/
o Reenres
0.00 Publishing

World Journal of AIDS, 2018, 8, 37-52
http://www.scirp.org/journal/wija
ISSN Online: 2160-8822

ISSN Print: 2160-8814

An Assessment of Quality Assurance in HIV and
AIDS-Related Services in Chivuna Rural Health
Facility of Southern Zambia

Harriet Ntalasha®, Simona J. Simona, Felicitas Moyo, Jairous Miti, Ireen Kabembo,
Eliphas Machacha, Mundia Libati, Emily Ng’andu, Aurick Mubita

Department of Social Work and Sociology, University of Zambia, Lusaka, Zambia

Email: *harriet.ntalasha@unza.zm

How to cite this paper: Ntalasha, H., Si-
mona, S.J., Moyo, F., Miti, ]., Kabembo, L,
Machacha, E., Libati, M., Ng’andu, E. and
Mubita, A. (2018) An Assessment of Qual-
ity Assurance in HIV and AIDS-Related
Services in Chivuna Rural Health Facility of
Southern Zambia. World Journal of AIDS,
8, 37-52.
https://doi.org/10.4236/wja.2018.81004

Received: March 11, 2018
Accepted: March 26, 2018
Published: March 29, 2018

Copyright © 2018 by authors and

Scientific Research Publishing Inc.

This work is licensed under the Creative
Commons Attribution International
License (CC BY 4.0).
http://creativecommons.org/licenses/by/4.0/

Abstract

With many countries experiencing high prevalence rates of HIV scaling up
ART, it is vital to assess quality assurance in health facilities accredited to pro-
vide these HIV and AIDS-related services. Reviewed literature indicates that
there are limited studies in Zambia on the capacity of accredited health care
facilities to provide effective HIV/AIDS related services. Using data from a
large ethnographic qualitative study in a resource poor rural setting in Zam-
bia, this paper assesses quality assurance in health facilities to providing
HIV/AIDS services in a remote rural setting. Findings show that although
HIV and AIDS related services were available at the remote rural health facil-
ity of Chivuna, the services provided did not meet the WHO minimum guide-
lines/standards on the provision of such services. Therefore, there is need for
such facilities to be adequately equipped in all the departments of ART deli-
very so as to ensure effective delivery of these services and universal access.
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1. Introduction

Like many other countries with grappling with relatively high (13%) prevalence rates
of the HIV and AIDS pandemic within the Sub-Saharan Africa, Zambia has scaled
up HIV/AIDS-related services. In this regard, the government of the Republic of
Zambia has accredited a number of health centers to offer HIV/AIDS-related ser-
vices so as to maximize accessibility as well as monitor the quality of services of-

fered to the population. Inadequate literature, however, exists on the capacity of
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these facilities to offer HIV/AIDs-related services in line with the key principles
underpinning the accreditation framework of health care services for people liv-
ing with HIV/AIDS [1]. This is the gap in knowledge that this paper attempts to
fill.

The World Health Organization (WHO) posits that quality assurance is pre-
mised on a structure-process-outcome framework. This means that it has an ob-
jective of improving the outcome of a broad spectrum of health care in terms of
health, functional ability and the well-being and satisfaction of health care users
[1] [2]. The main purpose is to get everyone involved in health care provision to
take an active role in supporting quality care, intensifying performance-related
problems and taking responsibility for setting in motion the needed changes to
improve care.

In the 2004 report of a consultation meeting on the accreditation of health
care service facilities, WHO stipulated guidelines for quality assurance in HIV
care. The guidelines were not meant to be blueprints of care but were to be
adopted according to member countries’ capacity and prevailing social envi-
ronment. In Zambia, the guidelines include issues related to HIV counseling and
testing, human resource, physical infrastructure, supply of ARVs drugs and la-
boratory management [3] [4] and it is against these that this paper assesses the
research site.

The guidelines stipulate that a facility offering HIV and AIDS-related-services
should have an established policy and follow a written policy on HIV testing.
This policy should reflect national laws and WHO guidelines for rapid testing
[2]. Additionally, all staff should be familiar with the policy. In terms of coun-
seling, there should be both pre-test and post-test counselling and HIV testing
should be conducted with informed consent by individuals trained for the task.
The counselling should take place in an environment that ensures privacy. Test-
ing should adhere to 5 Cs of consent, confidentiality, counselling, correct results,
and connection to care, treatment and prevention services [3].

In terms of human resource, a facility should have an ART Clinical Officer
(CO) permanently located at the ART clinic, two nurses—one for drug dispen-
sary and the other for adherence, 4 community adherence supporters and data
entry specialist/health communication officer. All members of staff working in
such a facility should be adequately trained and certified to prescribe ART, fol-
low up recipients clinically and also be able to handle HIV and AIDs related is-
sues and conditions that may confront them [2]. This includes both adult and
pediatric ART.

Such a facility should have at least six rooms consisting of a screening room,
registry room with secure and confidential patient record system with lockable
cupboards. In addition to this, there should be a special counselling room, wait-
ing room, information room and dispensing room with stock control cards and
air condition to keep the drugs at the right temperature.

Uninterrupted supply of ARVs and ART provision is also one of the stan-
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dards. This was meant to promote adherence to ART [4]. There is also need to
support people being treated so as to facilitate their adherence to the prescribed
treatment and a written protocol to guide decisions on treatment eligibility.

Laboratory management should include rapid testing, a CD 4 count machine
for viral load monitoring, and hematology machine, full serum chemistry ana-
lyzer, mycobacterial culture, sputum smear microscopy for TB detection, he-
moglobin and HIV antibody test machines [1] [2] [4]. Additionally, the labora-
tory should meet National Guidelines and tests norms or WHO guidelines. In
terms of clinic frequency or opening times, the clinic should be provided at least
five days in a week.

In sub-Saharan Africa, a number of studies have been carried out to assess the
quality of care and capacity of health facilities accredited to provide HIV-related
treatment in resource-limited settings [5] [6] [7] [8]. Although these studies
have reported positive out looks in a few health facilities, they have largely
shown inadequacies in the health delivery system. The studies for instance indi-
cated that there were inadequate trained personnel in HIV and AIDS related
services and ART management [5] [8] inadequate laboratory equipment for
ART monitoring, inadequate confidential places for counseling and information
system was weak [5] [9]. Others were the inability of all the eligible patients to
start ART due to inadequate ARVs and persistent drug stock-outs [6] [7] [8].

In Zambia, reviewed literature indicates that there are no studies done to as-
sess quality assurance among accredited health facilities. The extent to which
accredited health facilities are suitable to offer HIV-related services is thus un-
known. This article reports findings from a study that was conducted in the rural
site so as to profile the characteristics of health facility from a resource con-
strained country but also a rural one where conditions are expected to be in

worst shape.

2. Methods
2.1 Study Area

The study was carried out in Chivuna, a rural community located approximately
60 km South-East of Mazabuka town, 35 Km from the Great North Road and
about 70 km South of Lusaka, the capital city of Zambia. The main ethnic group
is the Tonga speaking (or Ba-Tonga in plural), a matrilineal and patrilocal group
of people. Chivuna has a population of approximately 19,000 scattered in an area
covering about 34 square kilometers. The main source of livelihood is subsis-
tence farming, which is seasonal and dependent on the rainfall pattern. Like
most rural areas in Zambia, poverty levels are high, averaging more than seven
people in ten being poor and having limited access to basic necessities, including
food, shelter and health care. While nearly all the health facilities in the area of-
fer VCT, ART services only exist at Chivuna and Mbayamusuma health facili-
ties. The two facilities have a distance of more than 40 km apart. Chivuna health
facility started providing VCT and ART in 2006 and 2008 respectively.

DOI: 10.4236/wja.2018.81004

39 World Journal of AIDS


https://doi.org/10.4236/wja.2018.81004

H. Ntalasha et al.

2.2. Data Collection and Analysis

The data presented here was part of a bigger qualitative, ethnographic study
conducted over a period of one and half years. This component of the study as-
sessed quality assurance at Chivuna facility being one of the health facilities ac-
credited to provide ART in the District. The facility was visited several times
over the study period. In-depth interviews with professional and lay staff, Focus
Group Discussions (FGDs) and observations of available resources were con-
ducted. A total 8 professional health care providers, 6 community health workers
and 10 ART clients were interviewed. FGDs were conducted with ART clients
where there we had 2 from the health facility and the other 2 from the commu-
nity. Observations were done with respect to staffing levels, available space, es-
sential equipment, drug supplies, laboratory systems and patient-provider inte-
ractions/relationships among others. Interviews with health staff were conducted
in English while those with community members were done in the local lan-
guage, Chitonga. Purposive sampling was used to recruit all study participants.
For the purpose of quality control, all the interviews and observations were
carried out by the principal investigator. Repeated observations were conducted
at the health facility. All interviews were transcribed verbatim and word-processed
and the analysis was done using Atlas-ti version 7 using grounded thematic
coding, starting with open coding after which all the codes were grouped into

similar categories. From these categories, themes were generated.

2.3. Ethical Approval

Ethical approval for the study was obtained from the Research Ethics Committee
of the school of medicine at the University of Zambia and it was also cleared by
the Ministry of Health. For all the individuals that took part in the study, in-
formed consent was administered and participants were made to sign and for
those who could read or right thumbprints were used. Before consenting, each
participant was asked if they understood the risks and benefits of taking part in the
study. Anonymity and confidentiality were assured by way of not disclosing actual

identities of participants in the interview tools and subsequent publications.

3. Results

The assessment quality assurance addressed questions related to HIV/AIDs ser-
vices offered and where were they located, when they were administered, who
was in charge of the administration and under what conditions. Focus was also
on the infrastructure, staffing levels, training of staff who administer ARV, the
availability of essential drugs, reagents and equipment such as CD4 count and
liver functioning machine. The results are reported are reported with respect to

these parameters:

3.1. Provision of VCT and ART Services

Chivuna Rural health facility offers both VCT and ART services. The facility has
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been providing VCT and ART services since 2006 and 2008 respectively. These
services were provided three times per week on Mondays and Thursdays (with
Wednesdays restricted for pediatric ART). ART was not integrated into general
health services but was separated from the rest of the services. This practice was
to some extent viewed with mixed feelings by some clients. While some felt that
it exposed them to finger pointing and stigmatization, the majority seemed to
hold a few that it was better as it gave them an opportunity for interaction and to
share experiences among themselves as fellow positive people. Such experiences were
viewed as facilitating factors for adherence. There was a TB and youth-friendly cor-
ner though at the time of the study the youth friendly corner was not yet in op-
eration. This seemed to create a lot of challenges for youths who were visibly
missing from the facility.

The health facility was also involved in provision of mobile services which in-
cluded VCT and community-based sensitization. This was done in order to pro-
vide services to many remote communities, which were still affected by long
distances to health centers. These mobile services were provided with the sup-
port of NGOs such as Churches Association of Zambia (CHAZ) and Total Con-
trol of the Epidemic (TCE) a Danish funded NGO. The main services offered
under the mobile services were Prevention of Mother to Child Transmission
(PMTCT), under five clinic, antenatal clinics, community sensitization, family
planning and VCT. CHAZ had also bought the facility a 4 x 4 vehicle specifically
for mobile VCT. However, provision of these community-based activities was at
times not consistent due to inadequate and erratic funding as well as shortage of
staff. For instance, although the health facility had more than two vehicles, with
one vehicle specifically for the ART clinic, the whole facility only had one driver
for all the duties at the center. At times fuel was not available. These limitations
were ably presented by one of the male health care providers working at the ART
clinic when he elucidated:

The available number of staff is at times inadequate to go out in the com-
munities to carry out outreach programs such as community sensitization
and mobile ART services because we now have two clinics to run yet the
number of staff has remained the same. The same members of staff who
work at the ART clinic also conduct general health services. We are also
supposed to have two drivers but we only have one at the moment, so it is
quite difficult for us even if we have a vehicle specifically meant for the ART
clinic. Sometimes you find that you arrange to go out for sensitization or to
do mobile ART services, but in the meanwhile there are other operations
somewhere that need a driver, or maybe there is an emergency. This means

that we have to abandon whatever other activities we had planned.

The hilly and rugged terrain of the area and generally poor state of the road
network made some communities inaccessible particularly during the rainy sea-
son. For TCE, this was confounded by the use of bicycles as the main mode of

transport. However, even when a 4 x 4 vehicle was available; some areas were
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still not accessible by such kind of vehicle. In reference to poor road network

and other limitations, another health worker noted:

However these mobile services are usually hampered due to lack of financial
resources for fuel and manpower. With such constraints, it is usually diffi-
cult to say or plan the number of visits we are going to do per month, it is
not frequent, so we only do it as and when the resources are there. Then we
have the poor road network, in some places, roads do not exist, we have a 4

x 4 but we can’t still reach certain places.

As part of community services, the facility also provided sensitization on HIV
and AIDS. Being run by the Roman Catholic Church, the facility did not distri-
bute condoms. However, community sensitization activities were hampered by
the same limitations affecting mobile VCT, of inadequate staffing, poor road
network and inadequate funding.

For follow ups, the facility depended on community treatment supporters.
The study discovered that the mechanism had a lot of challenges particularly, for
remote communities due to lack of transport. However, there was optimism
among staff that the mechanism would improve as the facility was in the process
of acquiring bicycles for treatment supporters covering hard-to-reach areas. The
poor follow up mechanism was also attributed to what one care provider re-
ferred to as, “Allowance syndrome” making some health staff and community

health workers not being interested in any extra work without an allowance.

3.2. VCT and ART Physical Infrastructure

The building at the hospital which housed ART clinic was specifically built for
that purpose. However, the space was clearly inadequate, leading to congestion.
The building had three rooms consisting of a waiting room, registry, a consulta-
tion room and a tiny corridor with a sitting capacity of about ten people. The
waiting room, which was also the group counselling room, could only accom-
modate about twenty people at a time. According to health care providers this
made group counselling, which was supposed to be conducted on each ART day
difficult. Yet clients saw group counselling sessions as very important for adhe-
rence. The study discovered that, though very critical, special private counselling
rooms were not available. The screening and dispensing of drugs were done in
the same room while the registry was also the counselling room. Clients waiting
to see the clinical officer and those collecting files waited in the small corridor
which was very close to the counselling room. It was observed that due to the
corridor being too small, some clients sat right in front of the room where coun-
selling was taking place. This required both the counsellor and the client to
speak in low tones knowing that there were people sitting right in front of the
room. The data/health communication room was also lacking.

These inadequacies in terms of infrastructure had implications on quality of
services provide by the facility. For instance, inadequate space had negative im-

plications on the quality of counselling and other services offered. This is clear
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from the concerns raised by both key informants and community members who
viewed it as compromising privacy and confidentiality required for counselling.

These concerns can be illustrated by the following quotes:

We also need a bigger building so as to accommodate all these services that
we are providing. For counselling we need privacy so that patients can be
free and comfortable. At the moment this is lacking and as a result clients
are limited as to how much they can share with the counsellor because in-
stead of having only 2 people in a room there are usually more than two
people in the same room because registry is also the counselling room. So
even when they happen to have questions about their treatment and condi-
tion, some may not say anything (Male health care provider).

The rooms are not enough, you find in the room there are many of you,
maybe more than three yet you are supposed to be only two of you with the
counsellor, there is no privacy at all. Most of the time as you are talking to
the counsellor there is another nurse giving out cards and people keep
coming in and going out of the same room and you get distracted.(male
ARV user, male clinic based FGD amid agreement and support from other

discussants).

Observations and discussions with health care providers revealed that clients’
records were kept on open shelves yet the WHO guidelines recommend that

such records should be kept in lockable storage for confidentiality purposes.

3.3. VCT and ART Staff

The staff from the main facility worked at the ART clinic on rotational basis.
Among the reasons given for this were the inadequate staffing and need for all
staff to have experience in providing ART services. Another reason given was to
enable all staff working at the facility to have a share in the allowances which
were provided by CHAZ for the ART clinic. Inadequate staffing was also cited as
partly the reason why the clinic was held only twice in a week.

Consultations with health providers revealed that, on each ART day, there
were supposed to be a clinical officer, registered nurse, a pharmacist, a nurse for
bleeding, three four counsellors for adherence and an information officer. How-
ever, this was not always the case. For instance, at times only one to two staff
were found at the facility to conduct all the procedures. Additionally, the facility
was supposed to have two clinical officers (COs) but only had one to attend to
the Out Patient Department (OPD), In-Patient Department (IPD) and ART
clinic. As a result, the clinical officer had to first do the rounds in the wards and
attend to any emergencies at the OPD before going to the ART clinic.

Generally, most of the members of staff at the facility complained of being
over-worked since the introduction of VCT and ART services. It was pointed
out that the new services were being offered in addition to the other duties yet
the number of members staff remained exactly the same. This was a great con-
straint and affected service delivery to people intending to access HIV and AIDS
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related services in many ways. Firstly, it was observed that because of inadequate
staffing, people waited for a long time before being attended to. The fact that the
whole facility only had one clinical officer and he was required to start with gen-
eral health service delivery and was only able to go to the ART clinic after 10:00
hours yet some clients came as early as 5:00 hrs. Secondly, it was discovered that
counselling sessions were much shorter than they were supposed to be. For in-
stance, one of the health care providers informed the researcher that these
counselling sessions were supposed to last not less than 20 minutes but because
the counsellors were not enough, counselling time was much shorter. These de-
ficiencies imply that the quality of services delivered was greatly compromised.
Views from one of the health care providers are illustrative of this situation

when she narrated that:

The ART clinic was introduced without any changes in the number of staff.
This has led to increased work load for the few staff available. For instance,
the full establishment for the health facility even without the ART clinic is
two clinical officers but we only have one. So on each ART day, the only
clinical officer has to first do the rounds in the wards and attend to any
emergencies at the OPD before going to the ART clinic. Not having enough
staff is also partly the reason why the ART clinic is limited to only two days

in a week.

Similar sentiments were expressed by several community members as illu-

strated by the following remarks:

The attitude of most health care providers is just okay but the problem is
that the doctor (referring to the clinical officer) is just alone and patients
are just too many and no one to help. Some people can wake up around
4:00 hours and they are here by 600 hrs. and they would be number 3 or so
but the doctor only comes around 900 hrs. The doctor has to work at OPD
and wards and after she has finished, that is when she attends to patients at
ART. Even if you were the first one to arrive, you will go home around
13:00 hours. The workload is just too heavy for one person, if the govern-
ment could at least send one or two more doctors so that they can assist
each other (ART user a mid agreement and support from other discussants,

female community based FGD).

According to the health care providers interviewed, their delivery of other
services such as counseling was equally affected. These concerns can be elu-
cidated by the view of one of the male health care providers when he stated

that:

Even counseling if it has to be adequately done we need more counsellors
considering the numbers of patients that we deal with. We are supposed to
be with one patient for at least not less than 20 minutes but because some-

times there would be a lot of people to be seen and just a few of you to at-
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tend to them, this becomes very difficult. And also because many of them
cover long distances to reach the clinic, you try to squeeze in as many as
possible to ensure that all are attended to and by the end of the day you are
completely exhausted. This also affects the way some health staff behave

towards patients because they are human beings and they get tired.

3.4. Training in HIV and AIDS-Related Services

Only the clinical officer (CO) and the ART Coordinator were found to have offi-
cial training in ART services. These services consisted of adult ART manage-
ment, pediatrics and VCT diagnostic and counselling. It was revealed that nine
health care providers were trained in counselling with only one nurse having
been oriented to carry out all the requirements for dispensing of ART yet they
were all expected to carry out HIV and AIDS-related services.

The training was provided by CHAZ. However, the study discovered that even
when a nurse had been fully oriented in all the areas of ART services, she or he
could not initiate treatment because this was not allowed by the national guide-
lines if neither the clinical officer nor doctor were around.

All the community cadres who included peer educators, HIV medics,
treatment and adherence supporters, were found to have only done some ba-
sic orientation to ART services for a week. In the actual fact, nearly all the
community cadres complained of the training received not being adequate.
Most of them stated that the training they covered in one week should have
been done in three months implying that most of the training material was
left out. Thus, expressing concerns about training needs, a male lay counselor

remarked:

We definitely need further training in ART delivery because so far we have
just been oriented for one week, under normal circumstances, the course we
did should have been done in two months but it was compressed and so we
covered it in one week. Though we were trained in both counselling and
palliative care, this is still not enough. We need more training in all areas of
ART.

In a related interview, a female health care provider also noted:

All members of staff need more training so that they can be competent in
ART delivery, at the moment only the CO and the ART coordinator have
had official training in ART services, the rest of the staff have only under-
gone orientation for one week and this is not enough to enable them ade-

quately handle all the issues that relate to provision of ART services.

It was also revealed that at times health care providers who were adequately
trained in ART delivery were not always working at the ART clinic as staff
worked at the clinic on rotational basis. In essence, this compounded the inade-
quate training of staff in ART delivery. Gaining experience from working in the

ART clinic would have been a cushion for inadequate training. For instance, it
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was found that the only nurse who had been oriented in all the areas of ART de-
livery and once coordinator for the ART clinic was at the time of the study, no
longer working at the ART clinic but at the OPD. This did not only disrupt con-
tinuity in experience but was also a clear misplacement of training and expe-
rience yet both were very essential for a specialized field like ART delivery. Ac-
cording to some of the users, this was viewed as compromising confidentiality,
which can also be a limiting factor to those people who want to access and utilize

available services.

3.5. VCT and ART Equipment

In terms of laboratory management the only equipment that the facility had was
as sputum smear microscope for latent TB diagnosis. Reagents were also always
available through the involvement of both the government and CHAZ in the
distribution of these items. At times Total Control of the Epidemic (TCE), a
cooperating partner in VCT, also provided testing reagents. This made basic
testing such as rapid testing always possible. However, major equipment such as
CD4 count machine for viral load monitoring, sputum test machine, hematology
and, hemoglobin machines, full serum chemistry analyzer and antibody test
machines were all lacking.

Samples for liver and kidney functioning were being sent to the District Hos-
pital because the facility lacked a chemistry analyzer and CD4 count machine.
This was done two times a month. There was much concern by health care pro-
viders over the lack of these basic but essential testing machines because this re-
quired that all samples delivered to Mazabuka District Hospital located more
than 60 km away. This was a big challenge particularly during the rainy season
as the road connecting the two health facilities was at times impassable. At times
the health facility also experienced logistical problems. All this meant re-taking
blood samples, a situation that sometimes raised suspicions and resistance from
some of the members of the community who suspected some health care pro-
viders of being involved in Satanism, thereby using their blood for rituals. This
resulted into reluctance on the part of some potential users and dissuaded some
of those believing such allegations from HIV testing, and consequently limiting
the access to ART.

Lack of testing equipment was reported to lead to delays in getting test results
and consequently caused delays in linking positive clients to care and initiating
treatment for eligible clients as a confirmed HIV test result was required before
treatment could be initiated. Many study participants from both the health facil-
ity and the community narrated how lack of equipment delayed people to get
their test results, be linked to care and be initiated on ART. Some of these expe-

riences are expressed in the quotes below:

The frequency of transporting blood samples increases depending on the
number of people queuing up for testing in a particular month. The prob-

lem is that sometimes the machine breaks down on the day the samples are
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taken due to too much pressure because we are not the only health facility
that takes samples there. When this happens, blood samples have to be re-
taken because we cannot keep them beyond 24 hrs. before testing. This
leads to delay in initiating patients on medication because there is a re-
quirement that results are known before a client can be put on drugs (Male
health care provide).

Some testing machines should be acquired because that is one thing that
delays people to start medication, some die while waiting for test results
because our blood has to be taken to Mazabuka and then sometimes we are
told that there was need for fresh blood and tests to be repeated meanwhile
the patient keeps waiting for results without any medication even when one
could be very ill (middle aged female ARV user, clinic based FGD).

If only the samples could be tested here [at Chivuna health facility] it would
have been better but now patients have to wait for samples to be taken to
Mazabuka and then results to come before somebody can be given the
drugs, this causes a lot of delay, some of our colleagues have died in the

process of waiting (male on ART for 3 years, clinic based IDI).

To some extent the delays and the re-taking of blood samples lead to mistrust
and suspicions of some health care providers. It was also suspected that repeated
taking of blood samples was to enable some health care providers use the col-
lected blood for satanic rituals. Further, it was revealed that some eligible clients

were in the process of waiting for test results lost. One ART client stated that:

That happens a lot [referring to retaking of blood samples], like for me,
they had collected blood more than two times from me. Because of drawing
blood from you on a daily basis in the end, they can even drain the last of
drop of blood from you, sometimes you start thinking of possibility of other
things happening, we do not know what happens maybe our blood is being
sold (Female ARV user, mixed clinic based FGD, amid agreement from

other participants).

Such concerns were confirmed by some health care providers as one of them
stated that:

Yes there is some talking about that [repeated blood taking]. Some clients
have even approached me jokingly asking about where we take their blood
and whether we sell it. They have heard about Satanism yes and so they ask
such questions. This is made worse by the re-taking of blood samples we
have talked about. And then results do delay sometimes because of not
having our own machines here. Before our CD4 count machine was taken
to Chikankata Hospital things were much better. We have lost some pa-

tients in this manner (male health care provider.)

Some health staff expressed how frustrated they felt at times when they were

unable to initiate treatment due to delayed test results even when some clients
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would be showing signs of deteriorating health status. It was further reported
that in the beginning, a CD4 count machine was allocated to the facility by
CHAZ. This equipment had since been transferred to another much bigger
health facility located about more than 50 kilometres away. In addition to this,
the facility also lacked many other equipment required as minimum standard for

a facility offering HIV and AIDS-related services.

3.6. Supply of HIV and AIDS Drugs

All the drugs required for the administration of ART were provided by both
CHAZ and government through medical stores. The facility had never expe-
rienced any drug shortages and had in stock both first line and second line
ARVs. The readily and consistent availability of ARV drugs was an important
predictor for drug compliance, an assertion verified by all sources, including
physical checks on all ART days. The readily availability of ARVs encouraged
people to cover the long distances to the health facility and was hence a facilita-
tor for adherence. Antibiotics for prophylaxis were also always available. This
finding was unique to the study area because at the time of the study there were
protests in other parts of the country due to shortages of HIV and AIDS-related
drugs, particularly ARVs. There was Post-Exposure Prophylaxes (PEP) only for
members of staff. However, at the time of the study incidences requiring these
services such as accidental needle pricking of staff had never occurred at the fa-

cility.

4. Discussion

The study sought out to assess quality assurance in HIV/AIDs-related services in
Chivuna Health facility and generally, the findings indicate that HIV/AIDS ser-
vices were available at the facility. However, as observed before by other qualita-
tive studies in the region [7] [8], the present study identified a number of gaps
when compared with the WHO minimum standard guidelines in provision of
VCT and ART services. The results from our study do confirm that these in-
adequacies affected the effective operations of the facility. The gaps did exist in
nearly all the key departments of VCT and ART delivery. In laboratory man-
agement for example, the CD4 count, the hematology machine and chemistry
analyzer were lacking. As observed by [8], this inevitably contributes to delays in
people getting their results and consequently delays in those found HIV positive
in accessing the care and treatment they require. Inadequate laboratory equip-
ment also affected ART monitoring. This has also been observed by other au-
thors [5] [6].

Physical infrastructure was also observed to be below the WHO standards. In-
stead of having at least six rooms for counselling, screening, record keeping,
counselling, waiting room, dispensing and data room as per minimum require-
ments, our results reveal that Chivuna health facility only had three rooms. This

led to combining of some of the services in a single room. This also meant that
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some of the services provided were not as effective as they are expected to be.
For instance, because of lack of specific counselling rooms, the quality of coun-
selling was compromised due to confidentiality concerns. The situation also has
potential to prevent clients from seeing seeking counselling at the facility.

Study findings also reveal, a finding not unique to this study but common in
many earlier studies also [10] [11] [12] [13] the facility experienced staff short-
ages. Our findings show that staff shortages impacted negatively on counselling,
waiting and opening times. For instance, because of low staffing levels, our find-
ings show that the length of counseling sessions was reduced. In the same vein,
because of inadequate staffing, particularly in relation to the fact that there was
only one clinical officer to carry out all the services at the facility, people were
subjected to longer waiting times. And as earlier reported [14] [15] [16], inade-
quate staffing leads to burn out among health care providers because they end
up being over worked, a situation that compromise the quality of care delivered.
In Chivuna, shortage of staff was also the reason given for providing ART only
three times in a week.

Training in HIV and AIDS-related services was also inadequate. The lack of
training in a way contributed to the lack of confidentiality among some of the
health staff, which equally emerged as a barrier to people entering and being re-
tained in the HIV continuum of care. Like inadequate staffing alluded to above,
inadequate training in ART delivery negatively impact on the quality provided.
In all their studies from Botswana, Uganda and Tanzania, [15], cite the impor-
tance of having well trained health care staff in ensuring provision of quality
HIV and AIDS-related counselling as a way of enhancing access to HIV and
AIDS-related services.

Lack of trained staff in ART is both a risk to staff and clients and may com-
pound the problems. When clients become aware that staff are not adequately
trained, they may lose confidence in the facility and possibly resort to other
means such as traditional medicines which are largely neither scientifically
tested nor approved. Lack of training among ART staff and its negative effects
has been reported also by other qualitative studies from other countries within
the region [9] [14] [17] and from Zambia [18] [19] [20]. In our study area, lack
of training was compounded by lack of continuity in service delivery by health
staff in that they worked at the ART clinic on a rotational basis.

Generally, as observed above all these gaps had negative implications on the
effectiveness of the services delivered. Earlier studies within the region [8] [10]
[17] [21] all observe inadequacies in many health institution accredited to pro-
vide HIV- and AIDS-related services. The inadequacies in the health delivery sys-
tem identified above affected the effectiveness in the delivery of HIV and
AIDS-related services.

It should be mentioned nonetheless, that the fact that Chivuna health facility
never run out of ARV drugs, both first line and second line drugs, was an im-

portant predictor for drug compliance because it encouraged people living with
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HIV to cover inconceivably long distances to the health facility knowing that
they will find them each time they went there. As stipulated by the WHO guide-
lines, uninterrupted provision of ARVs was critical so as to avoid treatment in-
terruptions if drug resistance is to be prevented and also make ART effective.
This was an interesting finding considering that a number of previous studies
have reported of drug shortages or irregular medical supplies due to weak pro-
curement procedures as being critical barrier to ART access and adherence [8]
[14] [19] [22] [23]. Additionally, Chivuna health facility had sputum machine

and always had reagents for various tests.

5. Conclusion

The findings from this study have shown that while HIV/AIDs-related services
were available in rural settings like Chivuna, a number of gaps were recorded.
The findings indicate that a few services, such as uninterrupted supply of ARVs
and availability of reagents were in line with WHO guidelines. However, for the
majority of the services were below the WHO minimum standard guidelines for
the provision of such services. These inadequacies in the health delivery system
contributed to poor service delivery. Therefore, for HIV and AIDS-related ser-
vices to be effective and also ensure universal access to these lifesaving services,
there is need for government and cooperating partners to address these inade-
quacies so as to optimize access to care for people living with HIV. This is im-
portant because provision of health care in itself is not enough with assuring the

quality of care provided and hence the need to address it.
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