Integration Model Family Planning Services
Reproductiv | Male Injectables | Pills IUD Implants | BTL Vasectom [ Othershort-
e Decision condom y acting (EC, fem.
counseling S Cndm)

Sameroom by same
provideron same day
Same clinic, different
provider, same day
Same facility, different
room, same day

Same facility, differentf day
Anofher facility, same day
Another facility, different
day

Refer topharmacy
Ofhers, specify

None providedat HCT
services

B503a fyou provide FP servicesin the same room/clinic asHCTs, what is the
location/department theroomislocated in?

__(FP) method providedin
__(FP) method providedin
__(FP) method providedin
__(FP) method providedin
__(FP) method providedin
__(FP) method providedin
__(FP) method providedin

(location/department) | Writein
(location/department) | relev antletter
(location/department) | for FP method
(location/department) | andrelevant
_____ (location/department) | numberfor
__(location/department) | location
__(location/department)

FP methods Location/Department

A Male condoms 1: Out-patientdepartment

B: Injectables 2: HCT Clinic

C: Pills 3: ART Clinic

D: 1UDs 4: PMTCT/ANC clinic

E: Implants 5: Deliv ery

F: BTL 6: Postnatal

G: Vasectomy 7: Under-five clinic

H: Othershort-acting 8: Others,specify ___

71



Integration of Family Planning and HIV Services in Malawi

Skip pattern/

LS CEE T ‘ Instructions
Integration of HIV into FP
B504 Now | willask you about integration of HIVservicesinto FP services. We define different models of integration. If a client at your FP clinic wanted
a specific HIVservice, say [mention the service below], where would they be able to getite (Tick allthat apply)
Integration model HIV services
HCT [ PMTCT | HIV ART | Condo Managemen | HIV- Ofhers
monitoring m tof Ols related
prov ision nutrition
support
Sameroom by same prov ideron same day
Same clinic, different provider, same day
Same facility, different room, same day
Same facility, different day
Anofher facility, same day
Another facility, different day
Refer topharmacy
Others, specify
None provided af FP clinic
B504a If you provide HIVservicesin a differentroom/clinic but withinthe | ____ __(HIV)serviceprovidedin_____ (location/department) | Writein
same facility, whatisthe location/department theroomislocated | ____ __(HIV)serviceprovidedin_____ (location/department) | relev antletter
ine __(HIV)serviceprovidedin_____ (location/department) | for FP method
______ __(HIV)serviceprovidedin___________ (location/department) | andrelevant
777777 __(HIV)serviceprovidedin___________ (location/department) | numberfor
_____ __(HIV)serviceprovidedin___________ (location/department) [ location
_____ __(HIV)serviceprovidedin______ (location/department)
HIV service Location/Department
A HCT 1: Out-patientdepartment
B: PMTCT 2: HCT Clinic
C: HIVmonitoring 3: ART Clinic
D: ART 4: PMTCT/ANC clinic
E: Condom provision 5: Deliv ery
F: Managementof Ols 6: Postnatal
G: HIV-related nutrition support 7: Under-five clinic
H: Others 8: Others,specify ___ _
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Of the HIVservicesyou refer out, where

Question

do you refer your clients to¢

Annex C. Questionnaires Administered at Facilities

Skip pattern/

Insfructions

Referral Site

HIV Services

HCT | PMTCT

HIV
monitoring

ART

Condo
m
prov ision

Managemen
t of Ols

HIV-related
nutrition support

Others

Higherlev el facility

CHAM Facility

BLM

Otherpriv ate facilities

Priv ate pharmacies

None as provided on-sife

Others, specify

B506

With regard to HIV services, which HIVreferrals do you receiv e from

otherfacilities?
(Tick allthat apply)

HCT

PMTCT___
HIV monitoring___

ART

Condom provision___
Management of Ols___
HIV-related nutritionsupport ___
Admissions ___

Otherss

pecify
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No. Question Categories Skip pattern Insiructions
B507 Whathave been the - Av ailability and monitoring adherenceto policiesand Under
major catalysts guidelines___ obtions with
(contributing factors) -Constant availability of FP and HIV commodities and 'p
for FP-HIVintegration at | supplies___ lines, study
this facility2 - Av ailability of well-trained personnel ___ participants
(Tick allithat apply) - Av ailability of refresher trainings ___ should
-Regularemphasis on FP-HIVintegration during d
employee and supervisory meetings ___ expoun .
andexplain
- Interactions across facilities ___ further.
Describe the types and nature of interactions:
- Interactions between departments within the facility___
Describe the types and nature of interactions:
-Supportive supervision fromMoH ___
Describe the components and details of supervision:
-Supportive supervision from dev elopment partners ___
Describe the components and details of supervision:
B508 | WhatareThe “Shorfage ofstaff ___
challengesto - Lackof trainingamong providers ___
infegratingFP and HIV | - Few working hours for FP and HIVservices___
servicesat yourfacility2 | - Little time spent with a client ___
(Tick allithat apply) -Inadequate accessto FP and HIVdrugsand
commodities at the same location ___
- Not enough space at the facility ___
- Lackof privacy forclients___
-Toomany clients___
- OtherSpecify
B509 How can FP-HIV -Provide more space at the facility ___

integration be better
achievedand
sustained at this
facilitye

(Tick allthat apply)

-Increase numberof providers ___

-Increase working hours to extend more time for clients

-Re-organize service provision tointegrate services ___

-Increase training of providers ___

-Make FP and HIV commodities available at same
location___

-Increase priv acy forclients___

-Systematize/integrate monitoring and supervisory tools
for different services___

-Strengthen supportive supervision withyour senior
health managementin terms of technicalsupport,
guidance and resources___

-Strengthen supportive supervision from dev elopment
partnersin terms of resources and technicalsupport __

-Clearjob descriptionswhich include service integration
functions for each cadre

-Otherspecify
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Unique ID:

Appendix C3: Questionnaire Guide, in English,
Administered to Health Service Provider

City/Town/Village: Date (Day/Month/Year):
District: Name of data collector:
Name of facility: Initials of Service Provider:

()

pattern Instructions

Question Categories

Demographic Characteristics
C101 How old were you on yourlast Years -
birthday? Y Y Numeric
C102 Whatisyoursex?2 Male___ Single
(Tick the appropriate answer) Female ___ response;
interviewercan
observe
C103 Whatis yourcumrent occupation? MedicalDoctor___ Singleresponse
(Tick one appropriate answer) Registered Nurse/Midwife ___
Clinical Officer ___
Nurse Midwife Technician ___
Medical Assistant ___
Auxilliary Nurse ___
Patient Attendant ___
HSA___
HIV Counselor ___
Otherspecify____ .
C103 Forhow longhaveyoubeenworking | __Weeks/ Months/ Years Numeric +
at thisfacility2 circle
(Circle the most appropriate appropriate
denomination of time) fime
denomination
C104 How longhav e you worked sinceyou | ___ ___Weeks/ Months/ Years Numeric +
graduated? circle
(Circle the most appropriate appropriate
denomination of fime) fime
denomination
Service provider training
C201 Have you receivedanytrainingin Pre-service FP ___ If none, skip to | If you select
prov iding the following FP serv ices? C202 “none”, it will
(Tick allthat apply) In-Service beonly one
Short-actingmethods ___ response.
Implant___
IUD___
BTL ___
Vasectomy ___
Other, specify
None___
C20Ta ITYes, whenwasthelast fime you were FP Training Month / Year Indicate month
trained in providing the FP services? Pre-service FP Y (for e.g., 06)
Short-acting and year (for
methods Y e.g., 2005).
Implant S S
IUD Y S
BTL Y S
Vasectomy Y S
Other Y A
C202 Haveyou receivedanytrainingin HCT___ If none, skip to | If you select
prov iding the following HIV services2 PMTCT___ C203 “none”, it will
(Tick allthat apply) HIV monitoring___ beonly one
ART ___ response.
Condomprovision ___
Management of Ols___
HIV-related nutrition ___
Others, specify
None ___
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Question

Categories

Skip

Instructions

C202a

frained in providing the HIV servicese

If Yes, when was thelast time you were

Month / Year

HIV Training

HCT

PMTCT

HIV monitoring

ART

Management of Ols
HIV-related nutrition

Other

pattern

Indicate month

(fore.g., 06)
and year (for
e.g., 2005).

C203

Haveyoubeen trainedin FP / Sexual
and Reproductive Health (SRH), and
HIVintegration?2

Yes___
No

Not Sure ___

fF NO/NOT
SURE, GO TO
C301

C203a

[t Yes, when wasthelast fime you were
trained?

Month /Year
__

C203b

Who provided the FP-HIVintegrated
fraining?
(Tick allthat apply)

During medical/nursing tfraining ___

MoH Reproductive Health Directorate __

MoHHIVUnit ___
UNFPA___
SSDI-Jhpiego _
BLIM ___
Outside Malawi___
Other, specify

Health Se
C301

rvice Provision

What services are provided at this
facilitye
(Tick allthat apply)

Out-patientdepartment ___

ANC __

Labour&Delivery ___

Postnatal___

Under-five clinic___

In-patient department (wards) ___
Emergency room (casualty) ___
Operatingroom (theater/surgery) ___
Laboratory ___

X-Ray and Diagnostics ___

Others, specify

C302

What servicesare YOU cumently
prov iding at this facility on a weekly
basis? (Tickall that apply)

Out-patientdepartment ___

ANC __

Labour&Delivery ___

Postnatal___

Under-five clinic___

In-patient department (wards) ___
Emergency room (casualty) ___
Operatingroom (theater/surgery) ___
Family Planning ___

HIVservices___

Others, specify

C303

Whatfamily planningservices are
provided at this facility 2
(Tick allthat apply)

Pills ___

Male condoms___
Female condoms___
Injectables _
IUD___
Implants ___

Female sterilization___

Male sterilization ___

Emergency contraception ___
Reproductive decision counseling___
Others, specify
None ___

C304

Where can clientsreceiv e family
planningservices at this facility 2
(Tick allthat apply)

FP Clinic ___
Out-patientdepartment ___
HCT Clinic ___

ART Clinic ___

PMTCT/ANC clinic___
Delivery ___

Postnatal ___

Under-five clinic___

Others, specify
None ___

Theinterviewer
willask about
the remaining
entry points,
oncethe
respondent
menftions entry
pointson their
own.

C305

Which of the following family planning
commoditieshav e you hadstockouts
of or expired productsin the past 3

monthse

Pills ___

Male condoms___
Female condoms___
Injectables___
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Question

(Tick allthat apply)

Annex C. Questionnaires Administered at Facilities

Categories

IUD___

Implants ___

Female sterilization___
Male sterilization

Emergency contraception ___

Others, specify

None ___

Instructions

C306

What HIVservices are provided atthis
facilitye
(Tick allithat apply)

HCT___

PMTCT___

HIV monitoring___
ART ___
Condomprovision___

Management of Ols___

HIV-related nutritionsupport ___

Others, specify

None ___

If provider
responds,
HCT, ask
C307.1If
provider
responds ART,
ask C308. If
provider
responds,
PMTCT, ask
C309.

C307

Where can clienfsreceiv e HCT services
at this facility 2
(Tick allthat apply)

FP Clinic ___
Out-patientdepartment ___
HCT Clinic ___

ART Clinic ___

PMTCT/ANC clinic___
Delivery ___
Postnatal ___
Under-five clinic _
Others, specify

C308

Where can clientsreceiv e ART services
at thisfacility2
(Tick allithat apply)

FP Clinic ___
Out-patientdepartment ___
HCT Clinic ___

ART Clinic ___

PMTCT/ANC clinic___
Delivery ___

Postnatal ___

Under-five clinic___

Others, specify

C309

Where can clientsreceive PMTCT
services aft this facility 2
(Tick allthat apply)

FP Clinic ___
Out-patientdepartment ___
HCT Clinic ___

ART Clinic ___

PMTCT/ANC clinic___
Delivery ___

Postnatal ___

Under-five clinic___

Others, specify

C310

Which of the following HIV
commoditieshav e you hadstockouts
for or expired in the past 3months?2

(Tick allthat apply)

HCT kits___
ARTSs

PMTCT commodities_ _

Drugs for Opportunistic Infections___

Injectables___
Condoms___
Others, specify

None _

3 monthsrefers
to January -
March

C311

What HIVservices are routinely
provided by community healthworkers
to HIV patients within theirhomes?2

HCT___

PMTCT___
HIVmonitoring ___

ARV refills ___

Condom provision___
Management of Ols___
HIV-related nutrition___

Others, specify

None

If None, skip to
C401

C3T4

[t Yes, how offen do paftientsreturn to
the clinic for periodic monitoring of
theirhealth statuse

Every___ __months

C315

If Yes, which family planning services
are also providedto HIV patients within
theirhomes?

Pills ___
Male condoms___
Female condoms__

Injectables ___

Emergency contraception ___

Others, specify
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Skip pattern/

N, CHESIE Instructions

Integration of FP into ART

C401 Now | willask you about integration of FP servicesinto ART services. If a client at your ART clinic wanted a specific family planning method, say
[mention the method],where would theybe able to getite (Tickall that apply)

Integration Model Family Planning Services
Reproductiv | Male Injectables | Pills Ilub Implants | BTL Vasectom | Othershort-
e Decision condom y acting (EC,
counseling S fem. Cndm)

Sameroom by same provideron

same day

Same clinic, different prov ider, same

day

Same facility, different room, same

day

Same facility, different day

Another facility, same day

Another facility, different day

Refer topharmacy

Others, specify

None ___

C401a If FP services otherthan condoms andinjectables are We order separately from centralmedicalstores __ Respond if
providedin the same room/clinic, how do you ensure that the | We get supplies from the family planningclinic ___ providernoted
otherFP commodities and supplies are available for ART We get supplies from anothersource ___ any FP method
clients?2 Ifso, specifythesource ____ otherthan

We do not order additional family planning commodities ___ condoms or
injectablesin
the same
room/clinic.

C401b If you provide FP servicesin a different room/clinic butwithin | ____ __(FP)method providedin___________{location/department) Writein relev ant
the same facility, whatis the location/department theroomis | __ __(FP)method providedin____ __(location/department) letter for FP

locatedin? (Code alldepartments thatapply)

__(FP)method providedin_____ __(location/department)
__(FP)method providedin_________ (location/department)

______ __(FP)method providedin________ (location/department)
FP_ methods Location/Department
A: Male condoms 1: Out-patientdepartment
B: Injectables 2: HCT Clinic
C: Pills 3: ART Clinic
D: IUDs 4: PMTCT/ANC clinic
E: Implants 5: Deliv ery
F: BTL 6: Postnatal

method and
relevant number
for location.
Respond if
providernoted
that FP services
are providedin
the same facility
but notinthe
ART clinic.
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Skip pattern/

Question Instructions
G: Vasectomy 7: Under-five clinic
H: Othershort-acting 8: Others,specify ___

C402 How have ART services been re-organized to accommodate | Morespacehasbeen created ___ First ask provider,
prov ision of FP services at this facility 2 ART on-site protocolshav e beenrevised to accommodateFP services thenread out
(Tick allthat apply) ART providers trainedin different methodsof FP___ and explain

Informalreferral agreements within the facility created ___ each of the
Facility referral agreements across facilities dev eloped ___ options.
ART client registers revised to accommodate FP services ___

Operating fime for ART services adjusted ___

Others, specify.

Nothinghasbeendone ___

C403 Of the family planning serv ices you refer out, where do you refer your clients to?

Referral Site (Tick allthat apply) Family Planning services
Reproductiv | Male Injectables | Pills IUD [ Implants | BTL Vasectomy | Othershort-
e Decision condom acting (EC, fem.
counseling S Cndm)

Higherlev el facility

CHAM Facility

BLM

Other priv ate facilities
Priv ate pharmacies
None as provided on-site
Ofthers, specify

C404 With regard to FP services, which FP referrals do you receiv e Pills___ Selectone
from otherfacilities? Male condoms___ optionif you
(Tick allthat apply) Female condoms___ select “none”.
Injectables___
IUD___
Implants ___

Female sterilization___

Male sterilization ___
Emergency contraception ___
Others, specify

None ___
FP preference among ART clients
C405 Do you hav e the time and opportunity to counsel ART clients Yes___ If No/Not Sure,
on the v arious family planning methods av ailable to them? No___ skip to C407.
Not Sure ___
C405a If Yes, what FP methods do you counselthem on? Pills ___

Male condoms___
Female condoms___
Injectables___
IUD___
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No.

Question

mplants ___
Female sterilization___
Male sterilization ___

Emergency contraception ___
Others, specify

Skip pattern/
Instructions

C406 Once counseled, which methods do majority of FP clienfs
prefere Rankthe methods you mentioned above in order of

popularity.

—__Pills
___Malecondoms
___Female condoms
___Injectables

___lub

___Implants

___ Female sterilization

___ Malesterilization

___ Emergency contraception
___Others, specify

[famethodwas
not mentioned
above, the
interviewer will
notscore that
method and
leav eit blank.

Integration of FP into HCT services

C407

Now | willask you about integration of FP servicesinto HCT services. Ifa client at yourHCT clinic wanted a specific family planning method, say
[mention the method],where would theybe able to getite (Tick all that apply)

Integration Model

Family Planning Services

Reproductiv | Male
e Decision

counseling S

condom y

Ofthershort-
acting (EC, fem.
Cndm)

Injectables | Pills IUD | Implants | BTL Vasectom

Sameroom by same provideron
same day

Same clinic, different prov ider,
same day

Same facility, different room, same
day

Same facility, different day

Another facility, same day

Another facility, different day

Refer topharmacy

Others, specify

None

C407a fyou provide FP servicesin the same room/clinic asHCT,
whatisthe location/departmentthe roomis located in?

(Code alldepartments thatapply)

__(FP)method providedin____ __(location/department)
__(FP)method providedin__________ (location/department)

______ __(FP)method providedin______ (location/department)
______ __(FP)method providedin___________(location/department)
______ __(FP)method providedin________ (location/department)

FP methods
A: Male condoms

Location/Department
1: Out-patientdepartment

Write in relev ant
letterfor FP
method and
relev ant number
for location
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Question

Skip pattern/

B: Injectables 2: HCT Clinic

C: Pills 3: ART Clinic

D: IUDs 4: PMTCT/ANC clinic
E: Implants 5: Deliv ery

F: BTL 6: Postnatal

7: Under-five clinic
8: Others, specify

G: Vasectomy
H: Othershort-acting

Insfructions

C407b If FP services otherthan condoms andinjectables are We order separately from centralmedicalstores ___
providedin the same room/clinic, how doyou ensure that the | We get supplies from the family planningclinic ___
other FP commodities and supplies are available for HCT We get supplies from anothersource ___
clients?2 If so, specifythesource ____
We do not order additional family planning commodities ___
C407¢c If you provide FP servicesin a differentroom/clinic but within | ____ __(FP)method providedin______ __(location/department) Writein
the same facility, whatis the location/department theroomis | ____ __(FP)method providedin____ (location/department) I tlett
locatedin? (Code alldepartmentsthatapply) | __(FP) method providedin______ __(location/department) relevant fetter
______ __[FP) method providedin_______ (location/department) for FP method
______ __(FP)method providedin_________ (location/department) andrelevant
number for
FP methods Location/Department location
A: Male condoms 1: Out-patientdepartment
B: Injectables 2: HCT Clinic
C: Pills 3: ART Clinic
D: IUDs 4: PMTCT/ANC clinic
E: Implants 5: Deliv ery
F: BTL 6: Postnatal
G: Vasectomy 7: Under-five clinic
H: Othershort-acting 8: Others,specify ______ _
C408 How have HCTservicesbeen re-organizedto accommodate orespacehasbeencreated ___

prov ision of FP services at this facility 2
(Tick allthat apply)

HCT on-site protocolshave beenrevisedto accommodate FP services

HCT prov iders trained in different methods of FP___
Informalreferal agreements within the facility created ___
Facility referral agreements across facilities dev eloped ___
HCT client registers rev ised to accommodateFP services ___
Operating fime for HCT services adjusted _
Others, specify

Integration of HIV into FP services

C409

Now | will askyou aboutintegration of HIV services into FP services.Ifa clientatyour FP clinic wanted a specific HIVservice, say [mention the

service below], where would they be ableto get it? (Tick all thatapply)

Integration model HIV services

HCT | PMTCT

HIV ART | Condom
monitoring

Management | HIV-related | Others
provision | of Ols nutrition

Same room by same provider on same day
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Skip pattern/

e Sl Insfructions
Same clinic, different provider, same day
Same facility, different room, same day
Same facility, different day
Another facility, sameday
Another facility, differentday
Refer to pharmacy
Others, specify
None
C409a Ifyou provideHIV services inthe sameroom/clinicas __ (HIV) serviceprovidedin ___ (location/department) Writein
FP services, what is the location/department the room __ (HIV) serviceprovidedin ___ (location/department) relevant letter
islocatedin? (Code all departments that apply) __ (HIV) serviceprovidedin ___ (location/department) for FP method
__ (HIV) serviceprovidedin ___ (location/department) andrelevant
(HIV) serviceprovidedin (location/department number for
HIV service Location/Department location
A: HCT 1: Out-patient department
B: PMTCT 2: HCT Clinic
C: HIV monitoring 3: ART Clinic
D: ART 4: PMTCT/ANC clinic
E: Condom provision 5: Delivery
F: Management of Ols 6: Postnatal
G: HIV-related nutrition support 7: Under-five clinic
H: Others 8: Others, specify
C409b | Ifyou provideHIV services in a different room/clinic HIV) serviceprovidedin __ (location/department) Writein

but withinthe same facility, whatis the
location/department the roomis locatedin? (Code all
departments that apply)

(
__ (HIV) serviceprovidedin
__ (HIV) serviceprovidedin
(HIV) serviceprovidedin
(HIV) serviceprovidedin

(location/department)
(location/department)
(location/department)
(location/department)

HIV service

A: HCT

B: PMTCT

C: HIV monitoring

D: ART

E: Condom provision
F: Management of Ols

Location/Department

1: Out-patient department
2: HCT Clinic

3: ART Clinic

4: PMTCT/ANC clinic

5: Delivery

6: Postnatal

relevant letter
for FP method
andrelevant
number for
location
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Skip pattern/

Sl Instructions
G: HIV-related nutrition 7: Under-five clinic
H: Others 8: Others, specify
C410 How have FP services been reorganized to More spacehas been created ____
accommodate clients with HIV at this facility? FP protocols havebeen revised to accommodate HIV services
(Tickall thatapply) FP providers trained in different components of HIV

Within facility referral agreements created

Inter-facility referral agreements developed ___

FP Clientregisters revised to accommodate HIV services ____
Operatingtime for FP services adjusted

Other specify
Nothing done

Cc411 Of the HIV services you refer out, where do you refer your clients to? (Tick all thatapply)
Referral Site HIV Services
HCT | PMTCT | HIV ART | Condom Management | HIV-related nutrition Others
monitoring provision | ofOls support

Higher level facility
CHAM Facility

BLM

Other privatefacilities
Private pharmacies

None as provided on-site
Others, specify
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Skip pattern/

No. Questions Categories Insiructions

C412 Withregard to HIV services, which HIVreferrals HCT__
doyou receiv e from other facilities2 PMTCT___

(Tick allthat apply) HIVmonitoring ___
ART ___
Condom provision___
Management of Ols___
HIV-related nutritionsupport ___
Admissions ___
Others specify

Details on Referrals

C413a When referring clients out for HIVservices, do Servicesprovided ___
you hav e priorknowledge of the facility you are | Week dayson which servicesare provided
referming clients fo on the following? .

(Tick allthat apply) Time when the servicesare provided ___
Transport coststoreach thereferal site ___
Otherspecify
No prior knowledge ___

C413b When referring clients out for FP services, doyou | Servicesprovided ___
hav e priorknowledge of the facility you are Week days on which services are provided
refering clientsto on the following? o
(Tick allthat apply) Time when the servicesare provided ___

Transport coststoreach the referral site ___
Otherspecify
No prior knowledge ___

C414 AT This health facility, do you have follow up Yes___ It No, skip 1o
mechanismsto see whetherreferred clientsact | No ___ C415
onrefemralse Not Sure ___

C414a If yes, what mechanism do you have? Make phone callfollow ups___

(Tick allthat apply)

Ask themto come backtothe clinic here ___

Observ e in theirhealth passports forrecords
from anotherfacility ___

Discuss casesat DHMTmeeting___

No follow up ___

Otherspecify

Informing community of integration
C4T15 Whathasbeen donefoinfroducethe

integrated services to the community/clientse

Shared informafion withcommunify groups

Made orposted announcementsin the
facility ___

Informed clientsdirectly ___

Did nothingtointroduce integrated services

Others, specify
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No. Question Categories Skip Instructions
pattern
Clientflow
C501 Do you provide HCT Yes If No, skip to
servicesat thisfacility 2 No___ C502
C501a | What arethedifferent | _____ OPDregistration desk Leavea
departments/stepsa client | ____ OPD waitingroom department/ste
mustencounterorgo | ___ OPD providerroom p blankifit is
throughinordertoaccess | _____ HCTregistration desk not accessed
HCTservicesat thisfacilitye | ___ HCTwaitingroom for HCT services.
(Rankusingnumbers | ___ HCTproviderroom You can mark
startingfrom 1, thevarious | _____ HIV monitoringroom multiple
departments/stepsinorder | ____ ART registration desk numbers next to
from the momenttheclient | ____ ART waitingroom a
walksinthrough thegate) | ___ ART providerroom department/ste
_____ FP registration desk pif itis visited
_____ FP waitingroom sev eraltimes.
_____ FP providerroom Considera
_____ Laboratory scenariowhere
77777 Pharmacy aclientis tested
_____ Others, specify ____ asbeingHIV
_____ Others, specify ____ positiv e.
77777 Others, specify ______
C502 Do you provide ART Yes If No, skip to
services at this facility 2 No___ C503
C502a | What arethedifferent | _____ OPDregistration desk Leavea
departments/stepsa client | __ OPD waitingroom department/ste
mustencounterorgo | ___ OPD providerroom p blankif it is
throughinordertoaccess | HCTregistration desk not accessed
ART servicesat thisfacility? | _____ HCTwaitingroom for ART services.
(Rankthevarious | _____ HCTproviderroom You can mark
departments/stepsinorder | ____ HIV monitoringroom mulfiple
from the momenttheclient | __ ART registration desk numbers next to
walksinthrough thegate) | _____ ART waitingroom adepartment/
_____ ART providerroom stepifit is visited
_____ FP registration desk sev eraltimes.
77777 FP waitingroom Considera
_____ FP providerroom scenariowhere
_____ Laboratory aclientwantsa
_____ Pharmacy FP method
_____ Others,specify otherthan
_____ Others, specify ____ condoms/
_____ Others, specify injectables
which are
av ailable at the
ART clinic.
C503 Do you provide FP services | Yes [T No, skip fo
at thisfacility 2 No__ Cé601
C503a | What arethedifferent | _____ OPDregistration desk Leavea
departments/stepsaclient | __ OPD waitingroom department/
mustencounterorgo | _____ OPD providerroom step blankif it is
throughinordertoaccess | _____ HCTregistration desk not accessed
FP servicesatthisfacilitye | ___ HCTwaitingroom for FP services.
(Rankthevarious | ____ HCTproviderroom You can mark
departments/stepsinorder | ____ HIV monitoringroom multiple
from the momenttheclient | __ ART registration desk numbers next to
walksin through thegate) | ___ ART waitingroom adepartment/
_____ ART providerroom stepifit is visited
_____ FP registration desk sev eraltimes.
_____ FP waitingroom Considera
_____ FP providerroom scenariowhere
,,,,, Laboratory an HIV positive
_____ Pharmacy clienthasbeen
_____ Others, specify ____ referred to the
_____ Others, specify ______ FP clinic.
Analysis of the health system
C601 Whathave been the major |- Av ailability and monitoring adherenceto policiesand Underoptions
catalysts (contributing guidelines___ with lines, study
factors) for FP-HIV -Constant availability of FP and HIV commodities and supples participants
integration at this facility 2 should expound
(Tick allthat apply) - Av ailability of well-trained personnel ___ %rrﬁgzplom

- Av ailability of refresher trainings _
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No.

Question

Categories
-Regularemphasis on FP-HIVintegration during employee
and supervisory meetings ___

- Interactions across facilities ___
Describe the types and nature ofinteractions:

- Interactions betweendepartments within the facility___
Describe the types and nature ofinteractions:

-Supportive supervision fromMoH ___
Describe the componentsand details of supervision:

-Supportive supervision from dev elopment partners ___
Describe the components and details of supervision:

Skip
pattern

Instructions

Cé02

What are the challengesto
integrating FP and HIV
services at yourfacility2
(Tick allthat apply)

-Too many data collection and monitoringtools ___

- Very little support and monitoring __

-Shortage of staff ___

- Lackof frainingamong providers ___

- Few working hours for FP and HIVservices___

- Little fime spentwith a client ___

-Inadequate accessto FP and HIV drugs and commodities af
the samelocation ___

- Not enough space at the facility ___

- Lackof privacy forclients ___

-Toomany clients___
OtherSpecify

Cé602a

Have you tried to askfor
support onthe challenges
raised in the question
above?

Yes___
No

NotSure ___

It No, skip 1o
C503

Cé02b

ITyes,whatkind of support
did you ask fore

- Clearer operafionalpoliciesand guidelines ___

- Guidance on streamlining data collection tools ___

- Supportive supervision ___

- On-the-jobtrainings___

- Renov ationof facility ___

- Increasing the no. of health facilities in district ___

- More fraining on FP-HIVintegration romMoH ___

- More fraining on FP-HIVintegration from dev elopment
partners___

-Morestaffing___

- More FP and HIV commodities and supplies___

- OtherSpecify

Cé02c

If yes, whatwasthe
outcome?
(Tick allthat apply)

- Operational policies/guidelines were reviewed/drafted _

- Streamlined data collection tools developed and
implemented ___

- Staffreceiv ed training on FP-HIVintegration _

- More providersjoined facility ___

- Facility wasrenovated ___

- Staffreceiv ed supportive supervision ___

- Staffreceiv ed on-the-job training on FP-HIVintegration___

- New facility was built in district _

- Others, specify

-No changesweremade ___

Ifno
changes

were made,

Goto Cé03

Cé602d

If Yes, who has assisted you

NAC
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Skip
pattern

Question Categories Instructions

in The achievingthese HAM__
outcomes? (Tickall that BLM___
apply) UNFPA__
MACRO ___
UNICEF___
SSDI-Jhpiego _
PSI___
OtherNGOs____
Others, specify

C603 How can FP-HIVintegration |-Provide more space atthefacility __

be betterachieved and -Increase number of providers___

sustained at this facility? -Increase working hours to extend more time for clients___

(Tick alithat apply) -Re-organize service provision tointegrate services ___

-Increase training of providers on FP-HIVintegration ___

-Make FP and HIV commodities av ailable at same location

-Increase priv acy forclients ___

-Systematize/integrate monitoring and supervisory tools for
different services___

-Strengthen supportive supervision withyour seniorhealth
management in terms of technicalsupport, guidance and
resources ___

-Strengthen supportive supervision fromimplementing
partnersin terms of resources and technicalsupport ___

-Clearjob descriptions which include service integration
functionsfor each cadre
Otherspecify
No opinion___
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Unique ID:
Appendix C4: Client Flow Analysis, in English

To be filled by data collector who receives consent from client:

City/Town/Village: Date (Day/Month/Year):
District: Name of data collector:
Name of facility: Client initials:

Tools:

Client flow analysis forms for clients to carry along visit pathway
Wristwatches synchronized to the same time
Pen

As discussed earlier, we are documenting the time you spend at various departments or areas of the facility
while getting your services today. Please fill out the name of the department/area you visit in order of your visit.
Please use the watch given to you to document the start time and end time. Below is a list of departments/areas
that you may access depending on the services you are accessing today. Please write the appropriate department
in the order you visit along with the start and end time next to it. Note that some of these departments/areas may
not exist at this facility. In other instances, you may not access these departments/areas today. Just note the one
you access in the order that you do. The same department/area can be repeated if you happen to visit it multiple
times. Please do not hesitate to contact a member of our team if you have any questions. Thank you.

The potentialdepartments/areas you will access today are:

OPD registration desk FP registration desk

OPD waiting room FP waiting room

OPD provider room FP provider room

HCT registration desk Health education sessions
HCT waiting room Laboratory

HCT provider room Pharmacy

HIV monitoring room Others, specify o
ART registration desk Others, specify o
ART waiting room Others, specify

ART provider room

Service/Department

Starting Time Ending Time
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Unique ID:

Appendix C5: Questionnaire Guide, in English, Administered to Clients

City/Town/Village:

Date (Day/Month/Year):

District:

Name of data collector:

Name of facility:

Client initials:

Introduction: As discussed during the consenting process, we would like to ask you a few questions about your
health history and the services you have received at this facility today. In addition, we would like to collect

some personal information about you. Is it fine to continue?

Yes  No

Skip

. Question Categories

Pattern

Insiructions

Client Demographic Characteristics

E101 |How oldwereyouonyourlast — |___ Years
birthday?2

ET02 [Whatisyoursex? Male___

Female___
ETO3 [Whaftisyourlev elof educafion? None ___
Lowerprimary ___
Completed primary ___
Lowersecondary ___
Highersecondary ___
Tertiary ___
Others,specify o
ET0O4 [Whatisyouriribe or ethnic Chewa___
background? Yao____
Ngonde__
Tonga___
Ngoni___
Lomwe___
Tumbuka___
Sena___
Other, specify
E105 | Whatisyourreligion? Catholic ___
Church of Central Africa
Presbyterian (CCAP) ___
Anglican ___
Seventh Day Adventist ___
Other Christian ___
Muslim ___
No religion ___
Others, specify

ET06 | Whatisyourcurrent maritalstatuse Mamed/livingtogether___
Div orced/separated ___
Widowed ___
Nev ermarried/ neverlivedtogether

ETO7 [Whatisthe name of yourvillage or Vilage/ fown/city _______
tfown orcity you livein,theT/Aand TA___ o
district it falls undere District
(circle the village/town/city)

ETO07a| Tnferviewerwilmarkthe area of Uban___ Inferviewer
residence based on theresponse Rural ___ must fill this.
above. Anythingthat

is a main city
is determined
fo beurban,
anything else
mark asrural.

E108 | How muchtime did you taketoamive
at the health facility today, fromthe |___ minutes
fime you left home till you got to the
facility2

E109 | How many children wouldyou like to Only ask this
haveinyourlifetimee | ____ __children questionifthe
(Insert number) person you

are indicating
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Question

Categories

Skip
Pattern

Instructions

falls within the
agerange of
15-49.

ETTO [How many childrenhaveyouhad?e [None___ [fnone, Probe how
Aive: (insert number of skip to E201| many that
living children) you have had
Dead:___ __(insert number of thatarealive
children who have died) and how

many are
dead.

E111 | Among yourchildrenwhoarealive, |Boys: _____ ___(insert number of

how many are boysand how many | boys)
are girlse Gils: ____ (insert number of girls)
N/A

Reproductive and FP History

NOTE: QUESTION E201 AND E201b ARE FOR FEMALE RESPONDENTS AGES 15-49 ONLY

E201 | Are you pregnant now @ Yes___ If No/not
No__ sure, GO
Noft sure ___ TOE201b

E201al If yes, did you wanttobecome Wanted tobecome pregnant then | After

pregnant then, did you wanttowait | ___ answering
untillater or you did not want fo have| Wanted towaitunfillater___ this
any more children at all2 Did not want any more children ___ | question,
Other, specify ___ GOTO
E301
E201b] If no, when do you want your next Inless thantwoyears___
child? More thantwoyearslater___
Does notwant children ___
Cannothave children ___
Noftsure ___
E202 |Haveyoueverhad anoperationto |Yes___ If No, GO
av oid havingany more children,i.e. |No ___ TO E203
a sterilization procedure?
E202a] If yes, where did you have this At this facility ___
operation? Govermment facility ___
CHAM facility ___
BLIM___
Outreach facility ___
Others, specify

E202b| In what month and yeardid you Month / Year If operation

hav e thessterilization operatione | ____ /___ wasdone
more than
3 months
ago, go to
E301

E203 [ Are you currenfly usingany method [Yes__ [fNo, go fo

fo av oidpregnancy? No__ E301

E203a] If yes, which of the followingmethods| Pills ___ If

are you curmrently using? Male condoms___ respondent

(Tick allthat apply) Female condoms___ only
Injectables ___ mentions
IUD___ traditional
Implants ___ method,
Emergency contraception ___ skip to E208
Traditionalmethods ___
Others, specify

E204 [Where did you gefyour current AT This facility ___ f received

method of FP2 Government facility ___ fromthis
CHAM facility ___ facility,
BLM ___ continve
Outreach facility ___ with E205. If
Others, specify not, skip to
E206
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Skip

Question Categories Pattern Instructions

E205 | At this facility, where do you get your | FP Clinic ___

FP method? Out-patientdepartment ___
(Tick allthat apply) HCT Clinic ___

ART Clinic ___

PMTCT/ANC clinic___

Delivery ___

Postnatal ___

Under-five clinic___

Others, specify

E206 | When you were giv en your current Yes___
family planning method, were you No__
told about side effects or problems Notsure ___
you might experience?

E206a| Were you told what to doif you Yes___
experienced side effects or problems| No ___
with the FP method? Notsure ___

E207 | Whenyou receiv ed yourcurrent Yes___ If No/not
family planning method, were you No__ sure, skip o
ev ertold by a health worker or family [ Not Sure ___ E208
planning provider about other
methods of family planning?

E207a] If yes, what other FP methodswere | Pills ___
you told about?e Male condoms___

(Tick allthat apply) Female condoms___
Injectables ___
IUD___
Implants ___
Female sterilization___
Male sterilization ___
Emergency contraception ___
Others, specify

E208 [IstheFP method you areusingnow [Yes___ It Yes, Skip
yourmethod of choice? No___ to E209

NotSure

E208a] It No, why are you currently not using | It wasand/oris out of stock at the
your preferred method of choice? facility ___

(Tick allthat apply) They donot provide it at this facility
Personal preference ___
Distance to the facility __
Husband/partnerdidn’t approve___|
Noreason ___
Others, specify

E208b| If No, where would you get your At this facility ___

preferred method of FP2 Govermment facility ___
CHAM facility ___
BIM ___
Outreach facility ___
Pharmacy___
Others, specify

E209 | At the ART clinic, hasa providerever| Yes___ If no, skip
inquired about yourfertility intentions| No ___ to E301
and counseled you on family
planning?

E209a| If Yes, how often do they counselyou| Never__
on family planning? Rarely ___

Sometimes___
Often___
Everytime___

E209b| On av erage, afterhow many visits do| Ev ery visit ___
the providersinquire aboutyour Everysecond visit ___
family intentions?2 Ev ery third visit ___

Ev ery fourth visit ___
Ev ery fifth or more visit ___

HIV History

E301 | Forhowlonghaveyoubeenlving |____ __Weeks/Months/ Years Write time
with HIV2 (Circle the appropriate Not Sure ___ and circle
denomination of time) denomination

of time

E302 | Whohave you disclosed yourHIV Spouse ___
statusto?e Mother___
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Question

(Tick allthat apply)

Categories

Father___

Children ___
Siblings___
Friends___
Extendedfamily ___
Pastor___

Noone___
Others, specify

Skip
Pattern

Instructions

E303

Is this yourfirst visit to the facility to
accessthese services?

Yes___
No __

E303a

Which HIVserviceshave you
cumrently or prev iously accessed/used
at thisfacility?

(Tick allthat apply)

HCT___
PMTCT___
HIV monitoring___

ART ___
Condomprovision ___
Management of Ols___
Nutrition support _
Others, specify

None ___

E304

Where hav eyou/do you
accessed/accessHIVservices at this
facilitye

(Tick allthat apply)

FP Clinic ___

Out-patientdepartment ___

HCT Clinic ___
ART Clinic ___
PMTCT/ANC clinic___
Delivery ___
Postnatal ___
Under-five clinic ___
Others, specify

93




Integration of Family Planning and HIV Services in Malawi

Question Categories Skip Pattern Instrucfions

FP and HIV Integration

E401 Whatwasyourprimary reason of comingto the hospitaltoday?¢ (Tickallthat apply) If FP is selected as
Services What wasyour primary Whatwasyoursecondary | Whatservicesdid you one of thereasons,
reason for comingto the reason for comingto the receiv e today?2(Mark Y for go to E401a.
facility today? (just mark facility today?2 servicesreceived and N for
one) servicesnot receiv ed) f any ofthe HIV
HCT services are
PMTCT selected as one of
HIVmonitoring thereasons, ask
ART E401b.

Condom prov ision
Management of Ols
HIV-related nuftrifion
support

Family planning
Out-patientdepartment
ANC/ posthatal/ under-
fiv e clinic

Laboratory services
X-ray and diagnosfics
Others, specify

f multiple services
selected, answer
E402.

Otherwise, skip to
E403.

Others, specify
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No. Question Categories Skip Pattern Instructions

E401a [ What FP method did you cometoget | Pills ___ If one service
at the health facility today? Male condoms___ receiv ed, skip to
(Tick allthat apply) Female condoms___ E403

Injectables___

IUD___

Implants ___

Female sterilization___

Male sterilization ___
Emergency contraception ___
Others, specify

E40Tb [If one of thereasons for yourvisit today | Yes___ [t oneservice
wasfor HIVservices, did anyone askif | No ___ receiv ed, skip to
youwanted to have more children and E403
offer you family planning? 2

E402 How and where were the mulfiple Recelv ed allservicesin fhe sameroomby
servicesyou receiv ed today provided?2| same provider___

Receiv ed allservices by different providers
in same clinic ___

Receiv ed servicesin different rooms/
clinics within same facility ___

Others, specify

E403 Were you able to get all of your Yes___ If Yes, skip to
servicesyou came to the health facility [ No ___ E404
for today? Not Sure ___

E403a | If No, what are thereasons fornot - The serviceisnot providedat thisfacility | If client referred
receivingthe servicesyou cameto o to another
health facility for today? L The serviceis not offered today ___ facility, please
(Tick allthat apply) - | came outside the operatinghours for the| ask E403b.

service ___ Otherwise, skip
- Thereis no health provider__ to E404.
- The health provider did not have enough
time ___
- | did not have enoughtime ___
- | did not feel comfortable requestingthe
service ___
- There is shortage of drugs ___
- | hav e beenreferred to anotherfacility
- Others, specify

E4030b | Tfreferred To anofherfacility, did the Yes___

” . If the answer to
provider give you adequate No___ one of the fwo
information on where and whenyou NotSure ___ . .

. . partsis negative,
couldreceiv e the service you wanted .
o mark it as no.
at the facility you are referred to?

E404 How would you preferto get the - By same prov iderin same room on same

services at thishealth facility 2 day___
(Tick allthat apply) L By different prov iderin different room on
sameday___
- On different days at same facility ___
- At anotherfacility ___
- Others, specify

E405 [ Are you satisfied with theservicesyou | Yes__ If yes, skip to
receiv ed inrelation to the time you No___ E406
waited forthem today? NotSure ___

E405a [If No, what are yourreasons for not - | did not receiv e allservices| came for ___
beingsatisfied? - | waited foralong time ___

(Tick allthat apply) - There wasno health provider ___
- There wasshortage of drugs ___
- The staff wererude and unkind ___
- My consultation with the providerwas
veryshort ___
- Therewaslackof privacy __
- Others, specify
E406 Would you preferto wait fora longer Wait for a longer time to get multiple
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No. Question Categories Skip Pattern Instructions
time to get multiple services at one visit| servicespervisit ___
or would you preferto wait for a shorter | Wait for a shorter time to get one service
fime to get one service perhospital pervisit___
visite Others, specify
NotSure ____
E407 What doyou thinkmay be some of the | Make fewertripsto facility ___
benefits of receiving HIV and family - Reduced transportatfion costs___
planningservicesatthesametime? | Reduced waitingtime ___
(Tick allthat apply) - Efficient way to accesssev eralservices
- Reduces stigma towardsaccessing HIV
services; Specify how
- Reduce stigma towards accessing FP
services; Specify how
L Don'tknow ___
- Others, specify
E408 What do you thinkmay be some of the | Increased waitingtime ___

disadvantages ofreceiving HIVand
family planning services at the same
fime? (Tick allthat apply)

L Decreased fime with providerdue to

increased workload ___

- Fear of stigma and discrimination ___

L Fear of loss of confidentiality ___

- Decreased quality of services ___

- Embarmrassment to discuss HIV.and/or FP

with providerfromsame village _

- Don'tknow ___

Others, specify

NOTE: END HERE FOR OTHER CLIENTS EXCEPT FOR MYSTERY CLIENTS

96




Annex C. Questionnaires Administered at Facilities

No. Question
FOLLOWING QUESTIONS ARE ONLY ASKED OF MYSTERY CLIENTS. AIMTO HAVE A CONVERSATION WITH THE
MYSTERY CLIENTS AND NOTE THEIR OBSERVATIONS AS A CLIENT AND THEIR INDIVIDUAL EXPERIENCES IN
DETAIL

E501 Describe your general experiences and observations during your visit to the facility today?2

ES501a | What are your general observations of the facility?

E501b | What are your general observations of the providers you interacted with?

ES01c | What are your general observations of the services you received?

E502 What are some suggestions you have for improving services at this facility?
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98



Annex C. Questionnaires Administered at Facilities

99



For more information, contact:

Health Policy Project
Futures Group
1331 Pennsylvania Ave NW, Suite 600
Washington, DC 20004
Tel: (202) 7759680
Fax: (202) 7759694
Email: policyinfo@futuresgroup.com
www. healthpolicyproject.com



	Acknowledgments
	Executive Summary
	Abbreviations
	Introduction
	Integration of services in Malawi
	Study Objectives

	Methods
	Data Collection
	Facility audit
	Surveys with staff and clients
	Mystery clients
	PLHIV focus group discussions
	Ethical considerations
	Data entry, cleaning, and analysis


	Integration Models
	Results
	1. Facility Audits
	1.1. Infrastructure (see Table A–1.1)
	1.2 Availability of FP in HCT services (Table A–1.2)
	1.3 Availability of FP in ART services (Table A–1.3)
	1.4 Availability of HIV services at FP clinics (Table A–1.4)

	2. Interviews with Facility In-charges
	2.1 Self-reported models of integration (Table A-2.1)
	2.2 Community-based services (Table A–2.2)
	2.3 Stockouts (Table A–2.2)

	3. Interviews with Providers
	3.1. Organization of services (Tables A–3.1 and A–3.2)
	3.2. Referrals (Table A–3.3)
	3.3. Community engagement on integration (Table A–3.3)

	4. Clients
	4.1. HIV status and disclosure (Table A–4.1)
	4.2. Reproductive intentions and contraceptive use (Tables A–4.2a, A–4.2b, and A–4.2c)
	4.3. Services received (Tables A–4.3 and A–4.4)
	4.4. Client flow analysis (Table A–4.5)
	4.5. Provider-initiated Family Planning (Tables A–4.2b, A–4.3),

	5. Mystery Clients
	5.1. Services received
	5.2. Mistreatment of clients
	5.3 Challenges to the methodology

	6. Focus Group Discussions
	6.1. Organization of services
	6.2. HIV services
	6.3. FP services
	6.4. Provider shortages and task sharing
	6.5. Mistreatment of clients


	Discussion
	Extent of FP-HIV Integration
	Demand for Integrated Services
	Availability of Contraceptives and Method Choice
	Current State of Referrals
	Provider-initiated Family Planning (PIFP)
	Respectful Care
	Public vs. CHAM vs. UNFPA-supported Sites
	Other Issues for Further Investigation

	Recommendations
	Conclusion
	References
	Annex A. Data Analysis
	Annex B. Calculations for Client Exit Interviews
	Annex C. Questionnaires Administered at Facilities
	Appendix C1: Facility Audit, in English
	Appendix C2: Questionnaire Guide, in English,  Administered to Facility In-charge
	Appendix C3: Questionnaire Guide, in English,  Administered to Health Service Provider
	Appendix C4: Client Flow Analysis, in English
	Tools:
	The potential departments/areas you will access today are:

	Appendix C5: Questionnaire Guide, in English, Administered to Clients




