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ABSTRACT
Background
This study assessed the performance of HIVV/AIDS integrated care approach delivered as part
of routine PHC service in Nigeria. The study further examined the factors that influence the
service delivery, performance and impact.
Methods
A concurrent mixed methods design involving quantitative and qualitative methods was
adopted. The quantitative study used a retrospective cohort design to collect and analyse
medical records of service users. This was followed by a survey conducted with 241 randomly
selected HIV positive and HIV negative patients. The qualitative study used focus groups and
key informant interviews to explore the views/perceptions of service users and their providers
regarding why and how the integrated care worked or did not work. Quantitative data were
analysed using IBM SPSS statistics 22. Regression analysis was performed to assess trend in
uptake of HIV services, while interrupted time series analysis was used to assess the effect of
the integrated care on non-HIV services. The normal approximation test for two proportions
and confidence intervals were used to test the difference in proportions of satisfied respondents
between the HIV positive and HIV negative patients. Qualitative data were transcribed and
analysed using the framework approach.
Findings
Medical records of 125,844 patients comprising 78,351 (62.3%) adults and 47,493 (37.7%)
children (0-60 months old) were sampled and analysed. The mean age (SD) of the satisfaction
survey respondents was 32.8 (9.1) years for the HIV positive patients and 26.5 (7.2) years for
the HIV negative patients. Majority of the respondents were married (81.6%), females (78.8%)
who have not had secondary level of education (72.0%). The qualitative participants were

between 19 to 65 years old, and majority had at least secondary school level of education.



The study found that HIV counselling [Change/annum (95% C.I): 2.11 (1.19, 3.04), p =
0.0001], testing [Change/ annum (95% C.I): 1.89 (1.02, 2.76), p= 0.0001] and collection of test
results [Change/ annum (95% C.1): 1.90 (1.03, 2.76), p = 0.0001] significantly increased over
time. Uptake of ART on follow up increased over time [Change/ annum (95% C.1): 8.51 (6.95,
10.08), p =0.0001]. ART enrolment decreased over time [Change/ annum (95% C.1): -0.02 (-
0.28, 0.23, p = 0.855]. Fear of confidentiality and stigmatisation resulted in poor clinic
attendance. HIV counselling and testing for pregnant mothers increased over time [Change/
annum (95% C.I): 24.32 (16.70, 31.95), p = 0.0001]. The number of HIV exposed babies
decreased with time [Change/ annum (95% C.1):-0.09 (-0.19, 0.012), p = 0.08]. Use of maternal
health services improved over time: antenatal care service [Effect/ month (95% C.I): 6.6 (4.55
to 8.65), p = 0.0001], family planning service (Effect/ month (95% C.1I): 1.3 (0.26 to 2.26), p =
0.014] and delivery service [Effect/ month (95% C.1): 0.9 (0.39 to 1.45), p = 0.0009]. Child
health services showed a moderate increase over time: BCG [Effect/ month (95% C.I): 1.8
(0.64 t0 2.88), p = 0.002], and DPT1/ Penta 1 vaccinations [Effect/ month (95% C.1I): 1.0 (0.20
to 1.73), p = 0.013]. Paediatric out-patient attendance improved [Effect/ month (95% C.I): -7.7
(-21.27 t0 5.91), p = 0.264] but in-patient attendance decreased over time [Effect/ month (95%
C.1): -0.04 (-0.17 to 0.08), p = 0.487]. Adult out-patient attendance improved [Effect/ month
(95% C.1): 13.2 (9.88 to 16.44), p = 0.0001]. Majority of the HIV positive patients (98.4%) and
HIV negative patients (99.2%) were satisfied with the quality of services they received.
Qualitative participants reported improved access to health care, reduction of stigma and
discrimination against HIV service users, maintenance of privacy and confidentiality of
patients among providers, improved satisfaction with services, and knowledge of prevention
of transmission of HIV from mother to an unborn baby. Barriers to integrated care reported

included, inadequate funding, inadequate staffing, knowledge gap, and inadequate



infrastructure and facility. Facilitators of service delivery were identified as available
infrastructure, facility and services, as well as efficiency of PHC facility management.
Conclusion

The findings suggest that the integrated care improved access, outcomes and quality of both
HIV and non-HIV services. However, poorly managed programme may affect desired quality
negatively. A system wise approach to integrated care is therefore critical for ensuring success

of the programme.
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PREFACE

My interest in research on integration of HIV care and treatment services within routine PHC
was inspired by my professional practice as a Public Health Physician where | observed in
Nigeria that vertically run programmes like the HIV/AIDS antiretroviral treatment (ART)
programmes do better in terms of funding, management and performance compared with
horizontally managed programmes. Incidentally, the later serve the medical needs of the
majority of the population in the country, and at the same time suffered neglect and
deterioration from the effects of the vertical programmes especially in the resource-constrained
countries of the sub-Saharan Africa (SSA).

My interest in this research was reawakened in 2005 when the National Action Committee on
AIDS (NACA) of the Nigerian Ministry of Health declared interest on decentralising HIV care
from tertiary and secondary level health facilities, and integrating the service within Primary
Health Care (PHC), the structure upon which the Nigerian health system was built. The PHC
structure is responsible for delivering essential health care to the majority of the underserved
population, bringing health care to as close as possible to where people work and/or live. By
the year 2010, there has not been any report on the effect of the integrated HIV and PHC care
in Nigeria. My review of the empirical literature on this matter revealed the effectiveness of
the integrated care as an intervention for achieving universal health coverage, but the impact
of integrating HIV care and treatment services with routine PHC services was generally still
unclear.

On one faithful day in the year 2010, a team of academics from the University of Sheffield,
UK, comprising of Drs. Graham Jones and Abubakar Sadeeq visited the Department of
Community Medicine, Bayero University, Kano, Nigeria in search of collaboration on
postgraduate programmes in Public Health, and that opened the door for a lot of discussions

and business relationship between Bayero University and The University of Sheffield. The
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collaboration was to jointly develop, teach and certify Masters and Doctorate degree courses
in Public Health. Although the collaboration did not progress on full scale as planned because
of the insecurity from the insurgency that just erupted in the northern part of Nigeria, the two
parties agreed to continue with the human resource development component of the
collaboration which required the clinical lecturers in the Bayero University team to pursue
Ph.D degree. As one of the clinical lecturers on the BUK team in this collaboration, | was given
the golden opportunity to be part of this training.

My research assessed the impact of integrating HIV care and treatment with routine PHC
services in Nigeria, and assessed the factors that influence the service performance and impact.
The findings suggest that integrated care improved access, outcomes and quality of both HIV

and non-HIV services, and the details would be useful for policy, practice and future research.
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ORGANISATION OF THE THESIS REPORT
This thesis is organised in seven (7) chapters as follows:
CHAPTER ONE: This starts with a background discussion of the burden of HIVV/AIDS and the
implications of it on the health system. The treatment and care for people living with HIV is
also described, followed by a description of the integrated care approach, its dimensions and
why the approach is important for a better HIV care and treatment outcomes. The final part
presents the study rationale, and sets out the aims and objectives.
CHAPTER TWO: This presents results from a systematic scoping review of the literature to
understand the extent and nature of the evidence available on the impact of integrating HIV
care into PHC. The review was conducted primarily to scope the literature on the integrated
care for HIV, and identify gaps that exist in the literature so that they can be addressed in the
primary study of this Ph.D.
CHAPTER THREE: This describes the mixed methodological approach. The chapter starts
with a description of the study setting and then a reminder of the research aim and
objectives/questions that have been addressed. The philosophical underpinning of mixed
methods approach is described next, followed by a justification for the choice of the mixed
methods approach, and the mixed methods study design used to conduct the study.
CHAPTER FOUR: This describes the methods and results for the two studies under the
quantitative arm of the study. The first study was based on analysis of secondary data that were
collected following routine delivery of the HIV integrated care, whiles the second study was a
survey of service users’ satisfaction with the integrated care.
CHAPTER FIVE: This describes the methods of the qualitative study and presents the findings
in two sections. The first section presents findings of participants understanding, views/
perceptions, and experiences about integrated care. The second section presents participants’

perceptions of the barriers and facilitators of the integrated care service delivery.
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CHAPTER SIX: In this chapter the key findings of the qualitative and the quantitative studies
are integrated and discussed. The discussion compares the current findings with the wider
global literature to gain a better understanding of what worked, and in what contexts to improve
health outcomes, following the implementation of integrated care for HIV.

CHAPTER 7: In this chapter the conclusions are drawn, and recommendations made based on

the study findings.
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CHAPTER ONE: UNDERSTANDING HIV/AIDS AND INTEGRATED CARE

1.1 INTRODUCTION

This chapter introduces the research, and provides the rationale for this study. To provide some
context, the chapter starts with a background discussion on the burden of HIVV/AIDS and the
implications of it on the health system. The treatment and care for people living with HIV is
described, followed by a brief explanation of the integrated care approach, the dimensions of
integrated care and the importance of this approach for better HIV care and treatment outcomes.

Finally, the research rationale, aims, and objectives are stated.

1.2 BACKGROUND TO THE STUDY

Primary health care (PHC)' is the cornerstone of the health system in many low - and middle -
income countries (LMICs) including Nigeria (Bitton et al, 2017). The PHC approach is aimed
at addressing the basic health challenges in communities, by delivering promotive, preventive,
curative and rehabilitative services to the generality of the population. The PHC approach
utilises maximum community and individual involvement and participation in the planning,
implementation and evaluation of the above listed services, and making good use of local,
national and other resources. Further, the PHC approach guarantees access to essential
healthcare by bringing services to the door steps of individuals as enshrined in the World Health
Organization’s (WHO) Alma-Atta declaration of 1978 (WHO, 1978). The Alma-Atta
declaration recognises PHC as the first level of contact of individuals and families in the
communities with the country’s health system. However, in Nigeria, the implementation of the
PHC delivery system, as first point of contact, to address the country’s health problems is

challenged by underfunding, which is largely impacted by recent global economic recessions
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(Alenoghena et al, 2014). As a result, the control of HIV/AIDS, other communicable, as well
as non-communicable diseases in the country has remained a problem.

As a strategy to strengthen efforts to stop the spread of HIVV/AIDS in Nigeria, its care and
treatment activities have been decentralised from the tertiary and secondary healthcare facilities
and integrated into the primary health care facilities. The theoretical basis for this integration
is that, “IF HIV care and treatment are integrated into routine PHC there would be universal
access to HIV/AIDS care and treatment to people living with the disease in Nigeria, and THEN
this would lead to an improvement in the quality and treatment outcomes” (Okonkwo et al,
2014). The next section will advance our understanding of the HIVV/AIDS disease, as well as

the burden of it globally and specific to Nigeria.

1.3 THE HIV PANDEMIC

Human immune-deficiency virus (HIV) is a retrovirus belonging to the genus Lentivirus and
part of Retroviridae family. The virus is the cause of a spectrum of disease known as
HIV/AIDS. Two types of HIV infections (HIV-1 and HIV-2) have been described (Nyamweya
etal, 2013). HIV-1 was the first to be discovered, and was originally named Lymphadenopathy
Associated Virus (LAV) or Human T-cell Lymphotropic Virus (HTLV-III). It is more
infective, virulent and the cause of majority of HIV infection globally (Sharp and Hahn, 2011).
HIV-2 has lesser infectivity than HIV-1 and is largely confined to West Africa (Sharp and

Hahn, 2011).

HIV infection impairs the immune system of the human body, making it vulnerable to common
infections like tuberculosis, other opportunistic infections and tumours (WHO, 2016).
Acquired immune-deficiency syndrome is the advanced stage of the HIV infection (WHO,

2016), and is commonly alerted by pneumocystis pneumonia (40%), cachexia in the form of
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HIV wasting syndrome (20%), oesophageal candidiasis and recurrent respiratory tract
infections (Sahoo et al, 2017).

HIV infection is spread via contact with blood and blood products, during unprotected sexual
intercourse (including anal and oral sex), contaminated blood transfusion, sharing of infected
sharp objects like hypodermic needles, razor blades, or injury with such objects; and vertically
from mother to child during pregnancy, and through childbirth and breast feeding (CDC,
2016a). According to the Centers for Disease Control and Prevention (CDC), the risk of
contracting HIV is highest through blood transfusion with as high as 9,250 per 10,000
exposures (CDC, 2015a). The CDC further revealed that receptive anal intercourse with 138
risk per 10,000 exposures is the second highest exposure whiles the third highest risk is through
needle sharing during injection drug use with 63 risk per 10,000 exposures (CDC, 2015a).
However, HIV transmission through the sexual route is commoner worldwide, with the
majority occurring through heterosexual contacts, although the pattern of transmission varies

significantly among countries (Morison, 2001).

HIV infection affects people from all races, sexes and ages including foetuses that are still
unborn (Morison, 2001). However, the infection is common among people within the active
age group. Studies from Nigeria have shown that HIV prevalence was highest among the age
group 20-39 years old (Nasidi and Harry; Abah, 2014). Young people, especially women in
the developing world are at high risk of sexually transmitted infections (STIs) and HIV for a
variety of reasons, including biological vulnerability, lack of awareness about diseases that are
transmitted sexually including HIV/AIDS, and not perceiving themselves as belonging to a
group at risk of HIV infection (Morison, 2001). Other reasons cited by different researchers
include lack of access to condoms, erratic use of condoms, increased number of sexual partners,

and economic factors (Lawan et al, 2012; Abah, 2014). Younger women may easily succumb
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to a sexual relationship with older male partners for economic reasons; they lack the skills or
power to negotiate condom use, and are usually the victims of cultural/religious norms
regarding sexuality and fertility (Lawan et al., 2012).

Effective interventions for reducing the risk of HIV infection include increasing awareness and
information on HIV/AIDS and its prevention, correct and consistent use of condoms during
sexual intercourse, limiting the number of sexual partners, and avoiding sharing drug injection
equipment (Abah, 2014). HIV counselling and testing (HCT) has proven to be an effective
medium for the delivery of these interventions (Lawan, 2009). HCT facilitates early diagnosis
and treatment of HIV-infected persons and also decreases risky behaviours that could transmit
HIV to uninfected persons (Lawan et al, 2012). Furthermore, knowing HIV status encourages

HIV negative persons to modify or reduce risky behaviours.

1.3.1 Global burden of HIV/AIDS

Currently, HIV and AIDS are ranked fifth among all diseases with high burden globally
(Ortblad et al., 2013). Estimates from the Joint United Nations Program on HIV/AIDS
(UNAIDS) show that HIV has infected averagely 38.0 million people from all ages globally
(range: 31.6 to 44.5 million) by end of 2019 (UNAIDS, 2020). The WHO (2019) says the
African region is the most hit by the HIV pandemic, with a current rate of 3.9% adults (nearly
one in every 25) living with HIV. This figure, according to the WHO report, accounts for more
than two-thirds of the people living with HIV globally. The UNAIDS factsheet (2020) show
that there were approximately 1.7 million (Range: 1. 2 to 2.2 million) new HIV infections
globally in 2019, and eastern and southern Africa contributed the highest number of these new
infections, with about 730000 (Range: 580000 to 940000) people infected with HIV in that
year. The report further revealed that the number of new infections from western and central

Africa accounted for 240000 (Range: 150000 to 350000) of the global figure for 2019. Of the
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24.5 million people globally, that accessed antiretroviral treatment in 2019, eastern and
southern Africa contributed the highest with 15.0 million accessing treatment in 2019, and up
to 2.9 million (Range: 2.8 to 2.9 million) people from west and central Africa accessed the
treatment (UNAIDS, 2020). This suggests that the majority of people worldwide who are living
with HIV/AIDs now have access to ART. However, despite this increased access to
antiretrovirals, HIV deaths remain unacceptably high, and worst in the most affected African
countries. Reports from the UNAIDS (2020) says of the 690000 (Range: 500000 to 970000)
deaths from AIDS related illnesses globally in 2019, 300000 and 140000 deaths were registered

in eastern and southern Africa, and western and central Africa respectively.

1.3.2 Economic implications of the HIV and AIDS epidemic

HIV/AIDS epidemic has had a tremendous impact on individuals and the society. Since its
discovery, it has exerted negative effects on people and the economic and social development
of countries most affected by the disease (Sharp and Hahn, 2011). HIV affects the active and
productive age group and negatively interferes with incomes and productivity of families
(Maijama'a and Mohammed, 2013) and the overall economic resources of a country (Dominic
et al., 2014). The effects of illnesses and deaths from HIV and AIDs can negatively affect
growth and development of countries (Frank et al, 2004). Studies from Nigeria show that
HIV/AIDS has hurt the Real Gross Domestic Product (GDP) growth, standard of living of
affected persons (Maijamaa and Mohammed, 2013), and schooling (Dominic et al., 2014). As
the disease in Nigeria is spread mainly through heterosexual intercourse involving high-risk
groups like commercial sex workers who are already stigmatised by society, people living with
HIV and AIDS may face a lot of psychological and social challenges (Stangl and Grossman,

2013), and this may also affect their income and productivity negatively.
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The HIV epidemic imposed direct challenges on the already fragile health systems of countries
most affected in different ways. The epidemic resulted in an increased burden of diseases and
demand for health care from HIV and related opportunistic infections like TB, pneumocystic
carinii pneumonia, malnutrition, and meningitis among others especially in areas where the
epidemic was severe (Tawfik and Kinoto, 2006). This resulted in a massive increase in public
health expenditure, which according to some reports exceeds the available resources for health
in many LMICs (Amico et al., 2010). Reports from the United Nations (2004) has revealed
that the annual direct medical cost for treatment of AIDS patients in sub-Saharan Africa was
US$30 per person excluding the cost of antiretroviral treatment, while public health
expenditure on health was less than US$10 per capita. The HIV epidemic also led to loss of
health workers to HIV infection, stress from excess workload and low morale of health workers
(Tawfik and Kinoto, 2003). Furthermore, the quest to build-in quality and accountability into
HIV programmes resulted in fragmentation of health care as well as attrition of health workers
from general health service to HIV programmes for greener pastures. Beck et al (2007) argue
that HIV pandemic has overburdened the already weak and underfunded primary health care
systems especially in LMICs. However, alongside the sufferings, the health systems can be
said to have recorded some achievements as a result of the pandemic. The epidemic attracted
global partnership and increased funding for the health sector through some common global
health initiatives: The U.S President's Emergency Plan for AIDS Relief (PEPFAR), The World
Bank's Multi-country HIV/AIDS Programme (MAP), and the Global Fund to fight AIDS, TB
and Malaria (Biesma et al., 2009). Affected health systems had mobilised massive community
awareness and promoted participation in health (UNAIDS, 1997; Ramirex-Valles, 2002). The
HIV epidemic also provided opportunity for improving physical infrastructure, which were
hitherto dilapidated in many facilities in affected countries, provision of specialised equipment

and consumables, and training of human resource for health (PEPFAR, 2013).
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Notwithstanding these arguments, HIV affected population need to be prioritised to receive
treatment in order to improve their quality of life and reduce the spread of the virus to healthy
population. Early antiretroviral treatment prevents AIDS-related and non-AIDS related
diseases (NIH, 2015), and reduces the chances of transmission to others (CDC, 2015b). The
next section discusses the treatment and care steps to support people living with HIV so as to

improve their quality of life.

1.3.3 Global move towards tackling the HIV pandemic

As a response to the HIV pandemic, the World Health Assembly formally approved the
creation of the Special Programme on AIDS, within the WHO, at its 39" meeting held in May
1986 (Kim, 2015). The special programme, which is considered as the cornerstone of the global
AIDS plan, had the following objectives: to prevent HIV transmission, take care of HIV-
infected persons, i.e., reduce morbidity and mortality associated with HIV infection, and to
unite national and international efforts for global AIDS control. The creation of the special
programme paved a way for the establishment of national AIDS controls policies and
programmes to achieve the global targets (Mann, 1987). By end of 1987, national AIDS
committees had already been established in more than 150 countries (Mann, 1987). At the
global level, the Special Programme taskforce designed the global HIV/AIDS plan and raised
sufficient funds to implement the plan (Center for Global Development, 2021a; Kim, 2015;
Mann, 1987). The Taskforce is also responsible for providing strategic leadership, developing
consensus, coordinating scientific research, exchanging information, assuring technical

cooperation, mobilising, and coordinating resources.
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1.3.4 Global Actors and initiatives

Following from the establishment of global special programme, the national HI\VV/AIDS control
policies, programme, and the global plan of action on HIV and AIDS, and global health
initiatives (GHIs) were created as emergency response to scale-up the control of the major
communicable diseases across the globe (Mann, 1987, Kim, 2015). These initiatives are
characterised by their focus on issues of international concern, ability to mobilise huge levels
of financial resources, operation in several countries, linking inputs to performance; and by the
channelling of resources directly to non-governmental civil society groups among others
(Mwisongo et al, 2016; Mann, 1987). Furthermore, GHIs generally have their own governance

structures operating through designated committees or other agencies (Mwisongo et al, 2016).

GHI support has been of different forms, ranging from monetary support for certain
underfunded priority areas to technical support to improve health support systems for their
better performance (WHO, 2009). At the broader level, beyond HIV and AIDS control,
numerous GHIs have been created to support LMIC to achieve their health outcomes in line
with the global goals (Carlson, 2004), and with these support many countries in Africa have
made significant progress towards the achievement of the Millennium Development Goals
(MDGs) 4,5 and 6 (Biesma et al, 2009). The prominent GHIs in the African sub-region include
the US President’s Malaria Initiative (PMI), the US President’s Emergency Plan for AIDS
Relief (PEPFAR), the Global Fund to Fight AIDS, Tuberculosis and Malaria (GFATM), World
Bank's Multi-country HIV/AIDS Programme (MAP), the GAVI Alliance, the Roll Back
Malaria partnership, UNITAID, Stop TB Partnership, the Global Leprosy Programme,
Children’s Investment Fund Foundation, and the Measles Initiative and the Global Polio
Eradication Initiative (Chima and Homedes, 2015; Mwisongo et al, 2016). Among these,

PEPFAR, MAP and the GFATM are contributing more than two-thirds of all direct external
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funding to scale up the prevention and control of HIV and AIDS in resource poor countries

(Mann, 1987).

PEPFAR is the commitment of the United States of America to combat the global HIV
pandemic, announced in January 2003 during president George W. Bush’s State of the Union
and authorised by the Congress that same year through the leadership Act (US Department of
Health and Human Services, 2016). The Congress re-authorised the programme on three
occasions through the Lantos-Hyde Act of 2008, the PEPFAR Stewardship Act of 2013, and
the PEPFAR Extension Act of 2018, which goes through FY 2023 (Kaiser Family Foundation,
2021). By the year 2020, PEPFAR’s funding has reached more than $90 billion, including
funding for the Global Fund to Fight AIDS, Tuberculosis and Malaria, making it the largest
commitment ever made by any nation towards global health initiative to address a single

disease problem in the world (Kaiser Family Foundation, 2021).

PEPFAR is overseen by the U.S. Global AIDS Coordinator who coordinates all U.S global
HIV activities and funding across its implementing agencies and departments: U.S Agency for
International Development (USAID), the Department of Health and Human Services through
CDC, Health Resources and Services Administration (HRSA), and National Institute of Health
(NIH), the Departments of Labour, Commerce and Defence (DoD), and Peace Corps, thus
leveraging the power of “the whole government” response by drawing on the competencies of
the different sectors to provide innovative solutions to addressing the global HIV pandemic
(US Department of Health and Human Services, 2016; Kaiser Family Foundation, 2021; US
Department of Health and Human Services, 2021). PEPFAR activities focus on expanding
access to HIV prevention, treatment and care interventions, and by the end of September 2020
the programme has supported antiretroviral treatment for nearly 18.2 million people, provided

critical care and support for more than 6.7 million orphans, vulnerable children, and their
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caregivers; and supported HIV testing services for nearly 50 million people in over 50 countries

across the globe (US Department of Health and Human Services, 2021).

The Global Fund to Fight AIDS, Tuberculosis and Malaria, often called the Global Fund, was
created in 2002 following the call by the G-8 Heads of State meeting in Okinawa Japan in
2000, the African leaders meeting in Abuja in 2001, and the endorsement of the United Nations
Secretary General Kofi Annan at the United Nations Special Session on AIDS, in June 2001
(The Global Fund, 2021a). The calls were to innovate a financing mechanism that seeks to
rapidly raise and disburse funding for programmes that reduce the impact of HIV/AIDS,
tuberculosis and malaria in LMIC in the push to achieve the UN’s Millennium Development
Goals (Center for Global Development, 2021b). The Global Fund is structured as a partnership
between developed countries, developing countries, the private sector, civil society and
affected communities. Most of the funding for the Global Fund comes from the public sector
with 92% of the total funding from the donor countries (The Global Fund, 2021b). The United
State, France and United Kingdom are the highest public sector contributors while the Bill and
Melinda Gates Foundation is the largest private sector supporter of the fund (Centre for Global

Development, 2021b).

As an international organisation, the Global Fund mobilises and invests more than US$4 billion
a year to support programmes in LMIC (The Global Fund, 2021c). Since its inception, it has
disbursed more than US$44.9 billion as of April 2020 in the fight against HIV, TB and malaria
and for programmes to strengthen systems for health across more than 155 countries (The
Global Fund, 2021c). It is estimated that the Global Fund in 2019 has financed antiretroviral

treatment for 18.9 million HIV positive patients, provided anti-tuberculosis treatment for 5.3
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million people, financed the distribution of 131 million insecticide-treated mosquito nets to
prevent malaria, and saved 32 million lives globally (The Global Fund, 2021d).

The Global Fund operates as a financer of credible cutting edge proposals on mitigating the
spread and problems from AIDS, Tuberculosis and Malaria that have scaled the scrutiny of
experts at country level. To facilitate the process therefore, the Global Fund has established a
unique structure under which funds are administered (Center for Global Development, 2021b).
It has a secretariat in Geneva where Global Fund operations are managed, which is headed by
the Executive Director, a Board of Directors who are responsible for providing guidance to the
secretariat, endorsing policy and strategic decisions including approving grant funding
decisions; and the technical review panel that review funding proposals and rate them on
technical merits. In recipient countries however, the Country Coordinating Mechanism (CCM),
Principal Recipient (PR), and Local Fund Agents (LFAS) administer the grant and provide
oversight in each recipient country. The CCM (the country level Management Board consisting
of representatives of governments, donors, private sector, academic institutions, NGOs and
people living with the disease) submits funding proposals and provide oversight; the PR
(designated in-country organisation selected by the CCM to receive funding allocation from
the Global Fund Secretariat) distribute funds to sub-recipients according to grant agreement;
and the LFAs are local agents in recipient country to conduct routine monitoring and financial
audit of allocate funds on behalf of Global Fund Secretariat (Center for Global Development,

2021b).

The World Bank's MAP otherwise known as the African MAP was the first donor initiative on
HIV/AIDS which aimed to offer long term support (10-15 years) to combat HIVV/AIDS and
mitigate its impact in Africa (World Bank, 2007). The MAP for Africa has committed more

than $1.2 billion since its inception in the year 2000 to increase national HIV/AIDS efforts and

43



to support sub-regional (multi-country) HIV/AIDS programmes on the African continent

(Center for Global Development, 2021a).

The World Bank has established a structure for coordinating the African MAP where the
Global HIV/AIDS Programme and AIDS Campaign Team for Africa (ACT Africa) manage all
HIV/AIDS related activities at its headquarters in Washington, DC (Center for Global
Development, 2021a). At the regional level, the regional operations units together the
corresponding country offices manage the bulk of the World Bank's grants and lending,
analysis and policy discussions on HIV/AIDS. At the country level, individual country
teams are responsible for specific country HIV/AIDS projects. The World Bank country-based
staff, led by a Country Director, and in collaboration with host-country governments design
and implement specific country projects based on priorities and aligned with the country's
existing strategic documents (The World Bank, 2007, Center for Global Development, 2021a).
The Africa MAP provides all funding directly to the National AIDS Councils, who are then
responsible for disbursing the funds to government ministries, community organisations and/
or service providers according to an agreed-upon plan (Center for Global Development,

2021a).

1.3.5 Treatment, care and support for people living with the disease

Although there is presently no cure for HIV/AIDS, effective clinical intervention such as
antiretroviral (ART) treatment are being implemented to ensure healthy and productive life for
people living with HIVV/AIDs (CDC, 2016b). Furthermore, across the globe, governments of
affected countries have developed guidelines, facilitated by the WHO, for providing quality
and comprehensive psychosocial therapy (care and support) for population living with the virus

(WHO, 2016b).
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Until recently, many sub-Saharan African countries have implemented a vertical approach to
provide care and support for people living with HIV and AIDS (WHO, 2004a). A vertical
approach means that the HIV control programme had a specific defined objective and separate
management and administrative structure parallel to the existing health system (Caimcross et
al, 1997). The vertical approach to health care has had many advantages, including attracting
funding for specialised training of HIV workers; the provision of free laboratory services; drugs
for treatment of opportunistic infections; and better service delivery infrastructure and process
leading to better efficiency and quality of services (Chevo and Bhatasara, 2012). However,
vertical programmes are criticised as being value-driven, lead to service fragmentation, create
barriers to access, breed inefficiency and lack sustainability (Atun et al., 2008). Attrition of
health workers from general health services to vertical HIV programmes also occurs as a result
of better working conditions and remunerations (Odeny et al., 2013). Furthermore,
"verticalisation" of health services results in wastages from duplication of efforts and resources
by the general health services, as well as the HIV programmes for support services like
monitoring and evaluation, community mobilisation and other similar activities (Atun et al.,
2008). Treatment and care of AIDS patients is lifelong from a service delivery perspective, and
patients may require to utilise the services of other diseases under the PHC structure. Thus, it
has been argued that adopting an integrated treatment and care approach could be a better way
to address the weaknesses of the vertical approach to health care (Criel, De Brouwere and
Dugas, 1997). This integrated approach to HIVV/AIDS treatment and care is discussed in detail

in section 1.5.
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1.4 HIV situation in Nigeria

In Nigeria, HIV prevalence increased significantly from 1.8% in 1991 to 5.8% in 2001 (FMOH,
2010). But there was a decline thereafter; from 5.8% (2001) to 4.4% (2005) and then slightly
increased again to 4.6% in 2008 (FMOH, 2010). The results from the 2010 sentinel survey of
Nigeria estimated the national prevalence to be 4.1% with variability across states and local
government areas (LGAs) (FMOH, 2010). The declining trend of HIV prevalence in Nigeria
suggests that the epidemic was becoming stabilised (Abah, 2014). In 2015, there were on
average 3.5 million people living with HIV in Nigeria, with 227518 new HIV infections
reported (male 45.7% and female 54.3%). There were also around 180,000 AIDS related deaths
and 1665403 (87.3% adults and 12.7% children) requiring anti-retroviral drugs (ARV) in the
same year (UNAIDS, 2015). In 2016, a WHO report indicated that the HIV prevalence among
adults 15-49 years old was 2.9% (Range: 2.1 to 4.0%), and 967 000 people (30% [Range: 19
to 42%]) were reported to be on ART (WHO, 2017). A joint press release of the UNAIDS and
National Action Committee on Health (NACA) of the Federal Ministry of Health, Nigeria
confirmed a significant reduction in the HIV prevalence among adults 15-49 years old from

the 2.9% reported in 2016 to 1.4% by 2019 (UNAIDS/ FMOH, 2019).

1.4.1 The Nigerian health system and the HIV fight

Primary Health Care (PHC) is the foundation and central focus of the health system in Nigeria
(Federal Government of Nigeria, 2018). The Reach Every Ward (REW) approach, which uses
the political ward as the functional unit for PHC service delivery, was adopted as a suitable
strategy for attaining the goal of “Health for all Nigerians™ as enshrined in the health policy
document of the country (Federal Government of Nigeria, 2018; FMOH, 2016). In pursuance
of this goal, Nigeria operates both the orthodox and traditional health care delivery systems

operating alongside each other, with the orthodox health care been provided by the private and
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public sectors. Out of the 40226 hospitals and clinics listed on the health facility registry in
Nigeria in 2019, 85.2% were PHC facilities, 14.4% were secondary health care facilities, while
0.4% were tertiary health facilities. Furthermore, 73.1% of these facilities were public
(government) owned and 26.9% were private health facilities (FMOH, 2019a). Interestingly,
80% of health services to Nigerians is provided by private health providers. (FMOH, 2007;
Uzochukwu, 2014).

The public health service is organised into primary, secondary and tertiary levels in conformity
with the three tiers of government in the country, and delivered through the respective
ministries of health at the levels. Thus, the national health policy and national health Act
prescribe responsibilities for the PHC to local governments through the local government
health departments, secondary care to states through the State Ministry of Health (SMOH), and
tertiary care to the federal level through the Federal Ministry of Health (FMOH) (FMOH, 2016;

Federal Republic of Nigeria, 2014).

The FMOH comprises of a secretariat that houses eight departments, which specialise in
different aspects of health care; five agencies, including the National Primary Health Care
Development Agency (NPHCDA) and the National Agency for the control of AIDS (NACA);
three research institutes; and professional regulatory councils and boards for the various
professional health disciplines (Uzochukwu, 2014). These departments and agencies provide
the overall stewardship, leadership and governance for health care delivery in the country, and
the provision of tertiary health care through the network of teaching and specialist hospitals
under the department of hospital services (FMOH, 2016; Federal Republic of Nigeria, 2014).
The tertiary care is the highest level of health care in the country, and the health facilities at
this level serve as the referral centres for patients from the primary and secondary health care

facilities (FMOH, 2016).
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A similar structure, as described above, exist at the states level, and is used to deliver the
different aspects of the secondary health care to the population through the SMOH and its
boards and agencies/ parastatals. The SMOH domesticates national policies or formulate state
specific policies, and provide the leadership for all public health activities in the state including
clinical services (FMOH, 2016; Federal Republic of Nigeria, 2014; Uzochukwu, 2014). The
general hospitals provide the clinical services for this level of care, and serve as the referral
centers for primary health care facilities. Each district, Local Government Area (LGA), or zone
is expected to have at least one secondary-level facility (Uzochukwu, 2014).

The LGAs are mandated by the constitution of the Federal Republic of Nigeria to finance and
manage primary health care under the supervisory oversight of the state government through
the Primary Health Care Management Board (PHCMB) or Primary Health Care Management
Agency (PHCMA) as the case may be (FMOH, 2016; Federal Republic of Nigeria, 2014,
Uzochukwu, 2014). Health facilities at the primary level of care are the communities’ entry
point into the health care system. These facilities comprising of the health posts and clinics,
health centres and comprehensive health centres provide promotive, preventive, and basic

curative care to the populace (Uzochukwu, 2014).

The government is responsible for the provision of health services in Nigeria, and under the
constitution of the federal republic of Nigeria, health is on the concurrent list implying that
each level of government identifies its health priorities and pursues them with minimal
intervention from the other levels (Federal Republic of Nigeria, 2014; FMOH, 2004). In
addition, the development partners also provide resources to the Federal Ministry of Health
through the Federal Ministry of Finance (Uzochukwu, 2014). However, out-of-pocket
expenditure is the major source of health financing in Nigeria (Onwujekwe et al, 2014; Onoka

et al, 2011). As a result, most primary health facilities across the country are poorly equipped
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due to poor funding, especially at the state and local government levels. Furthermore, the
availability of basic amenities like electricity, potable water supply and provision for sanitary
waste management necessary for quality health care delivery is poor in many of the PHC
facilities in the country (Onoka et al, 2011; Uzochukwu, 2014).

Nigeria produces one of the highest stock of human resource for health in Africa but still suffers
inadequate numbers of the various categories of these workers because of maldistribution
between urban and rural areas, across regions of the country (FMOH, 2016), and due to external

brain drain for greener pasture (Uzochukwu, 2014).

Although enormous resources were leveraged in order to fight the HIV epidemic in the LMICs,
there have been concerns that the epidemic has affected the already overstretched systems of
these countries negatively. The HIV epidemic resulted in decreased referrals and access to
antenatal care services due to shortage of health worker in Malawi (Mtonya et al, 2005).
Similarly, there were reports that basic health services like family planning were increasingly

strained in many places due to shift in donor funding to HIV programme (England, 2008).

In the next section, the initiatives and strategies put in place by the Nigerian government to
fight the HIV pandemic, the policy and framework guiding the implementation of the initiatives

are discussed.

1.4.2 The HIV fight in Nigeria: A historical perspective
Since the outbreak of the HIV pandemic in Nigeria in the early 1980s, the government of
Nigeria has demonstrated political will, and through the support of its development partners,

has developed strategies and funded a number of initiatives to fight the pandemic. For instance,
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the Nigerian government established the National Expert Advisory Committee on AIDS
(NEACA) in 1986 to offer technical advisor to the government to fight the HIV crisis in the
country. Following from that the National AIDS and STDs Control Programme (NASCP),
which is now a division within the department of Public Health of the FMOH, was established
(Federal Government of Nigeria, 2009). The NASCP has a mandate to coordinate the
formulation and effective implementation of the Nigeria government policies, guidelines and
standard operating procedures for the prevention of new HIV infections as well as improve on
the existing treatment, care and support for those persons living with the disease (FMOH,

2021).

Beyond the establishment of the NASCP, the government has also set up various specialist
agencies and committees, including the establishment of a Presidential Committee on AIDS
(PCA), and the National Action Committee on AIDS (NACA) in the year 2000, with the
responsibility to coordinate the multi-sectoral response to the HIV epidemic at the national
level. At the sub-national/state level, the State Action Committee on AIDS (SACA) and Local
Government Action Committee on AIDS (LACA) were created to expand the work of the
national committees beyond the national level. In 2007, the National Action Committee was
transformed into the National Agency for the Control of AIDS (NACA) by an Act of the
National Assembly to further strengthen its coordinating role and the overall national response
under a Director General and a Governing Board (Federal Government of Nigeria, 2009).
SACA is responsible for mobilizing resources (local and foreign) and coordinating the
equitable application for HIV/AIDS activities in Nigeria, as well as they provide and coordinate

linkages with the global community on HIV/AIDS (NACA, 2020).
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1.4.3 Policies and frameworks guiding implementation of actions/interventions

The Government of the Federal Republic of Nigeria through the FMOH adopted the National
policy on HIV/AIDS and STI in 1997 (Federal Government of Nigeria, 2003). The policy has
since been reviewed (2003 and 2009) to reflect the changes made in the HIV fight, and to put
in place the requisite framework and guidelines to all the structural changes and interventions
adopted by the government (Federal Government of Nigeria, 2003; Federal Government of
Nigeria, 2009). The overall goal of the national HIV policy is to control the spread of
HIV/AIDS in Nigeria and to mitigate its impact to the point where it is no longer of public
health, social and economic concern (Federal Government of Nigeria, 2003). The policy has
adopted a multisectoral approach to the HIV response, to ensure the full inclusiveness of all
sectors and stakeholders in the HIV fight. The 2009 review leveraged on the increased political
commitment of the government and stakeholders resulting in an expanded response to the
epidemic, especially with the launching of the Universal access to HIV prevention, treatment,

care and support advocated by the United Nation (Federal Government of Nigeria, 2009).

Following the HIV/AIDS and STlIs policy, and the creation of the PCA and NACA in year
2000, a 3-year multi-sectoral HIVV/AIDS Emergency Action Plan (HEAP) was formulated in
2001 to guide the implementation of the government initiatives (NACA, 2010). HEAP mainly
addressed the issues of creating public awareness, at a time when the epidemic was beginning
to spread in the country and when awareness, knowledge and behavior change were critical to
curtailing the epidemic (NACA, 2010). Most of HEAP activities were conceived as short-term,
high impact interventions whose implementation formed the base for the medium term strategic
plan for HIV/AIDS in Nigeria. HEAP was built on two strategic components: creation of an
enabling environment and specific HIV/AIDS intervention. Strategies for the creation of the

enabling environment for HIV prevention and control included: 1) removal of socio-cultural
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barriers; 2) removal of information barriers; 3) removal of systemic barriers; and 4) catalysing
community-based responses. On the other hand, the specific HIVV/AIDS interventions included:
1) preventive interventions targeted to high-risk populations; 2) preventive intervention for the
general population; 3) care and support for persons infected by HIV; and 4) care and support

for persons affected by HIV (NACA, 2001).

The National Strategic Framework (NSF) 2005-2009 replaced HEAP in 2005 (Federal
Government of Nigeria, 2009). This further facilitated the development and implementation of
interventions to tackle the problem more seriously. The NSF provided the broad structure for
the multi-sectoral implementation of the National policy on HIV/AIDS and STlIs that was
developed in 2003. The goal of the NSF 2005-2009 was to reduce HIV/AIDS incidence and
prevalence, provide equitable prevention, care, treatment and support and mitigate its impact
among women, children and other vulnerable groups and the general population in Nigeria by
25% by the year 2009 (NACA, 2005). The NSF was reviewed in 2007 and 2015 to respectively
reposition HIV prevention as the centrepiece of the national HIVV/AIDS response (NACA,
2010), and fast-track the national response towards ending AIDS in Nigeria by 2030 (NACA,

2017, NACA 2019).

1.5 Adoption of an integrated approach to care and treat PLWH in Nigeria

Concerted efforts towards programmes for the control of HIV and AIDS have attracted much
attention and consumed huge resources both at global level and in the resource-constrained
countries. Fortunately, these investments seem to have reduced the sufferings and deaths due
to HIV in developing sub-Saharan African countries (Odeny et al., 2013) where most of the

achievements were arguably due to commitments of development partners. Notwithstanding,
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the global burden of HIV continues to be a major challenge, having claimed about 32.7 million

lives by the end of 2019 (UNAIDS, 2020).

The universal access to ART advocated by the United Nation's Millennium Development Goal
(MDG) 6 required that all HIV infected patients eligible for treatment in LMICs have access
to ART (Okonkwo et al, 2014). The achievement in coverage of antiretroviral treatment in
Africa is largely due to the large-scale vertical treatment programme in urban centres leaving
the majority of rural communities still underserved. This necessitated the development of new
strategies/ models for provision of sustainable treatment and care for HIV patients in resource
limited settings. The strategy required that HIV programmes are decentralised to lower-level
health facilities that are at the doorsteps of the people, and integrated with other health services
(United Nations, 2012). Decentralisation of HIV care and treatment in the context of PHC
implies the delivery of HIV care and treatment for instance antiretroviral therapy in lower-level
(PHC) health facilities and within communities (Bussmann et al., 2008). A PHC approach is
crucial for equitable healthcare delivery (lvers, Kendrick and Doucette, 2005; Egger, 2006;

Wester et al., 2005).

Integration of HIV care into PHC appears to be a veritable strategy for ensuring wider access
and sustainability of the HIV programme. PHC-based health systems achieve better health
outcome and equity than those that are specialty-based (Valentijin et al., 2013).

Many researchers have reported on the integration of HIV care and treatment within PHC in a
number of low resource African countries and have shown good working potentials (Topp et
al., 2013; Odeny et al., 2013; Uebel et al., 2013a; Uebal et al., 2013b; Crowly and Stellenberg,
2014). The literature suggests that integration of HIV within PHC mostly occurs at the micro/
service delivery level (Delnoij et al, 2002). Documented strategies for integration of HIV care

into PHC include amalgamation of physical space and patient flow for outpatient services;
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combined pharmacy, laboratory and medical records services; HIV counselling and testing
services in the PHC (Uebel et al., 2013a, Topp et al., 2013), co-location of HIV services in
PHC facilities; ART refill at PHC facilities; specialist support from secondary/ tertiary ART
sites to PHC facilities; joint staff training, and standardisation of protocols among others (Uebel
et al., 2013b; Odeny et al., 2013). However, because of the complex nature of the integration,
clear recommendations for effective implementation of the intervention are scare. (Sweeney et

al., 2012; Uebel et al., 2013b).

Evidence on integrated HIV care has shown that situating HIVV/AIDS care into efficient PHC
system has increased access in hitherto underserved communities (Odeny et al, 2013; Crowley
and Stellenberg, 2014). Evidence show that patient enrolment, acceptability, quality and
continuity of services have improved in such settings compared to care provided in parallel
specialist clinic setting (Pfeiffer et al., 2010; Sweeney et al., 2012; Bedelu et al., 2007;
O’Connor et al., 2011; Mutevedzi et al., 2010, Chan et al., 2010). Also, integrating HIV care
into PHC have been reported to improve efficiency in the use of available resources and
structures, patient waiting time, and ensures that funds leveraged for any of the services also
benefited the others (Coetzee et al., 2004; Pfeiffer et al., 2010). Furthermore, lower costs of
patient care (Long et al., 2011; Brennan et al., 2011), improved capacity of staff due to
opportunities for in-service training (Price et al., 2011), and expansion of health management
information system databases (Pfeiffer et al., 2010; Coetzee et al., 2004) were additional

benefits of integrated health care.

Albeit the enormous gains from integrated health care, integrating HI\VV/AIDS care into PHC
may come with serious disadvantages if not adequately funded or managed. In South Africa,

the integration of HIV with sexual and reproductive health services resulted in poor outcomes
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from increased patient burden, inadequate staffing and resistance from existing health care
workers (Smit et al., 2012). Others have also reported that integrated health care has resulted
in lower utilisation and patient satisfaction (Nyamuryekunge et al., 1997), reduced knowledge
of health intervention (Tuladhar and Stoeckel, 1982), and increased perception of being
stigmatised (Church et al., 2013). However, the evidence presented on the potential benefits of
adopting an integrated approach to healthcare provision appears to outweigh any demerits. It
is for this reason that the Nigerian government adopted and piloted the integrated treatment
and care of HIV, by incorporating HIV treatment and care services, which used to be delivered
parallel to the routine primary health care, into its PHC system with the aim to improve quality

of care and treatment outcomes.

The Kumbotso Comprehensive Healthcare Centre (KCHC) is one of the primary healthcare
delivery centres in Nigeria which were selected to pilot the new integrated care in 2010, and
this study has drawn on data generated from the implementation of the integrated care at the
centre to understand the potential impact of the integration. In the next section, a description
of the development and subsequent implementation of the integration care and treatment

service/intervention is presented to provide some context and rationale of the present study.

1.5.1 Development and implementation of the integrated care and treatment model

In Nigeria, the decentralisation of HIV care and treatment from tertiary and secondary health
care facilities and integration into PHC started in 2003. This followed the realisation by the
Federal Ministry of Health, of the need to expand coverage of HIV care and support services
to underserved communities, in line with the global policy of universal access to ART
advocated by the United Nation's Millennium Development Goal (MDG) 6 (Okonkwo et al.,

2014). As previously discussed, estimates from Nigeria showed that 3229757 people were
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living with HIV virus in 2013, and 1476741 required anti-retroviral drugs (NACA, 2014), but
only 30% of those in need of urgent treatment could access ART (FMOH and MEASURE
Evaluation, 2014). The National guidelines on HIV/AIDS care and support in Nigeria
recommends that eligible people leaving with HIV (PLHIV) should receive unrestricted access
to medical treatment of HIVV/AIDS and its complications including ART, care for emotional
issues and mental health problems associated with HIVV/AIDS through the National HIV/ AIDS
programme (NACA, 2014). As stated earlier, integration of HIV care and treatment within
PHCs that are at the doorsteps of the majority of the population would guarantee sustainable

access to these services (lvers, Kendrick and Doucette, 2005; Egger, 2006; Wester et al., 2005).

The major implementing partners of the PEPFAR project supported the development of the
integrated care in Nigeria: The United States Embassy in Nigeria, United States Government
(U.S.G) agencies including Communicable Disease Control (CDC), the United States Agency
for International Development (USAID) among others (Center for Global Development, 2020).
Although documentation on details of the implementation of HIV integration within PHC in
Nigeria is scarce, Okonkwo et al. (2014) described the implementation model used in Nigeria
as the “hub-and-spoke” model (Figure 1.1). In this model, the central project sites of the
PEPFAR project, mostly the teaching hospitals in the country and the central project sites for
the HIV project where services were decentralised from, are used as the "hub" and the referral
centres. The spoke comprised of 13 satellite sites, selected from secondary-level hospitals
located at semi urban and rural communities within different Local Government Areas (LGAS)
in the states based on a preliminary assessment of the PHC facilities in the country (FMOH
and MEASURE Evaluation, 2014). They include a combination of public, private, and faith-
based health centres that offer general health services. Hitherto, the satellite sites were naive

for provision of comprehensive ART services, although all were providing single-dose
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nevirapine for PMTCT and HCT prior to the scale-out process. Each of the secondary-level

facilities was in turn linked to at least three PHC facilities.
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Figure 1.1: Hub and spoke model of HIV decentralisation in Nigeria (Okonkwo et al,
2014).

1.5.2 Pilot implementation at the Kumbotso Comprehensive Health Centre (KCHC)

The pilot service was jointly developed as part of an understanding between the Nigerian
Federal Ministry of Health, AKTH, the Institute of Human Virology Nigeria, and the Institute
of Human Virology of the University of Maryland School of Medicine (Charurat, etal., 2010).
The piloting took placed in 2003, at the KCHC. Implementation required shifting of the task
for management of HIV from physicians to nurses, community health extension workers
(CHEWs), trained peer educators, and to the patients. In addition, decentralising HIV treatment
and care and integration within KCHC was expected to strengthen community involvement by
linking community-based interventions with the PHC, thereby improving access to health

services (FMOH, 2014).
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Before the decentralisation of HIV care in the country, which paved way for the integration of
the HIV services within PHC, treatment and care for HIV was a separate stand-alone service.
The available service was ART programme, which was supported by Nigerian Institute of
Human Virology IHV-N) and operated at the "SS Wali" treatment centre within the tertiary
hospital - AKTH. The components of the programme included the adult antiretroviral treatment
(ART), paediatric ART, PMTCT of HIV, treatment support services (adherence support, home-
based care), HIV integrated laboratory services, ARV pharmacy service, and monitoring and
evaluation (AKTH, 2013). By December 2009, there were 10,846 patients on the HIV
programme in AKTH (84.1% adult and 15.9% paediatric) and 6110 (91.7% adults and 8.3%
children) were on ART. Furthermore, 3730 antenatal care (ANC) clients were counselled and
tested in 2009. Of these, 372 (9.8%) were found positive for HIV and were commenced to join
the antiretrovirals (ARVs) programme. At present, AKTH serves as the hub of the ART
programme in many health facilities within the north-western region of Nigeria (AKTH, 2013).
By 2010, the antiretroviral (ART) component of the integrated programme was decentralised

from AKTH and integrated into the PHC in KCHC.

Decentralisation of HIV services and integration within PHC services in KCHC then became
the devolution of part of the responsibility for the HIV treatment and care from the tertiary
level AKTH ART centre to KCHC. Under the arrangement the health facility was to offer
additional ART services together with the routine PHC services (FMOH, 2014). This implied
using facility for outpatient and directly observed treatment short-course (DOTS) services for
tuberculosis (TB) treatment to deliver ART services, MCH facilities for PMTCT services, and

the laboratory for routine services to offer HIV laboratory service.
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1.5.2.1 Description of the intervention/ integrated care service
Figure 1.2 describes the integrated care and treatment intervention’s logic model. The logic
model explains how the integrated service works or was expected to work in the Nigerian
context. The components of the service, described in detail below, include training, community
engagement, education and information sharing; and treatment, care and support for PLWH.
a. Training of health workers: Health workers working in the PHC facilities were
trained on the minimum package of HIV care to be delivered at PHC recommended by
the national guidelines for the decentralisation of ART services (FMOH, 201). In line
with the guidelines, the health workers were trained on HCT, initiation of ART
including PMTCT, routine ARV-refill, adherence counselling, psychosocial
counselling, home-based care services, nutrition support, palliative care, and basic
diagnostic techniques among others. This is in addition to the services provided under
the primary health care under one roof approach. In order to improve on the efficiency
in service delivery, the health workers were also trained on communication skills,
logistic management, patients’ records and appointment systems, and monitoring and
evaluation. Regular re-training sessions were conducted to keep the health workers

updated on the dynamic needs of HIVV management in the integrated care setting.

b. Community engagement: The HIV positive patients were mobilised and trained to
form treatment and peer support groups that work as volunteers that provide basic HIV
education to community members, mobilise them to take HIV tests, normalise HIV
stigma and discrimination and linkage of community members to clinic and social
support including psychosocial, child care and income generating activities/

empowerment.
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C.

Education and information sharing: At every opportunity in the outpatient clinic,
ANC, postnatal clinic/ family planning clinic and during immunisation sessions, all
patients received health talks on HIV prevention, care and support, and on general
prevention practices like personal and food hygiene, proper nutrition, immunisation and
so on. These messages are extended to the communities through outreach sessions
organised by the health workers, or through the treatment and peer support groups that

work in the communities.

HIV counselling and Testing: The integrated service provides HIV counselling and
testing (HCT) to all persons accessing healthcare at the KCHC outpatient department
for the first time, and all pregnant women accessing antenatal, immunisation, family
planning services at the centre. Those found positive received posttest counselling, and

were referred to the consulting physician for management or treatment planning.

Treatment with Antiretroviral (ART): Patients who test HIV positive were treated
with ART according to national treatment guideline. The guidelines follow the WHO
HIV treatment recommendation that all patients assessed as being in WHO clinical
stage 4, 3 with CD4 count < 350 cells/mm? or any WHO stage with a CD4 count 200
to 350 cells/mm?3 receives ART (FMOH, 2007). The first line ART regimen in fixed-
dose combination of nevirapine, lamivudine and stavudine were used as the first-line
ART regimen, and second-line regimens were reserved for cases of treatment failure or
toxicity from the first line drugs. Combination of a boosted protease inhibitor (bP1) plus
two nucleoside reverse transcriptase inhibitor (NRTIs) was recommended (WHO,
2010) as second-line regimen. In AKTH/ KCHC, a combination of Zidovudine (AZT),

Lamivudine (3TC) and Lopinavir-Ritonavir (or Azatanavir-Ritonavir) are used as
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second-line regimen if Tenofovir (TDF) has been used in the first-line combination.
However, TDF/3TC/Lopinavir-Ritonavir (or Azatanavir-Ritonavir) combination is
used as second-line regimen for patients who have used AZT in the first-line drugs
combination.

Psychosocial supportand care: The integrated care facility provide conselling support
services for patients on healthy living with the HIV virus, adherence counselling,
difficulty coping with HIV diagnosis or HIV related conditions, normalising HIV
stigma and discrimination among others. The support specialists in the clinic also
provide referral or linkage service to mental health clinic, legal support services for
cases of discrimination in employment, gender-based and domestic violence, housing

and public accommodation; and linkage to income generating activities.

Supervision and monitoring of service delivery: After initiation of antiretroviral
treatment, HIV patients were re-assessed after two (2) weeks, and thereafter assigned
on monthly follow up visits, provided they have no complaints. After three (3) months,
stable patients were subsequently switched to eight (8) weeks follow up appointment.

The HIV programme in Kano is currently managed by the SACA with support from
partner agencies working in the state. The committee is responsible for coordinating
HIV related operations and service delivery. Specifically, SACA is responsible for
promoting task shifting, improving laboratory and diagnostic services; and

strengthening procurement and supply management systems.
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Figure 1.2: Framework for understanding outcomes of integrating HIV and PHC services
(Author’s construct)

1.6 RESEARCH QUESTIONS

This research was informed by the lack of evidence to understand the impact of the
implementation of the integrated HIV care service in Nigeria. Following the implementation
of the integrated care for HIV service in KCHC in 2010, no research has been arranged to
evaluate the effect of the integration on service utilisation, service quality and patients’
satisfaction. A scoping review of the literature helped to understand the nature, magnitude and
volume of literature that has already addressed this topic, and the research gaps that could be
addressed by this thesis. Based on the programme initial theory of change presented in the
model (Figure 1.2), and the findings of the scoping review, the following research questions

were formulated to address the evidence gaps:
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1. What has worked following the implementation of an integrated HIV care in Nigeria?
2. Why has the integrated HIV care service worked or did not work within the Nigerian

context?

1.7 STUDY AIM AND OBJECTIVES
The aim of the study was to evaluate the performance of the integrated HIV care service
delivered as part of routine PHC service in Nigeria. The study also assessed the factors that

influence the service performance and impact.

1.7.1 Specific objectives

1. To assess the effect of the integrated HIV care service on uptake/utilisation of HIV
counselling and testing (HCT) and anti-retroviral therapy (ART) provided at the KCHC.

2. To assess the effect of the integrated HIV care on uptake /utilisation of non-HIV services
provided to both HIV and non-HIV patients at the KCHC.

3. To identify and describe the barriers to, and facilitators of, uptake of the integrated HIV care
service.

4. From the perspectives of the service-users, assess their satisfaction and perceived stigma
associated with the integrated care.

5. To explore the views/ perceptions and experiences of health service providers (health
workers and health administrators) and service users (patients) with respect to the integrated

HIV care delivery.
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CHAPTER TWO: INTEGRATION OF HIV CARE INTO ROUTINE PRIMARY
HEALTHCARE SERVICES IN LOW- AND MIDDLE - INCOME COUNTRIES

(LMICs) - A SCOPING REVIEW OF LITERATURE

2.1 INTRODUCTION

This chapter presents results from a systematic scoping review of the literature to understand
the extent and nature of the evidence available on the impact of integrating HIV care into PHC.
The review was conducted primarily to identify gaps that exist in the literature so that they can
be addressed in the primary study of this thesis. The specific objectives of the review are

outlined in section 2.3.

2.2 RATIONALE FOR THE REVIEW

Despite the numerous studies demonstrating the benefits of integrated care discussed in chapter
one, there is lack of reviews on this subject that has attempted to synthesise evidence to
understand whether integrating HIV care into an already overburdened primary healthcare
systems in LMICs is beneficial. A quick search in PubMed revealed that no scoping review has
yet explored what worked, and what factors influenced success following integration of HIV
care into PHC system in LMICs.

A systematic scoping review, rather than a systematic literature review with meta-analysis was
chosen in order to map out the literature available on the integration of HIV care into primary
health care. The choice of this approach was largely informed by Brien et al. (2010), asserting
that scoping review is a novel methodology for assessing the depth and breadth of a body of
literature on area of interest systematically. Until recently, much less emphasis has been placed
on this technique to ‘map’ relevant literature in particular areas of interest (Arksey and

O’Malley, 2005). According to Mays et al. (2001), scoping review can be undertaken as
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standalone projects in complex settings or under settings where an area has not been
comprehensively reviewed. Armstrong et al. (2011) and Brien et al. (2010) reported that
scoping review is used to inform a systematic review, especially where the topic has a very
broad scope. This review became imperative to identify whether or not a systematic literature
review is feasible, that is, if literature in the area of interest exist, or relevant if systematic
reviews have not been conducted already on the effectiveness of integrating HIV care into
primary health care (Arksey and O’Malley, 2005). A scoping review was therefore adjudged
appropriate in this study to enhance understanding of existing literature, including gaps and
uncertainties, clarification of definitions related to the research question and an understanding
of the way in which these are conceptualised within existing literature (Arksey and O’Malley,

2005).

2.3 AIM OF THE REVIEW

The aim of the review was to identify and review published research including grey literature

in order to understand the nature, magnitude and volume of evidence available on the impact

of integrating HIV care into routine PHC systems in LMICs. The specific research questions

of the review were:

1. What is the scope of the literature around the integration of HIV services into routine
primary healthcare?

2. Is there evidence in the literature demonstrating the impact of integrating HIV care
services into routine PHC?

3. What are the likely factors that could facilitate the integration of HIV services into
routine PHC?

4. What are the main barriers hindering the integration of HIV services into routine

PHC?
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5. What are the perspectives of health care providers (workers) and users (HIV patients)

and non — HIV patients regarding integrated care?

24 THE REVIEW APPROACH

The methodological framework for conducting a scoping review as developed by Arksey and
O’Malley (2005) and advanced by Levac et al. (2010) was adopted for this review. The process
has six steps (Arksey and O’Malley, 2005) including an optional step (Levac et al., 2010):
identifying the research question; identifying relevant studies; study selection; charting the
data; collating, summarising, and reporting the results. The sixth optional process, recently
recommended by Levac et al. (2010) involves consultation with stakeholders to ensure
comprehensive inclusion of all relevant material. A description of how these steps were applied

in this review is presented in sections 2.4.1 to 2.4.5.

2.4.1 Identifying the research question

The framework by Arksey and O'Malley recommend that researchers should maintain a wide
approach in formulating research question in order to generate breadth of coverage. Bearing
this recommendation in mind the research question formulated for this study was: "What is

known from the existing literature about integration of HIV care into PHC in LMICs?"

2.4.2 ldentifying relevant studies

The main purpose of scoping review is to be as comprehensive as possible in breadth in
identifying relevant studies and reviews suitable for answering the central research question.
To identify the relevant studies in this review, a search strategy was developed and used to
conduct searches in relevant electronic databases. In addition, reference lists of selected articles

were searched to identify studies missed in the database search. Websites of relevant
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organisations and conferences were also searched for similar purpose. Local journals not
indexed on Medline or other popular academic databases were not hand-searched because of
limited access. The search strategy was developed ab-initio to minimise bias as recommended
by Wright et al. (2007). The search strategy and a description of the search process are
described below:

Search strategy

A comprehensive and reproducible literature search is the foundation of good reviews (Zvi and
Chung, 2007). A good search strategy is a reflection of how well the research question is
articulated. A good search strategy is worked out by performing separate searches to identify
key concepts in the research question, and combining search terms using Boolean logic
(Lefebvre et al., 2021, Grewal, Cataria and Dharwan , 2016). This search strategy was
developed in consultation with the information specialist at the library of the School of Health
and Related Research (SCHARR) of the University of Sheffield in November 2015. The search
strategy was tested by performing a quick search in MEDLINE described below.

Quick Scoping Search

Initially, MeSH (Medical Subject Headings) terms were used to search for published literature
in MEDLINE. However, an initial search of this database revealed that the MeSH terms could
not locate many of the relevant studies. Conducting the scoping search helped to pick the
popular keywords indexed in studies related to the integration of HIV care and treatment within
PHC services. The scoping exercise was performed using the subject heading “Integration of
HIV care and treatment with PHC services”. The keywords were then generated and used to
perform detail searches in various databases, in order to identify the relevant studies for

inclusion in the review.
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Main search for relevant literature

The outcome of the initial search was used to refine the main search strategy. Using this
strategy (Appendix 1) a comprehensive literature search was conducted in various
bibliographic databases. According to Grewal, Cataria and Dharwan (2016) a comprehensive
literature search to address research questions should include all information relevant to the
question(s) of interest. These should include data from published studies and abstracts from
conferences. As Dickersin et al. (1994) has recommended, for a good review, there is a need
for reviewers to perform searches in multiple databases because single database search is
unlikely to retrieve all the studies of interest because of coding and indexing issues. Using the
additional keywords identified from the scoping search in combination with the MeSH terms
and free-texts, a search was conducted in the following databases: MEDLINE, CINAHL,
PSYCH-INFO, COCHRANE and EMBASE. These databases contain approximately 90% of
indexed health and related research literature (Zhange et al., 2006).

Bibliographies of studies identified in electronic databases were also reviewed to identify
additional relevant studies as recommended by Wright et al. (2007). This will also take care of
publication bias that exists when studies with only positive or substantial differences are
published (Song et al, 2013).

Additional studies outside bibliographic databases were searched for using the citation follow-
up/ ancestry referencing technique (Booth, Sutton and Papaioannou, 2016). This is because
researchers reported that unpublished studies may contain data that would affect the overall
conclusions of a review (Sterne, Gavaghan and Egger, 2000; Sterne, Egger and Smith, 2001).
Additional search was carried in Google Scholar and in the websites of relevant organisations
such as the WHO, United Nations, USAID, including Frontier and Population Council,
Pathfinder International, Family Health International among others to identify grey literature.

Individuals were also contacted for possible unpublished grey literature and research papers
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under preparation. The output of the searches was exported and sorted in Microsoft Excel
sheets, and selected articles were saved in Mendeley referencing software. This software was

also used to remove duplicate articles from the multiple search results.

2.4.3 Selection of studies

As in systematic reviews, researchers recommend the use of explicit criteria at the outset for
selection of relevant studies for scoping reviews in order to sort out irrelevant materials from
the broad literature (Brien et al., 2010; Arksey and O’Malley, 2005). In this study, a screening
tool was developed based on the specific objectives of the review (Brien et al., 2010). The tool
elicited information on the type and relevance of literature on HIV care integration within PHC
in LMIC (Table 2.1). The screening process was piloted on a sample of articles retrieved from
MEDLINE database. Multiple sample tests of the criteria were also carried out by the research
supervisors before giving approval for the screening process to progress.

The screening for relevant studies was conducted twice by the researcher on all articles
retrieved from the electronic databases, citation follow- up and grey literature. The researcher
read the titles and abstracts of all the articles, applying the inclusion/exclusion criteria in the
screening tool (Table 2.1). For inclusion in the scoping review:

e Studies must focus on HIV care integration in PHC

Studies must have assessed integration at point of delivery

Studies must use either a qualitative, quantitative or a combination of both in their

designs

Studies must have been implemented in LMICs

Published in English and available in full text version.
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Table 2.1: Questionnaire for selection of articles for the review

Question  Question Action
number
1. Is the study focused on integrated care for HIV? No - exclude
Yes - Next question
2. Did the study assess integration of any element of HIV  No - exclude
care and treatment with any of the PHC services at point  Yes - Next question
of delivery?
3. Was the study implemented in low - and middle - No - exclude
income countries (LMICs)? Yes - Next question
4. Did the study use either a qualitative, quantitative or a No - exclude
combination of both in their designs Yes — Include in the
review

2.4.4 Data extraction and charting

Relevant data selected from the previous stage were subjected to sifting, charting and sorting
according to issues and themes, based on the Arksey and O’Malley (2005) framework for
scoping reviews. Data were charted by the researcher using data charting checklist adapted
from the Effective Practice and Organisation of Care (EPOC) group (McAuley and Ramsay,
2002). The form had provision for capturing study details (author and year of publication,
country and year of study, setting, study design and purpose); participants (study population
including age and sample size); intervention details (description, including alternative
intervention or comparator); results; conclusions and key study limitations. The data charting
form was piloted on 15 random samples of the included studies. The charting process included
reading the selected article, and taking note (sifting) and recording data (charting) on the
various domains of the data extraction form. This was done for all of the selected articles for
the review. The process was done in two cycles by the researcher to ensure accuracy and

completeness of data.
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2.4.5 Collating, summarising and reporting result

Sequel to the large volume of literature uncovered in this review, the narrative synthesis
approach was used as proposed by Brian et al. (2010) in a similar review to organise findings
into specific categories based on focus areas. According Arksey and O’Malley (2005) and
Levac et al. (2010), scoping review does not seek to assess the quality of evidence. Thus, no

attempt was made to present a view regarding the ‘weight’ of evidence in this study.

2.5 FINDINGS OF THE REVIEW

2.5.1 Introduction

According to Anderson et al. (2008), literature mapping is the most common element of
scoping studies. These authors propose that a good literature map outlines the origins of work
on topic of interest and gives a good feel for its chronological development. It also gives
account of the authors involved, where the work has been carried out, key areas where good
evidence appears to be available, and if a part of the literature can be dismissed because of
fundamental flaws in the methodology. In this study, the literature mapping was conducted in

line with the specific research questions for the literature review.

2.5.2 Search results

In all, 1510 citations were identified through searches conducted in the six (6) databases:
MEDLINE, Psych-Info, EMBASE, CINAHL Plus, Cochrane registry of systematic review and
PubMed. The total also included technical briefs and reports from WHO (n=5), USAID (n=3),
NGOs (n=6) and national programmes (n=7). After removing 852 duplicates using Mendeley
referencing software, and filtering on Microsoft Excel programme, 658 citations were available
for the first stage (Title) screening. Through this process, 371 citations were removed, and 287

qualified for the second stage (Abstract) screening.
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MEDLINE

(632)

PYSCH-INFO

(176)

EMBASE

(393)

CINAHL COCHRANE

(131)

147)

PUBMED

(10)

Other sources (21)

(10)

!

1510 citations identified through database searches

>

852 duplicates removed

658 citations identified for first stage screening

Title screening removed
371 articles

287 citations identified

for second stage (abstracts)

—

Abstract screening
removed 201 articles

86 citations identified for full text review

13 peer-reviewed articles
ladded via examination
lof article references

»
—p

Full text review removed
69 citations

30 articles retained for inclusion in review

Figure 2.1: Flowchart for selection of publications for the scoping review

On examination of the abstracts, only 86 citations were adjudged to be eligible for full text

review. Thus, the full versions of the 86 citations were printed for reading to determine their

relevance with the study objectives. A further 13 papers were included after scanning through
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the reference lists of the included studies. After the full texts review, 69 citations were removed,
and only 30 citations were included in the review. Since scoping studies aim to map key
concepts underpinning a research area in addition to the main sources and types of evidence
available as proposed by Mays et al (2001), while examining the reference lists of included
studies, relevant publications on the concepts and theories of integration that did not meet the
inclusion criteria for this review were used as part of background literature review but not
included among the group of articles for literature mapping. The flowchart for the identification

and selection of the publications for the scoping review is as shown in Figure 2.1.

2.5.3 What is the scope of the literature around the integration of HIV services into
routine primary health care?

2.5.3.1 Regions and the country of studies

South Africa (n=7) and Kenya (n= 4) had the highest number of studies conducted on this topic.
Two studies (Greig et al., 2012 and Sweeney et al., 2014) were multi-country studies. Only
one study was conducted in Nigeria (Hembah-Hilekaan et al., 2012). The studies were
conducted between years 2003 and 2015 with most of them conducted between years 2003 and
2012. The distribution of the studies by their geographical location is as shown in Table 2.2.

All the 30 included studies were conducted in primary health care facility setting.

2.5.3.2 Types of the studies

All the 30 studies included in the review were peer-reviewed primary studies. Out of the 30
included studies, 24 were quantitative studies, four were mixed methods studies and the
remaining two were qualitative studies (Table 2.2). In the course of the review, four systematic
reviews (Lindegren et al., 2012; Legido-Quigley et al., 2013; Suthar et al., 2013; Suthar et al.,

2014) and one scoping review (Hope et al., 2014) focusing on integration of HIV care with
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different elements of PHC services were encountered. However, because the primary studies

included in these systematic reviews were already included as part of this review, they were

not treated as separate “stand-alone studies”.

Table 2.2 Characteristics of reviewed studies

Region Countries Number Publication  Setting Study types
of type
studies
Africa South Africa 7 JA Health facility Q(6),q (1)
Kenya 4 JA Health facility Q3),q (1)
DRC 2 JA Health facility Q(?2)
Malawi 2 JA Health facility Q(2)
Mozambique 2 JA Health facility Q2
Tanzania 2 JA Health facility Q (1), MM (1)
Ghana 1 JA Health facility MM (1)
Nigeria 1 JA Health facility Q (1)
Rwanda 1 JA Health facility Q (1)
Zambia 3 JA Health facility Q (1), MM (2)
Central America  Guatemala 1 JA Health facility Q (1)
Caribbean Haiti 1 JA Health facility Q@)
Asia India 1 JA Health facility Q (1)
Multi-country 2 JA Health facility Q(?2)
Total 30

JA = Journal article, Q = Quantitative, q = Qualitative, MM = Mixed methods

2.5.3.3 Study designs

The study designs used by the primary studies were varied and had no definite geographical

pattern. Thirteen studies utilised a cohort study design (Table 2.3), of which eight were

retrospective cohort studies while the remaining five studies were prospective cohort studies

(Schulz et al., 2013; Patel et al., 2014; Patel et al., 2013; Topp et al., 2010 and Owiti et al,

2015). Twelve (12) studies were descriptive studies. Of these nine were descriptive cross-

sectional (Table 2.3), two were case studies (Phiri et al, 2011 and Pfeiffer et al, 2010), and the
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remaining one study was a comparative study (Ansa et al, 2014). Five of the included studies
used a quasi-experimental design (Killam et al., 2010; Nyasulu et al., 2013; Bindoria et al.,
2014; Ikeda et al., 2014; Odeny et al., 2013). A summary of the study characteristics is shown

in Table 2.2

Table 2.3: Classification of studies by study design

Type of study design
Country Cross- Case Comparative Retrospective Prospective Quasi-experimental
sectional study cohort cohort
South Africa VW VW V V
Kenya W V V
DRC W
Zambia \ V V
Haiti ol
Malawi \ V
Mozambique \ V
Ghana \
Guatemala \
India V
Nigeria \
Rwanda V
Swaziland
Tanzania W
Multi-country V
Sub-totals 9 2 1 8 5 5

2.5.3.4 Focus of the studies

Twenty-nine (29) out of the 30 included studies examined the impact of integrating HIV care
and treatment services with PHC frontline services. The remaining one study explored
knowledge, attitude and barriers to MTCT of HIV by women attending ANC in Nigeria
(Hembah-Hilekaan et al., 2012). However, it was also observed that many of the studies had
many objectives and as such addressed multiple areas. Overall, 19 studies examined impacts

of integrating HIV care with PHC (Tables 2.4 to 2.6), three studies focusing on assessing
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barriers to integrated HIV care (Table 2.7), and eight studies examining health workers’ and
service users’ (HIV patients) perceptions and experiences with integrated care (Tables 2.8 and
2.9). The review did not find any study that explored the factors that facilitate or enabled
integration of HIV into routine PHC, which thus suggests that there is gap a in the literature

addressing this issue.

2.5.4 What is the impact of integrating HIV services into routine PHC?
Here, the findings on impact are presented in three thematic areas: 1) Impact on access to

healthcare; 2) Impact on health outcomes, and 3) Impact on quality of health care.

2.5.4.1 Impact on access to health care

Eleven out of the 30 studies selected for this review reported on indicators of access to health
care (Table 2.4). Majority of these studies (8) were from Africa, one from the Caribbean (Peck
et al., 2003), one from South America (lkeda et al., 2014), and the remaining one study came
from South Asia (Bindoria et al., 2014).

Although the studies reported on different indices of access, they generally reported increased
uptake of HIV testing in integrated health facilities compared to single service or referral
facilities (Bindoria et al, 2014, Ansa et al, 2014, Peck et al, 2003 and Topp et al, 2010). ART
enrolment and initiation (Killam et al, 2010, Nyasalu et al, 2013, Ikeda et al, 2014, Owiti et al,
2015, Topp etal, 2010 and Pfeiffer et al, 2010) and co-trimoxazole preventive treatment (CPT)
for opportunistic infections (Owiti et al, 2015) were reportedly higher in integrated health
facilities compared with single-service or referral facilities. Bindoria et al (2014) reported
increased uptake of Nevirapine prophylaxis among HIV positive pregnant women and their
exposed babies with integration of HIV care.

Table 2.4 also shows that only one of the studies reviewed assessed the impact of integrating
HIV services into PHC on access to the non- HIVV PHC services (Price et al, 2009). The study
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reported that preventive services, hospitalisation rates, and child health services increased with
integration. The study also observed that there was no decline in curative care and laboratory

services with integration of HIV care in the PHC.
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Table 2.4: Impact of HIV and PHC services integration on access to healthcare

Author/ Year

Country

Study design

Study aim and method

Key results

Killam et al.,
2010

Zambia

Quasi-
experimental

A stepped-wedge design was used to evaluated a
consecutive sample of HIV-infected ART eligible
pregnant women in 8 public sector clinics (Before
integration = 17619; After integration= 13917)

ART enrolment - after integration (44%), befor
integration (25.3%), AOR = 2.06, 95% C.I (1.27 to 3.34
ART initiation after integration (32.9%), before
integration (14.4%), AOR = 2.01, 95% C.I (1.37 to
2.95)

Nyasalu et
al., 2013

South Africa

Quasi-
experimental

A quasi-experimental design with interrupted time
series analysis was used to study impact of nurse-
initiated management of ART (NIMART) on ART
initiation at PHCs and referral facility. 20,535 ART-
naive participants initiated on ART (6957 before
NIMART and 13578 after NIMART intervention)
were used for assessment

PHC ART initiation increased by 99 patients
immediately after NIMART (p = 0.013) and continued
to increase by 9 every month (p=0.013); referral facility
initiation decreased by 12 after NIMART (p = 0.791)
and decreased by 18 every month (p = 0.01)

Bindoria et
al., 2014

India

Quasi-
experimental

A before and after design was used to study the
benefits of integrating the prevention of parent-to-
child transmission (PPTCT) with MCH by offering
HIV screening at PHC. Data were collected pre and
post-integration of HIV care from 42,120 ANC
attendees.

Total ANC registration — pre-intervention (52411),
post-intervention (53239); % women screened for HIV
was 55.4 (pre-intervention) and 79% (post-
intervention) (p<0.001); At post intervention, 93%
HIV+ women were linked to ART centres, 92% mother-
baby pairs received Nevirapine and 89% exposed
babies enrolled in infant diagnosis programme.

Ansa et al.,
2014

Ghana

Comparative

A TB/HIV integration comparison of 3 different
delivery models of care. Participants were HIV
positive TB patients (n=590).

HIV screening was highest at OSS (98.6%) [95% C.I:
97.6 t0 99.5%] and lowest at RS (72.5%) [71.9 to 73.9];
CPT was highest at RS (93.8%) [91.0 to 96.7%] and
lowest at PIS (74.7%) [72.8 to 76.5%]; ART was
highest at P1S (59.5%) [58.0 to 61.0%] and 10.8% [10.4
t0 11.1%] at RS.

Ikeda et al.,
2014

Guatemala

Quasi-
experimental

A before and after design was used to examine impact
of integrated TB/HIV care on clinical and survival
outcomes (n= 99 pre, 155 post-integration)

In pre-integrated programme only 6 patients received
ART; in integrated programme, all 155 patients
received ART, proportion of patients who received TB
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treatment increased (95% C.1:58.6 vs 100%, p<0.0001);
proportion of patients that received ART increased
(95% C.I: 72 vs 22%, p <0.001).

Peck et al., Haiti Retrospective A review of patients records to determine the Number of people seeking VCT increased from 142
2003 cohort feasibility, demand and effect of integrating PHC before integration to 8175 after integration; after
services into VCT integration, new VCT uptakes received AIDS care
(17%), TB treatment (6%), STI treatment (18%) and
family planning (19%)
Price et al., Rwanda Retrospective A before and after comparison of aggregate service Preventive services - increased, hospitalisation rates -
2009 cohort data for 30 PHCs to determine the quantitative effects increased, child health services - increased,
of integration of HIV care into PHC curative care services - no decline, laboratory services -
no decline
Owiti et al., Kenya Prospective A before and after comparison of integration Uptake of CPT - pre-integration (71.3%), post-
2015 cohort programme data for 17 PHCs to assess uptake, timing integration (97.8%) [RR 1.37, 95% CI: 1.30 to 1.46],
and outcomes of CPT, ART and anti TB treatment p < 0.001; ART initiation — pre-integration (38.9%),
among HIV infected TB patients post-integration (60.7%) [RR 1.56, 95% CI: 1.35 to
1.80], p <0.001
Topp et al, Zambia Prospective  Prospective assessment of the feasibility of a fully Over 6 months of integrated care in clinic 1: PITC -
2010 cohort integrated model of HIV and non-HIV outpatient 2760, uptake of HIV test - 148 (53%), ART enrolment
services in 2 clinics —80(42%); clinic 2: PITC — 1510, uptake of HIV test —
882 (58%), ART enrolment — 121 (58%)
Phiri et al., Malawi Case study A case studyapproach was used to describe successes TB patients with known HIV status increased from 93%
2011 approach and challenges of TB/HIV integration (2007-8) to 96% (2009), % of HIV positive TB patients
on ART improved from 53% (2007) to 68% (2009)
Pfeiffer etal., Mozambique Case study A case study approach was used to describe lessons After integration, HIV treatment was available in 67
2010 approach learnt from integration of HIV/AIDS services into health facilities in 23 districts, 80,000 adults were

PHC

enrolled in HIV program, 30,000 adults were on ART

N/A = Not available, HR = Hazard Ratio, AOR = Adjusted Odds Ratio, DRC = Democratic Republic of Congo, OSS = One Stop Shop,

RS = Referral Site, PIS = Partially Integrated Site, CPT = Co-trimoxazole Preventive Treatment, NIMART = Nurse-initiated management of ART
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2.5.4.2 Impact on health outcomes

Six studies, all from Africa, reported the effect of integration on health outcomes (Table 2.5).
Three of the studies were from South Africa (Schultz et al, 2013, Jacobson et al, 2015 and
Kaplan et al, 2014), one from Malawi (Chan et al, 2010), one from Democratic Republic of
Congo (Patel et al, 2013), and a multi-country study by Greig et al, 2012. This review observed
that four of the six studies considered under this sub-section reported increase in ART and TB
treatment success, decrease in the numbers of patients that died, and decrease in treatment
default rate for HIV and/or TB treatment in integrated health facilities compared to those in
single-service/ referral health facilities (Jacobson et al, 2015, Schultz et al, 2013, Chan et al,
2010 and Patel et al, 2013). Kaplan et al, (2014) on the contrary reported that death and default
rate for HIV patients were lower in single-service health facilities, and ART treatment success
was higher in single-service facilities compared with integrated health facilities. Greig et al
(2012) reported similar mortality outcomes for HIV patients managed in single-service and in
integrated health facility (aHR= 1.02 (95% C.I: 0.83 to 1.24). The Greig et al study also
reported that risk of loss to follow up among HIV patients was lower in integrated health facility
compared to single service facility [aHR = 0.71 (95% C.I: 0.61 to 0.83)].

All the studies reviewed did not report on the impact of the integrated care on outcomes of non

— HIV PHC services (Table 2.5), which reveals a serious evidence gap.
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Table 2.5: Health outcomes of the HIV and PHC integrated services

Author/ Country Study design  Study aim and method Key results
Year
Schultz et South Africa Prospective A comparison of the outcomes of integrated and Unfavourable TB treatment outcome: single-
al., 2013 cohort single (vertical) care. Participants were TB-HIV co- 28.7%, integrated - 5.9% (p<0.0001)
infected patients at PHC facilities (n= 271) Unfavourable ART outcome: single - 30.1%,
integrated - 7.4% (p<0.0001)
Jacobson et South Africa Retrospective A retrospective analysis of clinic records of 657 HIV  Treatment success - integrated - 87.1%, single-
al., 2015 cohort positive patients initiating TB treatment to evaluate 78.5%; died - integrated 2.1%, single - 16.7%;
outcomes in TB/HIV co-infected patients in default - integrated - 10.7%, single - 4.2%
integrated and decentralised system
Chan et al., Malawi Retrospective A retrospective analysis of routine clinic data for 8093 Died — integrated — 2.9%, single — 11.3%
2010 cohort patients registered for ART to assess the effect of Default — integrated — 7.4%, single — 15.0%
decentralisation of ART provision in an integrated
PHC model
Greig et al., Nine Retrospective A retrospective analysis of clinic records of 17,561 Mortality - similar outcomes for integrated and
2012 countries in cohort adult ART patients > 15 years (n=15,861 - vertical, single facility [aHR=1.02 (95% CI: 0.83-1.24)]
SSA 1685 - integrated) to observe outcomes of HIV Risk of loss to follow up - lower in integrated [aHR
integration =0.71 (95% CI: 0.61-0.83)]
Kaplan et South Africa Retrospective A retrospective review of TB programme data for 13 Death — integrated (6.4%), single-service (5.2%);
al., 2014 cohort integrated TB/ART PHCs and 4 single service PHCs default — integrated (10.8%), single-service (8.8%);
to compare TB treatment treatment success — integrated (74.1%), single-
service (81.7%); treatment failure — integrated
(1.6%), single-service (1.7%); transfer out —
integrated (4.7%), single-service (1.9%)
Patel et al., DRC Prospective A prospective analysis of 31 HIV infected children 3- 73% of children-initiated ART; cure rate for TB =
2013 cohort 18 years initiating anti-TB treatment to observe 6.5%; completed treatment = 80.5%, died = 6.5%;

outcomes of integrated HIV/TB treatment

defaulted = 6.5%

aHR = Adjusted hazard ratio, SSA = Sub-Saharan Africa
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2.5.4.3 Impact on quality of health care

Six of the 30 studies, all from Africa, reported on the impact of integrating HIV and PHC on
the quality of health care provided (Table 2.6). The studies consistently found that integration
of HIV and PHC services increased efficiency and quality of health care as evidenced by
increased patient - provider contact time for OPD (Topp et al, 2010), reduced waiting time for
both OPD and ART patients (Topp et al, 2010), reduced time to ART initiation (Kershberger
et al, 2012, Owiti et al, 2015, Patel et al, 2013 and Pfeiffer et al, 2010), reduced time to CPT
initiation (Owiti et al, 2015); and increase in proportion of patients that were adherent to ART
(Patel et al, 2013). Only the study by Topp et al (2010) reported a statistically significant
decrease in patient — provider contact time for ART following integration of HIV care into out-
patient care. In Mozambique, Lambdin et al (2013) reported that patients attending integrated
facility had higher risk of attrition in late follow-up compared with those attending single

service facilities.
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Table 2.6: Impact of HIV-PHC integration on quality of health care

Author/ Year Country Study design  Study aim and method Key results
Lambdin et Mozambique Retrospective A retrospective analysis of records of 11,775 ART Patients attending integrated facility had higher
al., 2013 cohort naive patients initiating treatment at integrated and risk of attrition in late follow up:
vertical centres to estimate association between clinic - Integrated HR= 1.75 (95%Cl: 1.04-2.94)
model, experience and attrition - Single HR = 0.57 (95%CI: 0.35-0.91)
Kerschberger South Africa Retrospective A retrospective review of clinic data for 209 TB/HIV Median time to ART (days): Pre - 147 (95% CI:
etal., 2012 cohort co-infected adults before and after integration of TB 85-188), Post - 75 (95% CI: 52-119. Patients post
and HIV services to compare time to initiation of integration were 1.6 times (95% CI: 1.11-2.29)
ART more likely to have started ART
Owiti et al., Kenya Prospective A Dbefore and after comparison of integration Median time to CPT initiation (days): Pre-
2015 cohort programme data for 17 PHCs to assess uptake, timing integration- 7, Post-integration - 2; Median time to
and outcomes of CPT, ART and anti TB treatment ART initiation (days): Pre-integration - 42, Post-
among HIV infected TB patients integration - 34
Topp et al, Zambia Prospective ~ Prospective assessment of the feasibility of a fully - Median OPD patient - provider contact time
2010 cohort integrated model of HIV and non-HIV outpatient  (minutes) - clinic 1: 55% increase for OPD: pre-

services in 2 clinics

6.9, post - 10.7 (p<0.001); 1% decrease for ART:
pre-27.9, post - 27.1 (p = 0.94; median waiting
times increased by 36 (p< 0.001) and 23 minutes
(p<0.001) for ART and OPD respectively.

- Clinic 2: median OPD patient provider contact
time (minutes) increased 110% - pre = 6.1, post =
12.8 (p<0.001); decreased for ART by 23% pre =
23, post = 17.7 (p,0.001); median waiting times
increased by 47 (p<0.00) and 34 minutes
(p<0.001) for ART and OPD respectively
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Patel et al., DRC Prospective A prospective analysis of 31 HIV infected children 3-
2013 cohort 18 vyears initiating anti-TB treatment to observe
outcomes of integrated HIV/TB treatment

53% children initiated “timely ART’ as per
protocol; median time to ART initiation = 68 days
(IQR 59-84); 78.3% were adherent to ART

Pfeiffer et Mozambique Case study A case study approach was used to describe lessons
al., 2010 approach learnt from integration of HIVV/AIDS services into
PHC

Average time to ART initiation - significantly
faster in integrated; adherence to ART - better in
integrated; loss to follow up from ANC and TB
testing to ART services declined from 70% to <
10% in many integrated facilities

HR = Hazard Ratio, IQR = Inter-quartile range
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2.5.5 What are the main barriers hindering the integration of HIV services into routine
PHC?

Table 2.7 summarises the only three studies that reported on factors that either hindered
integration of HIV care with primary health care services (Uebel et al., 2013; Hembah-
Kilekaan et al., 2012) or undermined the efficacy of the models (Topp et al., 2013). Common
barriers highlighted by the three studies included workload and staff shortages. The study from
Nigeria (Hembah-Hilekaan et al, 2012) further identified fear of stigmatisation, non-
availability of service close to consumers, unfriendly attitude of healthcare providers,
knowledge about location of service, and lack of encouragement from partner as common
barriers to integration of PMTCT and ANC services. Additional barriers reported by the other
studies were administrative systems (Uebel et al., 2013) and inadequate infrastructure (Topp

etal., 2013).

It is worth mentioning at this point that none of the studies reviewed reported on factors that

facilitate integration of HIV care and treatment within PHC services.
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Table 2.7: Barriers to integration of HIV care into primary health care

Author/ Year Country Study design  Study aim and method Key results
Uebel et al., South Africa  Cross- A synthesis of findings of 3 qualitative studies Factors that hindered integration include: existing
2013 sectional using meta-ethnographic approach to identify administrative systems, workload, staff shortages
factors that influence integration of HIV care
into PHC. Participants were staff and patients
from 31 HIV / PHC facilities.
Hembah- Nigeria Cross- A descriptive study design was used to assess Common barriers to PMTCT among ANC clients
Hilekaan et sectional knowledge, attitude and barriers to uptake of include: fear of stigmatisation (65.1%), non-
al., 2012 PMTCT. Participants were a random sample of availability of service close to respondents (63.5%),
384 women attending ANC and PNC of a rural understaffing of health facilities (60.4%), unfriendly
health facility attitude of healthcare providers (45.3%), lack of
encouragement from partner (49.2%), knowledge
about location of PMTCT services (26%)
Topp et al.,, Zambia Cross- A mixed methods approach was used to Factors that undermined efficacy of the integration
2013 sectional examine the effect of integrated model of care model include: ongoing staff shortages, inadequate

on organisation of clinic services, and
perceptions service providers about integrated
care

infrastructure

PNC = Postnatal care
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2.5.6 What are the perspectives of health workers and/ or HIV patients regarding
integrated care for HIV?

Out of the 30 included studies, three reported on the perceptions of the health care providers
about integration of HIV into PHC services (Topp et al., 2010; Mathibe et al., 2015 and
Wallace et al., 2014), and one study reported on the experiences of the workers with integrated
care (Mutemwa et al., 2013).

The review found that providers perceived that integrated care reduces stigma (Topp et al,
2010, and that workload from integration of services affects clinicians’ performance (Mathibe
et al, 2015). Providers also perceived that integrated care is beneficial because it helps in
reaching mothers who ordinarily would not have come for HIV testing, but on the other hand
they also perceived that integrated care was associated with poor patient flow affecting
confidentiality, heavier workloads on providers and community stigma against HIV infected
persons (Wallace et al, 2014). On the other hand, health care providers’ experiences with
integrated care were numerous (see Table 2.8). One study, conducted in Kenya (Mutemwa et

al, 2013) classified them into personal and operational level experiences.

As presented in Table 2.9, five studies reported findings on perceptions of the patients and two
other studies reported their experiences with integration of HIV and PHC services. The two
studies on experiences of the patients were about their satisfaction with integrated care. One of
the studies (Odenyl et al., 2013) reported that post-integration of HIV care with PHC, patients
were more likely to be satisfied with reception services [aOR = 2.71 (95% ClI: 1.32 to 5.56)],
HIV education [aOR = 3.28 (95%Cl: 1.92 to 6.83)] and waiting time [aOR = 1.97 (95%CI:
1.03 to 3.76)]. The second study (Vo et al., 2012) however reported more satisfaction with

care among HIV infected patients in integrated facility (p = 0.044), but there was no difference
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in satisfaction with the care obtained from integrated and not integrated facilities among HIV
un-infected patients.

Five of the studies reported on the patients' perceptions about integration of HIV and PHC
services (Table 2.9). Two of the five studies reported that patients were concerned about stigma
of separate HIV services (Uebel et al, 2013) and perceived reduction in stigma with integrated
care (Topp et al, 2010). Patients also perceived more satisfaction with integrated care,
associated reduction in waiting time, and increased efficiency and quality of service, but on the
other hand also perceived that providers may experience burn-out if their number was in-
adequate (Awadhi et al, 2012, Mathibe et al, 2015, Wallace et al, 2014). A study from Tanzania
reported that perceived challenges of integrated care among mothers included fear of HIV

testing, poor spousal support and mandatory HIV testing (Wallace et al, 2014).
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Table 2.8: Health service providers' perceptions and experiences with Integration of HIVV and PHC services

Author/ Year Country Study Design  Study aim and method Key results
Topp et al., Zambia Prospective ~ Prospective assessment of the feasibility of a Provider interviews indicated broad acceptability of
2010 cohort fully integrated model of HIV and non-HIV integrated care model; providers highlighted perceived
outpatient services in 2 clinics reduction in stigma with integrated care
Mathibe et South Africa Cross- An exploratory qualitative study approach was Providers perceived that workload, staff development
al., 2015 sectional used to explore clinicians’ perceptions and and support for integration affected clinicians'
patients’ experiences of integration of performance and view points
antiretroviral treatment in PHC clinics.

Wallace et Tanzania Cross- A qualitative study design was used to examine Providers' perceived benefits include: reaching
al., 2014 sectional 64 mothers who had received integrated HIVV mothers who usually would not come for only HIV
and immunisation services, and 16 providers testing

who delivered the services on the feasibility of Providers' perceived challenges: poor patient flow
integrating paediatric HIV services with affecting confidentiality of service delivery; heavier
routine immunisation provider workloads; community stigma against HIV
infected persons
Mutemwa et Kenya Cross- Semi-structured in-depth interviews were Provider experiences at a personal level: skills
al., 2013 sectional conducted with 32 frontline clinical officers, enhancement; more variety and challenge in work;

registered nurses and enrolled nurses from
facilities providing HIV and RH integrated
care to explore provider experiences with
integrated care

better job satisfaction through increased client’s
satisfaction; felt salaries were poor; felt they face
increased occupational stress (from increased
workload, treating very sick clients, and less quality
time with clients)

Provider experiences at operational level: increased
service uptake; reduced loss of clients; infrastructural
and logistic deficiencies; increased workload;
increased waiting times; increased contact session
times; low staffing

RH = Reproductive health
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Table 2.9: Patients' perceptions and experiences with integration of HIV care with primary health care services

Author/ Year Country Study design  Study aim and method Key results

Topp et al., Zambia Prospective Prospective assessment of the feasibility of a Patient interviews indicated broad acceptability of

2010 cohort fully integrated model of HIV and non-HIV integrated care model; patients highlighted perceived
outpatient services in 2 clinics reduction in stigma with integrated care

Awadhi et Tanzania Cross- A mixed methods design was used to assess the Clients perceive that if number of providers is in-

al., 2012 sectional capacity for integrating family planning into adequate, they will be overloaded and likely
HCT. Participants were 147 randomly selected experience burnout; they also perceive more
service users, 35 health providers, and MoH and  satisfaction, reduction in waiting time, increased
LGA officials quality and efficiency of service

Mathibe et South Africa Cross- An exploratory qualitative study approach was Clients' perceived benefits include: privacy; reduced

al., 2015 sectional used to explore clinicians’ perceptions and stigma and discrimination; increased access to
patients’ experiences of integration of comprehensive care; increased satisfaction with
antiretroviral treatment in PHC clinics integrated or semi-integrated care

Clients' perceived challenges include: delays; poor
patient care; dissatisfaction

Wallace et Tanzania Cross- A qualitative study design was used to examine Mothers' perceived benefits include: time saving;

al., 2014 sectional 64 mothers who had received integrated HIV opportunity to learn their child's HIV status and
and immunisation services, and 16 providers receive HIV treatment if necessary
who delivered the services on the feasibility of Mothers' perceived challenges: mothers' fear of HIV
integrating paediatric HIV services with routine testing; poor spousal support; perceived mandatory
immunisation HIV testing

Uebel et al., South Africa Cross- A synthesis of findings of 3 qualitative studies Patients were concerned about stigma of separate

2013 sectional using meta-ethnographic approach to identify HIV services and yet preferred to be seen by nurses

factors that influence integration of HIV care
into PHC. Participants were staff and patients
from 31 HIV / PHC facilities.

with expertise in HIV care
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Odenyl et al., Kenya Quasi- A before and after comparison of outcomes of Post integration, patients were more likely to be
2013 experimental integrated care to assess patient level effect of satisfied with: reception services [aOR=2.71 (95%Cl:
integrating HIV care into PHC. Participants 1.32-5.56)]; HIV education [aOR=3.28 (95%CI:
were HIV positive adults (n=343 baseline; after 1.92-6.83)]; wait time [aOR=1.97 (95%Cl: 1.03-

3 months = 107; after 12 months = 142) 3.76)]
Vo et al, Kenya Cross- A comparison of fully integrated (FI) and not Satisfaction with care among HIV infected: fully
2012 sectional integrated (NI) facilities to determine if full integrated (FI) - 79% very satisfied; not integrated

integration of HIV care into ANC clinics (NI) - 54% very satisfied (p = 0.044)

improves outcomes of HIV infected women and ~ Satisfaction with care among HIV un-infected
exposed infants. Participants were pregnant women - no difference between Fl and NI

women from 5 FI (n=185) and 4 NI clinic

(n=141)

*aOR=Adjusted Odds Ratio, MoH = Ministry of Health, FI = Fully integrated, NI = Not integrated
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2.6 DISCUSSION ON FINDINGS

The aim of this review was to identify and review published and grey literature in order to
understand the nature, magnitude and volume of evidence available on the impact of HIV care
integration into routine primary health care systems in LMICs. The review was conducted using
the six steps recommended for a scoping literature review (Arksey and O’Malley, 2005; Levac et
al., 2010). Thirty peer-reviewed studies comprising of 24 quantitative, two qualitative and four
mixed methods studies were reviewed. Many of the studies reviewed addressed multiple
objectives/research questions, but overall, 19 studies focused on the impacts of integrating HIV
care with PHC, eight assessed health care providers’ and patients’ perspectives about integrated

HIV care; and the remaining three studies focused on assessing barriers to integrated HIV care.

The review found that integrated health care results in a better access to a range of health services,
improves health outcomes, and quality of health care (Kodner and Spreeuwenberg, 2002; Bindoria
et al., 2014; Kredo et al., 2013). The majority of the studies reviewed under this study reported
improved access to HIV services with integration, as evidenced by improved uptake of HIV
screening, ART enrolment and initiation and uptake of co-trimoxazole preventive treatment
(Bindoria et al, 2014, Ansa et al, 2014, Peck et al, 2003 and Topp et al, 2010). Perhaps the
increased access may not be unconnected with availability of a wide range of services with the
integration. Integration has been reported to reduce missed opportunity for linking patients with
HIV treatment and care programmes (Hope et al, 2014). This study observed that the studies that
examined access to health care services following integration focused more on HIV care. Only one

of the studies reported improvement in access to non-HIV services in integrated facilities (Price et
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al., 2009). In already weak and underfunded health systems of Africa, the result of integrating HIV

services to the overburdened system should be of utmost priority.

Evidence from this review suggest that health outcomes are generally better in integrated facilities
than in single-service facilities. Except for two studies from nine sub-Saharan African countries
(Greig et al., 2012) and south Africa (Kaplan et al., 2014) that showed no difference in outcomes
between integrated and single service facilities, the other studies that reported on outcomes of
integration showed favourable effect of integration on mortality, default and treatment success
(Jacobson et al, 2015, Schultz et al, 2013, Chan et al, 2010 and Patel et al, 2013). These
improvements in outcomes may have been possible from the improved organisation and
management in integrated facilities (Top et al, 2013, Sweeney et al, 2014 and Phiri et al, 2011).
Integration has resulted in more efficient use of staff time, clinic space and has improved teamwork
and accountability in the facilities (Topp et al., 2013). The integration has also provided patients
with the opportunity for accessing a range of health services (Sweeney et al., 2014).

Findings from this review also show that integration of HIV and PHC services increased efficiency
and quality of health care. The findings showed that patient - provider contact time increased in
integrated facilities possibly from longer consultation. A previous study corroborates that the time
the physicians spent in health education and the effect of treatment has significant influence on
patient satisfaction (Robbin et al., 1993). However, Dudgale et al. (1999) argued that what was
responsible for the satisfaction in the long contact time was not the length of time spent with the
provider but the content of what was done. The reduction in time to ART and CPT initiation, in
loss to follow up; and increased adherence to ART in integrated facilities signify improved

efficiency and quality of the services obtained from these facilities. In addition, the results also
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showed that median waiting times for both OPD and ART patients increased significantly in the
integration phase, perhaps from increased demand in attending to multiple health problems. Patient
waiting time as defined by Dinesh et al. (2013) is the time spent from entry of the patient to the
outpatient department to the time the patient leaves the facility. It is a renowned indicator of the
quality of service rendered, and long waiting time have been associated with decrease in service

utilisation (Oche and Adamu, 2013).

Findings from this review generally showed that health care providers positively perceived that
integration of HIV care with PHC services reduces HIV stigma and provides access to wide-range
of services. The workers negatively perceived that integration is associated with increased
workload and hazards with no corresponding increase in salaries. Their experience is that of
working under poor infrastructure, logistic deficiency and under-staffing. However, skills
enhancement, a variety of challenging work environment and better job satisfaction as a result of
increased patients' satisfaction are among the positive experiences of the workers with the
integration. The patients on the other hand broadly accepted integrated care and perceived that it
reduces HIV stigma, increased access to health services, increased efficiency and quality of health
care and overall, increased patient satisfaction with integrated care. These perceptions and
experiences have also repeatedly featured among the common barriers to integration of HIV care

with other health services.

2.7 LIMITATIONS OF THE SCOPING LITERATURE REVIEW
The literature shows that scoping reviews have a number of limitations. The first limitation of this

review is in the selection of studies, only articles written in English were considered for the review
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making it possible to have missed out relevant literature which could have added materials for the
review. Pharm et al (2014) observed that many researchers used different methodological
frameworks for scoping review, and along the line of selection of the databases to study, exclusion
of grey literature or language restriction, relevant studies may have been missed out from the
review, and as a result the review may not be as exhaustive. The second limitation of this scoping
study is the fact that it did not assess the quality of the evidence used for the review because the
aim of a scoping review is not to assess quality of evidence but to understand the magnitude and
extend of the literature and evidence (Booth et al 2016). The aim was to identify gaps to take
forward in the Ph.D process. Furthermore, the literature shows that not all scoping reviews evaluate
the quality of evidence but they often gather a wide range of study designs and methods (Sucharew
and Malacuso, 2019; Pharm et al, 2014).

The fact that this study is not a systematic review with meta-analysis to understand the pull effect
of the evidence or answer specific question is another limitation. The scoping review generally
provides overview of the breadth and depth of literature rather than provide answers to specific
questions (O’Brien et al, 2016, Gopalakrishnan and Ganeshkumar, 2013). Although in this study
adequate time as required was allocated to complete the narrative synthesis where large volume of
literature was uncovered, as suggested by Brian et al.,2010, researchers reported challenge with
conducting comprehensive synthesis of the literature given the large volume of articles identified
in scoping reviews (Cronin de Chavez et al, 2005; Brien et al, 2010). Furthermore, the depth of
analysis was also reported to be limited by the time needed for the review (Cahill et al, 2008;
Brodie et al, 2009). Other limitations of scoping review documented include risk of bias from
different sources of literature, and studies may be out of date at time of completion as they require

a substantial amount of time to complete (O’Brien et al, 2016).
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2.8 CONCLUSION

The literature explored revealed a wealth of evidence on the integration of HIV care with frontline
PHC services. As reported earlier, 30 studies were included in the review and many of them had
multiple objectives, thereby addressing more than one area of this review. This review revealed a
plethora of quantitative literature on integration of health care. The majority of the quantitative
studies have focused on exploring the impact of integrating HIV care with PHC, and barriers to
integrated HIV care. Very limited qualitative studies exist, suggesting the need for more qualitative
studies in this area. The few qualitative studies reviewed focused on health workers’ and service
users’ perceptions and experiences with integrated care. This review observed that none of the
selected studies probed or reported on the factors that enable integration of HIV and PHC. This
finding reveals a gap in the literature that calls for further research in this area to provide
understanding of the contextual factors associated with implementation of integration programme.
Furthermore, few studies investigated common barriers to integration of HIV care with PHC
services (Uebel et al., 2013; Hembah-Hilekaan et al., 2012; Topp et al., 2013). Since there are
peculiarities within different settings, there is need to expand the knowledge base.

This review also found that only two of the 30 studies reviewed (Price et al., 2009; Pfeiffer et al.,
2010) reported on the effect of the integration on non-HIV PHC services, leaving this area
conspicuously deficient. The unanswered question is, has the integration also improved access,
quality of services and health outcomes of non-HIV PHC services? As mentioned earlier, the effect
of the integration of HIV services into an overburdened and underfunded PHC system, common
among the LMIC require a good understanding of the corresponding effect on the non-HIV PHC
services for the purpose of sustainability. This is corroborated by the fact that there are generally

few researches on integration intervention, especially of HIV care and treatment with PHC services
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in Nigeria. Only one cross-sectional study that elicited barriers to PMTCT among ANC clients
qualified for this review (Hembah-Hilekaan et al., 2012). Evidence base is the strength of policy
making and programming. For the success of HIV integration into PHC in Nigeria and similar
countries, there is need to establish or strengthen the knowledge base for such intervention. The
lack of information on impact of the integration on non — HIV services has left a vacuum in the
integration literature that needs to be addressed. This is therefore another area in need of further

research.

Most of the subjects among whom perceptions and experiences with integrated care were assessed
in the studies reviewed were health care providers and HIV patients, the views expressed therefore
grossly lack the representation of non- HIV patients accessing other services from the facilities.
This area of gap also needs further research. In a PHC setting, the views from specific service areas

of the ward minimum PHC package should be voiced out.

2.9 FURTHER AREAS OF RESEARCH
The findings of this review and the gaps identified suggest need for further research in the
following areas:

e A quantitative study to assess the impact of integrating HIV care services with PHC
frontline services on non-HIV services. The study should focus on comparing records of
utilisation of selected non-HIV PHC services before and after the integration. This should
be complemented with a quantitative assessment of the trend of utilisation of selected non-

HIV services before and after the integration.
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e A qualitative assessment of the views/ perceptions of patients accessing non — HIV PHC
services using FGDs.

e A qualitative study assessing enablers and barriers to integration of HIV care and PHC
services in Nigeria, using KlIs with policy makers/ health administrators and health

workers; and FGDs with both HIV and non — HIV patient groups.
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CHAPTER THREE: RESEARCH SETTING AND GENERAL METHODOLOGY

3.1 INTRODUCTION

This chapter describes the research setting and the mixed methodological approach adopted to
conduct the study. First, the research setting is described and justified. After this the statement of
research aim and objectives/questions presented earlier in chapter one are reiterated to remind
readers. The philosophical underpinning of the mixed methods approach is considered and
discussed followed by a description of the rationale for the choice of methods. Finally, some

methodological reflection and ethical considerations are presented to conclude the chapter.

3.2 THE RESEARCH SETTING

3.2.1 Nigeria country profile

This study was carried out in Kumbotso LGA of Kano state in Nigeria. To provide some context,
Nigeria is located in West Africa. It is the fourth largest country in Africa with a land mass of 923,
768 square kilometres and an approximate population of 202 million, and one of the largest
populations of the youth in the world (World Bank, 2019). Nigeria is located between latitude
4°16' and 13°53' north, and latitude 2°40' and 14°41' east. The country shares land borders with
Niger republic in the north, Chad in the northeast, Cameroun in the east, and Benin in the west. Its
coast lies on the Gulf of Guinea in the south and it borders Lake Chad to the northeast (Oladipo,
2013). Nigeria is made up of 36 states (which includes Kano state) and the Federal Capital
Territory (FCT), which is the seat of power. The states are grouped in six geo-political zones
including northwest, northeast, northcentral, southwest, southeast and southsouth. There are 774

constitutionally recognised LGAS spread within the 36 states and the FCT (Figure 3.1).
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Figure 3.1: Map of Nigeria showing the 36 states and the Federal Capital Territory

Source: National Population Commission (NPC), 2014.

3.2.2 Socio-economic situation of Nigeria

Nigeria’s population has about 200 ethnic groups and 500 indigenous languages, with Islam and
Christianity as the two major religions (UNIDO, 2020). Nigeria has the largest natural gas reserves
in Africa, and was the fifth-largest exporter of liquefied natural gas (LNG) globally in 2018 (EIA,
2020). The country is the biggest oil exporter on the African continent (EIA, 2020). However,
despite its abundant human and natural resources, Nigeria is challenged with poverty and reclusive

growth (UNIDO, 2020).
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Nigeria depends heavily on oil and gas for export which accounts for about 75% of its consolidated
budgetary revenue (UNIDO, 2020). Furthermore, oil price fluctuations and disruptions in supply
continue to influence its growth performance, with the country’s gross domestic product (GDP)
growth rate fluctuating between 1.9 to 7% between year 2000 and 2019 (World Bank, 2019). With
the launching of Nigeria’s economic transformation blueprint “vision 20:2020” in the year 2009,
the country made significant developmental progress. According to Basu and Miroshnik (2016)
“Nigeria rebased its GDP from 1990 to 2010 and as a result became the largest economy in Africa,
with an estimated nominal GDP of USD 510 billion, surpassing South Africa’s USD 352 billion”.
However, insecurity, poor infrastructure, lack of access to finance and energy and so on still
bedevil the country’s economic development (UNIDO, 2020). The Nigeria Bureau of Statistics
and the World Bank estimate that over 40% of Nigerians live below the poverty level and about
50% of its labour force is underemployed while 40% of its youth remain unemployed (UNIDO,

2020).

3.2.3 Population health situation of Nigeria

In spite of being the giant of Africa, Nigeria is among the countries of the world that have the
worst health indices. With a population growth rate of 3.2% and a total fertility rate (TFR) of 5.3
per woman, Nigeria is faced with risks of limited health resources to cater for the growing
population (NBS, 2018; NPC and ICF, 2019). WHO identified this as a major threat to achieving
the MDGs in Nigeria (WHO, 2011). Data from the United Nations indicate that 68% of Nigerians
were living below $1.25 per day (UNDP, 2013). However, the country’s total per capita

expenditure on health in 2009 (US$67) was amongst the lowest globally, although 80% of the
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health expenditure was from household out-of-pocket expenses, further exacerbating the poverty

level in the country (WHO, 2012a).

According to a report of the WHO, in 2013, life expectancy at birth in Nigeria was 55 years
compared to the African average of 58 years; in the same year, adult mortality rate was 357/ 1000
for females and 323/ 1000 for males compared to 281/ 1000 and 332/ 1000 African average for
females and males respectively (WHO, 2016). Furthermore, the 2015 African average for under-
five mortality (81/1000 live births) and infant mortality (55/ 1000 live births) rates are much better
than the national 132/ 1000 live births and 67/ 1000 live births for the under-five mortality and
infant mortality rates respectively reported from a recent national survey in Nigeria (WHO, 2016c;
NPC and ICF, 2019). The burden of communicable diseases in Nigeria (69%) in 2012 as
percentage of total disability adjusted life years (DALYS) is also higher than the African average

of 65% (WHO, 2016c).

The Nigerian population health indicators show a wide disparity in health inequities between the
rural and urban areas of the country. Table 3.1 summarises selected health indicators in the country
highlighting the urban and rural differences, and includes the situation in Kano state where this
study was conducted. The table shows a wide urban and rural disparity in access to basic amenities
related to health. Key disparities include female education, access to electricity and clean drinking
water, health insurance coverage, reproductive health, infant and child health, maternal health and
so on. In general, urban areas seem to be better off compared to rural areas. The trend in population
health in Kano state is generally worse than the national situation for most of the selected indicators

highlighted in Table 3.1.
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Table 3.1: Selected indicators of population health in Nigeria

Nigeria
Indicator National | Urban | Rural | Kano
Access to basic amenities
Proportion of Nigerian females (6 years and older) with no | 36 20 489 | 455
education (%)
Proportion of Nigerian males (6 years and older) with no | 27 131 374 301
education (%)
Proportion of Nigerian women (15-49 years) that had more | 11 121 3.0 4.7
than secondary school education (%)
Proportion of Nigerian men (15-49 years) that had more than | 17 17 6.3 11.7
secondary school education (%)
Proportion of households with electricity (%) 59.4 82.7 38.9 | N/A
Proportion of households with improved sanitation/ toilet | 55.5 74.1 39.1 (540
facility (%)
Proportion of households with access to an improved source | 65.7 73.9 58.4 | 58.6
of drinking water (%)
Proportion of women 15-49 years with any form of health | 2.6 4.2 14 2.8*
insurance cover (%)
Proportion of men 15-49 years with any form of health | 3.0 4.8 14 2.2*
insurance cover (%)
Sexual and reproductive health
Median age (years) at first sexual intercourse (female 20-49 | 17.3 18.6 161 |16.0
years)
Median age (years) at first marriage (female 20-49 years) 191 N/A 172 | 16.0
Proportion of currently married women with one or more co- | 30.5 21.2 36.8 |47.1
wives (%)
Total fertility rate (TFR)/ woman for women 15-49 years 5.3 4.5 5.9 6.5
Median age (years) at first birth (women 25-49 years) 204 22.3 19.0 |18.3
Proportion of married and unmarried women 15-49 years | 10.5 18.2 7.8 5.6
using any form of modern contraception (%)
Proportion of all married and unmarried women 15-49 years | 15.2 14.7 156 | 11.7*
with unmet need for family planning (%)
Proportion of women 15-49 years with comprehensive | 46.2 N/A N/A | N/A
knowledge of HIV (%)
Proportion of men 15-59 years with comprehensive | 45.8 N/A N/A | N/A
knowledge of HIV (%)
HIV prevalence among adults 15-64 years (%) 15 N/A N/A | 0.6*t
Infant and child health
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Infant mortality rate/ 1000 live births 67 56 74 62
Under-5 mortality rate/ 1000 live births 132 92 157 164
Proportion of children 12-23 months who received BCG | 66.0 83.3 55.8 |61.2
vaccine by appropriate age (%)

Proportion of children 12-23 months who received Penta 1 | 64.5 81.2 55.0 (5938
vaccine appropriate age (%)

Proportion of children 12-23 months who received Penta 3 | 48.3 67.9 384 459
vaccine by appropriate age (%)

Proportion of under-5 children (%) with height-for-age less | 36.8 26.8 448 |56.9
than -2 S.D from the median of the reference population

(stunting)

Proportion of under-5 children (%) with weight-for-height | 6.8 5.3 8.0 6.4
less than -2 S.D from the median of the reference population

(wasting)

Proportion of under-5 children (%) with weight-for-age less | 21.8 151 27.0 |30.8
than -2 S.D from the median of the reference population

(underweight)

Proportion of children 12-23 months old exclusively | 0.2 N/A N/A | N/A
breastfed (%)

Prevalence of anaemia in children 6-59 months old (%) 67.9 62.0 725 | 729
Maternal health

Proportion of women 15-49 years who received antenatal | 67 83.6 56.1 |65.3
care from a skilled provider (%)

Proportion of births assisted by skilled provider (%) 43.3 67.6 280 |215
Prevalence of anaemia in women 15-49 years (%) 57.8 53.6 615 |46.6
Maternal mortality ratio/ 100,000 live births 512 N/A N/A | N/A

*Only northwest figure available and used; N/A — Figure not available; T sourced from Nigeria

HIV /AIDS indicator and impact survey (NAIIS) 2019.

Source: NPC and ICF (2019)- Nigeria demographic and health survey 2018.

3.2.4 The study site: The Kumbotso comprehensive health centre, Kano state

Kano state has a projected population of over 20 Million based on the 2006 national population

census, making it the most populous state in the country (NBS, 2006). The state occupies a land

area of 20760 square kilometres, with 1754200 hectares agricultural and 75000 hectares forest
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vegetation and grazing land (KSMOH, 2009). Kano state is bordered by Kaduna state in the
southwest, Katsina state in the northwest, Jigawa state to the northeast, Bauchi state to the

southeast (KSMOH, 2013a). The map of Kano state showing its 44 LGAs is in Figure 3.2.

Kano state has 1346 health facilities (HFs) comprising 1066 primary, 34 secondary, 2 tertiary and
244 private health facilities across its 44 LGAs (KSMOH, 2013a). This makes access to health
care challenging with a facility to population ratio of one secondary health care facility to 120000
to 200000 persons, and one PHC facility to 9000 t013500 persons (KSMOH, 2009). There is
urban-rural inequity in the distribution of health resources in favour of the urban areas, with 73%
of nurses and 89% of doctors in the employment of the state located in the metropolis (KSMOH,

2009).

Figure 3.2: Map of Kano state showing the 44 Local Government Areas

Source: Ministry for Local Government and Chieftaincy Affairs, Kano state
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The HIV prevalence in Kano state has consistently been lower than the national average, but the
state is considered one of the priority HIV burdened states in the country because of its large
population (KSMOH, 2013a). HIV prevalence in Kano according to the National HIV Sentinel
Survey (FMOH, 2010) ranged from zero prevalence in 1991, peaked at 4.3% and 4.1% in 1999
and 2003, and then dropped to 2.2% in 2008. The 2018 HIV prevalence in the northwest region
where Kano is situated according to the most recent Nigeria HIV /AIDS indicator and impact
survey (NAIIS) report dropped to 0.6% (FMOH, 2019b). As the commercial centre of the north,
spread of HIV in the state is fuelled by high prevalence of the disease among the high-risk groups:
1.4% among transport workers, 4.4% among police, and 3.7% among armed forces; 11.7% among
men who have sex with men (MSM), 10.1% among injection drug users (IDUs), 49.1% among
brothel-based female sex workers (FSWSs), 44.1% among non-brothel-based FSW (FMOH, 2010).
In response to the HIV/AIDS pandemic, Kano State Ministry of Health (SMOH) established the
State HIV/AIDS/ STls Control Program unit (SASCP) in 1988 to steer the health sector responses
(HSR) to HIV and other sexually transmitted infections (STIs), and later in 2001 the Kano State
Action Committee on AIDS (KSACA) was established under the SMOH to coordinate
multisectoral responses to HIVV/AIDS in the state (KSMOH, 2013a). However, ART commenced
in public facilities in the state in 2003 as a pilot project at AKTH under the Institute of Human
Virology, Nigeria (IHN-N) -a US Government’s funded PEPFAR project (KSMOH, 2013b). HIV
treatment in secondary health facilities in the state started in 2004 under the USAID funded Family
Health International (FHI) Global HIV/AIDS Initiative, Nigeria (GHAIN) project (KSMOH,
2013b). As part of the efforts to achieve universal access to HIV/AIDS services and to realise
MDG targets, the SMOH working with the FMOH and partners commenced the pilot phase of

decentralising HIVV/AIDS services from secondary and tertiary health facilities to some selected
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PHCs in Kano in 2010. At present, only 101 HFs across 25 LGAs in the state provide HTC,
services for PMTCT and comprehensive ART (KSMOH, 2013b).

KCHC, where this study was carried out is one the PHCs in Kano that had HIV services integrated
with its PHC services in 2010. The health facility is located in Kumbotso LGA of Kano state. It
was established in 1993 by the Council of the LGA. Four years later, the management of KCHC
changed following a tripartite collaboration of services between the Kumbotso LGA, community
medicine department of AKTH, and Bayero University, Kano (BUK). In the year 2009, the health
centre was officially taken over from the Local Government Council by AKTH, with its
community medicine department taking full responsibility for the health facility (Awolabi, 2013).
Currently all services rendered at the KCHC are provided by the staff of AKTH.

KCHC provides comprehensive PHC services comprising of promotive, preventive, curative and
rehabilitative services. On the average, 3151 patients including 2342 out-patient cases, 47 in-
patient admissions (including maternity), 725 antenatal clients and 37 deliveries are attended to on
a monthly basis in KCHC. The ART programme was commenced in KCHC in 2010. As at end of
June 2020, there were 394 adult males and females and 99 paediatric male and female patients
enrolled on the programme, and 137 (34.8%) HIV positive adults and 13 (13.1%) HIV positive
paediatric patients are already on antiretroviral drugs (ARVS).

In addition to service provision, KCHC serves as the rural practice centre for resident doctors from
the departments of community medicine and family medicine of AKTH; and medical students of
Bayero University, Kano. This is in addition to community health officers and other resident
doctors from other departments of the hospital such as ophthalmology, maxillo-facial surgery and

obstetrics and gynaecology (Awolabi, 2013).
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A recap of the research aim and questions
The aim of the study was to evaluate the performance of the integrated HIV care service delivered
as part of routine PHC service in Nigeria. The study also assessed the factors that influenced the
service performance and impact. The research was designed to address two important questions:
1. What has worked following the implementation of an integrated HIV treatment and care service
in Nigeria?
2. Why has the integrated HIV treatment and care service worked or did not work within the
Nigerian context?
3.3 PHILOSOPHICAL UNDERPINNING OF THE RESEARCH: THE PARADIGM
DEBATE
The philosophical assumptions or research paradigm is one of the key considerations in choosing
a research approach. According to Kincheloe and Berry (2004:6): “assumptions shape the outcome
of the research” and “choices made about research methodology profoundly affect what you find”.
Mertens (2010) defined paradigm as “the set of profound beliefs that each researcher holds as his
or her worldview about the nature of reality (ontology), the nature of knowledge (epistemology),
and the nature of human nature (axiology)”. This definition suggests that different researchers
inherently have differing epistemological and ontological assumptions that shape the choice of
their research approach to study the social world (Scotland, 2012). Scholars have argued that
empirical research should include explicit discussion about the paradigm(s) used to guide the
research, and the implications for the choice (Creswell and Plano Clark, 2011). Failure of
researchers to acknowledge the philosophical stance for their research may mean that they are

operating with unexamined assumptions (Mertens, 2010).
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Over the years, there have been lots of debate about the different paradigms proposed by
researchers, referred to as the “paradigm war” (Gage, 1989). Candy (1989) classified the different
taxonomies into i) post positivism (and positivism), a belief which is grounded in the scientific
method of investigation and is linked to quantitative research; ii) interpretivism/ constructivism
that holds the belief that reality is socially constructed (Bogdan and Biklen, 1998), and which
favour qualitative data collection methods and analysis; and iii) critical/ transformative paradigm
that arose to address issues of social inequalities, minority groups and social justice (Mertens,
2012). Positivism and interpretivism are two extreme mutually exclusive paradigms about the
nature and sources of knowledge, and many researches are located within one of these two main
paradigms. As a solution to the philosophical arguments, Tashakkori and Teddlie (2003a; 2003b)
and other researchers proposed the pragmatic paradigm that has elements from the three paradigms
already outlined above as a rationale for combining quantitative and qualitative data (Hall, 2013).
Other paradigms in the literature that have a framework that is compatible with mixed methods
research include the transformative paradigm (Mertens, 2010), and critical realism paradigm
(Maxwell, 2010). Hall (2013) argues that research planning to use mixed approach (combining
qualitative and quantitative methods) should be guided by the pragmatic paradigm, or utilise a

multiple paradigm approach.

The position taken by the researcher to lean towards the pragmatic paradigm is based on Hall
(2013) arguments, considering that pragmatic researchers place emphasis on the value and
applicability of research to the real world and adopts the combination of diverse research strategies
based on what works in practice and solutions to problems (Patton, 1990, Creswell and Plano

Clark, 2011; Lavelle, Vuk, and Barber, 2013). The pragmatic researchers argue that it is not

109



possible to assess the “truth’ about the real world solely by virtue of a single scientific method as
advocated by the positivist paradigm, nor was it possible to determine social reality as constructed
under the interpretivist paradigm (Kivunja and Kuyini, 2017). According to those who hold this,
they opined that “there are many different ways of interpreting the world and undertaking research,
that no single point of view can ever give the entire picture and that there may be multiple realities”.
Morgan (2007), and Teddlie and Tashakkori (2010) convey the importance of pragmatic paradigm
for focusing attention on the research problem using pluralistic view. Pragmatism views
combination of quantitative and qualitative methods as complementary although interdependent
of each other (Cronholm and Hjalmarsson, 2011), and there are far more advantages of mixing
methods than disadvantages (Scott et al., 2011). Within the field of health service and public health
research, pragmatic approach has been used by a number of researchers (such as Cameron, 2009;
Cronholm and Hjalmarsson, 2011; Johnson et al., 2007; Morgan, 2007). It is a suitable approach
for investigating both objective and subjective knowledge, focus on what “works” in what
contexts, and in what circumstance (Johnson and Onwuegbuzie, 2004; Morgan, 2007). It is

oriented towards studying real world problems rather than the nature of knowledge (Hall, 2013).

3.4 THE MIXED METHODS APPROACH AND JUSTIFICATION FOR USING IT IN
THIS Ph.D STUDY

This study was guided by a theory of change/ logic model (Figure 1.2) that provides an explanation
of how the integrated care is expected to work. The theory of change or logic model (or otherwise
called programme theory of change) provides a framework for understanding the outcomes of
integrating HIV care and treatment into PHC in this study. Briefly, a programme theory consists

of a set of statements that describe a particular programme, explains why, how and under what
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conditions the programme effects occur, predicts the outcome of the programme and specifies what

needs to be done to achieve the desired outcomes (Sharpe, 2011).

The model recognises that effective integrated care programmes require appropriate policy and
guidelines to leverage funding, and support joint planning and sharing of resources and
infrastructure. It also requires upgrading infrastructure and developing human resource to be able
to respond to the needs of integrated care programme. Human resource development would include
the use of new professionals, reallocation of tasks, improvement in case management and
communication, and team work. Programme support functions like procurement and supply
management systems for antiretroviral drugs, laboratory networking and monitoring and
evaluation systems also need to be strengthened in order to implement programme activities
effectively. The combination of requisite policy and guidelines, robust infrastructure and resources
would allow a mutually beneficial interaction in the delivery and uptake of the integrated care
services (Odeny et al, 2013). Furthermore, the theoretical basis for this integration is that, “IF HIV
care and treatment are integrated into routine PHC, there would be universal access to HIV/AIDS
care and treatment to people living with the disease in Nigeria, and THEN this would lead to an
improvement in the quality and treatment outcomes” (Okonkwo et al, 2014). The result is
improvement in access to both HIV and PHC services, improvement in clinical and psychosocial
outcomes of health care; and improvement in quality of integrated HIVV and PHC services (Figure

1.2).
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A mixed methods approach was used to collect and analyse data. As previously explained, mixed
methods approach involves the use of quantitative and qualitative methods in a single study, and
the integration of data at one or more stages of the research process (Kroll and Morris, 2009).
Eminent researchers argue that mixing the two methods will allow the strength of the quantitative
method to compensate the weakness of the qualitative method and vise-versa (Bryman, 2008).
Mixed methods designs are used to achieve synergy where the product provides answers to
research questions beyond the capabilities of each of the methods when used alone (Johnson,

Onwuegbuzie and Turner, 2007).

The Agency For Health Care Research And Quality (AHRQ) classified mixed methods design,
based on potential uses, as follows (Wisdom and Creswell, 2013): concurrent design, where
qualitative and quantitative data collection and analysis occur at the same time; explanatory
sequential design where quantitative set of data is collected first, followed by qualitative data
collection and analysis; and exploratory sequential design, where qualitative data collection
precedes the quantitative data collection and analysis (Hughes, 2016). In order words, the
exploratory sequential design is used to support the development of appropriate gquantitative
instruments or for testing emergent theory (Hughes, 2016). Other authors list embedded design,
where a qualitative data collection and analysis is added to a quantitative outcome study like
randomised controlled trial; and the multiphase design which is typically used in community-based
studies to engage stakeholders in the different phases of the quantitative and qualitative study

process to bring about change such as community-based participatory approach (Almeida, 2018).
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This study integrated quantitative and qualitative research methodologies to assess what worked
following the implementation of an integrated HIV care in Nigeria and why the integrated HIV
and PHC services worked or did not work in the Nigerian context. The nature of the research
questions in this study is appropriate for use of the mixed methods design (Creswell, 2009).
Bamberger et al (2012) argue that mixed methods approach to data collection is appropriate for
evaluating such complex intervention to broaden understanding of the process and contextual

factors.

3.5 JUSTIFICATION FOR USING CONCURRENT MIXED METHODS DESIGN

The research considered the concurrent mixed methods design appropriate to use to collect primary
data to address the multiple research questions. As described previously, concurrent mixed method
design allows for the collection of data for the two arms of the study, at the same time. Adopting
a concurrent design in this study means that both the quantitative and qualitative data were
collected concurrently but the data were analysed and presented sequentially (Kroll and Morris,

2009). Figure 3.3 below is a schematic flow chart of the mixed methods study design
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STEP1

STEP 2

STEP3

STEP 4

Primary objectives
1. To assess the effect of the integrated HIV care service on uptake/ utilisation of HIV Counselling
and Testing (HCT) and Antiretroviral Therapy (ART)provided at the KCHC
2. To assess the effect of the integrated HIV care on uptake /utilisation of non-HIV services provided
to both HIV and non-HIV patients at the KCHC
3. To identify and described the barriers to, and facilitators of, uptake of the integrated HIV care
service.
4. From the perspectives of the service-users, assess their satisfaction and perceived stigma
associated with the integrated care
5. To explore the views/ perceptions and experiences of health service providers (health workers
and health administrators) and service users (patients) with respect to the integrated HIV care
delivery.

Collect quantitative data: Collect qualitative data:

e Obtain permission and e Obtain permission

e Identify quantitative samples (Past o Identify qualitative samples
records of routine HIV and non- (Healthcare workers, health
HIV services; current HIV and administrators, current HIV and
non-HIV patients) non-HIV patients)

e Collect data using instruments e Collect data using instruments
(Proforma for HIV and non-HIV (FGD and KII guides)
data and satisfaction questionnaire)

Analyse quantitative data: Analyse qualitative data:

¢ Analyse quantitative data using and ¢ Analyse qualitative data using
descriptive statistics, inferential framework analysis
statistics and effect sizes

Point of
Interface

Triangulate findings:
o List key findings from each component
——  »| e Check for complementarity

Interpret the merged results:

e Summarise and interpret the separate results

e Discuss in what ways and to what extent
results from the two types of data converge,
diverge, relate to each other, and/or produce
a more complete understanding of the
impact of integrated care

Figure 3.3: Schematic diagram describing the concurrent mixed methods study design
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3.6 METHODOLOGICAL REFLECTIONS: CLAIMS OF VALIDITY, RELIABILITY
AND GENERALISABILITY

Validity is one of the criteria for assessing the quality of a study. It applies to both design and
methods of a study and refers to when the findings represent the phenomenon expected to be
measured. According to Selinger and Shohamy (1989), "Any research can be affected by different
kinds of factors which, while extraneous to the concerns of the research, can invalidate the
findings". Credible researchers should therefore plan to control all possible factors that threaten
the validity of their research.

The selection of mixed methods design and by extension the use multiple data collection methods
in this study is a planned way of increasing the validity of this study. Mixed methods studies have
been used to obtain a more comprehensive picture of the phenomenon under study and improve

validity of theoretical propositions much more than if only one method is used (Webb et al., 1966).

Another criterion for assessing the quality of research is its reliability. It deals with the consistency
or replicability of results in quantitative research, and in qualitative research refers to
trustworthiness and dependability of findings (Healy and Perry, 2000). Ways of improving
reliability of results and findings include a well laid out investigation plan, developing clear
research questions, and clear communication of research process (Lewis and Ritchie, 2003).
Researchers also documented that triangulation of findings in mixed methods studies improves
reliability of research (Turner, Cardinal & Burton, 2015). In addition to the mixed methods design
utilised in this study, clear research questions and investigation plan were laid-out to enhance

reliability, and trustworthiness and dependability of results and findings respectively.
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Generalisability is one of the two underlying concepts of external validity that is concerned with
extending results from a sample to the population from which the sample was drawn. The second
is applicability that is concerned with using inferences drawn from study participants in the care
of specific patients belonging to any population (Murad, Katabi, Benkhadra et al; 2018). Simply
put, generalisability refers to the extent to which research findings can be applied to other settings
outside which the study was conducted. Although generalisability is a criterion for quality in
quantitative research, it is more controversial in qualitative research. Most qualitative studies aim
to provide a rich, contextualised understanding of human experience through in-depth study of
particular cases and as such many do not agree with the importance of generalisability in any type
of research (Polit and Beck, 2010). However, Firestone (1993) documented a framework depicting
three models for considering generalisability in quantitative and qualitative researches: statistical
generalisation, analytic generalisation and case-to-case translation or transferability. Statistical
generalisation is the classical model underpinning most quantitative studies, extrapolating from a
sample to a population. In analytic generalisation model, researchers strive to generalise from
particular to broader constructs or theory, and this model has relevance in both qualitative and
quantitative research (Polit and Beck, 2010). On the other hand, the case-to-case translation or
transferability model involves the use of findings from an inquiry to a completely different group
of people or setting, is more widely referred to as transferability (Lincoln and Guba, 1985), but
has also been called reader generalisability (Misco, 2007).

Being a mixed methods study that combines both quantitative and qualitative methodologies,
strategies used to enhance generalised inference in this study include replication of sampling, thick
description, “immersion in data” among others. Replication is effective in all the three models of

generalisation (Polit and Beck, 2010). Firestone argued that “*When conditions vary, successful

116



replication contributes to generalisability. Similar results under different conditions illustrate the
robustness of the finding”. Writers have acknowledged the need for thick description in enhancing
generalisability of inference (Geertz, 1973; Lincoln and Guba, 1985). This refers to robust
descriptive information about the setting under which the study was conducted, study participants,
and of the data collection, and processing such that readers can make good judgments about the
proximal similarity of study contexts and their own environments (Polit and Beck, 2010).
Furthermore, thorough understanding of, and engagement of researcher with the data is the
foundation for the process of ‘*making meaning’” and developing powerful analytic
generalisations in qualitative studies, and this buttress the role of emersion in enhancing

generalisability of inference.

3.7 ETHICS CONSIDERATIONS

Ethical concerns were considered and addressed at every stage of the research process, and through
fulfilling the ethical approval requirements of the School of Health and Related Research
(ScHARR), University of Sheffield (Reference number 020403), and the ethics approval obtained
from the Institutional Review Board (IRB) of AKTH, Nigeria (Reference number
NHREC/21/0/200/ATH/EC/2118). The ethics approval letters from ScCHARR and AKTH are
attached as Appendices 2 and 3 respectively.

Additionally, permission to access participants and patients’ records was obtained from the Chair
of Community Medicine Department who supervises the affairs of KCHC (Appendix 4), and the
Medical Superintendent of KCHC was also notified from the department before subjects’
recruitment and data collection began. Recruitment of subjects was voluntary after the researchers

explained the content of the information sheet to potential participants, and patients willing to
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participate were asked for their consent after been given as much time as they needed to consider
it. Potential participants were also given opportunity to ask questions to clarify anything in doubt
or consult their friends and families before deciding to take part. The information sheets for the
different categories of respondents are in Appendices 5-8.

As mentioned earlier, before signing the consent form, participants were assured that their
participation is voluntary, and that they have the right to refuse to participate in the research
without any penalty. They also have the right at any time during their active participation or after
providing information to withdraw from the research without giving any reason and with the
assurance that any service or help they are already receiving will not be affected in any way.
However, participants were also informed that these rights cannot be extended to the withdrawal
of already published findings or be invoked in such a way as to compromise anonymised data sets
that are being used as specified in the original consent agreement. Having clarified this to them,
they were then assured that their names or identity will not be mentioned in any such publication.
Those who finally decided to participate were asked to give their consent as stated in section
4.3.6.1. In order to minimise psychological stress that may occur from inconveniences or other
sensitivities of HIV, patients were provided conducive space that will provide both visual and
auditory privacy for interviews, and research assistants with good counselling skills were used for

data collection.

To ensure further confidentiality of personal data, all information collected from the participants
were anonymised. Data were strictly used for the research purpose only, and research assistants
were counselled to ensure that they did not in any way divulge any information related to any

participant to any person. For the primary research participants, they were informed that their
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names will be replaced with codes/IDs during data processing, including during transcription and
entering of survey data into data analysis software. No third party had access to the data except the
research team. For the secondary data, anonymised data were collected from the records section
of the hospital and was used for the analysis — names were removed and replaced with 1Ds, and

only the lead researcher could relate the IDs to patients’ names.

To ensure the security of data processed during the project, including any identifiable personal
data, encrypted audio recorder was used for the individual interviews and focus groups, and
collected data were stored onto restricted folders on the University of Sheffield shared network
file store. Only the researcher and supervisors have access to the data. Data analysis was done by
the researcher. The hard copies of the questionnaires, consent forms and transcripts were stored
under lock and key in a metal cabinet for the period just enough to complete reporting and
publications and will thereafter be destroyed - after the degree is awarded. The electronic data will
only be used for the purpose of this research work. Participants were also informed that the data
collected will be stored only for one year period after the award of this Ph.D to give provision for

making reference to the data during the terminal stages of the research and publication processes.
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CHAPTER FOUR: QUANTITATIVE STUDY ON THE EFFECT OF THE

INTEGRATED HIV - PRIMARY HEALTH CARE SERVICES

4.1 INTRODUCTION

As stated under section 3.3, this Ph.D study utilised the mixed methods design to evaluate the
performance of the integrated HIV - PHC services in northern Nigeria. This chapter presents the
two studies that were conducted to address the quantitative research objectives. First, the methods

used to collect and analyse, and the results are described and presented.

4.2 QUANTITATIVE STUDY 1: EFFECT OF THE INTEGRATED HIV - PRIMARY
HEALTH CARE SERVICES ON UPTAKE OF SERVICES

4.2.1 STUDY OBJECTIVES

The first quantitative study involves collection and analysis of routine data collected following the

implementation of the integration of HIV care and treatment within PHC settings at the KCHC.

The study addressed the following specific objectives:

1. To assess the effect of the integrated HIV — PHC services on uptake of HIV services: counselling
and testing (HCT) and anti-retroviral therapy (ART) services provided at the KCHC.

2. To assess the effect of the integrated HIVV — PHC services on uptake of non-HIV services.

4.2.2 STUDY DESIGN
A retrospective cohort study design was adopted to collect and analyse data retrospectively to
evaluate the potential effect of the integrated HIV - PHC services on HIV and non- HIV services

use.
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The retrospective cohort study design is one in which the outcome or event of interest has already
occurred in the past, and the researcher goes back in time to select study participants from existing
medical, employment or other records stored in databases, and followed them over time to evaluate
for occurrence of outcomes of interest (Parks, 2005; Sedgewick, 2013). This study design is
appropriate when the researcher is interested in reconstructing the experiences of a group of
patients (the cohort) from records as if they had been followed prospectively (Sedgewick, 2013).

This study design allowed the researcher to retrospectively sample existing data from medical
health records database of KCHC in order to evaluate the effect of the HIV-PHC integrated care

on uptake of HIV and non-HIV services in KCHC.

4.2.3 STUDY PARTICIPANTS

The participants for this study were adults who were diagnosed with HIV prior to 2010, and who
accessed health care from the KCHC from March 2010 to December 2016. The sample also include
adults who were not HIV positive (HIV negative patients) but accessed primary health care (PHC)
services from the KCHC from January 2009 (prior to the implementation of the integrated care) to
December 2016. All male and female HIV positive patients who were 18 years and older were
eligible for the study. For the HIV negative patients however, male and female children 0-60
months old, and adults who were 18 years and older were considered for this study. The inclusion
of the 0-60 months old children in the study participants provided the opportunity to study the

effect of the integrated care on non-HIV infant and child health services.
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4.2.4 DATA SOURCE(S) AND DATA COLLECTION

The data for this study were drawn from health/medical records of the service users who accessed
healthcare from the KCHC. The data were originally generated by the health care providers
(Nurses, Community Health workers and Doctors) following routine service delivery to all the
service users including HIV positive and negative patients. As part of the practices in KCHC, all
health care services rendered are recorded by health workers in designated registers. Under this
component of the study, data on use of HIV services and non-HIV services were collected. The
list of the registers from where the data were extracted is in Appendix 9. As documented in section
3.5, permission was sought from the KCHC authorities before accessing the data for this study,
after ethical clearance from the University of Sheffield (UK) and the AKTH/ KCHC (Nigeria)
ethics review boards. Prior to the service delivery, the health care providers had obtained
permission from the service users for their data set to be used in future research. Therefore, the
researcher did not have to chase individual service users for their permission before accessing their
dataset. Nonetheless, the researcher ensured that the individual service users’ information accessed
and collected were kept strictly confidential following data protection laws. After permission was
sought, the researcher accessed and reviewed the anonymised medical records of the HIV and non-
HIV patients sampled.

Data collection proformas were designed, piloted and used to collect the relevant data from the
records of the study participants (see Appendices 10-12 for copies of the proformas). Monthly
aggregates of the data covering service delivery period March 2010 to December 2016 (for HIV
positive sample), and January 2009 to December 2016 (for patients with no HIV) were collected

in July 2019. Details of the variables are described in the next section.
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4.2.5 DATA MANAGEMENT AND ANALYSIS

4.2.5.1. Description of variables

A: Variables essential to measurement of uptake of HIV services

Twelve outcome variables were measured to evaluate the effect of the integrated care on uptake
of HIV services. The variables are categorised into three groups based on the type of HIV service

they represent. Below, a definition and detailed description of the variables are presented.

Uptake of HIV counselling and testing (HCT)

Knowledge of HIV status is a pre-requisite for gaining access to HIV treatment, care and support
services. Uptake of HCT is an important indicator of access to the HIV programme (McNaghten
et al, 2015). The HCT variable was further divided into 3 specific variables: HIV counselling, HIV
testing and received HIV test results.
- Uptake of HIV counselling: is defined as the number of people (adult males and females)
who received counselling on HIV disease and testing.
- Uptake of HIV testing: is defined as the number of people (adult males and females) who
took HIV test.
- Received HIV test result: is defined as the number of people who received their HIV test

result.

Uptake of antiretroviral therapy (ART)

ART refers to treatment of HIV using a combination of antiretroviral drugs, and is recommended

for all people having HIV regardless of how healthy they are. Although it does not cure the disease,
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ART reduces the amount of virus (viral load), keeping them healthy and reducing the chances of
transmitting the disease to others (CDC, 2019). Uptake of ART is the number of people that are
diagnosed with HIV disease and are commenced on antiretroviral treatment. Uptake of ART was
measured using the following specific variables:

- New ART enrolment: This is defined as the number of people that are diagnosed with
HIV disease and, for the first time, started receiving antiretroviral drug combination for
treatment. New ART enrolment provides a rough cross-sectional indicator of access to the
ART programme.

- Follow up ART: This is the total number of HIV positive individuals that are already on
ART and not taking the drugs for the first time. It provides an estimate of HIV positive
individuals that are already covered by the ART programme. *

- Total ART: This is the cumulative number of new and old HIV positive patients that are
on antiretroviral drugs for treatment. It provides a rough estimate of the coverage of the
ART programme as ‘ART coverage’ could not be calculated since the denominator

(number of people eligible for ART) was not available.

Uptake of PMTCT services

The PMTCT programme offers a range of services for mothers of child bearing age to maintain
their health and prevent or reduce the risk of infecting their infants. The United Nations (UN) four-
pronged strategy for PMTCT comprises of primary prevention of HIV infection among women of
reproductive age; preventing unintended pregnancies among HIV positive women; preventing the
transfer of HIV infection from HIV positive mothers to their infants; and provision of treatment,

care and support for HIV positive mothers, their children and families (WHO, 2007). The PMTCT
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cascade is an 18 months of care comprising of “antenatal care (ANC), HIV testing and counselling
during ANC, receiving HIV test results; If tested negative, subsequent retesting; If tested positive,
antiretroviral drugs (ARVs) for the mother, ARVs and co-trimoxazole prophylaxis for the
infant(s), safe delivery, safer infant feeding, early infant diagnosis within 6 weeks, second DNA
PCR test done 6 weeks after cessation of the breastfeeding, serology at 18 months if DNA PCR
negative, and linkage to treatment and care” (Hamilton et al, 2017).
However, optimal utilisation of the PMTCT spectrum of services has not been previously
described in the literature (Mustapha et al, 2018). Within the limits of available data at the PHC,
this study measured the following PMTCT variables to evaluate impact of the integrated care
intervention on PMTCT service uptake:
- PMTCT counselling: Is measured as the number of pregnant women that were counselled
on HIV disease and treatment during antenatal care (ANC).
- PMTCT testing: Is measured as the number of all pregnant women that received HIV
testing during ANC.
- PMTCT positive test result: Is measured as the number of all pregnant that were found
HIV positive following HIV testing during ANC.
- Delivery by HIV positive mothers: Is measured as the total number of HIV positive

mothers who delivered in KCHC.

B: Variables essential to measure uptake of non-HIV PHC services
Four groups of outcome variables (based on service type) were measured to evaluate the effect of
integrated care on uptake of non-HIV service within the KCHC. These variables are described in

details below:
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Uptake of maternal health services

Care of women’s health during pregnancy, child birth and immediately following delivery is
critical in the reduction of the burden of illnesses and deaths associated with women and their new-
borns especially in LMIC (Kifle et al, 2017). High uptake of maternal health services is therefore
paramount in the control of maternal and infant morbidity and mortality. Maternal health services
are those group of services given to the mothers before pregnancy, during pregnancy, at child birth
and following child birth. They comprise of antenatal care, delivery care and post-natal care
services (Kifle et al, 2017). In the context of this study uptake of maternal health services refers to
the use of antenatal care, delivery care and family planning services. Variables identified to
measure this outcome include:

- Total ANC: Antenatal care (ANC) refers to the care given by health care professionals to
pregnant women during pregnancy to ensure optimum health condition for both mother
and baby. ANC reduces maternal and perinatal morbidity and mortality directly through
identification and treatment of pregnancy related complications, and indirectly through
early identification of women at risk of the complications and ensuring referral to
appropriate level of care (WHO, 2016). “Total ANC’ is measured as the total number of
HIV negative pregnant women who attended KCHC for ANC.

- Total delivery: Both maternal and fetal complications are associated with lack of
supervised child birth, and when they take place in unhygienic environment usually at
home (Archibong et al, 2002). Delivery services in the hospital ensures that child births
are supervised by experienced health care professionals, and that they occur under hygienic

environment. Uptake of delivery services in the context of this study refers to the use of
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delivery services in KCHC by pregnant women. ‘Total delivery’ is therefore measured as
the total number of deliveries from all pregnant women irrespective of their HIV status.

Total Family planning: The world contraception day of year 2018 reiterated the role of
post-partum family planning (FP) in ensuring the health of women and their new born
babies through preventing unintended pregnancies (WHO, 2020a). FP empowers women
to exercise their human right to decide if and when to have children, and to attain their
desired family size. Yet many of the women who have recently given birth in developing
countries are among those who want to avoid pregnancy but are not using any modern
contraceptive method (WHO, 2020a). Furthermore, FP is a cost-effective strategy for
PMTCT of HIV (Wilcher, Cates and Gregson, 2009). Thus, providing FP for women is
key for ensuring their health and well-being, and that of their new born babies. In the
context of this study, total FP refers to total number of women who used FP services. ‘Total
FP’ is measured as the total number of women (irrespective of their HIV status) who used

FP services KCHC.

Uptake of child health services

The complete state of physical, mental and social wellbeing of children is crucial for their optimum

growth and development. This can be achieved through the promotive, preventive, and curative

child health services in the primary health care setting. Uptake of these child health services is

therefore crucial for improving childhood development, and this is a fundamental human right and

an essential requisite for sustainable development. According to UNICEF (2020), immunisation is

the most cost-effective child health intervention, saving the lives of 2 - 3 million children from

deadly childhood diseases but almost 20 million children did not receive the most basic vaccine in
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2018. It is against this background that the use of uptake of immunisation was used as proxy for
child health services in this study. Within the limits of available data, uptake of immunisation in
this study is the number of time infants aged O to 11 months old received any of the routine
immunisation antigens in KCHC during the pilot period. Coverage could not be measured due to
non-availability of data on target population (The eligible children). The following antigens/
indicators of routine immunisation service delivery (WHO, 2018) were measured to assess uptake
of immunisation in KCHC:

- BCG vaccination uptake: BCG refers to Bacille Calmette - Guerin, it is a vaccine used
for protection against Mycobacterium tuberculosis infection in infants/ children. BCG
vaccination coverage is the number of actual doses of BCG vaccine given to infants less
than one year of age compared to the number in the target population of surviving infants
under one year of age (eligible children). As BCG vaccination is given at birth, it is used
to indicate the size of infants that have made contact with child health services. ‘Uptake
of BCG’ is measured as the total number of 0 — 11 months old infants who received BCG
vaccine from KCHC.

- DPT1_Pentavalent first dose vaccination (DPT1_Penta 1): This refers to first dose of
the triple antigen vaccine against diphtheria, pertussis/ whooping cough and tetanus
infections or the first dose of the recently introduced (WHO, 2012b) five in one vaccine
against diphtheria, whooping cough, tetanus, hepatitis b and haemophilus influenza type b.
Uptake of DPT1_Penta 1 indicates availability of, access to, and initial use of immunisation
services by parents or caregivers. ‘Uptake of DPT1_Penta 1’ is measured as the total
number of 0 — 11 months old infants that received DPT1_Pental vaccine from Kumbotso

CHC.
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- DPT3_Pentavalent third dose vaccination (DPT3_Penta3): This refers to third dose of
the triple antigen vaccine against diphtheria, pertussis/ whooping cough and tetanus
infections or the third dose of the recently introduced (WHO, 2012b) five in one vaccine
against diphtheria, whooping cough, tetanus, hepatitis b and haemophilus influenza type b.
Uptake of DPT3_Penta 3 indicates continuity of use of immunisation service by parents or
caregivers, and is sometimes used as an indicator for assessing fully immunised children.
‘Uptake of DPT3 Penta 3’ is measured as the total number of 0 — 11 months old infants

that received DPT3_Penta3 vaccine from Kumbotso CHC.

Uptake of out-patient (OPD) services

Outpatient services refers to therapeutic and diagnostic services given to patients that do not
require admission in the hospital. Cases of minor ailments from both communicable and non-
communicable diseases are usually seen at the outpatient department of hospitals. Uptake of
outpatient services in this study refers to the number of people that used the outpatient services of
KCHC. Outpatient services were measured for both adult and children as follows:

- OPD child services: This is measured as the total number of children 0-60 months old that

were attended to at the outpatient clinic of Kumbotso CHC.
- OPD adult service: This is measured as the total number of persons who were 18 years or

more that were attended to at the outpatient clinic of Kumbotso CHC.

Uptake of in-patient services

In-patient services refer to the medical care given to patients under admission in the hospital

environment. Uptake of in-patient services in this study refers to the number of people who were
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admitted in KCHC for the purpose of any form of medical treatment. In-patient services were
measured for both adult and children as follows:
- In-patient child: This is measured as the total number of children 0-60 months old that
were admitted in Kumbotso CHC for medical treatment.
In-patient adult: This is measured as the total number of persons 18 years or more, that

were admitted in Kumbotso CHC for medical treatment.

4.2.5.2 Data entry and management

The patients’ characteristics and monthly aggregates of the anonymised service datasets that were
extracted from the medical records registers of the HIV positive and HIV negative patients with
the aid of the data collection proformas were systematically entered into three (3) separate
Microsoft Excel spread sheets (Windows 10 Enterprise) and stored in sequential rows against the
time period (in month) in which the data were generated. The three (3) spreadsheets were used for
storing data on HIV services, non-HIV services, and for patients’ characteristics. The data were
first cleaned on the Microsoft Excel sheet by the use of the “filter” function to ensure that all
entered variable are within their values, as well as to check for completeness of the data.
Thereafter, the data were transferred onto IBM SPSS Statistic 22 (UCLA Institute for Digital
Research and Education, 2019) and Minitab 17 statistical software for statistical analysis. The data
were first subjected to exploratory analyses including running frequency distribution checks to
screen for errors, missing values and outliers. The main purpose for this stage of the data
management was to ensure quality of collected data and ultimately in the findings of the study

(Van den Broeck, 2005).
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4.2.5.3 Coding of variables

All the collected monthly summaries of services utilisation were numerical and as a result the

absolute values were entered into the Microsoft Excel sheets without coding. The patients’

characteristics were however coded as follows before the statistical analysis:

Age group: This describes the categories of the respondents’ ages. For the adult patients,
age group (in years) was categorised and coded into “15-24’ = 1, ’25-34 = 2, ’35-44’ = 3,
‘45-54° = 4 and ’55-64’ = 5. For the children however, age (in months) was categorised
into ‘0-5’ =1, ‘6-11’ =2 and *>11" = 3.

Sex: This measures the sex orientation of respondents on a nominal scale with values of
male and female. Respondents were asked to state their sex. Male respondents were coded

as ‘1’ while female respondents were coded as ‘2’.

4.2.5.4 Statistical analysis

The statistics used to analyse the outcomes are as follows:

Descriptive statistics

To describe the study sample, the characteristics of patients were descriptively summarised
depending on the type of variable. For example, the mean and standard deviation were used
to summarise the distribution of continuous variables such as age. The numbers and
proportions or percentages were used to summarise the distribution of categorical variables
such as sex, and descriptive summaries are stratified by HIV status. In addition, the scatter
plots of outcome variables described in Sections 4.2.7.2 and 4.2.7.3 were produced to
display the trends in uptake of categories of HIV services over time and to inform an

appropriate approach for further analysis.
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Simple linear regression analysis to assess uptake of HIV services

Simple linear regression analysis was used to estimate the slope (95% C.I) in order to
describe changes in uptake of the different HIV services following the service integration.
Uptake of aggregated services (for categories of HIV services) was also assessed using a
simple linear regression model.

Interrupted time series analysis to assess the effect of integrated care on non-HIV services

To familiarise with the data, scatter plot of the time series for the non-HIV service
categories were constructed to determine underlying trend and seasonal patterns. The
interrupted time series analysis (ITS) using segmented regression/ piecewise regression
analysis with the help of IBM SPSS statistics 22 was thereafter used to analyse the impact
of the integrated care intervention on the non-HIV services in KCHC.

ITS is a strong quasi-experimental design that is being popular in evaluating impacts of
interventions (Zhang et al, 2009). It is considered an appropriate intervention when the
use of randomised controlled trials (RCTs — the gold standard for evaluating the
effectiveness of interventions) is not feasible like in the case of this study where there was
need to retrospectively evaluate intervention that had been implemented without
randomisation or control group (Bernal, Cummins and Gasparrini, 2017; Penfold and
Zhang, 2013). Taljaard et al (2014) recommends a modification of ITS to standard
segmented analysis to utilise the strength of the design.

The time period in a basic segmented regression analysis is divided into pre- and post-
intervention segments. Thus, separate intercepts and slopes, and statistical tests of changes

in the intercepts and slopes pre- and post-intervention are estimated (Taljaard et al, 2014).
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Parameterisation of the time series model

The standard equation for segmented regression model for a single group was used to
estimate parameters for the ITS, that is,

Yo = Bo + BiT; + B X + B3 X T + €

Where:

Y; is the outcome measured or assessed at time t over the whole time horizon (before and
after the intervention)

T; is the time series from the start of the intervention to the end (1, 2, 3 ... , 95)

X, 1s the dummy indicator of the intervention period (that is, O for pre-intervention for all
values of t < 15 and 1 for post-intervention for all values of t >15 and t <95)

X, T; is an interaction term variable obtained by multiplying X, and T;

€: 1s an error term indicating how far each predicted value at time t is from what was

actually observed

Interpretation of parameters:

Bo s the value of the outcome (we predicted) at the start of the time series pre-intervention
B, 1s the slope of the outcome until the start of the intervention (that is how the outcome
changes pre-intervention as the time increases by one unit)

B, is the change in level of the outcome that happens immediately following the
introduction of the intervention

B is the differences in slopes (rates of change) between pre-and post-interventions

133



The Process Macro version 3.5 (Hayes, 2020) was used to estimate heteroscedasticity
adjusted standard error and covariance in SPSS. The covariance HC3 estimator was used
for the analysis (Hayes and Cai, 2007).

Microsoft Excel was used for constructing the time series plots and combined models for
data from the categories of the non-HIV services. R?> was estimated to check
appropriateness of all fitted models. The procedure for fitting the combined models is

described below.

Procedure for adding a trend line to multiple series of data on Microsoft Excel

On the Microsoft Excel sheet, a scatter plot of the variables of interest (dependent
variables) using the months/ time as independent variable was plotted. By right clicking on
the chart/ scatter plot and then clicking on “Select Data” from the pop-up menu, the “Select
Data Source” dialogue appeared. The “Add” button on the “Select Data Source” box was
then selected to open up the “Edit Series” dialog. In the “Series Name” box of the “Edit
Series”, a descriptive label: “Combined” was added, and in the “Series X Values” box, the
range of X values (time/ month) was selected with the mouse. In the “Series Y Values”
box however, the “={1}" existing in the box was first deleted, and then with the mouse the
first range of Y values (dependent variable) was selected. Subsequent ranges of Y values
were selected and separated by comma, until all range of the Y values were selected.
Thereafter, the Click OK button was clicked twice, and a the new “Combined” series
appeared, whose markers obscured those of the existing series. To add the trend line, the
new series was selected and the plus “skittle” next to the chart was clicked to reveal the

Trend line.
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4.2.6 LIMITATIONS OF USING SECONDARY DATA

Although the use of secondary data for research is considered inexpensive, convenient and faster
than research involving collection of primary data, it may however present problems. A common
limitation of secondary data is that the secondary researcher is not part of the data collection team
and is therefore not sure about the accuracy of the data, which may expose researchers to possible
errors that may affect the quality of their research (Olabode et al 2019; Johnston, 2014; Boslaugh,
2007). In order to ensure quality of the secondary data in this study the researcher got familiarised
with the process of generating the secondary data, the data elements collected and the time frame

and population on which the data were collected from ab-initio before setting out for the study.

Another limitation of the use of secondary data is that the data were not collected to answer the
specific research question of the researcher, and as a result information on the variables of interest
may be incomplete, not have been collected on the geographical region or on the population of
interest (Doolan and Froelicher, 2009; Cheng and Phillips, 2014). Lack of, or incomplete data
turned out to be the biggest limitation of the secondary data analysis in this study as the impact of
the integrated care on the utilisation of outpatient and admission services for specific adults and
childhood diseases could not be disaggregated. In addition, data were not available on eligible
population/ denominators for computing coverage of services. As a result, absolute numbers of

patients that used any of the services was used as uptake for that service.

Anonymising data sets to protect the confidentiality of patients is another limitation of using
secondary data as this can lead to residual confounding when blinding a variable is crucial to

control for during analysis (Cheng and Phillips, 2014). In this study, data on quantifiable health
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outcomes of integrated care (morbidity, mortality and disability) were not available from records,
and patients could not be linked to utilisation data as anonymised data were collected and used for
analysis. As such, only psycho-social health outcomes were explored from other patients through

qualitative interviews.

4.2.7 RESULTS

4.2.7.1 Characteristics of the sampled patients that accessed health care services in KCHC
Medical records of 125844 patients comprising of 78351 (62.3%) adults and 47493 (37.7%)

children (0-60 months old) were collected and analysed.

Table 4.2.1: Age and sex distribution of the adult patients

Characteristic HIV Positive HIV Negative
(n =3948) (n =74403)
n (%) n (%)

Age group (Years)

15-24 332 (8.4) 27306 (36.7)

25-34 2100 (53.2) 30803 (41.4)

35-44 841 (21.3) 11904 (16.0)

45-54 517 (13.1) 1191 (1.6)

55-64 158 (4.0) 3199 (4.3)

Mean (S.D) 34.6 (9.6) 29.0 (9.9)

Sex

Male 1698 (43.0) 30728 (41.3)

Female 2250 (57.0) 43675 (58.7)

Most of the adult patients (95.0%) were HIV negative whereas the remaining 3948 adults (5.0%)

were HIV positive. More than half (58.7%) of the HIV negative patients were females, and had a
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mean age (standard deviation, S.D) of 29.0 (9.9) years. Similarly, majority of the HIV positive
adults (57.0%) were females, and had a mean age (SD) of 34.6 (9.6) years as shown in Table 4.2.1.
Table 4.2.2 shows the age and sex distribution of the children studied. About two-thirds were

females, and their mean age (S.D) was 8.1 (1.5) months.

Table 4.2.2: Age and sex distribution of the infants / children (n = 47493)

Characteristics Frequency (%)
Age group (Months)

0-5 17155 (36.1)
6-11 20091 (42.3)
>11 10247 (21.6)
Mean (S.D) 8.1 (1.5)

Sex

Male 17382 (36.6)
Female 30111 (63.4)

The type of healthcare service accessed by the patients are in Tables 4.2.3 and 4.2.4 for the adults
and children respectively. Most of the HIV positive adult patients accessed antiretroviral treatment
service whereas 39.8% and 34.5% of the HIV negative adult patients accessed outpatient service
for treatment of common ailments, and antenatal care for pregnant women respectively (Table
4.2.3). Majority of the children (65.6%) received outpatient care, with BCG identified as the most

common immunisation service received by the children (Table 4.2.4).
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Table 4.2.3: Type of health care service accessed by the adult patients

Type of service accessed (Adults) HIV Negative HIV Positive
(n =74,403) (n =3,948)
n (%o) n (%o)
Antenatal care (ANC) 25650 (34.5) 0(0.0)
Delivery 3243 (4.4) 40 (1.0)
Family planning (FP) 2732 (3.7) 0 (0.0)
Outpatient visit (OPD) 29578 (39.8) 0 (0.0
Admission 447 (0.6) 0(0.0)
HIV Counselling and Testing (HCT) 478 (0.6) 82 (2.1)
HCT for PMTCT 122775 (16.5) 116 (2.9)
Antiretroviral treatment (ART) N/A 3710 (94.0)

N/A = Not applicable

Table 4.2.4: Type of health care service accessed by the infants/ children (n = 47493)

Type of service accessed n (%)

BCG 6473 (13.6)
DPT1_Pental 5021 (10.6)
DPT3_Penta3 263 (9.0)
Outpatient visit (OPD) 31164 (65.6)
Admission 572 (1.2)

4.2.7.2 Effect of integrated care on uptake of HIV services

Uptake of HIV Counselling and Testing services

Before the integration of HIV care and treatment into routine PHC services in the Kumbotso CHC,

HIV services were available only at the tertiary hospital linked to KCHC (That is, AKTH). All
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HIV patients that visited KCHC were referred to AKTH. The results from the data analysed show
that following the integration, uptake of HIV counselling service increased over time. Use of HIV
counselling service increased from 3 patients in 2010 to 127 patients by the end of year 2016. The
results (Figure 4.2.1) shows that all the patients that were counselled in 2010 to 2012 took the HIV
test and collected their test results, but between 2013 to 2016, the number of patients that took the
test was 3 patients less than those counselled in 2013. However, in 2014, the results show that the

proportion of those who received counselling and subsequently tested increased.

The rate at which the HIV counselling and testing services changed over the years is presented in
Table 4.2.5. HIV counselling and testing services significantly increased at the rate of 2.11 and
1.89 per annum respectively, whereas the rate at which the patients collected their test results

increased at the rate 1.90 per annum.
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Figure 4.2.1: Annual trend of HIV testing and counselling (HTC) services in KCHC

Table 4.2.5: Annual change in uptake of HIV testing and counselling (HTC) services in
KCHC

Service Change/ annum (95% C.1I) t - test p-value
HIV counselling 2.11 (1.19, 3.04) 4.58 0.0001*
HIV testing 1.89 (1.02, 2.76) 4.38 0.0001*
Collected test results 1.90 (1.03, 2.76) 4.38 0.0001*

*Statistically significant
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Uptake of antiretroviral (ART) treatment services for HIV

Figure 4.2.2 shows the trend of ART from 2010-2016. The results show a fluctuating trend. New
ART enrolment® increased linearly from 16 patients in 2010 to 48 in 2013. In 2016, a decline in
ART was recorded. The number of patients who received ART on follow up? increased
dramatically from 77 patients in 2010 to 764 patients in 2016, while the total number of patients
on ART (total ART) increased from 92 patients in 2010 to 669 patients in 2014. In 2015 a decline
in ART uptake on follow up was observed, but increased again in 2016 (Figure 4.2.2). The results
presented in Figure 4.2.2 also show that uptake of co-trimoxazole preventive treatment (CPT) was

less than the total ART per annum by as much as 14 to 76 patients.

Table 4.2.6 shows the annual rate of uptake of ART services. New ART enrolment decreased at
the rate of -0.02 patients annually although the change was not statistically significant. However,
follow up ART, total ART and CPT increased significantly at the rate of 8.5, 8.9 and 8.1 per annum

respectively as shown in Table 4.2.6.

! New ART enrollment is the number of HIV positive patients registered to commence antiretroviral treatment (ART)
2 Follow up ART patients are those HIV positive patients that are already on antiretroviral drugs and are coming to
the health facility for review or drug refill
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Figure 4.2.2: Trend of antiretroviral treatment (ART) services in KCHC

Table 4.2.6: Annual change in uptake of antiretroviral treatment (ART) services in KCHC

Service Change/ annum (95% C.1I) t - test p-value
New ART -0.02 (-0.28, 0.23) -0.183 0.855

Follow up ART 8.51 (6.95, 10.08) 10.85 0.0001*
Total ART 8.85 (7.27, 10.42) 11.18 0.0001*
CPT 8.12 (6.50, 9.74) 9.97 0.0001*

*Statistically significant

Uptake of counselling and testing services for PMTCT

The trend of HIV counselling and testing services among pregnant women is as shown in Figure
4.2.3. Both counselling and testing services received by mothers attending antenatal clinics as part
of the PMTCT of HIV significantly increased over time from 876 patients in 2010 to 2579 patients

in 2016. The number of pregnant women testing HIV positive following testing at ANC initially

142



increased from 13 in year 2010 to 21 patients in year 2011, and then decreased thereafter until it

reached 14 in 2015.
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Figure 4.2.3: Trend of PMTCT - HIV counselling and testing services in KCHC

Table 4.2.7: Annual change in uptake of PMTCT - HIV counselling and testing services in

KCHC
Service Change/ annum (95% C.1) t - test p-value
PMTCT counselling 24.32 (16.70, 31.95) 6.35 0.0001*
PMTCT testing 24.32 (16.70, 31.95) 6.35 0.0001*
PMTCT positive test | -0.09 (-0.19, 0.01) -1.78 0.08
results

*Statistically significant
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Counselling and testing for PMTCT both increased significantly at the rate of 24.3 per annum. The
rate of HIV positive test results decreased at the rate of -0.09 per annum although the change was

not statistically significant as shown in Table 4.2.7.

Uptake of PMTCT delivery services by pregnant women

The trend of delivery services under the PMTCT programme is presented in Figure 4.2.4.
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Figure 4.2.4: Trend of PMTCT - Delivery services in KCHC

The figure shows that the number of HIV positive mothers delivering/ exposed babies® decreased
from 4 in 2010 to as low as 2 in 2012, and then fluctuated between 11 and 5 between 2013 and

2016. Although the rate of deliveries by HIV positive mothers decreased by 0.09 annually, the

3 Exposed baby is any newborn baby whose mother is HIV positive and therefore had the chance of being infected by
the mother with HIV during pregnancy or childbirth
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change was not statistically significant. Figure 4.4 also shows that total deliveries in Kumbotso
CHC increased significantly from 344 deliveries in 2010 to 559 deliveries in 2013, and then

gradually slowed down over years to 493 in 2016.
Table 4.2.8 further shows that total delivery significantly rose at the rate of 2.3 per annum. The
results show that none of the exposed babies (babies born to HIV positive pregnant women) was

found HIV positive.

Table 4.2.8: Annual change in uptake of PMTCT - Delivery services in KCHC

Service Change/ annum (95% C.1I) t - test p-value
Total delivery 2.34 (0.92, 3.75) 3.29 0.002*
Delivery by  HIV |-0.09 (-0.19, 0.012) -1.78 0.080
positive mothers

*Statistically significant

4.2.7.3 Effect of integrated care on non-HIV services uptake

Uptake of maternal health services

Figure 4.2.5 revealed that ANC, deliveries and FP uptake generally increased with increasing unit
of time from 2009 to 2016, exhibiting a positive correlation with time. Total ANC increased in a
linear fashion with moderate strength, and with an outlier occurring around August 2010. Total

delivery and FP also showed a linear trend, strong relationship with time and with no outliers.
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Figure 4.2.5: Scatter plot of data on uptake of maternal health services in KCHC

The time series plot of total ANC attendance in Figure 4.2.6 depicts a positive secular trend with
cyclical pattern indicating a non-regular increase in ANC attendance with increasing months of
the integrated care intervention. Before the integrated care, ANC attendance was increasing at the
rate of 0.2 per month from the pre-intervention level of 38.2 clients. Following the intervention
however, ANC attendance dropped by 105.2 clients per month and then significantly increased

monthly by an average of 6.6 patients per month as shown in Table 4.2.9.
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Figure 4.2.6: Time series plot of antenatal care (ANC) attendance in KCHC

Table 4.2.9: Segmented regression analysis of the impact of integrated care on maternal
health care services (Antenatal care services)

Parameter Effect 95% C.1 p-value
Bo 38.16 26.26 to 50.06 0.0001
b1 0.25 -1.43101.93 0.7720
B -105.21 -161.24 to -49.17 0.0003
B3 6.60 4.55 to 8.65 0.0001

In a similar fashion, the time series plot of uptake of delivery services depicts a positive secular

trend with cyclical pattern indicating that monthly deliveries progressively increased with time,

and with some elements of seasonality occurring between July and September (Figure 4.2.7).
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Figure 4.2.7: Time series plot of monthly use of delivery services in KCHC

The graph also shows that monthly delivery was dropping by 0.82 deliveries per month at the pre-
intervention months. With the integrated care however, there was a level change in monthly

delivery by 10.4, and thereafter gradually increased by 0.9 deliveries per month (Table 4.2.10).
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Table 4.2.10: Segmented regression analysis of the impact of integrated care on maternal
health care services (Delivery services)

Parameter Effect 95% C.1 p-value
Bo 21.77 15.97 to 27.57 0.0001
b1 -0.82 -1.34 t0 -0.30 0.0020
B2 10.44 1.24 t0 19.64 0.0260
B3 0.92 0.39to 1.45 0.0009

The time series plot of uptake of FP services (Figure 4.2.8) depicts a positive secular trend with a
cyclical pattern without periodicity. Before the integrated care, uptake of family planning services
was dropping from 19.1 at the rate of 0.6 per month between January 2019 to February 2010. With
the integrated care however, family planning uptake further dropped by 23.6 clients before it

started to rise at the rate of 1.3 client per month (Table 4.2.11).
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Figure 4.2.8: Time series plot of monthly uptake of family planning services in KCHC
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Table 4.2.11: Segmented regression analysis of the impact of integrated care on maternal
health care services (Family planning)

Parameter Effect 95% C.1 p-value
Bo 19.11 13.73 t0 24.50 0.0001
b1 -0.61 -1.60 to 0.37 0.2200
B> -23.59 -33.13 to -14.06 0.0001
B3 1.26 0.26 to 2.26 0.0140

Uptake of child health services

Figure 4.2.9 shows that uptake of BCG, DPT1_Penta 1, and DPT3_Penta 3 vaccinations increased

from 2009 (the pre-integration period) with increasing months, indicating positive correlation with

time.
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Figure 4.2.9: Scatter plot of uptake of child health services in KCHC
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The increase in uptake of BCG follows a linear trend with a moderate strength. However, outliers
were noted between July and October 2012, and August 2016. Uptake of DPT1_Penta 1 exhibited
a strong nonlinear relationship with time, with outliers showing between August to December
2016. Uptake of DPT3_Penta 3 also exhibited a strong nonlinear relationship with time, with an
outlier seen around December 2014.

The time series plot of monthly BCG vaccination follows a positive secular trend with cyclical
pattern (Figure 4.2.10). Before the integrated care, uptake was decreasing at 0.5 per month from
the pre integration phase of 32.1 patients per month. With the integrated care however, BCG uptake
dropped by 23.3 between March and May 2010 before it started to increase at the rate of 1.8

patients per month as shown in Table 4.2.12.
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Figure 4.2.10: Time series plot of monthly BCG vaccination in KCHC
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Table 4.2.12: Segmented regression analysis of the impact of integrated care on child health
services (BCG vaccination)

Parameter Effect 95% C.1 p-value
Bo 32.11 26.40 to 37.82 0.0001
B -0.49 -1.54 t0 0.56 0.3580
B> -23.31 -41.88 to -4.73 0.0140
B3 1.76 0.64 to 2.88 0.0020

The time series plot in Figure 4.2.11 also shows a positive secular trend with cyclical non seasonal
pattern, with the uptake of the DPT1_Penta 1 vaccine gradually increasing from the 14.6 level
before the integrated care at 0.2 per month. With the integrated care intervention however, uptake

of the vaccine dropped to 18.7 before it started to rise at the rate of 1.0 per month (Table 4.2.13).
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Figure 4.2.11: Time series plot of DPT1/ Pental vaccination in KCHC
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Table 4.2.13: Segmented regression analysis of the impact of integrated care on child health
services (DPT1/ Pental vaccination)

Parameter Effect 95% C.1 p-value
Bo 14.60 9.50 to0 19.69 0.0001
b1 0.20 -0.42 10 0.82 0.5250
B> -18.66 -37.91 t0 0.59 0.0570
B3 0.97 0.20t0 1.73 0.0130

In the same fashion, the time series plot of DPT3_Penta 3 shows a positive secular trend with a

cyclical non seasonal variation (Figure 4.2.12).
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Figure 4.2.12: Time series plot of DPT3/ Penta3 vaccination in KCHC

DPT3/ Penta3 vaccination increased at the rate of 0.5 per month before integrated care. Following
the integrated care, there was an upward level change in the uptake of the vaccine by 6.3 before it

decreased at the rate of 0.1 per month (Table 4.2.14).
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Table 4.2.14: Segmented regression analysis of the impact of integrated care on child health
services (DPT3/ Penta3 vaccination)

Parameter Effect 95% Confidence | p-value
interval

Bo 20.59 14.61 to 26.57 0.0001

b1 0.54 -0.03t01.11 0.0620

B> 6.27 -4.80t017.34 0.2630

B3 -0.14 -0.74 10 0.46 0.6490

Effect on non-HIV outpatient services
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Figure 4.2.13: Scatter plot of data on utilisation of outpatient services in KCHC
Figure 4.2.13 shows that outpatient attendance for both adult and paediatric patients increased
from 2009 with increasing month in a nonlinear fashion. Both adult and paediatric outpatient

attendance shows moderate relationship with time. Outliers are noted for adult outpatient

attendance around October 2012, September 2014 and November 2016. Similarly, there are
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outliers for paediatric outpatient attendance around March 2014, October 2015 and November

2016.

The time series plot of the paediatric outpatient clinic attendance shows a positive secular trend
with element of seasonality occurring around August to October (Figure 4.2.14). Paediatric
outpatient attendance was increasing at the rate of 12.1 per month before the integration. This was
observed to have jumped immediately to 172.9 following the integrated care, and thereafter

decreased at the rate of 7.7 per month (Table 4.2.15).
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Figure 4.2.14: Time series plot of monthly paediatric OPD attendance in KCHC
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Table 4.2.15: Segmented regression analysis of the impact of integrated care on outpatient
services (Paediatric outpatient services)

Parameter Effect 95% C.1 p-value
Bo -41.41 -124.50 to 41.69 0.325
b1 12.14 -1.34 10 25.63 0.077
B 172.95 51.23 to 294.67 0.006
B3 -7.68 -21.27t05.91 0.264

The time series plot of monthly adult outpatient clinic attendance in KCHC is as depicted in Figure
4.2.15. The plot shows a positive secular trend and cyclical pattern with elements of seasonality

between August and October.
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Figure 4.2.15: Time series plot of monthly adult OPD attendance in KCHC

Adult outpatient attendance was increasing at the rate of 1.8 per month before the integrated care

intervention. Immediately after the intervention however, there was a significant downwards level
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change (decrease) by 464.86, followed by a monthly increase at the rate of 13.2 per month as

shown in Table 4.2.16.

Table 4.2.16: Segmented regression analysis of the impact of integrated care on outpatient

services (Adult outpatient services)

Parameter Effect 95% Confidence | p-value
interval

Bo 2.56 -9.49 t0 14.61 0.6740

B 1.77 0.05 to 3.50 0.0440

B> -464.86 -599.37 to -330.36 0.0001

B3 13.16 9.88 t0 16.44 0.0001
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Figure 4.2.16: Scatter plot of data on in-patient attendance in KCHC

157



Figure 4.2.16 shows that in-patient admission (adult and children) increased with time from
January 2009 to December 2016 in a linear fashion, suggesting a moderate relationship with time.
However, multiple outliers were observed in the paediatric admissions around November 2010,
September 2011, October 2012, March 2014, and between August and November 2016. Similarly,
there were multiple outliers in the adult admissions around November 2010, February 201, October

2012 and September 2014.

The time series data of the paediatric in-patient admission shows a positive secular trend with
cyclical pattern and elements of seasonality occurring around August to October as depicted in
Figure 4.2.17. The paediatric in-patient admission was decreasing at the rate of 0.03 patients per
month before the integrated care, but suddenly increased to 7.7 after the integrated care, and then

started to decrease at the rate of 0.04 patients per month thereafter as shown in Table 4.2.17.
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Figure 4.2.17: Time series plot of monthly paediatric in-patient attendance in KCHC
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Table 4.2.17: Segmented regression analysis of the impact of integrated care on in-patient

services (paediatric in-patient services)
Parameter Effect 95% C.1 p-value
Bo -0.15 -051t00.21 0.403
B 0.03 -0.04t00.11 0.370
B> 7.73 2.79 t0 12.66 0.002
B3 -0.04 -0.17 t0 0.08 0.487
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Figure 4.2.18: Time series plot of monthly adult in-patient attendance in KCHC

The time series plot of the adult inpatient admissions depicts a positive secular trend with cyclical
pattern and seasonality occurring around August to October (Figure 4.2.18). Before the integrated
care intervention, adult in-patient admission was increasing at the rate of 0.05 patients monthly.
With the integrated care however, there was a sudden positive level change to 5.9, and then it

started to decrease at the rate of 0.05 per month (Table 4.2.18).
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Table 4.2.18: Segmented regression analysis of the impact of integrated care on in-patient
services (Adult inpatient services)

Parameter Effect 95% C.1 p-value
Bo -0.27 -0.85t00.31 0.364
p1 0.05 -0.05t00.15 0.349
B 5.88 1.94 t09.83 0.004
i -0.05 -0.18 t0 0.07 0.421

4.2.8 Summary

In summary, this study showed that HIV counselling, testing and collection of test results increased
over time. The results also revealed that HIV counselling and testing for pregnant mothers
increased over time but the number of HIV exposed babies decreased with time. For the non-HIV
services, uptake of maternal health services (ANC, family planning, and delivery) increased with
time. Child health services (BCG, and DPT1/ Penta 1 vaccinations) showed a moderate increase
over time, except DPT3/ Penta 3 vaccination which dropped gradually with time. Overall, the

study found that integrated care improved uptake of both HIV and non-HIV services.

4.3 QUANTITATIVE STUDY 2: SURVEY OF THE SERVICE USERS’ SATISFACTION
WITH THE HIV INTEGRATED PRIMARY HEALTH CARE SERVICES

4.3.1 OBJECTIVE
The objective of the study was to assess the level of satisfaction of the users of the HIV integrated

primary health care service.
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4.3.2STUDY DESIGN

A descriptive cross-sectional study design was used to conduct the study. A cross-sectional design
was used to collect and analyse data to address the research aim. The cross-sectional study design
is an observational study design that is used to study data from a population or representative
sample at a given point in time, which may be a day(s), week(s), month(s) or a time period that is
just enough to complete the study (Kesmodel, 2018). In this type of design, exposure and outcome
are measured at the same time without temporality. Because of this a cross-sectional study cannot
determine cause and effect relationship (Setia, 2016; Whalley, 2006). Thus, the design is
appropriate for population-based surveys or studying the prevalence of diseases or condition, and
related factors in clinic-based samples (Setia, 2016; Kesmodel, 2018). The cross-sectional study
design allowed the researcher to collect primary data at a point in time from the HIV positive and

HIV negative patients in order to answer the research questions.

4.3.3 STUDY PARTICIPANTS
The participants for this cross-sectional survey were male and female patients, 18 years and older,
that accessed HIV and non-HIV services in the health facility. Seriously ill patients who lacked

capacity to respond to consent for the study were excluded.

4.3.4 SAMPLE SIZE ESTIMATION
The minimum sample size for the patient satisfaction survey was obtained using the Leslie
Fischer's formula for estimating minimum sample size for descriptive studies, that is, n = Z2pg/d?

(Lwanga and Lemeshow, 1991). Where n = minimum sample size; Z = standard normal deviate
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corresponding to 95% confidence level that is, 1.96; p = prevalence (obtained from previous study);
g = complimentary probability of p that is, 1- p and d = degree of precision = 5% that is, 0.05.

By substituting these values into the formula and using a prevalence of 83% for the proportion of
patients/ clients satisfied with the services obtained from AKTH, Kano state, Nigeria (Iliyasu et
al, 2010), n = (1.96) x 0.83 x (1-0.83)/0.05° = 216.8

Assuming a non-response rate of 10%, adjustment for the sample size was made using the formula
n/1-f (Araoye, 2008), where n is the calculated sample size and f is the estimated response rate. By
substituting the values into the formula, sample size therefore is 217/0.90 = 241.1 = 241. Thus, a
minimum of 121 patients was required from each of the HIV positive and negative patients for the

study, but all the 241 participants were recruited to participate

4,35 PARTICIPANTS RECRUITMENT

Recruitment of the study participants took place at the KCHC in July 2019. A systematic sampling
method was used to select the 241 service users (comprising HIV and non-HIV patients) to explore
their level of satisfaction with the integrated HIV primary health care. This sampling method
allows for system to be applied into selection of respondents by selecting every k" element after a
random start, and the process is simple and can easily be checked (Forthofer, Lee & Hernandez,

2007).

The research team was introduced to the patients by the health care providers during health talks
at the general outpatient department (GOPD), which are held daily in the morning before the
commencement of the clinic sessions. The researcher explained the purpose, process and roles of
the participants in the study, and also sought for their participation. After the introduction, potential

participants were given opportunity for questions and answers about the survey. The researcher
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thereafter asked those who were willing to participate in the study to register their names at the
research desk in a close-by office at the GOPD. Potential participants were given the information
sheet to study at the point of registration. The researchers explained the content of the information
sheet to participants that did not speak or understand English. Participants were given 48 hours to
reflect on their participation before deciding to participate. They were told that they can discuss
their participation with friends, their health providers or family members to help them make an
informed decision. After 48 hours, only those who were willing to participate, and had contacted
the researcher, were asked to give consent before they can be enrolled for interviews. Those that
gave consent were then interviewed in an interview room located at the GOPD. The detail of the

informed consent process is described in section 4.3.6.2.

The selection of participants to take part in the study was achieved by estimating the sampling
intervals (S1 and S2) for the HIV and non-HIV groups, obtained by dividing the monthly
attendance of the respective group of patients (X1 and X2) with the required number to be sampled
from each of the groups (Y1 and Y2), i.e X1/Y1 and X2/Y2 for the HIV and non-HIV groups
respectively. The estimated sampling intervals for the respective groups was applied to the list of
registered service users in the interview office to select potential respondents. The first respondent
serial number was identified by randomly selecting a number between one (1) and the sampling
interval, and subsequent respondents were obtained by adding the sampling interval to the previous

respondent's serial number. This continued until the 241-sample size was obtained.
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4.3.6 DATA COLLECTION

Prior to field work, the researcher,

a. Sought a written permission for the study from the management of AKTH and also paid
advocacy visits to Primary Health Care Management Board (PHCMB) and to KCHC in order
to solicit the co-operation of the officials in the conduct of the research. Further details of
consent seeking with participants is presented in section 4.3.6.2. The co-operation of the PHC
workers involved in the provision of health care and the HIV support group in the health facility
was also sought and obtained. These were accomplished about two weeks before the
commencement of data collection.

b. Recruited four research assistants. The assistants were selected from a pool of experienced
health workers based on their educational qualifications and past experiences with
administering survey questionnaires.

c. Trained the research assistants on the purpose of the study and other relevant information on
the information sheet for the study, the quantitative questionnaire, role of communication in
research, and on privacy and confidentiality of data. The training guide was based on published
materials on research methodology (Crookes & Davies, 2004; Green and Browne, 2008;
Araoye, 2008).

d. Designed and pretested more than 10% (30) of the survey questionnaires in a different health
facility located in an LGA about 50km away from the study LGA to prevent contamination of

participants.
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4.3.6.1 Interview questionnaires

This questionnaire had two sections: The first section elicited the socio-demographic
characteristics of the respondents, while the second section sought information on the HIV positive
and negative respondents’ satisfaction with integrated care. Some items on the questionnaire were
adapted from a validated questionnaire used in previous survey that assessed patients’ satisfaction
with services obtained from Aminu Kano Teaching Hospital (lliyasu et al, 2010). The

questionnaire is attached as Appendix 13.

4.3.6.2 Informed consent with participants

Informed consent was obtained from all participants before beginning of data collection. As
previously stated, participants were given information during the morning health talk sessions on
the purpose and procedure of the research including their roles. In addition, before signing consent
forms, participants were asked to read the information sheet in order to get full information on the
research including the nature and purpose of the project, the research methods to be employed with
full explanation of any technical term used, the conditions under which the project will be
conducted, who is undertaking and who is sponsoring the project, potential risks and
inconveniences that may arise, potential benefits that may result, what participation in the research
will be required in practice, how participant confidentiality will be safeguarded, what will happen
to the research data and how it will be stored, how to raise concerns or to complain about the
research, and to whom; and the consequences of non — participation (University of Michigan,
2021). For non-literate respondents, the information sheet was read and explained to them in Hausa
language (a language they can understand). Participants were also given an opportunity to ask

questions to clarify anything in doubt. The information sheet for the patients’ satisfaction survey
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is in Appendix 5. Before signing the consent form, the participants were assured that their
participation is voluntary, and that they have the right to refuse to participate in the research
without any penalty. They also have the right at any time during their active participation to
withdraw from the research without giving any reason and with the assurance that any service or
help they are already receiving will not be affected in any way. However, participants were also
informed that these rights cannot be extended to the withdrawal of already published findings or
be invoked in such a way as to compromise anonymised data sets that are being used as specified
in the original consent agreement. Their names or identity will not be mentioned in any such

publication.

All the participants were then allowed enough time as they needed to consider their participation
in the study. Those who finally decided to participate were asked to give their consent (either sign
a written informed consent or verbal consent was acceptable). Participants were given the chance
to make a choice of what form of consent they preferred. As it is the case in Nigeria, the research
team expects that participants who cannot write or read English will opt for verbal consent —
therefore provision was made for such participants to thumb print (in lieu of signatures). In the
case of married women, consent for the survey is not a problem once they have initial permission
from their husbands to attend health facility. The consent form for the satisfaction survey is

attached as Appendix 14.

4.3.6.3 Administration of questionnaires
Two trained research assistants administered the structured survey questionnaire to participants.

As described before, the assistants were hired and trained by the researcher on the tools and
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procedure of data collection, and on the requirements for data security and confidentiality.
Researcher held daily review meetings with interviewers after each day's job to ensure quality of

data collection and confidentiality.

4.3.7 DATA MANAGEMENT AND ANALYSIS

4.3.7.1 Description of outcome variables
Patients were adjudged to be satisfied with integrated care if they feel that their needs and
expectations are being met by the care they received (lliyasu et al, 2010). The variables measured
to ascertain level of satisfaction with the services were compartmentalised into four domains of
satisfaction adapted from the Iliyasu et al study. All the variables under these domains were
measured on a Likert scale, with 1 and 5 indicating lowest and highest levels of satisfaction
respectively. The domains and variables under them are as follows:

I. Waiting time and waiting area: This domain provides for exploring respondents’ satisfaction
with the time spent in the hospital while being attended to by health workers, and with
provision made in the hospital as waiting area for patients before being attended to. ‘Waiting
time’ is an indicator of efficiency in delivery of health service involving any unit of the health
care system, while “waiting area’ gives an idea about how robust the heath care infrastructure
is. Variables measured under this domain include:

- Satisfaction with time spent in retrieving folder: This measures patients’ level of
satisfaction with the time taken to retrieve patients’ folders from the medical records
department. It is an indication of the efficiency of the medical record system.

- Satisfaction with waiting time before being attended to by health worker/ physician: this

describes the time spent from the time the folder is taken to the physician/ health worker
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to the time when patient is called in for consultation. This is a measure of consultation time
and workload in the clinic.

Satisfaction with waiting area: This measures respondents’ satisfaction with the general
provisions of the waiting area, including infrastructure, furniture, conveniences and general

cleanliness among others.

Services obtained: This domain provides for exploring respondents’ satisfaction with services

obtained from the integrated care facility, and with the health workers. ‘Services obtained’ is

an indicator of service availability and of patient - health worker relationship. Variables

measured under this domain include:

Satisfaction about interaction with health worker/ physician: This grossly measures patient-
health worker interaction, attitude of health workers and efficiency of health workers
Satisfaction with pharmacy: This measures availability and efficiency of the pharmacy
services.

Satisfaction with laboratory services: This measures availability and efficiency of the
laboratory services.

Satisfaction with the standard of HIV services in the facility: This measures availability
and efficiency of the overall HIV services in the health facility.

Satisfaction with the standard of non-HIV PHC services in the facility: This measures

availability and efficiency of the non-HIV PHC services in the health facility.

Access: This domain provides for exploring respondents’ access to services in the integrated

care health facility. Variables measured under this domain include:
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Satisfaction that joint delivery of care improves access to a variety of HIV and non-HIV
clinical services in the facility: This measures respondents’ ease of access to clinical
services as a result of integrated care at the health facility.

Satisfaction that joint delivery of care improves access to standard laboratory services in
the facility: This measures the ease of access to quality diagnostic laboratory services as a
result of integrated care at the health facility.

Satisfaction that joint delivery of care improves access to a range of affordable and standard
drugs in the facility: This measures the ease of access to variety of affordable and quality

drugs as a result of integrated care at the health facility.

iv. Stigma and discrimination: This domain provides for exploring respondents’ assessment of the

presence or absence of stigma and discrimination among patients attending the integrated care

health facility. Variables measured under this domain include:

Satisfaction that joint delivery of care reduces stigma among patients: This measures
respondents’ view on whether integration of HIV and PHC services in KCHC reduced
stigma among patients.

Satisfaction that joint delivery of care reduces discrimination among patients: This
measures respondents’ view on whether integration of HIV and PHC services in KCHC

reduced discrimination among patients.
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Table 4.3.1: Categorisation of variables

Independent variables Outcome variables

Age group Satisfaction with elements of integrated care
- 15-24 (%)
- 25-34
- 35-44
- 45-54 Overall satisfaction with integrated care (%)
- 55-64

Sex
- Male
- Female

Marital status
- Single
- Married
- Divorced
- Widowed

Highest education
- At least secondary
- No secondary education

Occupation
- Civil service
- Private employee
- Self-employed
- Unemployed

Ethnicity
- Hausa
- Fulani
- Yoruba
- lgbo
- Others

Overall satisfaction: This measures the respondents’ satisfaction with integrated care after

aggregating the variables from all the four domains examined. Overall satisfaction summarises
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respondents into those who are ‘satisfied” or ‘not satisfied’ with the services provided in the
integrated care KCHC.

All the satisfaction variables discussed above constitute the dependent/ outcome variables for
measuring patients’ satisfaction with the integrated care services. The sociodemographic variables
described under coding below make up the independent variables. These are summarised in Table

4.3.1.

4.3.7.2 Coding

As mentioned under section 4.3.7.1, the variables under all the four domains of satisfaction were
measured on a Likert scale, with 1 and 5 indicating lowest and highest levels of satisfaction
respectively. Patients were asked to indicate their level of satisfaction with each of the variables
by selecting responses ranging from “Very poor’ = 1, ‘Poor’ = 2, ‘Fair’ = 3, ‘Good’ =4 and “Very
good’ = 5. To ease comparison, the Likert scale variables were transformed to binary by
categorising the responses ‘Very poor’ = 1, ‘Poor’ = 2, and ‘Fair’ = 3 into ‘Not satisfied’; and

‘Good’ =4 and “Very good’ = 5 into “Satisfied’.

The explanatory (sociodemographic) variables measured in this study were also coded as follows:

- Age: This describes the current age of respondents in years, measured on a ratio scale
(discrete). Patients were asked to state how old they were at their last birth day.

- Age group: This describes the category of respondents’ ages, categorised and coded into

‘15-24° = 1, ’25-34 = 2, ’35-44’ = 3, ‘45-54’ = 4 and ’55-64’ = 5. For the purpose of

comparing satisfaction, respondents’ ages were further grouped into younger age, ‘15-44’

=1 and older age, ‘45-64’ = 2.
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Sex: This measures the sex orientation of respondents on a nominal scale with values male
and female. Respondents were asked to state their sex. Male respondents were coded as ‘1’
while female respondents were coded as ‘2.

Marital status: This measures respondents’ state of being united in formal relationship.
Marital status is measured on a nominal scale with four (4) values coded as “Single’ = 1,
‘Married’ = 2, ‘Divorced’ = 3 and “Widowed’ = 4. Respondents were asked to state their
marital status.

Highest education: This measures respondents’ highest educational attainment. ‘Highest
education’ is measured on a nominal scale with five (5) values and coded as “‘No education”
=1, “‘Qur’anic only’ = 2, *P= 3, *Secondary’ = 4, ‘Post-secondary’ = 5.

For the purpose of comparison, ‘Highest education’ was categorised into ‘At least
secondary” comprising of classes 4 and 5, and *No secondary education’ for classes 1-3.
‘At least secondary’ was created considering that participants had at least completed basic
education and been exposed to the optimum setting to prepare them for healthy and
productive adult lives, including participation in social, political, and economic spheres
(Jacob and Lehna, 2011). Respondents were asked to state their highest level of education.
Occupation: This measures the type of work respondents do to earn a living. ‘Occupation’
is measured on a nominal scale giving values for four (4) job categories/ values and coded
as “Civil service’ = 1, ‘Private employee’ = 2, *Self-employed’ = 3 and ‘Unemployed’ = 4.
Respondents were asked to state the job they do.

Ethnicity: this measures the ethnic background of respondents. ‘Ethnicity was measured
on a nominal scale with values and coded as ‘Hausa’ = 1, ‘Fulani’ = 2, “Yoruba’ = 3, ‘Igho’

=4 and ‘Others = 5. Ethnic groups 1-4 are the most common in Nigeria, while the other
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minority groups are lumped under code 5. Respondents were asked to state the ethnic

group/ tribe they belong.

4.3.7.3 Data entry and management

The data from the primary satisfaction survey was entered into a Microsoft Excel spread sheet and
stored in sequential rows against the respondents’ serial numbers. The data were cleaned on the
Microsoft Excel sheet by the use of the “filter” function to ensure that all entered variables are
within their values, as well as to check for completeness of the data. The data were thereafter coded
as described under coding below before it was finally transferred onto IBM SPSS Statistic 22 and
Minitab 17 statistical software for analysis. The data were first subjected to exploratory analyses
including running frequency distribution check to screen for errors, missing values and outliers.
The main purpose for this stage of the data management is to ensure quality of collected data and

ultimately in the findings of the study (Van den Broeck, 2005).

4.3.7.4 Statistical analysis

Descriptive analysis

Descriptive analysis was performed to estimate the proportion of people who were satisfied with
the service: waiting time, service quality and stigma and discrimination (see details of areas of
satisfaction variables described in section 4.3.7.1).

To describe the study sample, the characteristics of patients were descriptively summarised
depending on the type of variable. For example, the mean and standard deviation were used to

summarise the distribution of continuous variables such as age. The numbers and proportions or
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percentages were used to summarise the distribution of categorical variables such as sex, and

descriptive summaries were stratified by HIV status.

Inferential statistics
i. The chi-square test (X2): Thiswas used to determine significant difference in socio-demographic
variables between HIV positive and HIV negative respondents using a p-value < 0.05 at 95%
confidence interval (C.I) as significant.
ii. Normal approximation test: The normal approximation test for two proportions and confidence
interval were used to test the difference in proportions of satisfied respondents between the HIV
positive and HIV negative patients.
iii. The Fischer’s exact test: This was used where the normal approximation test appears inaccurate
because of small samples.
Satisfaction with domains of integrated care between HIV positive and HIV negative patients was
compared by respondents’ sex, age group, and level of education.
iv. Computation of overall satisfaction with integrated care: Respondents’ overall satisfaction with
integrated care was computed in two stages:
a. The satisfaction scores from the Likert scale across all items under all the domains
examined for each patient was aggregated, and the total was divided by 13 (total number
of items under the domains) to obtain individual level of satisfaction grade with integrated
care.
b. The individual level satisfaction grades were aggregated, and all respondents that scored

4 (satisfied) and 5 (very satisfied) were considered ‘satisfied’ with the integrated care in
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the integrated care KCHC, whereas those that scored less than 4 were adjudged as ‘not

satisfied’.

4.3.8 RESULTS
Two hundred and forty-five integrated care users comprising 123 (50.2%) HIV positive patients
and 122 (49.8%) HIV negative patients were involved in the survey, and all participated giving a

response rate of 100%.

4.3.8.1 Sociodemographic characteristics of the respondents

The sociodemographic characteristics of the survey participants is presented in Table 4.3.2.
Respondents’ ages ranged from 18 to 64 years for the HIV positive patients, and 18 to 52 years for
the HIV negative patients. The mean ages (SD) for the two group of patients were 32.8 (9.1) years
and 26.5 (7.2) years for the HIV positive and HIV negative patients respectively. The majority of
the patients in the HIV positive group (74.8%) were between 25 to 44 years while those from the
HIV negative group (83.6%) were 15-34 years as shown in Table 4.3.2. The table also shows that
majority of the patients interviewed were females with males contributing only 52 (21.2%) of the

overall patients’ number.
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Table 4.3.2: Demographic profile of the survey participants

HIV positive HIV negative N

(n=123) (n=122)
Characteristics n (%) n (%) Total
Age group (Years)
15-24 13 (10.6) 63 (51.6) 76
25-34 69 (59.1) 39 (32.0) 108
35-44 23 (18.7) 16 (13.1) 39
45 -54 15 (12.2) 4 (3.3) 19
55-64 3(2.4) 0 (0.0) 3
Mean (SD) 32.8 (9.1) 26.5 (7.2)
Sex
Male 33 (26.8) 19 (15.6) 52
Female 90 (73.2) 103 (84.4) 193
Marital status
Single 3(2.4) 11 (9.0) 14
Married 99 (80.5) 101 (82.8) 200
Divorced 7 (5.7) 4 (3.3) 11
Widowed 14 (11.4) 6 (4.9) 20
Highest education
No education 40 (32.5) 30 (24.5) 70
Qur’anic only 11 (8.9) 12 (9.8) 23
Primary 33 (26.8) 46 (37.7) 79
Secondary 30 (24.4) 28 (22.9) 58
Post-secondary 9(7.3) 6 (4.9) 15
Occupation
Civil service 12 (9.8) 6 (4.9) 18
Private employee 29 (23.6) 14 (11.5) 43
Self-employment 42 (34.1) 22 (18.0) 64
Unemployed 40 (32.5) 80 (65.6) 120
Ethnicity
Hausa 53 (43.0) 56 (45.9) 109
Fulani 35(28.5 34 (27.9) 69
Yoruba 12 (9.8) 2 (1.6) 14
Igbo 17 (13.8) 26 (21.3) 43
Others 6 (4.9) 4(3.3) 10

*Qther ethnicities include, Kanuri, Egbira, Bendel
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4.3.8.2 Patients’ satisfaction with integrated HIVV-PHC services

This section summarises results of the HIV positive and negative patients’ satisfaction with the
integrated care services they obtained from KCHC. First, the respondents’ satisfaction with the
domains of the integrated care is presented, and the results are then categorised by sex, age and

educational status of the patients. Finally, the overall satisfaction grades are summarised.

The distribution of respondents’ satisfaction with the integrated care by the domains and items
studied is summarised in Table 4.3.3. All the HIV positive and HIV negative patients were satisfied
with the length of time spent in retrieving their folders. About two thirds of the respondents from
both HIV positive (67.5%) and HIV negative (66.4%) were satisfied with the waiting time before
they were attended to, whereas all the HIV negative patients were satisfied with the waiting area
in the health facility compared to the 95.1% of the HIV positive patients that expressed satisfaction

with the waiting area (Difference = -0.049, 95% C.I: 0.07 to 0.011, p = 0.012).

Regarding the services obtained, all the HIV positive and HIV negative patients were happy with
their interactions with the health workers, but one of the HIV negative patients (0.8%) expressed
dissatisfaction with pharmacy and laboratory services, as well as with the standards of HIV and
non-HIV clinical services in the facility. Table 4.3.3 also shows that all the HIV positive and HIV
negative patients were satisfied that integrated care improved access to HIV and non-HIV services
in the facility, standard laboratory services, and to a range of affordable and standard drugs.

On stigma and discrimination, most of the HIV positive 121 (98.4%) and HIV negative 121
(99.2%) patients were satisfied that integrated care reduces stigma and discrimination among

patients.
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Table 4.3.3: Distribution of respondents’ satisfaction with the domains of integrated HIV — PHC care

Domain/ items

HIV positive - P1

HIV negative — P2

(n=123) (n=122)
WAITING TIME AND WAITING AREA | Satisfied Not Satisfied Not Difference Test
satisfied satisfied P1-P2 (p-value)
n (%) n (%) n (%) n (%) (95% C.1)
Satisfaction with time spent in retrieving | 123 (100.0) - 122 (100.0) | - N/A N/A
folder
Satisfaction with waiting time before been | 83 (67.5) 40 (32.5) 81 (66.4) 41 (33.6) |0.011 Z=0.18
attended to by health worker/ physician (-0.107,0.129) | (0.857)
Satisfaction with waiting area 117 (95.1) 6 (4.9) 122 (100.0) | - -0.049 Z = =-251
(-0.087,-0.011) | (0.012%)
SERVICES RECEIVED
Satisfaction about interaction with health | 123 (100.0) - 122 (100.0) | - N/A N/A
worker/ physician
Satisfaction with pharmacy services 123 (100.0) - 121 (99.2) |1(0.8) 0.008 Z = 100
(-0.008, 0.024) | (0.315)
Satisfaction with laboratory services 123 (100.0) - 121 (99.2) |1(0.8) 0.008 Z = 100
(-0.008, 0.024) | (0.315)
Satisfaction with the standard of HIV services | 123 (100.0) - 121 (99.2) 1(0.8) 0.008 Z = 100
in the facility (-0.008, 0.024) | (0.315)
Satisfaction with the standard of non-HIV | 123 (100.0) - 121 (99.2) 1(0.8) 0.008 Z = 1.00
PHC services in the facility (-0.008, 0.024) | (0.315)
ACCESS
Satisfaction that joint delivery of care | 123 (100.0) - 122 (100.0) | - N/A N/A
improves access to a variety of HIV and non-
HIV clinical services in the facility

178




Satisfaction that joint delivery of care | 123 (100.0) - 122 (100.0) | - N/A N/A

improves access to standard laboratory

services in the facility

Satisfaction that joint delivery of care | 123 (100.0) - 122 (100.0) | - N/A N/A

improves access to a range of affordable and

standard drugs in the facility

STIGMA AND DISCRIMINATION

Satisfaction that joint delivery of care reduces | 121 (98.4) 2 (1.6) 121 (99.2) 1(0.8) -0.008 Z = -057
stigma among patients (-0.036, 0.019) | (0.565)
Satisfaction that joint delivery of care reduces | 121 (98.4) 2 (1.6) 121 (99.2) 1(0.8) -0.008 Z = -057
discrimination among patients (-0.036, 0.019) | (0.565)

*Statistically significant difference, P1 = First proportion of respondents, P2 = Second proportion of respondents, N/A = Not applicable
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The respondents’ satisfaction with the items under the domains of the integrated care was
categorised by sex and the results for male and female patients presented in Tables 4.3.4 and 4.3.5
respectively. Table 4.3.4 shows that all the male HIV positive and negative patients were satisfied
with the time spent in retrieving their folders from the records office. However, a larger proportion
of the male HIV negative patients (68.4%) was satisfied with waiting time before they were
attended to compared to 48.5% of the male HIV positive patients. Furthermore, all the male HIV
negative patients and 90.9% of the male HIV positive patients were satisfied by the waiting area
in the health facility. Table 4.3.4 also shows that the all the male HIV positive and negative patients
were satisfied with the interactions they had with the health workers in the facility. All of them
were also satisfied with pharmacy, laboratory and with the standards of HIV and non-HIV clinical
services in the health facility. With regards to access to services in the health facility, Table 4.3.4
shows that all the male HIV positive and negative patients were satisfied with access to HIV and
non-HIV services in KCHC, that integrated care improves access to a range of affordable and
standard drugs, and also to standard laboratory services and to a variety of HIV and non-HIV
services in the health facility.

Regarding stigma and discrimination, all the male HIV negative patients were satisfied that
integrated care reduces stigma and discrimination compared to 97.0% of the male HIV positive

patients, although the difference was not statistically significant as shown in Table 4.3.4.

Table 4.3.5 shows satisfaction of the female HIV positive and negative patients with domains of
integrated care. All the female patients (HIV positive and negative) expressed satisfaction with the
time spent in retrieving the folders from the medical records office. A higher proportion of the

female HIV positive patients (74.4%) were satisfied with the waiting time before they were
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attended to by health worker compared with 66.0% of the female HIV negative patients, while on
the other hand all the female HIV negative patients were satisfied with the waiting area in the
health facility compared with the 96.7% of the female HIV positive patients. However, the
difference in satisfaction was not statistically significant as shown in the table. With respect to the
services obtained, Table 4.3.5 shows that all the female patients (HIV positive and negative) were

satisfied with the interactions they had with health workers from the health facility.
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Table 4.3.4: Distribution of male respondents’ satisfaction with the domains of integrated HIV — PHC care

Domain/ items HIV positive HIV negative
(n=33) (n=19)
WAITING TIME AND WAITING AREA Satisfied Not Satisfied Not Difference Test
satisfied satisfied | (95% C.I) (p-value)
n (%) n (%) n (%) n (%)
Satisfaction with time spent in retrieving folder 33(100.0) |- 19 (100.0) |- N/A N/A
Satisfaction with waiting time before been attended | 16 (48.5) 17 (51.5) | 13(68.4) 6 (31.6) |-0.199 Z= -1.45
to by health worker/ physician (-0.69, 0.070) (0.147)
Satisfaction with waiting area 30 (90.9) 3(9.1) 19 (100.0) |- -0.0910 Z = -182
(-0.189, 0.007) | (0.069)
SERVICES OBTAINED
Satisfaction about interaction with health worker/ | 33 (100.0) | - 19 (100.0) |- N/A N/A
physician
Satisfaction with pharmacy services 33(100.0) |- 19 (100.0) |- N/A N/A
Satisfaction with laboratory services 33(100.0) |- 19 (100.0) |- N/A N/A
Satisfaction with the standard of HIV services in the | 33 (100.0) | - 19 (100.0) |- N/A N/A
facility
Satisfaction with the standard of non-HIV PHC | 33 (100.0) | - 19 (100.0) |- N/A N/A
services in the facility
ACCESS
Satisfaction that joint delivery of care improves | 33 (100.0) |- 19 (100.0) |- N/A N/A
access to a variety of HIV and non-HIV clinical
services in the facility
Satisfaction that joint delivery of care improves | 33 (100.0) |- 19 (100.0) |- N/A N/A
access to standard laboratory services in the facility
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Satisfaction that joint delivery of care improves | 33 (100.0) | - 19 (100.0) N/A N/A

access to a range of affordable and standard drugs

in the facility

STIGMA AND DISCRIMINATION

Satisfaction that joint delivery of care reduces | 32 (97.0) 1(3.0) 19 (100.0) -0.030 Z = -102
stigma among patients (-0.089, 0.028) | (0.310)
Satisfaction that joint delivery of care reduces | 32 (97.0) 1(3.0) 19 (100.0) -0.030 Z = -102
discrimination among patients (-0.089, 0.028) | (0.310)

P1 = First proportion of respondents, P2 = Second proportion of respondents, N/A = Not applicable
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Table 4.3.5: Distribution of female respondents’ satisfaction with the domains of integrated HIV — PHC care

Domain/ items HIV positive HIV negative
(n=90) (n=103)
WAITING TIME AND WAITING AREA Satisfied Not Satisfied Not Difference Test
satisfied satisfied | (95% C.I) (p-value)
n (%) n (%) n (%) n (%)
Satisfaction with time spent in retrieving folder 90 (100.0) | - 103 (100.0) | - N/A N/A
Satisfaction with waiting time before been attended | 67 (74.4) 23 (25.6) | 68 (66.0) 35(34.0) | 0.084 Z = 129
to by health worker/ physician (-0.044,0.212) | (0.198)
Satisfaction with waiting area 7(96.7) 3(3.3) 103 (100.0) | - -0.033 Z = -176
(-0.070, 0.004) | (0.078)
SERVICES OBTAINED
Satisfaction about interaction with health worker/ | 90 (100.0) | - 103 (100.0) | - N/A N/A
physician
Satisfaction with pharmacy services 90 (100.0) | - 102 (99.0) |1(1.0) 0.010 Z = 100
(-0.009, 0.029) | (0.315)
Satisfaction with laboratory services 90 (100.0) | - 102 (99.0) |1(1.0) 0.010 Z = 100
(-0.009, 0.029) | (0.315)
Satisfaction with the standard of HIV services in the | 90 (100.0) - 102 (99.0) |1(1.0) 0.010 Z = 100
facility (-0.009, 0.029) | (0.315)
Satisfaction with the standard of non-HIV PHC | 90 (100.0) | - 102 (99.0) |1(1.0) 0.010 Z = 100
services in the facility (-0.009, 0.029) | (0.315)
ACCESS
Satisfaction that joint delivery of care improves | 90 (100.0) | - 103 (100.0) | - N/A N/A
access to a variety of HIV and non-HIV clinical
services in the facility
Satisfaction that joint delivery of care improves | 90 (100.0) | - 103 (100.0) | - N/A N/A
access to standard laboratory services in the facility
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Satisfaction that joint delivery of care improves | 90 (100.0) | - 103 (100.0) | - N/A N/A

access to a range of affordable and standard drugs

in the facility

STIGMA AND DISCRIMINATION

Satisfaction that joint delivery of care reduces | 9 (98.9) 1(1.1) 102 (99.0) |1(1.0) -0.001 Z = -010
stigma among patients (-0.03, 0.027) (0.924)
Satisfaction that joint delivery of care reduces | 9 (98.9) 1(1.1) 102 (99.0) |1(1.0) -0.001 Z = -010
discrimination among patients (-0.03, 0.027) (0.924)

P1 = First proportion of respondents, P2 = Second proportion of respondents, N/A = Not applicable
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Furthermore, all the HIV positive females and 99.0% of the HIV negative female patients were
satisfied with the pharmacy and laboratory services, and with the standards of HIV and non-HIV
PHC clinical care rendered in the health facility. With regards to access to services in the integrated
care facility, all the female patients (HIV positive and negative) expressed satisfaction with access
to HIV and non-HIV services, laboratory services, and to a range of affordable and standard drugs
in the integrated care health facility. On stigma and discrimination, higher proportion of the HIV
negative female patients (99.0%) were satisfied that integrated care reduces stigma and
discrimination among patients compared to the 98.9% HIV positive female patients, although the

difference was not statistically significant as shown in Table 4.3.5.

The respondents’ satisfaction with the domains of integrated care was also categorised by age into
less than 45 years old and 45 years and above and presented in Tables 4.3.6 and 4.3.7 for the
respective groups.

On waiting time and waiting area, Table 4.3.6 shows that all HIV positive and negative patients
that were less than 45 years old were satisfied with the time spent in retrieving their folders form
the medical records office. The table shows that 68.6% and 66.1% of the HIV positive and HIV
negative patients respectively were satisfied with the waiting time before they were seen by the
health worker. On the other hand, all the HIV negative patients that were less 45 years old and
96.2% of their counterparts in the HIV positive group were satisfied with the waiting area in the
integrated care health facility, and the difference was statistically significant as shown in the table.
Regarding services obtained, all the patients that were less than 45 years old declared satisfaction
with services in the health facility. With the exception of one HIV negative patient (0.9%), all the

HIV positive and negative patients that were less than 45 years old also expressed satisfaction with
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the pharmacy and laboratory services, and with the standards of HIV and non-HIV PHC clinical
services in the integrated care health facility.

On the patients’ satisfaction with access to services in the facility, all of the patients (HIV positive
and negative) aged less than 45 years expressed satisfaction. On stigma and discrimination, only
one of the 105 HIV positive patients less than 45 years old (1.0%) and one from the counterpart

group of HIV negative patients (0.9%) expressed dissatisfaction.

For the patients that were 45 years and above (HIV positive and negative), majority expressed
satisfaction with waiting time and waiting area. All the patients in this category were satisfied with
the time spent in retrieving their folders from the medical records office. A higher proportion of
the HIV negative patients in this category (75.0%) were satisfied with the waiting time before they
were attended to by health worker compared to the 61.1% HIV positive patients under this
category. In the same vein, all the HIV negative patients were satisfied with the waiting area in the
facility when compared with the 88.9% from the HIV positive patients under this category.
However, the difference was not statistically significant (Table 4.3.7).

With respect to the services obtained from the facility, the table shows that all the HIV positive
and negative patients more than 45 years old demonstrated satisfaction with all aspects. Similarly,
all the patients were satisfied that integrated care improves access to HIV and non-HIV clinical
services, laboratory services, and to a range of affordable and standard drugs in the health facility.
On the issue of stigma and discrimination, only one of the 18 HIV positive patients (5.6%) was

not satisfied that integrated care reduces stigma and discrimination (Table 4.3.7).
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Table 4.3.6: Distribution of satisfaction of respondents aged less than 45 years with the domains of integrated HIV — PHC care

Domain/ items HIV positive HIV negative
(n-105) (n=118)
WAITING TIME AND WAITING AREA Satisfied Not Satisfied, Not Difference Test
satisfied, satisfied | (95% C.I) (p-value)
n (%) n (%) n (%) n (%)
Satisfaction with time spent in retrieving folder 105 (100.0) | - 118 (100.0) | - N/A N/A
Satisfaction with waiting time before been attended | 72 (68.6) 33(31.4) |78(66.1) 40 (33.9) | 0.0247 Z = 0.39,
to by health worker/ physician (-0.010, 0.148) (0.694)
Satisfaction with waiting area 101 (96.2) | 4(3.8) 118 (100.0) | - -0.038 Z = -204
(-0.0755, -0.001) | (0.041%)
SERVICES OBTAINED
Satisfaction about interaction with health worker/ | 105 (100.0) | - 118 (100.0) | - N/A N/A
physician
Satisfaction with pharmacy services 105 (100.0) | - 117 (99.1) |1(0.9) 0.008 Z = 100
(-0.008, 0.025) (0.315)
Satisfaction with laboratory services 105 (100.0) | - 117 (99.1) |1(0.9) 0.008 Z = 100
(-0.008, 0.025) (0.315)
Satisfaction with the standard of HIV services in the | 105 (100.0) | - 117 (99.1) |1(0.9 0.008 Z = 100
facility (-0.008, 0.025) (0.315)
Satisfaction with the standard of non-HIV PHC | 105 (100.0) | - 117 (99.1) |1(0.9) 0.008 Z = 100
services in the facility (-0.008, 0.025) (0.315)
ACCESS
Satisfaction that joint delivery of care improves | 105 (100.0) | - 118 (100.0) | - N/A N/A
access to a variety of HIV and non-HIV clinical
services in the facility
Satisfaction that joint delivery of care improves | 105 (100.0) | - 118 (100.0) | - N/A N/A
access to standard laboratory services in the facility
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Satisfaction that joint delivery of care improves | 105 (100.0) | - 118 (100.0) | - - N/A

access to a range of affordable and standard drugs

in the facility

STIGMA AND DISCRIMINATION

Satisfaction that joint delivery of care reduces | 104 (99.0) |1 (1.0) 117 (99.1) |1(0.9) -0.001 Z = -0.08
stigma among patients (-0.026, 0.024) (0.934)
Satisfaction that joint delivery of care reduces | 104 (99.0) |1 (1.0) 117 (99.1) |1(0.9) -0.001 Z = -0.08
discrimination among patients (-0.026, 0.024) (0.934)

*Statistically significant difference, P1 = First proportion of respondents, P2 = Second proportion of respondents, N/A = Not applicable
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Table 4.3.7: Distribution of satisfaction of respondents aged 45 years and above with the domains of integrated HIV — PHC care

Domain/ items HIV positive HIV negative
(n-18) (n=4)

WAITING TIME AND WAITING AREA Satisfied Not Satisfied Not Difference Test

satisfied satisfied | (95% C.I) (p-value)

n (%) n (%) n (%) n (%)
Satisfaction with time spent in retrieving folder 18 (100.0) | - 4 (100.0) - N/A N/A
Satisfaction with waiting time before been attended | 11 (61.1) 7 (38.9) 3(75.0) 1(25.0) |-0.139 Fisher’s exact
to by health worker/ physician (-0.619, 0.341) p =1.000
Satisfaction with waiting area 16 (88.9) 2(11.1) 4 (100.0) - -0.111 Fisher’s exact
(-0.256, 0.034) p =1.000

SERVICES OBTAINED
Satisfaction about interaction with health worker/ | 18 (100.0) | - 4 (100.0) - N/A N/A
physician
Satisfaction with pharmacy services 18 (100.0) - 4 (100.0) - N/A N/A
Satisfaction with laboratory services 18 (100.0) - 4 (100.0) - N/A N/A
Satisfaction with the standard of HIV services in the | 18 (100.0) | - 4 (100.0) - N/A N/A
facility
Satisfaction with the standard of non-HIV PHC | 18 (100.0) | - 4 (100.0) - N/A N/A
services in the facility
ACCESS
Satisfaction that joint delivery of care improves | 18 (100.0) - 4 (100.0) - N/A N/A
access to a variety of HIV and non-HIV clinical
services in the facility
Satisfaction that joint delivery of care improves | 18 (100.0) - 4 (100.0) - N/A N/A
access to standard laboratory services in the facility
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Satisfaction that joint delivery of care improves | 18 (100.0) | - 4 (100.0) N/A N/A

access to a range of affordable and standard drugs

in the facility

STIGMA AND DISCRIMINATION

Satisfaction that joint delivery of care reduces | 17 (94.4) 1(5.6) 4 (100.0) -0.055 Fisher’s exact
stigma among patients (-0.161, 0.050) p =1.000
Satisfaction that joint delivery of care reduces | 17 (94.4) 1(5.6) 4 (100.0) -0.055 Fisher’s exact
discrimination among patients (-0.161, 0.050) p =1.000

P1 = First proportion of respondents, P2 = Second proportion of respondents, N/A = Not applicable

191




The respondents’ satisfaction with the domains of the integrated care was also examined by

educational status of the patients (Tables 4.3.8 and 4.3.9).

Table 4.3.8 shows with respect to waiting time and waiting area that all the HIV positive and
negative patients without secondary school level of education said they were satisfied with the
time spent by the medical records staff in retrieving their folders from the records office. A higher
proportion of the HIV positive patients under this category (66.7%) were satisfied with the waiting
time before they were attended to by health workers compared to their HIV negative counterparts
(62.5%). On the other hand, all the HIV negative patients indicated satisfaction with the waiting
area in the health facility while in the HIV positive category, 94.0% were satisfied, and the

difference between the groups was statistically significant (Table 4.3.8).

On the area of the services obtained from KCHC, all patients without secondary school level of
education (HIV positive and negative) were satisfied with their interactions with the health
workers, and the laboratory services in the integrated care facility. Furthermore, all the HIV
positive patients without secondary school education indicated satisfaction with the pharmacy, and
with HIV and non-HIV clinical services in the health facility. On the other hand, 98.9% of the HIV
negative patients under this category said they were satisfied with the respective services, although

the difference was not statistically significant (Table 4.3.8).

With respect to access, all patients without secondary school education (HIV positive and

negative) were satisfied with all aspects. On issue of stigma and discrimination however, higher
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proportion of the HIV negative patients (98.9%) expressed satisfaction that the integrated care

reduces stigma and discrimination, although the difference was not significant.

Table 4.3.9 summarises the satisfaction of the patients that had at least secondary school level of
education with the domains of integrated care. With respect to waiting time and waiting area, the
table shows that all patients in this category were satisfied with the time spent by the records staff
in retrieving their folders from the records office. More HIV negative patients were satisfied with
the waiting time before they were attended to by the health workers (76.5%), and with the waiting
area (100%) as compared to the 69.2% and 97.4% of the HIV positive patients that were satisfied
with the respective items.

On the area of the services obtained from the health centre, only one patient from the HIV negative
patients under this category expressed dissatisfaction with laboratory services. All other patients
however were satisfied with all aspects of service delivery in the integrated care health facility.
Similarly, all the HIV positive and negative patients that had at least secondary school level of
education indicated satisfaction with access to all aspects of the integrated care, and with integrated

care reducing stigma and discrimination among patients (Table 4.3.9).

Overall, when the respondents’ satisfaction to the domains of integrated care was aggregated and

graded, it was observed that 98.4% and 99.2% of the HIV positive and HIV negative patients

respectively were satisfied with the integrated care services in KCHC as shown in Table 4.3.10.
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Table 4.3.8: Distribution of satisfaction of respondents without secondary education with the domains of integrated HIV — PHC

care

Domain/ items HIV positive HIV negative
(n-84) (n=88)
WAITING TIME AND WAITING AREA Satisfied Not Satisfied Not Difference Test
satisfied satisfied | (95% C.I) (p-value)
n (%) n (%) n (%) n (%)
Satisfaction with time spent in retrieving folder 84 (100.0) | - 88 (100.0) |- N/A N/A
Satisfaction with waiting time before been attended | 56 (66.7) 2 (33.3) 55 (62.5) 33 (37.5) | 0.042 Z = 057
to by health worker/ physician (-0.101, 0.14) (0.567)
Satisfaction with waiting area 79 (94.0) 5 (6.0) 88 (100.0) |- -0.060 Z = -231
(-0.110, -0.009) | (0.021%)
SERVICES OBTAINED
Satisfaction about interaction with health worker/ | 84 (100.0) | - 88 (100.0) |- N/A N/A
physician
Satisfaction with pharmacy services 84 (100.0) | - 87 (98.9) 1(1.1) 0.011 Z = 101
(-0.011, 0.033) (0.315)

Satisfaction with laboratory services 84 (100.0) |- 88 (100.0) | - N/A N/A
Satisfaction with the standard of HIV services in the | 84 (100.0) | - 87 (98.9) 1(1.1) 0.011 Z = 101
facility (-0.011, 0.033) (0.315)
Satisfaction with the standard of non-HIV PHC | 84 (100.0) | - 87 (98.9) 1(1.1) 0.011 Z = 101
services in the facility (-0.011, 0.033) (0.315)
ACCESS
Satisfaction that joint delivery of care improves | 84 (100.0) | - 88 (100.0) | - N/A N/A
access to a variety of HIV and non-HIV clinical
services in the facility
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Satisfaction that joint delivery of care improves | 84 (100.0) | - 88 (100.0) |- N/A N/A

access to standard laboratory services in the facility

Satisfaction that joint delivery of care improves | 84 (100.0) | - 88 (100.0) |- N/A N/A

access to a range of affordable and standard drugs

in the facility

STIGMA AND DISCRIMINATION

Satisfaction that joint delivery of care reduces | 82 (97.6) 2(2.4) 7 (98.9) 1(1.1) -0.012 Z = -062
stigma among patients (-0.052, 0.027) (0.536)
Satisfaction that joint delivery of care reduces | 82 (97.6) 2(2.4) 7 (98.9) 1(1.1) -0.012 Z = -062
discrimination among patients (-0.052, 0.027) (0.536)

*Statistically significant difference, P1 = First proportion of respondents, P2 = Second proportion of respondents, N/A = Not applicable
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Table 4.3.9: Distribution of satisfaction of respondents having at least secondary education with the domains of integrated HIV

— PHC care
Domain/ items HIV positive HIV negative
(n-39) (n=34)
WAITING TIME AND WAITING AREA Satisfied Not Satisfied Not Difference Test
satisfied satisfied | (95% C.I) (p-value)
n (%) n (%) n (%) n (%)
Satisfaction with time spent in retrieving folder 39 (100.0) | - 34 (100.0) |- N/A N/A
Satisfaction with waiting time before been attended | 27 (69.2) 12 (30.8) | 26 (76.5) 8(23.5) |-0.072 Z = -070
to by health worker/ physician (-0.276, 0.131) (0.485)
Satisfaction with waiting area 3(97.4) 1(2.6) 34 (100.0) |- -0.026 Z = -101
(-0.075, 0.024) (0.311)
SERVICES OBTAINED
Satisfaction about interaction with health worker/ | 39 (100.0) | - 34 (100.0) |- N/A N/A
physician
Satisfaction with pharmacy services 39 (100.0) |- 34 (100.0) |- N/A N/A
Satisfaction with laboratory services 39 (100.0) | - 33(97.1) 1(2.9) 0.029 Z = 102
(-0.027, 0.086) (0.310)
Satisfaction with the standard of HIV services in the | 39 (100.0) | - 34 (100.0) |- N/A N/A
facility
Satisfaction with the standard of non-HIV PHC | 39 (100.0) | - 34 (100.0) |- N/A N/A
services in the facility
ACCESS
Satisfaction that joint delivery of care improves | 39 (100.0) |- 34 (100.0) |- N/A N/A
access to a variety of HIV and non-HIV clinical
services in the facility
Satisfaction that joint delivery of care improves | 39 (100.0) |- 34 (100.0) |- N/A N/A
access to standard laboratory services in the facility
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Satisfaction that joint delivery of care improves
access to a range of affordable and standard drugs
in the facility

39 (100.0)

34 (100.0)

N/A

N/A

STIGMA AND DISCRIMINATION

Satisfaction that joint delivery of care reduces
stigma among patients

39 (100.0)

34 (100.0)

N/A

N/A

Satisfaction that joint delivery of care reduces
discrimination among patients

39 (100.0)

34 (100.0)

N/A

N/A

P1 = First proportion of respondents, P2 = Second proportion of respondents, N/A = Not applicable
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Table 4.3.10: Overall satisfaction of respondents with the integrated HIV-PHC services

Overall HIV positive patients | HIV negative patients | Total
satisfaction (n=123) (n=122)

Satisfied 121 (98.4) 121 (99.2) 242 (98.8)
Not satisfied 2 (1.6) 1(0.8) 3(1.2)

4.3.9 Summary
In summary, the results of this component of the PhD study suggest that most of the HIV positive
(98.4%) and HIV negative (99.2%) patients were satisfied with the quality of services they

received from the integrated care health facility.
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CHAPTER FIVE: A QUALITATIVE STUDY ON BARRIERS, FACILIATORS AND
SERVICE USERS EXPERIENCE OF THE HIV/AIDS INTEGRATED PRIMARY

HEALTH CARE SERVICE

5.1 INTRODUCTION

This chapter describes and presents results of a qualitative investigation of service users’ and
providers’ experiences, the barriers to, and facilitators of, the integrated care service delivery and
uptake of the service. First, the qualitative methods used to collect and analyse data are described.
This is followed by a presentation of the findings of the investigation. As a recap, the qualitative
study sought to address the following research objectives:

1. Explore the views/ perceptions and experiences of health service providers (health workers
and health administrators) and service users (patients) with respect to the integrated HIV
care and its delivery in order to understand why the service worked or did not work

2. ldentify and describe the barriers to, and facilitators of, uptake of the integrated HIV care

service.

5.2 STUDY DESIGN
Cross-sectional study involving focus groups and key informant interviews with service users
(HIV patients, non-HIV patients) and service providers (health managers/administrators and

healthcare professionals - community health workers, nurses and doctors).
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5.3 PARTICIPANTS
The primary participants for this component of the study were male and female service users, aged
18 years and older, who were consented to participate. The study also recruited the following
groups to participate:

e Health professionals (community health workers, nurses, doctors),

e Health managers/administrators coordinating and delivering PHC services at the KCHC.

5.4 PARTICIPANTS’ RECRUITMENT AND SAMPLING

Purposive sampling or recruitment approach was used to recruit the participants. Purposeful
sampling technique was adjudged appropriate for selection of these participants because it can be
conveniently applied for identifying and selecting “information rich” cases for the most effective
use of limited resources (Patton, 2002). The sampling approach allows the researcher to select only
participants who know the subject and can take part actively in discussing the issues (Palinkas et
al, 2013). The use of purposeful sampling therefore allowed the researcher to select the appropriate
patients, health workers and administrators that had the requisite information and experiences or

benefited from the integrated care in the study facility.

I. Recruitment of service users/patients

The service users were approached and recruited at the health facility. After obtaining permission
of the authorities, the research team visited the health facility to inform the hospital medical
superintendent about the study, including a discussion on who will be invited to participate. The
medical superintendent introduced the research team to the health workers directly working with

patients in the outpatient clinic in the KCHC. The health workers then introduced the research
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team to the patients during the morning health talk sessions which usually takes place daily in the
outpatient department before commencement of the clinic sessions. The research team at this point
introduced the purpose and procedure of the study to the patients and explained why they were
being recruited to take part using an information sheet. At this stage, they were given opportunity
for questions and answers. An invitation was extended to the patients who were willing to
participate. They were given enough time (up to 48 hours) to reflect on their participation, and to

contact the lead researcher if they make up their minds to participate.

Ii. Recruitment of Healthcare professionals

The health professionals (primary service providers) were recruited at stage two, also from the
health facility. First, they were approached by the medical superintendent who introduced the
researcher to them. The researcher explained the details of the study, their involvement, and asked
for their participation in the study. Prior to the individual interviews, those that agreed to

participate were asked to sign an informed consent form following recruitment.

iii. Recruitment of health managers/administrators

The health administrators were first approached via email inviting them to participate. The
researcher then visited them individually to discuss the details of the study including their
involvement, using the study information sheet. Like the other participants (described above) they
were allowed enough time to study the information sheet before making any final decision to take
part. Those who finally decided to take part were invited to consent and take part in an individual

interview at a location of their choice (mostly their offices).
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iv. Ethical consideration addressed during recruitment

Details of ethics is described earlier in section 3.7. However, as a recap, the letter of ethics approval
and any document supporting the study were shared with potential respondents who agreed to take
part in the study by responding to the emails. Participants were informed ab-initio before the
consent that their voices will be recorded in order to compare with the notes that were taken during
the interviews, and participants were asked to give approval for the recording. Participants were
also assured that the recordings and other forms of data will be stored under lock and key and will
only be available to the researchers, who will destroy them approximately a year after the

completion of this Ph.D thesis.

5.5 SAMPLE RECRUITED

Overall, a total of 64 service users from HIV positive and HIV negative groups were selected to
participate in the FGDs (32 patients per group) and individual interviews (16). Additionally, 8
health professionals and 4 health managers/administrators were recruited to take part in individual
key informant interviews to explore their knowledge/ understanding, experiences and/or

perceptions about the HIV integrated PHC.

The individual interviews which held with service users after the focus group interviews were

aimed at cross checking or validating the responses from the outcomes of the FGD. The summary

of the sampled participants is in Table 5.1.
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Table 5.1: Summary of sampled respondents by type of qualitative method

Qualitative method | Number of participants Number | Total
8 FGDs

FGD 16 HIV positive females (8 per focus group)
16 HIV positive males (8 per focus group)
16 HIV negative females (8 per focus group)
16 HIV negative males (8 per focus group)

K1l HIV positive patients 28 Klls
HIV negative patients

Health professionals

A 0O 0 o N N DNMDDN

Health administrators

5.6 DATA COLLECTION INSTRUMENTS

Three separate interviews guides were developed and used to guide and direct the interviews with
the participants. The interview guide is an instrument that contains the list of topics and questions
the interviewer intends to explore from participants (Mason, 1994; DiCicco-Bloom and Crabtree,
2006). Most qualitative interviews are either unstructured or semi-structured, and usually
conducted using interview guides (Masson, 1994; Bolderston, 2012). The interview guide helped
the researcher to set boundaries for the interview, and to determine the order to ask questions and
follow-up probes to help participants expand their answers (Bolderston 2012). It also helped the
researcher to maintain consistency and direction during the interviewing process. The interview
guides were structured to allow three levels of questioning: the main interview questions, questions
to follow-up or probes; and those that emerged spontaneously during the interviews (Bolderston,

2012). According to Bolderston (2012) “Frequent and thoughtful spontaneous follow-up questions
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add richness and validity to the data because they help clarify the meaning of the issue or question

for the participant”.

The specific interview guides are described below:

I.  FGD guide for interviewing patients attending KCHC

This instrument was used to guide discussion with both HIV and non — HIV patient groups. It was
used to guide discussions to explore patients’ perspectives about integrated care including their

perceptions and experiences with integrated HIV-PHC care in the facility (Appendix 15).

Il. Individual interview guide for interviewing health professionals
This guide was used to explore, from the perspective of the health professionals, understanding of
integrated care, experiences with HIVV — PHC integration in the facility, impact of the integration

on non — HIV services, and the perceptions of enablers and barriers to integration of HIV and PHC

services in the health facility (Appendix 16).

I11. Individual interview guide for interviewing health managers
This guide was used to explore the perspective of the health managers/ administrators on how HIV
and PHC services integration works, potential benefits and disadvantages, the impact on non —

HIV services, and the enablers and barriers to integration of HIV care with PHC services

(Appendix 17).
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5.7 DATA COLLECTION

Both the interviews and focus groups (with the exception of three key informant interviews done
in Hausa language) were conducted in English by the lead researcher at the KCHC health facility.
The process is described in details below:

I. Focus groups with homogenously assembled groups of HIV positive and HIV negative
participants (2 male HIV participants’ group, 2 female HIV participants’ group, 2 male HIV
negative participants’ group, 2 female HIV negative participants’ group as shown in Table 5.1
above) to explore their experiences, views and perceptions about integrated care.

Il. The focus group, described above, was followed by individual interviews conducted with
different samples of eight (8) HIV positive and eight (8) HIV negative patients to validate the
responses gathered from the FGDs.

I11. Separate individual interviews were conducted with selected health care providers (8), who
were directly providing health care/services to HIV and non-HIV positive patients, to explore their
perspectives regarding the integrated health care delivery.

I1l. Separate individual interviews were conducted with selected health administrators (4) to
explore their understanding and experiences with HIV-PHC integration in the health facility,
impact of the integration on non-HIV PHC services and perceptions of barriers and enablers to

integration of HIV and PHC in health facility.

5.7.1 The interviewing process
The interviews and FGDs were conducted at a quiet location that was preferred by participants to
make them feel relaxed and safe (Khan et al, 1991; Mareschal, Delaney and Walton-Ellery 2019).

The individual interviews took place at the health facility for patients and health care providers,
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and the respective offices of the health administrators, took the form of a face-to-face interviewing
approach and lasted between 30 minutes and one hour. The FGDs were held at a location agreed
by the participants at the health facility, face-to-face, and lasted for about 60 to 90 minutes. All
focus groups were conducted by a moderator (the researcher), a note taker and a time keeper, and
the interviews were conducted by the researcher/ moderator and a notetaker who doubled as the
time keeper.

At the beginning of each of the interviews/ FGDs, the moderator/ researcher established rapport
with participants to foster a comfortable atmosphere for the interview/ discussion (Mareschal,
Delaney and Walton-Ellery 2019; Khan et al, 1991). This was ensured through greetings, self-
introduction, and asking a few informal warm-up questions to break the ice and to further create a
relaxing atmosphere for interviewees. Participants were also explained the purpose of the
interview/ discussion and were asked for their informed consent before starting the interviews/
FGDs. All interviews/FGDs were thereafter recorded using a digital recorder after participants
gave consent to the recordings (Tausch and Menold, 2016). The information sheets and consent
forms for the different categories of respondents for the qualitative study are in Appendices 6-8
and Appendices 18-20 respectively.

The moderator/ researcher conducted the interviews/ FGDs with the aid of the semi structured
questions in the interview/ discussion guides. These types of questions allowed some flexibility
for participants to freely articulate their views on issues discussed (Walt et al., 2008). The
researcher/ moderator asked the questions as they are written in the guide but allowed flexibility
in the order of the questions to encourage natural flow of the discussions. In addition, the researcher
probed for more responses where necessary for in-depth information or to clarify statements /

responses. However, leading questions (questions that subtly prompt respondents to desired
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answers) and sensitive questions (that would put interviewees off from responding to the
questions) were not asked (Mareschal, Delaney and Walton-Ellery 2019). The researcher also paid
attention to avoiding interrogation. Thus, very simple easy to understand language was used
throughout the interviewing process. In the case of the FGDs, the moderator ensured that the group
focused on the discussion topic, encouraged members to speak freely and made sure that one group
member did not dominate the discussions (Khan et al, 1991). At the end of each interview/ FGD,
participants were asked if they had anything to add. Furthermore, the researcher/ moderator used
active listening techniques throughout the interviews/ discussions (maintaining eye contact,
leaning in and using body language, and always referencing earlier answers) to indicate
attentiveness to participants’ responses (Mareschal, Delaney and Walton-Ellery 2019). The note
taker took notes of the discussions/ interviews and observed and noted nonverbal group feedbacks
such as facial expressions and so on (Khan et al, 1991).

At the wrap-up stage, participants were thanked for their participation and reassured of
confidentiality, and that the information generated from the interviews/ discussions would be used
for the Ph.D research.

The profile of the participants is in Table 5.2.
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Table 5.2. Qualitative participants’ profile

Participants’ | Age Sex Marital Ethnicity | Level of Religion HIV Interview | Occupation/
ID (years) | (F/M) | status education status setting Position
F1.1 30 F Married Hausa Secondary Islam Positive | HF Unemployed
F1.2 32 F Married Hausa Post-secondary | Islam Positive | HF Civil servant
F1.3 26 F Divorced | Hausa Primary Islam Positive | HF Unemployed
F14 26 F Divorced | Hausa Secondary Islam Positive | HF Civil servant
F1.5 30 F Married Hausa Post-secondary | Islam Positive | HF Unemployed
F1.6 31 F Divorced | Hausa Qur’aniconly | Islam Positive | HF Unemployed
F1.7 35 F Married Hausa Primary Islam Positive | HF Unemployed
F1.8 32 F Divorced | Hausa Secondary Islam Positive | HF Civil servant
F2.1 25 F Married Hausa Primary Islam Negative | HF Unemployed
F2.2 30 F Married Hausa Primary Islam Negative | HF Unemployed
F2.3 22 F Married Hausa Secondary Islam Negative | HF Unemployed
F2.4 25 F Married Hausa Secondary Islam Negative | HF Unemployed
F2.5 25 F Married Hausa Secondary Islam Negative | HF Unemployed
F2.6 35 F Married Hausa Secondary Islam Negative | HF Unemployed
F2.7 19 F Single Hausa Secondary Islam Negative | HF Unemployed
F2.8 23 F Married Hausa Primary Islam Negative | HF Unemployed
F3.1 30 M Married Hausa Secondary Islam Positive | HF Technician
F3.2 32 M Widower | Hausa Secondary Christianity | Positive | HF Trader

F3.3 38 M Divorced | Hausa Post-secondary | Islam Positive | HF Unemployed
F3.4 28 M Single Hausa Post-secondary | Islam Positive | HF Trader

F3.5 27 M Single Hausa Post-secondary | Islam Positive | HF Technician
F3.6 40 M Married Hausa Post-secondary | Islam Positive | HF Trader

F3.7 31 M Married Hausa Secondary Islam Positive | HF Trader

F3.8 32 M Married Hausa Secondary Islam Positive | HF Trader
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F3.9 40 M Married Hausa Secondary Islam Positive | HF Farmer

F4.1 28 M Single Hausa Secondary Islam Negative | HF Farmer

F4.2 29 M Married Hausa Secondary Islam Negative | HF Technician
F4.3 27 M Single Hausa Secondary Islam Negative | HF Technician
F4.4 25 M Single Hausa Secondary Islam Negative | HF Trader

F4.5 27 M Married Hausa Secondary Islam Negative | HF Farmer

F4.6 29 M Married Hausa Secondary Islam Negative | HF Trader

F4.7 44 M Married Hausa Post-secondary | Islam Negative | HF Civil servant
F4.8 22 M Single Hausa Secondary Islam Negative | HF Trader

K1.1 32 F Married Hausa Secondary Islam Positive | HF Civil servant
K1.2 41 M Married Hausa Post-secondary | Islam Positive | HF Technician
K1.3 30 F Divorced | Hausa Secondary Islam Positive | HF Trader

K1.4 52 M Widower | Hausa Primary Islam Positive | HF Trader

K1.5 39 M Married Hausa Secondary Islam Positive | HF Farmer

K1.6 48 M Married Igho Secondary Christianity | Positive | HF Trader

K1.7 32 M Married Hausa Secondary Islam Positive | HF Trader

K1.8 65 M Married Hausa Qur’anic only | Islam Positive | HF Farmer

K1.9 25 F Married Hausa Secondary Islam Negative | HF Unemployed
K1.10 26 F Married Hausa Secondary Islam Negative | HF Trader
K1.11 24 F Divorced | Hausa Secondary Islam Negative | HF Trader
K1.12 42 M Married Hausa Qur’aniconly | Islam Negative | HF Farmer
K1.13 29 F Married Hausa Primary Islam Negative | HF Unemployed
K1.14 37 M Married Hausa Qur’aniconly | Islam Negative | HF Farmer
K1.15 52 F Married Hausa Quranic only Islam Negative | HF Unemployed
K1.16 26 M Single Hausa Post-secondary | Islam Negative | HF Civil servant
K1.17 34 M Single Bolewa | Post-secondary | Islam Negative | HF MS, KCHC
K1.18 51 M Married Hausa Post-secondary | Islam Negative | HF CMAC AKTH
K1.19 52 M Married Hausa Post-secondary | Islam Negative | Office ES, Kano PHCMB
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K1.20 49 M Married Egbira Post-secondary | Islam Negative | Office Partner IHV-N

K1.21 32 M Married Hausa Post-secondary | Islam Negative | HF Health worker (Doctor)

K1.22 34 M Married Hausa Post-secondary | Islam Negative | HF Health worker (Doctor)

K1.23 45 F Married Hausa Post-secondary | Islam Negative | HF Health worker (Matron 1/c)

K1.24 52 F Married Hausa Post-secondary | Islam Negative | HF Health worker (l/c ANC/
Labour room)

K1.25 43 M Married Hausa Post-secondary | Islam Negative | HF Health worker (I/c
Pharmacy)

K1.26 39 M Married Hausa Post-secondary | Islam Negative | HF Health worker (I/c
Laboratory)

K1.27 57 M Married Hausa Post-secondary | Islam Negative | HF Health worker (I/c Medical
records)

K1.28 52 F Divorced | Hausa Post-secondary | Islam Negative | HF Health worker) 1/c ART

refill)
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5.8 QUALITATIVE DATA ANALYSIS

As shown in Table 5.1, data were collected from the study participants through eight (8) focus
groups and 28 key informant interviews, and the audio-recordings were transcribed by a
professional transcriber in the department of community medicine of Bayero University, Kano

state, Nigeria, with a background in sociology.

Before the start of the transcription, the transcriber was asked to transcribe verbatim what the
participants said in the audio including noting long silence and nonverbal communication like
clapping, laughter, knocking or banging of tables and so on. The researcher checked all transcripts
for errors by listening back to the audio-recordings and reading the transcripts.

A framework analysis approach was considered for analysing the data as it offers researchers
systematic structure to manage, analyse and identify themes, and is particularly useful with large
volumes of texts (Hackett and Strickland, 2018). According to Smith and Firth (2011), structured
approaches provide useful guidance to novice researchers. Additionally, framework approach can
be used with different qualitative approaches as it is not aligned to any particular philosophical or
theoretical approach (Gale et al, 2013).

Using the framework approach described by Ritchie et al (2003), the researcher considered a
combined approach to analysis, enabling themes to be developed both inductively from the
accounts (views, perceptions and experiences) of research participants and deductively from
existing literature example barriers to, and facilitators of services access. The key steps in
framework analysis are described as follows:

Stage 1: familiarisation with the interview texts

The researcher thoroughly read and re-read each transcript, and listened back to the audio-recorded

interviews to re-familiarise himself with the whole data set. While familiarising with the transcript,
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the researcher jotted notes of any interesting issues identified in the margin of the transcript. This
stage enabled the researcher to immerse himself in the data, and prepared him to ensure that labels
developed at the initial framework stage were supported by the data (Spencer et al, 2014).

Section 2: constructing initial thematic framework/ coding index

At this stage, the researcher first reviewed the lists of topics and ideas that emerged from the
familiarisation stage, while remaining cognisant of the aims of the study and the topics in the
interview and discussion guides as they reflected the research questions, and then drafted the
framework using themes and subthemes obtained from the familiarisation stage. Thereafter, the
researcher coded a sample of seven transcripts with the help of the framework to identify any
additional themes. The coding of the sampled transcripts was accomplished using a table that
contains columns indicating the data items, initial codes, categories into which similarities and
differences in patterns of the codes can be classified, the key themes covering the code categories,
and the emerging themes from the code categories. Interesting segments of data items under each
question are highlighted/ coloured and labelled as a code under the “initial code’ column. The code
could range from only a few words, to parts of sentences or phrases. The ‘category’ column was
then used to classify similar or related codes that were identified from the data items, and the
themes and sub-themes were teased out of the categories of the codes. Completing this process for
all the questions/ topics in the reviewed transcripts resulted in the initial thematic framework or
‘coding index’ of themes and subthemes that will be applied to label all the data in the next stage.

State 3: Indexing and sorting

Indexing is the process whereby thematic framework is systematically applied to data (Ritchie and

Spenser, 2002). During this stage, all the transcripts from this study were reread and codes were
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indexed appropriately according to the developed thematic framework. The framework was also
re-examined to remove unassigned codes and to combine duplicate codes.

Stage 4: Charting data into the framework matrix

This entails lifting data and rearranging them according to appropriate thematic reference (Pope,
Ziebland and Mays, 2000). Once all the data had been coded using the analytical framework, the
researcher summarised the data in a matrix for each of the themes. The matrix comprised of
columns for the main themes, sub-themes and quotes from transcripts. The subthemes
corresponding to each theme are presented in rows, and relevant quotes from all transcripts related
to the subthemes are summarised in the respective column under the subtheme row as shown in
Appendix 21.

Stage 5: Mapping and interpretation of the data

The researcher was guided by the original research questions, key objectives and features of
qualitative research’, and by the new concepts generated inductively from the data (themes and
subthemes) to map the views, perceptions and experiences of patients, health workers and health
administrators on integration of HIV care within routine PHC services. Enablers and barriers to
integrated care were also mapped out by comparing and contrasting participants’ responses
summarised in the themes and subthemes. The researcher also presented direct quotes from
participants own words in the findings where necessary to support the interpretation of data.
Quotes were edited and made simple and brief to enhance reader’s comprehension. The framework

matrix is attached as Appendix 21.
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5.9 FINDINGS

To provide some clarity, the findings are presented in two separate sections. The first section (A)
presents results of how health providers described the concept of integrated care and the benefits
of the approach, as a reflection their knowledge and understanding of this approach to HIV care.
The health workers’, as well as the users’ views and experiences having been involved with the
services are also presented. In section B, the barriers and facilitators of the integrated care service

delivery and access and utilisation, is presented.

SECTION A:

5.9.1 HOW THE HEALTH PROVIDERS AND PATIENTS DESCRIBED INTEGRATED
CARE

5.9.1.1 Healthcare workers’ understanding of the concept of integrated care for health

Health workers play a strategic role in the implementation of the integrated care intervention, and
therefore their understanding of the concept of integrated care is key to the success or failure of
such service. While integrated care means different things to different people, it is a multipronged
intervention at the different levels of the health system and as such health workers need to

understand and synchronise their various roles to achieve outcomes.

When the health workers were asked to explain what integrated care in relation to HIV means, the
analysis of their responses revealed that they had good knowledge of the concept. Almost all those
interviewed explained that HIV integrated care entails co-location of HIV and PHC services within
the same facility. According to them the integration of HIV care and treatment services means that
‘both HIV and routine PHC services are delivered concurrently by the same health workers. One

health worker, said:
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“.....using the same consultation room, using the same laboratory, using the same
pharmacy for both HIV and non-HIV patients. (Doctor, Male 34 years [Appendix 21,

1.1a])”.

An important concept that shaped the health workers’ understanding of integrated care is the issue
of sharing resources, as one health worker explains:
“..integrated care is about sharing of resources and services of HIV care along with
the routine PHC activities which at the end will help to provide a wider coverage in

terms of access for the patients’. (Doctor, Male 32 years [Appendix 21, 1.2a])”.

The description provided by the two health workers above re-echoes the understand of the concept
of integrated care and the benefits that come with it, in terms of optimising shared resources to
improve health and wellbeing of patients and the health practitioners that care for them. Findings
from the literature suggest that by sharing the resources available to both HIV and routine PHC
care, cost of care on patients and lack of financial access to health care are reduced, and this
generally improves access to health care for both HIV and non-HIV patients (Rocks et al, 2020;
Desmedt et al., 2016). On the side of the health workers, integrated care leverages resources for
capacity building and conducive work environment. Thus, risk and benefit sharing are key to the

success of integrated care intervention.

Holistic management of patients is another dimension to the understanding of integrated care
expressed by the health workers. As patients may present with multiple health problems during a

visit, one of the key tenets of good medical practice provides that they are evaluated
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comprehensively. This will also allow opportunity for addressing the conditions in a one-stop-
shop fashion. In this regard, one health worker narrated that:
“l think integrated care is an opportunity for a holistic management of the patients
because HIV patients do not have only HIV disease as a problem, they could have other
problems which might require other aspects of health care (Nurse, Female, 51 years

[Appendix 21, 1.3a])”.

Another key concept expressed by the health workers as part of their understanding of integrated
care is the coordination and collaboration of stakeholders. One of the health workers, during the
interview said the following:
“What I understand is a process and act of successful coordination of different health
care providers to provide quality health care for both HIV and non-HIV patients

(Nurse, Female 45 years [Appendix 21, 1.4a])”.

Coordination and collaboration are key to the success of integrated care. This is important
considering that different models of integrated HIV care within PHC exist. As stated earlier (see
section 1.4.2), documented strategies/ models for this form of integrated care include
amalgamation of physical space and patient flow for outpatient services as in the one-stop-shop
model; combined pharmacy, laboratory and medical records services; HIV counselling and testing
services in the PHC; co-location of vertically run HIV services in PHC facilities; down referral of
stable patients on antiretroviral (ART) medication to PHC facilities for ART refill; provision of
outreach support to PHC clinics from existing ART sites; and joint staff training, and

standardisation of protocols among others. Although there is convenience in the ‘one — stop —
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shop’ model, it may simply mean that services are housed under the same roof but do not guarantee
coordinated care. Integration may exist at different levels and in different forms from formalised
agreements in services, sharing of administrative processes, through clinical, laboratory and
referral services and so on, such that services are organised and coordinated around the needs of

patients.

Another important dimension to the understanding of integrated care cited by the health workers
was that integrated care help to reduce HIV stigma among patients by bringing them together under
one roof to utilise the same resources and facilities. This was reflected in one health worker’s
statement below:
“Integration is to help the patients and stop isolating the HIV clients. Then it helps in
bringing them together not isolate them (CHEW, Female, 52 years [Appendix 21,

1.5a])”.

Providing HIV care and treatment in the primary health care setting will reduce discrimination and
encourage participation by people thereby reducing stigma and discrimination within the general
populace. This further showcases how health workers will actively contribute to normalising HIV
stigma. By observing how the health workers mingle and interact freely with the HIV patients in
the hospital environment, and it sends signals to other patients to realign their confidence and this

reduces HIV stigma.
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5.9.1.2 How HIV integrated primary health care works/functions or should function
Primary health care is a grass root management approach for attaining the goal of health for all.
Primary health care (PHC) facilities are the first level of contact of individuals and families in the
Nigerian health system. The health services provided at the PHC include preventive, promotive,
curative and rehabilitative services. On the other hand, HIV services are also preventive,
promotive, curative or rehabilitative, and according to one administrator, HIV treatment and care
is an integral part of the PHC that suffered verticalisation while giving attention to HIV disease:
“I think we have to look at it from the perspective that ideally, HIV is integral part of
primary healthcare, and one of the major policy push even in the country, that HIV
services should be fully integrated because is supposed to be part and parcel of PHC
package (Administrator from Kano State Primary Health Care Management Board, 52

years, Male [Appendix 21, 1.6c])”.

As stated earlier, different models of integrated care at PHC exist in the literature and all occur at
the micro/ service delivery level of integration (see section 1.4.2). In Nigeria, integration of HIV
care and treatment into PHC was achieved by taking advantage of the existing primary health care
under one roof structure at the PHC. Under this arrangement, the bundle of care in most PHCs is
MCH, immunisation, child care and outpatient care. The integration of HIV care and treatment to
these service components was therefore accomplished by introducing HIV care (being essentially
an outpatient care) into the PHC outpatient care and TB-DOTS programme, and the PMTCT
component of the programme into the MCH component, and these produced the one-stop-shop
HIV and PHC integrated care model that was subsequently strengthened through capacity building.

One administrator from a development partner agency describes the process as follows:
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...we used the same pattern of MNCH integration into PHC level, ...and then for bigger
PHCs we introduced the TB-HIV programme into the already existing TB DOTS. So,
nothing really new rather than capacity building (Administrator from a development

partner agency in Kano, 49 years, Male [Appendix 21, 1.6d])”.

Other participants generally presented the same model of how integration of HIV and PHC
services works. As gathered from an administrator in AKTH, the implementation of the integrated
care in KCHC is such that all components of health care (HIV and routine PHC) are planned and
implemented at the service points or units by the same staff at same clinic locations:
“In the comprehensive health centre where PHC services are provided, the same staff
that are providing the general services there, are the ones that are providing the HIV
services there, and that all the components of the HIV services are also provided there

including PMTCT (Administrator, AKTH, 34 years, Male [Appendix 21, 1.6b])”.

In addition to all PHC services, components of the HIV services available at the Kumbotso health
centre include HIV screening services, enrolment and treatment of HIV positive patients, as well
as of PMTCT of the HIV virus for pregnant women. HIV patients get into the integrated care
system through referral from other health facilities, they could be diagnosed at the health facility,
or self-referred. Integrated care therefore starts from the point of registration, the first point of call
when a patient comes to the facility and along all the units to the last point when the patient
eventually collects drugs and leaves. All clinical activities are conducted “under one roof” by same
staff and for all patients. However, there is a separate counselling room with a trained counsellor

that provides pre — and post counselling services for consenting patients. The opt — out model of
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counselling is used for all pregnant women attending antenatal care at the health facility. Giving
an account of how integrated care works, one administrator from KCHC has this to say:
“We integrate even from the level of record keeping, ..and there are different service
points ranging from consultations, laboratory services, pharmaceutical services and
any other services that we provide at the facility. So, integration includes antenatal
care services, even postnatal care services, immunisation sessions, nutrition clinic,
family planning clinic and other services. Even mental health services. (Administrator,

KCHC, 34 years, Male [Appendix 21, 1.6a])

5.9.1.3 Health workers’ views/ perceptions about the integrated care service

The dividend of integrating HIVV/AIDS care and treatment with PHC services is an improved PHC
system that will respond to the need of the majority of the population that is being served by the
PHC facilities, which hitherto had little or no access to specialised HIV care available at secondary
and tertiary health care facilities. The rationale for introducing the integrated care concept at the
KCHC was to increase access to health care, improve quality of health care rendered to the
population, and to improve outcomes of health care. In order to achieve this, all the PHC facilities
enrolled into the integration programme in Nigeria were renovated and, in some cases, upgraded,
staffed and provided with the requisite supplies of drugs, consumables and equipment to provide
the comprehensive package of improved HIV-PHC services.

KCHC is one of the PHC facilities in Kano state, Nigeria that benefitted from the integrated care
intervention. In this study, health providers were asked to share their views of the integrated care,

in terms of its benefits, and the following were what they perceived are the benefits:
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Integrated care increased hospital attendance

By integrating HIV care to PHC, it is envisaged that the rural underserved majority will have
access to HIV care which was hitherto available only at secondary and tertiary health care facilities
before the integrated care intervention. Through this development, integrated care increased access
to health care for the rural population and as a result increased hospital attendance. This was made
possible by the increased staffing, equipment and quality of service from the enormous support

that came with the integrated care.

Integrated care provided opportunity for staffing, staff development and training

It was revealed during the interviews that inadequate staffing was one of the challenges bedevilling
provision of health care before the integrated care in KCHC. According to one senior doctor,
although resident doctors from AKTH attend KCHC on posting, the community health extension
workers (CHEWS) in the hospital were the most available to attend to patients’ needs”. He narrated
further that following the integrated care the health facility was renovated, equipped and staffed to
be able to provide the requisite services of the integrated care setting. As accounted by this health
worker, the integrated care has resulted in many health workers now attending to patients (patients
increased access to clinical care service):

“..Well, we have also experienced progress here with this integration. Remember there

were only CHEWS in this facility seeing few patients, but now we have many doctors

to attend to many problems any time (Matron, Female, 52 years [Appendix 21, 8.8d])”".

The integrated care programme came along with tremendous support to staff development and
training. In order to meet up with the requirement of the HIV care and treatment all technical staff

in the integrated care facilities were trained to equip them with the special knowledge and skills

221



needed to provide the specialised service. Although the trainings are more focused on HIV care
and treatment but the skills gained are also applied on managing other health problems according
to one of the doctors interviewed:
“..ahh.., in the area of capacity building a lot of training and retraining of staff has
been organised usually in support of HIV but you are doing it to the same staff that
provide the services at the primary health care level (Doctor, Male, 32 years [Appendix

21, 8.8b])”

5.9.1.4 Patients’ views/ perception about the integrated care

The users (patients) of the KCHC health service were also interviewed to assess their views and
perceptions about the integrated care service. The interviews specifically explored whether the
participants think the integrated care provides any benefits, as well as their experiences with the

service. The results of the interviews are presented below:

Positive views/ perceptions
Majority of the patients were of the view that integrated care is good and a welcome development
because it has improved health care experiences of patients in several ways. The patients cited the

following examples of ways it touched their lives to buttress their point:

Integrated care resulted in seamless service

Over the years, health care systems in developing countries have faced a number of challenges
resulting in fragmented and discontinuous services with negative consequences on patients.

Integrated care is that intervention advanced to ensure smooth and uninterrupted services, and a
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continuity of care for all patients. With integrated care patients experience a smooth transition
from the hospital to their homes. The care they receive in the health facility is coherent and linked,
all from the improvements in the hospital as dividends of integrated care. One of such
improvements is good communication and information flow translating into good reception and
ab-initio a feeling of satisfaction with the health system at points of contact with patients. Such
feeling was expressed by one of the patients to explain one of the changes in KCHC from the
integrated care:

“| feel happy and relieved when | came to this facility to access health care services

because the way | was received and attended to was exceptional. ...I am really very

pleased”. (HIV positive Male, 32 years, FGD, P2 [Appendix 21, 2.1j]).

Another element of a seamless care expressed by participants is good interpersonal skills among
the health workers. Interpersonal skills among health workers help to develop and foster good
working relationships with colleagues and patients and contribute to increasing organisational
goal. According to the patients interviewed, integrated care has improved understanding between
health workers and patients:

‘..t brings a lot of impact and improvement among us. It brings unity among the

patients and health workers™. (HIV Male client, aged 32 years [Appendix 21, 2.1k]).

The third element of a seamless care expressed by participants is good coordination of care. This

involves good organisation of patient care activities, sharing information among all participants

involved in patient care and above all, teamwork. Good coordination of care is necessary for

223



achieving quality care and satisfaction of patients. In this regard, patients in KCHC expressed as
follows:
“There is smooth running of services and availability of qualified and high skilled
medical personnel that will handle any case brought by the patients (HIV negative
Female client, aged 26 years [Appendix 21, 2.1d])”.
“Due to integrated care services there is team work among staff leading to
improvement in health care delivery (HIV negative Female, 25 years, FGD, P4

[Appendix 21, 2.11])™.

Improved health awareness and reduced stigma and discrimination

HIV stigma and discrimination in the health sector are significant causes of reduced access to
health care. Integrating HIV care and treatment into PHC brought along the advantage of
increasing health awareness for HIV and its services through the counselling and testing services
in the hospitals and the health campaigns in the surrounding communities. These according to the
patients interviewed have significantly reduced HIV stigma and discrimination. In one of the
interviews an HIV positive patient testified that HIV related stigma and discrimination has reduced
in KCHC courtesy of the counselling and awareness they receive:
““..we are receiving good counselling and more awareness on HIV and its treatment.
Not like in the previous years that we experienced a lot of discrimination from the
public. ...but things have now changed as a result of creating awareness on how HIV
is contracted, and how to avoid getting infected with it (HIV positive female client,

aged 30 years [Appendix 21, 2.2a])”.
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Improved health awareness reduces HIV stigma by empowering patients and communities to
understand how HIV is transmitted, effectively managed, and how to live a normal life with the
disease. This helps in normalising the stigma and improves interaction within patients in the
hospital, and between HIV positive patients and their families, and with other community
members. According to one patient interviewed, she is very happy with integrated care because it
has restored normalcy in her life. She went on to say:

“This integration is working well, we fully interact with people now, we eat together

and gist a lot with people without any problem (HIV positive female client, aged 30

years [Appendix 21, 2.2n])”.

Once normalised, people will be encouraged to once again feel free to access health services and
present themselves for counselling and testing in the hospitals. One HIV negative patient has this
to say:
“The benefits to be derived from this joint delivery of HIV services and other services
is it makes the HIV positive patients to feel and mingle freely with everybody in the
clinic and will make others with similar infection to access healthcare services in the
facility and nobody will identify him that he is HIV patient (HIV negative Female client,

aged 25 years [Appendix 21, 2.2y])”.

Reduced missed appointments and defaults

By combining HIV and other services in the same location, integrated care provides a friendly
environment for all patients to access health care in such a way that clinics are not identified by

type of patients seen, a condition that bred stigmatisation, missed appointments and defaults.
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According to participants, integrated care has resulted in remarkable progress by reducing missed
appointment and defaults in stand-alone clinics. One HIV positive patient narrates his experience
as follows:
“..initially the HIV positive patients were seen separately, and when they notice
someone they know around the clinic they refuse to come close, ..with combined the
clinic.., ..we hardly see missed appointment now... (HIV Male client, aged 36 years

[Appendix 21, 2.3a)™.

Integrated care has increased geographical access to health care

The improved package of HIV and PHC services from the integrated care at PHC facilities has
expanded coverage of specialised health care services to the grassroots by bringing the services to
as close as possible to where people work and leave, and this has significant implication for access
to health care. While exploring the participants’ experiences with integrated HIVV and PHC care, a
focus group participant stated that integrated care has brought health care close to their community.
If not for the integration they would have to travel to far distance to access health services, and
this may even deter some patients from accessing health care. According to the patient:
“This integrated care has made access to the healthcare service closer to our
communities, had it been there is no integration here they will have to travel far to get
the services, may be some may not even go to the hospital, or will start to go and cease
because of lack of transport money (HIV negative Male, 44 years, FGD, P7 [Appendix

21, 7.2a])”
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Geographical accessibility also has implication for utilisation of health services. This is especially
so in some parts of rural settlements of Nigeria where distance, cost of transportation and poor
road networks have persistently been challenging access to health care. Bringing a comprehensive
package of health care close to the people is a big achievement of integrated care according to
another focus group participant. He also sees this progress as a source of motivation for health
workers:

“This integration proved very important in one thing, it has increased number of

patients in this hospital. ...integration has increased attendance to the hospital it

motivates health workers by keeping them active (HIV negative Male, 28 years, FGD,

P1 [Appendix 21, 7.2c])”.

Apart from the geographical distance, the integrated care has saved them the cost of transporting
themselves to the distant tertiary and secondary health facilities that were hitherto the only centres
where these services were provided. These concerns were expressed by majority of the patients
during focus group discussions. One of the participants said:
“Bringing this integrated care service in this hospital relieves patients from going far
places to access healthcare and also reduce the transportation cost (HIV negative

Male, 27 years, FGD, P3 [Appendix 21, 2.4c)™.

Another participant also narrates her view as follows:
“To be honest this joint delivery of HIV and other health services had brought a lot
improvement and development in this hospital and the surrounding communities at
large. ..patients living within the areas of Kumbotso will access the healthcare services

easily without any stress of going far to either Murtala Mohammed Specialist Hospital
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or AKTH for treatment. It also reduces the transporting cost that mostly affect patients

coming to the hospital (HIV negative female client, aged 26 years [Appendix 21,

2.49])”.

Increased access to diverse range of services and patients’ satisfaction with services

Participants also said that integrated care works because of the improved access to diverse range
of services in KCHC. By offering HIV care and treatment services together with the package of
PHC services in a one-stop-shop, it saves patients the time and energy of attending multiple clinics
to attend to their multiple problems. One of the patients explains how integrated care gives access
to multiple services as follows:
“It provides for attending to patients with different diseases in the same place. For
instance, if 1 come to see a health worker together with my sick child, we will all be
attended to in the same place, I do not have to go to another clinic to address his

problems (HIV negative Female, 25 years, FGD, P4 [Appendix 21, 2.5a])”.

Access to multiple services in a one-stop-shop increases wellness, confidence, happiness and
satisfaction with health services. This was expressed by one of the patients during a focus group
discussion. He says:
“In my own opinion | want to thank the health workers and also show my appreciation
on the way they receive and attend patients in this hospital. To be sincere they deserve

commendation (HIV negative Male, 29 years FGD, P6 [Appendix 21, 2.5h])”.
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Integrated care is helping to prevent mother-to-child transmission of HIV

The patients also expressed the view that integrated care is working because it prevents mother-
to-child transfer of the virus. HIV care and treatment services came with some interventions
including drug treatment with antiretroviral drugs for HIV positive pregnant women during
pregnancy and childbirth to prevent transfer of the HIV virus to the unborn child. In some situation,
women may undergo scheduled caesarean section to prevent mixing of the mother’s blood with
that of the baby as it sometimes happens during normal delivery all in attempt to prevent mother
to baby transfer of the virus. Furthermore, babies born to HIV positive women receive
antiretroviral drugs for about six weeks to reduce the risk of possible infection with any virus that
might possibly have entered the baby’s blood despite the earlier stated interventions.
An HIV positive female patient was happy to mention that integrated care has made it possible for
them to deliver HIV negative babies despite being positive, and describe this advancement as a
major progress. She narrated as follows:
“The major progress in this integration is, in the past pregnant women do not know
that they can come to the hospital and protect their babies from getting infected with
this disease but with the integration .., she will be counselled, placed on medication
and be guided throughout the pregnancy and she will be delivered an HIV free baby.
Our babies don’t get infected if you go through the process (HIV positive Female, 32

years, FGD, P8 [Appendix 21, 2.6d])”.

The experience with integrating HIV care to PHC in KCHC is the PMTCT interventions that
drastically reduced the number of babies born with HIV infection. Some of the HIV patients
happily shared this experience and reported that it is a significant outcome of the integrated care

in KCHC:
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““...we make remarkable progress because we have never delivered a positive child in
this facility. Once a positive mother gets pregnant, she becomes one of my closest
friends until she deliverers and weans off her baby (HIV female patient, aged 30 years

[Appendix 21, 7.7a])”.

Integrated care avails health workers the opportunity for updating their knowledge and skills

Integrated care intervention came along with capacity building component to train and retrain
health workers on the various aspect of the intervention in order to facilitate smooth
implementation. The capacity building included introduction of new technologies, clinical
approaches, information management, communication and research through training by
partners more familiar with the innovations. These trainings have helped the health workers
with the requisite knowledge and skills for good patient management. This development is part
of the examples cited by the patients to support their claims that integrated care is functional
in KCHC. The patients attribute the improvement in health workers’ patient management
practices to the knowledge and skills gained from the trainings. One of them states as follows:

” As part of the integrated care, the health workers benefited from a lot of trainings

and this seen reflected in the way they treat patients. You will never see or hear that a

health worker discriminates any of our patients (Hassan, HIV positive male client, aged

36 years [Appendix 21, 2.7f])”.

The trainings under integrated care are not limited to the health workers but also includes the
members of the patients’ support group in order to help them with their activities of being the

functional link between the patients, community members and the health workers, and this has
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helped a lot and beefed up their confidence. One of the support group members stated as
follows:
“Health workers have gone on trainings on HIV care to improve their practices, and
sometimes as support care members we the patients also go on training. In fact, the
health workers sometimes benefit from us because they ask us on things that are not
clear to them and we explain to them, especially those that have not gone on a training

(HIV positive female client, aged 26 years [Appendix 21, 2.7e])”.

Integrated care has improved community involvement and development

Community involvement and participation in health activities encourages community members to
take ownership of interventions directed at their health in order to promote sustainability of
programmes. The progress in reducing the prevalence of the HIV infection in the communities
would not have been possible without mobilising the communities to recognise their vulnerabilities
and take collective action for the control of the disease. Integrated care has been said to promote
community development and involvement in health care. In KCHC for instance, the role of the
support group members in the success of the integrated care programme cannot be over
emphasised. The support group members have taken complete ownership of the programme and
complement the staffing in the health facility. They are responsible for mobilising the public to
access the health facility for counselling and testing for HIV, play active role in the PMTCT
programme and partake in adherence and home-based care services in the communities. By
improving availability and uptake of health services in the community, the patients and community
members relate it to significant development in the community. These were part of accounts given

by the patients during the assessment:
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“This integration has brought positive development, not only on the hospital but the
town itself is now being respected more because of the services in the hospital. I think
this is a good development, we are happy and we will want more of this if there are

more available (HIV negative Male, 27 years, FGD, P3 [Appendix 21, 7.8b])”.

Integrated care in KCHC came along with other developments to the health facility and the
surrounding communities. This included human personnel development, infrastructural
development as well as provision of equipment, drugs and other consumables covering both HIV
and some of the non-HIV services. These were among the examples cited by participants to support
their view that integrated care is working in KCHC. One of the participants of a focus group
discussion went on to say as follows:

“This integration has brought progress to this hospital. In the past, this hospital was to some extent
neglected, patients’ attendance was low and the hospital was not getting the required attention,
..now with this integration, there are a lot of health workers here, patients are even being admitted

and there is adequate drugs (HIV positive Male, 38 years, FGD, P3 [Appendix 21, 2.4f])™.

Negative views/ perception

Although the patients generally value and expressed positive views about integration of HIV care
and treatment into routine PHC, few of the patients encountered expressed misgivings about
integrated care, largely stating that the approach is not useful and should be scrapped. They gave

the following accounts to support their claim:
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Integrated care increases congestion in the clinics and workload on health workers

One of the objectives of integrated care is to increase efficiency in the clinics, reduce congestion
and improve the quality of service. However, few participants of a non-HIV male focus group
were of the view that integrated care increases congestion in the clinics. Their argument is that
integrated care increases patients load in the hospital, and this in the event of inadequate manpower
brings about congestion, overwork on the workers, and lack of working materials, drugs and
consumables. One of the patients stated as follows:
“..It will add to demand in the hospital and this may lead to congestion, overwork and
lack of drugs, working materials and consumables. It is possible that you may come
especially in the evening when there are usually few staff on duty and the health worker
might say that they will only attend to emergencies because of overwork (HIV negative

Male, 44 years FGD, P7 [Appendix 21, 3.1e])”.

Integrated care is resulting in poor clinic attendance, lack of confidentiality and stigmatisation

Integrated care aims to normalise HIV stigma by bringing together both HIV positive and negative
patients in the same clinic setting and providing them with health services using the same health
workers. However, very few patients interviewed opined that integrated care is not working based
on the claim that it results in poor clinic attendance. Patients from the locality of the health facility
refuse to attend the health facility or get uncomfortable and shy away from the clinics even when
they come around to avoid familiar faces. According to a patient:

*“...the HIV positive patients that reside in this town do not like to come in, because they

may likely meet with familiar faces that come from the same area. This usually makes

them uncomfortable to come to the clinic to collect their drugs because they don’t want
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to be identified by known faces. (HIV positive Male client, aged 29 years [Appendix 21,
3.2a])”.

“..In my opinion the separation is better for the sake of our patients that are from this
town, | personally do not have any problem with the combination. ..Other patients will
not insist on coming to see who and who are there, at worst they may stand from far and
point at our direction. .. there are many technics they can use to enter the separate place
that will be assigned to us without being seen by people (HIV positive Male client, aged

29 years [Appendix 21, 3.2b]).

The patients are also of the view that combining HIV positive and negative patients in the same
clinic stand the risk of bridging confidentiality, and patients’ status disclosed. This is more so in
situation where consultation for multiple patients is done within the same consulting room as in
KCHC, thereby overlooking visual and auditory privacy. While expressing this concern, one of
the HIV negative patients narrates as follows:
*“.. there may be a problem in a situation whereby the HIV and non-HIV patients are
seeing one doctor at the same time, ..If the non-HIV patient expose the other patient
status, there will be problem and from there stigmatisation may arise and also if other
patients identified familiar person with HIV.., they may likely go back and expose such
person in a community or society where they live together and this can bring stigma on
the part of the patients”. (HIV negative Female client, aged 25 years) [Appendix 21,

3.2c]”.
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In order to hide their HIV status, some of the positive patients attending KCHC resorted to sending

their spouses to refill their antiretroviral drugs from the clinic when their stock gets exhausted.

This according to the patients is the reason why there are more females in the clinics than males:
“.... Itis the reason why there are more women than men in the clinic. The women use
to collect the drugs on behalf of husbands. (KII with ART patient 5 — Male 39 years

[Appendix 21, 3.2d])”.

Integrated care is exposing HIV negative patients to risk of HIV infection

Very few of the HIV negative patients were of the view that integrated care exposes HIV negative
patients to the risk of HIV infection. They claim that needles, syringes and other related equipment
in the hospital are shared among HIV positive and negative patients. Fear of getting infected is one
reason why some patients are of the view that integrated care is not working and the clinics should
be separate for the two groups of patients:
“In my opinion the two should be separated, ..I heard that the same equipment like
injections are used for all patients and sometimes problems occur. This is why I do not
come for injections in this hospital (HIV negative Female client, aged 52 years

[Appendix 21, 3.3b])”.

According to other patients, even if patients don’t get infected from sharing of equipment, there is
the possibility of mixing up results especially where the clinics are rowdy. A 24 years old HIV
negative female patient expressed concern that test results of patients may get mixed up and is

therefore of the opinion that clinic for HIV and non-HIV patients should remain separate:
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*“...Sometimes results for tests from other units get mixed up, and in this case, | think it
will be more disastrous (HIV negative Female client, aged 24 years [Appendix 21,

3.3a])”.

5.9.1.5 Similarities in views/ perceptions of patients versus health workers
Both patients and the health workers expressed similar views related to quality of service
provision. In the context of health care, quality simply means providing needed care to patients, in
a safe, effective and affordable way. This implies the use of appropriate infrastructure, equipment
and personnel to deliver needed health care to deserving patients. Focus groups and key informant
interviews held with both patients and health workers revealed that patients and health workers
hold a similar view regarding the impact of the integration on healthcare infrastructure
improvement, leading to quality of healthcare delivery. Both groups were of the view that the
introduction of the integrated care came with improvement in furniture, equipment and additional
structures like wards, and eye and dental clinics which were previously dilapidated and not being
put to use. With the integration, these facilities were renovated and upgraded in order to give a
conducive environment for patient care. According to a patient, the health facility that was
previously almost moribund is once more alive because of the integrated care. One HIV negative
female client, aged 29 years explains:

“..because of this integration there are many new units like eye clinic, dental unit,

scanning facilities and so on, and many people even reject transfers and referrals from

this facility (Female, HIV negative patient, 29 years[Appendix 21, 7.1b])”.
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She added that:
“Before the integrated care, patients were not being admitted because the wards were not
habitable for admission but with coming of integrated care, the wards are now renovated
and functional and patients are being admitted and catered for when the need arises

(Female, HIV negative patient, 29 years [Appendix 21, 7.1b])”.

The above experience was re-echoed by another recently discharged patient from the KCHC as
follows:
“...In the past there were even no facilities for admission and the staffing was very
poor, and now | was even admitted sometimes back, and you can see so many health

workers around”. (HIV negative Female client, aged 52 years [Appendix 21, 7.1c])”.

These views expressed by the patients were also observed by the health workers who participated
in the interviews. For examples a record officer went on to give details of facilities that changed
operations at different units of the hospital. He narrated his experience as follows:
“..Structure and facilities have improved, ..new equipment was brought to the hospital.
In the lab we have new equipment, in the pharmacy we have enough drugs and, in the
records, we have cards and our folders, table and chairs are all available. Talk less of
electricity, before they give us only one-hour light between 10 and 11 am, but now if
we put on the generator it will work up to 4.00pm”. (Medical records officer, Male, 57

years [Appendix 21, 8.1c)”.
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Another experience of quality shared by both patients and health workers was that of overcrowding
and waiting time in the clinic. Overcrowded clinics commonly occur from lack of organisation in
the clinic, either at point of medical records, consultation or laboratory. Overcrowding makes the
clinic unbearable for patients and staff, leads to unnecessary delays in the clinic and overall reduce
efficiency in the clinics. Many of the patients interviewed said that integrated care reduced
overcrowding and waiting time in the clinics. According to them, congestion does not happen in
the integrated care clinics because of good appointment system in the routine clinics and patients
are seen on first come first serve basis:

“The crowd is manageable here and there is no congestion. There is good organisation

of patients, you have to follow queue and it is first come and first serve (HIV negative

Female client, aged 52 years [Appendix 21, 7.40])”.

Overcrowding in the clinics may also occur from inadequate staffing where few health workers
are assigned to attend to overwhelming number of patients. Under this scenario, the health workers
may become exhausted, unfriendly and inefficient in addition to the many delays that may occur
in the clinic. With the adequate staffing of integrated facilities, this has been “a thing of the past”
as described by the patients. Another patient, narrated her experience with staffing and
overcrowding in Kumbotso integrated care facility. She says:

“It was before when there were few health workers in the facility that you see people

congested in the different units waiting to be attended to, but with the integration

sometimes you see up to five doctors or more at a time in this facility (HIV negative

Female client, aged 29 years [Appendix 21, 7.4m])”.
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The majority of the health workers interviewed agree with the patients’ assertion, revealing that
congestion and waiting time has reduced in KCHC, and attributed that to the integrated care in the
health facility. One of the health care workers reported as follows:

““..Yes, there is no congestion why because we have appointment system. ..all because

of integration”. (Medical records officer, Male, 57 years [Appendix 21, 8.a])”.

Another common experience shared by the patients and health workers is on health supplies and
consumables. Availability of drugs, equipment and supplies at health facility is an important
measure of the quality of service therein. Provision of quality health services rely on availability
of medical equipment, supplies and consumables when needed and in adequate quantities in
addition to skilled health workers. Before the integrated care, medical supplies and consumables
in KCHC were provided by the parent hospital that is, AKTH, and patients were charged for the
cost of items used on them, although at a cost slightly cheaper than would have been paid at the
tertiary hospital. With the integrated care however, patients and health workers observed that the
health centre benefitted from massive improvement in equipment, drug supplies and consumables
especially those used for HIVV/AIDS treatment, care and support, and for related ailments. The
charges on the services rendered with these items are free to all patients. Many of the patients and
health workers emphasised that, with integrated care in KCHC, stock out of drugs and laboratory
reagents therefore became a thing of the past. This view was further emphasised below by a 29-
year-old HIV patient:

“Some years back we experienced shortage of equipment and working materials in the

lab, but with coming of this organisation that support us, there was a time when items
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were supplied on the same day they got finished (HIV negative Male client, aged 29

years [Appendix 21, 7.6e])”.

The patients were particularly happy about the fact that integrated care has made it possible for
them to adhere to their prescribed drugs once commenced on them:
“..ithas resulted to the state where our patients will not start drugs and fail to continue,
they have stopped all that. In addition, whatever advice they are given on their health
in the hospital, they stick to it (HIV positive Female client, aged 36 years [Appendix

21, 7.6b])”.

The health workers experience with availability of drugs at all times in the health facility goes
beyond the antiretroviral drugs. According to the health workers, while the HIV drugs are supplied
free by the donors, the non-HIV drugs are procured through the drug revolving fund and this has
been regular:
“.... The HIV drugs are always been supplied by donors, but on the other side it is a
revolving fund that if the drugs is out of stock the pharmacists will go and source it
outside. We don’t experience shortage of drugs for all sides in this health facility™.

(Matron, Female, 52 years [Appendix 21, 8.6b])”.

One of the gains from integrated care is its design towards providing seamless care, where patients
experience smooth and safe transition from the hospital to their homes. Good communication
between individuals and the health system, the process of actual care given and received, and the
structure of health care are crucial for the smooth transition of patients through the health care

system. A significant number of patients encountered were happy with the way health workers in
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the integrated care facility communicated with them. They shared the experience that health
workers in the integrated care setting are receptive and show good attitude:
“Honestly this is my first time here but | was so impressed with the reception and the
way things are being conducted here. In fact, when we were waiting outside my sister
whispered me that this is where she is coming to book for her ANC. ...my patient has
delivered safely and we were allowed to see her without any form of maltreatment from

the health workers (HIV negative Female, 29 years, FGD, P6 [Appendix 21, 7.5g)”.

With respect to the health care process, the patient-health worker contact time attending to the
clinical needs of patients in the clinic is used by patients to express the quality of care given to
them. The longer the patient-health worker consultation time, the more satisfying it becomes. The
patients examined are happy with the contact time. According to them, health workers in the
integrated care clinic take their time listen to patients, examine them and counsel them on their
problems. An HIV positive patient shares her experience:

*“..Very well, the doctors take time to check patients well and attend to their problems, to be honest
we are favoured patients in this facility (HIV positive Female client, aged 30 years [Appendix 21,

7.5a)”.

The health workers also reported having seamless health care in the integrated care KCHC.

According to one of the health workers, there is continuity of care and services are organised:

*..S0, patients flow is smooth and organised. They are not crowded and there are no

any disrupted services (Matron i/c, Female, 45 years [Appendix 21, 8.5a])”.
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The most popular experience among the outcomes of integrated care reported by the patients and
health workers was reduction of stigma and discrimination. HIV stigma and discrimination are
among the serious issues challenging the prevention and control of HIV infection. HIV stigma and
discrimination are often associated with severe psychological consequences like anxiety,
depression, withdrawal with even suicidal tendencies. In the past, in other to avoid being identified
by known faces, patients in KCHC had refused being tested for the disease, refused attending the
clinic even after being diagnosed or delegated their spouses to collect their antiretroviral drug
refills from the clinic. With the integrated HIVV-PHC care in KCHC however, HIV related stigma
is normalised such that HIV and non-HIV patients mingle freely and interact well without any

form of stigmatisation as narrated by a female HIV positive patient:

*“..patients are relaxed with themselves and other normal patients, no stigmatisation.
When you come to the clinic all patients, HIV and non-HIV are together and one cannot
be able to identify who is who (HIV positive Female client, aged 30 years [Appendix

21, 7.3d])”.

Furthermore, privacy and confidentiality are also well maintained in integrated care facility.
Everyone minds his business, and for this reason patients do not shy away from clinics or request
for transfer to other health facilities to avoid meeting known faces as narrated by another HIV
positive patient attending clinic in KCHC. He stated as follows:
“..they will also not come to ask for transfer because they see their relatives attending
the same health facility with them, they have stopped all that. The way they relate with
other patients in the hospital is also commendable (HIV positive Male client, aged 36

years [Appendix 21, 7.3e])”.
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The health workers also reported that stigmatisation is a thing of the past in the integrated care
KCHC:
*“.. there is no stigmatisation among our patients (Matron ANC/ labour room, female,

52 years [Appendix 21, 8.3b)”.

Few patients reported their satisfaction with the services they assessed in the integrated care facility
as a remarkable outcome. The seamless service delivery in integrated care facility improves
satisfaction with services rendered at the facility. This statement was made by some of the patients
as attested by an HIV positive patient:

“I am happy with the way they carry out with their services™. (HIV positive Male client,

aged 55 years [Appendix 21, 7.9a])”.

The health workers experience with satisfaction is as narrated by a community health extension
worker whose accounts are as follow:
“.our patients are happy, they are always cheerful and they even brought
commendation letters for some of our staff (ART CHEW, female, 52 years [Appendix

21, 8.7¢])”.

On the other hand, very few patients and health workers reported deterioration of quality of health
care in Kumbotso integrated care facility. One of the negative effects of integrated care cited by
both patients and workers was the claim that it led to increased workload. The increased workload
may bring about negative consequences on the workers like physical and mental stress, stress
related illnesses and reduced efficiency. Heavily overworked workers may develop depression and

worker burnout, a state of physical and emotional exhaustion that also involves sense of reduced
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accomplishment and personal identity. According to one patient, workload increased with the
integrated care, and this led to lack of commitment of health workers:
*“...there was a day when about 20-30 of us came in the evening to see the doctor and
when he came out from the wards, he selected only three patients and asked the others
to come back in the morning because he was alone and genuinely busy (HIV negative
Male, 44 years, FGD, P7 [Appendix 21, 7.10a)”
*“...there is negligence and | don’t care attitude played by health workers when you
bring patient especially a woman in labour the nurses/midwives used to shout at them
or asked them to go back home in an impolite manner (HIV negative Female client,

aged 25 years [Appendix 21, 7.10c].”

Experience of overwork from integrated care was also narrated by one of the health workers. She

narrated her account as follows:
““..There is too much workload here, .. we only 4 on morning shift in this facility today,
and in the scanning room the doctor wants to attend to only 2 patients but we had more
than 50 patients waiting for scan. So, one of our nurses was there to attend to those
requiring scanning and also to give another appointment to those that will not be
attended to today; another nurse is at the antenatal unit attending to more than 60
pregnant women, | am attending to labour cases and in-patients and so on, this shows

that the work is too much for us (Matron, Female, 52 years [Appendix 21, 8.9b])”.

Very few patient and health workers reported that integrated care resulted in occasional stock out

of drugs and consumables in the hospital:
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““..with this integrated care services there is shortage of drug in the pharmacy because
of the large number of patients around to collect drugs and not all drugs are available.

(HIV negative Female client, aged 25 years [Appendix 21, 7.11b).

Stock out of drugs can lead to interruptions in drug treatment with chances of drug resistance, and
this has serious consequences on outcomes of health care. For HIV positive patients, drug
resistance may imply the use of more expensive second line or salvage therapy which may not be
always readily available to patients, and this has deleterious consequences for the control of the
virus. Drug resistance also has severe implications in tuberculosis and other antimicrobial

management.

SECTION B:

59.2 FACTORS IMPACTING ON THE DELIVERY AND UPTAKE OF THE
INTEGRATED SERVICES IN NIGERIA

The present section focuses on the factors identified to be influencing the delivery of HIV
treatment and care services integrated within routine PHC in Nigeria. As discussed in the literature
integration of health care can occur at macro (systems), meso (organisational and professional) or
at micro (clinical) levels. The integration of care across the three levels of the health system can
occur through referrals, linkages and other similar interventions in vertical integration. Pooling
skills and expertise of similar organisations through hierarchical governance structures, market-
based governance structures like mergers and acquisitions, and networking as in intersectoral
collaborations are described under organisational integration; and partnerships between

professionals within the same organisation and between organisation in the delivery of health care
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is professional integration. Clinical integration on the other hand is the coherence in the delivery

of care to individual patient.

Successful integration of HIV services into PHC requires a continuum of care that gives patients
access to needed health care services within the three levels of the health system and between
organisations and professional groups. Therefore, both vertical and horizontal integration are
necessary to counteract fragmentation of health care services. This is achieved in an integrated
system through functional integration, which encompasses coordination of key support functions
such as financial management, human resources, strategic planning, information management and
quality improvement. All of these support functions among others are necessary for successful
integration. Along the line of implementation however, integrated care may encounter barriers that

may hinder full integration of services.

5.9.2.1 Barriers to the provision of integrated care
The barriers to a successful delivery of the integrated care services in Nigeria were identified

following interviews with health providers, and described below:

Inadequate funding

Funding is necessary for the success of any intervention. To achieve the goals of integrated care
for primary health care, the required infrastructure, equipment and health manpower to make
quality health services accessible are paramount. However, PHCs in Nigeria are seriously
underfunded and the funding for the integrated HI\VV-PHC programme is largely from development

partners. This has been a barrier to integrated care according to participants. Funding at PHC is a
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challenge according to an administrator from KCHC, there are often no funds available to organise
and operationalise routine activities:
“Funding is also a problem for example if you wish to conduct outreach services, we
need funding and that may not be forthcoming (Administrator, KCHC, Male, 34 years

[Appendix 21, 13.3a])”.

Inadequate staffing

Staffing generally involves the process of recruiting the right personnel for the right job and at the
right time in order for desired activities to occur in the right manner. In the healthcare setting,
human resource is the greatest investment of all resources because the other resources like money,
materials and equipment only become effective and utilised efficiently by the positive efforts of
human resource. Employing the right persons for the right job and in adequate numbers leads to
optimum productivity and performance. Therefore, integrated care setting whose primary
objective is to improve access to quality health care throughout the continuum of health care
requires adequate numbers of skilled and specialised health care workers. However, the
participants interviewed identified inadequate staffing as a barrier to achieving impact of the
integrated care in Nigeria. Inadequate staffing at PHC level is a national problem in Nigeria,
according to one administrator interviewed from Kano SMOH, and this has been a major barrier
to integration. He explained that:

*“..the major challenge is the capacity of the PHC system, not only in Kano state but generally
across Nigeria, is very weak, and that could be a major barrier. Weak because many PHC centres
are understaffed. Many of them they are already overwhelmed by what they provide

(Administrator, PHCMB, Male, 52 years [Appendix 21, 13.1b)”.
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Knowledge gap

Under integrated care setting, health care workers are expected to have the requisite knowledge to
stay up to date with the dynamic needs of the HIV and PHC integrated care. Training and re-
training of the health workers is therefore key to the success of the integrated care programme.
The belief that HIV care and treatment is a complex procedure requiring specialist attention is a
serious problem militating against the rollout of integrated care in Nigeria, and this has been a
major barrier to the success of the programme. According to one administrator of healthcare;
“There was a dogma or rather a belief that oh, care of HIV can only be done by a
specialist, so that knowledge gap becomes a barrier when you go to a PHC and you
want to integrate HIV, they say no, no, no we cannot do this, this is much more than
our capacity (Administrator, Development partner, Male, 49 years [Appendix 21,

13.2b])”.

Inadequate infrastructure

The Nigerian PHC system faces a lot of infrastructural challenge and this has affected the
integrated HIV-PHC programme negatively. Many PHC facilities are faced with challenges such
as space for consultation, admission of patients among others. Participants further noted that some
facilities do not have potable water or electricity and these have retarded the progress of integrated
care:
“..the infrastructure in those PHCs, and we have got PHCs that do not have potable
water, they do not have light, they do not have power and they do not have even enough

rooms to see patients. So we have these infrastructural barrier that becomes very
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difficult to add to an already stressed system (Administrator, Development partner,

Male, 49 years [Appendix 21, 13.7a])”.

According to a third of the participants who participated in the interviews, the infrastructure at
PHC is inadequate and do not allow visual and/or auditory privacy during consultation. In KCHC
for instance, despite being a comprehensive health centre in size and function, there is shortage of
consulting rooms to the extent that there are two to three consultation tables within one
consultation room with different patients being attended to at the same time. Privacy is impaired
when two or more patients are attended to at the same time and in the same consultation room and
this could serve as a serious barrier to integrated care according to an administrator from KCHC:
“It is not uncommon when you have two healthcare workers consulting in the same
room. ..the issue of confidentiality, because you are consulting two patients for
instance we have two consulting rooms here and we have like four, five healthcare
workers consulting at the same time, .. the issue of confidentiality will really be a

problem (Administrator, KCHC, Male, 3 years [Appendix 21, 13.4b])”".

Inadequate facility for counselling, testing and other diagnostics

Counselling and testing are the gateway for HIV treatment, care and support services. Patients
need to know their status to determine their eligibility for the services that the HIV programme has
to offer. In many health facilities in Nigeria, counselling and testing for HIV is done at designated
units in the hospital or a section in the laboratory. In KCHC, patients requiring counselling are
given a form from the consulting health worker at the outpatient department to go to a section in

the laboratory for counselling and testing. After collecting the test result, the patients undergo post-
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test counselling at the same counselling site in the laboratory and then returns to the consulting
health worker in the outpatient clinic for further management. According to a health administrator,
the fact that some of the patients carry a special form to those units is on its own stigmatising and
constitutes a barrier to full integration of HIV and PHC services. In his view, there should be
adequate facility for integrating counselling and testing at point of consultation to remove this
barrier:

“if we can seriously liberalise this counselling and testing thing such that at the point

of consultation the healthcare provider should be able to counsel you and test you so

that one does not need to go out with another paper for someone else to counsel that

person (Administrator from AKTH, Male, 51 years [Appendix 21, 13.5a])”.

Counselling and testing services should be commonplace in the PHC setting where basic health
care services needed by the majority of the population are provided. In addition, because of its
proximity to the underserved population, they will benefit more from the knowledge of their HIV
status. This implies functional laboratories and equipment with adequate supplies and consumables
at all times. However, these requirements are lacking in many PHCs. According to one
administrator from the SMOH, “many PHC facilities in Kano do not have the minimum laboratory
structure to screen patients or run some vital diagnostic tests” he was captured during the
interviews stating the following:

*“...many of our PHCs that do not have even a lab, the minimum laboratory structure

that can be able to do this screening and whatever (Administrator, PHCMB, Kano

state, M ale, 52 years [Appendix 21, 13.6a])”.
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5.9.2.2 Enablers/ facilitators
On the other hand, the participants identified some factors that were influencing the integrated care

positively. These factors are described in details as follows:

Enablers related to upgrading infrastructure, facility and services
The health care workers and administrators mentioned upgrading PHC infrastructure,
implementation of minimum service package for PHC; and scaling up of HIV services to all PHC

facilities among factors that will enable full integration of HIV services within PHC in Nigeria.

Upgrading the PHC infrastructure

The PHC facilities are the most common occurring health facilities and the closest to the
population in Nigeria, making them the most convenient structures to provide coordinated and
patient centred health care to the underserved population using the integrated care approach. The
health workers were of the view that upgrading the PHC infrastructure is a positive factor
facilitating the HIV-PHC integrated care. It was widely agreed among participants that the
integrated care would record further success once existing PHC structure is expanded to
accommodate more services, provision of basic amenities like power and water, and provision of
vehicles for essential services:
“..Strengthen the system in our PHCs, it’s the closest unit to the consumers, if you
could just upgrade the structures, buildings and provide basic amenities like power
and water, it becomes easy to integrate any form of service not just HIV in PHC is
going to work (Administrator, Development partner, Male, 49 years [Appendix 21,

16.2a])”.
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Implementing minimum service package for PHC

The Federal Government of Nigeria (FGN) through the National Primary Health Care
Development Agency (NPHCDA) has developed the ward minimum health care package that will
guide implementation of primary health care in Nigeria. The document has outlined the minimum
requirement of primary health care facilities with regards to infrastructure, facility, equipment and
human resource; and also, the services rendered by the levels of the PHC facilities. For many of
the states in Nigeria, similar guidelines do not exist. These guidelines are needed to define which
PHC services are being integrated with the HIV services. This document is recently been
domesticated in Kano state where this study was conducted. This development is of immense
benefit to the success of the HIV-PHC integrated care in Kano state says an administrator from
Kano state:
“Few weeks ago Kano state finalised the domestication of the minimum service
package and that document has already been approved by government and really going
to be of immense benefit as a policy guide to Kano state in the implementation of PHC
including services, including of course HIV care and support (Administrator, PHCMB,

Kano state, Male, 52 years [Appendix 21, 16.4a])”.

Scaling up of basic HIV services to all PHC facilities

As mentioned earlier, PHC facilities are the closest health units to individuals and communities.
For the success of HIV-PHC integration, there is need for basic HIV services to be available at
most or all of the PHC facilities. According to an administrator in AKTH, scaling HIV services to

a level of the PHC facilities will enable the HIV-PHC integration:
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*“...as itisnow not every PHC facility has HIV services. So, if it is possible to scale up
to cover say certain level from PHC, it will help integration (Administrator, AKTH,

Male, 51 years [Appendix 21, 16.6a])”.

Demand creation

According to Razum (1993), the availability of a service does not ensure its utilisation. For proper
utilisation of the integrated care services therefore, there is need to create awareness for the
services through social mobilisation. This was suggested by administrators as well as patients in
interviewed in the KCHC:
“On the issue of patients, I think it’s all about awareness, creating enough awareness,
ensuring effective social mobilisation for all services ranging from immunisation, HIV
and even family planning. If the communities are well mobilised, they are likely to
utilise and improve the health outcome of the community (Administrator, KCHC, Male,

34 years [Appendix 21, 16.5a])”.

Enablers related to PHC facility management systems
Under this section, factors that facilitate integrated care mentioned by the health workers and
administrators include planning for integration, strengthening medical records system, and

ensuring effective framework for monitoring and evaluation for the integrated care.

Planning for integration

Planning is one of the key management functions and ensures that objectives are achieved

effectively, and failure to plan amounts to planning to fail. According to an administrator from
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KCHC, planning for integration with the necessary community stakeholders ensures sustainability
of the integrated care programme:
“I think it is important to involve the facility, members of the community as well as
individuals that have interest on health or other stakeholders, the community groups to
ensure that these services are not provided stand alone,. ...If right from planning it has
been taken into consideration that these services will be integrated into the main system
sustainability will not be a problem (Administrator, KCHC, Male, 34 years [Appendix

21, 16.2a])”.

Effective framework for monitoring and evaluation

Monitoring and evaluation system is paramount to the success of any planned intervention.
Developing an effective framework for monitoring and evaluation will enable the successful
implementation of the HIVV-PHC integrated care says an administrator from KCHC:
“On the part of government is to ensure that there is an effective framework for
monitoring and evaluation, not only planning and implementation there must be a
follow up system where we ensure the right thing is being done at all levels and all the

time (Administrator, KCHC, Male, 34 years [Appendix 21, 16.1a])”.

Enablers related to health workers
Participants’ suggestions on health workers include introducing integration into the curriculum of
health training institutions, implementing task shifting policy, capacity building, developing

rapport and communication skills of health workers, and motivating health workers.
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Introducing integration into curriculum of health training institutions

Availability of health workers at the right quantity and mix is one of the prerequisites of the
integrated care intervention. According to a development partner, introducing integration agenda
into the curriculum of the training institutions that produce PHC workers will support the
integration programme by producing a calibre of health care workers that will look beyond the
routine health care delivery and embrace nuts and bolts of complex interventions like integrated

care:

*“...go back to the human resource production for PHCs, most of the staff that tend to
work PHCs are trained from School of Health Technology as an example, so we now
have to include in the curriculum of those schools, HIV care and HIV integration
services. So as soon as we create a pool of staff that will work at PHC they will look
beyond the routine that are already used to (Administrator, Development partner,

Male, 49 years [Appendix 21, 16.7a])”.

Implementing task shifting policy

The task shifting policy is a provision made under situation of deficiency of appropriate cadre of
health workers that handle a particular task, which allows lower cadre but skilled health workers
to handle complex tasks like HIV care that is ordinarily handled by much senior cadre of staff like
doctors. A development partner suggested that, just as applied in prevention of maternal mortality
in Nigeria, implementing the task shifting policy on HIV care is a formidable strategy for
overcoming the chronic shortage of high-level health care workers at the PHC, and this will support
integration programme:

““..we need to ..probably ..do some form of policy or legislation that allows low cadre

but skilled staff to take care of HIV just like we allowed low carder staff to take care of
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pregnant women, because in some places people still believe that HIV should never be
taken care of in PHCs, so they will never allow that, so maybe that policy need to
change”. (Administrator, Development partner, Male, 49 years [Appendix 21,

16.8a])”.

Capacity building

The integrated care programme came along with strong component for developing the capacity of

the health man power, bearing in mind the dynamic nature of HIV/AIDS management and that of

integrated care. This, according to an administrator is an essential component of the integration:
“For health care workers, the issue of capacity building, training and development is

essential”. (Administrator, KCHC, Male, 34 years [Appendix 21, 16.3a])”.

5.10 SUMMARY

Overall, the findings of the qualitative study involving 8 focus groups and 28 key informant
interviews, demonstrate that integrated care increased geographical access to health care, and to a
diverse range of services. Positive health outcomes of integrated care reported included reduction
of stigma and discrimination, maintenance of privacy and confidentiality of patients, improved
satisfaction with services, and prevention of transfer of HIVV from mother to an unborn baby.
Negative outcomes of integrated care reported included poor clinic attendance due to fear of
stigmatization, and exposure of non-HIV patients to risk of HIV infection. Barriers to integrated
care reported included inadequate funding, inadequate staffing, knowledge gap, and inadequate
infrastructure and facility, while the enablers of integrated care reported were related to upgrading

infrastructure, facility and services (upgrading PHC facility, MSP and scaling up HIV services to
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all PHCs); to PHC facility management (planning, M&E); or to health workers (pre-service

curriculum, task shifting, capacity building).
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CHAPTER SIX: META-INTEGRATION AND DISCUSSION

6.1 INTRODUCTION

The Ph.D research which investigated the integration of HIV into PHC services in Nigeria was
based on the Federal Ministry of Health (FMOH) of Nigeria policy to provide the underserved
majority unrestricted access to HIV/AIDS care and support services (NACA, 2014; Okonkwo et
al., 2014). Hitherto, HIVV/AIDS services were available only to patients accessing health services
in tertiary and some secondary health facilities in the country (Okonkwo et al, 2014). With the
decentralisation of HIV services from the tertiary and secondary health facilities and integration
within PHC, HIV services became integrated with the PHC services in Kumbotso CHC in March
2010. The study evaluated the performance of the HIV integrated care service delivered as part of
routine PHC service in Nigeria. The study also assessed the factors that influence the service
performance and impact. In the sections that follow, the effect of the integrated care on the HIV
and non-HIV PHC services, and the barriers and enablers of the integrated care are discussed. The
discussion draws on findings of the quantitative and the qualitative components of the research to
provide a holistic understanding of what works, what doesn’t work, and to situate the findings
within wider existing literature on integrated HIV care. Table 6.1 below summarises the overall

research questions and objectives, and the key elements of the results discussed.
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Table 6.1: Triangulating quantitative and qualitative results

Research Research objective The elements for the triangulation

question

1. What has | To assess the effect of Quantitative assessment of trend
worked the integrated HIV care in uptake of HCT and ART
following the | on uptake/utilisation of services

implementation
of an integrated
HIV care in

HIV  Counselling and
Testing (HCT) and Anti-
Retroviral Therapy

(Effect on access to HIV services)

worked or not
worked within
the  Nigerian
context?

uptake of the integrated
HIV care service.

Nigeria? services provided at the
KCHC.
To assess the effect of Quantitative assessment of trends
the integrated HIV care in utilisation of selected non -
on uptake /utilisation of HIV services before and following
non-HIV services the integrated care.
provided to both HIV (Effect on access to non-HIV
and non-HIV patients at services)
the KCHC.
From the perspectives of Patient satisfaction with HIV and
the service-users, assess non-HIV  services  rendered
their satisfaction and (Quantitative).
perceived stigma (Effect on quality of health care)
associated  with  the
integrated care.
To explore the views/ Qualitative assessment of HIV
perceptions and positive and non-HIV positive
experiences of health patients’ views and experiences
service providers (health with integrated care
workers and  health Qualitative assessment of health
administrators) and workers’ and  administrators’
service users (patients) views and experiences with
with  respect to the integrated care
integrated HIV  care (Effect on access, health outcomes
delivery. and quality of health care)
2. Why has the | To identify and Qualitative assessment of
integrated HIV | described the barriers to, patients’, health workers’ and
care  service | and  facilitators  of, administrators’ perspectives on

barriers and facilitators of the
integrated care
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Integration of health care is a complex intervention implemented at different levels of health care
system to improve the functioning of the system. The literature shows that integration of HIV care
and treatment within the PHC system commonly occurs at the service delivery/ micro level of the
health system (Delnoij et al, 2002). It is also in the literature that integrated care improves both
access and outcomes of health care, and the quality of health care delivered to populations (Odeny
et al, 2013; Crowley and Stellenberg, 2014; Pfeiffer et al., 2010; Sweeney et al., 2012; Bedelu et
al., 2007; O’Connor et al., 2011; Mutevedzi et al., 2010, Chan et al., 2010; Coetzee et al., 2004).
Although the overall goal of this type of intervention is to improve the performance of the health
system, similar public health interventions in the past resulted in unwanted effect on some part of
the system. For instance, the preponderance of HIVV/AIDS programmes in Nigeria following the
HIV/AIDS epidemic in the early part of the third millennium produced widespread fragmentation
of health care from disease specific HIV programmes (Etienne et al, 2010; Aliyu et al, 2019), with
resultant negative consequences on the PHC system (Atun, Bennett and Durat, 2008). The findings
of this thesis add value to the existing body of knowledge about the effectiveness of integrated

care on HIV treatment. The key findings are discussed as follows:

6.2 EFFECT OF THE INTEGRATED CARE ON ACCESS TO HIV TREATMENT AND
CARE

The research found that as part of the integration process in KCHC, the infrastructural base and
facilities were upgraded, new clinical and laboratory equipment supplied and the staff trained to
deliver the integrated care services. This observation is well captured by the United States Institute
of Medicine, that such reform of HIV care and treatment allows for unrestricted access to quality

HIV care and treatment especially to the underserved population (I0OM, 1993).
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With regards to HIV disease, access to HIV services is critical to the fight against the ravaging
HIV disease. The HIV pandemic is among the highest causes of global burden, affecting 37.9
million (32.7 - 44.0 million) people from all ages globally by end of 2018 (UNAIDS, 2019), and
the WHO African region is most hit by the HIV pandemic, with 3.9% adults (nearly one in every
25) living with the infection (WHO, 2019). The WHO introduced the concept of universal access
to HIV care, treatment and support to confront the pandemic, and integrated care is one of the
strategies being used to achieve outcomes (WHO, 2010). Universal HIV coverage refers to:
“that commitment of the world health leaders at the 2006 United Nation’s General
Assembly High-Level Meeting on AIDS to scale-up services and interventions
towards the goal of universal access to HIV treatment by 2010 for all those that need”

(WHO, 2010).

Towards the realisation of this goal, HIV care and treatment services were integrated into the PHC
services in Nigeria including KCHC, the study area. The current study found evidence
demonstrating that the integration of HIV care and treatment within PHC services in KCHC
improved access of patients to HIV services. The quantitative findings suggest that uptake of HIV
counselling services, new and follow-up ART enrolment, and the number of patients who received
co-trimoxazole prophylaxis treatment (CPT) significantly increased over time with the integrated
care. Similar findings were reported by Pfeiffer et al (2010) in Mozambique following integration
of HIV care and treatment services into PHCs in the country. The Mozambique study reported
availability of HIV services in 67 PHC facilities in 23 districts following the integration, and both
ART enrolment and initiation increased in all the health facilities following the integration. Other

follow up studies from other African countries (Nyasulu et al, 2013; Ansa et al, 2014; Owiti et al,
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2015; Topp et al, 2010; and Phiri et al, 2011) reported findings that corroborate what was found
in Nigeria and the findings reported in Mozambique. These studies all found evidence that
demonstrate increased in uptake of the HIV services with integrated care. Beyond Africa, studies
from Guatemala in Central America (lkeda et al, 2014) and Haiti in the Caribbean (Peck et al,
2003) showed similar pattern, thereby supporting the hypothesis that integration of health care is
an effective intervention for increasing access to HIV care, treatment and support. The findings
from our qualitative study further buttress the point that integrated care increased access to HIV
services. Both HIV positive and negative participants who participated in the qualitative study
reported that, in addition to bringing HIV services close to their community thereby reducing cost
of transportation to the hospital, the integrated care provided them the opportunity to access diverse

health services under the same roof.

Our findings suggest that integrated care impacted on PMTCT of HIV infection. We observed that
uptake of counselling and testing services at ANC significantly increased following the integration.
The study also found evidence demonstrating that the integrated care has helped to address HIV
related stigma, and increased PMTCT service use. From the qualitative study, HIV positive
pregnant mothers reported delivering HIV negative babies following the PMTCT interventions.
Although the records of secondary data from Kumbotso showed that not many HIV positive
pregnant mothers were diagnosed (0.94%), an increase in the uptake of Nevirapine prophylaxis by
mother-infant pairs was noted indicating that positive mothers that delivered either at home or in
other health facilities still accessed the KCHC for PMTCT service. These finding seem to confirm
what previous studies have reported. For instance, in one quasi-experimental study in India,
Bindoria et al (2014) investigated the benefits of integrating prevention of parent-to-child

transmission (PPTCT) within maternal and child health (MCH) services. The authors reported that
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the proportion of pregnant women screened for HIV at ANC increased from 55.4% to 79% after
integration, 93% of the HIV positive women were linked with ART centres following the
integrated care; and 92% of mother-infant pairs received Nevirapine prophylaxis, further
corroborating the claim that integration of HIV care and treatment services within PHCs increases
access to HIV services. The reduced number of HIV positive mothers observed in this study from
KCHC might be accounted for by the limitation of poor record keeping in the health centre.
However, the fact that our HIV positive qualitative participants reported that all pregnant women
passed through HIV screening during ANC at KCHC, and those found HIV positive were placed
on drugs to prevent delivery of HIV positive babies is a clear testimony suggesting access to

PMTCT programme in the integrated care KCHC.

6.3 EFFECT OF THE INTEGRATED CARE ON ACCESS TO NON-HIV SERVICES

In addition to improving access to HIV care and treatment, this study theorised that the integration
of HIV care and treatment within PHC in Nigeria should lead to an improvement in access to non-
HIV PHC services. The quantitative results of this study found that uptake of both maternal and
child health services, and of outpatient and in-patient services increased with the integrated HIV
care in KCHC. Furthermore, the qualitative findings also affirm that integrated care improved
geographical access to health care in general, and to a diverse range of non-HIV services in the
health facility. These findings are consistent with what has been reported in the literature, although
the majority of the existing studies focused on evaluating the impact of integrating HIV services
within family planning as “non-HIV service”, possibly because the two are closely related
components for realising reproductive and sexual rights in the context of primary health care as

described in the 1994 International Conference of Population and Development (ICPD) (UNFPA,
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2008). These studies consistently concluded that the integration of HIV services with family
planning/ reproductive health led to increased access to the family planning/ reproductive health
services. For instance, one cross-sectional study from Kenya involving 976 HIV positive women
and men recruited from a public sector HIV clinic in Nyanza, found that integrating family
planning into HIV care and treatment impacted positively on intention to use contraception.
Majority of the women said that they or their partners would be more likely to use family planning
method, if it was available at the HIV clinic (Newmann et al, 2013). Another study, a systematic
review of the literature, on integration of family planning into HIV services reported that eight of
the twelve studies that met the inclusion criteria for the review documented significant increase in
contraceptive use by HIV service clients, and three reported significant increase in complete

referrals from HIV services to family planning clinics (Wilcher et al, 2013).

This study also found that the integration of HIV care and treatment services into PHC at KCHC
impacted positively on access to multiple non-HIV services. Maternal health services comprising
monthly attendance for antenatal care (ANC), and uptake of delivery and family planning services
also significantly improved over time with the integration. By improving access to antenatal care
for pregnant women, child birth and spacing for women in Nigeria, the integrated care has
invariably lessened the risk of maternal death in the country especially in deprived rural
communities. According to the WHO, nearly 20% of global maternal deaths happen in Nigeria,
and more than 600,000 maternal deaths and no less than 900,000 maternal near-miss cases

occurred in the country between 2005 and 2015 (WHO, 2020b).
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In addition to the findings on maternal health, this Ph.D study found that access to child health
services improved with the integration of HIV care and treatment into PHC. The quantitative study
component found that, uptake of BCG, DPT1/ Pental and DPT3/ Penta3 immunisation increased
monthly following the integrated care in the health facility. The improvement in access to
immunisation represented as increased uptake of antigens for routine childhood immunisation is a
further confirmation that integration of HIV services within PHC is an effective strategy for
improving child survival. This is more so, as immunisation is acknowledged as one of the most
cost-effective intervention for controlling infectious diseases and reducing child mortality.
Improving access to child survival services is a clear trajectory for achieving the Sustainable
Development Goal (SDGs) Goal 3: aiming to “end preventable deaths of new-borns and children
under 5 years of age, within all countries” and to “reduce neonatal mortality to at least 12 per 1,000
live births and under-5 mortality to at least 25 per 1,000 live births by 2030 (United Nations,
2015). At present, more than 6 million children die in LMICs before their fifth birthday every year,
with more than two million dying from vaccine preventable diseases (GAVI, 2020). Therefore,
any intervention that demonstrate effectiveness to tackle the problem of child mortality must be

embraced.

With regards to the findings related to access to care for other non-HIV diseases, this study found
evidence to suggest that HIV integrated care resulted in the improvement in access to care for other
non-HIV diseases in the study setting. For instance, the analyses of routinely collected service
delivery data show that the proportion of out-patient attendance, and inpatient admissions for both
adult and paediatric non-HIV patients improved remarkably over time following the introduction
of the integrated care approach. This finding corresponds to a similar retrospective cohort study

carried out in Rwanda to determine the effects of integration of HIV care. The Rwandan study also
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reported increase in access to preventive services for all patients, hospitalisation rates and child
health services also increased following the integration. The study also found that curative care
and laboratory services did not decline following the integration (Price et al, 2009). This further
underscore the positive impact of the HIV integrated care on access to non-HIV services. Data
from the qualitative component of the study (focus group discussions) revealed that integrated care
has helped to increased geographical access to health care in general. One HIV negative patient
pointed out during one of the FGDs that integrated care has brought health care close to their
community. The participants remarked that “If not for the integration they would have to travel to
far distance to access health services, and this may even deter some patients from accessing health
care”. In addition to enabling geographic access to health care, integrated care has also increased
access to diverse range of services. By offering HIV care and treatment services together with the
package of PHC services in a one-stop-shop, it saves patients the time and energy of attending

multiple clinics to attend to their multiple problems.

6.4 EFFECT OF THE INTEGRATED CARE ON THE QUALITY OF HIV AND NON-HIV
SERVICES

The reorganisation of health care under the integration programme in KCHC touches on key
aspects of the health care system including human resource development, infrastructure,
equipment and consumables and health services delivery among others, and one of the desired
outcomes of this intervention is improvement in the quality of health care delivered to the
recipients. As part of this study a patients’ satisfaction survey was conducted to assess how the
integrated care influenced the quality of overall health care service delivery, to both HIV and non-

HIV patients. Quality of care was assessed as commonly done in past studies based on reflections
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of patients on the services they accessed from the facility using an instrument that measured
domains of satisfaction with the HIV integrated care (Ogaji and Okoye 2017; Odeny et al 2013;
Chimbindi et al 2013; Aung et al 2015). Findings from the survey appear to be consistent with
those of previous studies from African countries, and Vietnam. For instance, the survey revealed
that almost all HIV positive and HIV negative patients that received non-HIV services in the clinic
were satisfied with the care they received. However, satisfaction slightly varied with domains of
the quality of care, although findings between HIV positive patients and HIV negative patients
across the domains of satisfaction were overall observed to be similar indicating that the
restructuring and reorganisation of health care from the integration has improved efficiency in the
delivery of both HIV and non-HIV services in the health facility. This further adds to previous
studies’ conclusions that integration of HIV care and treatment services improved quality of care
received by both HIV positive and negative patients (Odeny et al, 2013; Vo et al, 2012; Close et

al, 2019).

Under the waiting time and waiting area domain we observed that, even though the finding was
similar between patients that accessed HIV and non-HIV services, a significant proportion of the
respondents were not happy with the prolonged waiting time before they were attended to by the
health workers. Patient waiting time is the time a patient seeking health care at a health facility has
to wait before being attended to by a health worker (Oche and Adamu 2013; Sun et al 2017).
Patient waiting time is a recognised indicator of quality of health care (Oche and Adamu 2013),
and is thus identified as one of the key measures of a responsive health system (Sun et al, 2017).
Long waiting time is a common cause of concern for patients, and may lead to dissatisfaction or

even constitute a barrier to health care. Common causes of long waiting time mentioned in past
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studies include increased patient turnover, inadequate number of health workers, jumping of queue
by patients and staff among others (Oche and Adamu 2013; Ogaji and Mezie-Okoye 2017). The
prolonged waiting time observed in the integrated care setting in this study may not be unconnected
with the increased access to the integrated health care facility with resultant increase in patient
turnover. In rural Kenya and Zambia (Vo et al 2012; Topp et al 2010), similar observations were
made previously. However, the patients’ experiences of less overcrowding and waiting time
following the integration in KCHC expressed during focus groups is an indication that the
prolonged waiting time reported by the satisfaction survey participants may be occasional. A
significant proportion of the focus group participants confirmed that congestion has cleared from
the clinics and patients wait less before being attended to with the coming of the integrated care

intervention that came along with improved appointment system and adequate staffing.

With regards to the domain assessing quality of services obtained from the integrated care facility,
we observed that almost all the HIV positive patients and HIV negative patients were satisfied
with their interactions with the health workers and with the seamless services at the different
service areas of the integrated care health facility as narrated by the patients during the focus
groups. This also buttresses the point that the integrated care interventions like provision of
adequate staffing, infrastructure, equipment, drugs and consumables for seamless service
provision has gone beyond the HIV programme areas and has touched the entire service points.
However, few of the focus group participants recounted bitter experiences at service points with
the integrated care, thereby suggesting deterioration of service delivery. The patients claimed that
integrated care increased workload, overworked the health workers and has led to lack of

commitment among the health workers. It is a well-known fact that workload reduces quality of
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health care as it influences patient safety attitude of health workers (Aini, 2014) and considerably
favours mental health problems like occupational stress and burnout syndrome among health

workers (Robazzi et al, 2010).

With respect to satisfaction that integrated care improved access to health care, all patients reported
that integrated care improved access to aspects of health care and to a range of affordable and
quality drugs. This claim was also re-echoed by the focus groups participants, although few were
concerned that the increased patients turn over from the integrated care had resulted in occasional
stock out of drugs and consumables. As mentioned earlier, stock out of drugs can result in drug
resistance and this may have serious implications on treatment and control of communicable

diseases especially HIV disease.

In the satisfaction survey, participants said they were satisfied with the quality of the provisions
made under the integrated care intervention for normalising or reducing stigma and discrimination
among patients. Only few participants from the qualitative study expressed dissatisfaction on the
premise that integrated care increases stigma and discrimination. These few patients who
expressed these concerns indicated that some HIV positive patients refused to visit the clinics or
sent their spouses to refill their drugs in attempt to avoid being identified among HIV positive
patients. These findings are worrisome as they indicate that HIV stigma and discrimination are
still somewhat prevalent in the clinic and within the communities, despite the ongoing efforts at
containing them. Stigma and discrimination are serious challenges that continue to impact on
access and utilisation of HIV services. Despite the benefits of nutritional program to health status

of HIV positive patients, people living with HIV and their caregivers in Tigray region of Ethiopia
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revealed experiences of stigma and discrimination that were amplified by enrolment to the
nutritional program and concerns about unwanted disclosure of positive HIV status (Tesfay et al,
2020). Issues related to sigma are discussed further under health and psychosocial impact of

integrated care below.

6.5 HEALTH AND PSYCHOSOCIAL IMPACT OF HIV INTEGRATED CARE

Another area of interest in HIV integrated care is the health outcomes of patients following the
massive investments in infrastructure, equipment and human resource that came with the
integration. One ordinarily expects a linear change in outcomes with the investments, but the
literature suggests that clinical and laboratory health outcomes of HIV patients like mortality,
treatment default, treatment success including CD4 cell count and viral suppression among others
appear unpredictable as findings from the literature are mixed. While higher treatment success
and lower mortality and treatment default rates for HIV patients were reported in integrated care
health facilities compared to single-service/ referral health facilities in some context, (Jacobson et
al, 2015, Schultz et al, 2013, Chan et al, 2010 and Patel et al, 2013), other studies reported better
outcomes for single service health facilities, indicating that the specialist approach has more
favourable outcome (Kaplan et al, 2014). The outcomes appear more unpredictable considering
the works of Greig et al (2012), where similar mortality outcomes for HIV patients in integrated
and single-service health facilities were reported, further corroborating that contexts plays a role
in determining clinical response. On the other hand, psychosocial health outcomes of HIV positive
patients like reduction of stigma, discrimination, privacy and confidentiality of patients, and the
satisfaction with health care services are HIV specific outcomes with more potential to a linear

change with settings like integration of care, although this is not well studied especially in LMICs
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like Nigeria where this study was conducted. According to Green and Smith (2004), medical
measures of treatment outcome are prioritised over sociocultural measures like psychological well-
being of HIV positive patients. This study examined some of the psychosocial outcomes of HIV
following integration of HIV care within PHC. In Nigeria, the qualitative findings of this study
show that HIV stigma and discrimination involving HIV/AIDS patients improved remarkably with
the integrated care. Goffman (1963) defined stigma as “an undesirable or discrediting attribute that
an individual possesses, thus reducing that individual’s status in the eyes of society”. In the context
of HIV disease, HIV stigma therefore refers to the irrational attitude towards people living with
HIV (PLWH) on account of their health status. Discrimination on the other hand is an aspect of
stigma defined as “a form of exclusion, or restriction of expression, marginalisation, or prevention
from access to something or services” (Gilmore and Somerville, 1994; UNAIDS, 2000).
Psychological distress, such as shame, depression, anxiety, suicidal ideation and quality of life
have been cited among the detrimental effects of stigma and discrimination on the life of PLWH
(Tran et al, 2019). Furthermore, HIV-related stigma has been associated with lower access to HIV
treatment, low utilisation of HIV care services, poorer adherence to antiretroviral therapy (ART),
and thus poorer treatment outcomes (Tran et al, 2019). The reduction of stigma and discrimination
observed in this study may be a result of how well the privacy and confidentiality of patients is
being maintained in the integrated care facility. This is in addition to the favourable and supportive
interactions with the health workers and between patients. Together, this has improved access to
health care facilities and utilisation of services in the integrated care setting. A similar study from
rural Kenya reported reduction of HIV stigma following integration of HIV services with PHC.

The subjects reported higher levels of agreement that people with HIV were treated the same as
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others, providers maintain privacy and confidentiality, and that they were less likely to agree that

they were not comfortable receiving care at the facility (Odeny et al, 2013).

Another psychosocial outcome of integrated care experienced in this study is the satisfaction
patients derived from the seamless and multiple services obtained from the one-stop-shop provided
by the integrated care. The qualitative component of this Ph.D study explored that satisfaction with
integrated care in the health facility increased wellness, confidence, happiness, and overall
psychological health. Majority of the previous studies on patients’ satisfaction reflect on quality
of services from patients’ perspective and therefore focus on process and preferred options of care
(Vo etal, 2012; Odeny et al, 2013). Although the literature seems not rich on the effect of the HIV
integrated care on the psychological health of patients, Afe et al (2016) showed that patients’
satisfaction with health services is associated with the quality of life of patients. In this Ph.D study,
it was observed during focus group interviews that patients were always happy, cheerful and even
sent commendation letters to health workers in the Kumbotso health facility. This thus aligned
with what Afe and colleagues reported in Lagos, Nigeria. Perhaps the integrated care has provided
the HIV positive patients the opportunity to mingle freely with HIV negative patients, thereby
reducing HIV stigma and discrimination and the consequences that follow. Satisfaction with
integrated care nurtures positive feelings and active engagement of HIV positive patients within
the hospital setting and, in the community, and instils in them a sense of purpose in HIV positive
psychology among the patients (Harvard Health Publishing, 2014). Integrated care has therefore

brought happiness, satisfaction and positive psychology among the HIV positive patients.
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6.6 FACILITATORS AND BARRIERS IN INTEGRATION OF HIV SERVICES INTO
PHC

As mentioned earlier, integration of HIV and PHC services is a form of clinical or service
integration usually conceptualised at micro/ the level of primary process of care delivery to
individual patients (Delnoij et al, 2002). Along the line of implementation of this form of
integration, barriers may be encountered which need to be overcome in order to achieve success
in the implementation. Within the existing literature, “the determinants of healthcare practice that
may prevent or enable accessibility, acceptability, uptake, equitable coverage, quality,
effectiveness and efficiency of interventions and services have been defined as barriers and
facilitators respectively (WHO, 2016b; Mc Goldrick 2016)”. The factors that could facilitate or
negatively impacts on the success of the integrated care, identified in our study, are discussed

below:

6.6.1 Facilitators of integrating HIV and PHC services

The factors that could facilitate or enable integration of HIV within PHC services, especially in
resource constraint settings, are not widely explored. As such, as part of this Ph.D study, we
conducted qualitative interviews involving health care managers, health professionals and patients
to understand what could help drive the success of integration of HIV into PHC services in
Nigerian context. Three key potential enabling factors were identified: i) facilitators related to
upgrading infrastructure, facility and services; ii) those related to PHC facility management
system, and iii) those related to health workers. All participants who took part in the interviews
agreed that a robust and appropriate infrastructure to house the staffing, equipment, drugs and

other facilities needed to provide seamless health care in a one-stop shop fashion would enhance
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integration. In this regard, upgrading the existing infrastructure at PHC and improving the
provision of basic HIV services like counselling and testing for HIV, nutrition support, prevention
of opportunistic infections and PMTCT of HIV among others; and intensified demand creation
activities for increased awareness and patronage of HIV services at PHC were the factors they
proffered that would favour full integration of HIV services within the PHC system. This is in
addition to developing context-specific policies or guidelines to define relevant services of PHC
for inclusion in the integration. Inadequate or inappropriate infrastructure has repeatedly been

reported as a barrier to effective integration (Topp et al, 2013; Uebel et al, 2013).

Our study also found that enhancing PHC facility management system would effectively facilitate
full integration of HIV and PHC services. Factors identified include planning for the integration
with the necessary stakeholders, and developing an effective framework for monitoring and
evaluation of the integration. Involving stakeholders will ensure ownership and sustainability of
the programme, while an effective monitoring and evaluation framework will provide basis for

future planning and ensure that planned programmes are implemented effectively.

With regards to the findings relating to the health worker to enhance integration of HIV to PHC
services, participants indicated that the introduction of integration agenda into the curriculum of
pre-service health training institutions, implementing task shifting policy, capacity building, and
providing incentive and other forms of motivation for health workers are crucial. Introducing
integration agenda into the curriculum of pre-service health training institutions is a formidable
and innovative strategy for educating and shaping the approach of young health workers to

managing health problems under one roof ab-initio from their formative stages. The consideration
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of task shifting among factors that facilitate integration is consistent with findings from past studies
(Uebel et al, 2013; Ivers et al, 2011; Johnson et al, 2003). Task shifting is the process of moving
specific tasks, where appropriate, to lower cadre health workers with shorter training and fewer
qualifications (WHO, 2008). In KCHC, community health extension workers (CHEWS) and
community health officers (CHOSs) are trained to administer antiretroviral drugs refill, counselling
and health education sessions within health facilities and surrounding communities, and also to
mentor HIV positive mothers. The integrated care intervention, according to interviews
participants, has improved HIV awareness, reduces stigma and overall, linked the community to

improved health care access.

Capacity building through skills enhancement was also frequently highlighted as a key health
worker related factor facilitating the integration process. According to interview participants,
prioritising and developing health workers’ capacity through in-service training for existing health
care workers will enhance success of the integration of HIV and PHC services. Capacity building
has been defined by the WHO as “the development of knowledge, skills, commitment, structures,
systems and leadership to enable effective health promotion...[with] actions to improve health at
three levels: the advancement of knowledge and skills among practitioners; the expansion of
support and infrastructure for health promotion in organisations, and; the development of
cohesiveness and partnerships for health in communities” (Smith, Tang and Nutbeam, 2006).
Capacity building interventions include among others, virtual and in-person training sessions,
online learning, skills-based courses, technical assistance and in-depth consultations (Caron and

Tutko, 2009).
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The effectiveness of integrated care intervention is not unconnected to the capacity of the health
workers that would implement the activities for the integration. However, many of the health
workers involved do not have the requisite training and skills needed to implement the intervention
successfully especially in low resource settings. This makes capacity building to stand prominent
among critical factors that would favour the integrated care programme success. One systematic
review on the effectiveness of capacity building interventions relevant to public health concluded

that capacity building enhances outcomes related to public health (DeCorby-Watson et al, 2018).

6.6.2 Barriers to integrating HIV and PHC services

The interviews with the health managers in Kano revealed that almost all the barriers hindering
successful integration of the HIV and PHC services in Kano are resource related, with inadequate
funding featuring among the most commonly mentioned. Lack or inadequate funding is a common
problem bedevilling the health sector in Nigeria and many other resource constrained countries,
and is the root of all problems. Funding is necessary to provide the required infrastructure,
equipment, consumables, and to hire or organise training in order to equip health care workers
with the requisite knowledge and skills needed to implement health interventions, including the
integrated care intervention. Over the years, government funding of the health sector in Nigeria
has deteriorated. Despite the dwindling global resources, the total national budget in Nigeria
increased from 4695.19 billion in 2014 to 10594.36 billion in 2020. However, the percentage
allocation to health consistently decreased from 7.23% in 2014 to 4.38% in 2020 (Adebisi et al,
2020). These allocations have been abysmally lower than the 15% pledged by the African Heads
of States during the April 2001 Abuja declaration (WHO, 2011). The inadequate funding has

severe implications for achieving universal health coverage in Nigeria including the integrated
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care programme. For instance, our study revealed that as a result of poor funding, many PHC
facilities in Nigeria lack the basic infrastructure and amenities to support integration of the
HIV/AIDS services. Many of them lack electricity and/ or potable water supply that is necessary
to maintain basic hygiene and infection control. Although other researchers reported physical
infrastructure as a barrier to effective integration services, the reports emphasised availability of
inappropriate or multiple clinic space for different services thereby causing duplication of

functions (Topp et al, 2013; Uebel et al, 2013).

This study also observed that inadequate space at PHC results in lack of visual and auditory
privacy, when two or more patients are openly consulted within the same consulting room. This
infringes on their personal privacy and confidentiality and constitute a barrier to effective
integration. This finding is consistent with that of a report from a similar study from South Africa
where personal barriers including fear of finding out one's HIV test result or what people may say,
shyness or embarrassment, avoidance of divulging personal information to health workers were
among major barriers of HCT uptake (Mohlabane et al 2016). Although privacy does not have a
universally accepted definition, it may be defined as “restriction put by an individual on access to
his/ her bodily and mental integrity” (Demirsoy and Kirimlioglu, 2016). Right to privacy therefore
provides individuals with the right to any information related to them and to control access to such
information (Demirsoy and Kirimlioglu, 2016). Privacy also implies that health workers maintain
private information about the health of their patients (Braunack-Mayer, 2003). The primary
purpose for safeguarding the privacy of individuals is to protect the interest of individuals. Lack
of privacy or mishandling of patient information may result in misinformation, embarrassment and

stigmatisation especially among HIV patients.

277



Another barrier to effective integration of HIV services within PHC mentioned by participants,
which may not be unconnected with poor or inadequate funding is inadequate facility and
equipment for counselling and testing and other diagnostics in the health facility. This finding is
consistent with that of a systematic review where lack of appropriate facility that will support HIV
counselling, materials and properly maintained equipment for diagnosis were identified as barriers
to effective integration of HIV and chronic disease services (Watt et al, 2017). Appropriate facility
for seamless service provision in the presence of adequate materials and equipment are key to
achieving the objectives of integrated care of improving outcomes and quality of health care.

Additional barrier against effective integration of HIV and PHC services highlighted by
participants is inadequate staffing as this is a national problem in the Nigerian PHC system. Human
resource for health is perhaps the most essential building block of the health system as they
coordinate leadership and governance activities, and utilise the available infrastructure facilities
and consumables to provide the needed health services. Adequate numbers of the health care
workers with the requisite knowledge and skills to operationalise the diverse integrated care
activities is key to the success of the programme. Inadequate staffing has featured as a barrier to
effective HIV integrated care programmes in the past making duty allocation difficult and affecting
morale of staff (Topp et al 2013), posed challenges with shifting of clinical tasks (Uebel et al
2013), and resulting in increased workload and burnout of the few health workers (Topp etal 2013;
Uebel et al, 2013). Finally, knowledge gap is another barrier mentioned by participants for
ineffective integration of HIV and PHC services. The belief among PHC workers that HIV disease
is special and requires specialised doctors to manage has been a challenge. This has necessitated

the development of task shifting policies at national and state levels, and training and deployment
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of lower cadre staff to administer specific tasks like HIV counselling, testing and ARV refill among

others.

6.7 KEY LESSONS LEARNED/ WHY THE INTEGRATED CARE INTERVENTION
WORKED IN NIGERIA

This study observed that integrated care has improved access to health services, outcomes of health
care and quality of both HIV and non-HIV services rendered in the integrated care health facility.
These outcomes were most likely achieved courtesy of the management and infrastructural
changes that came along with the integrated care programme. The findings from our focus groups
and individual interviews with the health workers and patients in this study attest to the fact that
the PEPFAR initiative through the Institute of Human Virology, Nigeria (IHV-N) supported the
SACA and the health facility in the implementation of the integrated care programme. The
assistance included facility and structural upgrades, training of human resource for health to be
able to respond to the needs of integrated care programme, and strengthening of programme
support functions like procurement and supply management systems for antiretroviral drugs and
HIV diagnostic consumables, laboratory networking; and monitoring and evaluation systems. This
is notwithstanding the spill over effect of the intervention on non-HIV services as experienced in
other HIV programmes in Nigeria (Chima and Homedes, 2015). Previous studies showed that
GHls have impacted positively on the HIV programme by enhancing availability of, and access to
HIV services, improved quality of services, and strengthening of health information system
(Banigbe et, 2019; EI-Sadr et al, 2012, Chima and Homedes, 2015; Biesma et al, 2009; Abraham
et al, 2012). However, researchers argue that HIV donor funding compromises the broader health

system of beneficiary countries (Banigbe et, 2019; EI-Sadr et al, 2012; Chima and Homedes, 2015;
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Zakumumpa et al, 2021). It increases dependency on foreign aid and lack of sustainability of
services/ programmes as exemplified by the case of the national treatment programme for HIV in
Nigeria piloted in 2002, where the national government relinquished its responsibility of funding
with the coming of the GHIs into Nigeria (Chima and Homedes, 2015). It is a well-known fact that
funding determines the type, efficiency and overall quality of service delivery. Furthermore,
funding is a measure of government’s commitment to a programme, and one of the key metrics of
project sustainability (Morfaw, 2014). Over dependence on donor support breeds lack of
sustainability of programmes as reported in the case of the health facilities in Nigeria and Uganda
where staff shortages and changes in range and quality of core HIV services were observed

following a cut/ loss of PEPFAR support (Banigbe et, 2019; Zakumumpa et al, 2021).

Other ways reported in which the GHI support may negatively affect the health systems of
benefitting countries include distracting government from national priorities (Biesma et al, 2009;
World Bank, 2004; Brugha et al, 2004; McKinsey, 2005), establishing parallel coordination and
planning structures like the CCM of the Global Fund to manage its three-disease focus leading to
duplication in planning for HIVV/AIDS control, between CCMs and national AIDS councils
(Biesma et al, 2009), establishing parallel systems and processes of M&E thereby bypassing
country’s own system and the “Three Ones’ principle of a single M&E system (McKinsey 2005),
establishing parallel systems for procurement and supply as in the case of supply chain
management system that PEPFAR uses to procure HIV commodities in Nigeria (Chima and
Homedes, 2015), maldistribution problem of health workers caused by transferring health workers
to desired health facilities in order to meet the minimum requirement of the development partner

enrolment; and increased workload on the few health workers in public facilities consequent upon
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HIV treatment expansion (Chima and Homedes, 2015). It can be observed from the foregoing that
most of the challenges highlighted with donor support strategies inadvertently favour the
fragmentation/ verticalisation of the health system, and this leads to severe consequences including
further weakening of the fragile health systems. Fragmented health systems are less efficient, less
effective and widen disparity in access to health services within a country (Stange, 2009). The
achievement of Universal Health Coverage (UHC) target of the sustainable Development Goals
(SDGs) “requires that all individuals and communities receive the health service they need without
suffering financial hardship” (WHO, 2021). This is only possible with a strong and quality people-
centred integrated care (WHO, 2021). The COVID-19 pandemic dramatically demonstrated the

invaluable role of a strong and integrated health system.

6.8 STRENGTHS AND LIMITATIONS OF THE MIXED METHODS STUDY

6.8.1 Strengths

Mixed methods research is now commonly used in health sciences to benefit from its numerous
strengths (Regnault et al, (2018). One of its biggest strengths is the fact that it harnesses the
strengths of both quantitative and qualitative approaches. The methodological mix of the mixed
methods study provides it with the opportunity to combine the potential of generating generalisable
findings of the quantitative approach (if based on samples that are both large enough and
representative), and the data credibility of the qualitative methods (from the enhanced context
sensitivity) to improve scientific rigor (Cojocaru, 2009, Tarig and Woodman, 2010). By combining
the two methods, the strength of one approach compensates for the weakness of the other.
Secondly, mixed method studies capitalise on data that reflect individual lived experiences by

giving a voice to study participants, considering results from patient-perspective and thereby
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focusing on the needs and priorities of the patients (Regnault et al, 2018). Thirdly, the mixed
methods study has the ability to provide a more comprehensive understanding of the research
problem than using any one of the quantitative or qualitative approach alone (Warfa, 2016; Tariq
and Woodman, 2010). Finally, the mixed methods study helps to explain findings better through

triangulation and/ or explain causality (Regnault et al, (2018).

6.8.2 Study limitations

Although the use of multiple methods in the mixed methods study is considered promising and a
more effective way of capturing human experiences compared to a single quantitative or
qualitative approach, the design is faced with some challenges. First, mixed methods studies are
costly, time consuming and require methodological expertise in multiple areas to be implemented.
The logistics for collection, managing and analysing two different types of data has huge cost
implication and is very demanding (Halcomb and Andrew, 2009), and this has left a sense of
uneasiness and reluctance in terms of embracing mixed methods fully (Kroll and Morris, 2009).
Secondly, concerns have been raised around the methodology and quality of mixed methods
research. Most of the challenges encountered in mixing methods are caused by the need to ensure
scientific rigor in evaluation (Cojocaru, 2009). The concerns are as follows: 1) Collecting large
volumes of data will likely produce numerous outputs from a single project thereby making it
difficult to manage to produce quality report (Halcomb, 2019). 2) The development of quality
criteria for mixed methods studies has been a challenge (De Lisle, 2011). Mixed methods research
should not be considered inherently valid (Bazeley, 2004), as they are faced with validity issues
like difficulty of representing lived experience through text and numbers (representation),

trustworthiness of inferences (legitimation), and integration to the multiplicative and additive
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threats that result from combining methods (Onwuegbuzie and Johnson (2006). 3) Another
challenge of the mixed methods study design is in the mixing of the quantitative and qualitative
elements where studies most often fail to account for how the mixing was achieved. (Halcomb,
2019). 4) Analysis and presentation of findings of the large volume of data from mixed methods
studies present another challenge. Alternatives in the literature for presenting such data include
separate presentations of the two findings with references linking the two papers. This is best fitted
for situations where findings of one study will be used to inform the development of the other.
However, the potential advantages of having both qualitative and quantitative results in the same
paper is lost where results are presented separately (Halcomb, 2019). Another approach for
presenting mixed methods is to consider similar themes of the quantitative and qualitative to
provide detailed exploration of the issue. However, the volume of findings from the study may be
challenging to produce a coherent paper that fits within limited journal word limits (Halcomb,

2019).

An Interrupted Time Series design, a strong quasi-experimental design, was used to evaluate the
longitudinal effect of the integrated care intervention using regression modelling. Although the
Randomised Control Trial (RCT) is acknowledged as the ideal design for evaluating the effect of
an intervention, not all interventions can be assessed with an RCT (Kontopantelis et al, 2015).
Where an intervention had already been implemented and without randomisation or control group,
an ITS design is considered appropriate and strong for estimating its effectiveness (Bernal,
Cummins and Gasparrini, 2017; Penfold and Zhang, 2013). ITS has been applied in evaluating the
impact of several public health interventions like impact of new vaccines (Lau et al, 2015), the

evaluation of health effects of speed zones on road injuries (Grundy et al, 2009), changes to
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paracetamol packaging (Hawton et al, 2013), and cycle helmet legislation (Dennis et al, 2013)

among others.

Although the use of ITS design in this study does not allow a conclusive statement about the effect
of the intervention, the effects would be more convincing when combined with the strength of the
mixed-methods design that is used for the data collection in this study. This is more so as the
mixed-methods study has the potential of generating generalisable findings of the quantitative
approach and the data credibility of the qualitative methods to improve scientific rigor (Cojocaru,
2009, Tariq and Woodman, 2010). By combining the two methods, the strength of one approach
compensates for the weakness of the other. Furthermore, the use of the mixed-methods design in
this study is a planned way of increasing the validity of this study as they give a more
comprehensive picture of the phenomenon under study and improve validity of theoretical

propositions much more than if only one method is used (Webb et al., 1966).

6.9 RESEARCHER’S POSITIONALITY AND REFLEXIVITY

According to Coghlan and Brydon-Miller (2014), positionality refers to the stance or positioning
of the researcher in relation to the social and political context of the study, the community, the
organisation or the participant group. In other words, it is a description of how the researchers’
person or being influence the conduct of the research. On the other hand, the act of examining the
research process in the context of the researcher’s positionality can be described, at least in part,
as reflexivity. Reflexivity involves a self-scrutiny on the part of the researcher; a self-conscious
awareness of the relationship between the researcher and an “other” (Chiseri-Stater, 1996; Pillow,

2003).
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My experiences with deterioration of health services and significant attrition of health manpower
in Nigeria from the general health service to HIV programmes during the boom of vertical
antiretroviral programmes for HIV care in Nigeria around year 2000 to 2006 re-awakened with the
recent decentralisation of HIV care and treatment from tertiary and secondary health facilities and
integrating them within services at PHC level, the closest level of health care to the underserved
population. This ultimately led to my interest in conducting a qualitative research to learn more
about the experiences of health workers on the impact of such intervention on other non-HIV PHC
services. Through conversations with patients and colleagues, | heard stories around this integrated

care that needed to be investigated.

Throughout my preparations for this study, from the formulation of the initial research questions
to the drafting of the data collection tools and protocol, my positionality as a physician studying
perspectives of fellow health workers and my patients remained at the forefront of my mind. 1 am
amale clinician with Hausa ethnic background, working under department of community medicine
and invariably attend to patients in KCHC. It is therefore possible that my position as a doctor in
AKTH and KCHC, and as a staff of the supervising department to KCHC might influence the
responses of the health workers and patients that participated in the survey and qualitative
interviews, in a way similar to the social desirability bias in quantitative studies. In order to reduce
this however, participants were made to understand ab-initio the purpose of the study, and their
roles in the study. They were also made to understand why they were chosen for the study, and
assured that their decision to participate is totally voluntary, and their lack of willingness to

participate either wholly or partially will have no negative effects or repercussions on them.
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The male supremacy in northern Nigeria where this study was conducted is commonplace
especially in the rural areas where KCHC is located. My positionality as a male interviewer
conducting the key informant interviews and focus groups would have intimidated and influenced
responses from the female participants in this study. In order to reduce or remove this influence,
the researchers were introduced to the participants by the female HIV support group members, as
health workers seeking to understand their problems in order to address them. Traditionally female
patients open up to male health workers in the hospital settings. Furthermore, the women were also
made to understand why they were chosen for the study, and assured that their decision to
participate is totally voluntary, and their lack of willingness to participate either wholly or partially

will have no negative effects or repercussions on them.

Another issue of concern is the sensitivity of HIV status and the stigma attached to it. Many HIV
positive patients are not comfortable divulging information around HIV disease and their status
especially to non- health workers, and as such might end up hoarding useful information. My
positionality as health worker became an advantage in this regard, and participants were generally

at ease to freely discuss issues around HIV disease and its care and treatment.
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CHAPTER SEVEN: CONCLUSION AND RECOMMENDATIONS

This section recaps the research questions and the aim and objectives of this mixed methods Ph.D
study. It also summarises the potential contributions of this thesis to knowledge, and discusses the
implications of the findings for policy, practice and future research.

The research was designed to address two important questions:

1. What has worked following the implementation of an integrated HIV care in Nigeria?

2. Why has the integrated HIV care service worked or did not work within the Nigerian context?

The aim was to evaluate the performance of the integrated HIV care service delivered as part of
routine PHC service in Nigeria, and to identify what could be addressed to facilitate success or
improve effectiveness. The barriers to successful integration to achieve impact were also
investigated. The following specific objectives were studied:

1. To assess the effect of the integrated HIV care on uptake/utilisation of HIV care and treatment
services: counselling and testing (HCT), and anti-retroviral therapy services provided at the
KCHC.

2. To assess the effect of the integrated HIV care on uptake /utilisation of non-HIV services: in-
and outpatient services provided to both HIV and non-HIV patients at the KCHC.

3. To identify and describe the barriers to, and potential enablers of the uptake of the integrated
HIV care service.

4. From the perspectives of the service-users, assess their satisfaction and perceived stigma

associated with the integrated care.
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5. To explore the views/ perceptions and experiences of health service providers (health workers
and health manager) and service users (patients) with respect to the integrated HIV care

delivery.

The study found that integration of HIV care and treatment services within PHC improved access
to both HIV and non- HIV services as evident by the increase in the uptake of both HIV and non-
HIV services following the implementation of the integrated care. Similarly, the integration
improved psychosocial health outcomes of the patients, and the quality of services they received
from the health facility. The study also found that inadequate funding, staffing, infrastructure and
facility; and knowledge gap hindered the provision of integrated care, whereas the factors that
would enable the integrated care were related to upgrading infrastructure, facility and services; to

PHC facility management; and to health workers.

7.1 POTENTIAL CONTRIBUTIONS OF THE THESIS

This study has added to the literature on the integrated care for HIV /AIDS in resource limited
PHC setting. Although the wider literature demonstrates that integrated care improves access to
health care more generally, the impact of the integrated care on access to, and uptake of HIV, and
non-HIV services has not been widely investigated. As part of this Ph.D, a scoping review was
undertaken to understand the scope, magnitude and extent of the literature in the context of LMICs,
addressing integrated care issues. The review revealed that although evaluation studies have
examined the effectiveness of integrated care services delivered to treat and care for people with
HIV/AIDS, very limited studies have addressed impact of integrated care on HIV and non-HIV

services’ access and outcomes. In Nigeria we found only one study that examined patients’
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experiences with decentralised HIV treatment and care (Kolawole et al, 2017). The present study
addresses this knowledge gap and adds to the existing and growing body of literature on this topic
in Nigeria. Furthermore, many of the studies reviewed were quantitative studies, and the addition
of a qualitative component in this study strengthened the evidence base. Specifically, this study

added significant contributions to literature on the following:

Impact of integrating HIVV and PHC services on access to non-HIV services

This study observed that integration of HIV care and treatment services into PHC increased access
to multiple non-HIV services, a finding which has not been previously explored. Time series
analysis of the implementation data demonstrated that uptake of all components of maternal health
services comprising antenatal care (ANC), delivery and family planning services significantly
improved over time with the integration. Similarly, uptake of immunisation services at PHC
improved concurrently. In the same vein, out-patient clinic attendance and in-patient admissions
on non-HIV cases for both adult and paediatric patients increased following the integration of HIV
and PHC services. Hitherto, our scoping review observed that only one study from LMICs (Price
et al, 2009) reported on the impact of integrating HIV and PHC services on access to non-HIV
services. Thus, our finding has strengthened the evidence based related to this aspect of integrated

care.

Impact of integrating HIVV and PHC services on psychosocial and health outcomes of HIV
patients

Our scoping review showed that psychosocial and health outcomes of HIV are not well studied in
LMICs like Nigeria as medical measures of treatment outcome are prioritised over sociocultural

measures like psychological well-being of HIV positive patients (Green and Smith, 2004). Thus,
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researchers working on health outcomes of integrated care most often focused on clinical and
laboratory outcomes like morbidity, mortality, disability among others. As highlighted earlier,
these outcomes are multifactorial and are thus not reliable predictors of the integrated care
intervention. The various improvements expected from integrated care interventions would have
a more direct effect on the psychological health of the patients. Thus, this study introduced the
innovation of examining psychosocial outcomes of HIV following integration of HIV care within
PHC. We observed that HIV stigma and discrimination involving HIVV/AIDS patients improved
remarkably with the integrated care, and patients derive satisfaction from the seamless and
multiple services obtained from the one-stop-shop provided by the integrated care. Although many
researchers used patients’ satisfaction to study quality of services from patients’ perspective, it
was used in this study to, in addition assess the general psychological health of the patients.
According to Priebe and Miglietta (2019) patients with more disturbing symptoms and with lower
subjective quality of life tend to express less satisfaction with their health care. This study in
addition observed that satisfaction with integrated care in the health facility increased wellness,

confidence, happiness, and overall psychological health.

Quality of health care in the integrated care facility

One of the objectives of this study was to quantitatively assess the quality of health care rendered
in the integrated care facility using a reflection of the HIV positive and negative patients’ level of
satisfaction with the relevant components of the health care process encountered. This is in
addition to our innovation of the qualitative exploration of participants’ experiences with the

quality of the different aspects of care they received from the integrated care health facility. Our
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scoping review revealed paucity of studies that explored quality of health care services using the

qualitative approach.

Facilitators of integrated care

Although the literature is rich on factors that militate against integrated care, our review found that
it is deficient on factors that facilitate or enable integration of HIV and PHC services especially in
resource constraint settings. Very few of the studies we reviewed addressed the issues of
facilitators or enablers of integration of HIV and PHC services from providers’ and users’
perspective. In this study we qualitatively explored responses of health care managers, health care
workers and patients on factors that enable the integration of HIV and PHC services (facilitators).
The exploration paved way for novel, and unbiased responses on enablers of integration of HIV
and PHC services from the participants’ perspectives. It contributed new ideas on factors that
would improve infrastructure facility and services; PHC facility management systems, and PHC

human resource in order to achieve smooth and full integration of HIV and PHC services.

7.2 IMPLICATIONS OF THE FINDINGS FOR POLICY AND PRACTICE

Against the fear that integration of HIV and PHC services will result in negative consequences
based on past experiences with the preponderance of vertical HIV programmes on the health
system in Nigeria in the early 90’s, this study found that the integration improved access to
multiple non-HIV PHC services. This implies that the reorganisation and restructuring of health
manpower, infrastructure and services following the integration has not only affected the HIV
services but the entire PHC system. Although the evidence points that integrated care intervention

increases access to entire health services, it may also result in deleterious consequences if not
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properly managed. Few participants from this study reported that the increased access from
integrated care has resulted in overcrowding in the clinics, stock out of drugs and other supplies
as well as shortage and burnout of staff from excessive workload. This implies that poorly
managed integrated care programme may affect desired quality negatively. This information is
important ingredient for policy makers and programmers, in the planning, monitoring as well as

evaluation of the integrated care programme.

Another finding that is useful to policy and practice related to HIV integrated care is the
innovation of examining the psychosocial outcomes of HIV patients. These outcomes are useful
for monitoring the mental health and overall psychological health of the HIV patients. Studies
have shown that psychosocial factors like stigma, discrimination, lack of support, drug abuse
among others can contribute to mental health problems for HIV patients (Nanni et al, 2015; Lee,
Koshan and Sikkema, 2002), which may in turn negatively affect their adherence to antiretroviral
treatment (Gonzalez et al 2011). Identifying the psychosocial factors early will present
programme managers and clinicians with the opportunity to address them before they interfere

with the outcomes of patient management.

Another contribution of this study to empirical literature that is useful to policy and practice is the
use of qualitative approach for exploring participants’ experiences with quality of the integrated
HIV and PHC services. This approach is helpful to policy makers and programmers in
understanding what PHC workers and patients perceive as quality, how it can be improved and
why it deteriorates. This information is invaluable in allowing informed decision making in the

planning, monitoring and evaluation of the integrated care programme.
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Furthermore, this study contributed novel ideas on factors that would support complete integration
of HIV and PHC services. Findings like “planning for the integration, ensuring an effective
framework for monitoring and evaluation, implementing the minimum service package for PHC
to define services that are being integrated; and introducing the integration agenda within the
curriculum of pre-service health training institutions’ are original and scarce contributions from
the managers of the integration programme, courtesy of the experiential nature of the qualitative
approach. These findings are invaluable to policy makers and programmers in the planning and

successful implementation of the integrated care programme.

Overall, the findings from this study would be useful to practitioners and policy makers in Nigeria
and the rest of the African continent to understand what needs to be addressed to maximise impact

of this potentially useful strategy/approach to tackle the HIV pandemic.

7.3 IMPLICATIONS OF THE FINDINGS OF THE Ph.D FOR FUTURE RESEARCH

The strength of this study is the use of a mixed methods approach to collect both quantitative and
qualitative data, which complemented each other well to provide a holistic picture of what worked
following the integration, why the integration and what could be done to improve. However, this
study observed that there are still opportunities for further research to refine and elaborate on the

novel findings.

First, a systematic review incorporating a meta-analysis of existing literature could help to
understand the overall effectiveness of integrated HIV care, and the strength/quality of the

evidence. Secondly, while this study presented novel ideas on factors/ activities that once
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implemented would enable full integration of HIVV and PHC services in order to improve outcomes,
very little can be said about the effectiveness of such interventions. This study has, thus, paved a
way for further research to evaluate the effectiveness of the individual and/or combined factors in
promoting the integrated HIV care. Thirdly, researchers should, in addition, study the acceptance,
modalities and levels for introduction of integration into the curriculum of pre-service health
training institutions. The course content of the curriculum should also be explored and tested.
Fourthly, this study reported the perspectives of health workers and patients on the quality of
services following integration of HIV and PHC. Although there could be a difference in the way
health workers and patient perceive quality from integrated care, and how it can be improved or
why it deteriorates because of their difference in background, our scoping review shows dearth of
studies that explain this difference. There is therefore need for further studies to refine and/or
elaborate on these new findings. This study also reported improved access to multiple non-HIV
services with the integrated care intervention. Bearing in mind the fact that this intervention is of
no cost to the patients at the moment, there is need for researchers to study the economic
implications of the increased access in order to plan for the sustainability of the programme in this
low resource settings. Finally, how increased access to services relates to the quality of services
rendered in this low resource setting is another area of concern for researchers. Economic
modelling could also be undertaken to estimates the cost-benefit of integrated HIV care in low-

resource setting.
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