
Literature search summaries by subject area 

The literature found so far is summarized in the following table. The table is split into three main sections based on the key messages of the source:  
(A) Exceptionalism, (B) Integration, and (C) Advocacy, professionalization, and political climate.  

 

Understanding the table: 

“Reference ID” – The reference IDs given relate back to earlier versions of this table and have been kept consistent to track the source through the search 
process. Each source has a unique ID so please use the ID given when referring to a source. 

“Search strategy”- The search strategy column references how the source was identified. The numbers found in this column relate to a particular search that 
was used in order and have been included to keep track of the search strategy.  “Pearl” indicates the source was found in the reference list of another source. 

 

 

A. Exceptionalism  

Refer
ence 
ID 

Reference Search 
Strategy 

Type of 
Record  

Location Abstract Key Messages from article 

E1 Whiteside, A. (200?). 
Is AIDS Exceptional?  

Expert 
Suggestion 

Discussion 
paper 

Global NAV – Paper outlines debate over and history of AIDS exceptionalism. It addresses the 
question: ‘should AIDS still be treated as exceptional?’  

Exceptionalism originated in the unique nature of the epidemic and virus and the thought that 
standard public health interventions (testing and contact tracing) would force people underground. 

Exceptional alliance formed by the gay community, liberal and left-wing parties and sections of the 
health-care and psychosocial professions. 

By 1996 there was a call for an end to exceptionalism because AIDS had become less threatening.  

Nationally the appropriate response is to normalize, while AIDS should still be treated as exceptional 
where the prevalence is high (in “most at risk populations”). 

Claims have been made that exceptionalism undermines other health systems by drawing away 
resources – that money would be better spend on bug nets, immunization and dealing with childhood 
diseases.  

E15 Whiteside, A. (?). Is 
AIDS exceptional. 
Aids2031 
Programmatic 
Response Working 
Group  

Expert 
Suggestion 

Discussion 
paper 

Global NAV – discusses AIDS exceptionalism in various contexts (international variations in 
prevalence, resources, and demographics of HIV/AIDS). 

1996- call to end exceptionalism because AIDS had become less threatening 
2008- movement to end exceptionalism, against AIDS-specific funding, and even a call to abolish 
UNAIDS – claims were made that AIDS funding and programs were undermining the health sectors of 
the developing countries  
 
This paper argues that AIDS is exceptional in some places and must be treated as such. The 
exceptionality is determined by  

a. The prevalence – low prevalence means AIDS can be normalized and treated as a public 
health issue (destigmatize the disease and the actions that put people at risk). In populations 



where AIDS prevalence is high AIDS should still be treated as exceptional  
b. The demographic dynamics of the country 
c. Availability and domestic affordability of treatments 

Early on it was feared that standard public health interventions would drive people at risk or infected 
underground due to stigma and because on an individual level, little could be done for them. 
 
‘AIDS is exceptional. The idea that exceptionalism is somehow wrong is an oversimplification of an 
issue.” 
 

E19 Forman, L. (2011). 
Global AIDS funding 
and the re-
emergence of AIDS 
‘exceptionalism’. 
Social Medicine, 
6(1), 45-51.   

Discussion 
paper 

Expert 
Suggested 

Global Recent years have seen the re-emergence of charges of AIDS exceptionalism in 
response to significant increases in global funding for health that have coalesced 
around HIV/AIDS treatment. These increases are argued to illustrate that AIDS 
demands an exceptional and exaggerated portion of global resources to the 
detriment of other health needs and the strengthening of health systems. I argue in 
contrast that AIDS ‘exceptionalism’ in funding represents a welcome departure from 
a longstanding norm that tolerates grossly insufficient domestic and global 
allocations to health. In this light, AIDS ‘exceptionalism’ while a political anomaly, 
has acted as a transformative corrective to exclusionary and inequitable HIV/AIDS 
policies, and may offer important strategic opportunities for increasing attention to 
other global health inequities and assuring realization of the right to the highest 
attainable standard of health. To realize this potential, civil society actors, policy-
makers and international organizations should utilize the normative, strategic and 
operational possibilities opened up by amplified AIDS funding as the thin edge of a 
considerably larger global health wedge. 

Bayer argued that policies that treated AIDS as exceptional would be a relic of the first years, but this is 
not how it manifested. AIDS exceptionalism has emerged in many countries. Yet De Cock criticized 
exceptionalism as reducing the efficacy of public health strategies for prevention and care. Human 
rights advocates criticized De Cock’s approach towards normalization.  
 
Contemporary exceptionalism arguments focus on the extent of money and other resources allocated 
to HIV/AIDS, exemplified by the argument that AIDS financing undermines health systems in developing 
countries, creating vertical programs that divert resources (human and financial) away from public 
health needs, leading to public sector inefficiency. 

E20 Alcorn, K. (2009). 
AIDS exceptionalism 
a defensible 
concept, says 
Stephen Lewis.  
http://www.aidsma
p.com/AIDS-
exceptionalism-a-
defensible-concept-
says-Stephen-
Lewis/page/143516
2/  

News 
article 

Expert 
Suggested 

Global No abstract – This is a news editorial reviewing Stephen Lewis’ keynote address at 
the Fifth International AIDS Society Conference on HIV Pathogenesis, Treatment and 
Prevention. Transcript from the speech has not been found.  

Stephen Lewis argues AIDS exceptionalism is a defensible concept and that critics of the level of AIDS 
funding act out of resentment and professional envy. He also argues that AIDS remains an exceptional 
epidemic and that changes in funding exceptionalism have the potential to undue gains and 
momentum achieved by prior advocacy efforts.  

E21 Piot, P. (2008, May). 
AIDS Exceptionalism 
Revisited. Speech 
presented at the 
London School of 
Economics and 
Political Science, 
London, ENG. 

Speech  Expert 
suggestio
n 

Global  No abstract – This a speech by Peter Piot, executive director of UNAIDS, regarding 
the progress that has been made and debunking myths.  

It is a myth that we should normalize AIDS, and that AIDS is just like any other disease. We do need to 
normalize access to treatment – ie at general practitioners, and normalize mother to child transmission 
prevention.  
 
Exceptionalism is still valid since AIDS acts unlike other health problems in terms of the socio-economic 
groups it affects, and the amount of stigma still attached. Because of stigma the consequences of 
testing can still outweigh the benefits, confidentiality is essential in normalizing testing.   
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E22 Hanssens, C. (1998). 
Inventing “AIDS 
Exceptionalism”. 
Lambda Legal. 
Retrieved from 
http://www.thebod
y.com/content/art1
3120.html    

AIDS 
Project 
Director 
Update 

Expert 
suggestio
n  

United 
States 

No abstract – this is a project director’s update and describes what about AIDS is 
exceptional, and how the arguments against exceptionalism do not quite 
understand the issues.  

Today's public health fundamentalists charge that "AIDS exceptionalism" coddles people with HIV while 
threatening overall public health. These critics insist that sound public health policy dictates using 
mandatory testing and names reporting to stem the spread of HIV, which they claim curbed syphilis 
decades ago. 
Notably, the public health fundamentalists who want mandatory HIV testing and names reporting are 
not proposing a package deal that includes the entire range of "traditional" interventions. For example, 
syphilis was treated, rendered noninfectious and generally cured. There certainly is no offer, after 
identifying those affected by HIV, to provide them with unqualified access to treatment (to the extent 
effective treatment exists) -- nor is there any real guarantee that people identified with HIV could not 
legally be forced out of jobs and services. 
AIDS has been exceptional in a number of ways. Other victims of plagues past certainly experienced 
political indifference and discrimination, but AIDS is the first disease to have 27 laws criminalizing it, 
making acts from spitting to sex a felony in various states for someone who has tested positive for HIV. 
Criminal sanctions apply only after a person bothers to get tested. AIDS, also, to this day, is the only 
disease, other than mental health illness, routinely targeted by insurance companies for limits on 
benefits not applied to any other catastrophic illness. 
"AIDS exceptionalism" mislabels complex, national problems. We can harp on this fashionable figment 
and villainize the sick, or we can do the real work of addressing the need for real HIV prevention 
education and for health care financing reform. 

E23 Casarett, D.J. and 
Lantos, J.D. (1998). 
Have we treated 
AIDS too well? 
Rationing and the 
future of AIDS 
exceptionalism. 
Annals of Internal 
Medicine, 128(9), 
756-759.  

Discussion 
paper 

Expert 
suggestio
n 

United 
States 

During the past decade, medical therapy for AIDS has become more effective but 
also prohibitively expensive. A medical tragedy has been transformed into a 
financial crisis, and society has responded by establishing special programs and 
sources of funding for AIDS. These maneuvers parallel earlier approaches to HIV 
testing and reporting that have collectively come to be known as "exceptionalism." 
This paper suggests that exceptionalism in resource allocation is a fragile, short-term 
solution. In the long run, AIDS exceptionalism will create growing injustice and 
should be avoided. However, we should not eliminate the advances that this 
exceptionalism has already achieved. Instead, we need a working dialogue between 
these advances and public policy. 

Therapeutic advances have transformed a medical tragedy into a financial crisis. The U,S, Congress has 
responded by allocating Federal funding for medications, testing, and other services solely for HIV-
infected persons. This is an economic form of the "exceptionalism" that has produced different 
standards for testing and reporting for those with HIV infection. The justification is that special people 
with special needs require special consideration. In the long-term AIDS exceptionalism will be 
threatened by a growing sense that resources are being allocated unjustly – and thus is not a stable 
solution.  
 
It is proposed that the best way to close the gap between AIDS and other diseases is to not eliminate 
special programs for AIDS, but to integrated services into the health care system.  
 
As AIDS treatment gets better and people live longer, treatment becomes more expensive and 
criticisms will increase from people with other diseases.  
 
In order for exceptional responses to be justified – it must be demonstrated that people living with AIDS 
have a greater claim on society’s resources than do people with other diseases. Such a claim may be 
justified when considering stigma of “danger” and “deviance” associated with AIDS. Extra funding may 
also be justified if insurance providers have unfairly limited benefits to persons living with AIDS. That 
being said, there is a discrepancy in that other conditions face similar stigma and are not allotted as 
many resources – mental illness, physical disabilities, and cancer.   

E24 Rosenbrock, R., 
Schaeffer, D., 
Dubois-Arber, F., 
Moers, M., Pinell, 
P., and Setbon, M. 
(1999). The AIDS 
Policy in Western 
Europe: From 
Exceptionalism to 

Discussion 
paper 

Expert 
suggestio
n 

Western 
Europe  

In every Western European country the occurrence of Aids has led to exceptional 
innovations in prevention, patient care, health policy and questions of civil rights. 
This exception can be explained not only by the fact that a health catastrophe was 
feared, but also civilizational harm in the field of civil rights. Despite national 
differences, this brought about similar “exceptionalist alliances” consisting of health 
professionals, social movements and those affected. With the failure of a 
catastrophe to arise signs of fatigue in the “exceptionalist alliance” and increasing 
possibilities of medical treatment, exceptionalism in Europe is drawing to a close.  

The paper elucidates specific aspects of each of the four roughly distinguishable 

Reasons for exceptionalism:  
- People had come to rely on antibiotics and believed the threat of infectious diseases had come to 

an end – HIV thus had a lasting unsetting impact 
- Clinical medicine seemed to be powerless 
- The routes of transmission, infectiousness during period of latency, and archaic fears made publics 

critically examine social modernization processes that took place in the 70s (sexual permissiveness, 
differentiation and liberalization of narcotics).  

- Compulsory examinations, screenings, strict rules of behavior, rigid intervention in civil rights – 
including massive invasions of privacy – as well as quarantines, contact tracing and compulsory 

http://www.thebody.com/content/art13120.html
http://www.thebody.com/content/art13120.html
http://www.thebody.com/content/art13120.html


Normalization. 
Publications series 
of the research unit 
Public Health Policy 
Wissenschaftszentr
um Berlin für 
Sozialforschung  

phases in this process:  

Approx. 1981 - 1986: emergence of exceptionalism. The underlying reasons for 
exceptionalism are investigated in this paper.  

Approx. 1986 - 1991: consolidation and performance of exceptionalism. The paper 
investigates the exceptionalist policy model, more specifically some nationally 
different factors in the polity and politics that help to explain the different forms of 
policies.  

Approx. 1991 - 1996: exceptionalism crumbling, steps toward normalization. The 
forces driving the process of normalization are investigated. 

Since 1996: normalization, normality. The changes made in the management of HIV 
and Aids are elucidated using examples from the fields of health care, primary 
prevention and drug policies. 

Aids health-policy innovations, and their risks and opportunities in the course of 
normalization are investigated. Three possible paths of development are identified: 
stabilization, generalization and retreat. The chances of utilizing innovations 
developed in connection with Aids for the modernization of health policy in other 
fields of prevention and patient care vary from country to country with the degree 
to which Aids exceptionalism has been institutionalized and the distance of these 
innovations from medical/therapeutic events. The contribution made by European 
countries to containing the global Aids crisis is inadequate. 

therapy had proved to be epidemiologically effective only in very special and politically 
irreproducible conditions 

- An exceptional alliance of gay men, IV drug users, and other groups considered “affected” (sex 
workers) creating pressure 

Forces driving normalization: 
- People grow accustomed to phenomena and see them as less threatening over time since ‘they 

are being dealt with’. At the same time other issues overshadow older issues. 
- When public attention declines, so does political commitment 
- Fears failed to materialize in the general public and the burden was mostly on marginalized groups 
- Advances in medical treatment 
- AIDS is perceived and managed and a chronic illness  
- State-supported programs being cut, AIDS is being integrated into normal funding,  

3 Bayer, R., & 
Edington, C. (2009). 
HIV Testing, Human 
Rights, and Global 
AIDS Policy: 
Exceptionalism and 
Its 
Discontents. Journal 
of Health Politics, 
Policy & Law, 34(3), 
301-323. 

1.1 

1.2 

1.6 

Discussion 
paper 

Global Two years ago, in May 2007, UNAIDS and WHO issued new guidelines on HIV 
testing. Prepared to meet the demands of the AIDS pandemic and the prospects of 
extending the benefits of antiretroviral therapy to regions where such treatment 
had been all but out of reach, the new guidance was the product of an extended 
period of sometimes acrimonious controversy both within the two UN agencies and 
globally. Those pressing for change had argued that a paradigm of testing that had 
emerged at a time when little could be done for those infected with HIV was 
inappropriate to the current moment. Those who viewed with skepticism, if not 
hostility, the claims that current practice and stringent ethical standards had 
become an impediment to effectively confronting the challenge of AIDS saw in the 
proposed changes a threat to the bedrock ethical principles of informed consent. In 
the end, of course, decisions about HIV testing will be taken by nation - states, with 
the recommendations of international organizations constituting but one element, 
however important, that will shape policy. Nevertheless, an examination of the 
history and the dynamics of the recent controversy and its outcome will provide a 
unique resource to those faced with policy choices; it will also provide a unique 
opportunity to lay bare the complex and politically charged relationships evolving 
between public health and human rights. 

Questioning practice of testing that was born out of exceptionalism. UNAIDS and WHO issued 
guidelines of normalizing testing.  

Should human rights of the individual be protected in lieu of public health? Does obtaining informed 
consent and pre/post-test counselling impede public health goals? 

Normalizing testing 

- Knowing HIV status has personal clinical benefit in addition to the prospect of behavioural change 

- Opt-out testing makes it easier to say yes, and has the potential to remove stigma (i.e. people 
choosing to have  test they may fear stigma of just having the test) 

Exceptional testing 

- Paternalistic justifications for making it harder to say “no” are demeaning and oppressive  



7 Smith, J. H., & 
Whiteside, A. 
(2010a). The history 
of AIDS 
exceptionalism. Jour
nal of the 
International AIDS 
Society, 13(1), 1-8. 
doi: 10.1186/1758-
2652-13-47 

1.1 

1.2 

Discussion 
paper 

Global In the history of public health, HIV/AIDS is unique; it has widespread and long-
lasting demographic, social, economic and political impacts. The global response 
has been unprecedented. AIDS exceptionalism - the idea that the disease requires a 
response above and beyond “normal” health interventions - began as a Western 
response to the originally terrifying and lethal nature of the virus. More recently, 
AIDS exceptionalism came to refer to the disease specific global response and the 
resources dedicated to addressing the epidemic. There has been a backlash against 
this exceptionalism, with critics claiming that HIV/AIDS receives a disproportionate 
amount of international aid and health funding. 
This paper situations this debate in historical perspective. By reviewing histories of 
the disease, policy developments and funding patterns, it charts how the meaning 
of AIDS exceptionalism has shifted over three decades. It argues that while the 
connotation of the term has changed, the epidemic has maintained its course, and 
therefore some of the justifications for exceptionalism remain. 

This paper distinguishes Western-focused exceptionalism and international exceptionalism.  

The gay community, liberal and left-wing parties, and healthcare and psychosocial professionals were 
advocating for a unique response (centered around human rights) as traditional public health practices 
such as quarantine and isolation would further stigmatize and marginalize already vulnerable groups 
experiencing the brunt of the HIV burden – policies and practices that appeared to threaten such 
persons could drive the epidemic underground and make it more difficult to work with.  

HIV was positioned as not only a health condition but also a social issue that required a political 
response.  

State AIDS exceptionalism was over in 2000 while international exceptionalism was prevalent. 2007 - 
exceptionalism (funding and programs) were being questioned. Critics suggested the response was too 
big for the epidemic and                     that UNAIDS and AIDS activists accepted myths to keep their own 
jobs and that the response undermined other health systems (ie mosquito nets, immunizations, and 
childhood diseases).  

38 Jansen, L.A. (2005). 
HIV Exceptionalism, 
CD4+ cell testing, 
and conscientious 
subversion. Journal 
of Medical Ethics, 
31, 322-326. 

Pearl Case 
study 

United 
States 

In recent years, many states in the United States have passed legislation requiring 
laboratories to report the names of patients with low CD4 cell counts to their state 
Departments of Health. This name reporting is an integral part of the growing 
number of ‘‘HIV Reporting and Partner Notification Laws’’ which have emerged in 
response to recently revised guidelines suggested by the National Centers for 
Disease Control (CDC). Name reporting for patients with low CD4 cell counts allows 
for a more accurate tracking of the natural history of HIV disease. However, given 
that this test is now considered to be an ‘‘indicator’’ of HIV, should it be subject to 
the same strict consent required for HIV testing? While the CDC has recommended 
that each state develop its own consent requirements for CD4 cell testing, most 
states have continued to rely on the presumed consent standards for CD4 cell 
testing that were in place before the passage of name reporting statutes. This 
allows physicians who treat patients who refuse HIV testing to order a CD4 cell 
blood analysis to gather information that is indicative of their patient’s HIV status. 
This paper examines the ethical and legal issues associated with the practice of 
‘‘conscientious subversion’’ as it arises when clinicians use CD4 cell counts as a 
surrogate for HIV testing. 

Discusses ethics around testing in the context of exceptionalism. 
 

Exceptional testing requirements have been justified by the important need to safeguard the privacy 
interests of those with this disease. However, given the importance of HIV testing for the proper care of 
infected individuals, some clinicians may think that it is appropriate, in effect, to circumvent the 
consent requirements if they can do so without violating the law. This can be accomplished by 
gathering information about the patient to serve as a surrogate marker for the disease, such as 
ordering blood tests to determine the patient’s CD4+ cell count or viral load. 

Today clinicians who treat patients with HIV must attempt to temper their aggressive efforts to identify 
the cause of their patients’ condition with a greater awareness of the potential dangers such efforts 
pose to the privacy and confidentiality interests of these patients. 

44 Frieden, T.R., Das-
Douglas, M., 
Kellerman, S.E., & 
Henning, K.J. 
(2005). Applying 
public health 
principles to the 
HIV epidemic. The 
New England 
Journal of Medicine, 
353(22), 2397-2402. 

Pearl Discussion 
Paper 

United 
States 

NAV – discussion of  Described exceptionalism as an approach that advocated both for special resources and increased 
funding and against the application of standard methods of disease control.  
 
In the new context of treatment and anti-discriminatory initiatives we are perhaps ready to adopt 
traditional disease-control mechanisms. Doing so will have political and economic costs. 
 
The political costs include offending both sides of the political establishment: conservatives who 
oppose the implementation of effective prevention programs, including syringe exchange and the 
widespread availability of condoms, and some HIV activists who oppose expansion of testing, 
notification of the partners of infected persons (also known as partner counseling and referral 
services), and what some see as inappropriate “medicalization” of the response to the epidemic. The 
economic costs, particularly to improve population-wide case management and notification of 
partners, would be substantial. But the human and economic costs of failing to adopt a comprehensive 
public health approach are much higher. 

HIV-related stigma may be perpetuated by targeting screening only to those perceived to be at risk. 



47 Bayer, R. (1991). 
Sounding board: 
Public health policy 
and the AIDS 
epidemic: An end to 
HIV exceptionalism? 
New England 
Journal of medicine, 
324(21), 1500-1505.   

Pearl Discussion 
paper 

 
 
 

 

United 
States 

This discussion paper discusses the American experience of change with regard to 
HIV testing, reporting, partner notification, and even quarantine.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
   

In the first decade of the AIDS epidemic an alliance of gay leaders, civil libertarians, physicians, and 
public health officials began to shape a policy for dealing with AIDS the reflected the exceptionalist 
perspective. As the second decade of the epidemic began, it was clear that the potency of this alliance 
has begun to wane. Changes were seen with regards to HIV testing, reporting, partner notification, and 
even quarantine. Public health officials began taking control of the policy-making process. 
 
Advances in therapeutic prospects have led the shift away from exceptionalism. The shifts away from 
exceptionalism will inevitably lead to doubts regarding disproportionate funding to the burden of 
disease. 
 
When the communal welfare is threatened, public health policy always requires more than the 
application of a repertoire of standard professional practices. Public health officials must contend with 
a range of extraprofessional considerations, including the prevailing political climate and the unique 
social forces brought into play by a particular public health challenge.  
 
“Were the end of HIV exceptionalism to mean a reflexive return to the practices of the past, it would 
represent the loss of a great opportunity to revitalize the tradition of public health so that it might best 
be adapted to face the inevitable challenges posed not only by the continuing thread of AIDS but also 
by threats to the communal health that will inevitably present themselves in the future.” 

50 Burris, S. (1994). 
Public health “AIDS 
exceptionalism” 
and the law. The 
John Marshall Law 
Review, 27, 251-
272. 

Pearl Discussion 
paper 

United 
States 

This discussion paper uses the context of exceptionalism as defined by Bayer in 
1991 and discusses case studies and the interaction with law. 

The claim that the response to HIV has been different in being politicized is fundamentally ahistorical, 
overlooking that virtually all major public health measures have inspired political disputes at one time 
or another. Even the sympathetic commonplace that HIV is uniquely stigmatized is only true relative to 
other present health threats; in their prime, cholera, tuberculosis, and syphilis ere all badges of vice 
and dissipation. 
 
As a general matter, public health controversies have little to do with the technical attributes of the 
measure at issue, but rather turn on more complex questions of culture, class and power – why public 
health measures for AIDS are not accepted as the same as with other diseases – because of the social 
dimensions. 
 
The reason why public health agencies have negotiated the course of AIDS policy with the gay 
community and its allies, is that health measure that inspire serious resistance among their objects are 
health measure that will not work. 

 

As discussed in Altman's Power and Community: Organizational and Cultural Responses to AIDS (yet to 
be found) the AIDS epidemic was unique from other epidemics in that it emerged at a time when 
science was prevailing 

 

B. Integration  

Refer
ence 
ID 

Reference Search 
Strategy 

Type of 
Record  

Location Abstract Key Messages from article 



E2 World Health 
Organization. (2008). 
Integrated Health 
Services – What and 
Why?  

Expert 
Suggestion 

Technical 
brief 

Global NAV – This technical brief is intended as a practical aid for people involved in discussions about 
“integrated health services”. “Integrated health services” means different things to different 
people – it is important to be clear about how the term is being used. Six common uses of the 
term are described in this paper. An overall working definition of integrated service delivery is 
“The management and delivery of health services so that clients receive a continuum of 
preventive and curative services, according to their needs over time and across different levels of 
the health system.”  

Integration should be seen as continuum with two dimensions – provider integration and user 
integration (degree to which clients have access to seamless and integrated care).  

Integration is not a cure for inadequate resources. 

Supporting integration does not mean that everything has to be integrated into one package. In reality, 
there are many possible permutations. 

There are more examples of policies in favour of integrated services than examples of actual 
implementation. Managing change may require action at several levels. It requires engagement of 
health workers and managers, plus a sustained commitment from senior management and policy 
makers.  

Integration can look like: 

1. A target population gets all interventions ie. Children 

2. A group of interventions are provided at one location under one overall manager 

3. Continuity of care over time – ie lifelong care for chronic conditions such as HIV/AIDS 

4. Vertical integration of different levels of service ie. A hospital, health centre and health posts. A 
key feature is well-functioning procedure for referrals. 

5. Integrated policy-making and management. Key issues include how to provide an all-round good 
service for clients and how to solve problems such as a lack of co-ordination or gaps in the service.   

6. Working across sectors when there are institutionalized mechanisms to enable cross-sectoral 
funding, regulation, or service delivery  

E3 Mykhalovskiy, E., 
Patten, S., Sanders, C., 
Bailey, M., & Taylor, D. 
(2009). 
Conceptualizing the 
integration of HIV 
treatment and 
prevention: findings 
from a process 
evaluation of a 
community-based, 
national capacity-
building intervention. 
International Journal 
of Public Health, 54, p. 
133-141. 

Expert 
Suggestion 

Process 
evaluation 

Canada This paper responds to a gap in knowledge about the conceptualization of integration in 
community-based AIDS organizations (CBAOs).  
METHODS: A community-based process evaluation was conducted of a national intervention, 
developed by the Canadian AIDS Treatment Information Exchange (CATIE), to enhance treatment 
information provision in CBAOs and encourage its integration with prevention services. Our study 
involved 13 interviews with intervention participants in 6 CBAOs across Canada, CATIE staff, and 
funders, as well as a 25-person verification exercise. RESULTS: Intervention participants 
conceptualized integration as linking front-line HIV treatment, health promotion and prevention 
services, emphasizing mediation between scientific and lay knowledge, the political context of 
integration and the role of social determinants in clients' health and access to services. 
Challenges to integration include high staff turnover and inflexible funding structures. Complex 
health education related to the relationship between viral load and HIV transmission is a critical 
area of integrated service delivery. 
CONCLUSION: Study findings help distinguish a community-based concept of HIV-related 
integration from alternative uses of the term while pointing out key tensions associated with 
efforts to integrate HIV prevention and treatment in a community-based context. 
 
 

Different definitions of integration exist: WHO focusing on the false dichotomy between treatment and 
prevention; PHAC developing a version of integration emphasizing HIV prevention concerns related to 
the increased life expectancy of PLHIV; PHAC funders/federal initiative focusing on the integration of 
HIV programs with programs related to other infectious diseases such as TB, and STIs to which PLHIV 
can be vulnerable; and bureaucratic notions of integration based on efficiency through amalgamation 
of administrative units.  

The community-based concept of integration: 

1. Focused on the ways of linking and combining prevention and treatment-related services. 

2. Social determinants of health focus and the intention to link treatment and prevention in ways 
that connect action on individuals with efforts to intervene at the level of key social, political and 
economic drivers of health.  

3. Acknowledges the salience of multiple forms of knowledge for health decision making. Connecting 
biomedical knowledge with information from experiential community and media sources while 
acknowledging political context of integration and its link to public issues.  

Tensions exist in relation to the historical positioning of treatment and prevention within CBAOs 
through different forms of reasoning and community mobilization and siloed funding structures. 

In the Canadian context, treatment information services have been associated with meeting the needs 
of PLHIV and with grass-roots organizing and advocacy towards that goal. Historically, treatment 
activism and empowerment focused on the health of PLHIV in contrast to most CBAO work which 
emphasized the goal of preventing HIV. This historical context explains some community members’ 



concerns that under the call for integration, vulnerable treatment information services may lose out. 

E5 CATIE. (March 2013). 
March 2013 

National Deliberative 
Dialogue on 
Integrated Approaches 
to HIV Treatment and 
Prevention (T&P) 

Expert 
Suggestion 

Natinal 
dialogue 
report  

Canada Responding to the need for a national dialogue about emerging biomedical research 
(including HIV treatment as prevention) and its implications for front-line work, CATIE 
organized a national knowledge exchange meeting on October 17-18, 2012. There 
were a total of 43 external participants, including nine Ontario representatives, five 
from Quebec, eight from British Columbia, six from the Prairies, three from the 
Atlantic Region, 11 national representatives and one international speaker from the 
U.S.  
Within each region, we sought to strike a balance with representation from clinical, 
public health, research, community and policy backgrounds. There were also 11 CATIE 
staff facilitating in the event. The primary role of CATIE staff was to listen, facilitate 
discussion where appropriate and to take notes of discussions. As such, CATIE staff 
were primarily event “observers” rather than dialogue participants. The dialogue 
focused on the exploration of efforts to integrate HIV Treatment and Prevention 
(T&P) and other emerging biomedical research in different regions of Canada. This 
included the challenges and lessons learned from these activities and the 
identification of priority areas that would need to be addressed in policy, 
programming and knowledge exchange in order to facilitate the implementation of 
integrated T&P models regionally. The dialogue also facilitated discussions of the 
benefits and limitations of integrated T&P by encouraging open discussions. However, 
there was a sustained effort to move beyond polarization in the debate by clarifying 
assumptions and identifying common ground and priorities.  
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On August 26th a group of 16 diverse policy actors met in Vancouver for a day-long 
workshop to discuss the changing HIV/AIDS policy landscape in Canada. The focus of 
this meeting was on the policy shifts towards the integration of HIV/AIDS services and 
funding with those for other sexually transmitted and blood borne infections 
(STDBBIs). Presentations were given to provide background on the current provincial, 
national and international policy landscape in Canada as well as approaches to policy 
analysis which foregrounded principles of reflexivity, equity and social justice. Prior to 
attending the workshop, participants were provided with a brief overview of the 
policy area and some of the key research and policy documents of relevance in this 
field (e.g., Smith and Whiteside 2010, CAS 2013). This document serves as a brief 
overview of some of the key themes and ongoing questions that emerged during this 
workshop. 

Service integration is not new - it has occurred in different ways across regions, countries and 
institutional contexts. It has also been resisted by exceptionalism in HIV/AIDS. 
 
The drivers for this shift are complex, multiple and contested – biomedical model to treat multiple 
STDBBIs, top down from policy makers (Health Minister/funders), and grassroots move towards 
treating individuals holistically. 
 
Service integration opens up both opportunities and challenges for service providers. “HIV is still seen 
as being quite “exceptional” (Smith and Whiteside 2010); one approach “does not fit all” STDBBI; the 
recognition that urban versus rural services will require different, contextually relevant approaches; 
service providers may experience burnout from trying to do too much; and that responding to 
integration pressures may lead to institutional directions that are not true to an organization’s 
mandate“.  
 
Compiling evidence of current best practices of integration from other jurisdictions was seen as a 
priority.  
 



Participants felt that we currently have an opportunity for leadership, including in the articulation of 
what healthy public policy should look like moving forward. While some participants continued to 
express reservations about the shift toward integration, most agreed that integration could be applied 
where necessary. However, it was noted that some aspects of prevention, treatment and care would 
have to remain HIV-centric in order to remain effective (e.g., tailored, targeted services), while other 
aspects of the sector could be more easily integrated. 
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Global NAV - Political Declaration on HIV and AIDS: Intensifying Our Efforts to Eliminate HIV 
and AIDS 

States the United Nations General Assembly’s commitment to work with partners to strengthen 
advocacy, policy, and programmatic links between HIV, TB, primary health care services, sexual 
reproductive health, maternal and child health, hepatitis B and C, drug dependence, non-
communicable diseases, and overall health systems. This includes eliminating parallel systems for HIV 
services and information where possible. The goal is 2015 for these changes.  
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On August 28th, 20 people gathered in Halifax, Nova Scotia, at Dalhousie University 
for a day- long workshop. The session brought together policy makers, people living 
with HIV/AIDS, researchers and service providers from across the Atlantic region to 
explore the potential implications of recent shifts toward the integration of HIV/AIDS 
policy, programming and funding with other sexually transmitted and blood borne 
infections (STBBIs), and the challenges and opportunities this creates for testing for 
HIV and other STBBIs. The workshop drew upon the diverse knowledge, values and 
experiences that participants brought to this complex issue. The workshop was 
facilitated by Jacqueline Gahagan and Michelle Proctor-Simms. Dr. Gahagan is a 
Professor of Health Promotion at Dalhousie University and has worked in the area of 
HIV/AIDS/HCV primary and secondary prevention programming and policy responses 
for over two decades. Ms. Proctor-Simms is the Director of the Nova Scotia Advisory 
Commission on AIDS, an arms-length agency of the provincial government. As 
Director, she provides leadership and expertise in partnership with government 
departments, community-based organizations, and persons living with HIV/AIDS using 
a population health and social inclusion approach to address the recommended 
actions in the Nova Scotia Strategy on HIV/AIDS (2003). 

Most participants see the transition process as a time to focus on our strengths, and an opportunity to 
explore and try innovative approaches to prevention and partnership, and to leverage resources and 
funding. 
 
The move towards integration would mean healthcare providers increasing their knowledge concerning 
HIV/AIDS – to date there is no move to address how this will be accomplished. 

Explore, from the organizational level, what the changes to the PHAC’s HIV/AIDS and HCV funding 
structure will mean for community-based organizations.  

Groups may need to revise mandates, and possibly re-name organizations to be more broad and 
inclusive. There is concern about of how to do this while maintaining a sense of identify and history.  
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Canada No More Silos: A Good Practices Guide on undertaking an integrated approach to HIV 
and hepatitis C identifies practices community-based organizations, community health 
centres, clinics and other health and social services are engaging to do HIV and 
hepatitis C work concurrently. No More Silos has two goals: to assist organizations 
considering undertaking an integrated approach to HIV and hepatitis C for the first 
time as they identify ways in which an integrated approach may be relevant to them, 
and to help organizations that have practiced HIV and hepatitis C integration for a long 
time to reflect on their practices and identify opportunities for expansion or 
enhancement. 

PHAC’s decision announced in 2013 to integrate HIV and HCV funding streams is a symptom of a larger 
movement in Canadian public policy. 
Since 2008 Canadian government has been using corporate tax cutting and moves towards integrating 
public services, to make public services more efficient and less expensive.  
 
While CBOs are of the utmost importance in our responses to HIV and hepatitis C, they largely exist 
because of two historical forces at play in the 1980s: a health and social service system that was too 
homophobic and too stigmatizing to drug users to provide care for people living with HIV and hepatitis 
C, and a neoliberal public policy environment that only begrudgingly invested in HIV and hepatitis C—
and has never yet since invested sufficient resources to address either epidemic.  
 
While prevention-related health promotion messaging (especially for people who use drugs) should 
reasonably always include information about HIV and hepatitis C, and while, especially in smaller 
communities, co-locating infectious disease and hepatology specialists may make a lot of sense, there 
can be no one-size-fits all approach for providing services to people living with HIV and/or hepatitis C. 

Conducting a regional needs assessment is an important first step to integration to see where there are 
gaps, who is providing the services, are there organizations that could benefit from partnerships, what 



kinds of coalitions or networks make sense to strengthen response. 

If your organization is member-driven and your membership is made up of people living with HIV or 
HCV, and your organization is currently doing work in both HIV and HCV, it is crucial to update your 
membership guidelines and your letters patent to reflect these realities. This is especially important 
considering the lack of representation felt by many people living with HCV within organizations.  

Many are worried that integration really means doing more with less – there are no moves to increase 
core or project funding.  

Colocation: infectious disease specialist or other health care provider may come to a drop-in ASOs or 
remote areas on a regular basis to treat people in the community – minimizes barriers like 
transportation, stigma from hospital staff etc. 

Coordination: close collaborative relationships to ensure strong referrals, accompaniment to 
appointments, and reduced stigma (by stronger relationships and understanding among service 
providers). 
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Global The appeal of services integration has never been greater. Facing a delivery 
environment in human and social services that is growing ever more complex, public 
sector leaders around the world are embracing integrated delivery models to achieve 
both better outcomes for citizens and operating efficiencies. However, integration is 
no easy task. It takes time to implement, and its forms are continually evolving in 
response to emergent technologies, funding mechanisms, and governance models. 
For policy makers and practitioners, there is considerable value in understanding the 
current nature and future trajectory of the wider integration agenda. Governments 
need to learn from each other. By sharing leading practices and key insights, this 
report serves to facilitate and strengthen this dialogue. The Integration Imperative 
presents the results of a global survey undertaken to review active integration 
schemes across 22 jurisdictions. We spoke directly to the government leaders 
spearheading these initiatives as well as a number of thought leaders. Drawing upon 
their valuable experience, this report examines the characteristics of current 
integration initiatives: the main drivers, types of integration, key enablers, and 
conditions necessary for reforms to succeed. It also identifies where the integration 
agenda is heading: the key trends in the trajectory of integrated services provision 
(client pathways, focus on outcomes, inter-governmental integration, inter-sectoral 
integration, and place-based integration), the lessons offered by early movers, and the 
implications of these trends for governments, clients, and providers from the private 
and not-for-profit sectors. 

The rationale for moving in this direction is clear: siloed approaches to service delivery do not work well 
for either citizens or governments 
Governments are modernizing information systems and making use of new technologies; they are 
reconfiguring program boundaries and service sector responsibilities; they are reshaping workforces 
and redesigning jobs, and developing new casework tools and practices; and they are introducing new 
commissioning and accountability structures. 
Why integrate? 
- Increased capacity and value for money – reduced admin costs  
- Improved strategic planning and system integrity 
- Reduced demand for crisis services – swifter and more coordinated assistance can help stabilize 

peoples’ conditions and as a result limit the need for high-cost crisis intervention 
- Simplified access – one stop shop for clients, no wrong door 
- Holistic and customized support – as duplicated services are phased out and case managers have 

access to client information via shared databases.  
- Faster response times 
- Improved outcomes and user experiences 
 
Key trends 
- Client pathways – coordinated services and support (either through intensive case management or 

self-serve streamlined access points). Tiered support models, technological interventions, and 
personal budgets are all parts of this trend.  

- Focus on outcomes – value for money of public services. Some governments are experimenting 
with funding models that reward client outcomes. This is complicated by timeframes involved with 
client outcomes being at odds with short-term funding pressure. 

- Inter-governmental integration- growing recognition that greater coordination between different 
levels of government is essential to improving system integrity, reduce duplication and gaps in 
services and enabling wrap around care for clients with complex needs. Examples include working 
groups, national efforts coordinating integration with lower levels and challenges include legal 
restrictions (e.i. data sharing), asking practitioners to adopt systems-level thinking in approach 
rather than following restrictions.  

- Inter-sectoral integration – establishing common databases, joint investment strategies, formal 
networks that offer clients streamlined access points and seamless referrals between agencies.  

- Place-based integration 



 
Key enablers  
- Work force development 
- Funding and contracting 
- Legislation 
- Technology  
 
Key issues 
- Culture change – practitioners and clients to get used to new working and service conditions 
- Data sharing concerns 
- IT system concerns 
- Funding arrangements – siloed funding streams  
 
Example: Ontario’s Homeless Prevention Initiative  

Funding from 5 homelessness-related programs is being consolidated into one single fund from the 
categories of: emergency shelter solutions, housing with related supports, other services and supports, 
and homeless prevention.  Fund allocation is the responsibility of 47 service managers in addition to 
creating 10 year strategic plans. 
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This sexual health and HIV strategy has been drawn up with experts and service users 
across the country, in line with the principles set out in the NHS Plan. It is part of a 
nationwide programme of investment and reform, to modernise services around the 
needs of patients and service users, tackle inequalities, and ensure that the NHS 
works to prevent ill health as well as treating problems once they arise. 

Parts of the strategy include (among others): 
a. Developing managed networks for HIV and sexual health services, with a broader role for 

those working in primary care settings and with providers collaborating to plan services 
jointly so that they deliver more comprehensive service to patients.  

b. Evaluating the benefits of more integrated sexual health services, including pilots of one-stop 
clinics, primary care youth services and primary care teams with a special interest in sexual 
health. 

 
This strategy categorizes services based on three levels of services. Commissioners and providers in 
primary care, acute and community Trusts need to work together to set up a network that provides all 



three levels of services and meets the needs of their local population. 
 
Level 1: sexual history testing, STI testing for women, HIV testing and counselling, pregnancy testing 
and referral, contraceptive information services, assessment and referral of men with STI symptoms, 
cervical cytology screening and referral, hepatitis B immunization 
Level 2: IUD insertion, testing and treating STIs, vasectomy, contraceptive implant insertion, partner 
notification, invasive sexually transmitted infection testing for men (until non-invasive tests are 
available) 
Level 3: Outreach for sexually transmitted infection prevention, outreach contraception services, 
specialized infections management including coordination of partner notification, highly specialized 
contraception, specialized HIV treatment and care. 
 
Level 1 should be available in any general practice setting but are not currently. These will be 
consistently available in the future through the gradual development of primary health care teams in 
Primary Care Trusts (PCTs) and Groups (PCGs) in terms of skills, access, standards and the improved 
availability of training and education. 
 
To make services readily available everywhere, PCTs and PCGs need to identify and support primary 
care teams with a special interest in sexual health that can provide these services to a high standard, or 
make sure that they are available from other sources – for example local family planning and GUM 
clinics working in conjunction with general practices. 
Services should be developed to meet local needs and should be tailored to fill gaps in existing service 
provision. So PCTs and PCGs will need to develop provision of the full range of level two services in 
collaboration with local existing open access community family planning and GUM services. With the 
development of PCTs, and services increasingly focusing on co-operation to meet local needs, there 
should be further integration of service organization and delivery. 

Specialist clinical teams will deliver the more specialist aspects of care that need to be provided across 
more than one PCG or PCT. They will have the focus and expertise necessary to serve people who have 
more complex, chronic or intensive needs. 

All three levels will form part of a service network, and each will have explicit responsibilities for 
different parts of the network. At the specialist level, for example, clinical teams will be responsible for 
supporting the clinical governance requirements at all levels, providing professional training, designing 
and updating care pathways and developing new services. 

We have begun to identify the range of care that can be provided in each setting, and that work will go 
forward in parallel with the setting of clinical guidelines. The Department will make sure this is backed 
up by clear referral pathways so that patients are referred on to the right service at the right time. 

This service model is designed to deliver consistent, coordinated services across both primary care and 
the more specialist levels. It will take time to establish, but over the next few years we expect to see 
locally integrated services working together to provide comprehensive services. As a start we intend to 
identify a small number of demonstration projects that can provide a basis for wider rolling out of the 
model in future. The Department will also continue to evaluate the benefits of more integrated services 
by reviewing existing models and supporting new pilots, including the role of GPs and primary care 
teams with a special interest in sexual health. 

The Department will fund three one-stop sexual health services across the country to evaluate their 
impact on sexual health, and fund other pilot projects for primary care youth services in liaison with the 



Teenage Pregnancy Unit. These can inform plans for the overall shape of sexual health services. 

Clinicians need professional support to make sure they deliver high quality services. 
This means clinical partnerships, collaborative working and agreed service standards. Managed 
networks are already developing for cancer and other complex conditions. They share patient care and 
give clinical supervision and support to practitioners in smaller units. The Department believes that 
extending the managed network approach to HIV will help to improve the quality of services and 
patients’ access to them. 
All HIV practitioners will be expected to work within a managed service network, which means that all 
HIV treatment and care should be given within the networks. 
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Three examples of regional sexual health strategies are presented. All three examples 
fit within the National strategy described above (Great Britain Department of Health, 
2001). 

Three similar examples are presented for regions in Great Britain. Describes their sexual health strategy 
and their development of an integrated sexual health network. The network will provide an overarching 
framework to support the delivery of: 
- Better sexual health services 
- Better HIV social care 
- Sexual health promotion and HIV prevention 
- User involvement  
The network will include the following services: 
- GUM services 
- HIV services 
- Family Planning services 
- Primary Care Services 
- Termination of Pregnancy Services 
- Community Pharmacists 
- Teenage Pregnancy Services 
- School Nursing Services 
- Health Development 
- Clinical Psychology for Sexual Health and HIV 
- Chlamydia Screening Services 
- Social Services 
- Local Education Services 
- Youth Service and Connexions  
- Drug and Alcohol Services 
- Sexual Health On-Call (SHOC) 
- Voluntary and Community HIV services 
- Community and Faith Groups 
- Service Users 
The network will be managed by TPCT and through the appointment of an overall sexual health 
commissioning lead for the network.  
 
See figure below.  
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This report summarizes current (as of 2011) guidelines or recommendations published 
by multiple agencies of the U.S. Department of Health and Human Services (DHHS) for 
prevention and control of human immunodeficiency virus (HIV) infection, viral 
hepatitis, sexually transmitted diseases (STDs), and tuberculosis (TB) for persons who 
use drugs illicitly. It also summarizes existing evidence of effectiveness for practices to 
support delivery of integrated prevention services. Implementing integrated services 
for prevention of HIV infection, viral hepatitis, STDs, and TB is intended to provide 
persons who use drugs illicitly with increased access to services, to improve timeliness 

The CDC defines service integration as a distinct method of service delivery that provides persons with 
seamless services from multiple programs or areas within programs without repeated registration 
procedures, waiting periods or other administrative barriers. Service integration differs from system 
coordination, in which services from multiple agencies are provided but persons might have to visit 
different locations and register separately for each provider’s programs to obtain these services. 
 
Integrated services allow people who use drugs to access prevention and treatment services for HIV, 
viral hepatitis, STDs or TB and for substance use or mental illness at one facility. Implementing 



Transmitted 
Diseases, and 
Tuberculosis for 
Persons Who Use 
Drugs Illicitly: 
Summary Guidance 
from CDC and the 
U.S. Department of 
Health and Human 
Services. MMWR. 
Morbidity and 
Mortality Weekly 
Report 

of service delivery, and to increase effectiveness of efforts to prevent infectious 
diseases that share common risk factors, behaviors, and social determinants. This 
guidance is intended for use by decision makers (e.g., local and federal agencies and 
leaders and managers of prevention and treatment services), health-care providers, 
social service providers, and prevention and treatment support groups. Consolidated 
guidance can strengthen efforts of health-care providers and public health providers 
to prevent and treat infectious diseases and substance use and mental disorders, use 
resources efficiently, and improve health-care services and outcomes in persons who 
use drugs illicitly. An integrated approach to service delivery for persons who use 
drugs incorporates recommended science-based public health strategies, including 1) 
prevention and treatment of substance use and mental disorders; 2) outreach 
programs; 3) risk assessment for illicit use of drugs; 4) risk assessment for infectious 
diseases; 5) screening, diagnosis, and counseling for infectious diseases; 6) 
vaccination; 7) prevention of mother-to-child transmission of infectious diseases; 8) 
interventions for reduction of risk behaviors; 9) partner services and contact follow-
up; 10) referrals and linkage to care; 11) medical treatment for infectious diseases; 
and 12) delivery of integrated prevention services. These strategies are science-based, 
public health strategies to prevent and treat infectious diseases, substance use This 
report originated in the National Center for HIV/AIDS, Viral Hepatitis, STD, and TB 
Prevention, Kevin Fenton, MD, PhD, Director. Corresponding preparer: Salaam 
Semaan, DrPH, National Center for HIV/AIDS, Viral Hepatitis, STD, and TB Prevention, 
CDC, 1600 Clifton Road, MS E-07, Atlanta, GA 30333; Telephone: 404-639-8870; Fax: 
404-639-3125; E-mail:SSemaan@cdc.gov. Recommendations and Reports 2 MMWR / 
November 9, 2012 / Vol. 61 / No. 5 disorders, and mental disorders. Treatment of 
infectious diseases and treatment of substance use and mental disorders contribute 
to prevention of transmission of infectious diseases. Integrating prevention services 
can increase access to and timeliness of prevention and treatment. 

integrated services is intended to increase access to services, improve the timeliness of service delivery, 
and increase the effectiveness of efforts to prevent infectious diseases and disorders that share 
common risk factors, behaviours and social determinants. However, an integrated approach to service 
delivery requires that local, state, and federal agencies work together, which is often a difficult process 
because of different regulatory constraints, including those caused by complying with the Health 
Insurance Portability and Accountability Act (HIPAA) regulations. 
 
Examples: In New York State several substance abuse treatment centers have implemented a 
comprehensive prevention program of outreach, HIV education, counseling, testing, referral, and 
partner notification. 
The Massachusetts Department of Public Health has integrated its HIV, hepatitis, and addiction 
services. 
San Diego offers an integrated program of hepatitis, STD, and HIV prevention services.  
 
Studies that examined outcomes of integrated services show a decrease in high-risk behaviors; an 
increase in testing for HIV infection, viral hepatitis, STDs, or TB; an increase in prevention and treatment 
services; and better adherence to prevention and treatment regimens. 
 
Clinical and health outcomes can be enhanced by population-specific funding streams and allocation of 
resources for programs for persons who use drugs illicitly or for integrated services for this population. 
 
See Table below for examples of how services can be integrated. 
 
Many public health programs have separate organizational structures and programs for the delivery of 
prevention and treatment services for HIV, Hepatitis, STDs and TB. These structures are often operated 
separately from substance abuse treatment centres or mental health services, with separate funding 
streams, management structures, and operating procedures.  
 



Collaborative planning for integration of services requires a high-level coordinating body composed of 
key staff with expertise in designing, implementing and managing service delivery for HIV infection, viral 
hepatitis, STDs and TB. Because service integration requires commitment and communication among 
agencies whose services are to be integrated, the coordinating body needs to include leaders from 
these agencies. The coordinating body needs to also include representatives from CBOs that provide 
prevention services and representation from the community of persons who use drugs illicitly.  
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Introduction: Integrating HIV with primary health services has the potential to reduce 
HIV-related stigma through delivering care in settings disassociated with HIV. This 
study investigated the relationship between integrated care and felt stigma. The study 
design was a comparative case study of four models of HIV care in Swaziland, ranging 
from fully integrated to fully stand-alone HIV care. Methods: An exit survey (N=602) 
measured differences in felt stigma across model of care; the primary outcome 
"perception of HIV status exposure through clinic attendance" was analyzed using 
multivariable logistic regression. In-depth interviews (N=22) explored whether and 
how measured differences in stigma experiences were related to service integration.  
Results: There were significant differences in perceived status exposure across models 
of care. After adjustment for potential confounding between sites, those at a partially 
integrated site and a partially stand-alone site had greater odds of perceived status 
exposure than those at the fully stand-alone site (aOR 3.33, 95% CI 1.98-5.60; and aOR 
11.84, 95% CI 6.89-20.36, respectively). There was no difference between the fully 
stand-alone and the fully integrated clinic. Qualitative data suggested that many 
clients at HIV-only sites felt greater confidentiality knowing that those around them 
were positive, and support was gained from other HIV care clients. Confidentiality was 
maintained in various ways, even in stand-alone sites, through separate waiting areas 
for HIV testing and HIV treatment, and careful clinic and room labelling.  
Conclusions: The relationship between model of care and stigma was complex, and 
the hypothesis that stigma is higher at standalone sites did not hold true in this high 
prevalence setting. Policy-makers should ensure that service integration does not 
increase stigma, in particular within partially integrated models of care. 

This study investigated the relationship between integrated care and felt stigma. Qualitative data 
suggests that many clients felt more confidentiality when services were stand-alone- when they knew 
those around them were also positive. Policy-makers should ensure that service integration does not 
increase stigma, in particular within partially integrated models of care.  
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For decades, donors, governments, and civil society have recognized the importance 
of sexual and reproductive health and rights (SRHR) in efforts to alleviate poverty and 
advance gender equality and women’s rights. More recently, in the battle against 

Provides examples of service integration in US organizations  

Describes challenges faced for integration in the US:  
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1.5 HIV/AIDS—and given the unique challenges the pandemic presents for health and 
development—the global community has acknowledged the benefits of synergizing 
sexual and reproductive health and HIV/AIDS interventions. However, the United 
States has been slow to incorporate lessons learned from the international experience 
when it comes to integrating HIV/AIDS, SRHR, and gender equality in the fight against 
HIV/AIDS. This article highlights the importance of SRHR and lessons learned from 
SRHR–HIV integration to inform U.S. domestic and global AIDS strategies and 
interventions. 

- Siloed funding steams that lack flexibility interrupt integration between agencies focused on 
HIV/AIDS, Maternal/child health,  and family planning 

- Lack of coordination among govern agencies 

- Opposition to comprehensive sexual education  
 

Provides recommendations for HIV/AIDS and family planning programs as well as federal policies 
including creating a mechanism for federal agencies to coordinate and synchronize communication and 
services across HIV and reproductive health, and ensuring staff are adequately trained to provide 
integrated services and referrals with compassion and respect for individual rights.    
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1.1 

1.2 

Discussion 
paper  

Global Objectives. We examined the efforts of the US network of AIDS Education and 
Training Centers (AETCs) to increase HIV testing capacity across a variety of clinical 
settings.  
Methods. We used quantitative process data from 8 regional AETCs for July 1, 2008, 
to June 30, 2009, and qualitative program descriptions to demonstrate how AETC 
education helped providers integrate HIV testing into routine clinical care with the 
goals of early diagnosis and treatment.  
Results. Compared with other AETC training, HIV testing training was longer and used 
a broader variety of strategies to educate more providers per training. During 
education, providers were able to understand their primary care responsibility to 
address public health concerns through HIV testing.  
Conclusions. AETC efforts illustrate how integration of the principles of primary care 
and public health can be promoted through professional training. 

Discusses a model where the US network of AIDS Education and Training Centers (AETCs) provide 
extensive amount of HIV care training, consultation and technical assistance to healthcare providers in 
settings that do not ordinarily specialize in HIV care. Mainly focused on testing in primary care settings. 

The most common challenge was the difficulty clinics had paying for tests. Clinicians were also 
concerned about the time it would take to link patients with care. 

AETC efforts illustrate promising practices for integration, notably targeted training and technical 
assistance on the basis of the unique organizational and clinical needs of specific primary care settings. 
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1.1 

1.2 

Primary 
Study 

Sub-
Saharan 
Africa 

 In sub-Saharan Africa (SSA) there are strong arguments for the provision of integrated 
sexual and reproductive health (SRH) and HIV services. Most HIV transmissions are 
sexually transmitted or associated with pregnancy, childbirth, and breastfeeding. 
Many of the behaviours that prevent HIV transmission also prevent sexually 
transmitted infections and unintended pregnancies. There is potential for integration 
to increase the coverage of HIV services, as individuals who use SRH services can 
benefit from HIV services and vice-versa, as well as increase cost-savings. However, 
there is a dearth of empirical evidence on effective models for integrating HIV/SRH 
services. The need for robust evidence led a consortium of three organizations--
International Planned Parenthood Federation, Population Council and the London 
School of Hygiene & Tropical Medicine--to design/implement the Integra Initiative. 
Integra seeks to generate rigorous evidence on the feasibility, effectiveness, cost and 
impact of different models for delivering integrated HIV/SRH services in high and 
medium HIV prevalence settings in SSA. Methods/design: A quasi-experimental study 
will be conducted in government clinics in Kenya and Swaziland--assigned into 
intervention/comparison groups. Two models of service delivery are investigated: 
integrating HIV care/treatment into 1) family planning and 2) postnatal care. A full 
economic-costing will be used to assess the costs of different components of service 
provision, and the determinants of variations in unit costs across facilities/service 
models. Health facility assessments will be conducted at four time-periods to track 
changes in quality of care and utilization over time. A two-year cohort study of family 

Discusses the integration of sexual reproductive health and HIV services in Kenya and Swaziland.  
 
Early studies show the complexity of ensuring that service structures, funding, and commodity flows 
adequately support the provision of integrated services, and found mixed evidence of clear benefits of 
terms of new uptake of services of better use of resources.  But more recent studies were able to show 
that integration led to an increased proportion of providers discussing offering HIV counselling and 
testing during consultations and increases in the quality of care. 
 
The reviews also highlight a wide range of challenges associated with integration, including provider 
overload and limited time, poor or insufficient provider training and motivation, and stock-outs of 
essential drugs and supplies. 
 
See figure 1 for service integration model example. 

 



planning/postnatal clients will assess the effect of integration on individual outcomes, 
including use of SRH services, HIV status (known/unknown) and pregnancy 
(planned/unintended). Household surveys within some of the study facilities' 
catchment areas will be conducted to profile users/non-users of integrated services 
and demand/receipt of integrated services, before-and-after the intervention. 
Qualitative research will be conducted to complement the quantitative component at 
different time points. Integra takes an embedded 'programme science' approach to 
maximize the uptake of findings into policy/practice. Discussion: Integra addresses 
existing evidence gaps in the integration evaluation literature, building on the limited 
evidence from SSA and the expertise of its research partners. 
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1.4 Discussion 
paper 

US Injection drug use (IDU) plays a critical role in the HIV epidemic in several countries 
throughout the world. In these countries, injection drug users are at significant risk for 
both HIV and tuberculosis, and active IDU negatively impacts treatment access, 
adherence and retention. Comprehensive strategies are therefore needed to 
effectively deliver preventive, diagnostic and curative services to these complex 

Key aspects of integration programs include: colocation of services convenient to the patient; provision 
of screening for each disease; training of outreach workers and case managers, mid-level practitioners 
and physicians in the management of co-morbid conditions; cross-training of specialist providers in the 
management of each disease; and provision of enhanced monitoring of drug–drug interactions and 
adverse side effects. Describes integration as a continuum: separate, partial and full – communication, 



HIV/AIDS, 
tuberculosis and 
drug treatment 
services. Int J Drug 
Policy, 18(4), 306-
312. doi: 
10.1016/j.drugpo.2
007.03.001 

patient populations. We propose that developing co-located integrated care delivery 
systems should become the focus of national programmes as they continue to scale-
up access to antiretroviral medications for drug users. Existing data suggest that such 
a programme will expand services for each of these diseases; increase detection of 
tuberculosis (TB) and HIV; improve medication adherence; increase entry into 
substance use treatment; decrease the likelihood of adverse drug events; and improve 
the effectiveness of prevention interventions. Key aspects of integration programmes 
include: co-location of services convenient to the patient; provision of effective 
substance use treatment, including pharmacotherapies; cross-training of generalist 
and specialist care providers; and provision of enhanced monitoring of drug-drug 
interactions and adverse side effects. Central to implementing this agenda will be 
fostering the political will to fund infrastructure and service delivery, expanding street-
level outreach to IDUs, and training community health workers capable of cost 
effectively delivering these services. 

collaboration and colocation respectively. While full integration is ideal it may not be feasible 
immediately due to funding shortfalls, and organizational and political constraints. 
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1.5 Journal 
Article – 
review  

Global Purpose: This review provides an update on the WHO/UNAIDS Treatment 2.0 strategy 
by reviewing the documents and technical updates issued under the initiative. 
Launched in 2010, this global initiative provides a framework for the continued scale-
up of access to HIV care and treatment. 

Recent findings: WHO has prioritized once daily fixed-dose combination as the 
preferred antiretroviral regimen to initiate HIV treatment, paving the way for 
programmatic simplification, with reduced toxicity and improved adherence. WHO 
also recommends the use of point-of-care diagnostics, with CD4 cell count 
technologies being implemented in the field and progress towards improving access 
to simplified viral load testing. The strategy also seeks mechanisms that can contribute 
to reducing treatment costs, such as pooled commodity procurement and public 
health-oriented licensing approaches. Improved service delivery, specifically through 
decentralization, task-shifting, integration, and community mobilization also has the 
potential to reduce costs and improve access. Support to countries has been provided 
through the timely release of a series of programmatic and technical updates on 
specific treatment-related topics.  

Summary: The treatment 2.0 strategy articulates how innovation and greater 
efficiency can make HIV care and treatment more accessible and affordable, and guide 
treatment and prevention scale-up. 

Treatment 2.0 strategy was launched in response to changing global HIV/AIDS priorities and funding 
patterns. The principles of the Treatment 2.0 strategy are simplification, innovation, efficiency, 
effectiveness, cost– effectiveness, accessibility, equity, decentralization, integration and community 
involvement. 
 

Less than 30% of people diagnosed with HIV infection in resource limited settings receive the full 
cascade of care, from HIV testing through to initiation of ART and long-term retention in care. 
Substantial attrition and mortality follow HIV diagnosis and, in some settings, less than half of those 
eligible for ART initiate it within 12 months.  Under the Treatment 2.0 pillars of adapting service delivery 
and community mobilization, WHO is developing comprehensive guidance on the role of 
decentralization and integration of HIV services in improving access to and retention in ART care. 

14 Belhadj, H., 
Rasanathan, J. J. K., 

2.1 Journal 
Article – 

Global People living with HIV are at an increased risk of acquiring HPV and of developing 
evolutive cervical cancers (women) and penile and anal cancers (men). Low-cost 

Discusses the integration of HIV and cancer screening and treatment. Provides a list of 
recommendations for linking HPV and HIV prevention, diagnosis and treatment efforts including: 
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discussion 
paper 

screening—visual inspection with acetic acid, HPV DNA diagnostics and primary care 
level treatment, cryotherapy for cervical intraepithelial neoplasia (CIN 2), and primary 
prevention through HPV vaccination of girls aged 9–13years—makes the goal of 
eliminating cervical cancer possible in the long term. Integration of cervical cancer 
screening and treatment into a sexual and reproductive health service package raises 
programmatic questions and calls for a continuum of care. The latter is only possible 
when adequate cytopathology skills and treatment for advanced cancer conditions are 
available. The present paper highlights the role of member societies of the 
International Federation of Gynecology and Obstetrics (FIGO) in developing the base 
for an integrated package that responds to women's sexual and reproductive health 
needs. 

- Advocacy to insure HIV and cervical cancer needs are addressed in an integrated way including 
education about prevention and co-infection 

- Inclusive policy and program planning 
- Information on HIV and cervical cancer in standardized health professional training curricula and 

specialty training 
- HIV testing for women who test positive for cervical cancer and precursors  as well as cervical 

cancer screening for women who test positive for HIV 
 
Whether integration can help resolve limitations in human resource capacity depends on specific 
country settings and healthcare capacity. Referral services may be a good option, with an approach 
toward a progressive “constellation” of services, based on targeted referrals, rather than a “one-stop 
shop” with all services at the same location. 
 
Effectively linking HIV and HPV primary and secondary prevention should be the subject of country-
driven implementation research in a variety of settings. 
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2.1 Guest 
editorial 

United 
States 

The article identifies the level and type of program collaboration and service 
integration (PCSI) among human immunodeficiency virus (HIV) prevention programs 
in 59 health department jurisdictions in the U.S. The study examines the link between 
PCSI activities and funding, autoimmune deficiency syndrome (AIDS), diagnosis rate 
and organizational integration. Results show the funding for sexually transmitted 
disease (STD) activities and testing for HIV, tuberculosis and viral hepatitis. 

Discusses integration of HIV, hepatitis, STDs and TB. Current disease-specific services provided to 
people with multiple related risks may represent significant missed opportunities to diagnose, treat, 
and prevent other diseases. Integration of prevention services can extend the reach of population-
based services; it may also support improvement in the efficiency of service delivery, increase 
programmatic cost-effectiveness, and improve health outcomes.  
 
Discusses integration with regards to testing (HIV, STIS, TB) and data harmonization and registry 
matching to track co-infections  

16 Fitz Harris, L. F., 
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2.1 Journal 
Article –
Qualitativ
e study  

United 
States 

We identified the level and type of program collaboration and service integration 
(PCSI) among HIV prevention programs in 59 CDC-funded health department 
jurisdictions.  
Methods. Annual progress reports (APRs) completed by all 59 health departments 
funded by CDC for HIV prevention activities were reviewed for collaborative and 
integrated activities reported by HIV programs for calendar year 2009. We identified 
associations between PCSI activities and funding, AIDS diagnosis rate, and 
organizational integration.  
Results. HIV programs collaborated with other health department programs through 
data-related activities, provider training, and providing funding for sexually 
transmitted disease (STD) activities in 24 (41%), 31 (53%), and 16 (27%) jurisdictions, 
respectively. Of the 59 jurisdictions, 57 (97%) reported integrated HIV and STD testing 
at the same venue, 39 (66%) reported integrated HIV and tuberculosis testing, and 26 
(44%) reported integrated HIV and viral hepatitis testing. Forty-five (76%) jurisdictions 
reported providing integrated education/ outreach activities for HIV and at least one 
other disease. Twenty-six (44%) jurisdictions reported integrated partner services 

The main strategies identified for collaborative activities in health departments were non-HIV 
representation on HIV community planning groups, cross-training of staff and providers, collaborative 
funding, and staff sharing among programs. The primary service integration strategies were integrated 
testing, integrated education/outreach activities, and partner services (PS) activities. 



among HIV and STD programs. Overall, the level of PCSI activities was not associated 
with HIV funding, AIDS diagnoses, or organizational integration.  
Conclusions. HIV programs in health departments collaborate primarily with STD 
programs. Key PCSI activities include integrated testing, integrated 
education/outreach, and training. Future assessments are needed to evaluate PCSI 
activities and to identify the level of collaboration and integration among prevention 
programs. 
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2.1 Journal 
article – 
case 
studies 

Malawi 
and 
South 
Africa 

The many interactions between tuberculosis (TB) and human immunodeficiency virus 
(HIV) infection influence the design and implementation of programs to address the 
needs of patients living with or at risk for both diseases. Collaboration between 
national TB and HIV programs and some degree of integration of services at a local 
level have been advocated by the World Health Organization and other international 
bodies and are recognized as essential in areas where the 2 diseases are prevalent. 
However, in most settings, strategies to accomplish this are only beginning to reach 
the field where their impact will be made and the expectation of improving the 
outcome of both diseases realized. In this article, 3 such strategies, offering varying 
degrees of collaboration and integration, are described, 1 at a national level in Malawi 
and 2 at local sites in South Africa. These geographically and programmatically distinct 
experiences in TB/HIV service integration are instructive, illustrate common themes, 
and show that the strategy can be successful, but they also show that programmatic, 
medical, staffing, resource, and scale-up challenges remain. In addition, they indicate 
that, although broad program principles of TB/HIV service integration are essential, 
program designs and components may vary by country and even within countries, as 
a result of differing TB and HIV disease prevalences, resources, levels of expertise, and 
differences in program settings (urban vs. rural and/or primary vs. district vs. specialty 
site). Large national programs can successfully provide rapid, uniform and widespread 
change and implementation but also must negotiate the subtleties of intricacies of 
TB/HIV interactions, which confound a uniform “one size fits all” public health 
approach. Conversely, smaller demonstration projects, even with successful 
outcomes, must grapple with issues related to generalization of findings, wider 
implementation, and scale up, to benefit larger populations of those in need. 

Program designs and components may vary by country and even within countries, as a result of 
differing TB and HIV disease prevalences, resources, levels of expertise, and differences in program 
settings (urban vs. rural and/or primary vs. district vs. specialty site). This paper compares three 
programs (one in Malawi and two in South Africa). These geographically and programmatically distinct 
experiences in TB/HIV program collaboration and integration indicate that the strategy can be 
successful, but programmatic, medical, staffing, resource, and scale-up challenges remain. 
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2.1 Journal 
article – 
study  

United 
States 

The Affordable Care Act (ACA) creates incentives to coordinate primary care, mental 
health (MH) care, and addiction services. Integration of clinical HIV and MH services 
has been shown to improve quality of life and physical and MH of people living with 
HIV/AIDS. However, few studies have investigated the practice of service integration 
systematically. 
We examined the practice patterns of 515 direct service providers in New York State 
who received training about HIV MH between May 2010 and July 2012. We sought to 
identify provider and treatment setting characteristics associated with an integrated 
spectrum of care. Using factor analysis and linear modeling, we found that patterns of 
service integration varied by type of health-care setting, service setting location, 
providers’ HIV caseload, and the discipline of the provider describing the direct 
services. Understanding the existing capacities of clinicians providing care in a variety 
of settings throughout New York will help to guide staffing and linkage to enhance HIV 
MH service integration as significant shifts in the organization of health care occur. 

HIV patients receiving integrated treatment services from infectious disease clinics showed reductions 
in psychiatric symptoms, emergency room visits and hospital stays, and a higher likelihood of receiving 
adequate psychotropic medication compared to those not receiving such services (Whetton et al., 
2006). HIV patients receiving integrated medical and substance abuse treatment showed significant 
reductions in drug and alcohol use and improvements in MH and social functioning. Funding from The 
Ryan White Care Act (RWCA) has allowed many US HIV clinics to provide MH care through a 
multidisciplinary model of integration, which decreases fragmentation of services by having MH and 
primary care providers share fully integrated responsibility for MH care. However, there is considerable 
variation in how these models are applied, and it is not known to what extent integrated care is 
treatment as usual.  
 
It was found that patterns of service integration varied by type of health-care setting. Not surprisingly, 
providers working in hospitals with smaller HIV caseloads and those in rural settings appear to need 
more assistance in providing integrated MH/HIV/AIDS care. Integration strategies such as phone 
consultation and/or telemedicine may be needed in these settings. 
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2.1 Systemati
c review  

Global  Objectives: Given the imperative to scale up integrated tuberculosis (TB) and HIV 
services in settings where both are of major public health importance, we aimed to 
synthesize knowledge concerning implementation of TB/HIV service integration. 
Methods: Systematic review of studies describing a strategy to facilitate TB and HIV 
service integration, searching 15 bibliographic databases including Medline, Embase 
and the Cochrane library; and relevant conference abstracts.  
Results: Sixty-three of 1936 peer-reviewed articles and 70 of 170 abstracts met our 
inclusion criteria. We identified five models: entry via TB service, with referral for HIV 
testing and care; entry via TB service, on-site HIV testing, and referral for HIV care; 
entry via HIV service with referral for TB screening and treatment; entry via HIV 
service, on-site TB screening, and referral for TB diagnosis and treatment; and TB and 
HIV services provided at a single facility. Referral-based models are most easily 
implemented, but referral failure is a key risk. Closer integration requires more staff 
training and additional infrastructure (e.g. private space for HIV counselling; 
integrated records). Infection control is a major concern. More integrated models 
hold potential efficiencies from both provider and user perspective. Most papers 
report ‘outcomes’ (e.g. proportion of TB patients tested for HIV); few report 
downstream ‘impacts’ such as outcomes of TB treatment or antiretroviral therapy. 
Very few studies address the perspectives of service users or staff, or costs or cost-
effectiveness. 
Conclusions: While scaling up integrated services, robust comparisons of the impacts 
of different models are needed using standardized outcome measures. 

Models of integration range from providing referral between services with no shared service provision 
(least integrated), to care provision for both HIV and TB by the same healthcare worker (most 
integrated). 
 
Discusses key barriers to integration among programs identified.  
The five-model framework facilitates comparison of the advantages and disadvantages of different 
integration models (Table 3). 
 
TB transmission is a key risk: integrated facilities have the potential for harm if individuals with HIV-
associated immunosuppression have increased exposure to infectious TB cases (as compared with 
physically separated services), and measures to minimize this risk, including cough screening, are 
essential. 
However, the greatest risk of transmission is from those with undiagnosed infectious TB. Thus, if 
integrated care promotes rapid diagnosis and treatment of TB, the net effect may be a reduction in the 
risk compared with separate services. 
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2.1 Discussion 
paper 

United 
States 

The service systems for patients with or at risk for HIV infection/AIDS and for the aging 
must work together to address the needs of older adults who engage in HIV risk 
behaviours or who are HIV infected. Health and human service organizations miss 
opportunities for service integration in prevention, care, and supportive services. The 
authors illustrate critical issues and offer strategies to address these missed 
opportunities. 

Discusses the reasons for, and the barriers in integrating general services for older adults with HIV 
specific care. 
 
An older person may be eligible for services in multiple locations, however, providers may refuse to 
provide essential services because they believe that it is somebody’s else’s job. Cross training between 
geriatric and HIV/AIDS physicians is necessary. A “one-stop shop” model is useful in this situation. 
 
Provides examples of possible interventions to bridge the gap between HIV services and services for 
older adults at the local, state and federal level (Table 1).   
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2.1 Discussion 
paper 

Zambia, 
Ghana, 
Kenya 
and 
South 
Africa  

Since 1994, integrating human immunodeficiency virus/sexually transmitted disease 
(HIV/STD) services with primary health care, as part of reproductive health, has been 
advocated to address two major public health problems: to control the spread of HIV; 
and to improve women's reproductive health. However, integration is unlikely to 
succeed because primary health care and the political context within which this 
approach is taking place are unsuited to the task. In this paper, a historical 
comparison is made between the health systems of Ghana, Kenya and Zambia and 
that of South Africa, to examine progress on integration of HIV/STD services since 
1994. Our findings indicate that primary health care in Ghana, Kenya and Zambia has 
been used mainly by women and children and that integration has meant adding new 
activities to these services. For the vertical programs which support these services, 
integration implies enhanced collaboration rather than merged responsibility. This 
compromise between comprehensive rhetoric and selective reality has resulted in 
little change to existing structures and processes; problems with integration have 
been exacerbated by the activities of external donors. By comparison, in South Africa 
integration has been achieved through political commitment to primary health care 
rather than expanding vertical programs (top-down management systems). 
The rhetoric of integration has been widely used in reproductive health despite lack 
of evidence for its feasibility, as a result of the convergence of four agendas: 
improving family planning quality; the need to improve women's health; the rapid 
spread of HIV; and conceptual shifts in primary health care. International 
reproductive health actors, however, have taken little account of political, financial 
and managerial constraints to implementation in low-income countries. 

Comparisons are made between the health systems of Zambia, Ghana, Kenya and South Africa with 
regards to the development and implementation of integration policies in the areas of HIV, SRH, and 
maternal and child health.  
 
The ideal would be access by all to a full service, including reproductive health, during one visit. In 
practice, however, integration has come to mean adding new activities to these services. For the 
vertical programmes that support these services, integration implies enhanced collaboration rather 
than merged responsibility. 
 
If done  properly integration can provide access to care to more people, but so far rhetoric of 
integration has coincided with soaring HIV prevalence, continued high maternal mortality, and 
persistent unmet needs for contraception in sub-Saharan Africa. 
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2.1 Discussion 
paper 

United 
States 

Staff of 20 AIDS Service Organizations (ASOs), grantees of the initiative ConnectHIV in 
the United States, developed a theoretical model of five categories of factors   
external, community, organizational, staff, and client that lead to effective service 
integration (SI) and took part in a self-assessment related to the model. The model 
was tested empirically using GEE analysis to assess the effect of ASO SI scores on 
client outcomes from participation in HIV/AIDS interventions involving case 
management with persons living with HIV/AIDS. Results showed that clients served by 
ASOs with more effective SI were more knowledgeable of HIV disease, healthier 
(higher CD4, lower viral load) and perceived themselves as healthier than clients in 
ASOs with less effective SI. In addition, clients at ASOs with more effective SI more 
often showed stronger gains in CD4 count over their time in the HIV/AIDS 
intervention than those at ASOs with less effective SI. Further research is needed on 
models and measurement of SI in order to effectively investigate the impact of HIV SI 
on client health outcomes. 

Few efforts have been made in the field of HIV/AIDS programming to evaluate whether agency service 
integration (SI) yields positive client outcomes.  
 
ConnectHIV (an initiative promoting service integration in ASOs in the US) allowed for the testing of an 
ASO developed model of SI with promising preliminary results. Client outcomes measured were CD4 
cell count, viral load, perceived health, and disease management knowledge. 
 
Clients served by ASOs with higher SI scores were more knowledgeable of HIV disease, had higher CD4 
counts and lower viral loads, and perceived themselves to be healthiest. 
More participatory research should be conducted with both ASO staff and beneficiaries to understand 
an effective HIV/AIDS program component of SI. 
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4.1 Primary 
study 

Australi
a 

Background: This paper reports on an Australian experience of co-locating a range of 
different primary health services into one building, with the aim of providing 
integrated services. It discusses some of the early challenges involved with moving 
services together and reasons why collaborative and integrated working relationships 
to improve the clients' journey, may remain elusive.  
Methods: Ethnographic observational data was collected within a GP plus site as part 
of day-to-day interactions between the research officer and health professionals. This 

Barriers to integrated service provision included: governance of separate services, physical 
infrastructure (an open space would have served better), information management systems, 
territorialism.  
 
Inter-agency integration requires a commitment to collaboration with regards to governance, 
organizational factors, clear goals shared by agencies, regular formal and informal communication 
between services to promote timely and appropriate referrals, clarity of roles, responsibilities and 
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involved observations of team processes within and across teams at the site. 
Observations were thematically analysed using a social anthropological approach.  
Results Three main themes arose from the analysis: Infrastructural impediments to 
collaboration; Territorialism; and Interprofessional practice (IPP) simply not on the 
agenda. The experience of this setting demonstrates that dedicated staff and 
resources are needed to keep IPP on the agenda of health service organisations. This 
is especially important where organisations are attempting to implement new models 
of collaborative and co-located services. Furthermore, it shows that establishing IPP 
within newly co-located services is a process that needs time to develop, as part of 
teams building trust with each other in new circumstances, in order to eventually 
build a new cultural identity for the co-located services.  
Conclusions: Co-located health service systems can be complex, with competing 
priorities and differing strategic plans and performance indicators to meet. This, 
coupled with the tendency for policy makers to move on to their next issue of focus, 
and to shift resources in the process, means that adequate time and resources for IPP 
are often overlooked. Shared interprofessional student placements may be one way 
forward. 

expectations, management to create clear lines of responsibility and accountability, and adequate 
resources and personnel to manage these processes of collaboration.   
 

Health service systems are complex, with competing priorities, increasing service demands, and 
differing strategic plans and performance indicators to meet. This coupled with the tendency for policy 
makers to move on to the next issue of focus, and to shift resources in the process, means that 
adequate time and resources for Interprofessional practice (IPP) are often overlooked. 
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paper 

Canada In-kind services are increasingly a favoured tool of governments across the OECD. 
Over the past 20 years, total spending on social services has been steadily increasing, 
whereas spending on cash transfers has been stable (see Figure 3). Spending on social 
services is likely to continue to grow in the context of the ongoing Global Recession, 
as take-up of front-line social services increases. With demand rising as budgets fall, 
the purpose of this paper is to propose a framework for comparing integrating service 
delivery policies, and to open the discussion about what can be learned from ongoing 
examples of the integration of social services for vulnerable groups. 

Discusses the different pieces of integration as colocation, collaboration and cooperation.  
 
As a consequence of the increase in spending on in-kind services, growing focus has been placed on 
effective, and integrated, service delivery by governments within recent years: integrated approaches 
to the delivery of services have already been implemented in several OECD member states. 

Provides examples of service integration e.g. Community Links Program in New Zealand example of 
“one-stop shop”– relies on colocation of social services such as housing, health, financial assistance, 
legal and family services. 

Discusses benefits of service integration including cost-effectiveness for service users and providers, 
increasing accessibility for services users and providers (eases knowledge sharing) and outcomes. 
Barriers are also discussed as including uncertainty in outcomes; administration of social services and 
fiscal consolidation; data sharing problems or problems around joint working. 

Integration of services may increase stigma for some populations.  

31 Aral, S.O., Fenton, 
K.A., & Lipshutz, J.A. 
(2013). The New 
Public Health and 
STD/HIV Prevention. 
Springer, NY.   

Pearl Book United 
States 

Public health, public health research, and STI/HIV prevention science are all at 
crossroads. “Expansion,” “Advancement,” “Repositioning,” and “Paradigm shift” have 
become frequent expressions associated with prevention science and public health. 
As it became increasingly clear that prevention of HIV infection and many other 
sexually transmitted infections (STIs) remained beyond reach, even in the presence of 
efficacious interventions, attention has shifted to the importance of dissemination 
and implementation of effective interventions. Differences between efficacy in clinical 
trials, effectiveness in the real world, and large impact at the population level have 
become increasingly evident. Contextual understanding of STD/HIV epidemiology now 
includes understanding of social and structural determinants; sexual and social 
networks; and geographic, demographic, and subpopulation concentrations. Effective 
preventive interventions must focus on issues of targeting, coverage, and scale-up. 
Current economic realities highlight the importance of cost-effective resource 
allocation and maximization of return-on-investment in public health. Public health 
leaders and practitioners are considering how STI/HIV prevention fits into a system 
that creates a positive and sustainable dynamic between public health and health 

It is essential for leaders to recognize the benefits of integration across prevention, treatment, care and 
support at National, regional and local levels in line with The National HIV/AIDS Strategy and The US 
CDC strategic priorities (HIV, STD, TB, hepatitis program).  
Key leadership priorities for PCSI include investing in workforce training and capacity building; 
removing administrative barriers and burdensome reporting requirements; integrating surveillance; 
and promoting more holistic approaches to prevention. 
 
Ideally integration means colocation of services and sharing of records to increase efficiency, access to 
services, increase level of prevention and reduce costs. 
 



care institutions and trains individual providers to appreciate and incorporate 
population health. The editors have brought together a team of international experts 
to present the evolution of promising new approaches in “The New Public Health and 
STD/HIV Prevention: Personal, Public and Health Systems Approaches.” The concise 
and thoughtful “Introduction” provides an excellent summary of the new directions in 
the field. The section on social determinants and other influences on STI/HIV 
represent emerging paradigms in public health (e.g., sexual networks, concentration, 
and geographic and temporal dispersion of STI/HIV). Critical factors in approaches to 
prevention are also addressed, including scaling up, targeting, and coverage, and 
distribution of prevention resources and its impact on sexual health. The book further 
highlights prevention approaches for population groups, as well as specific programs 
taking decidedly v 

33 Centers for Disease 
Control and 
Prevention. (2009). 
Program 
Collaboration and 
Service Integration: 
Enhancing the 
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Control of HIV/AIDS, 
Viral Hepatitis, 
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Transmitted 
Diseases, and 
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Pearl Whitepap
er 

United 
States 

CDC’s National Center for HIV/AIDS, Viral Hepatitis, STD, and TB Prevention’s 
(NCHHSTP) program collaboration and service integration (PCSI) strategic priority is 
working to strengthen collaborative work across disease areas and integrate services 
that are provided by related programs, especially prevention activities related to 
HIV/AIDS, viral hepatitis, other sexually transmitted diseases (STDs), and tuberculosis 
(TB) at the client level. PCSI is a mechanism for organizing and blending interrelated 
health issues, activities, and prevention strategies to facilitate a comprehensive 
delivery of services. 
There are five principles that form the decision making framework for PCSI: 
appropriateness, effectiveness, flexibility, accountability, and acceptability. By 
following these five principles for PCSI, programs can deliver more comprehensive 
integrated services to identify and treat disease more effectively to improve the 
health outcomes of the persons they serve. 
 

PCSI combines two approaches for improving public health outcomes: program 
collaboration and service integration. Program Collaboration involves a mutually 
beneficial and well-defined relationship between two or more programs, 
organizations, or organizational units to achieve common goals. It involves many 
aspects of comprehensive program management at state and local levels; the 10 
essential public health functions, developed by the Core Public Health Functions 
Steering Committee in 1994, provide a useful framework for categorizing 
collaboration strategies among programs (Table 1). 

Service Integration provides persons with seamless comprehensive services from 
multiple programs without repeated registration procedures, waiting periods, or other 
administrative barriers. NCHHSTP describes three levels of service integration at the 
client–provider interface: nonintegrated services, core integrated services, and 
expanded integrated services (Table 2). “Core” integrated services are combinations of 
services for which CDC has published guidance or recommendations, and “expanded” 
integrated services are best and promising evidence-based practice for which CDC has 
not yet published specific guidance. 

This white paper outlines NCHHSTP’s strategic vision for program collaboration and 
service integration, building on and refining concepts outlined in a 2007 green paper. 
This earlier paper presented a framework for service integration and introduced the 
concept of PCSI “levels of integration” as a way to conceptualize, implement, and 
deliver holistic, evidence-based prevention services and risk reduction messages to 

Provides detailed explanation of integration policies among NCHHSTP funded jurisdictions and how 
programs are expected to incorporate Program Coordination and Service Integration (PCSI) .  
 

Single, categorical services provided to persons with multiple related risks miss significant 
opportunities to diagnose, treat, and prevent disease. Small changes in the way prevention services are 
delivered can make a dramatic difference by reaching a larger population with more services. It can 
also improve efficiency, cost-effectiveness and health outcomes. 
 
Provides a framework for integration and collaboration, and strategies for implementation.  Three 
levels of integration: 

1.) Nonintegrated services: Prevention services that are completely separate or not integrated at 
the point of client care. 

2.) Core integrated services: A basic package of services that integrates two or more CDC-
recommended HIV/AIDS, viral hepatitis, STD and TB prevention, screening, testing, or 
treatment into clinical care. 

3.) Expanded integrated services: A comprehensive package of best and promising evidence-
based practice of HIV/AIDS, viral hepatitis, STD, and TB prevention, screening or treatment 
services that are integrated into general health and social services. Although the range of 
expanded integrated services may vary greatly, they may include the following examples as 
appropriate: 

- Comprehensive HIV/AIDS, viral hepatitis, STD and TB screening, diagnosis, and treatment services, 
with referral to specialized services and primary care, if required; 

- Comprehensive sexual and reproductive health and behavioural risk assessment including 
assessment of drug use, mental health, and risk of intimate partner violence  

- Comprehensive reproductive health services, including pregnancy testing and contraceptive 
services 

- Specialized or social services, such as social case management and housing, drug addiction 
counselling and mental health services 

- Health and education and provision of targeted risk-reduction information; and 
- Referral to other specialized and prevention services (e.g. behaviorual interventions to help 

reduce or eliminate high-risk behaviours) as indicated. 
 

Very useful for pro-integration rational and what it looks like. Table 1 and 2 provide definitions of levels 
of integration and examples of programs/features. Logic model included in appendix.  



appropriate populations in clinical settings. 
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Centers for Disease 
Control and 
Prevention. (2010). 
National Centre for 
HIV/AIDS, Viral 
Hepatitis, STD, and 
TB Prevention: 
Strategic Plan, 
2010-2015. Atlanta 
(GA): U.S.   

Pearl Strategic 
Plan 

United 
States 

This strategic plan represents a collaborative effort by staff in the NCHHSTP Office of 
the Director (OD), the 
Center’s divisions and branches, and other key partners within and outside CDC. It 
articulates a vision, overarching 
strategic directions, and innovative strategies to guide the Center’s programs to 
prevent HIV/AIDS, viral hepatitis, sexually transmitted diseases (STDs) and 
tuberculosis (TB) infections. The plan supports and provides context to the disease-
specific strategies and activities being done within divisions. The plan is intended to 
be a working document—one that will change as we gain additional input, 
experience, and perspective. 

In 2006, NCHHSTP identified 3 overarching programmatic imperatives that over the last 4 years have 
provided strategic direction, facilitated communication with staff and partners, and helped articulate 
and prioritize the work and accomplishments of the Center. These imperatives provided a strong 
foundation for the strategic plan detailed herein. 
They included:  
1.Program Collaboration and Service Integration (PCSI): PCSI was employed as a mechanism of 
organizing and blending inter-related health issues, separate activities, and services in order to 
maximize public health impact through new and established linkages to facilitate the delivery of 
services. 

2.Reducing Health Disparities: An imperative which aimed to accelerate the Center’s contributions to 
improving the health of populations disproportionately affected by HIV/AIDS, viral hepatitis, STDs, TB 
and other related diseases and conditions, with the goal of ultimately eliminating health 
disparities.Priority populations include racial and ethnic minorities, women, incarcerated persons, 
sexual minorities and other persons disproportionately affected by these diseases and conditions.  

3.Maximizing Global Synergies: A cross-cutting priority that aimed to promote and support 
interdependent programmatic relationships between NCHHSTP divisions that have a global presence. 

 

Goal 2: Program Collaboration and Service Integration NCHHSTP will support and promote a syndemic 
approach to prevention by promoting better collaboration between programs and supporting 
appropriate service integration at point of access. NCHHSTP will look broadly across its programs, and 
work with our partners, to discover new and innovative ways to collaborate and use resources wisely 
and efficiently, taking advantage of multiple disciplines and shared knowledge and promoting holistic 
approaches to health protection.  

 

See table on page 12 for strategies, activities and indicators of program collaboration and service 
integration. 

 
 

35 Chambre, S.M. 
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Journal, 27(4), 840-
854.  

Pearl Discussion 
paper  

United 
States 
(NY) 

This article addresses two questions: a) Why were so many new nonprofit 
organizations in New York City created to “fight AIDS?” and (b) What are some 
consequences of this phenomenon? Drawing on redundancy theory as a partial 
explanation, it also considers the role of racial and ethnic politics and the impact of 
government contracting on the formation and growth of community-based 
organizations. For clients, the effect has been paradoxical: financial support of a large 
number of organizations led to a complex and fragmented delivery system offering 
some clients a range of choices but decreasing access for those less able to navigate a 
complex system. 

Although the development of a complicated system creates difficulties in accessing services, clients 
who master the system have a greater range of choices than do clients in a more integrated system. 
Although organizational theorists traditionally have stressed the benefits of streamlined organizations 
and organizational systems several scholars have challenged this view and postulate that redundancy 
has positive effects.  
Redundancy theorists contend that overlapping and duplicative parts – both within organizations and 
organizational systems are particularly important in the face of ambiguous or uncertain conditions. 
Redundancy provides safety factors, permits flexible responses to anomalous situations and provides a 
creative potential for those who are able to see it. The deliberate introduction of redundancy can 
improve organizational and system performance  

37 Heenan, D. & Birrel, 
D. (2006). The 
integration of 
health and social 

Pearl  Journal 
article – 
study 

Ireland  Mechanisms for the integration of social services with health have come to dominate 
the debate on providing a more seamless provision of health and social care. Working 
together at the health and social care interface has been strongly promoted and 
endorsed in government documents since the late 1990 s. Moves towards integration 

Provides an example of a centre where social services and health care were integrated. Programs of 
care include services, maternity and child health, family and childcare, elder care, mental health, 
learning disability, physical and sensory disability, health promotion and primary health and adult 
community. 



care: The lessons 
from Northern 
Ireland. Social Policy 
& Administration 
40(1), 47-66. 

have been treated with suspicion and skepticism in the academic literature, with 
many authors highlighting the many barriers and challenges presented by this 
method of working. Yet these proposals do not represent a paradigm shift in culture 
in all parts of the United Kingdom, as Northern Ireland has had an integrated health 
and social care system for over thirty years. Based on an empirical study of senior 
health care professionals in Northern Ireland, this study identifies and discusses the 
key issues associated with integration. It concludes that the experiences in Northern 
Ireland have to date been overlooked or misrepresented and could prove extremely 
valuable in gaining an understanding of the challenges and benefits of integrated 
arrangements. 

 
Social services have been completely integrated with health services in Northern Ireland since 1973.  
 
In theory – but no evidence provided: The ‘one-stop shop approach’ ensured that the individual had 
available, accessible, responsive and responsible services through one point of contact. The nature of 
the service meant that a person could move expeditiously from the level of primary care to more 
complex and specialized care needs. 
 
Results:  Mental health and learning disability are the most fully integrated with childcare reflecting 
least integration, due largely to statutory commitments. 
 
The fact that there was one point of entry for anyone wishing to access health and personal social 
services was considered to be a particular advantage of the system. 
 

39 Canadian AIDS 
Society. Member 
Update: PHAC plans 
for integration of 
delivery of services.  

Pearl  Announce
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Canada The Canadian AIDS Society (CAS) has been in discussions with senior levels of 
management of the Public Health Agency of Canada (PHAC) regarding their plans to 
integrate delivery of HIV/AIDS services with other STBBIs, hepatitis C and tuberculosis. 

PHAC has proposed moving to a holistic approach for delivery of HIV, HCV and other STBBIs information 
and services because of the shared common modes of transmission, common risk behaviours and 
common social and structural risk factors. 
 
It is important to note that the amount of overall funding under the proposed model will be the current 
$72.6 million plus the hepatitis C fund; community funding will remain stable at $26.2 million annually. 
Following discussion, PHAC has revised the deadline for full implementation of the new approach to 
April 1, 2017, to allow an adjustment and transition period. 
 
Upon full implementation in 2017, PHAC expects to provide funding to support one to three national 
organizations and approximately six to fifteen organizations at the regional level; however, this does not 
necessarily mean a reduction in the number of ASOs. Through the development of partnerships and 
collaborations, these organizations will administer funding to other organizations so that they can 
continue to provide the critical services needed in their communities. 

40 Loveday, M. & 
Zweighenthal. 
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1.4 Case 
study 

South 
Africa 

Objectives: To identify key obstacles to operational integration of TB and HIV services 
and to suggest strategies to promote integration in the prevention, treatment and 
care of patients with TB and HIV.  
Methods: This is a health systems research case study of operational integration of TB 
and HIV in South Africa. Peer-reviewed and grey literature together with the 
experiences of the authors were used to identify key obstacles to integration in 
service implementation practices and community-level care. Relevant legislation, 
policies and guidelines were analysed to determine whether they facilitated or 
undermined the integration of TB and HIV services.  
Results: Obstacles to integration exist at contextual and epidemiological levels as well 
as at intervention design and implementation levels. Importantly, integration at an 
operational level is undermined by fundamentally different principles underpinning 
the design of TB and HIV programmes and national policies and legislation which 
mitigate against integration.  
Conclusion: South Africa has an opportunity to effect changes that will facilitate 
TB⁄HIV integration and improve care for all those infected with TB, HIV or both 
conditions. An analytic approach necessary to understand the obstacles to and ensure 
effective strategies facilitating integration is required. This needs to be followed by 
mobilisation of clinical and health systems expertise, health infrastructure, 

Obstacles to integration exist at contextual and epidemiological levels as well as at intervention design 
and implementation levels.  
 
Pre and post HIV test counselling undermined integration because trained counsellors were needed, 
which was not always feasible in TB clinics. 
 

Strategies that promote integrated service delivery: 

- Policy change: changing ART roll-out from a doctor led program to a nurse-led program, shifts 
away from exceptional approaches that hinder integration (i.e. confidentiality – but privacy must 
be maintained).  

- Health systems reform: provider- initiations HIV testing should be offered at all health facilities  

- Integration of TB into HIV services:  



commitment and experience in creative and appropriate ways for the variety of 
health care settings. 
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Pearl  Evaluation  Canada 
– 
Calgary  

Background: Health care reform, through innovative health delivery systems, has 
been a high priority to address staff shortages, increasingly complex care needs of the 
aging population, and fragmentation of care. Community health centers have been 
promoted as one service delivery model with large potential for integration and 
collaboration. The South Calgary Health Centre (SCHC) opened in June 2004 with the 
mandate to provide a new model for accessible, accountable, integrated, and 
community-based health services. 
Purpose: The primary objective was to determine the performance of the SCHC; and 
further, to establish the value of the evaluation framework used in measuring 
organizational performance of an integrated service delivery model.  
Methodology: Multiple stakeholders were involved in the evaluation in a utilization-
focused, participatory way. A comprehensive evaluation framework was developed 
and implemented to assess the performance of the SCHC at system, provider, and 
patient levels. Functional, clinical, and community integration were key systems 
outcomes within this framework. Case-study methodology with mixed methods 
drawing on multiple data sources (both qualitative and quantitative) was used.  
Findings: The evaluation findings suggest that the center is functioning well and that 
staff and client satisfaction are high. Although the model has not achieved all that was 
originally intended (i.e., fully realized clinical integration), participants felt that the 
model has been successful and has great potential for integration. The 
comprehensive evaluation framework developed for this project proved useful in 
assessing different aspects of integration as well as provider and client perceptions of 
the center’s performance.  
Practice Implications: Evaluation findings and recommendations have been used to 
inform operations at the SCHC and for the planning of future health centers. The 
evaluation framework may help to standardize evaluation approaches across projects 
and can be used for monitoring progress of the SCHC as well as future evaluations of 
integrated service delivery models. 

Functional coordination of administrative and support function across service groups), clinical 
(coordination of patient/client care across service groups), and community/physician integration 
(linkages of physicians to the system) are different types of integration. 
 
Challenges for evaluation of integrated service models relate to the interaction of multiple disciplines 
with their own standards about good practice and patient outcomes, specification of independent and 
dependent variables, attribution of cause and effect, the complexity of the system in terms of number 
of stakeholders involved and levels of systems, and the nature of collaborative efforts which is at times 
difficult to describe and conceptualize. 
 

Functional, clinical, and community integration were key systems outcomes within this framework. A 
relatively strong relationship exists between level of integration and overall effectiveness of a health 
system. Good working collaborations, information flow, leadership, staff focus, patient-centeredness 
and community focus were all factors that contributed to the system’s ability to provide superior, cost-
effective care. 

A challenge related to incompatible data systems requiring dual data entry. 
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Cost analysis of integration of HIV and sexual reproductive health service in Kenya and 
Swaziland. 
 

Study to test the hypotheses that integration impacts efficiency with regards to: 
1. Economies of scale: increased coverage of services – using under-utilized capacity, volume cost 

savings 
2. Economies of scope – shared common infrastructure, equipment and staff 
3. Reduction in patient costs   
 
Results were variable but there was no clear evidence to support conventional assumption that more 
integrated health facilities operate more efficiently. 

48 Ward, J.W. and 
Fenton, K.A. (2007). 
CDC and progress 
towards integration 
of HIV, STD, and 
viral hepatitis 
prevention. Public 
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paper 

United 
States 

This issue of Public Health Reports highlights approaches employed by state and local 
health programs to integrate viral hepatitis prevention services in correctional 
facilities, sexually transmitted disease (STD) and human immunodeficiency virus (HIV) 
prevention and treatment programs, and other settings serving high-risk clients. The 
reports presented in this issue demonstrate the feasibility of integrating viral hepatitis 
prevention services into a variety of set- tings; the ready acceptance of new 
interventions, such as hepatitis B vaccination and hepatitis C counseling and testing, 

Specific barriers identified by health departments include categorical funding that limits local flexibility, 
the lack of guidance for program integration based on best practices, inadequate training for staff, and 
difficulties in merging surveillance and evaluation data. 
 
To promote collaboration within the agency and with external partners, CDC adopted new overarching 
health protection goals and revised the agency’s organization to create Coordinating Centers and 
Offices, including the Coordinating Center for Infectious Diseases (CCID), bringing together related 



Health Reports, 
122(2), 99-101. 

by both providers and clients; and the positive impact the introduction of viral 
hepatitis prevention services can have on client willingness to consent to other 
interventions, such as HIV testing. These reports also illustrate the initiative of state 
and local health officials to craft integrated programs tailored to meet local needs.1–3 
Although not representing formal evaluations, the data from these demonstration 
projects add to a body of evidence indicating that, given adequate guidance and 
resources, state and local health agencies can integrate services to enhance the 
prevention of HIV, STDs, and viral hepatitis. 

prevention programs. Within CCID, the Division of Viral Hepatitis was incorporated into the proposed 
National Center for HIV, Viral Hepatitis, STD, and TB Prevention (NCHHSTP), with the explicit intent to 
promote integration among divisions with complementary expertise, mutual support of state and local 
prevention programs, and shared target populations. 
 
Potential modifications include: (1) ensuring that funding agreements contain standard elements for 
integration and indicators to monitor program outcomes, with a clear intent to prioritize funding for 
programs that implement or follow these practices; (2) cross-training CDC project officers and program 
consultants to monitor program performance; (3) encouraging project officers to conduct joint site 
visits; and (4) sharing models of promising practices within CDC and with partners. 

49 Witicar, P. and 
Liberti, T. (2007). 
Advancing 
integration of HIV, 
STD, and viral 
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Pearl   How can we advance the integration of prevention services in public health programs 
for adults at risk for human immunodeficiency virus (HIV), sexually transmitted 
diseases (STDs), and viral hepatitis? From the perspective of the state acquired 
immunodeficiency syndrome (AIDS) directors from the Florida and Hawaii 
Departments of Health (DOH), we describe principles of integration, identify potential 
benefits of and key barriers to integration, and recommend changes to advance 
integration. 

Ideally, integrated services should give clients, regardless of the initial reason for seeking care, 
seamless access to comprehensive services for HIV, STDs, and viral hepatitis that are tailored to each 
client’s specific risk(s) and prevention needs. 
 
Siloed funding makes integration difficult – for example HIV program guidance specifically prohibits 
purchasing vaccines, and STD program guidance prohibits funding HIV services  

Most states would support increased flexibility in the use of program funding that respects restrictions 
that come directly from congress. New cooperative agreement guidance should encourage and reward 
programs that integrate HIV, STD, and viral hepatitis services.  

52 Gold, J. with J. 
Hjartarson. (2012). 
Integrating Human 
Services in an Age 
of Fiscal Restraint. 
Toronto: Mowat 
and KPMG 

Pearl “A shifting 
gears 
report” 

Canada This report from the Mowat Centre and the School of Public Policy & Governance at 
the University of Toronto, supported by KPMG, is intended to help facilitate informed, 
strategic, long-term decision-making in Canada. This report is part of the Shifting 
Gears series. The Mowat Centre and the School of Public Policy & Governance have 
undertaken this study because of our commitment to better understand how 
governments can improve their ability to deliver high-quality public services and 
public policy, even in times of fiscal constraint. KPMG has supported this study 
financially because of its commitment to help its clients understand the challenges 
faced by governments and to contribute to the discussion of strategies that can be 
used to address these challenges. 

Integration is considered a means of generating administrative efficiencies through the consolidation of 
bureaucratic structures; offering clients the continuum of support they require to transition to 
independence; and boosting public trust in government by improving the quality of citizen interaction 
with services.  
Potential obstacles, including labour relations, legacy systems, and entrenched working cultures, must 
be addressed. 

Integrating services inevitably involves upfront costs and short-term upheaval for staff. Yet well-
managed reforms can win employee support and enhance management legitimacy if transformation 
efforts are driven by an attractive vision of an improved outcome framed in terms of the public good. 
Minimal disruption to services, sustainable cost savings, more timely and accessible services, and better 
client outcomes are all achievable. 

Service integration can create new (albeit larger) siloed delivery units that do not work effectively with 
other government services and sectors. Routine consultation and formal partnerships with internal and 
external stakeholders will help avoid this outcome. 

Provides examples of integration initiative like: 
- The integration of child support, medical and social assistance programs in Australia 2011 
- Alberta’s Ministry of Social Services 2011’s blueprint for integrating services -  Social Policy 

Framework  - in development  
- Ontario’s housing and homelessness programs are being integrated under the province’s Long-

Term Affordable Housing Strategy 
Among others 
 
Intended benefits of integration: 
- Simplified access to services – “single window access” 
- Intensive support – coordinated case management  
- Efficiency savings – unnecessary duplication or overlap  



- Effective resource allocation – global budgets 
- Improved advocacy – holistic view of clients’ needs allows managers to more easily lobby for 

additional resources  
Challenges 
- Organizational structure – budgets, management etc. may require large-scale corporate 

reorganizing  
- Legal restrictions on sharing data across services, departments or ministries 
- Labour relations  - collective agreements make re-writing job descriptions a challenge  
- Staff expertise 
- Organizational resistance – managers ceding control of budgets and teams.  
- Service delivery partners with entrenched interests – reorganization may not be in the interest of 

an organizations’ position 
- Time lags in realizing extractable savings – significant upfront costs and delayed benefits.  
 

Discusses in detail the strategies behind Peel Region’s approach to human service integration 
(collaborative approach to designing change, leadership and governance arrangements, communication 
strategies, workforce management, and embedding change)  

Outcomes 

- The shared management of resources has helped the department absorb the growing demand for 
human services 

- Integration has helped refocus human services delivery on proactive interventions that improve 
social outcomes  

- Improvement in the quality of service delivery have increased client satisfaction.  
 
Summary tables in appendix  
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E4 San Patten & 
Associates. (2006). 
AIDS Community 
Action Program 
(ACAP) Grants and 
Contribution 
Allocation Project 
2005. Prepared for 
PHAC 

Expert 
Suggestion 

Discussion 
paper 

Canada San Patten and Associates were contracted by the Public Health Agency of Canada, Regional 
Offices (PHAC RO) to prepare a discussion paper that provides options and recommendations for 
an allocation formula. Principal researchers were San Patten, MSc. and Roxanne Felix, MSc. This 
allocation formula will guide regional distribution of Grants and Contribution (G&C) resources 
under the regional AIDS Community Action Program (ACAP), beginning April 1, 2006. 

ACAP is a federal funding program that supports local, regional, and provincial/territorial community-
based organizations in addressing HIV/AIDS issues in accordance with the Federal Initiative to Address 
HIV/AIDS in Canada and Leading Together: Canada Takes Action on HIV/AIDS 

The ACAP allocation formula should be reflective of new federal policy directions. This includes 
consideration for the social determinants of health and a population health approach that includes 
engaging with multi-sectoral partnerships. The federal initiative also values integration and therefore 
funding model should reflect the complexities of those living with HIV/AIDS particularly with regards to 
co-morbidities of other STlewIs and Hepatitis C. 

Numerous developments are taking place nationally and regionally that are leading to integration of 
prevention efforts on HIV, HCV, STIs and TB, leading to more Integrated Infectious Disease Strategies. 

E7 Resource removed 
– not relevant. 

     



E12 Canadian Response 
to HIV/AIDS (2005). 
Leading together: 
Canada takes action 
on HIV/AIDS (2005-
2010). Canadian 
Public Health 
Association [On-
line]. 

Expert 
Suggestion 

Strategy 
paper 

Canada Leading Together is a blueprint for Canada’s response to HIV/AIDS to 2010. It lays out 
the optimal, ideal response to HIV/AIDS in Canada in the third decade of the epidemic. 
It presents our collective view of what is needed for the future and pushes all those 
involved in the fight against HIV to seek better ways to respond to the virus. Leading 
Together is a living document that is intended to inspire action on all fronts so that we 
can all do more and do it better. It challenges us to use our imagination and energy to 
get ahead of the epidemic. Leading Together captures the principles that drive HIV 
initiatives throughout the country and builds on strategies that have been used 
successfully in different parts of Canada and around the world. It reflects the best 
wisdom, experience and practices of those currently involved in Canada’s response to 
HIV/AIDS. Leading Together responds to calls from throughout Canada for a more 
strategic and coordinated approach to addressing HIV/AIDS in Canada. It encourages 
strategic thinking and planning and a sharing of responsibility. It provides an 
opportunity for increasing our partnerships, aligning our efforts and making more 
effective use of our collective knowledge, skills and resources…. 

Between 1993 and 2003 HIV/AIDS related programs and services experienced a 43% increase in 
demand due to new infections and people living longer. As a result, “important prevention efforts were 
not sustained and new prevention programs were not initiated; new policy was not developed and 
important research was not conducted, organizations were weakened and had to compete rather than 
cooperate”. For many organizations – particularly community-based AIDS organizations – this has led to 
an increase in staff and volunteer burnout and turnover. 
 
As a result ASOs face: (more examples in text p.52+) 

1. The need to work with other agencies 
2. Greater dependence on short term project funding and fundraised dollars 
3. Cutbacks in services 
4. Less ability to advocate  
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Qualitativ
e study 

Canada In a qualitative study of the emerging field of HIV/AIDS treatment advocacy in Canada, 
we found that institutional entrepreneurship involved three sets of critical activities: 
(1) the occupation of “subject positions” that have wide legitimacy and bridge diverse 
stakeholders, (2) the theorization of new practices through discursive and political 
means, and (3) the institutionalization of these new practices by connecting them to 
stakeholders’ routines and values. 

Discusses the beginning of the HIV/AIDS movement in Canada with specific mention of the relationship 
between pharmaceutical companies and AIDS organizations and the beginning of the Canadian 
Treatment Advocates Council (CTAC). The relationship between pharmaceutical companies and the 
HIV/AIDS community was often volatile, activists claimed pharmaceutical companies were not focused 
on the best interests of people living with HIV. Informal consultation began between the two groups in 
the mid 90s, and in 1995/1996 this became formal with the formation of a community advisory board. 
This led to a series of meetings that eventually formed the Canadian Treatment Advocates Council 
(CTAC)  
 
Early on ASOs were mainly composed of people living with HIV but as time went on ASOs grew, became 
more formally organized and staffed primarily by professionals who were not HIV positive. 
 
See Table2 below:  shows the changes in the field of HIV/AIDS treatment advocacy between 1995 and 
2000.  
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Current 
events 
updates 

Canada This series of resources outlines the challenges the Canadian HIV/AIDS Legal Network 
has experienced with regards to their funding over the last couple years. This 
experience is shared to shed light on the current context in Canada that ASOs face 
with regards to advocacy in their work.  

In April 2012, the Public Health Agency of Canada severely cut funding from the Federal Initiative to 
Address HIV/AIDS, turning down 16 out of 20 activities proposed by the Canadian HIV/AIDS Legal 
Network on the basis that it might produce resources that could be used for human rights or advocacy. 
PHAC also stated that a “weakness” of the application was its “focus on human rights activities.” 
Richard Elliott, Executive Director of the Network, said that “even those activities which have been 
approved are subject to restrictions on which human rights issues may be addressed.” In producing 
“know your rights” educational materials intended to help people living with HIV or communities 
particularly affected by HIV, the Legal Network is prohibited from using PHAC funding to address human 
rights. For example, the materials to be produced by PHAC funding cannot be used for the rights of 
people in prison (e.g., to privacy or to adequate health services) or for the rights of people with 
addictions (e.g., in facing discrimination in services or in their interactions with police). These 
communities are recognized in the government’s own AIDS strategy as communities particularly 
affected by HIV. 
This advocacy kibosh at Health Canada became formal in 2009-10. But Mr. Elliott and others in the field 
say there’s been a creep in that direction since 2006, when a “community advocacy” section was 
removed from a government list of suggestions for an HIV/AIDS NGO fund. “It creates a chill for civil 
society organizations, basically to steer clear of anything that might be controversial or that might in 
some way put you offside with government policy directions because your funding may be at risk if you 
raise those concerns.” 
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t-ideology-affects-
aids-funding  

When asked about its cuts to environmental groups, Harper replied, “If it’s the case that we’re spending 
on organizations that are doing things contrary to government policy, I think that is an inappropriate 
use of taxpayers' money, and we’ll look to eliminate it.” 
The organization applied to the National HIV/AIDS Voluntary Sector Response Fund pool, one of the 
planks of the federal strategy on the disease. For several years, the eight groups that were the primary 
recipients of the money – including the CHLN – simply had an existing funding agreement extended, 
given their long-standing partnership with the federal government. That changed when the 
Conservatives came to town and mandated a new round of proposals every two years. 
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Canada The AIDS epidemic, which began in the 1980s and took more than 3000 lives by the 
end of 1991, posed enormous challenges for Canada’s gay and lesbian communities. 
The spread of the disease provided a new vehicle for morally conservative 
homophobia and heterosexism, and created opportunities for intrusions by health 
officials into the private lives of gay men. The relative neglect of state health agencies 
in the early years of the epidemic placed burdens on local gay networks that could 
easily have over-whelmed them. All this could have led, as some predicated it would 
to political weakness and retreat.  

Instead, AIDS has mobilized gay communities in an unprecedented way. The shock of 
losing so many young vigorous community members to disease has been channeled 
into the development of a network of AIDS groups that has not only established a 
range of services for the sick and worried, but also forced state officials into policy 
directions that break in important ways from traditional state regulation of disease. 
The very fact that AIDS in Canada has struck primarily at a community that had 
already developed internal networks, external allies, and a degree of community 
consciousness, created unusual opportunities for exploiting contradictions in the 
patterns of state policy on public health and sexuality. The very novelty of AIDS 
allowed community groups to acquire a degree of legitimacy and influence with 
selected policy networks, even though they represented population groups normally 
marginalized in relation to the state. …   

By 1992 the dependence on state funding had not led to excessive adaptation to state policy. 
 
Because AIDS activism in Canada has been such a local phenomenon, heavily concentrated in a few of 
the country’s most important cities, an exploration of the relationship between AIDS groups and the 
state must start by recognizing the importance of variations across regions and localities. 
 
AIDS initially elicited negative reactions by health agencies, but marked shifts occurred at the end of the 
1st decade. Funding started to be streamed into community groups, partially as a way of avoiding 
confronting AIDS directly and to buy off groups, but nonetheless implicitly recognized the importance of 
the services being delivered by those groups. 
 
Although many public health officials sought to treat AIDS with traditional public health methods 
(reporting, contact tracing, and policing) AIDS community groups advocated for exceptional treatment 
of the disease, and were able to garner support for anonymous testing and other exceptional 
responses.  
State authority is influential through the network of health professionals, private medical institutions, 
drug companies, and public agencies more so than in the United State as the rules and procedures of 
the medicare systems in place across Canada shape the priorities of virtually all health service 
providers, whether institutional or individual. Government funding for medical research also looms 
much larger as a proportion of the total medical research money available in Canada than it does in the 
US.  
 
The emergence within AIDS groups of an identifiable professional style – of a commitment to 
professional standards and tests of efficacy – coincides with the first major influx of federal government 
funding for AIDS education and services in the late 1985.  
 
Fears of biting the hand that feeds, and increasing governmental talk of “partnership,” make 
confrontational activist campaigns more difficult to mount. Community groups become 
professionalized, their leaders more and more comfortable in governmental and medical circles, their 
administrative practices more bureaucratized, their links to the community members more tenuous. 
 
However, the willingness of various governments to fund community groups has created rather than 
eliminated the room to generate radical criticism of state policies. The push and pull of tendencies and 
temptations has produced tensions and debates, but it has not led to a cooptive shift, nor to 
marginalization of the anger and militancy that has been so much of the story of AIDS organizing. Not 
will all organizations anyway. There is a legitimate question of the longer term impact of state 
involvement in the movement.  
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Canada No abstract – This a brief and overview of a one-‐day dialogue addressing the 

political context within which our collective community-‐based work on HIV and Hep 

C that takes place Friday October 17 2014 519 Church Street Community Centre 

Ballroom 10:00 a.m. – 6:00 p.m. 

For many of these social movements the trajectory is similar. Grassroots social movements are 
constrained by various factors to transform over time from voluntary and activist--- driven responses to 
become stable professions for those involved, leading to expert and manager---led, hierarchical 
organizational formations. Critiques of this process highlight how the neoliberal state operates to 
constrain and control the role the civil society sector. 
 
When AIDS Service Organizations (ASOs) first developed they were dually focused, with a mission to: 1) 
address prevention new HIV transmissions; and 2) to support people through end of life care. Today the 
focus of these organizations has shifted; many ASOs have complex and sometimes competing focuses 
including encompassing poverty mitigation, harm reduction, settlement and immigration work, street 

outreach, online outreach, micro-‐finance, self-‐esteem workshops and capacity building, community-

‐based research, and addressing sexual violence among many others. 

To survive ASOs quickly acquired charitable statuses (a state regulated legal organizational mechanism) 
to support broader fundraising efforts. As a result, certain policies and procedures were required 
around financial accountability and now these organizations are formalized hierarchical and 
bureaucratic entities.  

In addressing Roxana Ng noted that this type of organizational “professionalization is a process which 

transforms non-‐capitalist forms of organization into hierarchical ones” (Ng, 1996, p. 211). 
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1.1 

1.2 

1.5 

Discussion 
paper 

US AIDS Service Organizations (ASOs) began 25 years ago as alternative, community-
based advocacy entities designed to address institutional neglect. They evolved into 
hybrid agencies, both activist and service-providing. As ASOs have changed, they now 
face management challenges common in all alternative agencies in later stages and 
challenges unique to the HIV field. Stigma, changing practice contexts, volunteerism, 
partnership, cultural competence, financial health, professionalism, service 
integration, job stress, and organizational cohesion are presented as typical challenges 
and contexts, paired with strategies to address them. Managers in the HIV field must 
balance many competing forces as the pandemic increases while funding and 
attention decrease. However, shifting contexts can create successes and struggles. 
ASOs remain viable and necessary as part of the tapestry of human services provision. 

Discusses the beginning of ASO formation and advocacy and activism. ASOs were generally run by gay 
men and people living with HIV/AIDS – utilized advocacy strategies that were confrontive- visible and 
aggressive.  

When federal funding became available, organizations who previously refused to serve people living 
with HIV were competing for funding – these orgs often had more experience seeking funding and 
often outbid ASOs.  

Accepting federal funding may alter ability of ASOs to follow their mandates and advocacy strategies. 

“HIV needs to be mainstreamed into existing health and social services, but not to the extent that ASOs 
are unable to sustain their unique contribution to community-based, consumer-centered, culturally 
competent care, prevention and advocacy.”  p.23 

The changing demographics of people living with HIV have changed the ways that ASOs interact with 
their clients. They interact with service recipients for longer periods of time and the issues facing 
people are different.  

“While reliance on paid staff indicates professional legitimacy, losing volunteer involvement may also 
[mean] losing valuable connections with the community at large, as well as communities at risk. ASOs 
without thriving volunteer programs may struggle to achieve access to or obtain representation from 
affected communities” p.12 
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1.4 Primary 
Study 

Canada This paper examines the changing role of AIDS service organizations (ASOs) in the 
provision of community-based HIV services. The paper draws on a study of the 
development of ASOs that is based on in-depth interviews with about 250 individuals 
involved in the provision of HIV-related community-based services in 12 cities in 
Canada. Findings indicate how the broadening and increasingly complex needs 
confronting ASO workers are leading them to become more focused in their efforts. 
The paper also shows how ASOs are having to reassess their ties to other service 
organizations and, often, to redefine their mandate in the light of the changing needs 

Given the changing nature of services needed and the number of ASOs there is pressure to define more 
clearly the scope of services, and a move towards professionalization of services. 
 
Benefits of professionalization 
- Clearer confidentiality and accountability 
- More training and experience of workers 
- Other professionals are more likely to make referrals to ASOs 
Concerns: 



AIDS 
organizations. AIDS 
Care, 9(3), 331-344. 
doi: 
10.1080/713613158 

associated with HIV. The paper explores some of the problems associated with these 
changes, and suggests how changing service needs require a renewed commitment 
on the part of ASOs to work at the level of advocacy and political change. 

- Philosophical basis may change and ASOs may start to be run like other bureaucratic social service 
agencies   

- Can threaten underlying principles of consumer empowerment and input  
 
With the increasing demands for service and the reduction in the amount of support available from 
government funders, the development of more coordinated and collaborative networks of service 
providers seems inevitable for future work. 
 
There are, admittedly, pressures that work against such shifts. This kind of collaborative work can 
require the investment of considerable time and energy and moves staff resources from service 
provision to co-ordination and advocacy roles. As well, having fought for years to gain recognition from 
governments and traditional agencies, it is now sometimes difficult for ASOs to trust the willingness 
and ability of traditional service agencies to provide needed services. More is required than simply 
negotiating with other agencies to do more; the literature on interorganizational relationships 
discusses the role of power in the ability of networks to adapt to changing environments.                                                                
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Forces at work are described which encourage professionalization and a reliance on 
one on one HIV prevention interventions among gay men. Community involvement is 
intrinsically linked to epidemic phases; when the threat diminishes, so does the 
community’s ability to sustain community level interventions. The area of structural 
and environmental interventions, which can reinforce safe behaviour when 
community interest in collective action wanes, provides a potential complementary 
solution for prevention workers, researchers, and funders alike. 

Pressures towards professionalization include: the decreasing severity of the threat posed by HIV; the 
difficulty of maintaining the community’s focus on prevention; basic bureaucratic tendencies present in 
almost all organizations, including a decreasing willingness to take risk; the difficulty in mobilizing a 
community for prevention; the competition for resources brought about by care and support activities; 
internalized and external homophobia; and pressures to be accountable to funders. Each is described in 
detail within the paper. 
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4.1 Discussion 
paper 

United 
States 

The hallmark of the welfare state is the extension of social rights to the most 
vulnerable, a cause historically championed by nonprofit human-service 
organizations. With the rise of neoliberalism, these rights are threatened. This article 
attempts to show how the institutional, economic, and political environment of the 
nonprofit human-service sector is reshaped by a neoliberal ideology that celebrates 
market fundamentalism. The ideology institutionalizes such rules and practices as 
new public management, devolution, and privatization of services. Those elements 
shift the political discourse about the rights of the most vulnerable from the national 
to the local level. By turning vulnerable citizens into consumers, the ideology also 
reduces the national visibility of their needs. Most importantly, neoliberalism 
dampens the sector’s motivation to challenge the state and greatly curtails its 
historical mission to advocate and mobilize for social rights.  

Shifts in political climate in the 1970s towards neoliberalism meant changes in underlying themes – 
welfare state advocating social citizenship and the right to have rights towards a more business 
management type system where non-profit human services are limited in their ability to advocate for 
and mobilize social rights. 

Because devolution shifts the onus of service responsibility from the national to the local level, social 
problems and needed services become framed as local issues, requiring local solutions. Thus, the 
national visibility is diminished. Also, decentralized and privatized policies enable non-profits to achieve 
their goals by securing government contracts, rather than mobilizing grassroots/community support. 

Extensive pursuit of governmental contracts for services modifies the types of advocacy nonprofit 
organizations engage in. 

Although the acts recognize and support funding to meet some of the needs of vulnerable populations 
(in this case, the homeless and persons with HIV/AIDS), their administration sets considerable barriers 
to the exercise of social rights. 
Only when new social problems arise and are coupled with an emerging policy field is there an 
opportunity to advocate on the national level. When a new social problem is discovered (like HIV/AIDS 
in 1980s) power positions are not yet determined, and as such, organizations are not constrained by 
dependence on existing policy, government funding, or legitimacy.  
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5.1 Discussion 
paper 

South 
Africa 

By outlining the political context that shaped the development of AIDS policy in South 
Africa and highlighting the deeply political aspects of the AIDS crisis, this paper shows 
why the South African government has not effectively responded to the spread of 
AIDS. It questions conventional factors, such as wealth, bureaucratic capacity, regime 
type, and political leadership as explanations for effective government responsiveness 
to the pandemic. A long-term, effective response to AIDS in South Africa has been 
hampered by institutional constraints as a result of the legacies of apartheid, 
democratic restructuring, inappropriate and authoritarian patterns of political 
leadership, and the dominance of neoliberalism, domestically and internationally.  

Neoliberal reforms have reduced the amount of state resources available to spend on AIDS programs.  
AIDS policy—indeed, all social policy—now has to comply with the restrictions of government 
expenditure according to the new macroeconomic framework. 
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5.1 Discussion 
paper 

South 
Africa 

The article provides information on the transition to neoliberalism and the HIV/AIDS 
crisis in South Africa. It is stated that the rise of neoliberal governmentality has come 
under increasing critique in every sector of society. An examination of the ways in 
which people have been dealing with the HIV crisis offers a view into how responses 
to the disease are located within the landscape of neoliberal policies and discussions. 
The Reconstruction and Development White Paper (RDP) which is referenced as a 
revolutionary economic program is being shaped by neoliberal attempts to institute 
the state in the purpose of monitoring service delivery instead of enforcing services. 

The danger was that as NGOs became more closely aligned with the state, through whom a great deal 
of funding was beingchanneled, they would (and in many cases have) become less inclined to take note 
of the diversity and the complexity of the issues local communities were facing. 
 
The government's GEAR program adopted in 1996 focused on macroeconomic stability, moving away 
from a statist, service delivery model toward a neoliberal service delivery model emphasizing 
privatization of services and significantly shifting the government's role toward ensurer rather than 
provider of services. In this model, municipal services are run more like a business with the emphasis 
being on financial cost recovery. 
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Discussion 
paper 

Canada  Few systematic conceptual tools that can be applied across time and space have been 
used to measure state involvement with non-profits. Fewer examine the latter’s 
“place”, not only vis-à-vis the state, but in the overall political economy. Current 
examinations concentrate heavily on measuring levels of state and other sources of 
funding and levels of volunteerism. The dynamism, inherent in real state – non-profit 
relationships, has been lost in academic translation and analysis. 
The conceptual framework presented here suggests a bi-directional rather than linear 
analysis, and bridges theoretical work from the welfare state and health geography 
literatures. This framework is then applied to the case of Ontario’s community 
support services sector. First, current state administrative, regulatory and funding 
policies are analysed for the ways in which they affect non-profits’ roles, identities, 
autonomy, and viability. First, Pierson’s (1994) programmatic retrenchment and 
Atkinson and Coleman’s 
(1989) and Coleman and Skogstad’s (1990) concepts of state coordinating capacity 
and autonomy are used to investigate the following questions regarding state policy 
change in the home support sector. Second, pioneering insights from health 
geography (Kearns and Gesler 1998; Williams 2002), which privilege the concept of 
place, help us to critically interrogate how changes to the level of the state’s 
involvement administering, funding and regulating this sector changes non-profits’ 
sense of “place” relative to the state and others. 
The case of the state - non-profit relationship in Ontario’s community support 
services sector illustrates that it is important to consider sectoral and sub-sectoral 
change in the analysis of the relationship. Since 1990, the state has become very 
autonomous and coordinated in this sector. The state is at once more and less 
involved with non-profits. 
Autonomy has enabled it to implement regulatory and policy changes, which enhance 
its ability to “monitor” non-profits. While overall funding to the sector has increased, 
its commitment to fund certain services and organizations has diminished. The result 

This paper discusses the relationship between non-profits and governments mediated by funding and 
federal policy changes.  
 
With the focus on process issues such as the rates of volunteering, accountability, and the levels of 
state funding, the potential impact of other state policies which change the nature of the relationship 
in meaningful ways, for instance, by limiting eligibility, by concentrating authority, by limiting access, or 
by changing what services are funded, are not normally considered. 
 
In most cases, the state (at all levels) is the largest contributor to non-profits’ finances. Non-profits also 
enjoy favorable tax status. It is important to understand how this close relationship between the state 
and non-profits impacts the ability of non-profits to persist and pursue goals.  

Organizations that have persisted under increased state funding are more primarily health care service 
focused instead of social care. This reflects the fact that the services the state has continued to fund 
are more health care oriented, though they retain some elements of social care.  

In exchange for funding, non-profits’ relationship with the state changed, for instance, contracting with 
the state accompanied the imposition of more rules and norms. 

Non-profits feel that their voices are muted, and their power to act on behalf of their local 
communities is constrained because so many of the decisions are centralized. At an individual level 
organizations fear speaking out may jeopardize their government funding. 

Most current examinations of this relationship focus on changes of levels of state funding and not on 
other potential sources of change resulting from policies which may, for instance limit non-profits’ 
eligibility to access funds, concentrate state authority and regulation of nonprofits’ non-state activities 
like fundraising, or change what services the state with fund. More research should be focused on 
these other elements 



is uneven state funding support, which privileges some services and organizations 
over others. This privileging has implications for the type and nature of the non-profit 
organizations that continue to provide services. Community support nonprofits’ sense 
of place, in the overall political economy, has shifted. Organizations that have 
persisted through the policy changes are more health care and less social care 
oriented. They view their experiences as dislocated from centralized Ministerial 
decision-making. They perceive that their voice is more muted than the past, and see 
their own advocating power as diminished. Their sense of uniqueness is gone and 
their creativity has been stifled. 
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6.1 Qualitativ
e 
interviews  

United 
States 

Questionnaires were given to CBOs asking about organizational mission, commitment 
to advocacy, service provision/coordination, expenditures, and fundraising, volunteer 
relations. 
 

AIDS CBOs have had an unusually important role in combating AIDS. Unlike groups trying to fight other 
diseases (American Cancer Society, American Heart Association) AIDS CBOs also perform support 
services to persons living with HIV/AIDS since there is so much stigma associated with the disease, 
public health officials often choose CBOs as their service-delivery methods. AIDS CBOs are also involved 
with prevention and educational efforts. 
 
Findings confirm shifts towards professionalism but no tensions between volunteers and professionals. 
Originally 9/10 workers at AIDS CBOs were volunteers but today ¾ are professionals. 70% of orgs that 
reported a shift towards professional control said that volunteer presence was not reduced. 
 
Overall findings indicated AIDS CBOs have become more controlled by professionals, that clientele has 
become more varied, and that these organizations have concentrated on service delivery. 
 
Approximately 1/3 of respondents reported that they suggest programs to health department and it 
funds them. More than half said that the department mainly funds programs that it wants to see 
initiated.  
 
There was general agreement between CBOs and Legislators that there is substantial interaction 
between the two groups.   
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Canada ABSTRACT. The need for HIV=AIDS social services continues to grow; workers confront 
increasingly complex client needs, and changes to government funding policies 
present new challenges to frontline social workers. Drawing on a qualitative study 
involving 59 social service practitioners in Ontario, Canada, this paper explores how 
frontline workers experience policy changes that restrict government funding. 
Respondents report that many of their clients are focused on immediate needs, such 
as food or shelter, rather than their HIV infection. They describe how funding cuts can 
introduce uncertainty into their work, and they note that their work now feels more 
bureaucratic and less caring. More organizational work is required to access resources 
and workers often find themselves playing a gate-keeping role. The paper describes 
how workers try to minimize the negative policy changes they perceive, but some of 
their ways of managing increased demand can actually end up increasing barriers to 
clients. Findings suggest that changing policies can undermine efforts to involve 
people with HIV in service delivery and to advocate for changing the social context of 
the epidemic. 

Changes in public policy undermine the potential to change the way in which services are delivered. 
The federal government, consistent with neoliberal agendas, reduced funding to health and social 
services in the 1980s and 1990s. Through targeted funding and the conditions set by service contracts, 
government funders increasingly gained control over agency priorities, shifted their sense of mission 
and led them to become increasingly bureaucratic.  – Political changes have contributed to mission 
drift and professionalization. 
 
Clients’ needs have shifted – the demographics of people living with HIV have shifted, and these shifts 
have meant that some workers who came to AIDS work because of community ties and experience, no 
longer feel a strong affiliation with many of their current clients. 
 
Many respondents described that their responsibility has increasingly shifted to rationing and 
restricting resources rather than providing nonjudgmental support. Whereas before workers focused 
much of their efforts on advocating on clients behalves to unresponsive bureaucrats, now workers 
often engage in discussions with clients to help them understand the realities of social service work and 
the shortcomings. 
 
Increased demands for help left respondents little time and energy for other tasks, such as developing 
ties to collateral agencies, building coalitions, and developing a broad social analysis of client concerns.    
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Canada The primary objective of this study is to document the changing funding landscape in 
Canada and to assess the impact of these changes on the financial capacity and long-
term sustainability of nonprofit and voluntary organizations. Through our study, we 
hope to bring to light the challenges and opportunities that nonprofit and voluntary 
organizations in a variety of sectors face in trying to fulfill their missions, because a 
strong foundation of knowledge is key to developing concrete recommendations and 
options for funding policies and practices that will enhance and sustain the vital 
activities of nonprofit and voluntary organizations in communities across the country. 

The shift away from core funding has heightened competition among nonprofit and voluntary sectors. 
More time is now spent trying to securing short term funding, often at the expense of organizations’ 
missions and core activities.   
 
The study found: 
· Funders are adopting an increasingly targeted approach to funding. 
· There has been a marked shift away from a core funding model, which funds organizations to pursue 
their mission. The new model is project-based and is characterized by contracts that give funders 
increased control over what the organization does and how it does it. 
· Funders are reluctant to fund administrative costs that cannot be directly tied to a project or program. 
· Funding is being provided for shorter periods of time, and is increasingly unpredictable. 
· Reporting requirements have increased. 
· Funders are increasingly requiring organizations to make joint submissions with other project partners 
and to demonstrate that they have secured funding from other sources– either financial or in-kind 
contributions – before extending their support. 
 
Worrisome trends identified include (more found in the paper) 
- Mission drift – being pulled away from their primary mission in order to secure funding  
- Advocacy chill – advocacy may be seen as too risky as they are competing for funding. 
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States 

This opinion editorial discusses the CDC’s routine testing recommendations. The radical departure suggested is the extension of routine testing to the entire population and the 
reconceptualization of the requirements for consent. 
According to the CDC, no specific signed consent would be necessary because “general consent for 
medical care is sufficient to encompass consent for HIV testing”. According to advocates of change, the 
transformation of HIV disease into a complex chronic condition requiring long-term, ongoing clinical 
management means that the limits imposed when medicine had little to offer have outlived their 
justification. Less often acknowledged is the fact that an opt-out approach shifts the burden from those 
who would choose to undergo the test to those who would refuse. 
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United 
States – 
Dallas, 
TX 

This paper shows how federal resources and mandates concerning the HIV epidemic 
combined with the political economy and political culture of Dallas, Texas to create a 
distinctive local HIV/AIDS service system. The infusion of federal funds allowed 
nonprofit organizations to expand their services, especially in the areas of economic 
assistance and social services. In addition, funding to minority agencies and services 
to minority clients were expanded. While the fund administration structure imposed 
on the nonprofit providers necessitated greater administrative efforts on their part 
and enhanced the power of local government, it also greatly improved coordination.  

A watershed for the development of AIDS services in Dallas and the nation occurred in 1990 with the 
passage of the Ryan White Comprehensive AIDS Resources Emergency Act, a federal response to the 
AIDS emergency facing public hospitals in many of the nation’s largest cities. The goal of the act was to 
keep people out of hospitals by funding community-based health-related services such as home health 
and outpatient care, and subsidizing the cost of basic needs such as medication, food and housing. 
During the early years of the Ryan White CARE Act funding, tensions rose as new agencies competed 
for funding, and also from cultural clashes between gay-oriented organizations and more traditional 
and often culturally conservative minority service providers. Development of an extensive system of 
grant management and fiscal accountability, and a highly elaborate and formal system of fund 
allocation was developed in line with federal requirements and conservative Dallas county 
government. 
 
Before the Ryan White CARE Act, nonprofit agencies providing services to people living with AIDS acted 
fairly autonomously. The act, along with requirements from Dallas County officials imposed controls 
over local HIV/AIDS services. Attendance at monthly coordination meetings became mandatory for 
representatives of funded agencies, paperwork and cash flow reports were channeled into a 
centralized, formal, and apparently efficient system. Survey results suggest that agencies employed 
additional administrative staff in response to demands for accountability and the amount of HIV/AIDS 



government funding was significantly positively correlated with the number of administrative 
personnel. 
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US and 
Great 
Britain   

This is a book review of Jennifer Wolch’s The Shadow State: Government and the 
Voluntary Sector in Transition.  

In Wolch’s book she argues that the voluntary sector, especially in the social welfare field has become 
“a shadow state” which is heavily dependent on the state for funding and often very constrained in its 
ability to offer alternatives to state policy. This calls attention to the ways in which government can 
utilize the non-profit sector to achieve public purposes. To deal with fiscal crises, politicians transfer 
fiscal and administrative responsibilities for the welfare state to the voluntary sector as well as the for-
profit sector, individuals and their families. 
“Shadow state” – a set of auxiliary agencies constituted separately from the state and other state 
apparatus, and possessing some degree of operational autonomy…but retaining those functions 
characteristic of state sub-apparatus”  - other terms to describe the use of private organizations to 
provide public services include: shallow government, the hidden public sector, hollow state and third-
party government.  
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This book brings together a collection of chapters from social activists and scholars on 
the nature and impacts of the phenomenon of NGOisation, or the ‘professionalization 
and institutionalization of social action’ (back cover). It includes a wide variety of case 
studies from around the world, examining issues from biodiversity to indigenous 
peoples’ rights and their interactions with the United Nations. The authors are united 
in their critical perspective of the sometimes self-serving and demobilising role that 
non-governmental organisations (NGOs) play in local and global governance. Many of 
the chapters provide detailed evidence of the ways in which some NGOs have 
indirectly been party to misdirecting, co-opting or dampening social protest, in favour 
of more palliative agendas that ultimately aid the global neoliberal agenda. 

Firstly, the state has been captured by capital globally and does not serve any democratic 
representative function; and secondly, NGOs have likewise been captured, or are dependent or weak 
and consequently are complicit in a neo-colonial/neoliberal agenda. 
 
NGOs are complicit with neoliberalisation, because they tend to undermine popular social movements 
that resist commoditisation. By subscribing to a notion of civil society that emphasises individual over 
collective rights, NGOs are seen to support state and capital agendas and the ‘privatization of the 
notion of the public interest’ (p. 5). 
 

Because NGOs are often dependent on states to allow them to continue their operations domestically, 
or for funding, internationally they are drawn into relations of dependence that influence their 
agendas, resulting in upward, as opposed to downward, accountability. The fact that NGOs often rely on 
corporate support and funding also influences their actions. 
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States 

This paper focuses on effects of the changing HIV/AIDS environment on AIDS service 
organizations (ASOs). The need for ASOs remains strong; however, in anticipation of 
reduced public support and funding for community services, strategies for 
organizational survival are needed. The policy and funding background of shifting 
priorities in the HIV/AIDS epidemic are presented as well as a case study describing an 
organizational change process that was used in response to an anticipated threat to 
organizational survival.  

Assistance for medical care and social services was slow in the early years of HIV/AIDS. Most of the 
support came from small grassroots organizations founded and operated by members of the gay 
community. No additional state dollars were appropriated to handle the crisis until 1986. 
 
The nature of the disease has changed. It is now considered a chronic and manageable illness. The 
demographics of the disease have also changed. It is no longer concentrated in educated white gay 
communities, and more so in people living in poverty and other vulnerable segments of the population. 
The new generation of those infected with HIV are more likely to have more than one potentially life 
threatening illness. HIV, TB, Hepatitis B and C, and other STIs are common comorbidities.  
 
This paper discusses the experience of an ASO “Big Bend Cares” in Florida that identified the need to 
broaden their base for funding by tapping into grant programs that target populations with infectious 
diseases tending to have comorbidity with HIV/AIDS. After doing background research (lit review, 
survey of community agencies, force field analysis, and discussions with stakeholders) the agency 
moved forward with changing the mandate of the organization. Through a participatory process and a 
board of directors vote, the mandate was changed to include people with other sexually transmitted 
diseases, hepatitis, and tuberculosis. The process is clearly described in this paper.   
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