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Preface

The Government of the Republic of Namibia is committed to 
improving the health and social well-being of its citizens by 
adopting evidence-based approaches to programming and 
service delivery to enhance health outcomes. 

Linkages between HIV and Sexual and Reproductive Health 
(SRH)  policies and  programmes  have shown to be  beneficial  
in  enhancing  health outcomes, through improved access to 
services by the beneficiary, improved quality of services and 
enhanced efficiency and synergy in service provision.

Namibia is signatory to various international conventions and declarations that seek to improve the 
health of women, men and children through adopting best practices in Sexual and Reproductive 
Health and Rights (SRHR) and HIV programmes. Indeed, achieving the Sustainable Development 
Goals (SDGs), related to poverty and health can only be possible if all stakeholders join  hands  
to ensure enhanced collaboration in the programming and implementation of  Sexual  and 
Reproductive Health and Rights (SRHR) and HIV services.

The MoHSS has developed  this guideline on Health Service Integration  focusing mainly on 
Sexual   and Reproductive Health, HIV and Rights and other related health services in Primary 
Health Care  facilities. The guidelines serve as a guide to explain and give direction to all health 
workers on what  actions need  to be taken in order to minimise missed opportunities and to 
attend holistically to all possible  health and social needs of clients/patients. The development of 
this service guideline will contribute mainly to uniformity for case management. This is a service 
guidelines looks at all aspects and contributing factors to poor health management outcomes 
and will be of course an advantage in alleviating health problems.

In essense, this guideline will assist all health service providers working at different health care 
levels to quickly look into the management of their cases.

Clinical guidelines are intended to be used to encourage high quality patient care but cannot 
guarantee specific patient outcomes and should not be used to replace a health care giver’s own 
judgement with regard to the care needed by the patient under his/her care. Furthermore, these 
guidelines will be reviewed periodically to include new developments within the medical field.

The guideline has highlighted the needs in policy development as well as gaps in our systems 
and  service delivery that will be addressed to enhance effective linkages and integration 
between HIV  and Sexual and Reproductive Health and Rights services in the country. It is my 
earnest hope and belief that  policy-makers, managers and health care providers as well as our 
development partners will find this guideline useful.
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1.  Introduction

The Government of the Republic of Namibia has as its long term goal to improve the welfare 
and health of individuals and families through the provision of equitable, acceptable, accessible 
and affordable quality reproductive health services and recognizes reproductive health as a 
basic human right. HIV and AIDS has  been identified as a disease of high national priority and 
government has developed a National Strategic Framework (NSF) to respond to the epidemic 
based on an approach that uses evidence to address the main drivers.
 
The link between HIV and SRHR  services was identified some years ago and various international 
organizations including the  UNFPA, WHO, UNAIDS and the African Union (AU) have been 
in the forefront working with countries to develop programmes and strategies geared towards 
improving the links in policy, systems and service delivery between HIV and SRHR services. 
The African Union’s strategy on SRHR, the Maputo Declaration (MD) on Maternal and Child 
Health has intensified the calls for strengthened linkages between HIV and SRHR services. 
Such linkages and integration have been shown to improve access to a wide range of services 
for clients, improve the efficiency and quality of services and result in better health outcomes.

The European Union (EU) has identified seven sub-Saharan African countries with a high HIV 
burden to be assisted to improve programming for strengthening linkages between HIV and 
SRHR. Namibia was one of the countries identified to benefit from this assistance. Prior to the 
implementation of the project, it was considered necessary to conduct a baseline assessment on 
linkages and integration between HIV and SRHR in the country. The purpose of the assessment 
was to establish the current status of integration of SRHR and HIV programmes in Namibia to 
provide a guide to the MoHSS and its collaborators for further programme development and 
integration. The assessment was conducted by the MoHSS with technical support and financing 
from the United Nations Population Fund (UNFPA) and the joint United Nations Program on HIV 
AND AIDS (UNAIDS) Country Offices in Namibia.

Findings from the assessment was used in the piloting of the project in seven health facilities 
across five regions. A review on the implementation in the seven health facilities was conducted 
and a report compiled which assisted in the development of this guideline.

This guideline addresses the main challenges of health service integration in Namibia, and 
proposes possible solutions to ensure that clients and patients are attended to in an equitable 
manner. All clients and patients should receive continuum of care thus minimizing missed 
opportunities.

The guidelines further compliments the provisions articulated in the revised National HIV 
Strategic Framework (NSF) 2010/11 – 2016/17 to scale up the provision of HIV services through 
the integration of SRHR and HIV service delivery systems.

The implementation of the new model requires that the supportive systems and policy on which 
health services depend are addressed. Weakness in the health systems are contributing factors 
that impedes the full enjoyment of the right to health, including to SRHR and to HIV prevention, 
treatment, care and support. Health systems need to be assessed to determine the extent to 
which they support effective integration of services at the Primary Health Care (PHC) level.
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While there are a number of wider health systems and policy considerations, in the context of 
integration at health facilities, the following systems and policy actions are vital:  

Policy Actions:

• Develop an advocacy and communication strategy on integrated model targeting policy 
makers and health professionals, and gain policy-level support for delivery of an integrated 
model by highlighting the benefits and challenges of this approach compared with existing 
service delivery approaches. 

• Create communication channels and regular opportunities for program management and 
policy makers to discuss the implementation, address challenges, barriers and bottlenecks 
and recommend improvements to implementation as they emerge through the documentation 
mechanism.

• Develop a strategy for evidence based advocacy with donors on integration for motivating 
donors to move from parallel to integrated services, and sustaining support for integrated 
policies and services. This could be done through the existing donor coordination forums.

• Ensure inclusion of the integrated model service delivery approach in clinics and health 
centres in new MoHSS policies, strategies and guidelines. 

• Advocacy and empowerment measures for key target groups including advocacy for removal 
of legal barriers for service access. 

Health System Actions:

• Joint planning, budgeting and implementation of activities at National and Regional levels to 
promote an integrated model at health centres and clinics. 

• Ensure that integration of services is in the national plan (health sector and NAC plans) and 
has a budget line attached to it and responsible bodies and units for activities are identified 
in the plan. Consider resource allocation for integration, including human resources and 
allowing for increased costs initially when setting up integrated services and training staff. 

• Create strong communication and collaboration between all relevant units of the SRHR and 
HIV services in the MoHSS.

• Reviewing the existing capacity building and training programs in relation to integration. This 
will be the basis to develop or adapt existing curricula for pre-service and in-service training.

• Updating existing health care workers’ curriculums, training plans and training materials to 
foster integrated training. 

• Pre-service and in-service orientations to providers on integrated model, including the 
benefits, principles and mechanisms.

• Undertaking a review of existing commodity procurement and supply logistics in relation to 
integration and ensuring that all necessary equipment and supplies can be routinely made 
available at the relevant service delivery points. 
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• Estimating existing costs of delivering health services using standard costing procedures that 
can determine marginal costs and cost savings of providing services through an integrated 
model compared to existing service delivery approaches. 

• Infrastructure development: Adequate space for privacy, confidentiality and to accommodate 
one stop service model.

• Developing referral tools, where required, to ensure that patients are followed up on if they 
received services referred to.

• Develop/adapt integrated supportive supervision tools/checklists 

• Training of health providers on non-discriminatory and stigma free service provision for 
PLHIV, young people and other key population and sensitizing health managers and support 
staff. 

1.1 Background

SRHR and HIV linkages have received attention at international levels. The importance of 
forging linkages and integration between SRHR and HIV Policies, programmes and services 
are globally appreciated by most policy makers and stakeholders. The Abuja Plan calls for an 
accelerated action towards Universal Access to Sexual Transmitted Infection (STI)/HIV and 
AIDS, Tuberculosis and Malaria services in Africa, including the strengthening of health systems 
and the promotion of integration of STI/HIV and AIDS services in Primary Health Care. 

This call was further supported at the UN General Assembly Special Session on STI/HIV and 
AIDS in 2006. One of the strategies for operationalization of the SRH framework in The Maputo 
Plan of Action is integrating STI/HIV and AIDS and SRHR programmes and services. The 2011 
United Nations General Assembly Political Declaration on HIV and AIDS target Number 10 
calls for the ‘elimination of parallel systems for HIV-related services to strengthen integration 
of the AIDS response in global health and development efforts, as well as to strengthen social 
protection systems.

The link between SRHR and HIV offers opportunities for pooling together limited resources to 
effectively respond to the two health challenges, jointly. This recognition has seen the development 
and implementation of SRHR and HIV integration programmes in several countries. However, 
for these programmes to be effective, they need to be reinforced by national policy frameworks 
and service guidelines that can effectively support the SRHR and HIV linkages at the systems, 
service-delivery levels and community levels. In order to address this gap, the MoHSS, with 
financial and technical support from UNFPA commissioned the development of an SRHR, HIV 
and Other Services Guidelines to serve as universal guidelines in the provision of integrated 
services and effectively linking these services.
 
1.2 Purpose and Objectives of the Guidelines

1.2.1 The Purpose
The purpose of developing these health service integration guidelines is to set standards 
and procedures in implementing person focused integrated health care delivery at health 
facilities in Namibia. The guidelines delineates the key steps and procedures on how 
primary health care facilities can transform services from disease or population centred 
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approach to person focused, integrated approach. The empirical evidence from 7 pilot 
sites in Namibia, which is based on the primary health care (PHC) model, and a number 
of researches on different models of integrated SRHR and HIV services, were the basis 
for the development of the guidelines. 

   
1.2.2 Objectives of the Guidelines:

• Assist health care workers and managers at health facilities during planning, assessment, 
preparation and implementation of integrated model, using a quick and user friendly 
reference. 

• Improve responsiveness of the health system to the holistic needs of persons. 
• Identify and propose feasible actions on key health system and policy issues that are 

critical for the smooth implementation of the integrated model
• Outline a monitoring and evaluation mechanism.

The guideline is divided into three main sections to assist the users in establishing, operationalizing 
and follow up of an integrated service delivery model in health facilities as indicated below;   

Section 1: Discusses the rationale, what integration means, its benefits, models of integration 
and guiding principles. 

Section 2: Explains the key steps to follow on the transition from non-integrated to integrated 
model. It elaborates on issues to consider during assessment, preparation and implementation 
of the integrated model against the background of implementation of key national guidelines 
such as the Combination Prevention Strategy (CPS), Standard Treatment Guidelines (STG), 
HIV Counselling and Testing (HCT) Strategy, Voluntary Medical Male Circumcision (VMMC) 
Strategy and the Prevention of Mother to Child Transmission (PMTCT) guidelines.

Section 3: Highlights the essential framework for tracking the inputs, processes, outputs, 
outcomes and impact of the integrated model in health facilities.

1.3 Intended Users

These guidelines are developed for use by health care providers and managers and their staff, 
who are responsible for managing and providing health services at health facilities in both public 
and private sectors and Non-Governmental Organizations (NGOs). 
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2.   Concept of Health Services Integration

2.1 The Rationale

The idea of integrated health services is not new. It was the basis for the focus on primary health 
care in the 1980s. It is the most logical way to organize a health service and the only way that 
does not compromise universal access to a broad range of services.   

There are a number of reasons for the current interest in integrated services:

• A dramatic rise in funding for single-disease or population-group-specific programmes, such 
as HIV and AIDS, TB and Maternal and Child Health. There are concerns about potentially 
adverse effects such as communicable diseases. 

• SRHR and HIV share common features: Majority of HIV infections are sexually transmitted, 
or are associated with pregnancy, child birth and breast feeding. The risk of HIV transmission 
and acquisition can be further increased due to the presence of certain STIs. Target groups 
for HIV and SRHR services are generally the same and many management and procurement 
issues are the same.

• Sexual and reproductive ill-health and HIV share root causes, including poverty, limited access 
to appropriate information, gender inequality, cultural norms and social marginalization of the 
most vulnerable populations.

• Health services face resource constraints. Of particular concern are human resource 
shortages. Available resources have to be used as efficiently as possible. Integration of 
services has the potential to increase efficiency.

• The revised NSF of 2010/11 – 2016/17 focuses on integration of SRHR services with HIV 
services  including VMMC, VHCT, PMTCT, PITC, PMTCT, treatment, care  and support  to 
optimise efficiencies and improve coverage.

• The Sustainable Development Goals (SDGs) 3 and 5 call for the adoption of the integration 
of HIV services with child and maternal health, young people, adolescent girls, the promotion 
of healthy gender norms, gender based violence and legislative reviews, stigma and 
discrimination  and funding. 

2.2	 Definition	of	Integration	

Integration of health services may mean one or more of the following:

1. Integration is frequently used to refer to a package of interventions for a particular population 
group. Examples are the Integrated Management of Neonatal and Childhood Illness (IMCI), 
Integrated Management of Pregnancy and Childbirth (IMNCI), and Integrated Management 
of Adolescent and Adult Illness (IMAI). The aim of this form of integration is for individuals in 
the target group to receive all appropriate interventions at one-stop.

2. Integrated health service can refer to multi-purpose service delivery points: a range of 
services for a catchment population is provided at one location and under one overall 
manager. Examples are multi-purpose clinics and multi-purpose outreach visits.
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3. Integrated services to some means achieving continuity of care over time. This may be about 
life long care for chronic conditions such as HIV and AIDS, or a continuum of care between 
more specific stages in a person’s life-cycle – for example antenatal, postnatal, new born 
and child care.

4. Integration can also refer to the vertical integration of different levels of service. For example 
a district hospital, health centres and health posts.

5. From the perspectives of SRHR and HIV service delivery, the Inter Agency Working Group 
defined integration and linkages as indicated in figure 1. 

Figure 1. Definition of Integration and Linkages by the Inter Agency Working Group

6. The World Health Organization (WHO) defines health services integration as services that 
are managed and delivered in a way that ensure that people receive a continuum of health 
promotion, disease prevention, diagnosis, treatment, disease management, rehabilitation 
and palliative care services, at the different levels and sites of care within the health system, 
and according to their needs throughout the course of their lives. The above definition 
summarizes integration as a combination of definitions 1-5 that emphasize a person-focused, 
comprehensive, integrated approach to service delivery.

Perspectives of Integration:

At Service delivery level:

For the user: Integration means health care that is seamless, smooth and easy to navigate. 
Users want a coordinated service which minimizes both the number of stages in an appointment, 
the waiting time to get services and the number of separate visits required to a health facility. 
They want health workers to be aware of their health as a whole (not just one clinical aspect) 
overtime.

For providers: Integration means separate services (their management support systems) are 
provided, managed, financed and evaluated either together, or in a closely co-ordinated way.

At System and Policy Level:

Integration happens when decisions on policies, financing, regulation or delivery are not in silos.  
This means not only bringing together different technical programmes, but also considering the 
whole network of public, private and voluntary health services, rather than looking at the public 
sector in isolation.
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2.3	 Benefits	of	integration

Increasing evidence is available in SRHR and HIV as research work has focused on Reproductive 
Health and HIV integration. Bi-directional linkages between SRHR and HIV related policies 
and programs can lead to a number of important public health, socio-economic, and individual 
benefits. Overall, it is envisaged that linkages would yield the following mutually beneficial 
results1. The Namibian integrated model pilot program is already demonstrating many of these 
benefits and the process of documentation is underway. 
  
Figure 2: Summary of benefits of SRHR and HIV Integration

1 IPPF, UNFPA, WHO, UNAIDS, GNP+, ICW and Young Positives (2008) Rapid Assessment Tool for Sexual and Reproductive Health     
   and HIV Linkages: A Generic Guide.

Benefits of SRHR and HIV Integration

• Improved access to and uptake of key HIV and SRHR services

• Better access of people living with HIV to SRHR services tailored to their needs

• Reduction in HIV-related stigma and discrimination

• Improved coverage of underserved/vulnerable/key populations

• Greater support for dual protection

• Improved quality of care

• Decreased duplication of efforts and competition for scarce resources

• Better understanding and protection of individuals’ rights

• Mutually reinforcing complementarities in legal and policy frameworks

• Enhanced program effectiveness and efficiency

• Better utilization of scarce human resources for health
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3.   Models of Integration

i.    From Provider and User Perspective: 
Many versions of integration from the providers’ and users’ perspectives are possible. In some 
models of care, despite high levels of provider integration, users may experience low levels of 
integration in their access to care, or vice versa (Figure 3). Imagine a primary care centre that 
has organized health workers in a network, but where communication between them is poor. 
Though this centre may appear integrated from a provider perspective, for the user, navigating 
the system has not been made any easier. From this perspective, care is still fragmented2.

Figure 3: The integrated care matrix

PROVIDER INTEGRATION

Models of integrated care can 
be located in any part of this 
matrix

USER INTEGRATION
(Degree to which clients have 
access to seamless and easy 
to navigate care)

USER INTERGRATION

(Degree to which clients have 
access to seamless and easy to 
navigate care)

HighLow

High

The ultimate aim should be to achieve a high provider and user integration. To that end, the 
services for the user should be seamless and easy to navigate - patients receive holistic care 
at one stop. For the providers it means that separate technical services and their management 
support systems are provided, managed, financed and evaluated either together, or in a closely 
co-ordinated way.

ii.   From SRHR and HIV Integration Perspective: 
Determining the optimal model for integrating services depends on a variety of factors. To date, 
successful methods of service integration have captured the ground realities faced by a variety 
of service providers. From delivering all SRHR and HIV services by one provider to providing 
selected high quality SRHR and HIV services through innovative partnerships. The success of 
many integrated SRHR and HIV services rests on the quality and effectiveness of referrals. 

3.1 On-site Model

a) “One-stop”: Relating to or providing comprehensive services in one room. In the one-stop 

2   WHO (2008) Technical brief No. 1: Integrated health services-what and why
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model, SRHR and HIV integrated services are usually offered by one service provider in one 
room during the same visit. No referral is required in this model (See A in Figure 4)

b) “Supermarket approach”: In this model, integrated SRHR and HIV services are offered by 
several service providers at the same facility, usually located in different rooms during the same 
visit. Facilitated internal-referral is required in this model (See B in figure 4)

3.2 Off-site Model

Integrated SRHR and HIV services: are offered outside the facility through facilitated external 
referral. 

3.3 Mixed Model

Some services are initiated in one facility, but are provided in another. Or, some services are 
offered in one facility while others are offered in a different facility which is a mixture of both the 
on and off-side models. (See C in figure 4)

Remember:
Various models for integrated SRHR and HIV service delivery exist – fewer providing a full range 
of services.
Models should include all groups and key populations.
Important beyond the model is the approach to service delivery of the integrated services driven 
by person focused care.
Integration isn’t a cure for inadequate resources.
More evidence is needed to inform what model works in different settings.

Figure 4: Models of Integration

A.PATIENT

NURSE (DIFFERENT NURSES)

B.

C. INTERNAL REFERRAL

EXTERNAL REFERRAL
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3.4 The determinants and main features of PHC

Integration of SRH, HIV and other Services in Namibia was piloted in seven selected primary 
health care facilities (clinics and health centres) across the country from 2011 to 2015. The 
pilot study elected to adopt the Primary Health Care (PHC) model recommended by Barbara 
Starfield. This model assumes a one stop health care approach, with flexible facilitated referral 
within and outside the facility. Its unique feature, compared to the other models, is the person 
focused care i.e. same nurse provides care to the same patient over time. 
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4.   Namibia Integration Model 

In this model, a nurse will always sit in the same consultation room and provide care to the 
same patient over time (longituidinality). Thus, each time a patient comes to the clinic, care will 
be provided in the same room by the same nurse. A nurse will have all what is needed in the 
consulting room (registers, equipment, essential medicines and other supplies, etc.) The nurse 
will provide all the services that the patient needs within the same room comprehensively.

Figure 5: The Main four Features of Primary Care

Figure 6: Determinants of Service Delivery Approach

Figure 7: The Namibian integrated health care delivery model at primary health care facilities

1. Accessibility: Greater first contact access and use by addressing geographical, 
administrative, cultural and time barriers;

2. Comprehensiveness: One health care worker providing many different health services in 
the same place (in one room) and at the same time;

3. Continuity/Longituidinality: Person focused care over time- same nurse following the 
same patient and assuming responsibility over that patient;

4. Coordination: Among health care teams and at different levels of the health system

• Infrastructure: multiple and well equipped consultation rooms

• Health care worker attitudes: refusal to provide HIV related services, poor communication

• Territorialism: stubborn refusal to change practices

• Patient load in relation to health care worker availability

• Capacity of health care workers to provide all services

• Meeting the health needs of a diverse group of people

WHAT DETERMINES SERVICE DELIVERY APPROACH WITHIN A MODEL

FEATURES OF
PRIMARY CARE

Comprehensiveness Accessibility

CoordinationLongitudinality

DIMENSION

Who When

Where What
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5.   Steps of integration (How) 

Good preparation before starting implementing the primary health care model is essential. The 
transition from disease or population specific programmes to integrated services is not a smooth 
road and needs to be managed carefully. Evidence informed (based on lessons learned from the 
pilot sites) and the use of process oriented, step by step approach is necessary. 

Key Considerations

Participatory approach: Involvement of all health care workers and managers in all stages 
of the process is a key enabler. This will enhance understanding, interest, ownership and 
commitment among health workers in the clinic and health centre and empower them to lead 
the change to an integrated model.

Good leadership: The buy in and commitment of managers in health facilities, in regional offices 
and MoHSS is critical to the success of moving to the integrated model.

Preparation: Good preparation before starting implementing the model is essential. Developing 
a work plan using Gantt chart will greatly help, comprised of who is doing what and when (Figure 
3). The head nurses at the health centres and clinics should take the lead with support from the 
health facility staff, district and regional management team and MoHSS. As a first step, the head 
nurses need to be oriented on the guidelines through organising workshops or on a one on one 
basis. 

Innovation: Context specific operational challenges, like the lack of equipment, resources, etc. 
can be overcome with high levels of motivation, commitment and by thinking out of the box to 
find innovative solutions.

Using tools: A number of tools will be used during assessment, preparation and implementation. 
The head nurses should have the soft copies of these tools to adapt and use them depending 
on the type of the facility. The MoHSS and regional management team (RMT) should facilitate 
availability of these tools.  

Figure 8: Key steps for transitioning from non-integrated to integrated model 

Assessment

Preparation

• What
• Who

• Staff meeting
• Protocols/minimum packages
• IEC/BCC work and community linkage
• Follow up of operationalization

• Once you have accomplish the step 1 & 2 start implementing
• Share experiences, challenges, interventions and lessons learned
• Document best practices

• When
• Where

Implementation
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5.1 Assessment

Assessment is the first step towards transitioning from non-integrating to integration services. The 
four dimensions of integration are analysed as follows: WHO (provider) does WHAT (service), 
WHERE (setting/space) and WHEN (time). 

5.1.1 What

The “What” looks at the CONTENT dimension of integration; 

Assess the following 
• What services are provided in the clinic/health centre?
• What is the workload in the facility?
• What are the main reasons for visits to the facility?

Tools:

Table 1: Service availability checklist 

Type of service Services available (tick that apply)

ANC (1st visit)
ANC (follow up)
FP
Immunization
NACS
Screening for children (IMNCI)
PNC
HCT
PMTCT
Screening for Adults
Dressing
Parameters
TB
Outreach
Pap Smear
ARV treatment
DBS
GBV (PEP)
VMMC
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• Staff profile: 9 nurses (4 enroled nurses, 5 registerd nurses), 2 doctors, 2 pharmacy 
assistants, 2 community councillors, and 1 data clerk

• The clinic has 9 nurses, however 6 nurses were considered for the calculation, assuming 
that 30-35% of nurses will not work in the clinic daily due to absenteeism (recommendation 
from WISN application)

• Orange indicates services not provided by nurses, so not included in the calculation. 
Hence the total patients seen by nurses are 4114.

• Patient/Nurse/Month (for 6 nurses): 4114/6= 686 Patients/Nurse/Month

• Patient/Nurse/Day (for 6 nurses): 616/22 working days= 31 Patients/Nurse/Day

Services Sept  2015 Oct  2015 Nov 2015 Average # of patients 
seen per month

1st ANC 60 29 50 46
ANC Follow up 79 44 86 80
PNC 20 4 13 12
1st FP 23 20 13 19
FP Follow up 888 735 710 778
Pap Smear 12 11 33 19
Immunisation 268 263 241 257
Dressings 458 102 470 343
TB 112 400 112 208
ARVs 445 446 356 416
Emergencies 5 7 35 16
HCT 250 175 202 209
Outpatients 1964 1204 1688 1619
Follow up chronic care 
(Dr.) 1771 2059 1048 1626

Blood sample 388 200 318 302
Total 4114

You will need to do the workload analysis based on the services available in your clinic, and 
for those services that are provided by nurses. Take 3 consecutive months of records to get 
a better estimate of average number of patients seen per month 

You need to consider that 30-35% of total nurses available will not be at work during the 
working days, taking into account absenteeism due to sickness, training, leave, other 
activities, etc. (recommended from WISN application) 

If the workload is greater than 35 patients per nurse/day you may need to consider the need 
for additional staff.

You can estimate the main reasons for visit in the facility by looking at the average number of 
patients seen per month for each service.

Table 2: Example of workload analysis from a pilot clinic 
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5.1.2 Who

The “Who” assesses the PERSON dimension of integration;

Assess the following:
• What type of providers work in the facility?
• What language do they speak? 
• What are their training needs?  

Tools:

Table 3: Staff profile matrix
Type of Provider Number
Doctor 
Pharmacist
Nurse Registered: 

Enrolled: 
Health assistant (Comm. Councillor)
Admin officer (Clerks)
Other 

Please refer to Annex 3 for Providers’ language and training need analysis matrix

5.1.3 When

The “When” looks at the TIME dimension of integration; 

Assess the time perspective of integrated health care 
• What are the working hours in the facility?
• When are the different services provided?
• Are services provided based on staff rotation, if so, how frequent are the 
 rotations for the different services? 

Table 4: Service delivery time table matrix: Example from pilot clinic

No. Service
Provider
(Type & #)

Where M T W Th F Time Rotation

1 ANC (1st Visit) 6 nurses Whole clinic     08h00-13h00 No rotation
2 ANC (Follow-up) 6 nurses Whole clinic     08h00-13h00 No rotation

3 FP/PNC/Imm. 1 nurse FP/PNC/Imm 
room 08h00-13h00 1 week

4 HCT Comm. 
Counsellor HCT room 08h00-13h00 No rotation

5 Screening for 
adults 1 nurse Screening 

room 08h00-13h00 1 week

6 Dressing  1 nurse Dressing room 08h00-13h00 1 week
7 Parameters 1 nurse Waiting area 08h00-13h00 1 week
8 TB TB promoter TB room 08h00-13h00 No rotation
9 Outreach 2 nurses  08h00-13h00 3 weeks

No service provided
Service provided from 08h00-17h00 hour 
Service provided half day (in the morning or afternoon)
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The services listed in the example are not exhaustive. Use this format and list all the services 
provided in your facility to do a comprehensive analysis of the time dimension of integration.

Lessons from pilot sites:
All health services are not provided on a daily basis in Nau-Aib clinic. This periodic provision 
of care to some services poses a challenge for accessibility, which is one of the four main 
characteristics of PHC. For example, a pregnant woman visiting the clinic for 1st ANC on a 
Wednesday will not be offered the service that day, she will be referred for the following Tuesday. 
Since Nau-Aib clinic does not have a referral system in place, it will be impossible to know 
whether that patient has accessed the service or not. Many times visiting the clinic presents a 
financial and time burden for patients (transport cost, time, leave days etc.). This once a week 
provision of 1st ANC and follow-up also represents a challenge for integration of HIV and SRH 
services.

5.1.4 Where

The “Where” assesses the space and patient movement in the facility; 

Look at the space dimension of integration

1. How many rooms do you have?
2. How are the different rooms used? (ANC, PNC, TB, pharmacy, dressing, waiting area, 

reception, ARV, screening, etc.)?  
3. How are services organised: What does the patient flow within the facility look like?
4. What is the time required to provide each service? 
5. What is the waiting time for different services? 
6. What takes most of the time of the patient (waiting area, transition from one service 

provider to the other, consultation, etc.)

Tools:

Using the building plan of the facility discuss question 1&2. Map out where the different services 
are provided and the number of rooms.

Figure 9: An example of building plan at Nau-Aib clinic

TB ROOMS

SCREENING 
ROOM

ROOM 9

STORE ROOM
ROOM 10

SCREENING 
ROOM

ROOM 12
HCT ROOM
ROOM 13

ENTRANCE

PLAN NAU-AIB

WC
ROOM 5

WC
ROOM 5 FP/INMM/PNC

ROOM 4

DRESSING
ROOM 3

DRESSING
ROOM 2
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DO NOT try to answer question 3 as it will not be easy to collect information for this question, 
instead, read the lessons learned from Nau-Aib clinic for first ANC visit below. It will give you an 
insight on how services are organised in the non-integrated model, including how the patient 
flow within the facility looks like, the waiting time for the different services, etc.

Lessons from baseline assessment at Nau-Aib clinic:

“Parameters are taken by two enrolled nurses in the corridor. Since there is only one data clerk 
registering patients at the reception, a significant part of the time of the two nurses is wasted 
waiting for patients.”

“Since history taking only starts at 8:55 it means that three nurses out of the six devoted to 
1st ANC are not seeing patients until this time (one is providing health education and two 
parameters). This is an example of working time lost, that aggravates inefficiencies. Moreover, 
only three rooms out of 6 consulting rooms were being used before this time (used rooms 
include: TB room, FP room and dressing room).”

“After 10 patients have been tested for HIV, the first patient comes again into the HCT room to 
know her result. Those patients who are HIV negative get out of the room very quickly, in less 
than a minute. However, those patients who are HIV Positive stay inside the HCT room longer 
(about 15 minutes). This has three main implications: 

Confidentiality is compromised because everyone in the waiting room knows who tested HIV+ 
and HIV-: Those patients staying longer in HCT room are positive and those going out in less 
than a minute are negative.

HIV Negative post-test counselling is not happening at Nau-Aib clinic. In the new National 
eMTCT Strategy prongs1&2 are two key elements to eliminate mother to child transmission of 
HIV, and post-test counselling of those women who are HIV is a key element of prong 1.

Blood is drawn again from HIV Positive women for CD4. In less than one hour those women who 
are HIV+ give blood twice.”

“On average a pregnant woman attending 1st ANC at Nau-Aib Clinic stays in the clinic for 5h 
08min 38sc. Out of this time, the patient only stays “inside” the consulting room for registration, 
parameters, history taking, blood test, tetanus vaccination, examination and PMTCT for 42 
minutes, plus 1 hour for Information and group Counselling. Thus, patients for 1st ANC wait on 
average for 3h 22min 09sc in the waiting room (≈70% of the total time in the clinic).”  

5.2 Preparation

Now you have the general idea of the ‘what’ and the ‘why’ part of integration. You have just 
analysed the four dimensions of integration, and you have all the necessary data for your facility. 
This means, you are getting ready to move from the current disease based, vertical approach 
to a primary health care model that is person focused, comprehensive and an integrated model. 
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Following are the key areas that you need to explore and address in preparation for the transition.

5.2.1 Staff Sensitization

Hold initial staff meeting before launching the implementation. The objectives of initial 
staff meeting are to:

• Create understanding among staff about the new model 
• Clarify staff expectations and concerns
• Discuss challenges at the initial stage and the need for patience, commitment, creativity, 

coordination and problem solving ability
• Clarify the need for communication and coordination among staff

Following initial staff meeting and until the program matures, hold weekly meetings to strengthen 
program learning and sharing among staff. During the meeting discuss challenges, strengths, 
weaknesses and key lessons learned in the week. 

5.2.2 Re-organization of clinic: (space, staffing)

The type of clinic and health center has a big influence on how services should be 
organized in the PHC model. Identify your facility where it lies: clinic, heath centre, with 
outreach or without outreach program, do it provide ARV services or are there no ARV 
services, is it a 24 hours clinic or health centre, 8 hours clinic, with doctor(s) or without 
doctor(s), with or without a pharmacy, etc. 
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Figure 10: Flowchart for identifying the type of facility

1.  Does  the health facility has one nurse and or an administrative assistant?

Yes No Clinic A T9, A3, A4, A5, A7, A8
Tools

2.   Does the health facility has one nurse and or an administrative assistant?

Does the facility open 24 hours?

Yes No

Yes No

Does the facility provide ARV’s?

Yes No

Does the facility have a doctor?

Yes No

Does the facility has pharmacy personnel?

Yes Clinic F1

Tools
F11, T6, T7, T8, T9, A7, A 8, T11, 

A1, A2, A3, A4, A5, F10, F9

3.   Does  the health facility has one nurse and or an administrative assistant?

Yes No

Does the facility open 24 hours?

Yes No

Does the facility provide ARV’s?

Does the facility have a doctor?

Yes No

Yes No

Does the facility has pharmacy personnel?

Yes No Clinic B1 F11, T6, T7, F9, F10, T9, A7,
 A8, T11, A1, A2, A3, A4, A5

Tools

Use the flow chart on figure 10 to identify the facility type. The facility type will determine the type 
of tool that should be used for preparation. Use Table 5 to select the tools needed depending on 
the type of facility that exists. 

Table 5: Summary of tools need for the different types of clinic
A T9, A3, A4, A5, A7, A8
B1 F11, T6, T, T9, A7, A8, T11, A1, A2
F1  F11, T8, T6, T7, T9, A7, A8, T11, A1, A2, A3, A4, A5

A - Annexure
F - Figure 
T - Table
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Count all the rooms labelled as TB room, ANC, FP, PNC/immunization room, screening room, 
ARV room, parameters, AFHS as consultation rooms or any room that can be converted into a 
consulting room. The total number of these rooms is the consultation rooms. Consider adequacy 
of space in each consultation room, to ensure that it can accommodate all the required equipment, 
furniture, supplies and registers for integrated model and make adjustments accordingly.

As HCT is provided by community councillors, it will remain as is but its integration to other 
services should be considered in the long run. However, the recommendations that nurses need 
to implement the National PITC guidelines, should also be taken into consideration.

The total consultation room needed will depend on the number of nurses available. Two scenarios 
may be encountered:

SCENARIO 1:  The number of nurses is greater than the available rooms 

This is not a common encounter, but could possibly happen in urban setting. Do not forget that 
about 30-35% of staff may not be available every day due to absenteeism. In this instance the 
excess staff can be used to do the following:

To be reliever for absent staff

To do pre-packing of medicines to be placed in consultation rooms

To assist in statistics

To work with emergencies

Assist head nurse in management and supervision 

SCENARIO 2:  The number of rooms is greater than the available nurses 

If the workload is high, for example, the number of patients seen per day per nurse is higher than 
35, then consider having additional nurse-talk to the RMT. The excess rooms, depending on the 
number of excess rooms can be used for the following purposes: 

For TB prevention promoters

For the head nurse and outreach nurses

To put registers

Staff meetings

As part of reorganization of the space in the facility, the consultation rooms should be labelled 
and the waiting areas for each consultation rooms need to be marked.
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How do I change the labelling of rooms and mark the waiting areas?

Labelling the new rooms and re-marking the waiting areas is important to make the new model 
and the reorganization of health services easily understood by patients. This is especially very 
important in the first few days of implementation as the clinic, begins works in a different way.

It is necessary to remove all the old labels of the vertical programs (ANC, FP, immunisation, 
Parameters, TB, etc.)

The consultation rooms should be marked with numbers. If possible use different coloured 
papers for each room number.

Label the consultation rooms using sequence of number, starting from 1. For example if there 
are 4 consultation rooms, the first room will be number 1, the second room will be number 2, the 
third room  will be number 3 and the final room will be room 4.

Non-integrated rooms (like Pharmacy, Dressing or HCT) should keep their names.

It is necessary to mark, as clearly as possible, the waiting areas for each room, with each room 
having its own bench(s) for patients to sit while waiting.

The reception area should also have its own benches for patients to sit on while waiting for 
registration.

Figure 11:   Labelled consultation rooms and marked waiting areas for each room and reception

Reception
waiting area

Reception

1

1

2

2

3

3

4

4

Waiting area
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Table 6: Space usage
Space How to use
Consultation 
rooms

To be used by nurses who are following the model one patient, one nurse and one 
room providing comprehensive services.

Dressing 
room

To be used by all nurses for dressing & other purposes containing dressing 
material, and other emergency materials. No nurse will be based in the dressing 
room. The dressing patient will queue at the nurse room, and the nurse will go with 
the patient to the dressing room. Dressing patients should get holistic care; their 
care should not only be limited to dressing.

VMMC room For a clinic or a health centre that provide VMMC service. To be used by nurses 
trained in VMMC. 

Pharmacy
To be used by a pharmacist/assistant to manage and dispense medicines not 
available in the consultation rooms.  If your clinic/health centre does not have a 
pharmacy assistant or a Pharmacist, medicines should be provided by each nurse 
within the consulting room.

Waiting area
Patients use this space once they pass through the reception and get allocated to a 
room number they should go. Each consultation room needs to have a designated 
waiting area. Use this area to display health messages using audio visuals 

Extra room 
need

To be used by DOT promoters and keeping HCT and TB materials, if enough space 
available in the facility

The allocation of consultation rooms depends on the type of clinic (24 hours or 8 hours clinic) 
and the number of nurses in the facility. On average how many nurses are available on a daily 
bases (after considering absenteeism due to sickness, training, leave, other activities, etc.).  

5.2.3 Staff Allocation 

The distribution of available consultation rooms for nurses should be random. Each 
of them provide similar, but comprehensive services in one room. If doctors provide 
services in the health centre or clinic, separate consultation room(s) should be allocated, 
depending on how many days the doctor visits the clinic in a week. 

Table 7: Example of Staff distribution taken from pilot clinic

Position Name Based in

Registered nurse Supervisor/ Reliever

Registered nurse Outreach

Registered nurse Room 1

Registered nurse Room 2

Enrolled nurse Room 3

Enrolled nurse Outreach

Enrolled nurse Room 4

Enrolled nurse Outreach

Enrolled nurse Room 5
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When all the staff is available: All the nurses work in their respective rooms. Those who are 
in charge of outreach will be doing outreach. The nurse in charge will be the reliever and do 
supervisory tasks from her office or any designated area.

When a nurse is not available, the reliever will work from that room.

When more than one nurse is not available, outreach nurses will substitute if the clinic provides 
outreach.

Staff availability should continually be assessed and predicted ahead of time so as not to leave 
any room empty.

Emergencies will be attended to by the reliever.

For the 24 hour clinic the staff distribution should take into consideration the weekly program 
of the clinic for night duty (N) and off duty (O). To that end, a one nurse, one patient approach 
(longitudinality) will need to be compromised. Hence, multiple nurses will have to be assigned 
to a specific room number. 

Tools:

Table 8 shows an example of how to manage staff within a 24h/7d facility that is following the 
integrated model. This system can keep, as much as possible, with longitudinallity of care and 
allow health workers to have different shifts and enough off duty after night duty.

The nurses are distributed in different groups according to the number of available rooms. The 
nurses’ shifts will rotate within the group. The most important rules in this system is that every 
single room should be occupied and open to provide comprehensive services form Monday to 
Friday 08h00 to 17h00.

The supervisor will not be allocated in a group as he/she is responsible for other management 
tasks.  If necessary, when staff is absent, the supervisor will cover his/her duty in the empty 
room. Every week one nurse will be designated as reliever and will cover the shifts assigned by 
supervisor.

Table 8: An example of weekly staff allocation in a 24 hours health centre
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5.2.4 Client allocation

Depending on the type of health facility, and based on analysis of information on staff, 
such as who sits where and what language he/she speaks, allocation of new patients will 
be done by the admin assistant/clerk. This process will somehow ensure longituidinailty/
continuity of an integrated approach- one patient-one nurse approach over time and fair 
distribution of patients among nurses.  

All patients will pass though the reception and allocated fairly to the different rooms. 
These patients will be seen in the same room any time they visit the health facility again, 
for follow up or for any other reason. It is not allowed to allocate a patient to another 
nurse except in justified situations.
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Please refer to Annex 1 & 2 for the details on how to use the allocation tool.

TB will be integrated in the different rooms. Screening and follow up of TB patients, including 
DOT will be done by the nurse. 

TB health promoters will assist in defaulter tracing and health education. 

When a TB patient comes for follow up, he/she will pass through the reception to get the files and 
get registered. From there the TB promoter has to take the patient to the respective room without 
going through the queue. When a TB promoter is not available, the patient will be attended to 
without queuing. If a TB promoter or any nurse detects somebody with a suspicious cough in the 
queue he/she can put him/her to be next in the front of the queue. 

A patient who comes for first ANC visit will directly go to HCT room from Reception before seeing 
the nurse in the consultation room.   

As nurses will follow same patient over time, in the long run they will have difficulty in remembering 
appointment dates for each patient. At the beginning of each year a diary should be procured 
and distributed to each nurse to keep diary of the patients that need follow ups. 

Tools:

5.2.5 Capacity development 

Plan for training of providers based on the training needs identified during the assessment 
(Annex 3). Most of the training gaps can be addressed through on the job training and 
mentoring arrangements as the nursing pre-service curriculum is comprehensive enough 
to cover most of the services provided at the primary health care level. Planning needs to 
be done for continuous in-services training for services like ARV treatment, etc. 

Lessons from pilot sites:
In some cases not all providers have comprehensive knowledge and skills to provide services 
to all patients. In most instances these problems are solved through consultations within the 
facility. The provider will not leave the room but asks for help from another provider. This is a 
good example of a modified mentoring model within the facility.  

5.2.6 Equipment, drugs and registers

In each consultation room, all available registers should be kept. But depending on 
availability and service delivery set up some registers could be shared. A shelf will be 
needed to organise the registers.  The lists need to be contextualised depending on the 
type of health facility.
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Table 9: Checklist of registers
Type List
Registers to be kept in each room ANC Register

PNC Register
Pap-Smear Register
Outpatient Register
ARV Appointment Register
Family Planning Register
TB Files
Mother Baby Follow Up Register
EPI Cohort Register

Tally sheets to be kept in each room ANC Tally Sheets
Pap-Smear Tally Sheets
Outpatient Tally Sheets
ARV Appointment
GMP Tally Sheets
NACS Tally Sheets
EPI Tally Sheets
Growth Monitoring Tally Sheets

Shared registers ART Register
TB Register
Mental Health 
TB Schedule Medicine  Register
NACS Register
Old ANC Register from F-up Patients* 
Old EPI Cohort Register

 

In the non-integrated model, there is only one ANC register which is kept in the ANC room. In 
order to continue the follow up to patients already registered on that book it is useful to keep it 
in a central place in the clinic for shared use. When a patient comes for follow up the nurse will 
bring it from the room it is kept to record the data and return it back immediately. This process 
should not be considered cumbersome as the ANC follow up patients are on average less than 
1.5 per day per nurse. Each clinic can develop innovative ways to solve this temporally problem, 
which will not continue more than 6 months. 

Availing enough registers in each room is critical for integration to work in your facility. This 
list is just an example of how to organise the available registers. Registers that will be used 
infrequently, like mental health, can be shared. Every facility can develop different strategies to 
organise the records to improve efficiency.

One benefits of this system is that it improves accountability on record keeping and makes it 
easier to track systematic mistakes. The responsibility of record keeping, including completeness 
and accuracy of records, is that of the nurse allocated to that room.  



35

Essential medicines will be placed in each room (Annex 5). A lockable cabinet will be required 
to keep medicines safe. The availability of a pharmacy and assistant/pharmacist determines the 
placement of medicines in each consultation room. Consider putting medicines in consultation 
rooms in facilities that have no assistants/ pharmacists or where there is no pharmacy at all.

When a pharmacy or an pharmacist/assistant is available, he/she will assist in preparing a pre-
pack of essential medicines to be placed in each room. The flow of medicines from a pharmacy 
to rooms and vice versa should be controlled. 

How do we control medicine management in this model?

For facilities with pharmacy personnel:

A pharmacist/assistant pharmacist will assist the nurses in the proper management and control 
of medicines inside the rooms.

A pharmacist/assistant pharmacist will do a weekly check on the expiry date of the medicines 
inside the rooms

A pharmacist/assistant pharmacist will provide prepacks of the minimum essential medicines to 
the rooms.

Nurses first should initiate a request order to the pharmacist/assistant pharmacist to get the 
medicines they need

If the Pharmacist/assistant pharmacist is absent from work, nurses can take medicines after 
registering the medicines taken in the stock card. 

Nurse in charge will supervise the medicine management system and delegate specific tasks to 
the pharmacist/assistant pharmacist or to the reliever if necessary.

For facilities without pharmacy personnel:

Nurses will prepack the medicines and take them to the rooms by themselves but only after 
registering the medicines taken to each room in the stock card and indicating the room number 
it is to be taken to.

Nurses will do a weekly check on the expiry date of the medicines inside the rooms.

Nurse in charge will compile the medicines taken from each room and will make the orders for 
the facility in advance.

Nurse in charge will supervise the medicine management system and will delegate specific 
tasks to the reliever if necessary.
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General considerations during preparation:

All the services will be provided from Mondays to Fridays from 8h00 -17h00 for 8 hours clinics. 

Monthly statistics equipment, medicines orders and storage and supervision will be done by the 
nurse in charge/reliever.

Every room should have the equipment, the registers and the medicines necessary to provide 
comprehensive, integrated service. The nurse in each room will be responsible for the optimal 
functionality of that room, including following up on the correct working of the equipment, the 
correct filling of the registers and to make requests for the necessary supplies when needed. 

Plan for diagnostic aids, supplies and commodities that will be required for comprehensive, 
integrated care that should be in place in one room. 

Plan how equipment is placed in the room and how to organise and keep items safe and know 
the minimum list of equipment to be available in each consultation room

Please refer to Annex4. These lists need to be contextualised depending on the type of clinic 
you have.

The list in Annex 4 is a list of minimum requirements, it can be modified based on need. 

Availability of equipment could be a challenge in the beginning but it shouldn’t be a hindrance. 
Some of the equipment may need to be shared at the beginning of the integration as may not be 
feasible to have the complete list available. It is possible to find innovative ways to share some 
equipment without compromising efficiency.

Lessons from pilot sites:

During the beginning of the implementation of the integrated model, the clinic did not have 
enough adult scales for each room, but that didn´t stop the service. During the two months while 
they were waiting for the new scale to be delivered, available scales were used by placing each 
of them outside of two corresponding rooms.

5.2.7 IEC Materials

Patients should be aware of how services are organized in the new model and should 
have access to information on what to expect from their visit to the clinic. Health providers 
also need to help advertise the new patient centred, holistic service delivery approach 
and how it works.  

Tools:

• Patient hand-outs, posters, audio-visuals 
• Job aids for providers that includes a minimum package of integrated services tailored 

to the  type of clinic.
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5.2.8 Community mobilization

Community based awareness creation is important to sensitize the community on what 
to expect at primary health care facilities. Orienting health extension workers (HEWs) 
and other community health care facilitators to sensitize the community on the integrated 
service delivery models in health facilities will substantiate the process. 

Existing community health workers, such as TB promoters, community councillors, 
HEWs, and other volunteers should continue assisting in health promotion, defaulter 
tracing, adherence and bridging the link between the facility and community. 
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6.   Implementation 

Implementation refers to the actual execution of identified activities resulting in integrated health 
services. Officially launching the integrated health service idea, where possible should be 
carried out to facilitate a smooth start in the provision of integrated services. Regular support and 
monitoring and evaluation of integration activities should be conducted and corrective measures 
should be taken when appropriate.  

The basic principles of implementation of the integrated model for Namibia are grounded 
on the 4 main features of primary care:
  
1. Easy access to services: Every service need to be provided every day in all clinics and health 

centres.  This will improve first contact access for each new need and reduce the number of 
separate visits required to a health facility. 

2. Comprehensive services: All services will be provided in one room by one provider with 
facilitated referrals within and outside of a facility providing specialised services. This will 
foster the provision of holistic, person centred service - health workers will be aware of his/
her patients’ health as a whole and not just one clinical aspect.

3. Co-ordinated care: Creating a system of communication among providers through facilitated 
internal and external referral and improving continuity of care to patients by different providers 
through improved communication.  

4. Patient-provider partnership: Unless it is avoidable, the same nurse is to provide services to 
the same patient, in the same room, over time. In situations where the same nurse cannot 
treat the same patient, continuity of care should be ensured by different nurses providing 
services to the same patient in the same room.   

5. Equipment and supplies in one room: Each consultation room should be furnished with 
essential equipment, supplies and the registers required for integrated service delivery. 

6. Essential medicines in one room: Ensure that essential medicines are kept in a locked 
cabinet in each consultation room.

7. Capacity building: Training of health care workers to enable them to provide comprehensive, 
integrated services
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7.   Monitoring and Evaluation

A monitoring and evaluation framework should be developed for documenting, monitoring and 
Monitoring and Evaluation (M&E) of Integrated SRHR and HIV service delivery at every stage 
of implementation. It assesses the status of provision, uptake and effectiveness of integrated 
service delivery at all levels. An M&E results framework is developed to track and documents 
results at impact, outcome and output levels. The results framework could be part of a bigger 
SRHR or HIV M&E Results Framework, but based on the compendium of SRH and HIV Linkages 
indicators. The compendium of Indicators is categorized as follows:

1. The Enabling environment
2. Health Systems
3. Integrated Delivery of Services using Marker and Basket Services (See Annex 6  
 for the listings of Basket HIV and SRH Services of the Marker Indicators)
4. Reduced HIV related Stigma and Discrimination
5. Increased Access to and utilization of quality HIV and SRH Services
6. Reduced Gender Based Violence
7. Improve Programme Efficiency and Value for Money
8. Improved Health, Human Rights and Quality of Life

The methods of Monitoring and Evaluation consists of the following activities

• Routine data collection on indicators that track input, process, output and outcome of the 
integrated model.

• Conducting surveys and assessments to assess outcome, effectiveness and efficiencies
• Evaluation plan to assess Relevance, Performance (effectiveness, efficiency and timeliness) 

and Success (impact and sustainability) of integrated model.

Table 10: Output Level Indicators3 
Enabling environment
• Rapid Assessment Tool for SRH and HIV Linkages
Stronger health systems
• Number of health workers per 10,000 population
• Rapid Assessment Tool for SRH and HIV Linkages
Integrated delivery of services
• Using ‘marker’ services
• Percentage of service delivery points providing HIV services that are delivering an SRH 

‘marker service’ to clients;
• Percentage of service delivery points providing SRH services that are delivering an HIV 

‘marker service’ to clients; and
• Percentage of service delivery points routinely providing general health services that are 

delivering an SRH and an HIV ‘marker service’ to clients.
Using ‘baskets’ of services (See annex 7 for the six basket of Marker indicators)
• Percentage of service delivery points providing one or more HIV service and one or more 

SRH services to clients.
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• Percentage of HIV-positive pregnant women who receive antiretroviral to reduce the 
risk of mother-to-child transmission

• Rapid Assessment Tool for SRH and HIV Linkages

Table 11: Other Proposed Output level indicators to be collected and analysed at health facilities
Indicators Disaggregation Justification Data source

of patients seen in the 
facility 

-By provider

-Type of service

- By day and month

To see the effect of integration on staff 
workload over time by analysing number 
of patients seen/nurse/day on quarterly 
basis-see table 2

Routine records

of services received by 
patients  

-Type of service 

(E.g. 1ANC, ANC 
FUP, PNC, pap 
smear, ARV follow 
up, 1st ARV, etc.).

To look at trends in service uptake over 
time

Collecting routine 
data from facilities 
using the revised 
SRHR & HIV 
integrated data 
collection tool

of healthcare workers who 
receive training to deliver 
integrated services

- Type of training

- Type of provider

To monitor healthcare workers who 
receive training in relation to integrated 
health service delivery. The process of 
implementing the integrated model re-
quires capacity building through training 
and mentoring

Routine training data 
collection

of patients who receive an 
index service and receive 
or are referred for other 
services during their visit 
to the facility

-Type of service

Based on the integrated model there is 
a need for health care workers to offer 
comprehensive services at each contact 
to optimize benefits for patients during 
each visit. This indicator is a crude proxy 
for integration of services.

Routine data 
collection at clinics 
and health centres

of facilities providing 
services using the 
integrated model

- Type of facility To monitor clinics and health centres 
implementing integrated model Routine reporting

of absent days of each 
health worker in the clinic

- By type of reason     
for absenteeism

To assess the level and reason for staff 
absenteeism and forecast staff availabil-
ity 

HRH record

of health facilities with no 
stock-outs of essential 
medicines-listed supplies 
and commodities for 
integrated model

- Type of essential          
supply

This will indicate level of government 
commitment/support to ensure security 
of essential medicines supplies and 
commodities for integrated model

Routine reporting
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How the patient allocation tool works:

• The admin assistant/clerk should ensure confidentially in the waiting area. This can be done 
by marking a red line 1.5 meters before the window of the reception and seeing only one 
patient at a time.

• Each day a new sheet will be completed.

• Each day the clerk should write in the “Room” row where the staff are that day: In room 1, or 
in sick leave, or in a meeting, or attending training, relieving, etc.

 
• The services in the rows are the services that the clinic is providing.

• Each column corresponds to a designated nurse.

• Patients will be allocated only to the nurses in the numbered rooms. Not in the grey coloured 
one, as indicated in the table.

• Any patient, new or not, should be tallied in the sheet.

• Two criteria will be used to allocate new patients to a room:

• Language: The clerk should ask in which languages the patient is competent. Will 
allocate a patient only to a nurse that can speak one of those languages. N.B: Usually 
patients speak more than one language, in addition to their mother tongue. For example 
if a patient speaks Oshiwambo, that does not mean that he/she is not competent in 
English or Afrikaans and should be allocated to other nurse.

• Workload: First ANC visits are the services that require more time and it should be fairly 
distributed among nurses. In general, the allocation of patients’ requirements needs to 
be fairly distributed among the nurses. To ensure fair distribution it would be necessary to 
check on hourly basis the totals for each room and correct the inequalities with upcoming 
patients.
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N1 N2 N3 N4 N5 N6 N7 N8 N9 N10

January

February 

March

April

May

June 

July

August

September

October

November

December
N = name of nurse

Annex 2. Monthly summary sheet: total number of patients seen by each nurse

Annex 3. Providers’ language and training needs analysis matrix
No Name of 

provider
Language* Skill**

E
n
g
l
i
s
h

A
f
r
i
k
a
a
n
s

O
s
h
i
w
a
m
b
o

O
t
j
i
h
e
r
e
r
o

D
a
m
a
r
a
/
N
a
m
a

O
t
h
e
r

P
M
T
C
T

S
c
r
e
e

 n.

I
M
N
C
I

F
P

P
a
p
-
s
m
e
a
r

T
B

A
F
H
S

D
B
S

A
R
V

H
I
V 

R
a
p
i
d

t
e
s
t

M
C

A
N
C
/
P
N
C

O
t
h
e
r

1

2

3

4

5

6

7

8

9

10

11

12

13

14

• * write the language(s) the provider can speak
• ** Put tick mark (√) if the provider feels comfortable to provide service and (X) if the provider 
     not comfortable to provide the service
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Annex 4.  Checklist of minimum equipment needed for consultation room. 

PARAMETER DIAGNOSTIC AID COMMODITIES SUPPLIES/CONSUMABLES FURNITURE

Adult weighing scale ENT diagnostic test kit Male condoms Syringes: Insulin, BCG, 2ml, 5m, 
10ml Double step

Child weighing scale Glucometer and test strips Female condoms Tongue depressors Shelves

MUAC meter Haemoglobin meter Penile model Lab tubes: purple, yellow, red and 
viral load Cabinet

Measuring tape Vaginal speculum Vaginal model Sterile water Trolley

Height scale Urine test strips Vaccine carriers Spirits Bin

Sphygmomanometer Pap smear brushes Needles, all sizes Stretcher

Thermometer Pap smear slides Hand disinfectant 

Cytological fixative Sharp box

Ultrasound Doppler Sputum bottles 

Examination light Cotton wool

Vacutainer and vacutainer 
needles Laboratory blood collection tubes

Gloves

Annex 5. List of essential medicines to be available in consultation rooms

ANALGESICS 
AND 
ANTIPYRET-
ICS

ALIMENTARY 
TRACT AND 
METABOLISM

CARDIO
VASCULAR 
MEDICINES

ANTIBIOTICS 
AND 
VACCINES

RESPIRATORY
 MEDICINES

HORMONAL 
CONTRACEP-
TIVES

VITAMINS 
AND 
MINERALS

Paracetamol Gelusil Coversyl Cotrimoxazole Salbutamol 
tablets

Oral 
contraceptives

Multivitamins

Ibuprofen Loperamide Amiloride Amoxicyline Theophylline 
tablets 

Depo-provera Pyridoxine

Hyoscine Pregamal Furosemide Metronidazole Tb medicines Nur-esterate

Glibenclamide Atenolol Erythromycin

Metformin Cefixime

Allergex Azithromycine

Metodopramide Benzathine 
Penicillin 
injection
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Annex 6. Basket HIV and SRHR Services of the Marker Indicators

Basket of HIV Services

HIV Prevention •	 HIV testing and counselling, including sero discordant couples

•	 Prevention of mother to child transmission (At a minimum, PMTCT Prong 3: 
Access to antiretroviral drugs to prevent vertical transmission and for on-going 
treatment for mothers)

•	 Infant diagnosis

•	 Positive prevention

•	 Male circumcision

•	 Condom provision

•	 Post-exposure prophylaxis

HIV Care •	 TB screening

•	 Other OI screening

•	 OI prophylaxis

•	 Psychosocial support

•	 Clinical staging

•	 Clinical monitoring and restaging

Antiretroviral Therapy •	 ART (not including post exposure prophylaxis) 

•	 ART adherence counselling

•	 Psychosocial support

•	 Treatment as prevention

 

Basket of SRH Services

Family Planning / Reproductive 
Health

•	 Family planning (counselling on and provision of modern contraceptive methods) 

•	 Pregnancy testing 

•	 Emergency contraception 

•	 Prevention of unsafe abortion 

•	 Management of post abortion care

Maternal & Child Health •	 Antenatal care

•	 Labour and delivery

•	 Postnatal care

•	 New-born and child health

Sexual health •	 Sexual health counselling 

•	 STI/RTI screening, diagnosis and treatment 

•	 Condom provision 

•	 Cervical cancer screening 

•	 Post-exposure prophylaxis for survivor
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Annexure 7.   Holistic, person focused service delivery approach

Index case - reasons for visit 
(E.g. Screening)

PERSON

Assess need, inform and provide 
services or refer:

HCT, FP, PEP, pap-smear, 
condoms, STIs, ART,

Immunization, 
VMMC, DBS

PROVIDER
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Annexure 8.   Minimum package of services

SAME ROOM, SAME DAY SERVICES: 
ANC, PNC, FP, Immunization, Screening 
for children and adults, Dressing, TB, Pap 

smear, PMTCT, ARV treatment

DIFFERENT ROOM, SAME DAY 
SERVICE:

HCT, Doctors

Specialised Referral 
Services

Facilitated Referral
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Notes
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