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A qualitative assessment was made of service provider and user perceptions of the quality of integrated reproductive health services
established through a pilot intervention in Cambodia. The intervention aimed to promote pregnant womens HIV testing and
general utilization of reproductive health facilities as well as improve the follow-up of HIV-positive women and exposed infants
through strengthened referral and operational linkages amongst health facilities/services and community-based support inter-
ventions for PLHIV. The study was conducted in one operational district where the intervention was piloted and for comparative
purposes in a district where integrated services had yet to be implemented. Service providers in the pilot district reported improved
collaboration and coordination of services, more effective referral, and the positive impact of improved proximity of HIV testing
through integrated local level facilities. Community-based support teams for PLHIV embraced their expanded role, were valued
by families receiving their assistance, and were understood to have had an important role in referral, PMTCT follow-up and coun-
tering PLHIV stigmatization; findings which underscore the potential role of community support in integrated service provision.
Challenges identified included stigmatization of PLHIV by health staff at district hospital level and a lack of confidence amongst
non-specialized health staff when managing deliveries by HIV-positive women, partly due to fear of HIV transmission.

1. Introduction quality of antenatal (ANC) and delivery care services and

female attendance at ANC services [4-9], although causal

Over the last decade, the importance of linking sexual and
reproductive health and HIV policies, systems, and services
has been increasingly recognized. Several studies have shown
how such linkages might be beneficial for both HIV and
reproductive health (RH) programmes [1, 2]. More specif-
ically, efforts have been deployed to integrate HIV testing,
care, and, more recently, treatment within antenatal and
delivery care services as a strategy to prevent mother-to-child
transmission of HIV (PMTCT; [3]). A systematic review con-
cluded that limited, nongeneralizable evidence supports the
effectiveness of integrated PMTCT programmes versus non-
or partially integrated services [4]. Limited evidence also
suggests that PMTCT integration may improve the overall

relationships are hard to ascribe [10]. Conversely, however,
some commentators have noted that the integration of
PMTCT might decrease quality of care and have potential
negative effects on the workload of ANC service providers,
risks which should be taken into account before integrating
additional activities [7, 9]. Further, while in theory the linking
of sexual and reproductive health and HIV can act as a moda-
lity of stigma reduction, this potential has not yet been
clearly demonstrated and more work in this area by pro-
gramme managers has been advocated [2]. While in many
countries, including Cambodia, community-based organisa-
tions (CBOs) play an important role in PMTCT at local level,
and renewed interest has been expressed in the potential
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role of community-based interventions in the provision
of a continuum of care for maternal, newborn, and child
survival [11], there is little evidence concerning the role and
contribution of CBOs in the provision of integrated PMTCT
and reproductive health services [12, 13].

The Linked Response (LR) approach was piloted in
Cambodia with the aim of integrating HIV and RH services in
order to ensure pregnant women were referred to health facil-
ities to receive HIV tests and other support and to facilitate
the follow-up of HIV-positive women and exposed infants
[14]. While Cambodia had made significant progress in
reducing HIV prevalence (from 2.4% in 1999 to 1.1% in 2006),
halting the spread of HIV through concerted prevention
strategies and universal antiretroviral therapy (ART) cover-
age, and improving the quality of life for people living with
HIV (PLHIV) through government-run programmes [15],
there were concerns regarding the number of new infections
passed from mothers to newborns [16, 17]. When the LR was
introduced in 2008, despite a substantial increase only 29%
of pregnant women were being tested for HIV and 27% of
identified HIV-positive pregnant women had been provided
with ART regimens for PMTCT [15]. Although PMTCT ser-
vices had been scaled up to many operational districts (ODs),
in most cases these were only available at the district hos-
pital. Poor referral mechanisms, decentralized services, lack
of geographical access and transportation difficulties were
identified as barriers to pregnant women testing for HIV and
factors contributing to HIV-positive pregnant women and
exposed infants being lost to follow-up before being provided
with ART [16].

The LR was piloted in five operational districts from 2008
to 2009 and has been described in detail elsewhere [18].
The pilot operated through a “hub,” located at district referral
hospital level, providing a full package of services, including
treatment of opportunistic infections (OlIs) and ART; “satel-
lite” sites, providing a comprehensive package of activities
including voluntary counselling and testing (VCT) and
PMTCT services; “linked” health centres, offering a mini-
mum package of activities including ANC, with integrated
HIV counselling and testing (blood drawn and samples
transferred to “satellites” for laboratory testing) as well as
delivery care. District services were further coordinated by
bringing together operational managers—HIV/AIDS and
Maternal and Child Health Coordinators—and health facility
staff through systematic service planning, implementation,
and monitoring activities. CBOs, already providing care and
support to PLHIV through Home-Based Care (HBC) teams,
were asked to broaden their scope of work to include encour-
aging all pregnant women to test for HIV, raising awareness
of PMTCT and RH and broader community sensitization
activities.

Quantitative routine data from one of the pilot LR sites
collected before, during, and after the intervention (in 2007,
2008, and 2009, resp.) revealed a dramatic increase in the
proportion of pregnant women testing for HIV: from 3%
in 2007 to 55% in 2008 and 80% in 2009. This contrasted
favourably with routine data from a comparable OD which
was without LR but with a PMTCT intervention run by a non-
governmental organisation (NGO), where testing increased
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from 3% in 2007 to 10% in 2008 and 34% in 2009, based on
estimates of the total expected number of pregnant women
in the respective ODs [18]. The objective of the current
study was to qualitatively assess both service provider and
user perceptions of the quality of the various services which
constituted the LR in one district where the intervention was
piloted and a second comparable OD where the LR had not
yet been implemented.

2. Materials and Methods

The research team was composed of one study manager, one
field coordinator, and four field researchers (all Cambodian),
supported by two international research advisors. None of the
researchers had been involved in managing or providing the
health services which were the focus of the study. The field
researchers received two days training prior to conducting
the fieldwork which focused on the aims and content of the
LR and research techniques and ethics. The study protocol
was approved by the National Ethical Committee for Health
Research (NECHR) in Cambodia, the Institutional Review
Board at the Institute of Tropical Medicine (ITM), and the
Ethical Committee at the University of Antwerp in Belgium.

The assessment was conducted in a district where the LR
was introduced in 2008 (ODI) and a second OD where the
LR only became operational in 2011 (OD2). Both districts
were comparable in terms of geographical situation, rural
context, and major health indicators. A similar methodolog-
ical approach was employed in both of the districts studied,
except that interviews and focus group discussions in OD2
did not include specific questions on the LR, but focused on
study participants’ experience with ANC, PMTCT, delivery,
and follow-up services in the period since 2008, up to the
introduction of the LR. The study was conducted over an
eight day period in December 2010 and followed a purposive
sampling approach.

2.1. In-Depth Interviews. A total of eight and two interviews
with HIV-positive women were conducted in OD1 and OD2,
respectively. In both ODs HIV-positive women interviewees
were selected from a list held by the HBC teams; HBC team
representatives then approached these women individually
and invited them to participate. In ODI one-to-one semi-
structured in-depth interviews (IDIs) were conducted with
eight HIV-positive women who had given birth since the
LR was operational. In total, ten women were approached
but two declined to participate in the study (one citing lack
of free time and the other her unwillingness to be inter-
viewed). Each interview followed a questionnaire and ex-
plored ANC attendance during most recent pregnancy, HIV
testing, disclosure of status, decision about pregnancy out-
come, access to PMTCT, details about most recent delivery,
role of partner and family in HIV testing, disclosure and
treatment adherence, general support provided by health
services and HBC teams, and respondents’ satisfaction with
services. IDIs exploring similar topics were also carried out
with the partner, or close family member, of five of the eight
HIV-positive women interviewed. Respondents were asked
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if they were willing for their partner or a family member to
be interviewed, and if so, to introduce the research team to
this individual. Some interviewees were not willing to include
their partners/family members in the study, hence the lower
number of partner/family respondents than female PLHIV
interviewees in the study. Partners/family member intervie-
wees of HIV-positive women were selected by the women
themselves.

Given that, according to existing data, HIV prevalence
in OD2 was comparable to that in ODI at the time of the
study, a full, comparative study was originally planned for this
second district. However low numbers of women were found
to be registered with health services as HIV-positive in OD2
at the time of the study. This may have been due first to the
lack of effective implementation of PMTCT services at that
stage since the LR was not yet scaled up in that district or
secondly, because of women’s unwillingness to be contacted
and identified in an OD where the CBOs present were not yet
involved in PMTCT services. Therefore it was not possible to
identify a large sample who had delivered within the same
period as those interviewed in ODI. As a result the inclusion
criteria were expanded in OD2 to include pregnant women.
Two PLHIV were interviewed: one woman who had an infant
of around three months of age and one pregnant woman (a
third HIV-positive woman was invited to participate in the
study but refused, citing fear of disclosure of her status to the
research team). One IDI was conducted with a partner/family
member of the PLHIV interviewed, again chosen by the
woman herself.

An IDI was also conducted with the AIDS Coordinator in
ODI (also Deputy Director of district health services), which
explored the current functioning of PMTCT services, the
impact of LR, current challenges, and suggestions for im-
provement. In OD2 an IDI was conducted with the AIDS Co-
ordinator, who prior to the operationalization of LR in early
2011 had held the position of Mother and Child Health Pro-
gram Manager. This interview contrasted the historical func-
tioning of PMTCT services and the new system introduced by
the LR and current challenges and suggestions for improve-
ment.

2.2. Focus Group Discussions. To gain information from the
broader population, two focus group discussions (FGDs)
were held with women in OD1 who were not known to be
HIV-positive and had given birth since the LR was opera-
tional. These discussions followed thematic guidelines, and
included knowledge and understanding of HIV and PMTCT,
awareness and utilization of RH services, and engagement
with the local HIV testing process. Participants were also
asked about their satisfaction with the quality of specific
RH services provided by local facilities. Two groups of five
women participated in the FGDs which took place in two
community settings within the OD, up to ten kilometers from
the district town. Similarly, two FGDs were held with women
from the general population in OD2 who had given birth
since 2008. Again, these women, who were not known to be
HIV-positive, were drawn from two different communities
within the OD. One FGD included four women and the other

five women and both took place in local settings. All FGD
participants were randomly selected from lists held by village
leaders and at local health facilities.

To elicit the opinions and experiences of health staff
working at different levels of service provision in ODI one
FGD was held with five health staft working in a range of roles
at the “hub” (the district referral hospital), including PMTCT,
maternal health and laboratory work, and a second FGD was
held with five staff working at either “satellite” or “linked”
health centres. The discussion included observed changes in
the functioning of HIV testing and PMTCT services since
the introduction of the LR, working partnerships, constraints
to service provision, and the relationship with service users.
A further FGD was held with five representatives of HBC
teams, who are employed by a range of NGOs but, in line with
the LR approach, work closely with the government health
facilities. The discussion included views on the coverage and
quality of the services provided through HBC teams, relation-
ship with beneficiaries, and working partnerships with public
health service providers. In OD2 one FGD was held with five
staff working at the referral hospital, a second FGD was held
with four midwives working at “satellite” or “linked” health
centres and a further FGD was held with HBC representa-
tives, though these were not yet involved in PMTCT. Health
staff and HBC representatives chosen to attend FGDs were
purposively selected by the research team from staff lists, with
the aim of including individuals with diverse responsibilities
and working experience.

IDI and FGD guidelines were pretested and modified
as needed by the research team prior to the study formally
commencing. A private place was used for all FGDs and IDIs
and all participants provided full, written informed consent
in Khmer prior to any data collection.

All interviews and FGDs were conducted in Khmer and
digitally recorded. The recordings were transcribed and then
translated into English using Microsoft Word (Version 2007)
and were analysed by one of the international research
advisors, in close consultation with the study manager, using
a content analysis approach, following an inductive coding
method.

2.3. Study Limitations. The researchers are aware that the
non-random selection of HIV-positive interviewees from
lists held by HBC teams may have led to some biases in sampl-
ing and, subsequently, the data collected. By definition, only
HIV-positive women registered and actively engaged with
local services were included; the study did not include those
who may have been lost to follow-up or were unwilling to
engage with services, hence the data presented may not reflect
the full range of women’s experience. However in Cambodia,
given the very high coverage of ART (reaching more than 95%
of those in need), the majority of the HIV-positive population
is likely to be registered. Nevertheless, a number of HIV-
positive women in the OD2 may have not been registered
because of they had not been tested for HIV and were not
aware of their HIV status. Reaching such individuals was
beyond the control of the study.



3. Results and Discussion

3.1. Positive Impacts of Integrated Approach on Provider Colla-
boration and Service Provision. The introduction of the LR
was considered a positive development by the HIV/AIDS Co-
ordinator and all service provider FGD participants in ODI.
A member of PMTCT staff at the “hub” summarized the posi-
tive impacts of the integrated approach as follows:

“We get a lot of advantages from this programme
(LR). First, we gain more clients for HIV testing
among pregnant women. So as a result of estab-
lishing this programme, first we reduce HIV infec-
tion, prevent transmission from mother to child,
and sometimes reduce the mortality rate of mother
and children. Because if they are HIV-positive,
the doctors will know about how many CD4
they have, and how OI services can help them.
Their name is noted in order to know about their
delivery date and give them information to make
them come to get ANC. We didn’t have any of this
before”.

Health staff who attended FGDs also reported improved
collaboration amongst the various departments and individ-
uals responsible for OIs, ANC, and PMTCT as a result of the
intervention. A member of maternal health staff working at
the “hub” emphasised the improved referral and follow-up
system, for example:

“For the previous PMTCT programme, if we had
an HIV-positive patient, we didn’t keep any docu-
ment or put any code number for them. But since
we have the Linked Response. .. if we find a posi-
tive case we will refer them to OI/ART and we keep
maternity records. We educate them to get ANC
check-ups. The difference is that we register them
properly. In the past, we didn’t do that”.

Similarly, another member of hospital staff described:

“Since we have Linked Response, it’s easier to refer
patients from place to place and keep track of
their condition. .. Before we didn’t know clearly
why patients were referred to us, but now we all
know. .. what should be done if someone is found
positive, and if a patient is referred to us. .. All of
this is the part of the Linked Response”.

“Linked” health centre staft particularly emphasised the
importance of the improved proximity of HIV testing facili-
ties provided through the LR:

“When the blood testing service is close by then
they come to test. .. Before we (the testing service)
was far away so when we told them to get tested
they didn’t come”.

Health staft also reported improved collaboration with
community-based interventions which has helped bridge
communication between services and PLHIV. In line with
the LR approach HBC teams who had previously been
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responsible for the care and support of PLHIV expanded their
scope of work to include referring all pregnant women to
ANC for HIV testing, following up HIV-positive women and
exposed infants, supporting PMTCT services, and conduct-
ing community awareness-raising. HBC representatives in
OD1 appear to have embraced this expanded role. One
member of staff at the OD1 “hub” detailed the benefits of this
improved coordination as follows:

“We communicate well. ... first of all hospital staff
understand each other. .. we all know about our
duties, and, on the other hand, we collaborate
with partner organisations. . . we collaborate with
Home Based Care teams and the community. ..
If they (HBC teams) refer patients here, it means
that they already explained things to them... On
the other hand, when we have a problem such as
someone not coming to get their test result... In
the past we could only send a message, and no one
responded. But now we send a message and we can
receive their (the HBC team’s) feedback”.

HBC team FGD participants in ODI also confirmed
improved cooperation with health services as an important
outcome of the LR, citing their role of providing PMTCT
advice and follow-up to HIV-positive clients both at health
posts and within their communities. They emphasised the
importance of regular monthly meetings with OD-level
health workers to discuss and resolve any difficulties. They
also reported that their combined efforts with health staff to
facilitate HIV testing during pregnancy had improved the
overall functioning of maternal health service provision, by
ensuring pregnant women were aware of both the importance
and availability of HIV testing and testing was systematically
integrated within other services. In the words of one HBC
team member:

“We contact the health centre and give counselling
to them (pregnant women) a day before we make
an appointment with them to draw their blood.
If they have an appointment for vaccination and
ANC check-up, we make an appointment for an
HIV test for the same day”.

Three of the eight PLHIV respondents from OD1 tested
HIV-positive through the ANC testing system since the LR
was operational; one through village outreach testing, one
through a rural “Linked” health centre, and one at the “hub”
(referral hospital). These findings correspond with routine
data, which reveal that about a half of women enrolled in
the LR were already known to be living with HIV and were
referred through existing care networks [18]. The husbands of
all eight respondents had also been tested; four were positive
and four were HIV-negative (in two of the latter cases the cou-
ple had separated). All respondents had received ART medi-
cation for PMTCT during their pregnancy. Seven had deliv-
ered live newborns and one delivered a stillborn. The seven
women with young babies were at various stages of having
these infants tested for HIV.

All eight respondents reported accepting regular visits
from HBC teams. Many explicitly described how the monthly
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visits involved a range of PMTCT support, including a discus-
sion about ART treatment, with the HBC team encouraging
drug adherence and taking newborns to be tested and advis-
ing on contraception (and in some instances distributing
condoms), as well as more traditional HBC support. In the
words of one woman:

“The NGO... visits once a month. . . they ask ques-
tions about my health. .. whether we are well or
not, whether I take medicine regularly or not. I tell
them that I take medicine every day. The HBC
team also advises on the prevention of HIV trans-
mission, including condom use”.

Other respondents detailed:

“They (HBC teams) come to ask about our CD 4
level, is it increasing? And about our adherence to
treatment and whether we use condoms...”

“He (HBC team member) tells me not to be fright-
ened, to take my child to be tested for HIV. .. I feel
happy. . . seeing them take care of me”.

These findings confirm the vital contribution which HBC
teams can play in reducing mortality through PMTCT fol-
low-up as part of integrated RH service provision, an issue
which has been poorly examined to date [12, 13].

All of the female PLHIV interviewed in ODI had dis-
closed to their husband and family; indeed often husbands
were reported as playing a vital role in treatment adherence.
As one respondent described:

“He (my husband) reminds me to take the
medicine every day—he’s afraid I won’t take the
medicine. And the book, the book for receiving
medicine, I can’t read, so I ask him to read it for

»

me”.
Similarly, in another IDI one husband reported:

“I help her (my wife) go to meetings with the doctor
on an appointment date. .. sometimes she forgets
to take her drugs, when I remind het, she goes to
take them’.

Indeed, the female PLHIV interviewed in ODI reported
that husbands, mothers, and children were all playing a
crucial role in keeping track of the two treatment doses to
be taken each day, encouraging, and reminding the women
to adhere to their ART regime. Families were also found to
be complementing the follow-up work carried out by HBC
teams (and vice versa). None of the PLHIV interviewed in
OD1 expressed any problems in accepting regular visits from
HBC teams. As one interviewee highlighted:

“I feel normal when they (the NGO) visit as I am
not afraid that my neighbours will know, or that
people will know about our family as we have this
disease”.

Health staff from ODI1 who participated in FGDs
observed that the problem of discrimination of PLHIV

within the local communities had decreased over time,
and attributed this to awareness-raising activities by HBC
teams conducted through their work as part of the LR.
Similarly, HBC team members reported that over recent years
stigmatization had become less prevalent. The role of HBC
teams in educating neighbours/communities about HIV was
also emphasised by a number of the HIV-positive women
interviewed; some respondents made a direct correlation
between such activities and a reduction in the stigmatization
they experienced locally. In the words of one woman:

“I informed other people about my status. My
neighbours did not discriminate against me. .. The
NGO provided education on transmission to all
the people in the community so they no longer
discriminate”.

Such findings were markedly different from those from
OD2.

3.2. Service Provision and PLHIV Engagement with Services
in OD without Integrated Approach. Of the two PLHIV
respondents in OD2, one woman tested in around 2000 in
the Cambodian capital Phnom Penh and one tested at the OD
referral hospital in early 2010. In the first case the HIV status
of the husband was not clear and the couple had separated
when the respondent was pregnant with her most recent
child; in the second case the husband was HIV-negative.
One respondent had taken ART during her pregnancy and
reported that she was planning on bringing her baby for
follow-up HIV testing in the coming month; the other was
three months pregnant at the time of interview and reported
that she was “waiting” to be put on an ART regime.

Both HBC and health staff FGD participants in OD2
reported problems in identifying new HIV cases. One HBC
representative expressed the hope that this would be resolved
through the introduction of more comprehensive testing
facilities as part of the LR:

“In the past, we faced problems. We only have VCT
in seven health centers (HCs), other HCs have
pregnant women. .. but not every HC offers test-
ing, so we have to refer them (pregnant women)
to our partnership HCs... The national policy
states that all pregnant women should have an
HIV test, but now, this is easy as we are starting
to implement LR in this district... blood can be
drawn at all HCs”.

At the time of the study HBC team representatives in
OD2 reported that they were mainly working with preexisting
cases—individuals requiring OI support and ART treatment,
for example. The AIDS Coordinator interviewed in OD2
emphasised the poor counselling skills of health staff, which
affected their ability to persuade pregnant women to be tested
for HIV, attributing this to limited training. However, the
low number of HIV-positive women recruited for PMTCT
in OD2 may not only be related to poor testing rates,
but also poor follow-up of women within the community;
HBC representatives who participated in an FGD in this



OD also highlighted low rates of collection of test results.
In addition, it was reported that poor community under-
standing of HIV, coupled with discrimination against PLHIV
were significant problems in this OD which may have been
negatively influencing voluntary HIV testing amongst the
general population as well as disclosure amongst PLHIV. One
HBC representative detailed:

“Up to the present time, there are still some
patients that did not want to disclose their HIV
status, it is a problem, even though we work with
the community because sometimes we cannot go
to their home. .. They do not want their neigh-
bours to know about their HIV status, they do
not even want their parents to know their status. . .
One pregnant woman is undisclosed and does not
want her mother to know and wants to deliver her
baby without awareness of her HIV status. .. she
agreed that when I distribute some food or other
materials, she prefers to come to take the food, rice
and other materials here”.

Fear of discrimination as a barrier to engagement with
service providers was confirmed by the two IDIs conducted
with PLHIV in OD2. One explained her refusal of HBC as
follows:

“I did not want the outreach team to visit, this will
make people know my status. And then the neigh-
bours will talk. That’s why I do not want them to
visit me. .. to avoid my story becoming public”.

The role of HBC teams in supporting PLHIV and their
families, as well as their wider PMTCT and RH work within
the remit of the LR, which was about to commence at the time
of the study, was therefore severely compromised in this OD
due to fear of disclosure amongst PLHIV.

In contrast, experiences reported from ODI appear to
suggest that the more widespread introduction of HIV testing
and integrated support improved the lives of PLHIV and their
communities, including through decreasing stigmatization
which enabled local teams to work more effectively: a cyclic
impact.

3.3. Factors Contributing to a Reduction in Stigma. At the
same time, recent research suggests that stigmatization of
PLHIV has declined over time in Cambodia on a national
level [17], hence the reduction in discrimination observed
by study participants in ODI1 clearly cannot be attributed
solely to the work of the LR and specific HBC teams. Notably,
several respondents in ODI highlighted the combined roles of
various interventions in reducing myths about HIV transmis-
sion and hence stigmatization. One interviewee described, for
example:

“I told (disclosed to) my neighbours who live near
my house. .. they told other people, so they all
knew. .. They acted differently from before. .. They
discriminated against us by rarely visiting. .. but
after the organisation advised us all and from

AIDS Research and Treatment

listening to the radio, they knew HIV/AIDS cannot
be passed from one person to another by eating
together... Now they are fine... we can eat to-
gether...”

It therefore appears that the increasing visibility of HIV
within local communities, its perceived “normality” (as one
PLHIV interviewee in ODI, diagnosed in 2003 described “. ..
at that time many people discriminated against those with
HIV. Now I feel normal, because there is no discrimina-
tion, we are normal like other people”) and “manageability”
through the provision of ART and health services, and media
education campaigns coupled with HBC team community
awareness-raising work are all likely to have contributed to
the low levels of reported stigmatization of PLHIV in ODI1.
Previous research in other regions has shown the positive
impact which the support of community-based teams (or
being a member of an association of people living with HIV
and AIDS) might have on PLHIV and their children [19],
including through the countering of stigmatization through
community-based support teams [13, 20].

3.4. User Attendance of and Satisfaction with Integrated Repro-
ductive Health/PMTCT Services. The eight female PLHIV
interviewed in ODI, as well as their partners/family members,
reported overall satisfaction with the medical services avail-
able to them through the LR. In all but one case these respon-
dents had attended ANC regularly throughout their most
recent pregnancy. Several women had attended ANC on a
monthly basis, reporting that they were advised to do by med-
ical staff. The exception was one woman who only attended
ANC once when she was six months’ pregnant (when she
tested for HIV and found to be positive).

FGD participants in OD1 (not known PLHIV) who had
delivered over the past year expressed the view that regular
ANC attendance amongst local women was nowadays com-
mon and had increased since 2008. However, there was an
indication that overall ANC attendance may have increased
amongst pregnant women over recent years in both districts
included in the study. Indeed, all FGD participants in both
OD1 and OD2 reported having attended ANC regularly
during their most recent pregnancy, an anomaly highlighted
through an earlier analysis of routine data from ODs with LR
and those without LR [18]. Further, all FGD participants in
both OD1 and OD2 reported having tested for HIV during
their most recent pregnancy. Such findings emphasise the
importance of examining wider contextual factors beyond
new service integration strategies which may also contribute
to positive improvements in service uptake.

There was a consensus amongst all female PLHIV study
participants that the system of service delivery was clear, and
that medical staff were knowledgeable and impart clear infor-
mation and advice. One interviewee spoke of the support she
received from a health professional at the “hub” who was also
HIV-positive:

“One of the people junior to the doctor is also
a (HIV) positive patient. They said 1 am the
same as you, so you don’t need to worry about
people discriminating against you’ ... If we can’t
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read, they will help to explain about appointment
dates and what time we have to get tested. They
explained all of it”.

None of the HIV-positive respondents in ODI1 reported
any problems in understanding the drug regime they were
on or the PMTCT drugs given to their baby (although, as
already noted, many rely on family members to help them
remember when to take their medicine). There was a general
consensus amongst these PLHIV that delivery services were
sufficient and that HIV-positive women were treated “nor-
mally”, although descriptions of staff completely covered in
protective gear suggested a highly cautious attitude amongst
service providers. At the same time, there is also a very
real danger of HIV transmission to doctors and midwives
involved in delivery. The HIV/AIDS Coordinator in OD1
cited a case of amniotic fluid squirting into the eye of mater-
nal health staft during one delivery, for example; this individ-
ual had to take preventive medicine. As is reported in detail
below, some discriminatory behavior amongst certain med-
ical staff was commented upon by a number of women
PLHIV interviewed in OD], although these users appeared to
distinguish this treatment from the technical quality of the
service they received.

3.5. Challenges in Effective Service Provision. Despite the fact
that delivery is offered at “linked” health centres, “satellites,”
and the “hub” as part of the LR in OD], only one respondent
reported delivering outside the “hub”. In most cases respon-
dents described being advised by medical staff to deliver at
the district referral hospital as this was considered to be the
best equipped, including for emergency cases. One respon-
dent originally intended to deliver at a “satellite” but was
referred to the “hub” due to bleeding, resulting in a caesar-
ian section. Hence lower level health centres appear to be
underutilized for delivery by HIV-positive women. A lack
of confidence in and possible fear of conducting deliveries
for PLHIV amongst some staff—attitudes which can have a
serious impact on HIV-positive service users—also became
evident through women’s descriptions of their delivery expe-
riences. One respondent described how during her arrival
at the “hub” for delivery the midwives were too nervous to
proceed and waited for the “AIDS staff” to arrive. The baby
was delivered stillborn and it is unclear whether the proce-
dural delay affected this outcome. The woman in question
expressed her anger:

“They (the health staff) spoke like they blame me:
you have already got HIV and you still want to
have a baby. They spoke like they did not want
to deliver, and were afraid of being infected. ..
and they do not want to deliver for you... they
discriminate against PLHIV although they know
how HIV is transmitted, and how to prevent
transmission. .. They are still afraid of transmis-
sion. .. After Mrs X (specialized HIV staff) came,
she said please dont be angry... she did the
delivery for me, she did suture for me, and she was
not afraid like those midwives. .. she was modest,
not aggressive. . . like the young midwives”.

A second respondent reported similarly poor treatment:

“When I arrived the doctors there (ODI “hub”)
were mean. .. They said that I am a HIV positive
patient: even if they wear ten pairs of gloves; they
still don’t want to examine me. When they stitched
my vagina, they didn’t give me an injection. And
it was my first child; they also not give me any
healing injection or painkiller injection”.

In addition to the detailed examples cited above, other
PLHIV respondents criticised the attitude of some health staff
towards them as stigmatizing, in contrast to the staft respon-
sible for HIV test counselling, who they praised for their
encouraging attitude. One respondent reported comments
made to her by “hub” staff concerning her previous “easy”
life focusing on “bed affairs” (presumably an allusion to sex
work) when she was collecting her ART. Indeed, numerous
reported interactions with “hub” staff in ODI suggested
that inappropriate attitudes were widespread. One women
described how when she revealed her intention to deliver at
the hospital this resulted in the joke “so you are coming here
to give us HIV?!”. Another interviewee reported the advice
she receives when she collects her ART drugs as follows:

“Researcher: When you went to get drugs, did you
receive a clear explanation. .. what did the health
staff explain to you?

Respondent: They explained how to take care in
order to have good hygiene, not be dirty, not make
a bad smell when we sit next to other people. .. As
people may say things like “she has AIDS and she
has a bad smell. .. They advised me to keep taking
the drugs... When I come to collect the drugs, 1
have to clean my teeth to prevent a smell of bad
breath for the health staff, and to cover my mouth
with a mask”.

Further, several PLHIV reported comments from health
staft about their fertility choice, both during ANC consulta-
tions and when presenting for delivery (“you already have
HIV and you still want to have a baby?”). A certain level of
acceptance of such treatment was apparent amongst those
who reported it, which may be associated with the current
lack of recourse.

Such findings suggest that the previous separation of
responsibility for HIV and other RH services may have led to
a “ghettoization” of HIV-focused support, with those not used
to working in this field not only feeling fearful of working
with PLHIV but also having poor awareness of the human
and fertility rights of PLHIV. This confirms findings else-
where that the fertility/reproductive rights of people with
HIV depend on eradicating discrimination among health
professionals as well as amongst the wider community [21]
and that discrimination may be more widespread amongst
staft not specializing in HIV [22].

Reported experiences of women FGD participants (not
identified as HIV-positive) who had attended ANC and
delivery services in OD1 over a similar period as PLHIV inter-
viewees were mixed. Some emphasised the patient nature



of hospital ANC staff, while others voiced concerns about
the attitude of certain “hub” staff. One young doctor in par-
ticular was described as rude in his manner and some FGD
participants reported that certain health professionals are
physically rough during ANC examinations. In her descrip-
tion of her discontent one FGD participant revealed a prob-
lem which is likely to face all women: the navigation of un-
familiar services:

“No, I'm not satisfied (with the delivery service
at the hospital). .. Because they are rude. .. Some
staff aren’t friendly to patients when we arrive.
They tell patients to “go in first”, but we don’t know
where to go because weve never been there
before. .. They keep telling us to go in”.

When interviewed, the HIV/AIDS Coordinator in OD1
acknowledged that the attitude of some staff under his
management was problematic, highlighting how staft are
often tired and overstretched. Similarly some hospital staft
FGD participants mentioned their extreme tiredness which
affected their attitude to clients. One individual who had been

working at the OD1 referral hospital for more than five years
described:

“I think that sometime the doctors speak in formal
language. . . that's why the patients think they are
unfriendly. Or sometime the doctors are in a hurry
and can't talk much. .. Some days there is so much
work to do, so how can we keep smiling for a whole
day? sometimes we don’t even have time to drink
a drop of water for a whole morning”.

Some ODI staff commented on the extra workload asso-
ciated with the LR programme, and in particular their
obligation to “accompany” new clients to the various services
within the hospital, which takes time: one member of staff
detailed:

“Sometimes when they leave from the OI place
after weve examined them already, weve told
them to get the medicine. Some patients ask where
they can get the medicine. How can we let them
ask other people where they can get the HIV/AIDS
medicine? They dont dare to ask... It’s difficult
for us to spend our time to take them to get the
medicine. The other patients are waiting for us for
such a long time”.

These findings emphasise the workload faced by service
providers working in integrated services, which can result in
overstretched staff communicating poorly with users, echo-
ing earlier research in sub-Saharan Africa on the potential
dangers of increased provider workload and an associated
reduction in the quality of care [9, 11, 23]. Again, users’
lack of knowledge of and confidence in navigating services
is apparent from the second quotation, which suggests a
need for an adaptation of current approaches to alleviate the
additional burden on health professionals of guiding clients
in their use of the range of integrated services.

While the HIV/AIDS Coordinator in OD1 reported the
LR approach to be a success, he qualified this by highlighting
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the importance of extending HIV testing to the broader pop-
ulation, including male partners. The Coordinator suggested
continuing outreach activities to enable general community-
based HIV testing, rather than requiring individuals to come
to health points, an approach also recommended by HBC
team representatives who attended FGDs in ODJ, to facilitate
more general testing, particularly amongst remote commu-
nities. The vital issue of increasing male partner testing has
been noted in other studies [24].

4. Conclusions

Investment in district health services which take into account
both HIV-related and reproductive health needs can pro-
duce significant improvements [10]. While the provision of
integrated services at operational district level through the
Linked Response has been shown to have demonstrable suc-
cess in service provision [18] the current study underscores
some of the qualitative aspects of that success. In general
terms of improved service provider coordination and col-
laboration and improved two-way referral between various
health facility levels, the intervention has had positive
impacts. The provision of HIV testing through facilities situ-
ated closer to communities was also a positive development.
Further, the expanded role of HBC teams played a vital role
in referral, follow-up, and the effective provision of PMTCT,
complementing the support of families of PLHIV regard-
ing treatment adherence, for example, and, in some cases,
providing women with HIV who do not wish to become
pregnant access to contraception.

The study therefore offers important new evidence con-
cerning the role and contribution of CBOs in the provision
of integrated PMTCT and reproductive health services while
also highlighting the importance of interventions at various
levels: bringing integrated services and skilled community
workers closer to households and communities is shown to be
a validated approach, with observable outcomes.

Echoing findings in earlier studies on the possible over-
burdening impacts of comprehensive RH service provision,
both management and staft reported time and workload pres-
sures associated with the newly integrated services. The intro-
duction of trained “guides” to facilitate users in their naviga-
tion of the various hospital services might alleviate the bur-
den on health professionals in their current role of assisting
clients in their use of the range of integrated services. Preg-
nant women or mothers who have had positive experiences
could also be involved as resource persons in the communi-
ties, helping to explain the services and how they function
and encouraging other women to utilize the services on offer.

The reported discrimination towards female PLHIV by
general maternal health staff at district level, despite the
introduction of the Linked Response, confirms recommen-
dations elsewhere that strategic management of the linking
of sexual and reproductive health and HIV will be necessary
for this approach to act as a modality of stigma reduction
[2]. Exaggerated fears of HIV infection and misperceptions
about HIV transmission may also lead to overcautious care
or delay in taking care of PLHIV, as already reported from
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Vietnam [25]. Careful strategies should be devised to improve
health staff’s sensitivity in dealing with HIV-positive clients.
In order to diminish current stigmatization resources need to
be invested in enhancing all service providers’ awareness and
understanding of the rights of PLHIV and improving inter-
personal skills. Training is also necessary to build confidence
amongst all maternal health staff in supporting deliveries
amongst PLHIV. More can be done to allay the fears of health
staff through refresher trainings on risk of HIV exposure,
recommended protection measures, and more general mass
media campaigns on HIV transmission and prevention. The
introduction of a system of providing recourse to users who
feel they are maltreated would also be advisable.

In the district where PMTCT and RH services were not
yet integrated considerable work is required on awareness-
raising, through multiple channels, to encourage HIV testing
and counter community stigmatization of PLHIV and, at the
same time, enable HBC teams to fulfill their roles. Using
mobile phones to communicate with PLHIV who choose
to remain undisclosed may be a helpful interim measure
amongst HBC teams commencing the integrated approach
in communities where stigmatization is still a problem (this
strategy could also be particularly useful for contact with
PLHIV living in remote areas).

The integrated programme could also redefine its target
group and reach out to the general population such as men
and women of reproductive age or couples planning to marry.
Positive findings of the current study regarding husbands’
involvement and support to women’s ART/PMTCT treat-
ment adherence provide resonance to the argument that
new strategies are required to ensure more comprehensive
involvement in integrated RH services by both women and
men. Such a “shared intervention” approach would enable
HBC teams and service providers to work more effectively to
increase HIV testing rates and enhance PMTCT and more
general ART adherence.

Acknowledgments

The research team is extremely grateful to all women, part-
ners, family members, and service providers who shared
their experiences. The authors would also like to express
their thanks to the operational district directors, HIV and
MCH coordinators, and the provincial health directors in
the provinces included in the study for their support and
their assistance with data collection. The Linked Response
demonstration project and this study were supported by the
Directorate-General for Development Cooperation (DGDC),
Belgium through the Framework Agreement with the Insti-
tute of Tropical Medicine (project FA3.3.03 HIV prevention
and Reproductive Health in Cambodia).

References

[1] World Health Organisation, United Nations Population Fund,
International Planned Parenthood Federation, and Joint United
Nations Programme on HIV/AIDS, Sexual and Reproductive
Health and HIV/AIDS: A Framework for Priority Linkages,
World Health Organisation, United Nations Population Fund,

S

(10]

(11]

(12]

International Planned Parenthood Federation, Joint United
Nations Programme on HIV/AIDS, Geneva, Switzerland, 2005.

World Health Organisation, Joint United Nations Programme
on HIV/AIDS, United Nations Population Fund, International
Planned Parenthood Federation, and University of California
San Francisco, Sexual & Reproductive Health and HIV. Link-
ages: Evidence Review and Recommendations, World Health
Organisation, Joint United Nations Programme on HIV/AIDS,
United Nations Population Fund, International Planned Parent-
hood Federation, University of California San Francisco,
Geneva, Switzerland, 2008, http://whqlibdoc.who.int/hq/2009/
WHO_HIV_2009_eng.pdf.

WHO, PMTCT Strategic Vision 2010-2015: Preventing Mother-
to-Child Transmission of HIV to Reach the UNGASS and Millen-
nium Development Goals, WHO, Geneva, Switzerland, 2010.

C. L. Tudor, M. H. van-Velthoven, S. Brusamento, H. Elmoniry,
J. Car, A. Majeed et al., “Integrating prevention of mother-
to-child HIV transmission (PMTCT) programmes with other
health services for preventing HIV infection and improving
HIV outcomes in developing countries,” Cochrane Database of
Systematic Reviews, no. 6, Article ID CD008741, 2011.

C. L. Tudor, M. H. Van Velthoven, S. Brusamento, H. Elmoniry,
J. Car, A. Majeed et al., “Integrating prevention of mother-
to-child HIV transmission programs to improve uptake: a
systematic review;” PLoS ONE, vol. 7, no. 4, Article ID e35268,
2012.

T. Delvaux, J. P. Diby Konan, O. Aké-Tano et al., “Quality of
antenatal and delivery care before and after the implementation
of a prevention of mother-to-child HIV transmission pro-
gramme in Cote d’'Ivoire,” Tropical Medicine and International
Health, vol. 13, no. 8, pp. 970-979, 2008.

D. Potter, R. L. Goldenberg, A. Chao et al., “Do targeted HIV
programs improve overall care for pregnant women? Antenatal
syphilis management in Zambia before and after implemen-
tation of prevention of mother-to-child HIV transmission
programs,” Journal of Acquired Immune Deficiency Syndromes,
vol. 47, no. 1, pp. 79-85, 2008.

J. M. C. Both and J. van Roosmalen, “The impact of prevention
of mother to child transmission (PMTCT) programmes on
maternal health care in resource-poor settings: looking beyond
the PMTCT programme—a systematic review;, BJOG: An
International Journal of Obstetrics and Gynaecology, vol. 117, no.
12, pp. 1444-1450, 2010.

L. Winestone, E. Bukusi, C. Cohen, D. Kwaro, N. Schmidt, and
J. Turan, “Acceptability and feasibility of integration of HIV
care services into antenatal clinics in rural Kenya: a qualitative
provider interview study;,” Global Public Health: An Interna-
tional Journal for Research, Policy and Practice, vol. 7, no. 2, pp.
149-163, 2012.

Akker, T. van den, M. Bemelmans et al., “HIV care need not
hamper maternity care: a descriptive analysis of integration of
services in rural Malawi,” BJOG: An International Journal of
Obstetrics and Gynaecology, vol. 119, no. 4, pp. 431-438, 2012.

A. Haines, D. Sanders, U. Lehmann et al., “Achieving child
survival goals: potential contribution of community health
workers,” The Lancet, vol. 369, no. 9579, pp. 2121-2131, 2007.

J. Uwimana, C. Zarowsky, H. Hausler, and D. Jackson, “Train-
ing community care workers to provide comprehensive TB/
HIV/PMTCT integrated care in KwaZulu-Natal: lessons learnt,”
Tropical Medicine and International Health, vol. 17, no. 4, pp.
488-496, 2012.



10

(13]

(16

(17]

(19

(20]

(23

Y
-

(25]

M. Tomlinson, T. Doherty, D. Jackson et al., “An effectiveness
study of an integrated, community-based package for maternal,
newborn, child and HIV care in South Africa: study protocol for
a randomized controlled trial,” Trials, vol. 12, article 236, 2011.

Ministry of Health, Standard Operating Procedures to Initiate a
Linked Response for Prevention, Care, and Treatment of HIV/
AIDS and Sexual and Reproductive Health Issues, Ministry of
Health, Phnom Penh, Cambodia, 2008.

Ministry of Health and NCHADS, HIV/AIDS Program Annual
Report 2008, Ministry of Health, Phnom Penh, Kingdom of
Cambodia, 2008.

UNICEE, Cambodian Joint PMTCT Review, August 26 to Sep-
tember 3, 2007, Findings and Recommendations, UNICEFE,
Phnom Penh, Cambodia, 2007.

UN, “The socio-economic impact of HIV at the household level
in Cambodia,” Report, The National AIDS Authority, 2010.

T. Delvaux, S. Samreth, M. Barr-Dichiara et al., “Linked res-
ponse for prevention, care, and treatment of HIV/AIDS, STTs,
and reproductive health issues: results after 18 months of imple-
mentation in five operational districts in cambodia,” Journal of
Acquired Immune Deficiency Syndromes, vol. 57, no. 3, pp. e47-
e55, 2011.

H. Ruton, P. Mugwaneza, N. Shema, A. Lyambabaje, B. J. de
Dieu, L. Tsague et al., “HIV-free survival among nine- to 24-
month-old children born to HIV-positive mothers in the Rwan-
dan national PMTCT programme: a community-based house-
hold survey;” Journal of the International AIDS Society, vol. 15,
article 4, 2012.

K. Gamazina, I. Mogilevkina, Z. Parkhomenko, A. Bishop, P. S.
Coffey, and T. Brazg, “Improving quality of prevention of
mother-to-child HIV transmission services in Ukraine: a focus
on provider communication skills and linkages to community-
based non-governmental organizations,” Central European
Journal of Public Health, vol. 17, no. 1, pp. 20-24, 2009.

A. C. Segurado and V. Paiva, “Rights of HIV positive people
to sexual and reproductive health: parenthood,” Reproductive
Health Matters, vol. 15, no. 29, supplement, pp. 27-45, 2007.

A. Gaudine, L. Gien, T. T. Thuan, and D. V. Dung, “Perspectives
of HIV-related stigma in a community in Vietnam: a qualitative
study;,” International Journal of Nursing Studies, vol. 47, no. 1, pp.
38-48, 2010.

J. A. Smit, K. Church, C. Milford, A. D. Harrison, and M. E.
Beksinka, “Key informant perspectives on policy- and service-
level challenges and opportunities for delivering integrated
sexual and reproductive health and HIV care in South Africa,
BMC Health Services Research, vol. 12, article 48, 2012.

K. Peltzer, D. Jones, S. M. Weiss, and E. Shikwane, “Promoting
male involvement to improve PMTCT uptake and reduce
antencatal HIV infection: a cluster randomized controlled trial
protocol,” BMC Public Health, vol. 11, article 778, 2011.

M. D. A. Thi, D. B. Brickley, D. T. N. Vinh et al., “A qualitative
study of stigma and discrimination against people living with
HIV in Ho Chi Minh City, Vietnam,” AIDS and Behavior, vol.
12, no. 1, supplement, pp. S63-570, 2008.

AIDS Research and Treatment



MEDIATORS

INFLAMMATION

The SCientiﬁc Gastroentero\ogy & . Journal of )
World Journal Research and Practice Diabetes Research Disease Markers

International Journal of

Endocrinology

Journal of
Immunology Research

Hindawi

Submit your manuscripts at
http://www.hindawi.com

BioMed
PPAR Research Research International

Journal "’f
Obesity

Evidence-Based

Journal of Stem CGHS Complementary and L o' ‘ Journal of
Ophthalmology International Alternative Medicine & Oncology

Parkinson’s
Disease

Computational and . z
Mathematical Methods Behavioural AI DS Oxidative Medicine and
in Medicine Neurology Research and Treatment Cellular Longevity



