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Abstract

Introduction: Across sub-Saharan Africa, ministries of health have proposed integrating pre-exposure prophylaxis
(PrP) for HIV prevention into family planning (FP) services to reach adolescent girls and young women (AGYW); how-
ever, evidence on effective implementation strategies is still limited. We conducted a qualitative study of integrated
PrEP-FP service implementation at two FP clinics in Kisumu, Kenya.

Methods: From June 2017 to May 2020, the Prevention Options for Women Evaluation Research (POWER) study
enrolled 1000 sexually active, HIV-negative AGYW age 16 to 25. Actions taken to implement PrEP were captured
prospectively in 214 monitoring and evaluation documents and 15 interviews with PrEP implementers. We analysed
data using conventional and directed content analysis, with the latter informed by the Consolidated Framework for
Implementation Research (CFIR) and the Expert Recommendations for Implementing Change (ERIC) compilation.

Results: POWER deployed a variety of implementation strategies to train and educate stakeholders (e.g., having new
providers shadow PrkP providers); develop stakeholder interrelationships (e.g., organizing support teams with pro-
tected time to reflect on implementation progress and make refinements); provide technical assistance; and change
physical infrastructure and workflow. Although these strategies reportedly influenced contextual factors across four of
the five CFIR domains, they primarily interacted with contextual factors relevant to inner setting, especially implemen-
tation climate and readiness for implementation. Overall, implementing PrEP proved easier and less labor-intensive at
a private, youth-friendly clinic than a public FP clinic, largely because the baseline structural characteristics (e.g., space,
workflow) and organizational mission of the former were more conducive to offering AGYW-centered care. Neverthe-
less, adoption of PrEP delivery among non-study staff at both sites was low, likely due to the widespread perception
that PrEP was not within their scope of work.

Conclusions: Some FP clinics may be “lower-hanging fruit”than others for PreP implementation. Approaching PreP

implementation as a behavioral intervention for FP providers may help ensure that providers have the requisite
capability, opportunity, and motivation to adopt the clinical innovation. In particular, PrEP implementers should assess
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the need for implementation strategies that support providers' clinical decision-making, establish worker expectations

and accountability, and address workload constraints.
Trial registration: Clinical Trial Number: NCT03490058.

Keywords: Pre-exposure prophylaxis, Implementation science, Kenya, Delivery of health care, integrated, Family

planning services, HIV infections

Introduction

In eastern and southern Africa, adolescent girls and
young women (AGYW) bear a disproportionate bur-
den of the HIV epidemic. In 2019, AGYW age 15 to 24
accounted for 26% of new infections and were 2.5 times
more likely to acquire HIV than their male counterparts
[1]. Per WHO recomendations [2], many countries in the
region have designated AGYW as a priority population
for daily oral tenofovir-based pre-exposure prophylaxis
(PrEP) for HIV prevention [3]. Since 2014, substantial
investments have been made to expand PrEP services to
AGYW in this region [4].

Research about PrEP delivery to this population has
focused heavily on (1) understanding end-users and (2)
tailoring delivery approaches to meet their care needs
and preferences. Studies in this first domain have meas-
ured PrEP use (e.g., uptake, adherence, continuation) and
its predictors [5-7] and engaged AGYW to understand
their PrEP decision-making [6, 8—10]. Qualitative inves-
tigations have identified a variety of barriers to AGYW
PrEP use, such as low HIV risk perception [11-13]; high
stigma for being sexually active [14]; lack of financial
independence [15]; and low social support for PrEP use
[13, 16-18]. These findings have motivated the second
major area of research, centered on developing and test-
ing delivery models and interventions to support AGYW
in PrEP use. These models vary not only by setting of
PrEP provision (e.g., community safe spaces, mobile clin-
ics) and types of providers involved, but also by services
offered alongside PrEP and use of delivery innovations,
such as digital pillboxes with SMS reminders, to support
adherence [19].

Although our understanding of the “demand-side” of
the PrEP delivery equation has grown steadily over the
past decade, our understanding of the “supply-side” has
not kept pace. In particular, our knowledge about supply-
side implementation strategies—actions for enhancing
the adoption, implementation, and sustainability [20]
of PrEP delivery—is still nascent. Beyond where PrEP
is delivered and by whom, most PrEP initiatives do not
provide granular detail about implementation strategies
used or how these strategies affected, and were affected
by, contextual factors relevant to implementation, such
as organizational culture. Yet, this level of detail is fun-
damental for helping PrEP implementers understand the

“how” of PrEP implementation and for informing their
decisions about where to scale. Due to the broad scope
of our research objective and the lack of evidence on con-
textual factors and implementation strategies relevant
to PrEP delivery in our study setting, we opted to frame
our research around two implementation science frame-
works, selected for their breadth and potential relevance
to multiple levels of influence on implementation (e.g.,
at the individual, organizational, and policy levels). The
Consolidated Framework for Implementation Research
(CFIR) is a meta-theoretical framework of 39 constructs
(or “determinants”) hypothesized to predict, moderate,
or drive implementation outcomes [21, 22]. To optimize
the CFIR for use in low- and middle-income settings,
Means et al. incorporated an additional 11 constructs
[23]. The Expert Recommendations for Implementing
Change (ERIC) compilation [24, 25] is a compendium of
73 discrete implementation strategies that can be used
prospectively to support identification of strategies to use
or retrospectively to support comprehensive reporting of
strategies used [26]. Perry et al. subsequently revised the
ERIC compilation and introduced three additional strate-
gies [27].

We utilized both frameworks to evaluate the imple-
mentation of integrated PrEP-family planning (FP) ser-
vices at two FP clinics in Kenya. From June 2017 to May
2020, the Prevention Options for Women Evaluation
Research (POWER) study enrolled 2469 sexually active,
HIV-negative AGYW age 16 to 25 in Kisumu, Kenya
(n=1000) and Johannesburg and Cape Town, South
Africa (n=1469). Because the Kenya Ministry of Health
(MOH) is interested in scaling PrEP to FP clinics [28],
this sub-study focuses on POWER’s two FP clinic sites.
Our objective was to identify the supply-side implemen-
tation strategies employed by POWER, map these to
contextual determinants, and understand the potential
implications for scale-up.

Methods

Study setting

POWER’s two Kenya sites were located in Kisumu
County, where HIV incidence is 6.3 per 1000 popula-
tion—3.5 times the national average [29]. Site A was an
FP clinic housed within the Maternal and Child Health
Department of a public referral hospital. Site B was a
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youth-friendly FP clinic within a private, NGO-run
health facility. At both sites, POWER introduced paid
project staff to help design clinic flows that site staff
anticipated would mitigate potential barriers to PrEP
implementation and demonstrate PrEP delivery to site
staff.

Data collection

This study uses two data sources. From April 2017 to
June 2020, we collected routine reports and notes from
meetings and calls among Kisumu POWER staff to dis-
cuss program monitoring and evaluation (M & E). These
M & E documents were generated in real time by various
individuals, commonly the Seattle-based research man-
ager and Kenya-based study coordinators.

From October to December 2019, we conducted 15
key informant interviews (KIIs). Our sampling frame
included both facility staff and POWER staff (employed
by the study) involved in PrEP service delivery and/or
program implementation. Eligible individuals were age
18 or above and self-reported comfort communicating
in English. We used purposive sampling to recruit par-
ticipants of different roles and primary employers. The
Kenyan study coordinator contacted eligible individuals,
described the study’s purpose, and informed them that
they would be contacted by an external research assistant
(RA) about participating in a confidential interview. The
RA (author SDR) was an American, female PhD student
with doctoral-level training in qualitative research and
no prior relationship with interviewees. She conducted
all interviews one-on-one, in English, in a private room
or via phone call, using a semi-structured interview guide
(Appendix A of Additional file 1) informed by the CFIR
framework [21, 23]. The guide solicited information on
participants’ role in PrEP implementation; perceived
advantages and disadvantages of the delivery model;
strategies used to deliver PrEP; and recommendations for
scale-up. Interviews typically lasted 85 min (interquartile
range: 67-90 min), were audio recorded, and transcribed
verbatim.

Data analysis

We analyzed data using a combination of conventional
content analysis and directed content analysis [30],
with the latter informed by Perry et al’s modified ERIC
compilation [25, 27] and Means et al’s modified CFIR
framework. After repeated readings of the data [31],
two experienced qualitative analysts (authors SDR and
GB) developed an initial codebook of deductive codes
(relevant CFIR determinants and ERIC strategies) and
inductive codes. They independently applied the code-
book to subsets of the data, compared their coding for
consistency, and refined the codebook, as needed. All
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documents were coded in ATLAS.ti v.8 (Scientific Soft-
ware Development GmbH, Berlin, Germany) by SDR
and reviewed by GB. Comparisons between Sites A and
B were descriptive and based solely on the study’s two
aforementioned data sources. Additional details about

our methodology are available in eTable 1 of Additional
file 1.

Ethics

The institutional review boards of the University of
Washington and the Kenya Medical Research Insti-
tute approved this study. Written informed consent was
obtained from interviewees, who were compensated 500
Kenyan shillings (about USD $4.50) for participating. M
& E activities were determined to be exempt.

Results

We collected 214M & E documents (Table 1) and con-
ducted 15 interviews (Table 2). Our interviewee sample
was predominantly female (9/15, 60%) and employed
by the POWER study (10/15, 67%). All individuals who
were invited agreed to participate in an interview. We
identified four major themes related to (1) the learning
environment and provider support; (2) the physical envi-
ronment and clinic flow; (3) providers’ perceived scope of
work; and (4) workload. Within each theme explanation,
we reference key differences between Sites A and B at
study baseline (Table 3), some of which drove implemen-
tation strategy selection, the strategies implemented, and
the CFIR determinants these strategies influenced (the
latter two of which are also summarized in Table 4).

Theme 1, learning environment & provider support

At both sites, providers benefitted from a mix of sup-
port services to enable PrEP delivery, including urgent,
on-demand clinical decision-making support and rou-
tine, cross-site meetings to strategize about ongoing
implementation.

According to interviewees, frequent PrEP train-
ings (ERIC strategy: Conduct ongoing training) held
by POWER staff helped dispel some providers’ initial
safety concerns about offering an ARV-based product
to healthy individuals (CFIR: Knowledge and Beliefs
about the Intervention). However, to successfully
deliver PrEP, providers needed more than just accurate
knowledge and positive beliefs about PrEP’s safety and
efficacy. Interviewees described sometimes encoun-
tering cases that required additional PrEP expertise,
most commonly for determining client eligibility to
initiate and/or continue PrEP. In these situations, they
turned to the study coordinator, a trained clinician
who provided local technical assistance (ERIC strat-
egy: Provide local technical assistance; CFIR: Access
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Table 2 Demographic characteristics of interviewees (N =15)

Characteristic Value
POWER as primary employer - no. (%) 10 (67)
Primary occupational role® — no. (%)

Healthcare provider 10 (67)
Clinician (nurse or clinical officer) 6 (60)
HTS counsellor 3(30)
Other counsellor 1(10)

Other key informant® 5(33)

Primary site affiliation — no. (%)

Site A 6 (40)

Site B 6 (40)

Both 3(20)

@ Based on participant’s primary role vis-a-vis PrEP delivery and the POWER
study. For example, a participant who is a doctor by profession but whose
primary role in POWER was a study coordinator is counted as “other key
informant”

b Held administrative roles within the POWER study or at a study site

to Knowledge and Information) in the form of on-
demand clinical decision-making support:

When providers ... had a client with a positive
Hepatitis B test, or a pregnant lady that had ques-
tions that they could not answer, or a client who
had side effects and they wanted my input, I would
go and see the client. (POWER study coordinator)

Table 3 Key differences between Site A and Site B at study baseline
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M & E documents indicate that the study coordinator
also coached providers in their PrEP delivery approach,
advising them, for example, to give clients ample auton-
omy in their decision-making:

One nurse declined to issue [PrEP] because she [the
client] did not have somewhere to store PrEP in her
house and did not intend to tell her husband. [The
study coordinator]| advised that no one should be
denied PrEP because of lack of somewhere to store
it ... so participants should just be given PrEP if they
need it, and they will find a way of dealing with their
issues at home. (Meeting notes, November 2017)

Providers also reported that having protected time to
reflect on progress facilitated PrEP implementation
(CFIR: Reflecting and Evaluating). POWER providers
had a weekly standing meeting to review M & E reports
(ERIC strategies: Audit and provide feedback; organ-
ize implementation teams and team meetings) and
discuss how to improve PrEP delivery (CFIR: Goals and
Feedback):

There’s constant feedback [on implementation].
There’s a weekly report showing us how many [cli-
ents] we enrolled, how many are continuing, how
many discontinued or restarted. We look at this
overview of how our work is going and usually find
areas to improve on. Like if the retention has gone
down, we see on how to restructure [delivery] and

Characteristic Site A Site B
Sector Public Private, non-profit
Facility type Regional teaching and referral hospital Stand-alone facility

Governing body
Services offered at facility

PreP delivery history

Where POWER study delivered PreP

-Description

FP client volume
Pre-study FP service delivery configuration

Baseline plan for PrEP integration

MOH

Wide range of primary, secondary, and tertiary
care (e.g., diabetes screening, pediatric oncology,
intensive care)

Prior to and during POWER study, PrEP also offered
at hospital’s HIV clinic and in modular booths at
hospital entrance

Outpatient/MCH department
—13 consultation rooms (2 specifically for FP), 6
waiting bays, 2 HTS points, 1 lab, 1 pharmacy

~50 FP clients per day

Clients check in at registration desk, then move to
different service delivery points for HTS (manda-
tory), FP services, lab exams (if needed), and
pharmacy services (if needed).

Train FP providers to deliver integrated PrEP-FP
services (e.g., counsel clients about both at the
same time), with clients continuing to receive HTS,
lab, and pharmacy services from their respective
service delivery points.

Executive board

Primary and secondary care focused on reproduc-
tive, maternal, neonatal, child and adolescent health
services

Facility did not offer PrEP prior to POWER study

Youth-friendly clinic (YFC)
—2 consultation rooms and 1 waiting bay. Lab and
pharmacy in separate clinic area serving entire clinic.

~4 FP clients per day

Clients go directly to YFC and receive FP services and,
if needed, HTS in the same room by same provider or
with providers coming to them. Clients move for lab
exam and pharmacy services, as needed.

PreP added to existing bundle of services offered to
AGYW clients that included HIV testing and coun-
seling, FP counseling, and cervical cancer screening.
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what can work best. (Male POWER staff, KII 6)

M & E documents further detail how provider capabil-
ity to implement PrEP was enhanced by shared learn-
ing between the Kenya and South Africa sites. During
monthly calls, members of this learning collaborative
shared their implementation experiences, including suc-
cesses and challenges (ERIC strategy: Create a learn-
ing collaborative; CFIR: Learning Climate). Common
topics included how to reach potential PrEP clients and
support clients’ continued PrEP use. Tactics that worked
well at one site were often subsequently tried at others
(CFIR: Cosmopolitanism). Overall, many interviewees
felt that successful implementation of PrEP in other FP
clinics would require ensuring providers have access to
PrEP experts for clinical decision-making support and
protected time to discuss and troubleshoot challenges,
especially in the beginning months of implementation.

Theme 2, physical environment & clinic flow

Site B’s designated youth-friendly space and clinic flow,
which required less room-to-room movement for clients,
made implementing PrEP delivery to AGYW easier com-
pared to Site A, which required a series of changes to its
physical environment to create an acceptable clinic expe-
rience for AGYW.

Overall, integrating PrEP into routine FP services
required fewer implementation strategies at Site B than
Site A. Characteristics that appeared to make Site B bet-
ter positioned at the outset included its designated pri-
vate space for serving youth and its existing clinic flow,
which entailed less room-to-room movement for cli-
ents. As such, to add PrEP services, Site B did not need
to reconfigure its clinic space or make major changes to
how clients and providers move through service delivery.

Initially, Site A offered PrEP like any other outpatient
service, with clients receiving HIV testing services (HTS)
at HTS points, PrEP counseling and clinical review in
consultation rooms, and prescription dispensing at the
pharmacy. Providers soon found, however, that this deliv-
ery configuration was not acceptable to AGYW who
were not keen on queueing at each service delivery point
and who did not want to discuss their sexual activity in
crowded FP consultation rooms (CFIR: Patient Needs
and Resources). Site A, therefore, adapted its workflow
and space configuration (ERIC strategies: Change physi-
cal structure and equipment; assess and redesign work-
flow), acquiring a separate, private room for PrEP clients:

We realized that the FP rooms are too small because
there are a lot of interns [nursing students] in there
with the nurse. There was not enough privacy. So the
in-charge gave us another room. (Call notes, Novem-
ber 2017)
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Site A also began fast-tracking clients to the front of HTS
queues and implemented in-room PrEP dispensing so cli-
ents could skip the pharmacy. A few interviewees, how-
ever, expressed uncertainty as to whether Site A would,
in the long-term, be able to maintain this new delivery
configuration without hiring additional staff (CFIR:
Perceived Sustainability). Notably, when asked what
they thought would be essential to scaling PrEP delivery
to other FP clinics, several interviewees highlighted the
importance of streamlined service delivery:

[1t will be important] to look at the setting and how
well it will suit PrEP delivery in terms of privacy
and waiting time. Because those are the little things
that contribute a lot, especially the waiting time.
If a client waits for long, then the client will disap-
pear, even if they really are at risk [of HIV]. (Male
POWER staff, KII 6)

Theme 3, perceived scope of work

At both sites, getting providers to fully and consistently
engage in PrEP delivery was challenging, in part, because
most viewed PrEP delivery as falling outside their scope
of work. Bringing in additional staff to demonstrate
how to deliver PrEP to AGYW may have inadvertently
lowered providers’ sense of responsibility toward PrEP
delivery.

Throughout the study, engagement of non-POWER
staff in PrEP delivery was low. The study’s origi-
nal intent was to have POWER staff demonstrate
PrEP delivery to providers at each site (ERIC strat-
egy: Shadow other experts) and for these providers
to assume an increasingly larger role in PrEP deliv-
ery over time; however, by the study’s end, only a few
providers at Site B took to PrEP delivery and attended
to PrEP clients on their own. More commonly, staff
referred clients to POWER staff who, ultimately, con-
ducted the bulk of PrEP education, counseling, and
clinical review at both sites:

We [POWER staff] are not supposed to deliver PrEP
ourselves. We are supposed to bring these guys [site
staff] on board to deliver PrEP. ... [But] getting staff
to embrace this PrEP thing, we have been struggling.
... Some feel like it is an added work. ... If the cli-
ent tells them, “I've heard about this thing called
PrEP—" they send the client over to us [instead of
attending to the client themselves]. (Female POWER
staff, KII 8)

Providers at Site B generally agreed with their clinic’s
decision to add PrEP services, while providers at Site A
did not. Whether providers perceived PrEP delivery to
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fall within their scope of work appeared to be influenced
by five key factors, described below. These factors, which
were identified inductively from the data, do not fit per-
fectly within the CFIR framework; however, where appli-
cable, we indicate related CFIR determinants.

Alignment with organizational mission (Related CFIR
determinant: Compatibility)

Interviewees reported that providing PrEP to AGYW
aligned with Site B’s organizational mission to holisti-
cally support adolescent sexual and reproductive health
(SRH):

[Site B’s] core goal is serving young women. ... ensur-
ing their safety and well-being. So adding PrEP to
[Site B] was viewed as great for girls and women.
(Female POWER staff, KII 1)

The organizational mission of the MCH department of
Site A, by contrast, was broadly focused on providing
MCH and FP services, with no specific emphasis on HIV
prevention or adolescent health.

Experience with integrated service delivery (Related CFIR
determinant: Knowledge and Beliefs about the Intervention)
Some interviewees hypothesized that Site B provid-
ers were generally more open to adding PrEP services
because providers were already accustomed to offering
a bundle of SRH services whose composition shifts from
time to time:

[At Site B], we offer integrated services ... We always
promote our services as a package to promote good
health. .... And now that package includes PrEP.
(Male non-POWER staff, KII 9)

At Site A, however, integrated service delivery was
not the norm. As such, PrEP delivery represented, in
the eyes of some Site A providers, an entirely new set of
responsibilities:

Some health personnel [at Site A] view it as extra
work because, for them, PrEP is another whole
package. You need to confirm HIV status. You need
to assess HIV risk. You need to counsel. So some of
them feel like it is a lot of work. (Female POWER
staff, KII 3)

Leadership engagement

Although POWER staff engaged leadership (ERIC
strategy: Involve executive boards; CFIR: Leadership
Engagement) at both sites, Site B leaders reportedly
took a more active role in promoting PrEP delivery. For
example, Site B leaders had monthly PrEP enrollment
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numbers publicly displayed and reported at weekly all-
staff meetings:

[At Site B] the director is very supportive [of PrEP
delivery]. We have all-staff meetings every week, and
she wants to know what's going on, how we're faring.
... And she tells everyone, “We need to work together
on this for the betterment of AGYW. So others hear
it right from the top. (Female POWER staff; KII 8)

According to interviewees, Site A leaders also supported
PrEP delivery. For example, they welcomed POWER staff
to hold trainings and information sessions and, early on,
allocated a private room for PrEP delivery; however, their
support for PrEP delivery was generally more subtle and
potentially less visible to other staff.

Youth-friendly service delivery skills

Lastly, Site A and B providers differed in that the lat-
ter were generally more experienced with delivering
youth-friendly SRH services. As such, they reportedly
had fewer moral reservations about providing PrEP to
AGYW than Site A providers, many of whom had initial
concerns about promoting “promiscuity” POWER staff
reported assuaging some of these concerns over time,
often through one-on-one conversations in which they
appealed to providers’ sense of empathy and professional
duty to protect AGYW from HIV.

Delineation of worker responsibilities

Although support for adding PrEP services for AGYW
was higher among Site B providers, such endorsement
did not directly translate to provider adoption of PrEP
delivery. Interviewees attributed low provider engage-
ment in PrEP delivery to a widespread perception
among providers at both sites that PrEP was not within
their scope of work, or at least not while the POWER
study was ongoing. As outsiders, POWER staff lacked
the authority to formally update providers’ job descrip-
tions to include PrEP responsibilities or hold providers
accountable if they did not engage in PrEP delivery. Most
site staff, therefore, opted to prioritize delivering services
that had historically been included in their scope of work
(Related CFIR determinant: Relative Priority). When
asked about scaling PrEP delivery to other FP clinics,
some interviewees highlighted the need for management
to clearly communicate that PrEP delivery is part of their
job:

There should be adjustments in that [PrEP] respon-
sibilities should be given to the existing staffs so
that they add onto their role. [Staff should be told,]
“Despite your doing this, this [PrEP delivery] is also
your department” ... They [managers] have to talk
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to them and sensitize them on what they want [pro-
viders] to do so that they know, “This is what is sup-
posed to be done.” (Female non-POWER staff; KII 5)

The presence of POWER staff may have inadvertently
reinforced providers’ perception that PrEP delivery was
not within their scope of work. Because POWER staff
were being paid to implement PrEP during the study, site
providers reportedly viewed POWER staft’s requests to
engage in PrEP delivery as akin to dumping their respon-
sibilities onto them:

Some providers would say, “No, we can’t [deliver
PrEP]. We are not paid by the POWER team, so we
can’t do their work.” (Female POWER staff, KII 7)

Lastly, providers’ perception of PrEP delivery as “unpaid,
extra work” may also have been fueled by a precedent set
by other research studies that paid site staff to assist with
service delivery. Indeed, throughout the first year of the
study, POWER staff had to repeatedly decline requests
from site staff for additional pay:

One challenge we're experiencing is that one of the
HTS providers [at Site A] is always asking to be
reimbursed whenever he refers a participant for
PrEP. We'll make him aware that there is no reim-
bursement and whatever he does is part of his work.
(Call notes, February 2018)

Theme 4. Workload
Even providers who are willing to deliver PrEP to AGYW
may be thwarted by existing high workloads. Overcom-
ing this barrier may necessitate hiring additional staff
and/or finding ways to lighten provider workload.
POWER staff reported that some portion of provid-
ers’ low engagement in PrEP delivery was likely due to
high workloads. Throughout the study, workload-related
service delivery disruptions and delays were common at
both sites:

At the end of the month, clients struggle to be served
at [Site Bs HTS point]. HTS providers are busy
doing reports. ... Currently, PrEP clients coming for
follow-up have to go to another [departments] test-
ing point. (Meeting notes, May 2019)

Most interviewees, therefore, anticipated that workload
would be a barrier if PrEP were introduced to other FP
clinics, especially public ones:

Getting them [FP providers at Site A] involved [in
PrEP delivery] was tough. And it's tough up to now.
So if you want to transition PrEP [delivery] to the
government, it will still be difficult for them because
of the workload. Because when you put it [PrEP]
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together with family planning, ... it actually needs
understanding. You have to talk to this lady. They
have to ask questions, and you have 70 other women
to attend to. It is not easy. (Female POWER staff, KII
18)

When asked what it would take to successfully imple-
ment PrEP in other FP clinics, nearly all interviewees
emphasized the need for sufficient human resources and
anticipated these would have to come from outside:

[FP clinics adding PrEP services] will need to employ
more staff because, at the end of the day, the quality
of healthcare is determined by the number of people
[delivering and receiving services]. You see, nurses
are human beings; lab technicians are human
beings. They can only do so much. ... But if there
are enough [staff] compared to the patient ratio, at
least providers wouldn’t have the issue of straining
or burnout. (Female POWER staff, KII 3)

Acknowledging that hiring staff may not be feasible, a
few participants recommended that PrEP implementers
explore other ways to lighten providers’ workload:

Human resources can be a constraint. ... [So it will
be important to look at,] “How many [clients] do you
have? How many people can they see in what sort of
through-put time?... We may not be able to hire staff
or change the remuneration, but what are some of
the other things that help people be able to do a good
job? And it comes down to things like good working
environment. ... How do we protect that time for a
healthcare worker [to attend to] a woman who walks
in and requires PrEP and is going to take an hour,
when they could have seen 10 other people [in that
time]. So there is that genuine pressure around time
that needs to be addressed. (Female POWER staff,
Kiri3)

Discussion
Across sub-Saharan Africa (SSA), PrEP implementers
eager to reach AGYW are in the early stages of integrat-
ing PrEP into routine FP services. Our study adds to the
literature on integrated PrEP-FP service delivery by link-
ing two frameworks—the ERIC compilation [25] and
the CFIR [21]—to describe how certain implementation
strategies affected, and were affected by, a range of deter-
minants at two FP clinics in Kenya and how this interplay
shaped the overall implementation process. Though spe-
cific to Kenya, our findings may help inform other coun-
tries’ approaches to implementation, particularly if the
goal is to scale to both public and private facilities.

Our study found that new PrEP providers benefit-
ted from clinical decision-making support, suggesting
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that training alone may be insufficient to enable provid-
ers to routinely and independently deliver PrEP. Light
touch support early on may help new PrEP providers
“get their feet wet” and create the right learning environ-
ment for them to quickly gain confidence in their ability
to deliver PrEP. PrEP implementers could, for example,
avail subnational-level PrEP technical advisors in person
or remotely. Such clinician support services have proven
successful in other settings, such as the California-based
National Clinician Consultation Center, which, since
1993, has provided free and confidential phone consulta-
tions to providers on HIV testing and prevention, treat-
ment, co-infections, post-exposure prophylaxis, and
PrEP [32].

Whereas the current literature on integrated PrEP-FP
delivery often refers to “FP clinics” as a uniform delivery
setting, our study revealed key points of heterogeneity
between two FP clinics that influenced implementation
(e.g., organizational mission, clinic flow). Our finding
that the youth-friendly clinic was potentially “low-hang-
ing fruit” for this HIV prevention innovation is consist-
ent with other projects and programs in Kenya [6], South
Africa [33, 34], and Malawi [35], which similarly reported
that providers at these venues were generally open to
delivering PrEP and that AGYW like obtaining services
in these settings. The implications of our findings for
scale-up are even clearer when placed within the con-
text of a typology of health facilities recently developed
by Dunbar et al. based on their assessment of 20 facili-
ties in Kenya and Zimbabwe [36]. This typology places
facilities on a “youth-friendly and HIV/SRH integration
continuum,” ranging from 1 to 5, and presumably draws
on the WHO’s definition of adolescent-friendly health
services as ones delivered by healthcare providers who
are “non-judgmental and considerate in their dealings
with adolescents” and in facilities that “are equipped to
provide adolescents with the health services they need
and are appealing and ‘friendly’ to adolescents.” [37], P©
Using this continuum, we see that POWER Site A was,
at study baseline, a “Level 1” facility in that it did not
have any special accommodations for providing youth-
friendly services and, if clients needed more than one
type of service, they were referred internally, without
being escorted to, or fast-tracked at, the next service
delivery point. By contrast, POWER Site B was, at base-
line, a “Level 4” facility because, there, providers trained
in youth-friendly service delivery offered fully integrated
services in private, “youth only” spaces. Through this
lens, we see that several of the implementation strategies
employed at POWER Site A were, in effect, an attempt
to make this “Level 1” facility more like a “Level 4” facil-
ity. Ultimately, POWER staff managed to streamline PrEP
delivery at Site A and convinced providers to assume a
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more youth-friendly attitude toward AGYW PrEP use.
The effort to achieve this, however, was substantial, and
the sustainability of this new service delivery configu-
ration without additional staffing remains unclear. As
countries scale up integrated PrEP-FP services, it will
be important to consider the potentially heavier “lift” of
implementing at facilities lower down on this continuum
and to plan accordingly. More research is needed to bet-
ter understand how much additional effort (and cost) it
takes to successfully implement at lower- vs. higher-level
facilities.

Our finding that POWER staff struggled to get pro-
viders at the clinic to assume PrEP delivery responsibili-
ties echoes the early experiences of other PrEP projects
(including ones that did not add staff) [38, 39] and serves
as a reminder that implementing integrated PrEP-FP ser-
vices requires FP providers to view PrEP as part of SRH
services and, thus, within their scope of work. The low
adoption of PrEP delivery practices among non-POWER
providers indicates that the bundle of implementa-
tion strategies employed by POWER did not sufficiently
address provider motivation. Here, Michie et al’s concept
of “intervention function” is useful. Using behavioral sci-
ence theory, the authors identified nine “intervention
functions” or means by which an intervention can change
behavior. In reviewing the implementation strategies
POWER employed, we see that most had education, per-
suasion, or modeling functions. Few, however, had an
incentivization function (creating expectation of reward),
coercion function (creating expectation of punishment
or cost), or restriction function (using rules to increase
engagement in PrEP delivery or decrease engagement in
competing behaviors). The common provider perception
that PrEP delivery was not within their scope of work
suggests that getting providers to adopt this behavior may
require leaders/managers to employ additional strategies,
such as “mandate change” (ERIC strategy 44) to formally
revise providers’ job responsibilities, “audit and provide
feedback” (ERIC strategy 5) to hold them accountable,
and “alter incentive/allowance structures” (ERIC strat-
egy 2) as part of broader carrot-and-stick approaches to
motivate behavior change. Furthermore, our study sug-
gests that bringing in outside staff to assist with PrEP
implementation should be used with caution (e.g., with a
timeline for transition of responsibilities).

Evidence from other PrEP implementation projects
[40, 41] lend credit to POWER staff’s concern that
high provider workloads could derail implementation.
For example, “increased workload and documentation
burden amid healthcare workforce shortages” emerged
as a key challenge in the PrEP Implementation for
Young Women and Adolescents (PrIYA) study, which,
from 2017 to 2018, integrated PrEP into 16 MCH/FP
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facilities in Kisumu, Kenya [42]. Drawing again from
Michie et al’s theory of behavior change, this find-
ing suggests that, before asking providers to take on
the additional work of PrEP delivery, implementers
should ensure that the delivery environment affords
providers sufficient “physical opportunity” [43], ¢
(e.g., time, access to necessary resources) to adopt the
desired behavior. For example, implementers could
conduct time-and-motion studies [44, 45] to meas-
ure how much, if any, available time providers have
for PrEP delivery. If providers are at (or very close to)
maximum capacity and clinics are unable to hire addi-
tional staff, then implementation is unlikely to succeed
unless other clinical responsibilities are removed from
providers’ workloads and/or inefficiencies eliminated
from provider workflow. A variety of strategies, includ-
ing some already in use in SSA, may be pursued to this
end, including shifting PrEP tasks to lower-level cadres
(e.g., peer educators) [46], modifying clinical practices
(e.g., adopting multi-month scripting to reduce client
volume) [46—48], and using client-facing interventions,
such as HIV self-testing [49] and decision-support
tools [50], to expedite the clinical encounter.

A primary strength of our study is its inclusion of
two FP clinics that varied in terms of sector, size, and
focus on youth-friendly service delivery, thus allowing
for examination of how these variables influence imple-
mentation. Our use of both inductive and deductive
analytic approaches allowed us to relate our findings to
existing implementation science knowledge while also
leaving room for discovery of contextual factors and/or
implementation strategies that did not fit neatly within
our chosen analytic frameworks. Our study also had
several limitations. First, we only examined two FP clin-
ics, both of which delivered PrEP within the context of
a formal research study. Although much of PrEP deliv-
ery is being carried out in ways that transition from
research to implementation, some of our findings may
not apply to, or may overlook factors relevant to, other
EP clinics not engaged in research. Second, we did not
collect detailed data on strategy dose, thus limiting
insight into how intensely strategies must be used to
get the observed effect. Third, because we did not col-
lect client experiences of implementation strategies, we
cannot comment on whether and how certain strategies
affect the acceptability of integrated PrEP-FP delivery.
Fourth, since we did not collect data after POWER staff
were withdrawn, we cannot comment on the sustaina-
bility of these strategies or duration of their effect. And
lastly, both of our study’s data sources are subject to
response bias, and we did not conduct member check-
ing. Future research should collect client perspectives,
specify implementation strategies at study baseline
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(e.g., actor, action target, and dose), [51] and assess use
and effect both qualitatively and quantitatively using
additional types of data less subject to response bias,
such as direct observations of service delivery.

Conclusion

With scale up of integrated PrEP-FP services immi-
nent in many parts of SSA, the need to understand
which implementation strategies work best under what
circumstances is greater than ever. Instead of catego-
rizing potential scale-up sites by the services offered
(e.g., “FP clinics”), PrEP implementers should develop
a broader range of criteria for assessing sites’ poten-
tial for implementation success and link these criteria
to implementation strategies that may be needed. This
more nuanced approach would allow implementers
to better identify “low-hanging fruit” to prioritize for
scale-up. It might also enable implementers to better
anticipate, and plan for, the heavier “lift” of implement-
ing at facilities that, though less prepared to deliver
PrEP to AGYW at baseline, are critical for reaching this
population.
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