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The question of whether to integrate vertical primary health
care programs and services (maternal health, child survival,
family planning, etc.) is long-standing, and the arguments
on either side have been clearly articulated. Integrated ser-
vices are thought to expand access to and coverage of crit-
ical services and to improve their efficiency and cost-effec-
tiveness by reducing duplication of service delivery functions
and delivering more services per client contact.1 Many coun-
tries have already integrated family planning services with
maternal and child health services. 

The 1994 International Conference on Population and
Development (ICPD) and the continuing escalation of the
HIV/AIDS epidemic have increased interest in integrating
family planning services with those for HIV and other sex-
ually transmitted infections (STIs). However, despite the
considerable literature on the subject, there is no consen-
sus on what it means to have integrated services, which ser-
vices should be integrated or whether integration precludes
continuation of stand-alone services.2 Discussions often
refer to “one-stop shopping” supported by multifunction
workers. One review suggests that service integration “might
involve the linkage of several provider functions at the ser-
vice delivery point and would require modifications of work-
er roles, allocation of time and referral requirements [em-
phasis added].”3

In this commentary, we broadly define services to include
the full range of provider-client interactions, from coun-
seling and behavior-change communication to the perfor-
mance of clinical procedures and delivery of medications
or commodities. Any two services can be considered to be
integrated when they are offered at the same facility dur-
ing the same operating hours, and the provider of one ser-
vice actively encourages clients to consider using the other
service during that visit. According to this definition, inte-
grated services may or may not be offered in the same phys-
ical location within the facility, and may or may not be of-
fered by the same service provider.

“Programs” and “service delivery” are not synonymous.
Programs set out broad, population-based objectives, where-
as individual service delivery points may contribute to some
but not all of these objectives. Family planning programs
seek to stimulate demand for family planning, help indi-
viduals meet their reproductive intentions, encourage men
to be more involved in reproductive health, give adequate
information to allow informed choice, and provide ready
access to a variety of contraceptive supplies and services.
STI control programs seek to prevent new infections in the
general population, treat persons with symptoms of infec-

tion, improve health-seeking behavior among those who
self-diagnose infection, strengthen detection and treatment
of those with an asymptomatic infection and improve the
effectiveness of STI case management and treatment.

The integration of family planning into maternal and child
health differs in several ways from the integration of STI and
HIV services into family planning. First, unlike family plan-
ning services of 25 years ago, many public health systems
have long-established STI services, sometimes under such
unrelated departments as dermatology. Second, STI clients
often self-diagnose and self-medicate, and third, private
providers—especially pharmacies—rather than public facil-
ities are often the client’s first service delivery contact point.4

We contend that not all services should be integrated in
all situations, and that even some potentially integrable ser-
vices should sometimes be offered separately. At least three
compelling factors argue against totally integrating STI and
HIV services into family planning.

The first of these is that family planning clients may not
be at disproportionately high risk for HIV and other STIs,
and that groups that are at high risk (men and young peo-
ple) may not be disposed to seek services at family plan-
ning sites. Few attempts have been made to compare STI
and HIV prevalence among family planning clients with
that in the general population. To the extent that family plan-
ning services attend women in union, it is unlikely that they
attract large numbers of adolescents and other vulnerable
populations such as “core” or “high” STI and HIV trans-
mitters. Misdiagnosis of STIs is common when prevalence
is less than 20%.5 The one published review of STI preva-
lence among antenatal and family planning clients found
generally low prevalence: In 17 studies from 11 countries
published between 1985 and 1998, the prevalence of gon-
orrheal and chlamydial infection was less than 10% in 11
studies, 10–20% in five studies, and greater than 20% in
only one study.6 Now that HIV prevalence among antena-
tal clients surpasses 20% in many African settings, it may
be opportune to collect data on other STIs.

Men are a key target for STI services, and their repro-
ductive health needs differ from women’s.7 There is grow-
ing consensus that men are not attracted to family plan-
ning settings that serve women. ProPater, a successful
vasectomy clinic in São Paulo, Brazil, has never offered ser-
vices for women, and Profamilia in Colombia tripled its va-
sectomy caseload when it opened a separate door for men.8

It has been suggested that men “may feel intimidated in the
presence of a large number of women attending regular fam-
ily planning clinics,” and may be more concerned with pri-
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vacy and confidentiality than women.9 A 1999 literature
review found that increased STI coverage was achieved
through diversification and special programs for men, rather
than through integration of STI services into existing fam-
ily planning outlets.10

Young people, especially young women, account for dis-
proportionately high numbers of STIs and new HIV infec-
tions. Despite their need for many of the same services as
older adults, sexually active, unmarried youth tend not to
use existing reproductive health services. Youth advocates
now call for separate “youth-friendly” services that would
integrate a wide range of reproductive health services, in-
cluding family planning as well as STI and HIV services.11

A second important consideration in decisions about
whether to integrate services is that the delivery and man-
agement requirements of family planning services may not
always be operationally compatible with those of STI and HIV
services. To assess the operational potential for integrating
family planning with STI and HIV services, we must specify
which services and which service delivery points are being
considered. Family planning services that may be considered
for integration include counseling and promotion, and pro-
vision of supply and clinical methods.* Among the poten-
tially integrable services associated with STI and HIV pre-

vention are promotion (behavior-change communication,
dual protection and condom distribution) and voluntary HIV
counseling and testing. For STI treatment, such services in-
clude the syndromic management of STIs for urethral dis-
charge in men and for genital ulcers in both sexes, and the
clinical diagnosis and treatment of STIs for women and men.

Each of these services has minimum service delivery re-
quirements that dictate the settings in which it may be safe-
ly and effectively offered. Thus, while a clinical facility may
be able to offer the full range of contraceptive counseling
and methods, a community distributor may be able to pro-
vide only general counseling, barrier methods and oral con-
traceptives, and referrals for other methods. Similarly, a clin-
ical facility could offer both STI testing and appropriate
treatment for women with vaginal discharge and syndromic
management for individuals with genital ulcers and men
with urethral discharge, while a pharmacy may be able to
provide only syndromic management for genital ulcers and
male urethral discharge and referrals for women with vagi-
nal discharge. Table 1 describes minimum service delivery
requirements for the services listed above.

The third compelling factor arguing against total inte-
gration of services is the lack of simple and effective tech-
nologies for diagnosing and treating STIs in asymptomatic
women or women with vaginal discharge. Syndromic man-
agement is not able to pick up asymptomatic infections and
is not specific enough to distinguish between vaginal dis-
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*Supply methods include the condom, the pill, microbides and the injectable,

while clinical methods include the IUD, the implant and sterilization.

TABLE 1. Minimum requirements for delivery of family planning, STI and HIV prevention and STI diagnosis and treatment, by specific service, according
to component

Component Family planning STI/HIV prevention STI diagnosis and treatment

Counseling Supply Clinical Promotion Voluntary Syndromic Clinical
and promotion methods methods counseling management

and testing

Target/priority General Sexually active Women  General Self-assessed Men and women Sexually active
client group(s) population; women and in union; population; high-HIV-risk with genital ulcers; women and men;

youth men; youth men in union youth; core groups men with urethral self-assessed
transmitters discharge high-risk groups

Minimum  Community Community Nurse Community Trained counselor Pharmacist; Laboratory 
trained staff distributor distributor;  practitioner; worker and laboratory nurse auxiliary technician;

injectionist for physician technician nurse
injectables practitioner

Client records Not always kept Not always kept Common  Not always Confidential Common clinical Common  clinical
or common clinical history kept history history
clinical history

Client contact Short Short Varies Short Intensive Short Varies
time

Supplies and Promotional Promotional Promotional Promotional Promotional Promotional Promotional 
equipment materials materials; materials; materials materials materials; materials;

commodities; commodities medicines/ reagents, blood
needles, syringes and supplies; antibiotics culture and other
and alcohol clinical/surgical tests; medicines/
swabs instruments antibiotics

Laboratory None None; Usually none; None HIV test kits; None Microscope;
facilities needle disposal instrument needle disposal needle disposal 

disinfection

Client supervision/ None Limited Limited None Varies Partner notification Partner notification;
follow-up return for test results

Note: Supply methods include condoms, pills, microbicides and injectables; clinical methods include the IUD, the implant and sterilization.
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of many vertical programs to be integrated into the overall
health care system, often through essential-services pack-
ages. Around the world, countries such as Bangladesh, India,
Brazil, Mexico, Senegal, South Africa, Uganda and Zambia
are designing and implementing such health care packages.
Few publications in the integration literature place repro-
ductive health in the context of health sector reform. De-
cisions on essential-services packages are being made now.
Consensus is urgently needed on what makes sense for in-
tegration of family planning services with STI and HIV ser-
vices, and under what circumstances, to inform integra-
tion efforts under health sector reform.

REFERENCES
1. Hardee K and Yount KM, From Rhetoric to Reality: Delivering Repro-
ductive Health Promises Through Integrated Services, Women’s Studies
Program, No. WP95–01, Research Triangle Park, NC, USA: Family Health
International, 1995. 

2. Dehne K and Snow R, Integrating STI Management into Family Plan-
ning Services: What Are the Benefits, WHO/RHR/99.10, Geneva: World
Health Organization, 1999.

3. Hardee K and Yount KM, 1995, op. cit. (see reference 1), p.10. 

4. Mayhew S et al., Pharmacists’ role in managing sexually transmitted
infections: policy issues and options for Ghana, Health Policy and Plan-
ning, 2001, 16(2):152–160.

5. Mausner JS and Kramer S, Mausner & Bahn Epidemiology: An 
Introductory Text, Philadelphia, PA, USA: W.B. Saunders, 1985.

6. Sloan NL et al., Screening and syndromic approaches to identify gon-
orrhea and chlamydial infection among women, Studies in Family Plan-
ning, 2000, 31(1):55–68.

7. Drennan M et al., New perspectives on men’s participation, Popula-
tion Reports, 1998, Series J, No. 46.

8. Vernon R, Operations research on promoting vasectomy in three
Latin American countries, International Family Planning Perspectives,
1996, 22(1):26–31.

9. Lopez Suarez GA, Involving men in population activities: services
for men through male clinics, International Council on Management
of Population Programmes, <www.icomp.org.my/inno4/inno4c4.htm>,
accessed Jan. 2002. 

10. Dehne K and Snow R, 1999, op. cit. (see reference 2); and Dehne
KL, Snow R and O’Reilly KR, Integration of prevention and care of sex-
ually transmitted infections with family planning services: what is the
evidence for public health benefits? Bulletin of the World Health Orga-
nization, 2000, 78(5):628–639.

11. Senderowitz J, Making Reproductive Health Services Youth Friendly,
Research, Program and Policy Series, FOCUS on Young Adults Program,
Washington, DC: Pathfinder International, 1999.

12. Shelton JD, Prevention first: a three-pronged strategy to integrate
family planning program efforts against HIV and sexually transmitted
infections, viewpoint, International Family Planning Perspectives, 1999,
25(3):147–152.

13. Chege J, Askew I and Bannerman A, An Assessment of the Commu-
nity-Based Distribution Programmes in Ghana, Nairobi, Kenya: Popula-
tion Council/FRONTIERS, 2000.

14. Merrick T, Delivering reproductive health services in health reform
settings: challenges and opportunities, paper prepared for Adapting to
Change Learning Program on Population, Reproductive Health and
Health Sector Reform, Washington, DC: World Bank Institute, 2000,
<www.worldbank.org/wbi/reprohealth>, accessed Jan. 2002; and Har-
dee K and Smith J, Implementing Reproductive Health Services in an Era
of Health Sector Reform, Occasional Paper, Washington, DC: POLICY
Project/Futures Group International, 2000, No. 4.

Author contact: k.foreit@TFGI.com

charge caused by an STI and that resulting from other eti-
ology. The cost of adding routine clinical screening for STIs
among family planning clientele may not be justified by
the number of infections detected and treated.

Shelton argues that integrating family planning with HIV
and STIs should be a high priority for the prevention of dis-
ease, but is not a viable curative model. “Unfortunately, at
this moment, the primary curative approach for women in
the general family planning and maternal and child health
context (syndromic management) is difficult to implement,
will not have a true impact on the HIV and STI epidemic
and is largely ineffective.”12

CONCLUSIONS

Promotional activities, whether for family planning or for
STI and HIV prevention, are clearly integrable in both ser-
vice settings.13 Moving beyond promotion, however, we
argue that it makes sense to consider integrating new ser-
vices into an existing setting only to the extent that the ex-
isting clientele is in need of the new services and that the
delivery requirements of the new services are compatible
with those of the existing services.

Except for infections causing urethral discharge in men
and genital ulcers in both sexes, STIs (including HIV) can-
not be easily and inexpensively diagnosed and treated. This
challenge is the major barrier to integrating family plan-
ning with STI and HIV services. With this issue in mind,
we make the following programmatic recommendations:
•Family planning services whose clients are at high risk
for STI and HIV infection should consider integrating only
STI and HIV services whose delivery requirements can eas-
ily be met by existing capacity at the delivery site. In clini-
cal settings such as health centers and polyclinics, inte-
gration may be achieved by immediate referral to another
provider in another location within the same facility, as long
as the client is not required to return on another day.
•Family planning services whose clients are not at high risk
or that cannot accommodate STI and HIV delivery require-
ments within existing capacity should build relationships
with appropriate services to which clients can be referred.
•Focusing exclusively on integrating STI and HIV services
into family planning services is short-sighted and will not
by itself resolve the problem of expanding access and cov-
erage for either service—particularly for men. Therefore, con-
sideration should also be given to integrating family plan-
ning into STI and HIV service sites, especially STI clinics,
voluntary counseling and testing centers and pharmacies.
•Because sexually active, unmarried young people are at dis-
proportionately high risk both of unplanned pregnancy and
of STI and HIV infection, youth-friendly services in settings
with a high prevalence of STIs or HIV should consider of-
fering the full range of reproductive health services, with the
clear understanding this is likely to increase operating costs.

A final note—current work on the integration of family
planning with STI and HIV services is taking place in the
shadow of health sector reform.14 Initiated prior to ICPD,
health sector reform considers reproductive health as one


