nursing reports

Article

HIV Care Profiling and Delivery Status in the Mobile Health
Clinics of eThekwini District in KwaZulu Natal, South Africa:
A Descriptive Evaluation Study

Silingene Joyce Ngcobo !'*, Lufuno Makhado 2

check for
updates

Citation: Ngcobo, S.J.; Makhado, L.;
Sehularo, L.A. HIV Care Profiling
and Delivery Status in the Mobile
Health Clinics of eThekwini District
in KwaZulu Natal, South Africa:

A Descriptive Evaluation Study. Nurs.
Rep. 2023, 13, 1539-1552.
https://doi.org/10.3390/
nursrep13040129

Academic Editor: Richard Gray

Received: 15 March 2023
Revised: 15 September 2023
Accepted: 25 October 2023
Published: 27 October 2023

Copyright: © 2023 by the authors.
Licensee MDPI, Basel, Switzerland.
This article is an open access article
distributed under the terms and
conditions of the Creative Commons
Attribution (CC BY) license (https://
creativecommons.org/licenses /by /
4.0/).

and Leepile Alfred Sehularo 3

1 College Health Sciences, University of KwaZulu Natal, Durban 4041, South Africa

Office of the Deputy Dean Research and Postgraduate Studies, Faculty of Health Sciences,

University of Venda, Thohoyandou 0950, South Africa

5 NuMIQ Research Focus Area, Faculty of Health Sciences, North-West University, Mafikeng 2531, South Africa
Correspondence: ngcobos5@ukzn.ac.za

Abstract: Mobile health clinics (MHCs) serve as an alternative HIV care delivery method for the
HIV-burdened eThekwini district. This study aimed to describe and profile the HIV care services
provided by the MHCs through process evaluation. A descriptive cross-sectional quantitative
evaluation study was performed on 137 MHCs using total population sampling. An online data
collection method using a validated 50-item researcher-developed instrument was administered to
professional nurses who are MHC team leaders, following ethical approval from the local university
and departments of health. Descriptive statistics were used to analyze the data. The results described
that HIV care services are offered in open spaces (43%), community buildings (37%), solid built
buildings called health posts (15%), vehicles (9%), and tents (2%) with no electricity (77%), water
(55%), and sanitation (64%). Adults (97%) are the main recipients of HIV care in MHCs (90%) offering
antiretroviral therapy (95%). Staff, monitoring, and retaining care challenges were noted, with
good linkage (91%) and referral pathways (1 = 123.90%). In conclusion, the standardization and
prioritization of HIV care with specific contextual practice guidelines are vital.

Keywords: mobile health clinics; cross-sectional descriptive evaluation study; HIV care; mobile
health clinic profiling; HIV delivery method

1. Introduction

Currently, it is reported that approximately 39 million people in the world are living
with HIV, and 8.5 million (20%) live in South Africa (SA) [1]. Contextually, this is a signifi-
cant public health concern [2], especially since the country has also reported an increase in
HIV incidence [3]. Despite having the largest antiretroviral therapy (ART) rollout program
globally [4], evidence in the country suggests that not all people living with HIV (PLHIV)
needing HIV care are actually receiving it, due to various challenges [5,6]. This dampens
HIV care and support services’ desire to reach universal coverage [7]. However, the offer
of extended HIV care through various modalities such as mobile health clinics (MHCs)
in SA proves to improve and increase access to HIV care services. MHCs significantly
serve as one of the strategic interventions towards addressing the quadruple burden of the
diseases encompassing the country’s current public health system [8], which include HIV.
In this context, MHCs are being embraced as an additional healthcare delivery modality
aimed at HIV program expansion, without misplacing their initial inception purpose of
serving general populations with healthcare access challenges [9,10]. MHCs are an officially
acknowledged and accepted primary health care (PHC) service extension for remote areas
within the local district health system [10].

Prevailing community health needs inform primary health care service package that
is offered in the MHCs, which is often similar to what is available in community PHC

Nurs. Rep. 2023, 13, 1539-1552. https:/ /doi.org/10.3390 /nursrep13040129

https:/ /www.mdpi.com/journal /nursrep


https://doi.org/10.3390/nursrep13040129
https://doi.org/10.3390/nursrep13040129
https://creativecommons.org/
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://www.mdpi.com/journal/nursrep
https://www.mdpi.com
https://orcid.org/0000-0003-1689-9308
https://doi.org/10.3390/nursrep13040129
https://www.mdpi.com/journal/nursrep
https://www.mdpi.com/article/10.3390/nursrep13040129?type=check_update&version=1

Nurs. Rep. 2023,13

1540

clinics. However, various factors, including but not limited to feasibility, human resources,
and the context of the MHCs, eventually inform the type of service being offered, which
should also include HIV care. Therefore, the HIV care services in MHCs critically need
evaluation for the purpose of determining the efficiency of HIV care management in such
settings. An evaluation is an organized assessment undertaken to determine the features,
facilities, procedures, and results of programs [11]. Furthermore, real-life situations are
reflected through evaluation actions [12], and any healthcare service evaluation is essential,
because it provides valuable feedback [8]. The literature outlines various types [13,14] and
reasons [12,15,16] for conducting an evaluation. This study adopted a research-centered
evaluation approach by the means of process evaluation, because it allows for good gen-
eralizability [12]. Furthermore, process evaluation focuses on examining how something
happens, as opposed to measuring its outcomes [12,17,18]. According to Naidoo [19], an
assessment of performance and inspection of internal and external activities to determine
if the efforts match the effects and results within programs or organizations are part of the
three-dimensional all-inclusiveness accepted in evaluations. The value of process evaluation
includes making informed future choices, efficiency improvements, and making intended
decisions about processes and activities [11]. This evaluation study provides a synopsis
reflection of the current HIV care and staffing profile in the MHCs of eThekwini district, in the
presence of anecdotal evidence regarding the HIV care services provided by MHCs nationally.
The objectives of the study were to describe and profile MHCs regarding the staffing and
HIV care provision status in the MHCs of eThekwini District. The eThekwini district is the
epicenter of the HIV epidemic [20] in KwaZulu Natal (KZN) province, which has the highest
national HIV prevalence rate at 18.9%, especially amongst 15-19 year olds [21].

2. Methods
2.1. Study Design

A descriptive, cross-sectional, quantitative evaluation study design was adopted for the
MHCs within the eThekwini municipality. Descriptive, cross-sectional evaluation designs pro-
vide statistics for describing the condition of phenomena or associations among phenomena
in a given time period; furthermore, they are helpful for public health planning, monitoring,
and evaluation [22]. The profiling of 137 MHCs and descriptions of their HIV care service
provisions were achieved in the study, constituting accurate accounts of the characteristics of
particular individuals (staff complements), situations (conditions), and services [23].

2.2. Setting

eThekwini is one of the biggest metros in the province of KZN, which had a population
of approximately 3,199,000 in June 2022 [3]. It has a combination of urban, peri-urban,
and rural communities which receive healthcare services through a district health system
(DHS) approach [24]. Both provincial and local governments are responsible for health care
services’ provision at various levels. The former contributes 60% and the latter 40% of those
health services [25-27], which include MHC modalities. The majority of the population
rely on public health services, since gross disparities, poverty, and unemployment are
major challenges present within the district [28]. These challenges have a direct effect on
health. A total of 36 MHC teams were found within the district and each MHC team services
multiple locations (between 5 and 20) referred to mobile points. These mobile points constitute
a functional standalone MHC and vast differences exist from one MHC to the next.

2.3. Study Population and Sampling Strategy

A total population sampling (TPS) technique was used for this evaluation study,
because TPS is best suited for adoption if the total population size is less than 200 [8,29].
Such an adoption aids in the elimination of bias and reveals a phenomenon in its real
state [29]. In total, 137 MHCs were included in the study, which are operated by both
the local and provincial departments of health. Other MHCs operated by private, non-
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government, and non-profit organizations were excluded, since their service sustainability
depends on donor funding availability.

2.4. Data Collection

A “socially distant’ data collection method [30] through the means of WhatsApp
was used, as the study was conducted during the COVID-19 pandemic, when national
lockdown restrictions were implemented. Therefore, the researchers had restricted physical
contact with the MHCs' staff, in order to comply with health and safety restrictions. After
obtaining gatekeeper and department of health permissions for the study, human resources
(HR) departments provided the contact details of all nurse leaders. A process of obtaining
informed consent was undertaken by an independent person ensuring that three goals of
informed consent were covered thoroughly, i.e., information disclosure, comprehension of
the information, and voluntariness [31] were covered. A Google form which contained the
study information and questionnaire was sent via WhatsApp to all the MHCs’ nurse team
leaders. The link had an ‘I agree to participate’ button, which, if clicked, then gave consent
to participate in the study. The administered Google form questionnaire had two choices
for each question, which the respondent chose their choice from. Diverse information was
collected through the Google forms in a simple and effective way, employing different
types of questions [32]. There was an 89% response rate from 32 MHC teams representing
137 MHCs, while 4 MHC teams did not participate. The four MHCs which did not
participate have five MHCs each attached to them. Therefore, 20 MHCs were not included
in this evaluation. Online surveys are suitable for evaluation studies, including descriptive,
case—controls, and cohort studies [33].

2.5. Data Analysis

Descriptive statistics were used to analyze 50 quantitative, close-ended, structured
questions addressing the MHCs’ profiling, staffing, and HIV care provision on a dichoto-
mous scale. Measures of dispersion, particularly the frequency distribution of all the study
variables, were descriptively analyzed. Prior to analysis, using SPSS version 27, the data
were cleaned and entered into an excel spreadsheet.

2.6. Research Instrument

An online, researcher-developed research instrument was used. Two source doc-
uments were used for the instrument development, which were the PHC supervisor’s
manual [34] and the United States President’s Emergency Plan for AIDS Relief (PEPFAR)’s
framework on HIV support and care. Additionally, concepts contained in the structural
components of Donabedian’s Structure-Process-Outcome (SPO) model [35] guided the for-
mation of the questions. Donabedian’s SPO study was the main conceptual framework that
underpinned this evaluation study. A total of 50 questions made up the instrument, which
had dichotomous variables requiring “yes” or “no” responses. A few questions required
rationale and were left open-ended. The tool specifically focused on questions relating to
profiling, infrastructure and municipal services, HIV care support and NIMART services,
HIV policies and guidelines, equipment, records and information systems, supervision,
and safety in mobile health clinics.

2.7. Validity and Reliability of the Instrument

Three ways were employed to ensure content validity for the study instrument. Firstly,
the concepts used in the questionnaire were extracted from the SPO model [35]; secondly,
certain contents of the tool were directly from the PHC supervisory manual, which has
been in use in South Africa’s PHC clinics for over a decade [36]; and thirdly, the study’s
principal investigator was consulted as an expert [37] on the subject at hand. Reliability is
ensured when the research instrument produces the same results on repeated occasions,
i.e., the consistency or stability of scores over time or across ratters [38]. In this study,
test-retest reliability was conducted on the study instrument two weeks apart, and the



Nurs. Rep. 2023,13

1542

Persons correlation coefficient value was 0.716. Furthermore, a Cronbach’s alpha score of
0.865 was calculated to measure the internal consistency of the instrument; the literature [39]
confirmed that such a score is good.

2.8. Ethical Consideration

Permission to conduct the study was granted by the local University Health Research
Ethics Committee, reference number (Ethics Number: NWU 00934-19-A1), the provincial
department of health, ref. no (KZ_202002_017), and the local municipality health depart-
ment, ref. no (30/1/1/6/3/1). Furthermore, gatekeepers’ permission was obtained from
the district office and chief executive officers of various community health centers which
have MHCs and MHC managers. All domains of voluntariness were observed during
the study, as outlined by [40]. Confidentiality [41] and anonymity [42] were ensured, as
no personal information was required and clinic names were de-identified. A participant
information leaflet to ensure informed consent [43] was supplied.

3. Results
3.1. Profiling of MHCs

A total of (n = 137) MHCs which are operated by both local (24%) and provincial (76%)
health departments in eThekwini district were subjected to an evaluation. The majority
(58%) open once a month and offer health services in various settings, including open
spaces (43%), community buildings such as halls, churches, homes, and creches (37%),
solid buildings purposed for MHCs visits referred to as health posts (15%), vehicles (9%),
and tents (2%). More than one combination of settings is used in most cases. The majority
reported having an unavailability of basic municipal services such as electricity (77%),
water (55%), and sanitation (64%). Only (0.7%) have a reliable means of communication,
and (99%) have no patient transport available in an emergency.

Fifty one percent of the MHCs were located more than 21 km away from the central
departure point and spent up to 120 min traveling time per single trip. The majority (49%)
spent up to 30 min, while 46% spent from above 30 min to an hour and 5% spent up to two
hours. However, 58% reported good road conditions consisting of tarred (74%) and 26% gravel
roads. Table 1 depicts all the profiling variables measured in the study, while Table 2 outlines
the nature of the settings/approaches that the health services are offered in the MHCs.

Table 1. Profile of eThekwini district mobile health clinics.

Variables Attributes Freq (%) n =137
. Municipality 24
MHC operated by: Government 76
Once 58
MHC operating frequency per month: Twice 20
3—4 times 1
5 or more times 21
Within 5 km 11
. . 6-10 km 23
Distance between central point and MHCs 11-20 km 15
21 km and above 51
0-30 min 49
One-way travel time it takes to reach MHC location. 31-60 on 39
61-90 min 7
91-120 min 5
Terrain conditions to the mobile health clinic:
Good yes 58
Gravel yes 29
Tarred yes 75
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Table 1. Cont.

Variables Attributes Freq (%) n =137
Availability of essential services:
Electricity yes 23
Proper sanitation yes 37
Water supply yes 45
Reliable emergency transport yes 1
Telephone or a two-way radio yes 1

Table 2. Healthcare delivery approaches through MHCs in eThekwini district.

Type of a Setting for MHC Frequency (%) n = 137
a. Vehicle 9
b. Health post (solid building purposefully built to be used as an MHC in the community) 15
¢. Community building, e.g., church, hall, creche, and home, etc. 37
d. Tent 3
e. Open space (outside) 36

Staffing: Different staff compositions and complements were found in the MHCs and
consisted of various members, i.e., nurses (professional, enrolled, and enrolled nursing

axillary), HIV counsellors, drivers, cleaners, and security guards, who are outlined in
Tables 3 and 4.

Table 3. Staff complements at MHCs and those offering HIV care services.

Variables Attributes Frequency % n =137
1-3 13

Total number of personnel that form part of this

. . 4-6 77
mobile health clinic team 7.9 10
Number of professional nurses are 1.00 15
working/allocated mobile health clinic 2.00 76
3.00 10
. . 1.00 60
Number of NIMART-trained nurses in the MHC
2.00 40
Professional nurse and counsellor 3
Categories of staff that offer HIV care and support Professional nurse 2
services in mobile health clinic Professional nurse and enrolled nurse 87
Professional nurse, enrolled nurse, and counsellors 8
Table 4. Support staff available at MHCs.
Titles of the Other Personnel Working in Each MHC Frequency (%) n = 137
a. Enrolled nurse 12
b. Enrolled nurse, enrolled nursing auxiliary, and HIV counsellor 39
c. Enrolled nurse, enrolled nursing auxiliary, and clerk 3
d. Enrolled nurse, enrolled nursing auxiliary, and security 16
e. Enrolled nurse and HIV counsellor 19
f. Enrolled nurse, enrolled nursing auxiliary, clerk, and security 1
g. Enrolled nursing auxiliary and HIV counsellor 1
h. Enrolled nursing auxiliary, 2 HIV counsellors, and clerk 8
i. Enrolled nursing auxiliary, HIV counsellors, and clerk 1

3.2. HIV Care

Ninety percent of the MHCs in eThekwini do offer certain HIV care services to the com-
munities that they visit. The recipients (97%) of HIV care are mostly the adult population,
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and ART is provided by 95% of MHCs for treatment purposes. Meanwhile, 100% MHCs
offer HIV testing and counselling and TB screening. Patient monitoring and retaining their
care were noted as challenges faced by MHCs, even though 91% reported a good linkage to
care, with 90% having clear referral pathways available. Table 5 depicts the various HIV
care and support services available in MHCs.

Table 5. HIV care services within the MHCs of eThekwini metro.

Items Attributes Freq (%)
. . .. e yes 123 (89.8)
Does this mobile health clinic offer any HIV care and support services? o 14 (10.2)
Is there a linkage to the care of HIV-infected patients available in this mobile health clinic? }I,leos 1?2 818)2)
. » yes 133 (97.1)
Are HIV care and support services offered to adults only? o 4(29)
. . » yes 5 (3.6)
Are HIV care and support services offered to children only? o 132 (96.4)
Is HIV Counselling and Testing (HCT) offered at this mobile health clinic? yes 137 (100.00)
Does this mobile clinic have antiretroviral therapy (ART) available for HIV? };1605 1370 ((59%9)
. . » yes 9 (6.6)
Is ART available for prevention purposes? o 128 (93.4)
. » yes 130 (94.9)
Is ART available for treatment purposes? o 7 (5.1)
Does this mobile health clinic initiate patients on ART (HAART)? }:: 1370 ((5941159)
. . .. . . 5 yes 69 (50.4)
Does this mobile health clinic retain patients on HAART? no 68 (49.6)
Does this mobile health clinic receive down referral patients for ART? yes 50 (365)
no 87 (63.5)
Does this mobile health clinic perform clinical monitoring of HIV-diagnosed patients? yes 88(64.2)
no 49 (35.8)
Does this mobile health clinic do laboratory monitoring for HIV-diagnosed patients? yes 41(299)
no 96 (70.1)
. . . . » yes 55 (40.1)
Is equipment for collecting blood and samples available at this MHC? o 82 (59.9)
47 (34.3
Does this mobile health clinic do CD4+ T cell counts? yes (34.3)
no 90 (65.7)
28 (204
Does this mobile health clinic do HIV viral loads? };ej 109((79. 6))
Is there a clear referral pathway available at the mobile health clinic for HIV-infected patients? }r,ios 11243 ((1809 28))
Does this mobile health clinic offer tuberculosis screening? yes 137 (100.0)
. g . - yes 124 (90.5)
Does this mobile clinic offer cotrimoxazole prophylaxis? o 13 9.5)

4. Discussion

The MHCs were staffed with various members who fulfilled various roles, as shown
in Tables 3 and 4, and professional (registered) nurses (RN) were the most qualified and
senior members leading the MHC teams. In total, 87% of HIV care and support respon-
sibilities were offered by registered and enrolled nurses. That is an acceptable norm in
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the context, as nurses are the heartbeat of MHC operations [25], driving decentralized
HIV care programs [44] while being supported by task-shifting or task-sharing [45] en-
dorsements. Furthermore, nurse-initiated management antiretroviral therapy (NIMART)
training and practice support that nurses should render the relevant HIV care in PHC
clinics independently. NIMART consists of HIV diagnosis and clinical staging, prescribing
first- and second-line ART, and managing common opportunistic infections and other
treatment-related conditions [46].

Between 2010 and 2016, eThekwini district trained 904 nurses on NIMART [47], and
this training continued beyond 2016, as departments of health and various training institu-
tions still offer the training. This study revealed that each MHC clinic within the district had
at least one NIMART-trained RN, while 40% of them had two NIMART-trained RNs. This
meant that the nurses in the MHCs were equipped to offer much-needed competent HIV
care and support services, even though inconsistencies in staff allocation were observed
throughout the MHCs, evidenced by some MHCs having between one and three RNs
allocated to them. In total, 76% of the MHCs had two RNs and, seldom, 10% had three
RNSs. These inconsistencies in work allocation could impact on the workload distribution,
staff coping mechanisms, and quality of care provided, because it this not in line with the
current recommended ratio of 4.45 per 1000 population in healthcare [6,48]. Yet, the clinical
consultation of PLHIV is unpredictable depending on the presenting need, resulting in an
inability to precisely measure the time spent on consultation for each patient. A total of 90%
of MHCs in the eThekwini district offer certain HIV care and support services, as outlined
in Table 5, which translates into the district’s population having somewhat increased HIV
care access due to MHC presence. However, it has been reported in the literature [6,49,50]
that increasing HIV access does not automatically mean or result in care and treatment
without interruptions over time. Therefore, a need to examine the type of HIV care and
support services offered in the MHCs is critical, including sustainability measures.

This study demonstrated that 100% of the MHCs provided HIV counselling and testing,
which is similar to other sub-Saharan African study findings, whereby community-based
testing reported a better and increased uptake compared to facility-based testing [51-53].
This was commendable for the MHCs, because it confirms the successful expansion and
supplementation of existing HIV testing from fixed health facilities while attaining increas-
ing HIV testing. This was not an unexpected finding, since MHCs are known to serve and
attract hard-to-obtain individuals through community-based HIV testing [54-56].

MHC:s testing services are central to increasing awareness of HIV status [57], and
no HIV testing takes place without counselling. Both are critical initial steps toward HIV
prevention and treatment [52]. Therefore, the services of an HIV counselor would be highly
beneficial in all MHCs. However, approximately 60% of the MHCs did not have counsellors
in the study, meaning that additional load was added on nurses, who should dedicate time
to offer counselling, separate to clinical services.

Visibly, 97% the HIV care services within the MHCs were delivered primarily to adult
patients, with a 91% reported good linkage to care. These findings were higher than those
reported in a Tanzanian study [58] with similar settings. However, only 4% of the MHCs
provided pediatric HIV care. This was not surprising, as a general lack of confidence in
nurses providing pediatric HIV care despite having received NIMART training has been
previously documented in the literature, including in different parts of South Africa [59,60],
Uganda [61], and Tanzania [62]. Furthermore, other researchers [47,63,64] have also re-
ported that having nurses trained in NIMART does not necessarily mean that these nurses,
post-completion of the course, are confidently able to implement what they have been
taught. However, in this study, nurses from 93% MHCs reported staff and equipment short-
ages as the main reasons for not providing pediatric HIV as opposed to only lacking confi-
dence. The eThekwini municipality had a vacancy rate of 15.4% as of 31 March 2022 [65].
Therefore, HIV care clinical mentorship and support implementation programs in MHCs
are critical and should contribute towards improving pediatric HIV services uptake, while
also providing a sense of support to MHC nurses to not feel isolated and alone. The 91%
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good linkage to care reported by the MHCs is somewhat encouraging that pediatric HIV
care cases are being referred and linked to care, despite having no tracing mechanisms
reported to be in place for all the referred and linked cases. Therefore, advocacy for the
tracing of all referred cases should be implemented and accurately articulated. Such im-
plementation will ensure that pediatric cases from MHCs receive appropriate care, even if
such care is not provided directly by MHCs. Ultimately, MHCs can be deemed as effective
for the delivery of HIV care for both infected adult and children populations.

In the context where this study was conducted, HIV still remains the major public
health concern [66]; therefore, MHCs add a positive stride towards the current implemented
HIV measures directed at strategies for the control and management of the epidemic. If
the knowledge of HIV status increases [67], it will ultimately increase the uptake of ART
initiation for newly diagnosed PLHIV [68-70]. In total, the 95% ART availability in the
study was motivating to note, even though it was only available for treatment purposes,
but not for those needing it for prevention purposes. Also, these findings denoted that, out
of 100% testing HIV positive, 5% of those would not have the necessary HIV care needed
in terms of treatment initiation. It is hoped that that these 5% benefit from the reported
good linkage to care and referral. Strengthening the HIV care services in MHCs is desired
in order to ensure that all receive care, as stipulated by policies.

Undoubtedly, MHCs can be seen as one of the effective methods in HIV care delivery,
because some of the findings in this study are significantly higher than what is widely
accepted and reported in the literature. In respect to an expected drop-off rate along the
HIV continuum [71-73], as depicted in the recent 2020 UNAIDS 90-90-90 goals attained
generally, where a decline was observed at each stage [74], the provision of and making
ART available are both human rights and biomedical obligations, since its administration
leads to HIV transmission decline at the individual and population levels [75-77]. Therefore,
ART availability within MHCs improves local communities” health outcomes by controlling
transmission while simultaneously eliminating, to a certain extent, multiple barriers previously
reported, such as inaccessibility and navigating through the health system [73,78]. MHCs
provide access to the healthcare system for the local population through their backyards, and
community-based ART availability and administration have been reported to yield favorable
outcomes, including good treatment adherence [79], while, on the contrary, the non-provision
of ART leads to excess morbidity, mortality, and viral transmission [80].

Therefore, the 5% of MHCs that were reported to not render ART cited that ART in
40% of MHCs was only made available to pregnant women during their initial visit. In total,
60% reported that there was lack of continuity of care, since they visit MHCs just once a
month and cannot perform appropriate follow-ups, especially for the patients that they will
be initiating on treatment. Therefore, they opt to send those patients to fixed clinic facilities.
Hence, the MHCs reported a 50% ability to retain patients in care in their capacity. In both
instances, they do provide ART during that initial visit and then refer to the fixed clinics
for follow-up care. Therefore, they regard themselves as not providing the service. This
is of concern in light of already reported increased losses in follow-up and attrition rates
from HIV care services following diagnosis [81,82]. A poor or lack of continuity of care will
further perpetuate a rise in attrition rates, since inadequate and poorly understood linkages
to HIV care following MHC services have already been reported in the literature [83-85].

Nevertheless, MHCs” ART availability is an important health indicator. It relates to
the implementation of core activities relating to essential medicines and ART access [86],
including scaling up ART in the public sector [2]. It is motivating to see such implementa-
tion within the MHCs’ context, informed by public health and universal health coverage
approaches. However, 95% of the MHCs had ART only for treatment purposes, while only
7% had it accessible as a preventative therapy. The reason for low PrEP availability is the
fact that, within the country, only certain populations are regarded as eligible for PrEP
and, in the MHCs, the focus is mainly the accessibility of ART for those with a positive
HIV diagnosis. This communicates an inequitable access of ART in the MHCs, since ART
is the foundation for both HIV prevention and management [87]. Therefore, it calls for
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policy makers and implementers to attend to this identified gap and capacitate staff and
community accordingly in order to rollout ARVs as a preventative modality. This study
revealed that MHCs in the districts have a partial availability of ART.

Further challenges were noted regarding the monitoring of PLHIV and retaining them
in care while in the MHCs, because only 50% of the patients were retained in care. This
raises concerns regarding the available follow-up care in the MHCs and no evidence in the
literature exploring the follow-up care of ART patients from MHCs has been found. Patient
follow-up investigations after ART initiation from MHCs are highly recommended. As
the situation stands currently, MHCs can be interpreted as failing to meet community HIV
needs somewhat due to the partiality of HIV services rendered there. Yet, MHCs are known
to reach mostly socioeconomically challenged communities with health service needs;
unfortunately, the current status quo compels for patients to be referred to a fixed facility,
which was thought to be inaccessible initially. In hindsight, MHCs have addressed some
barriers through their ability reach communities despite conditions, time, and traveling
distance factors as depicted in Table 1.

Furthermore, only 37% of MHCs accepted down referrals for HIV-related cases, mean-
ing that continuity of care is inadequate to a certain degree and also denotes that proper
communication between MHCs and other fixed health institutions is not fully functional.
Lack of communication could be contributed by the fact that less than 1% of the MHCs had
communication tools available, and also the limited numbers of HIV counsellors across
MHCs attributed to poor referral systems. The value and function of HIV counsellors
goes beyond just counselling a patient in front of them; they play a big role in tracing and
following up on referrals [88] at various intervals. Several researchers [81,89] have affirmed
the above cited reasons. Furthermore, a combination of social, structural, and psychological
patient factors and even poor health care infrastructure [90] contribute towards a lack of
continuity for care. A careful and well thought out strategic plan enabling the effective
implementation and sustainability of HIV care in MHCs is vital in order to eliminate the
partial offering of HIV care services. Alternative ways of delivering care can be consid-
ered, such as a hybrid approach to treatment, which has demonstrated favorable results
in the past [91]. This will bring about the standardization of HIV care across all MHCs,
since 90% of the MHCs reported having clear referral pathways. Studies in eastern Africa
have concluded that streamlined ART delivery, facilitated linkage, and recurrent support
through counsellors lead to success in community-based HIV care programs, even though
additional resources are needed to support the stated interventions [88,92].

This evaluation study further provided evidence on another existing challenge faced
by MHCs pertaining to the monitoring of PLHIV. Only 30% of the MHCs had the capacity
to perform mandatory monitoring and 40% had the appropriate equipment to perform the
tests. The monitoring tests performed were at minimal ratios of 34% for CD4+ T cell count
and 20% for viral loads. The use of point-of-care tests could resolve this issue because of
their proven effectiveness in similar settings to MHCs [88].

5. Conclusions

The role that MHCs are playing in the plight against the HIV epidemic in eThekwini
does contribute towards positive health outcomes, even though multiple challenges are
present. The strengthening and support of HIV care programs delivered through MHCs
will endeavor an additional positive trail towards ensuring universal health coverage
realization. Through the standardization and coordination of MHCs’ activities, effective
HIV care is possible.

6. Recommendations

Considering these current evaluation findings, the following recommendations are
made in order for HIV care and support services in MHCs to function optimally.
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6.1. Human Resource Management

Staffing needs: sufficient staffing needs need to be provided for MHCs and should
ensure adequate coverage in terms of all essential categories of the necessary staff for
HIV services, i.e., a minimum of two professional nurses, one enrolled nurse, one HIV
counsellor, enrolled nursing auxiliary, and support staff. This recommendation will ensure
that the current district population of 1741/km? receive appropriate care [65].

6.2. Capacity Building and Support

The development of an HIV mentorship program which will provide support and be
available for nurses in the MHCS is crucial. The program will serve as a knowledge hub,
thereby assisting in ensuring that nurses gain confidence in the way they render care, which
will broaden their scope in terms of the population that they serve to include pediatric
HIV patients. Ultimately, comprehensive HIV care package services would be made
available. Communities of best practice in the HIV care of MHCs can be developed through
mentorship programs, as networks could be formed with other members of healthcare
teams, leading to strong partnerships and collaborative practice. Within the mentorship
program, various members of the healthcare team should be available.

6.3. Operations

Careful planning and investment should be made towards MHCs in order for standard-
ized HIV care to be achieved throughout all MHCs. Clear directives should be developed
addressing the infrastructure improvements to the current settings of MHCs depicted in
Table 2 and feasible linkage to care patterns to and from the MHCs, while also paying
attention to point of care monitoring, CD4+ T cell counts, hemoglobin, creatinine, and viral
loads test provision and availability.

6.4. Further Research Need

Further studies could be conducted in various districts and provinces to engage
the general status of MHCs in the country with respect to HIV care provision, engaging
different research methodologies. The research findings will inform policy formulations
directly tailored for MHCs settings and would be made to meet both the community needs
and staff needs. Also, this descriptive study aimed at profiling the services available
without evaluating the outcomes achieved as a result of the study. Therefore, other forms
of study can be conducted, including impact studies and qualitative studies focusing on
the recipients of MHCs” HIV care and providers, as well including their managers.

7. Study Limitations

This study was only conducted in one semi-rural but wealthiest district of KwaZulu
Natal province. Therefore, the findings cannot be generalized to the rest of the province nor
the country. Also, the impact of the HIV care provided by the MHCs was not measured,
and only the feasibility, availability, and nature of where MHC services were provided
were the focus of the evaluation.

Author Contributions: Conceptualization, S.J.N. and L.M.; methodology, S.J.N.; software, L.M.;
validation, S.J.N., L.M. and L.A.S.; formal analysis, L.M.; investigation, S.].N.; data curation, L.A.S.;
writing—original draft preparation, S.J.N.; writing—review and editing, S.J.N., LM. and L.A.S.; super-
vision, L.M. and L.A.S. All authors have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: The study was conducted in accordance with the Declaration
of Helsinki and approved by the Institutional Review Board (or Ethics Committee) of North-West
University (Ethics number NWU 00934-19-A1 and date of approval was 11 April 2021).

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.



Nurs. Rep. 2023,13 1549

Data Availability Statement: The data presented in this study are available on request from the
corresponding author. The data are not publicly available due to the nature of ethical approval.

Public Involvement Statement: Members of the public and patients from remote areas played a
crucial role in shaping this research. Individuals with a keen interest in the study’s subject matter were
invited to provide valuable insights during the study design phase and offered feedback on research
materials. Their contributions significantly enhanced the relevance and ethical considerations of this
work. We extend our sincere appreciation to these individuals for their enthusiastic participation.

Guidelines and Standards Statement: This research adheres to the applicable guidelines and stan-
dards relevant to the field. We have followed STROBE for observational studies to ensure the rigor
and transparency of our methodology. Ethical considerations were addressed in accordance with
North West University Health Research Ethics Committee, KwaZulu Natal Provincial Health De-
partment and eThekwini Municipality Local Health Department ethics boards We are committed to
upholding the highest standards of research integrity and compliance with established protocols.

Conflicts of Interest: The authors declare no conflict of interest.

References

1. UNAIDS. Fact Sheet: Global HIV Statistics; UNAIDS: Geneva, Switzerland, 2023. Available online: https:/ /www.unaids.org/sites/
default/files/media_asset/UNAIDS_FactSheet_en.pdf. (accessed on 16 August 2023).

2. Ford, N.; Ball, A.; Baggaley, R.; Vitoria, M.; Low-Beer, D.; Penazzato, M.; Vojnov, L.; Bertagnolio, S.; Habiyambere, V.; Doherty, M.;
et al. The WHO public health approach to HIV treatment and care: Looking back and looking ahead. Lancet Infect. Dis. 2018, 18,
e76-e86. [CrossRef]

3. StatsSA. Mid-Year Population Estimates 2022. In Statistical Release P0322022; StatsSA: Pretoria, South Africa, 2022.

4. Burger, C.; Burger, R.; van Doorslaer, E. The health impact of free access to antiretroviral therapy in South Africa. Soc. Sci. Med.
2022, 299, 114832. [CrossRef]

5. Hodes, R.; Cluver, L.; Toska, E.; Vale, B. Pesky metrics: The challenges of measuring ART adherence among HIV-positive
adolescents in South Africa. Crit. Public Health 2020, 30, 179-190. [CrossRef]

6. MacKay, R.E,; Gross, ] M.; Hepburn, K.W.; Spangler, S.A.; Group, A.S. Nurse-and Midwife-Led HIV Services in Eastern and
Southern Africa: Challenges and Opportunities for Health Facilities. ]. Assoc. Nurses AIDS Care JANAC 2020, 31, 392. [CrossRef]
[PubMed]

7. Sy,K.T.L,; Tariq, S.; Ramjee, G.; Blanchard, K.; Leu, C.-S.; Kelvin, E.A.; Exner, T.M.; Gandhi, A.D.; Lince-Deroche, N.; Mantell, ].E.
Predictors of antiretroviral therapy initiation in eThekwini (Durban), South Africa: Findings from a prospective cohort study.
PLoS ONE 2021, 16, €0246744. [CrossRef]

8. Ngcobo, S.J.; Mchunu, G.G. Bachelor of Nursing students” HIV and AIDS knowledge in KwaZulu-Natal province: An evaluation
study. Curationis 2019, 42, 1928. [CrossRef] [PubMed]

9. Walani, S. Mobile Health Clinics: Literature and New York University Experience. In Proceedings of the 17th International Nursing
Research Congress Focusing on Evidence-Based Practice, Le Centre Sheraton Montreal, Montreal, QC, Canada, 19-22 July 2006.

10. Ngcobo, S.; Makhado, L.; Sehularo, L. HIV care and support services offered in mobile health clinics: A systematic review.
HIV AIDS Rev. Int. |. HIV-Relat. Probl. 2022, 21, 191-207. [CrossRef]

11. Stufflebeam, D.L.; Zhang, G. The CIPP Evaluation Model: How to Evaluate for Improvement and Accountability; Guilford Publications:
New York, NY, USA, 2017.

12. Powell, R.R. Evaluation research: An overview. Libr. Trends 2006, 55, 102-120. [CrossRef]

13. Posavac, E.J. Program Evaluation: Methods and Case Studies; Routledge: Abingdon, UK, 2015.

14. Newcomer, K.E.; Hatry, H.P.; Wholey, ].S. Handbook of Practical Program Evaluation; Wiley Online Library: Hoboken, NJ, USA, 2015.

15.  Weiss, C.H.; Weiss, C.H. Evaluation: Methods for Studying Programs and Policies; Pearson College Division: Hoboken, NJ, USA, 1998.

16. Wallace, D.P,; Van Fleet, C. Library Evaluation: A Casebook and Can-Do Guide; Libraries Unlimited: Exeter, UK, 2001.

17.  Patton, M.Q. Qualitative Research & Evaluation Methods: Integrating Theory and Practice; Sage Publications: Thousand Oaks, CA, USA, 2014.

18. Patton, M.Q. Two decades of developments in qualitative inquiry: A personal, experiential perspective. Qual. Soc. Work 2002, 1,
261-283. [CrossRef]

19. Naidoo, I. Audit and evaluation: Working collaboratively to support accountability. Evaluation 2020, 26, 177-189. [CrossRef]

20. George, G.; Cawood, C.; Puren, A.; Khanyile, D.; Gerritsen, A.; Govender, K.; Beckett, S.; Glenshaw, M.; Diallo, K.; Ayalew, K.
Evaluating DREAMS HIV prevention interventions targeting adolescent girls and young women in high HIV prevalence districts
in South Africa: Protocol for a cross-sectional study. BMC Women's Health 2020, 20, 7. [CrossRef] [PubMed]

21. Rajagopaul, A.; Naidoo, M. Prevalence of diabetes mellitus and hypertension amongst the HIV-positive population at a district
hospital in eThekwini, South Africa. Afr. . Prim. Health Care Fam. Med. 2021, 13, 2766. [CrossRef] [PubMed]

22. Thudiebube-Splendor, C.N.; Chikeme, P.C. A Descriptive Cross-Sectional Study: Practical and Feasible Design in Investigating Health

Care=Seeking Behaviors of Undergraduates; SAGE Publications Ltd.: Thousand Oaks, CA, USA, 2020.


https://www.unaids.org/sites/default/files/media_asset/UNAIDS_FactSheet_en.pdf.
https://www.unaids.org/sites/default/files/media_asset/UNAIDS_FactSheet_en.pdf.
https://doi.org/10.1016/S1473-3099(17)30482-6
https://doi.org/10.1016/j.socscimed.2022.114832
https://doi.org/10.1080/09581596.2018.1550253
https://doi.org/10.1097/JNC.0000000000000176
https://www.ncbi.nlm.nih.gov/pubmed/32604219
https://doi.org/10.1371/journal.pone.0246744
https://doi.org/10.4102/curationis.v42i1.1928
https://www.ncbi.nlm.nih.gov/pubmed/31291729
https://doi.org/10.5114/hivar.2022.117888
https://doi.org/10.1353/lib.2006.0050
https://doi.org/10.1177/1473325002001003636
https://doi.org/10.1177/1356389019889079
https://doi.org/10.1186/s12905-019-0875-2
https://www.ncbi.nlm.nih.gov/pubmed/31948429
https://doi.org/10.4102/phcfm.v13i1.2766
https://www.ncbi.nlm.nih.gov/pubmed/34636608

Nurs. Rep. 2023,13 1550

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.
34.

35.
36.

37.

38.

39.
40.

41.

42.
43.

44.

45.

46.

47.

48.

49.

50.

51.

52.

Grove, SK.; Burns, N.; Gray, J. Understanding Nursing Research: Building an Evidence-Based Practice; Elsevier Health Sciences:
Amsterdam, The Netherlands, 2014.

Mahadeo, S.; Narain, K.; Mhlongo, L.; Chetty, D.; Masondo, L.; Zungu, M.; Suleman, F.; Perumal-Pillay, V.A. The availability of
priority medicines for children under 5 years in eThekwini, South Africa. J. Pharm. Policy Pract. 2022, 15, 2. [CrossRef] [PubMed]
Massyn, N.; Day, C.; Peer, N.; Padarath, A.; Barron, P; English, R. District Health Barometer 2013/14; Health Systems Trust:
Durban, South Africa, 2016.

KZNHealth. KwaZulu-Natal Department of Health, Health Facilities (Community Health Centers). Available online: https:
/ /www.kznhealth.gov.za/chc.htm (accessed on 18 August 2021).

eThekwiniMunicipality. Ethekwini Municipality, about Durban, about sThekwini Municipality. Available online: https://www.
durban.gov.za/Discover_Durban/Pages/AboutEM.aspx (accessed on 18 August 2021).

Pillay, B.; Mutereko, S. Caring for the indigent urban population in South Africa: A case study of the eThekwini municipality.
Afr. Public Serv. Deliv. Perform. Rev. 2022, 10, 9. [CrossRef]

Etikan, I.; Musa, S.A.; Alkassim, R.S. Comparison of convenience sampling and purposive sampling. Am. J. Theor. Appl. Stat.
2016, 5, 1-4. [CrossRef]

Lobe, B.; Morgan, D.; Hoffman, K.A. Qualitative data collection in an era of social distancing. Int. ]. Qual. Methods 2020, 19, 1609406920937875.
[CrossRef]

Anderson, E.E.; Corneli, A. 100 Questions (and Answers) about Research Ethics; Sage Publications: Thousand Oaks, CA, USA, 2017;
Volume 5.

Rerung, M.K.S.T.; Hartono, J. Digital-based Language Testing Implementation Designed for Efl Learners. Acitya J. Teach. Educ.
2020, 2, 129-140. [CrossRef]

Nayak, M.; Narayan, K. Strengths and weakness of online surveys. IOSR J. Humanit. Soc. Sci. 2019, 24, 31-38.

National Department of Health. Primary Health Care Supervision Manual a Guide to Primary Health Care Facility Supervision; National
Department of Health, Ed.; National Department of Health, Quality Assurance Directorate: Pretoria, South Africa, 2009; p. 234.
Donabedian, A. Evaluating the quality of medical care. Milbank Meml. Fund Q. 1966, 44, 166-206. [CrossRef]

The National Department of Health. Quality Assurance: Primary Health Care Supervision Manual; The National Department of
Health: Pretoria, South Africa, 2009; p. 234.

Grove, S.K. Building an Evidence-Based Nursing Practice. In Understanding Nursing Research E-Book: Building an Evidence-Based
Practice; Elsevier Health Sciences: Amsterdam, The Netherlands, 2018; p. 387.

Bolarinwa, O.A. Principles and methods of validity and reliability testing of questionnaires used in social and health science
researches. Niger. Postgrad. Med. J. 2015, 22, 195. [CrossRef]

Tavakol, M.; Dennick, R. Making sense of Cronbach’s alpha. Int. ]. Med. Educ. 2011, 2, 53. [CrossRef] [PubMed]

Mamotte, N.; Wassenaar, D. Measuring voluntariness of consent to research: An instrument review. J. Empir. Res. Hum. Res. Ethics
2015, 10, 121-131. [CrossRef] [PubMed]

Ethicist, P. Simplifying the Complexity of Confidentiality in Research. J. Empir. Res. Hum. Res. Ethics 2015, 10, 100-102. [CrossRef]
[PubMed]

Walford, G. Research ethical guidelines and anonymity. Int. |. Res. Method Educ. 2005, 28, 83-93. [CrossRef]

Nijhawan, L.P.; Janodia, M.D.; Muddukrishna, B.; Bhat, KM.; Bairy, K.L.; Udupa, N.; Musmade, P.B. Informed consent: Issues
and challenges. J. Adv. Pharm. Technol. Res. 2013, 4, 134. [PubMed]

Guilamo-Ramos, V.; Thimm-Kaiser, M.; Benzekri, A.; Hidalgo, A.; Lanier, Y.; Tlou, S.; Lépez, M.d.L.R; Soletti, A.B.; Hagan, H.
Nurses at the frontline of public health emergency preparedness and response: Lessons learned from the HIV/AIDS pandemic
and emerging infectious disease outbreaks. Lancet Infect. Dis. 2021, 21, e326—e333. [CrossRef] [PubMed]

Seidman, G.; Atun, R. Does task shifting yield cost savings and improve efficiency for health systems? A systematic review of
evidence from low-income and middle-income countries. Hum. Resour. Health 2017, 15, 29. [CrossRef]

Gross, ].M.; Maureen, K.; Carey, M. A model for advancing professional nursing regulation: The African Health Profession
Regulatory Collaborative. J. Nurs. Regul. 2015, 6, 29-33. [CrossRef]

Mutiti, A. Strengthened and Uniform Approaches to Continued Roll-Out of the NIMART Programme; ICAP: Louisville, KY, USA, 2016;
p- 19. Available online: https://za.usembassy.gov (accessed on 14 February 2020).

World Health Organization. Health Workforce Requirements for Universal Health Coverage and the Sustainable Development Goals.
(Human Resources for Health Observer, 17); World Health Organization: Geneva, Switzerland, 2016.

Granich, R.; Gupta, S.; Montaner, J.; Williams, B.; Zuniga, ].M. Pattern, determinants, and impact of HIV spending on care and treatment in
38 high-burden low-and middle-income countries. J. Int. Assoc. Provid. AIDS Care (JIAPAC) 2016, 15, 91-100. [CrossRef]

World Health Organization. Guideline on When to Start Antiretroviral Therapy and on Pre-Exposure Prophylaxis for HIV; World Health
Organization: Geneva, Switzerland, 2015.

Hensen, B.; Taoka, S.; Lewis, ].].; Weiss, H.A.; Hargreaves, J. Systematic review of strategies to increase men’s HIV-testing in
sub-Saharan Africa. AIDS 2014, 28, 2133. [CrossRef]

Sharma, M.; Ying, R.; Tarr, G.; Barnabas, R. Systematic review and meta-analysis of community and facility-based HIV testing to
address linkage to care gaps in sub-Saharan Africa. Nature 2015, 528, S77-S85. [CrossRef] [PubMed]


https://doi.org/10.1186/s40545-021-00402-y
https://www.ncbi.nlm.nih.gov/pubmed/34986904
https://www.kznhealth.gov.za/chc.htm
https://www.kznhealth.gov.za/chc.htm
https://www.durban.gov.za/Discover_Durban/Pages/AboutEM.aspx
https://www.durban.gov.za/Discover_Durban/Pages/AboutEM.aspx
https://doi.org/10.4102/apsdpr.v10i1.593
https://doi.org/10.11648/j.ajtas.20160501.11
https://doi.org/10.1177/1609406920937875
https://doi.org/10.30650/ajte.v2i2.1385
https://doi.org/10.2307/3348969
https://doi.org/10.4103/1117-1936.173959
https://doi.org/10.5116/ijme.4dfb.8dfd
https://www.ncbi.nlm.nih.gov/pubmed/28029643
https://doi.org/10.1177/1556264615571552
https://www.ncbi.nlm.nih.gov/pubmed/25742672
https://doi.org/10.1177/1556264614568783
https://www.ncbi.nlm.nih.gov/pubmed/25742671
https://doi.org/10.1080/01406720500036786
https://www.ncbi.nlm.nih.gov/pubmed/24083200
https://doi.org/10.1016/S1473-3099(20)30983-X
https://www.ncbi.nlm.nih.gov/pubmed/33743850
https://doi.org/10.1186/s12960-017-0200-9
https://doi.org/10.1016/S2155-8256(15)30790-0
https://za.usembassy.gov
https://doi.org/10.1177/2325957415623261
https://doi.org/10.1097/QAD.0000000000000395
https://doi.org/10.1038/nature16044
https://www.ncbi.nlm.nih.gov/pubmed/26633769

Nurs. Rep. 2023,13 1551

53.

54.

55.

56.

57.

58.

59.

60.

61.

62.

63.

64.

65.

66.

67.

68.

69.

70.

71.

72.

73.

74.

75.

76.

Dave, S,; Peter, T,; Fogarty, C.; Karatzas, N.; Belinsky, N.; Pant Pai, N. Which community-based HIV initiatives are effective in achieving
UNAIDS 90-90-90 targets? A systematic review and meta-analysis of evidence (2007-2018). PLoS ONE 2019, 14, €0219826. [CrossRef]
[PubMed]

Champenois, K.; Le Gall, ].-M.; Jacquemin, C.; Jean, S.; Martin, C.; Rios, L.; Benoit, O.; Vermoesen, S.; Lert, F.; Spire, B. ANRS-
COM'TEST: Description of a community-based HIV testing intervention in non-medical settings for men who have sex with men.
BM] Open 2012, 2, 000693. [CrossRef] [PubMed]

Suthar, A.B.; Ford, N.; Bachanas, PJ.; Wong, V.J.; Rajan, ].S.; Saltzman, A.K.; Ajose, O.; Fakoya, A.O.; Granich, R.M.; Negussie,
E.K. Towards universal voluntary HIV testing and counselling: A systematic review and meta-analysis of community-based
approaches. PLoS Med. 2013, 10, €1001496. [CrossRef] [PubMed]

Mair, L.; Corbett, E.L.; Feasey, H.R.; Kamchedzera, W.; Khundi, M.; Lalloo, D.G.; Maheswaran, H.; Nliwasa, M.; Squire, S.B.;
Webb, E.L. Provider-initiated HIV testing and TB screening in the era of universal coverage: Are the right people being reached?
A cohort study in Blantyre, Malawi. PLoS ONE 2020, 15, e0236407. [CrossRef] [PubMed]

South African National AIDS Council. Let Our Actions Count: South Africa’s National Strategic Plan for HIV, TB and STIs 2017-2022;
SANAC Pretoria: Pretoria, South Africa, 2017.

Sanga, E.S.; Mukumbang, F.C.; Mushi, A.K; Lerebo, W.; Zarowsky, C. Understanding factors influencing linkage to HIV care in a
rural setting, Mbeya, Tanzania: Qualitative findings of a mixed methods study. BMC Public Health 2019, 19, 383. [CrossRef]
Makhado, L.; Mboweni, S.H. Challenges influencing nurse-initiated management of antiretroviral therapy training and imple-
mentation in Ngaka Modiri Molema district, North West province. Health SA Gesondheid 2020, 25, 1174.

Williams, M.; Van Rooyen, D.R.; Ricks, E.J. Provision of antiretroviral therapy for children in Nelson Mandela Bay: Health care
professionals’ challenges. Afr. J. Prim. Health Care Fam. Med. 2018, 10, 1-10. [CrossRef]

Rujumba, J.; Mbasaalaki-Mwaka, C.L.; Ndeezi, G. Challenges faced by health workers in providing counselling services to
HIV-positive children in Uganda: A descriptive study. J. Int. AIDS Soc. 2010, 13, 9. [CrossRef]

Sariah, A.; Rugemalila, J.; Somba, M.; Minja, A.; Makuchilo, M.; Tarimo, E.; Urassa, D.; Siril, H. “Experiences with disclosure of
HIV-positive status to the infected child”: Perspectives of healthcare providers in Dar es Salaam, Tanzania. BMC Public Health
2016, 16, 1083. [CrossRef]

Cameron, D.; Gerber, A.; Mbatha, M.; Mutyabule, J.; Swart, H. Nurse initiation and maintenance of patients on antiretroviral
therapy: Are nurses in primary care clinics initiating ART after attending NIMART training? S. Afr. Med. J. 2012, 102, 98-100.
[CrossRef] [PubMed]

Green, A.; de Azevedo, V,; Patten, G.; Davies, M.-A; Ibeto, M.; Cox, V. Clinical mentorship of nurse initiated antiretroviral therapy
in Khayelitsha, South Africa: A quality of care assessment. PLoS ONE 2014, 9, €98389. [CrossRef]

eThekwini Municipality. eThekwini Municipality Integrated Development Plan (IDP). In Five-Year Plan: 2023/2024 to 2027/28.
p eThekwini Municipality: Durban, South Africa.; 2023. Available online: https://www.durban.gov.za/storage/Documents/
Integrated %20Development%20Plans%20IDP%20-%20eThekwini%20Municipality / Integrated %20Development%20Plan %20
2023-24%20t0%202027-28.pdf (accessed on 16 August 2023).

Marsh, K.; Eaton, J.W.; Mahy, M.; Sabin, K.; Autenrieth, C.S.; Wanyeki, I.; Daher, J.; Ghys, P.D. Global, regional and country-level
90-90-90 estimates for 2018: Assessing progress towards the 2020 target. AIDS 2019, 33, S213. [CrossRef] [PubMed]

Sabapathy, K.; Hensen, B.; Varsaneux, O.; Floyd, S.; Fidler, S.; Hayes, R. The cascade of care following community-based detection of
HIV in sub-Saharan Africa—A systematic review with 90-90-90 targets in sight. PLoS ONE 2018, 13, e0200737. [CrossRef] [PubMed]
Granich, RM.; Gilks, C.E; Dye, C.; De Cock, K.M.; Williams, B.G. Universal voluntary HIV testing with immediate antiretroviral
therapy as a strategy for elimination of HIV transmission: A mathematical model. Lancet 2009, 373, 48-57. [CrossRef] [PubMed]
Iwyji, C.C.; Orne-Gliemann, J.; Larmarange, J.; Balestre, E.; Thiebaut, R.; Tanser, F.; Okesola, N.; Makowa, T.; Dreyer, J.; Herbst, K,;
et al. Universal test and treat and the HIV epidemic in rural South Africa: A phase 4, open-label, community cluster randomised
trial. Lancet HIV 2018, 5, e116—e125. [CrossRef]

Nah, K.; Nishiura, H.; Tsuchiya, N.; Sun, X.; Asai, Y.; Imamura, A. Test-and-treat approach to HIV/AIDS: A primer for
mathematical modeling. Theor. Biol. Med. Model. 2017, 14, 16. [CrossRef]

Bassett, I.V.; Regan, S.; Chetty, S.; Giddy, J.; Uhler, L.M.; Holst, H.; Ross, D.; Katz, ].N.; Walensky, R.P.; Freedberg, K.A. Who starts
antiretroviral therapy in Durban, South Africa?... not everyone who should. AIDS 2010, 24, S37. [CrossRef]

Kranzer, K.; Govindasamy, D.; Ford, N.; Johnston, V.; Lawn, S.D. Quantifying and addressing losses along the continuum of care
for people living with HIV infection in sub-Saharan Africa: A systematic review. J. Int. AIDS Soc. 2012, 15, 17383. [CrossRef]
Loeliger, K.B.; Niccolai, L.M.; Mtungwa, L.N.; Moll, A.; Shenoi, S.V. Antiretroviral therapy initiation and adherence in rural South
Africa: Community health workers’ perspectives on barriers and facilitators. AIDS Care 2016, 28, 982-993. [CrossRef]

Govere, S.M.; Galagan, S.; Tlou, B.; Mashamba-Thompson, T.; Bassett, I.V.; Drain, PK. Effect of perceived HIV risk on initiation of
antiretroviral therapy during the universal test and treat era in South Africa. BMC Infect. Dis. 2021, 21, 976. [CrossRef]

Cohen, M.S.; Chen, Y.Q.; McCauley, M.; Gamble, T.; Hosseinipour, M.C.; Kumarasamy, N.; Hakim, ].G.; Kumwenda, J.; Grinsztejn,
B.; Pilotto, ].H. Prevention of HIV-1 infection with early antiretroviral therapy. N. Engl. |. Med. 2011, 365, 493-505. [CrossRef]
Tanser, F; Barnighausen, T.; Grapsa, E.; Zaidi, J.; Newell, M.-L. High coverage of ART associated with decline in risk of HIV
acquisition in rural KwaZulu-Natal, South Africa. Science 2013, 339, 966-971. [CrossRef]


https://doi.org/10.1371/journal.pone.0219826
https://www.ncbi.nlm.nih.gov/pubmed/31314764
https://doi.org/10.1136/bmjopen-2011-000693
https://www.ncbi.nlm.nih.gov/pubmed/22466158
https://doi.org/10.1371/journal.pmed.1001496
https://www.ncbi.nlm.nih.gov/pubmed/23966838
https://doi.org/10.1371/journal.pone.0236407
https://www.ncbi.nlm.nih.gov/pubmed/32790669
https://doi.org/10.1186/s12889-019-6691-7
https://doi.org/10.4102/phcfm.v10i1.1490
https://doi.org/10.1186/1758-2652-13-9
https://doi.org/10.1186/s12889-016-3749-7
https://doi.org/10.7196/SAMJ.5195
https://www.ncbi.nlm.nih.gov/pubmed/22310442
https://doi.org/10.1371/journal.pone.0098389
https://www.durban.gov.za/storage/Documents/Integrated%20Development%20Plans%20IDP%20-%20eThekwini%20Municipality/Integrated%20Development%20Plan%202023-24%20to%202027-28.pdf
https://www.durban.gov.za/storage/Documents/Integrated%20Development%20Plans%20IDP%20-%20eThekwini%20Municipality/Integrated%20Development%20Plan%202023-24%20to%202027-28.pdf
https://www.durban.gov.za/storage/Documents/Integrated%20Development%20Plans%20IDP%20-%20eThekwini%20Municipality/Integrated%20Development%20Plan%202023-24%20to%202027-28.pdf
https://doi.org/10.1097/QAD.0000000000002355
https://www.ncbi.nlm.nih.gov/pubmed/31490781
https://doi.org/10.1371/journal.pone.0200737
https://www.ncbi.nlm.nih.gov/pubmed/30052637
https://doi.org/10.1016/S0140-6736(08)61697-9
https://www.ncbi.nlm.nih.gov/pubmed/19038438
https://doi.org/10.1016/S2352-3018(17)30205-9
https://doi.org/10.1186/s12976-017-0062-9
https://doi.org/10.1097/01.aids.0000366081.91192.1c
https://doi.org/10.7448/IAS.15.2.17383
https://doi.org/10.1080/09540121.2016.1164292
https://doi.org/10.1186/s12879-021-06689-1
https://doi.org/10.1056/NEJMoa1105243
https://doi.org/10.1126/science.1228160

Nurs. Rep. 2023,13 1552

77.

78.

79.

80.

81.

82.

83.

84.

85.

86.
87.

88.

89.

90.

91.

92.

Zuma, T.; Wight, D.; Rochat, T.; Moshabela, M. Navigating Multiple Sources of Healing in the Context of HIV/AIDS and Wide
Availability of Antiretroviral Treatment: A Qualitative Study of Community Participants’ Perceptions and Experiences in Rural
South Africa. Front. Public Health 2018, 6, 73. [CrossRef] [PubMed]

Michel, J.; Matlakala, C.; English, R.; Lessells, R.; Newell, M.-L. Collective patient behaviours derailing ART roll-out in KwaZulu-
Natal: Perspectives of health care providers. AIDS Res. Ther. 2013, 10, 20. [CrossRef] [PubMed]

Kipp, W.; Konde-Lule, J.; Rubaale, T.; Okech-Ojony, J.; Alibhai, A.; Saunders, D.L. Comparing antiretroviral treatment outcomes
between a prospective community-based and hospital-based cohort of HIV patients in rural Uganda. BMC Int. Health Hum.
Rights 2011, 11, S12. [CrossRef] [PubMed]

Ahmed, S.; Autrey, J.; Katz, I.T.; Fox, M.P,; Rosen, S.; Onoya, D.; Barnighausen, T.; Mayer, K.H.; Bor, ]. Why do people living with
HIV not initiate treatment? A systematic review of qualitative evidence from low- and middle-income countries. Soc. Sci. Med.
2018, 213, 72-84. [CrossRef] [PubMed]

Mateo-Urdiales, A.; Johnson, S.; Smith, R.; Nachega, ].B.; Eshun-Wilson, I. Rapid initiation of antiretroviral therapy for people
living with HIV. Cochrane Database Syst. Rev. 2019, 2019, CD012962. [CrossRef]

Govindasamy, D.; Meghij, J.; Negussi, E.K.; Baggaley, R.C.; Ford, N.; Kranzer, K. Interventions to improve or facilitate linkage to
or retention in pre-ART (HIV) care and initiation of ART in low-and middle-income settings—A systematic review. J. Int. AIDS
Soc. 2014, 17, 19032. [CrossRef]

Parker, L.A.; Jobanputra, K.; Rusike, L.; Mazibuko, S.; Okello, V.; Kerschberger, B.; Jouquet, G.; Cyr, J.; Teck, R. Feasibility and
effectiveness of two community-based HIV testing models in rural Swaziland. Trop. Med. Int. Health 2015, 20, 893-902. [CrossRef]
Ruzagira, E.; Baisley, K.; Kamali, A.; Biraro, S.; Grosskurth, H.; Working Group on Linkage to HIV Care; Celum, C.; Barnabas,
R.V.;; van Rooyen, H.; Wringe, A. Linkage to HIV care after home-based HIV counselling and testing in sub-Saharan Africa:
A systematic review. Trop. Med. Int. Health 2017, 22, 807-821. [CrossRef]

Maughan-Brown, B.; Harrison, A.; Galarraga, O.; Kuo, C.; Smith, P; Bekker, L.-G.; Lurie, M.N. Factors affecting linkage to HIV
care and ART initiation following referral for ART by a mobile health clinic in South Africa: Evidence from a multimethod study.
J. Behav. Med. 2019, 42, 883-897. [CrossRef] [PubMed]

WHO. Universal Health Coverage (UHC); World Health Organization: Geneva, Switzerland, 2016.

Saag, M.S.; Benson, C.A.; Gandhi, R.T.; Hoy, J.F,; Landovitz, R.J.; Mugavero, M.].; Sax, P.E.; Smith, D.M.; Thompson, M.A ;
Buchbinder, S.P. Antiretroviral drugs for treatment and prevention of HIV infection in adults: 2018 recommendations of the
International Antiviral Society—-USA Panel. JAMA 2018, 320, 379-396. [CrossRef] [PubMed]

Labhardt, N.D.; Ringera, I.; Lejone, T.I.; Klimkait, T.; Muhairwe, J.; Amstutz, A.; Glass, T.R. Effect of offering same-day ART vs.
usual health facility referral during home-based HIV testing on linkage to care and viral suppression among adults with HIV in
Lesotho: The CASCADE randomized clinical trial. JAMA 2018, 319, 1103-1112. [CrossRef] [PubMed]

Hoehn, N.; Gill, M.].; Krentz, H.B. Understanding the delay in starting antiretroviral therapy despite recent guidelines for HIV
patients retained in care. AIDS Care 2017, 29, 564-569. [CrossRef]

Govindasamy, D.; Ford, N.; Kranzer, K. Risk factors, barriers and facilitators for linkage to antiretroviral therapy care: A systematic
review. AIDS 2012, 26, 2059-2067. [CrossRef] [PubMed]

Barnabas, R.V,; Szpiro, A.A.; van Rooyen, H.; Asiimwe, S.; Pillay, D.; Ware, N.C.; Schaafsma, T.T.; Krows, M.L.; van Heerden, A.;
Joseph, P. Community-based antiretroviral therapy versus standard clinic-based services for HIV in South Africa and Uganda
(DO ART): A randomised trial. Lancet Glob. Health 2020, 8, €1305-e1315. [CrossRef]

Petersen, M.; Balzer, L.; Kwarsiima, D.; Sang, N.; Chamie, G.; Ayieko, J.; Kabami, J.; Owaraganise, A.; Liegler, T.; Mwangwa, F.
Association of implementation of a universal testing and treatment intervention with HIV diagnosis, receipt of antiretroviral
therapy, and viral suppression in East Africa. JAMA 2017, 317, 2196-2206. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.


https://doi.org/10.3389/fpubh.2018.00073
https://www.ncbi.nlm.nih.gov/pubmed/29594094
https://doi.org/10.1186/1742-6405-10-20
https://www.ncbi.nlm.nih.gov/pubmed/23870285
https://doi.org/10.1186/1472-698X-11-S2-S12
https://www.ncbi.nlm.nih.gov/pubmed/22166168
https://doi.org/10.1016/j.socscimed.2018.05.048
https://www.ncbi.nlm.nih.gov/pubmed/30059900
https://doi.org/10.1002/14651858.CD012962.pub2
https://doi.org/10.7448/IAS.17.1.19032
https://doi.org/10.1111/tmi.12501
https://doi.org/10.1111/tmi.12888
https://doi.org/10.1007/s10865-018-0005-x
https://www.ncbi.nlm.nih.gov/pubmed/30635862
https://doi.org/10.1001/jama.2018.8431
https://www.ncbi.nlm.nih.gov/pubmed/30043070
https://doi.org/10.1001/jama.2018.1818
https://www.ncbi.nlm.nih.gov/pubmed/29509839
https://doi.org/10.1080/09540121.2016.1234678
https://doi.org/10.1097/QAD.0b013e3283578b9b
https://www.ncbi.nlm.nih.gov/pubmed/22781227
https://doi.org/10.1016/S2214-109X(20)30313-2
https://doi.org/10.1001/jama.2017.5705

	Introduction 
	Methods 
	Study Design 
	Setting 
	Study Population and Sampling Strategy 
	Data Collection 
	Data Analysis 
	Research Instrument 
	Validity and Reliability of the Instrument 
	Ethical Consideration 

	Results 
	Profiling of MHCs 
	HIV Care 

	Discussion 
	Conclusions 
	Recommendations 
	Human Resource Management 
	Capacity Building and Support 
	Operations 
	Further Research Need 

	Study Limitations 
	References

