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NOTE 

The views expressed in this report are those of the participants in the Workshop on 
Expanding Linkages between HIV/STI services with Reproductive, Adolescent, Maternal, 
Newborn and Child Health services and do not necessarily reflect the policies of the 
Organization. 

This report has been prepared by the World Health Organization Regional Office for the 
Western Pacific and the United Nations Children's Fund for governments of Member States in 
the Region and for those who participated in the Workshop on Expanding Linkages between 
HIV/STI services with Reproductive, Adolescent, Maternal, Newborn and Child Health services 
from 20 to 24 July 2009 in Phnom Penh, Cambodia. 
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EXECUTIVE SUMMARY 

There has been global recognition that linkages between the HIV and sexual and 
reproductive health (SRH) programmes are critical to improving coverage and quality of services 
for HIV and SRH. Ensuring universal access to HIV prevention, care and treatment, and to SRH 
services are key to reaching the Millennium Development Goals (MDGs). While these targets 
are ambitious, they are also attainable; universal access to services for SRH and HIV/sexually 
transmitted infection (STI), adolescent reproductive and sexual health (ARSH), and maternal, 
newborn and child health (MNCH) can be reached through increased commitment to exploring 
and promoting synergy between programmes. Where programmes overlap, as between those for 
SRH, HIV and STI, linked approaches can improve outputs and effectiveness. 

The "programme linkage" concept was first introduced in 1994 at the International 
Conference on Population and Development in Cairo. While it has since been promoted, 
developed and adapted by various United Nations (UN) partners, progress towards 
operationalization of linked services has been slow to scale up. Sexual transmission remains the 
principal driver of the HIV epidemic-two million people are infected with HIV through 
unprotected sex each year, which also results in 80 million unwanted pregnancies and 
340 million newly acquired but curable STIs. Given this statistic, it becomes essential to 
strengthen linkages between HIV and SRH programmes. Some progress has been made and 
efforts are ongoing, although the implementation of linked approaches can be challenging due to 
economic, technical, cultural and social constraints. 

In 2006 and 2007, the World Health Organization (WHO) in partnership with the 
Joint United Nations Programme on HIV/AIDS (UNAIDS), United Nations Children's Fund 
(UNICEF) and United Nations Population Fund (UNFPA) convened a series of meetings that 
fostered discussion on programme synergies and potential linkages across SRH and HIV 
programmes in the Asia-Pacific Region. In Guilin, China, in 2007, a framework for linking 
SRH, HIV, STI, ASRH and MNCH service delivery was developed through consultation with 
representatives from Cambodia, China, Papua New Guinea and Viet Nam. Known as the "Guilin 
Framework", the document has served as a reference for decision-makers and programme 
managers interested in promoting and employing linkages. 

In 2008, Cambodia launched a strategy known as the Linked response for prevention, care 
and treatment of HIVIAIDS and sexual and reproductive health issues. This approach 
demonstrated that expanding effective linkages between all levels of services is possible and can 
be scaled up in resource-constrained settings. The Cambodia approach strengthens links within 
and between the health sector and the community, ensuring provision of comprehensive services 
for the prevention of mother-to-child transmission (PMTCT) of HIV and syphilis, as well as 
improving the uptake of primary health services. The progress of the Linked Response is tracked 
at the district level where service uptake data are collected. These data are reviewed and fed back 
to the sites on a quarterly basis. At the same time, district administrators monitor service access 
by individual patients to ensure that HIV-infected mothers and HIV-exposed infants receive the 
necessary care along the PMTCT cascade. Central to all components of the approach are strong 
links between health providers, health administrators and community workers; each is charged 
with distinct responsibilities and plays a critical role. In addition, there is strong ownership at the 
operational district level. 

From 20 to 24 July 2009, 50 representatives from Cambodia, China, the Lao People's 
Democratic Republic, Malaysia, Mongolia, the Philippines, Papua New Guinea and Viet Nam 
met in Phnom Penh, Cambodia, to conduct an in-depth exploration of country operationalization 



of linked responses in Asia and the Pacific, with a focus on the Cambodia experience. 
Representatives were also present from the Asian Development Bank, Clinton Foundation 
HIV/AIDS Initiative, the Economist Intelligence Unit, International Medical Center of Japan, 
Reproductive Health Association of Cambodia, Secretariat of the Pacific Community (SPC), 
UNAIDS, UNICEF, UNFPA and WHO. 

The purpose of the workshop was to explore country experiences in implementing 
programme linkages between HIV/STI and SRH services through sharing experiences, 
identifying lessons learned, field-level observation and group work. Cambodia's Linked 
Response approach was highlighted and participants spent two days in the field conducting an in
depth observation of work at the district and subdistrict levels. Upon their return to Phnom Penh, 
country representatives and observers broke into groups to review and prioritize their findings, 
which were shared in the plenary. Representatives then had the opportunity to identify next steps 
for country-level work. Finally, the necessity for operational research on linkages in the Region 
was discussed and specific research questions were developed within small group discussions. 

Cambodia's success in adapting and operationalizing the Guilin Framework was 
commended during the meeting and a number of strengths were identified. It was concluded that 
a strong, linked approach requires consistent national-level leadership, improved outreach and 
follow-up mechanisms, local ownership and decentralization of responsibility and programme 
management, as well as close partnerships between patients, community workers, health-care 
providers and health administrators. All these components are present in the Cambodia strategy 
and have actively contributed to a significant increase in service uptake in Cambodia. During the 
workshop, Cambodia's Linked Response provided a platform for discussion of lessons learned 
and opportunities to strengthen the current initiatives, best practices and potential opportunities 
for scaling up SRH-HIV linkages in the Asia-Pacific Region. 
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1. INTRODUCTION 

Scaling up and improving the quality of services for the prevention, care and treatment of HIV 
and sexually transmitted infection (STI), and strengthening sexual and reproductive health (SRH) 
services require increased investment in collaborative work. Collaboration is required between 
national and local programmes for HIV, SRH, adolescent sexual and reproductive health (ASRH), and 
maternal, newborn and child health (MNCH). Establishing programme linkages where none are 
present and strengthening existing linkages can enhance HIV/STI prevention and improve outcomes. 
Such linkages would also accelerate the prevention of mother-to-child transmission (PMTCT) of HI V 
and syphilis, and elimination of congenital syphilis. The SRH, ASRH and MNCH services will, in 
turn, benefit from strengthening of the HIV/STI programme. Moreover, expanding HIV programmes 
provides an opportunity to promote innovative models oflinking HIV interventions to the primary 
health-care system and strengthen health systems. 

In collaboration with the United Nations Population Fund (UNFPA), United Nations Children's 
Fund (UNICEF), Joint United Nations Programme on HIV/AIDS (UNAIDS) and regional 
government partners, the World Health Organization (WHO) developed the Asia-Pacific operational 
framework for linking HIV/STI services with reproductive adolescent, maternal, newborn and child 
health services. This process began with a consultation in Kuala Lumpur, Malaysia in 2006 and was 
formalized in Guilin, China in 2007. Subsequently, Cambodia, China, Fiji and select Pacific island 
countries, Mongolia, Papua New Guinea and Viet Nam have adapted the "Guilin Framework" and 
made efforts to implement linkages between HIV and SRH. Of these countries, Cambodia has 
expanded the operationalization oflinkages at all levels, launching a pilot in 2008 and beginning 
national scale up in 2009. In the five districts that have piloted the "Linked response for prevention, 
care and treatment of HI VIA IDS and sexual and reproductive health services", significant 
improvements have been made in service coverage. 

By pioneering the Linked Response, Cambodia has demonstrated that linkages between 
services are possible and suitable in resource-constrained settings. In response to these findings, a 
workshop was organized to bring together representatives from the HIV/STI and reproductive health 
(RH)/MNCH programmes from the pilot countries and other select countries to share experiences and 
lessons learned from the implementation of the Linked Response, especially in adapting and 
expanding the "Guilin Framework". 

1.1 Participants 

From 20 to 24 July 2009, 50 participants met in Phnom Penh, Cambodia, to discuss country 
operationalization of the Guilin Framework, a strategy that promotes the linking of services for SRH 
and STIs, including HIV/AIDS, to ensure more efficient use of scarce resources and increase 
synergies between largely vertical programmes. WHO, in partnership with UNICEF and the National 
Center for HIV/AIDS Dermatology and Sexually Transmitted Diseases (NCHADS) of Cambodia's 
Ministry of Health (MoH) convened the workshop. 

Participating countries included Cambodia, China, the Lao People's Democratic Republic, 
Malaysia, Mongolia, the Philippines, Papua New Guinea and Viet Nam. Representatives were also 
present from the Asian Development Bank, Clinton Foundation HIV/AIDS Initiative, the Economist 
Intelligence Unit, International Medical Center of Japan, Reproductive Health Association of 
Cambodia, Secretariat of the Pacific Community (SPC), UNAIDS and UNFPA. 



- 2 -

1.2 Objectives 

The meeting's purpose was to explore countries' experiences in operationalizing programme 
linkages between HIV/STI and SRH services. The objectives were: 

(I) To share experiences, discuss challenges and identify lessons learned from the 
operationalization of the "Guilin Framework"; 

(2) To conduct an in-depth analysis of the Cambodia experience in implementing the 
Linked Response in selected operational districts; 

(3) To identifY next steps to further expand linkages in countries of the Western Pacific 
Region; and 

(4) To identifY ways to measure outcomes and document the benefits of the Linked 
Response in the specific context of different countries. 

2. PROCEEDINGS 

2.1 Linkages between HIV / AIDS and Sexual and Reproductive Health in the Asia-Pacific region: 
country operationalization updates 

The HIV epidemic in Asia and the Pacific is diverse, driven by multiple modes of transmission 
- heterosexual sex, commercial sex, injecting drug use and sex between men. In 2007, there were 

I 
approximately five million HIV-infected individuals in Asia and about 740 000 in the Pacific. 
Regionally, the number of people living with HIV (PLHIV) grew from 0.75 million to 1.3 million 
between 2001 and 2007, with an increase in new infections per year from 133 000 to 145 000 from 
2001 to 2007. HIV prevalence in the Asia-Pacific Region remained low at about 0.1 % but infections 
among children and women rose during this period, from 5200 and 180000 in 2001 to 21 000 and 

2 
340 000 in 2007, respectively. 

I 
UNAIDS. Report on the global HIVIAIDS epidemic 2008. Geneva, UNAIDS, 2008. 

http://www . unaids .0rg/enlKnow I edgeCentre/HIVDataiG lobalReportl200812008 Global report.asp 
(accessed on 18 September 2009). 

2 
WHO, UNAIDS, UNICEF. Towards universal access: scaling up priority HIVIAIDS 

interventions in the health sector. Progress Report 2008. Geneva, WHO, 2008. 
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While counselling, testing and coverage with antiretroviral therapy (ART) have improved 
significantly in the region, efforts at PMTCT have failed to gain similar momentum. PMTCT of HIV 
is an essential and high-impact strategy to decrease the incidence ofHIV. However. due to weak links 
between the HIV/STI and RHIMNCH programmes in the majority ofWPR countries, PMTCT 
services have had very low coverage. PMTCT coverage in these countries remains below 30%.4 
Coverage of antenatal care (ANC) is increasing in some countries, providing an opportune time for 
care providers to make HIV testing available to women. However, only 3-8% of pregnant women in 
Asia received HIV tests between 2004 and 2007, representing an enormous number of missed 
opportunities to provide testing and counselling. There were about 4500 new infections due to 
mother-to-child transmission (MTCT) in 2007.2 

Table 2. Coverage with services for prevention of mother-to-child transmission (PMTCT) 
in the Western Pacific Region2 

2007 2008 

# of HI V- Estimated # Estimated # of HI V- Estimated Estimated 
positive+ of HI V- % of HI V- positive # ofHlV- % of HI V-
pregnant positive positive pregnant positive positive 

Countries women pregnant pregnant women women pregnant 
receiving women women receiving needing women 

antiretrovirals needing receiving ARVs for ARVs for receiving 
(ARVs) for ARVs for ARVs for PMTCT PMTCT ARVs for 

PMTCT PMTCT PMTCT PMTCT 
(%) (%) 

Cambodia 505 1600 25-41 777 2879 27 
China 593 6800 6-14 980 1317 74 
Fiji 7 <100 82->95 3 3 100 
Laos 24 <200 9-36 21 370 6 
Malaysia 183 1300 9-24 189 - -
Mongolia 0 <100 0 0 0 0 
Papua New 84 1900 4 222 3946 6 
Guinea 
Philippines I <200 <I I 16 6 
Viet Nam 744 3900 12-31 1354 4118 33 
Western 2100 16000 13 3358 (3547) 12649 27 
Pacific 
Region 

Elimination of congenital syphilis, another neglected but important and cost-effective public 
health intervention, also requires strong linkages and PMTCT approaches. Although most countries 
have policies for screening pregnant women for syphilis, screening is not done universally in most 
countries (Table 3). 

4 
WHOIUNAIDSIUNICEF. Towards universal access: scaling up priority HIVIAJDS 

interventions in the health sector, progress report 2009. Geneva, WHO (in press). 
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Table 3. Screening for syphilis among ANC attendees in the Western Pacific Region, 20084 

Country #of ANC # of ANC Coverage for # of ANC Percentage of 
women women ANC syphilis women ANC women 

screened for accessing ANC screening (%) positive for positive for 
syphilis services syphilis syphilis (%) 

Brunei 7874 7874 100 33 0.42 

Cambodia 22219 371 882 5.97 37 0.17 
China 99 30 192 0.33 0 0 
Fiji 20381 20381 100 1049 5.15 
Laos 2628 NA 0 0 
Malaysia 372 949 396951 93.95 287 0.08 
Mongolia 57109 71 175 80.24 1078 1.89 
Papua New 6657 110 000 6.05 157 2.36 
Guinea 
Viet Nam 6400 NA 13 0.20 

2.2 Maternal mortality ratios in some countries 

Most maternal deaths are preventable, yet more than half a million women worldwide continue 
to die each year from pregnancy-related causes. Of these, 20000 deaths were estimated to occur in the 
Western Pacific Region in 2005. Figure 2 shows a maternal mortality ratio (MMR) of 82 maternal 
deaths per 100000 live births in the Region in 2005 compared with an MMR of27 in Europe. 

5 
However, the regional average masks wide differences between countries. The MMR is above 
100 maternal deaths per 100 000 live births in the Lao People's Democratic Republic, Cambodia, 
Papua New Guinea, the Philippines, Solomon Islands, Fiji and Viet Nam. Variations in the MMR 
may also exist within countries. Slow progress towards achieving MDG 5 in some countries may be 
mainly due to inability to address issues among difficult-to-reach groups. 

5 
WHO, UNICEF, UNFPA, World Bank. Maternal mortality in 2005: estimates developed by 

WHO, UNICEF, UNFPA and the World Bank. Washington, DC, World Bank, 2008. 
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Principles for linking services should include the following: 

• The services being linked must be effective individually. 
• The services being linked need a common field of operation and common audiences. 
• The services should enhance each other, so that the impact of both is increased. 

In linking services, it is essential to clearly define the components of the programmes that will 
be linked with concrete activities. Activities should be adapted to the epidemiological situation and 
should address programme gaps. The linkages should focus on simple, practical and impact
measurable strategies and address implementation details. It is also crucial for linkages to work with 
other interventions inside and outside the health sector. Linkages should deal with the populati9ns to 
ensure impact but also address individual needs and be socially accountable. It is essential to put the 
client in focus and ensure their rights to health, voluntary and confidential care, and reducing stigma. 

Linkages should take into consideration the balance of resources between programmes and how 
HIV can boost the resources for maternal and RH care. Programmatic links between STI and HIV 
services provide opportunities for funding MNCH services, since STI control is an important HIV 
prevention strategy and elimination of congenital syphilis is an element ofPMTCT ofHIV. The 
following should be considered while linking SRH and MNCH programmes with HlV funding 
proposals. The proposed intervention should: 

• Clearly respond to identified constraints 
• Show how to improve and sustain outcomes 
• Fit within overall national health policies, plans and strategies 
• Be defined in consultation with stakeholders involved in health systems strengthening 
• Be clearly defined, of a realistic scale and credible cost 
• Make the case that returns on investments are possible within a reasonable time frame 
• Monitor progress through a small set of credible health system indicators. 

In October 2007, WHO launched an initiative to eliminate congenital syphilis which was 
endorsed by 26 countries and international agencies. Central to the strategic approach taken was 
emphasis on SRH, HlV/AIDS and STI programme linkages to achieve the goal of elimination of 
congenital syphilis. Service linkages are particularly efficacious when synergies exist between 
programmes and diseases, as in the case ofPMTCT of HI V and syphilis with SRH, HIV/AIDS and 
STI programmes. Programme linkages can enable or increase: 

• dual protection 
• opportunities for reduction of sexual transmission and MTCT ofHlV and syphilis 
• opportunities to meet the fertility and sexual needs of HI V-infected individuals 
• the number of people reached with effective services 
• clients' rights to access comprehensive services. 

Linked services may also be more efficient than those that are offered independently and may 
ensure a better match between disease burden and health budget allocation. Programmes that aim to 
eliminate paediatric HIV and congenital syphilis, and provide sexual, reproductive and newborn 
health services may be rendered most effective through establishing strategic linkages with one 
another, and thereby achieve MDGs 4, 5 and 6. 

Some of the challenges in operationalizing linkages include: 

• Strengthening collaboration and partnerships, and institutionalizing relationships across 
vertical programmes 

• Developing linkages at multiple levels 
• Considering multiple types of linkages 
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• Expanding the reach and range of linkages 
• Decentralizing and harmonizing health planning and management 
• Mobilizing resources 
• Increasing training and capacity building 
• Ensuring evidence-based linking of programmes 
• Standardizing and reducing terminology 
• Understanding the value and most effective modes of linkages. 

2.3.1 Monitoring and evaluation of linkages 

A review of relevant studies, reports and the literature related to linkages revealed that the work 
on monitoring and evaluation (M&E) of linkages is still in the very early stages; little empirical 
evidence is available and a more systematic approach to M&E is urgently needed. Several existing 
tools relevant for M&E of linkages were identified and examined in detail for their content and 
applicability in the field. Key indicators identified are from existing monitoring systems for HIV/ST!, 
RH, and MNCH. 

2.3.2 Review of the evidence 

A systematic review of the literature on linking SRH and HIV programmes conducted by 
WHO, International Planned Parenthood Foundation (lPPF), UNFPA, UNAIDS, University of 
California, San Francisco (UCSF) revealed that the majority of studies showed improvements in all 
outcomes. Many studies reported an increase or improvement in access to and uptake of services 
including HIV testing, health and behavioural outcomes, condom use, HIV and STI knowledge, and 
overall quality of services. Linking programmes for SRH and HIV was considered beneficial and 
feasible, especially in family planning clinics, HIV counselling and testing centres and HIV clinics. 
With regard to providing comprehensive services, 71 % of the peer-reviewed studies evaluated 
programmes with only one type of linkage. In contrast, over half (57%) of promising practices 
evaluated programmes with five or more linkages, while 9% had only one type of linkage. This 
difference may be due to more recent programmes linking SRH and HIV services more 
comprehensively, or the fact that peer-reviewed studies were often designed to address narrow 

10 
research questions. 

10 

A number of gaps in the literature still remain. These are as follows: 

• Lack of longitudinal/prospective studies with comparative assessments 
• Lack of multi site, multi country studies 
• Need to examine important issues regarding linkages such as: 

Service provision 
Target Comprehensive RH services for PLHIV and most-at-risk populations 

(MARP) 
Care and services targeted at young people 
Male involvement 

System Staffing and workload 
Acceptability of linkages to clients and service providers 
Management and procurement strategies 

IPPFIUCSFIUNAIDSIUNFPAlWHO. Sexual and reproductive health and HIV linkages: evidence 
review and recommendations. 2009. http://whqlibdoc. who.intlhq/2009/WHO ~ HIV ~ 2009 ~ eng. pdf 
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Health outcomes of clients 
Cost-effectiveness 
Stigma reduction 

Other issues including gender-based violence and novel approaches to linkages 
especially in notifying HIV testing results to partners. 

Investment in operations research is needed to answer a number of important questions. There 
is a need to know how much it would cost to link services, how such links affect client use of 
services, contraceptives and commodities including dual methods, and whether it could improve the 
quality ofHIV/STI and RH services. Research is also needed to identify the best approaches to link 
services, optimal level of linkages in different settings and the most viable options for referrals in 
settings where full integration is not possible. Finding answers to these issues will enable programme 
managers to make sound decisions about when and how to link services. 

During the workshop, application of operational research was introduced and a possible 
research theme was presented. The participants discussed priority topics and key research questions 
that could be used to further develop a regional operational research framework and protocols on 
linkages. The list of research questions is included in Annex 3. 

2.3.3 Cost-effectiveness analysis oflinkages 

It is essential to identify efficient strategies and methods of implementation by comparing the 
costs and consequences of alternative activities. Cost-effectiveness analysis should assess the benefits 
and extent of linkages between programmes. Cost-effectiveness analysis should provide answers to 
the following outstanding issues in the linkage strategy: 

• How best can resources be invested through implementation of a certain type of linkage? 
• Which type or combination of services provides the best outcome from the budget available? 
• How should resources be allocated within the competing needs ofMNCH and HIV 

programmes? 
• How can extra investment best improve an intervention's performance? 

2.4 Country operationalization updates 

Several countries shared their experiences in operationalizing SRH-HIV linkages and 
presented the progress made to date. Brief synopses of these presentations are given below. 

2.4.1 China 

China has strong policy commitments to HIV and PMTCT. The "Four free and one care" 
policy ensures care for AIDS patients who have financial difficulties. In addition, a National Action 
Plan for Syphilis Prevention and Control has been adopted and efforts are under way to eliminate 
congenital syphilis by 2020. The central government increased financial support for PMTCT in 2008, 
building on the established framework of PMTCT services. This includes provider-initiated HIV 
testing and counselling (PITC) linked with voluntary counselling and testing (VCT) for HIV; 
strengthening maternal and child health (MCH) services for HIV-infected pregnant women; more 
efficacious prophylaxis with a combination of antiretrovirals (ARVs) or an ART regimen for both 
HIV-infected pregnant women and their infants; strengthening child health care for infants and young 
children born to HIV-infected pregnant women; and care, support and referral services for HI V
infected pregnant women, their children and families. 

China implemented a country-specific adaptation of the operational framework of WPRO for 
linking HIV, STI, and reproductive, adolescent, maternal and child health services. The integrated 
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service model has been introduced in 31 provinces through the "High-level consultation for women's 
health" and is being piloted in four counties in four provinces. 

China plans to continue to promote linkages between HI V, STI, RH, adolescent health and 
MCH programmes by scaling up the operational framework based on the experience from the pilot, 
strengthen the links between prenatal care, PMTCT and control of congenital syphilis, build the 
capacity of programme implementers and improve the quality of services. 

2.4.2 Fiji/Pacific islands 

With high rates of STI and low access to HIV services by MARP, FijilPacific islands has 
recognized the need to link SRH and HIV services. Because women and young people access SRH 
services more frequently than those for HIV, linkages with STI services offer an opportunity to reach 
a population often missed. 

In the Federated States a/Micronesia, a holistic youth SRH service is being provided as part of 
a broader, national youth club that offers counselling, peer education and clinic services. The Chuuk 
"Well men's" Centre offers a wide range of SRH services including HIV/STI prevention, diagnosis 
and treatment, male sexual health and family health services. The Centre also offers a diverse set of 
counselling services outside ofSRH. The Chuuk Women's Council works to increase community 
acceptance of SRH issues and offers community support and outreach to women. 

Vanuatu has undertaken revision of its RH and HIV/STI policies, identified potential linkages 
and synergies, and planned a phased implementation at the provincial level. The programme focuses 
on strengthening HIV/STI services within ANC and includes expansion ofHIV/STI counselling, STI 
risk assessment, case management and PMTCT services. The new strategy features improved STI 
case management through updated treatment protocols, condom promotion and a syphilis case 
register. It also includes laboratory support for expanded STI diagnosis, HIV case monitoring, the 
Gonoccocal Antimicrobial Surveillance Programme (GASP), quality assurance (QA) systems and 
improved training curricula. 

2.4.3 Mongolia 

In Mongolia, STIs comprise 40% of all reported communicable diseases. To address this major 
public health problem, STI and ANC services are provided through "one-stop services" to reduce the 
burden of STI/reproductive tract infections (R TIs), particularly syphilis. On-site syphilis screening 
using rapid syphilis tests and treatment for pregnant women have been integrated into the regular 
antenatal services. 

The pilot of "one-stop services" in two provinces led to the expansion of these services in 
Ulaanbaatar city and eight provinces, and a one-stop research project in Ulaanbaatar. 

The number and percentage of pregnant women and others who attend services and are 
screened and treated for syphilis and STI, the prevalence of syphilis and STI among pregnant women, 
incidence of congenital syphilis, and percentage of mothers with stillbirth and premature deliveries 
tested for syphilis are monitored. Routine monitoring by local officials and the Ministry of Health has 
proven important for addressing challenges and providing ongoing support to implementers. 

Within these projects, Mongolia has seen improvement in the early diagnosis of and timely 
treatment for syphilis among pregnant women and their contacts. Future work will build on this 
improvement to change policy to implement the use of rapid tests for syphilis. This programme 
brought to light that factors essential for success include on-site training of health-care providers with 
a focus on practical skills such as counselling and correct use of tests, along with strong collaboration 
and partnerships with the local government, local managers and international organizations. 
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2.4.4 Papua New Guinea 

In Papua New Guinea, the health sector has historically taken a vertical approach to addressing 
disease and delivering health services. To move away from this approach, Papua New Guinea has 
started a project to harmonize services and linkages between RH, MCH, STI, ANC, family planning, 
and tuberculosis (TB) and HIV programmes, establishing "one-stop" points of care. Quarterly 
meetings are held to guide and monitor the project, and attended by representatives from the National 
Department of Health, nongovernmental organizations (Family Health International and Hope World 
Wide), the National Capital District health administration, WHO, UNICEF and UNFPA. Thirty-two 
staff were trained in integrating HIV patient management and six clinics have become functional as 
"one-stop" health care delivery points. These programmes are run by regional HIV doctors with 
support from a new PMTCT technical working group chaired by the Division of Family and 
Reproductive Health Services. A needs assessment by WHO and the National Department of Health 
has been finalized and a memorandum of understanding (MoU) has been signed between the National 
Capital District health administration, WHO and Hope World Wide to fonnalize links between 
services. 

Papua New Guinea applied for funding to support linkages under the health systems 
strengthening component of the Global Fund to Fight AIDS, Tuberculosis and Malaria (Global Fund) 
Round 9 and plans to operationalize the strategy in two more provinces by 20 I o. Specific components 
and interventions will be adjusted to the provincial context. Future plans include lobbying for funding 
and technical assistance from partners including WHO, harmonizing logistic support, and M&E. 

2.4.5 Viet Nam 

Viet Nam is mobilizing existing services and programmes to increase the coverage and 
effectiveness of HI V prevention. Linkage models were developed and implementation commenced in 
select provinces. This country strategy includes adding on-site services, increasing referrals to better 
serve the needs of clients, strengthening the existing SRH services, improving quality, and 
minimizing overlap of services to maintain cost-effectiveness. Viet Nam introduced a country 
adaptation of the Guilin Framework for linkages and is supporting intracountry study tours between 
the North and South. WHO is also conducting operational research on improving the quality ofRH 
services through strengthening linkages with RTI/STI services and conducting a feasibility study on 
routine screening for syphilis during pregnancy. 

In Cao Loc district in northern Viet Nam, there is strong commitment from the District 
People's Committee to involve all sectors in strengthening the health system. The Women Union has 
supported PMTCT efforts by distributing leaflets to pregnant women and encouraging them to access 
health centres for ANC. VCT is conducted on-site at both the obstetrics and gynaecology ward and 
the VCT section. Operational linkages between health centres and obstetrics and gynaecology 
departments of general hospitals have been strengthened to support provision of PMTCT services for 
HIV and syphilis. 

Viet Nam plans to continue to promote the concept and framework of linked services at all 
levels in HIV, SRH and population programmes, document good practices and prepare case studies. 
In October 2009, a national stakeholders' meeting on linkages will be held. Future plans include 
developing a national framework and operational guidelines, and mobilizing donor commitment and 
support for implementing and expanding linked services. 

2.5 Linked Response in Cambodia 

While the individual components needed to create a comprehensive PMTCT programme in 
Cambodia have been in existence for some time, coverage remains low due to the absence of efficient 
links between AIDS care and SRH services. To address these gaps, a Linked Response approach was 
employed, which focused on localizing testing and creating essential connections between HIV IAIDS 
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The main objectives of the Linked Response are to increase access to comprehensive HIV 
prevention, testing, care and treatment to achieve the goals of universal access, strengthen existing 
RH and MCH services including PMTCT, contribute to the strengthening of Cambodia's overall 
health care system, and build capacity and ownership of local OD management teams and health 
centre management committees. 

The strategies used in the Linked Response are as follows: 

(1) Strengthen community awareness and understanding to increase the demand for HIV 
and RH services; 

(2) Improve accessibility of HI V and RH services (new services, transportation); 

(3) Strengthen referrals and follow up between HIV/AIDS, ST!, safe delivery, safe abortion, 
family planning, MNCH and TB services; 

(4) Strengthen patients' follow up and referrals between community-based organizations 
and the health services; 

(5) Improve decentralization, coordination and management at the OD level. 

In addition to improving MCH service uptake, a strong emphasis has been placed on retention 
across the PMTCT cascade. Local health administrators work closely with facilities in their 
jurisdiction as well as community groups to ensure that HIV-infected pregnant women have consistent 
access to health facilities for ANC, ARV prophylaxis, highly active antiretroviral therapy (HAART) 
for their own health, appropriate delivery care, postnatal care and infant follow up. These activities 
are monitored at the patient level, and cohort data are continuously updated and reviewed to ensure 
that women and infants receive the care they need. These data are also used by local and national 
programme managers to support improved implementation. 

A wide network ofHBC for HIV has been active for some time. NGOs in the field ofHBC 
have been mobilized to support the Linked Response with a focus on two key areas. First, HBC 
teams have conducted extensive community sensitization sessions about the necessity and availability 
of routine ANC, and the availability and benefits of HIV testing within ANC. Second, HBC teams 
offer regular follow up and support to HIV-infected pregnant women, ensuring access to health 
facilities as well as psychosocial support. 

NCHADS, the National Maternal and Child Health Center (NMCHC) and partners have 
developed a model which can be applied countrywide. United Nations Agencies, CHAI, ITM
Belgium, United States Agency for International Development (USAID), Centers for Disease Control 
and Prevention (CDC), Family Health International (FHI), and others will be supporting 
implementation of the Linked Response in 21 operational districts by the end of 2009. In 2008, the 
Ministry of Health agreed to adopt the Linked Response to support the national PMTCT strategy, and 
plans to use Global Fund support to scale up this approach nationwide. 

2.6 Highlights and key messages: reflections on the Cambodian experience 

Administrators from each of the demonstration sites led the field visits of the workshop 
participants to the operational health districts in Neak Leoung, Prey Veng Province, and Kirivong, 
Takeo Province. Participants were oriented on the facilities and procedures of the Linked Response. 
Service distribution, access to and uptake of services, responsibilities of staff at various facility levels, 
and the role of N GOs providing HBC and community-health sector connections were observed. 
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(3) Improved linkages within and between the health services and the community. 
Linkages between services within facilities, between facilities and the community have 
improved during the Linked Response through the establishment of coordination and 
communication mechanisms and functional referral systems. Existing links between medical 
and social services have been strengthened to improve access to peer support, counselling, 
nutrition and health services. While patient care is provided by health staff, follow up is 
managed jointly by HBC teams and health providers. Health sector staff meets regularly with 
community-based organizations (CBOs) to ensure strong relationships, share information and 
foster joint ownership of responsibility. This partnership is an essential component of the 
success seen with the Linked Response. 
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and support throughout the PMTCT cascade. Thus, vertical programme resources and 
infrastructure have been effectively linked to primary health services at all levels. 

(7) Partnership and collaboration. Finally, the Linked Response is characterized by its 
communication and coordination across all levels. This occurs horizontally, vertically and 
diagonally, both at regularly scheduled intervals and on an ad hoc basis. Dialogue is 
emphasized at all levels: 

• patients are counselled and followed up by health-care workers and HBC teams; 
• health-care workers interact with patients, HBC teams and district 

administrators; 
• HBC teams provide support to clients/patients, offer logistic support to health 

staff and deliver up-to-date health messages to the community; 
• district administrators of the MCH and HIV programmes coordinate activities, 

provide technical support and supervision to health staff and community workers, 
compile and analyse programme data and interface with the national government; 

• the national government (NCHADS) works in close partnership with the district 
and provides strategic leadership, and technical and financial support to health
care workers, HBC organizations and administrators. 

2.6.2 Challenges/Opportunities 

Although many aspects of Cambodia's Linked Response have proven to be successful, the 
following areas present opportunities for improvement. 

(1) Sustainability. The Linked Response demonstration districts have yielded impressive 
results but current funding is time limited. Long-term sustainability is dependent on the ability 
to mobilize resources (national health budgets and donor funds) and leverage funds from 
existing health budgets. Advocacy for linked approaches and efficient utilization of existing 
resources may improve the prospect of continued commitment. 

(2) Incentives. A performance-based salary incentive (PBSI) scheme has been used to 
motivate select key staff within the Linked Response. This has effectively strengthened the 
quality of services. The implications of using salary incentives should be considered within 
country contexts; the implementation and sustainability of vertical programmes in the primary 
health care services should be evaluated. 

(3) MCH-HIV balance. While the Linked Response strategy places heavy emphasis on 
health systems strengthening and specifically on improving the uptake of SRH services, HIV 
programme resources and leadership have driven the development and implementation of the 
linkages. Equitable contribution of resources (human and financial) and commitment by other 
national programmes could strengthen the Linked Response and improve sustainability. There 
is a need to ensure that health systems strengthening from a better-funded HIV programme 
should benefit both programmes and not shift priorities away from SRH and weaken the 
existing MCH/RH services. 

(4) Adolescent Reproductive and Sexual Health (ARSH). ARSH services remain 
elusive. It is important to emphasize ARSH education and service development. At the 
community level, engagement of nongovernmental organizations for outreach could be 
expanded to include messages targeted at adolescents. 

(5) Condoms. Condom promotion and distribution are essential components ofHIV/STI 
prevention and family planning approaches. The absence of regular condom distribution at 
VCT clinics, and facilities providing services for OIs/ART and family planning is evidence of 
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a missed opportunity. Condom promotion and distribution programmes, including the 
promotion of dual protection, should be provided at primary health-care facilities, HIV testing 
and counselling centres, and facilities providing services and support to PLHIV. 

(6) Male partner involvement Health-care providers struggle to provide couples' 
counselling and encourage male involvement in the context ofPMTCT. New strategies and 
increased efforts are needed to engage men in HIV prevention activities and improve HIV 
testing coverage among partners. There is also a need to involve men in the RH and MNCH 
services. 

(7) Community-facility linkages. Community-facility linkages are central to providing 
comprehensive PMTCT services. VHVs can provide a secondary functional link between the 
community and facilities that provide primary health care. The role of existing VHVs could 
be developed and formalized, which would complement the existing NGO component of the 
Linked Response at a low cost. 

(8) MCH-HIY programme coordination and additional SRH and MCH components. 
The Linked Response service package focuses on HIV/STl services, perhaps because of 
limited resources within the MCH programme. Coordinating work between national 
programmes is complex, and national-, provincial-, district- and facility-level collaboration 
each reveal unique challenges. MUltiple M&E systems have been put in place by national
level institutions (MoH-health information system, MCH-PMTCT, HIV-Linked Response), 
which place unnecessary and duplicate reporting burdens on facility- and district-level health 
staff. Improved harmonization is necessary. At the district and facility levels, coordinated 
(HlV+MCH) technical support including service training, mentoring and follow up would 
improve provider and administrative capacity. Additional MCH activities that could be added 
to the Linked Response include: expansion of the ANC package to include haemoglobin 
testing, urinalysis and syphilis screening, investment in the delivery package to include 
supportive follow-up services for high-risk pregnancies, full implementation of the 
breastfeeding policy and increased support for HIV -positive women to provide an exclusive 
feeding option to their infants, and ensure access to family planning by PLHIV. 

Thus far, national-level support has been relatively HIV focused, while district-level 
support to sites has been more balanced. In some situations, coordination may be simpler to 
achieve at subnational levels. Further harmonization of resources is necessary to ensure that 
synergistic and complementary interventions are put in place. 

2.6.3 Policy Development 

The following policy areas were identified as needing further development: 

(1) Haemoglobin testing and the ANC package. Nationally and within the Linked 
Response, essential ANC services such as haemoglobin testing are not yet part of the ANC 
package and not done routinely. The benefits associated with point-of-care haemoglobin 
testing are clear; appropriate technology is available and quick turnaround time results in 
reduction or elimination of loss to follow up. Where high rates of anaemia exist among 
pregnant women (nearly 60% in Cambodia), it may not be feasible to deliver results and 
provide follow up in the absence of point-of-care technology. Decision-makers and 
programme managers should consider developing a policy on haemoglobin testing and ensure 
logistic support. 

(2) Feeding for HI V-exposed infants. Exclusive infant feeding (exclusive breastfeeding 
or exclusive replacement feeding) greatly reduces the risk of transmission of HI V from mother 
to child. National policy should include clear, contextually appropriate and feasible messages. 
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Providers should have access to training and tools which support implementation of the 
national policy. 

(3) Adolescent health. Adolescence is a period of rapid physical, psychological, and 
social development. These rapid developments have an impact on HIV prevention, SRH, and 
health care seeking behaviour and utilization. Service content may essentially be very similar 
to that provided to adult clients but delivery mechanisms must be tailored to the adolescent 
audience. Reaching and providing services to most-at-risk adolescents (MARA) can contribute 
to achieving relevant health systems goals. A policy is required to ensure the availability of 
youth-friendly services. 

(4) Limitations of the health system. The contextual realities of the health system at large 
ultimately limit potential progress. Infection control and waste management practices are 
poor. The number of well-trained staffis limited, and worker motivation is poor. In this 
context, utilization of vertically oriented funding, services for improving health systems 
development, and delivery of quality and comprehensive services should be emphasized. Care 
must be taken to not focus too heavily on HIV at the expense of MCHIRH or anyone 
programme area. 

2.6.4 The way forward 

The Linked Response approach provides a clear framework for improving health sector 
performance within a vertical framework. As scale-up occurs, the following points should be 
considered. 

(1) Funding mechanisms should be complementary to programming to ensure that an 
appropriate balance between HIV /STI and SRH programmes is maintained and skewed 
implementation is prevented. 

(2) Harmonization and integration of relevant M&E systems through the national health 
information system will reduce the reporting burden while improving the potential to 
understand the impact of interventions. 

(3) The Linked Response could be expanded to promote a Safe Motherhood package that 
includes haemoglobin monitoring, HIV testing, syphilis screening, urinalysis at primary 
health-care facilities, and provision of youth-friendly services as appropriate. 

(4) ASRH services should be made available and accessible. 

(5) The Linked Response is an appropriate strategy to link a variety of health services 
including, but not limited to, HIV/STI and SRH. 

(6) Finally, research that explores areas such as cost-effectiveness, client satisfaction, 
linkage outcomes/impact, and effect on stigma will allow lessons learned to be shared and 
HIV programming improved. 

2.6.5 Priorities and next steps for countries 

Based on the lessons learned from Cambodia's and other countries' experience ofthe Linked 
Response, country representatives identified priorities and potential next steps for their country 
programmes to improve or expand the Linked Response. These are presented in the table below. 
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3. CONCLUSIONS AND RECOMMENDATIONS 

3.1 Conclusions 

The field-oriented workshop provided participants with an opportunity to observe the Linked 
Response currently unfolding in Cambodia, including its rationale and principles, and the 
methodology used for planning, implementation and overall management of this innovative 
approach. The meeting identified the strong ownership of the Linked Response, particularly at the 
health operational district level, as one of the main features and potentially a measure of the success 
of the approach. 

Country presentations and updates showed that significant progress has been made by some 
countries in implementing the Linked Response, though the extent of implementation varies 
considerably across countries. 

The meeting acknowledged the need to build the capacity of health care providers and 
outreach workers to ensure operationalization of the Linked Response. The participants also noted 
the important role of outreach services and CBOs in strengthening linkages and utilization of SRH 
services including HIV services. 

The meeting recognized the relevance of operational linkages between HIV ISTI and SRH, 
adolescent, MNCH services as an appropriate approach to improve health outcomes. Linkages are 
seen as a step forward in the process of integration among relevant programmes concerned with SRH 
services including HIV/STIs, and a potentially important contribution to strengthening health 
systems. The need to try and minimize terminology was highlighted, and it was proposed that the 
full spectrum of linked HIV/STI and RH programmes could be summarily termed "Sexual and 
Reproductive Health". 

The meeting agreed that linking SRH services including HIV/STI at the service-delivery level 
increases synergy between HIV ISTI and SRH, and presents the potential for: 

• increasing access to services for HIV ISTIs, RH and MCH 

• improving RH outcomes to attain the targets for MDGs 4 and 5: 

• improve maternal health including a reduction in the MMR and increase in the 
proportion of births attended by skilled health professionals 

increase access to RH services including contraception, address unmet needs for 
family planning, decrease the adolescent pregnancy rate and increase ANC coverage rates 

• strengthening the involvement of communities 

• improving the efficiency of outreach interventions 

• contributing to the reduction of stigma and discrimination related to HIV 

• reinforcing partnerships and collaboration, both vertically and horizontally. 

The Linked Response provides great potential for full implementation of a number of HIV and 
STI interventions including: 

• HIV positive prevention, leading to better management of discordant couples 
• Expanded counselling and testing - both provider and client-initiated as relevant 
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• PMTCT 
• Elimination of congenital syphilis 
• Combination prevention of HI V transmission 

• Provision of ART. 

The meeting also acknowledged that the Linked Response has broader benefits for the health 
system, by empowering district health managers to make informed management decisions based on 
local data and information, through systematic monitoring of activities, and enhanced coordination 
among the various programmes and partners. This also has the potential for improving the overall 
accessibility, effectiveness and quality of SRH services, including HIV /STIs. 

The meeting agreed that, currently, there are many gaps in the available data and knowledge, 
with available information relying mainly on anecdotal reports. This indicated the need for 
identirying further research and suitable monitoring tools and mechanisms for linkages. 

Finally, the meeting recognized that operational linkages could contribute in a concrete 
manner to the achievement of the MDGs, including MDG 6 in the context of a low-prevalence, 
concentrated HIV epidemic, as well as MDGs 4 and 5, which are related to MCH and RH. In view of 
the potential for further inclusion of other services, the approach has been seen as a potential element 
for revitalizing primary health care. 

3.2 Recommendations 

(I) The meeting recommended that a comprehensive approach towards "safe motherhood" 
be further pursued, which should include PMTCT of HI V and syphilis, and aim at the 
elimination of both paediatric HIV and congenital syphilis in the Western Pacific Region. 

(2) In view of the potential benefits identified through increasing linkages, SRH and HIV 
programmes should seek further engagement of health systems development experts, in order 
to maximize, and further expand, these potential benefits. 

(3) The issue of harmonization of resources made available for SRH including HIV 
interventions will need to be addressed, e.g. by joint work planning, in order to consolidate the 
implementation of linkages. The better funded HIV programme should ensure that health 
systems are strengthened, including for the delivery of SRH and RH services, and prevent the 
shifting of priorities away from these. Linkages should ensure that synergy is achieved 
between both programmes. Resources should be shared to focus on the local priorities 
identified. A coordinated workplan should be developed using an agreed upon and coordinated 
M&E framework to achieve a balanced outcome. 

(4) Linkages need to be identified at the policy, systems and service delivery levels, all of 
which are needed to achieve effective and functional linked services. 

(5) At-risk populations, including youth, should be considered for the Linked Response. 
The role of dedicated STI clinics for MARP should be revisited to ensure that these 
populations have access to acceptable services. In consideration of the demographic profiles 
of most countries of the region and the insufficient attention paid so far to issues specific to 
adolescent health, the meeting urged that more emphasis be placed on providing user-friendly 
services for adolescents. Every opportunity needs to be taken to ensure that linked services 
offer comprehensive, combined prevention approaches, especially for young people and 
groups at greatest risk for HIV and/or other STIs. This would include the promotion of 
condoms for dual protection against both unplanned pregnancies and HIV /STI. 
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(6) The limited involvement and uptake by men ofHIV/STI and RH services was noted 
and a need was felt to identify novel and different approaches for engaging men and providing 
linked services to them. 

(7) The coexistence of two parallel monitoring systems, one for HIV and a second for RH, 
while inevitable at the earlier stages of implementation of linkages, should be addressed and 
resolved in order to strengthen and harmonize health information systems. 

(8) For a comprehensive linked approach, all key stakeholders and service providers need 
to be involved in active partnerships, with clearly defined and complementary roles and 
responsibilities for government, nongovernment, private and community service providers. 
Strengthening horizontal linkages, such as communication, referral and shared care between 
different types of service providers, is an important aspect of improving the Linked Response. 

(9) There is an urgent need to develop a knowledge and evidence base for understanding 
the cost of investments and the extent of benefits for both the HIV and RH programmes, with 
a particular emphasis on the impact on maternal health, and on maternal and infant morbidity 
and mortality. 

(10) Operations research activities should accompany and guide the implementation of 
linkages in different countries, and the specific research topics and questions identified should 
be prioritized for future reference. 

(11) Technical support would be needed to assist countries in implementing and expanding 
linkages, and participants urged technical partners to make such assistance available. 

(12) Experiences should be documented through the development of case studies. These 
should be widely disseminated, including through the creation of an ad hoc forum for posting 
and accessing tools and related documents. 

(13) Strengthening the Linked Response within primary health care settings should be seen 
as being an integral part of enhanced primary health care rather than separate, linked services. 

(14) Finally, the meeting recommended that the institutionalization of linkages would 
require structural interventions, particularly for reassignment of health workers, prioritization 
offunctions and review of job descriptions, and eventual updating of primary health care 
packages. 
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Opening Remarks 
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Joint United Nations Programme on HIV/AIDS 

UNFPA 
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Group photo 

09:30-10:00 Coffee/Tea break 

10:00-10:30 Introduction to the meeting 

Introduction of participants 

Selection of chairpersons 

Objectives and expected outcomes 

10:30-11 :30 Operational linkages between HIV/STI, reproductive, 

adolescent, maternal, newborn and child health services 

HIV 

Reproductive Health 
Adolescent Health 
Key notes from UNICEF and UNFPA 

II :30-12: 15 Global perspective in linking HIV, reproductive, 

ANNEX 2 

Master of Ceremonies 

Dr Massimo Ghidinelli 

Dr Hassan Nasir (acting 

WHO Representative) 

Dr Richard Bridle 

Mrs Eichhorn Madelene 

Mr Tim Sladden 

HE Dr Mam Bun Heng 

Dr Massimo Ghidinelli 

Dr Massimo Ghidinelli 

Dr Liu Yunguo 
Dr Patanjali Dev Nayar 

Dr Antonio Gerbase 

adolescent, maternal, newborn, and child health services Dr Natalie Broutet 

12: 15-13:30 Lunch break 

13 :30-15 :00 Learning from country experiences 

(10 min presentation, 5 min Q&A) 

Papua New Guinea 

Mongolia 

Country representatives 



Pacific Islands (UNFPA) 

VietNam 

China 
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15:0{}--15: 15 Coffee/Tea break 

15: 15-J 7 :00 Preparation for the field visit 

Country presentation: Cambodia 

Orientation to the field visit sites 

Grouping and preparing guide list for the field visit 

J 7: 15 Secretariat meeting 

18:30 Welcome dinner 
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06:30 

09:00-11:00 

11 :00-12:00 
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Departure from Phnom Penh 

Presentation from operational district (OD) and Q&A 

Visit to operational district hospital 

(VCCT, Ol/ART, STD, Laboratory, MCH, Abortion, etc.) 

Lunch 

Large group visit to two home-based care (HBC) teams at 

PC office, presentation and Q&A 

16:30 Return to Phnom Penh 
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Departure from Phnom Penh 

Visit to operational district hospital 

(VCCT, Ol/ART, STD, Laboratory, MCH, etc.) 

Presentation from operational district (OD) and Q&A 
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Large group visit to two home-based care (HBC) teams at 

WOMEN offices, presentation and Q&A 
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Group B: Ba Phnom OD 

16:30 Return to Phnom Penh 
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09:00-12:00 HC and village 

12:00-14:00 Lunch 

14:00-16:30 Visit satellite HC 

16:30 Return to Phnom Penh 

Group 2 - Neak Loeung 

06:30 Departure from Phnom Penh 

08:30-09:30 Group A: Visit Rongdomrey Linked Health Center, Neak 

Leoung OD 

Group B: Visit Takov Linked Health Center, Kampong 

Trabek OD 

09:30-10:00 Transit to village 

10:00-12:00 Group A: Village outreach session with Rongdomrey Health 

Center staff 

Group B: Village outreach session with WOMEN NGO 

12:00-13:30 Lunch 

13:30-16:30 Group A: Cheung Phnom Heath Center (LR Satellite), Neak 

Leoung OD 

Group B: Prey Poun Health Center (LR Satellite), Kampong 

Trabek OD 

16:30 Return to Phnom Penh 

18:30 Secretariat meeting 
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Day 4 - Thursday, 23 July 2009 

08:30-10: IS Critical review ofthe field visit - successes and 

challenges 

Group work (field visit group) 

10:15-10:30 Coffee/Tea break 

10:30-12:30 Critical review of the field visit - successes and 

challenges (continued) 

Presentation and discussion 

12:30-13:30 Lunch break 

13:30-14:00 Health systems strengthening and funding opportunities Dr Antonio Gerbase 

for linkage 

14:00-14:30 Monitoring and evaluation of linking HIV, reproductive, Dr Naoko Ishikawa 

adolescent, maternal, newborn and child health services 

14:30-15:30 Identifying next steps 

Group work 

15:30-15:45 Coffee/Tea break 

15:45-16:30 Identifying next steps (continued) 

Presentation and discussion 

17:00 Secretariat meeting 

Day 5 - Friday, 24 JUly 2009 

08:30-09: 15 

09: 1 5-09:30 

09:30-10: 15 

10.15-10:30 

10:30-12:00 

12:00-12:30 

12:30 

13:00 

Operational research and WHO current initiatives 

Cost analysis in health initiatives 

Identifying research topics 

Discussion 

Coffee/Tea break 

Planning operational research 

Developing research questions and outline 

Group work 

Presentation and discussion 

Summary of conclusions and recommendations 

Closing 

Lunch Secretariat meeting 

Dr Carla Obermeyer 

Dr Natalie Broutet 

Mr Anthony Nathan Nash 

Dr Carla Obermeyer 

Dr Naoko Ishikawa 

Dr Carla Obermeyer 

Dr Naoko Ishikawa 
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ANNEX 3 

LIST OF RESEARCH QUESTIONS 

As each country is in a different stage of implementing the Linked Res~onse, each of~hem identified 
the priority issues relevant to their context for implementation and scaling up of the Lmked 
Response. Based on the priority issues, research questions for future operations research were 

identified. 

(I) Key research topics discussed during the plenary session 
• Systems - follow up and referrals 
• PMTCT of HIV (syphilis 
• SRH needs and services for PLHIV, MARP, men, and young people 
• Cooperation between stakeholders 

(2) Research questions identified through group discussion 

• Systems and operations 
- Do linkages reduce the cost related to health-care provision? 
- Are linkages cost-effective? (e.g. better use oflimited resources) 
- How can the Linked Response be operationalized in a low HIV-prevalence setting? 

Is it better to integrate or focus on MARP? 

• PMTCT of HIV (syphilis 
- How can paediatric HIV be eliminated? 
- How can we increase the coverage of the syphilis screening test for pregnant 

women? 
- What is the impact of PMTCT and syphilis prevention on infant outcomes? 
- Is routine HIV testing among ANC clients in low HIV -prevalence settings effective? 

(e.g. cost-effectiveness, coverage, acceptability) 
- How cost-effective is syphilis testing and treatment among pregnant women 

attending PMTCT services at ANC clinics? 

• SRH needs and services for PLHIV, MARP, men and young people 
- Are the current SRH services responsive to the needs of young people? 
- Do linkages increase the coverage and quality of SRH and HIV services? 

• Stigma related to HIV and AIDS 
- Does routine HIV and syphilis testing reduce stigma? 
- Is there HIV -related stigma in health facilities? 
- How serious is the discrimination towards children affected by HIV? 

• Paediatric HIV 
- Do children with HIV have access to HIV care services? 
- Do service providers have the capacity to meet the needs of children with HI V? 
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WHOIUNFPAIUNAIDS/IPPF. Sexual and reproductive health & HIVIAIDS: a 
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on 18 September 2009). 
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ment.pdf (accessed on 18 September 2009). 
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September 2009). 
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September 2009). 

Linkages in practice 
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http://www . plosone.org/article/info:doill 0.1371 /joumal.pone.0004149 
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