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Introduction: Poor adherence to Antiretroviral Therapy (ART) services compromises the
effectiveness of available treatments. In Ghana, the ART coverage stands at 33.88%.
Greater Accra Region is among the major regional contributors of the low ART coverage
in Ghana. The staggering fold in coverage difference in ART coverage in Ghana compared
10 other countries is an issue of concern to the health management team. The perceptions
of clients and service providers on ART services quality are important in ART service
utilization. Similaly, expectations from the client perspectives play a major role in

improving ART services and subsequent coverage.

i This study seck he quality of ART services for People Living with
HIV at the Greater Accra Regional hospital.

Methods: The study was a mixed design using quantitative and qualitative methods. The

source population was HIV positive clients 218 years, nurses and pharmacists working at

the ART clinic, Conveinient i i iques were used to select clients
and nurses/pharmacists for survey IDIs and KII respectively. An observational checklist
in a form of facility assessment tool was used to determine quality of ART services in

relation to readiness for initiating ART. Simple descriptive statistics was used to represent

factors influencing ART quality. Service providers and elients’ expectations on improving

quality of ART services were analyzed using thematic Content Analysis (TCA).

Results: Among the participants, adherence to ART was 65.9%. Majority (88.9%) of the
patient’s perceived scrvice offered at ART to be of good quality. Waiting time to see
doctor. travel time to ART facity and adherence to ART medication were major
predictors of quality ART service. Health workers believe provision of logistics and
wrained staff could improve ART service quality at the ART unit,

v
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ART services. However, patients, despite the inadequate comprehensive understanding of
quality ART service among service providers, perceive ART services at the unit 1o be of
‘good quality. Waiting time to see doctor, travel time to ART facility and adherence to ART

medication were factors influencing quality ART service
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INTRODUCTION

1.1 Background
The world has progressed in the fight against Human Immunodeficiency Virus (HIV)
epidemic, especially in low and middle income countries. By the end of 2017, 36.9 million
people were living with HIV/AIDS with 1.8 million new infections worldwide compared
with 3.4 million new infections in 1996 (UNAIDS, 2018c). HIV related annual mortality
for all ages worldwide has decreased from 1.9 million in 2004 1o 940,000 in 2017. This is
about 34% reduction of global HIV mortality (UNAIDS, 2018¢). Access to Antiretroviral
Therapy (ART) in low- and middie-income counties for People Living with HIV (PLHIV)
has also increased from 400,000 in 2003 to 21.7 million in 2017 (UNAIDS, 2018¢).

Several global declarations have been made towards ending the AIDS epidemic. In 2014
the Joint United Nations programme on HIV/AIDS (UNAIDS) set ambitious new targets
towards elimination of HIV. The new “90-90-90" targets for 2020 included diagnosis of
90% of HIV infected individuals, 90% of diagnosed HIV infected persons access sustained
ART and achieve 90% viral load suppression among those initiated on ART (UNAIDS,
2014). It is of paramount interest in achieving these targets, to retain clients in care when
enrolled on ART and also maintain 90% of HIV positive clients on treatment (UNAIDS,
2018¢).

The Sustainable Development Goal 3.3 also focuses on ending the ALDS epidemic by 2030
(UNDP. 2015) and in 2016, the Unitcd Nations made a declaration to end AIDS by 2020
(UNAIDS, 2018b). Despite the many declarations and intemational focus, HIV remains a
public health challenge for many developing countries, Asia and the Pacific had 5.2 million

PLHIV with 280,000 new infections of which 2.7 million were on ART in 2017. HIV/AIDS



rsitym@flolaana e wegopasetg.e

Saharan Africa, the estimated number of PLHIV was 25.7 million in 2017, of which 15.3
million were receiving ART. It was also estimated that 660,000 died from AIDS related
illness in 2017 (UNAIDS, 2018a).

In Ghana, the National AIDS Commission estimated the national HIV prevalence as 1.67%
with 310,000 persons living with HIV/AIDS, 0.68 as incidence, making about 19,101 new
cases of HIV in 2017 (GAC, 2017). An estimated number of 44,811 people also died from
HIV/AIDS related causes in the same year (GAC, 2017). The Greater Accra region recorded
73,556 people living with HIV/AIDS, out of which 4,488 were new infections and 368

HIV/AIDS related deaths and a prevalence of 2.1% (GAC, 2017).

Achieving the 90-90-90 global target by the year 2020 (UNAIDS, 2016), will therefore
require people to get tested, know their status, put the positive individuals on treatment and

‘maintain them in care in order to achieve viral suppression (Rabkin, 2017). The quality of

care givento HIV cli impr ieve this target. Poor or inadequate quality
of care can be a hindrance to the achievement of the target.

All over the world, quality of products or services is an indicator for purchase or utilization.
Everyonc has an expectation (o get the best of services o products they receive or use. From
the arcas of aviation, transportation, hospitality, education, fashion, food and agriculture,

construction, etc. quality is important. Quality is now part of our life (Mosadeghrad, 2012),

The health sector is no exception in the demand for quality. People visiting the health
environment expeet 1o get the best quality of care, Good health and well-being are a
fundamental human right that must be enjoyed by all. Everyone has a right to health, The

World Health Organization’s (WHO) essential elements of the right to hcalth are the

and quality (WHO, 2018). The quality
of healthcare for everyone in the population is a human right that must be enjoyed by all,
2
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hence depends on who is describing it based on their experience and expectation. There is
ot a definite definition for quality. Donabedian classified quality of care into three
categorical approaches as the structure, process and outcome. The structural component of
healthcare quality is the setting in which the care is given, including the availability of
buman, matcrial and financial resources, qualification and accreditation of personnel and
the overall organizational structure. The process component is what transpires between the
client and providers on care received in making diagnosis and offering treatment. The
outcome is the result of care given. When all three components are well linked, they yield

positive health for the individual and population (Donabedian, 1988).

Mosadeghrad (2014a) also defined quality healthcare as “consistently delighting the patient
by providing efficacious, cffective and efficient healtheare services according 10 the latest
clinical guidelines and standards, which meet the patient’s needs and satisfies providers”.
He identified some attribues of quality of healthcare and grouped them into five categories
which are environment, empathy, efficiency, effectiveness and efficacy. He also described
the characteristics to include availability, accessibility, affordability, acceptability,

appropriateness, competency, timeliness, privacy, confidentiality, attentiveness, caring,

accuracy, reliability, i continuity, equity,

amenities, and facilities (Mosadeghrad, 2014b).

Visiting a health facility for treatment is a nightmarc for many people across the world,
-

the best of but the

such as I
large number of people. unfriendly personnel, confusing instructions, delays and cost among
others. make it unpleasant for many healthcare seckers (Kapoor, 2011), Utilizing scrvices

provided in the health insitution such as laboratory services, pharmacy, accommodation,
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rural areas (Kapoor, 2011).
Some studies on quality of care in Ghana in the areas of maternal and neonatal care, trauma,

hypertension and malaria, identified poor administrative functioning, lack of equipment,

supplies, laboratory services, treatment protocols, ional staff attitude

as some of the problems affecting client satisfaction (Escribano et al., 2016).

“The patient and health care provider's ion on quality differ. The patient’

on quality of care are ibility and ility of healthcare, delivery,

early diagnosis and treatment, to enable them return to their normal function and also to be
treated with respect”. Whereas the healthcare providers also perceive quality of care as

“availability of resources, satisfaction with client outcome, self-satisfacti g

skalls acquisition” (Kapoor, 2011).

Improving healthcare quality will yield positive outcome on the service provided to clients
and will result in low expenditure on health systems. The burden on the health system will

be reduced since the client would not spend much time in the facility, resulting in increased

and to yield high organizational output and

of supplies and resources (Mosadeghrad, 2012).

1.2 Problem Statement

Atall levels of healtheare, providers are expected to provide clients with quality healthcare
that meet their expectation. However, the concem of most clients visiting the health sector
is the poor client provider relationship which affects the quality of care they receive, The
perspectives of clients and service providers on the quality of eare are important in
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interventions and treatment outcomes for HIV clients.

For PLHIV, loss to follow up, non-adherence to treatment, poor retention in care and high
defaulter rates can occur if clients are not satisfied with the quality of care they receive
(Anosike, 2018). This can affect their treatment outcome, resulting in poor viral suppression
and increased mortality.

Further, the 2016 Ghana National Health Policy identified concerns of clients with regards
1o abusive and humiliating treatment by health care providers, shortage of logistics and
pharmaceuticals as issues affecting quality of care (MOH, 2016). Although these are known
facts about the importance of quality of care for PLHIV, there have been few endeavors
targeted at assessing the quality of these services.

The national ART coverage in Ghana is 33.88%. In Greater Accra region there are about
73,556 PLHIV (GAC, 2017) of which as at 2018 only 24% of the clients were receiving
ART services (GHS, 2018). It is necessary to know the quality of ART services in this
region. The Ridge Hospital, being the regional hospital sees a lot of PLHIV and no known
studies have been conducted at the facility to consider the quality of ART services and seek
the perceptions of both clients and providers on the factors influencing quality of ART
services. These will inform  poicies and measures to help improve on the quality of care
provided to clients at the ART centre. This study therefore sceks to assess the quality of
ART services for PLHIV at the Ridge Hospital in Accra.
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1.3.1 General Question
What is the quality of ART services for PLHIV at the Ridge Hospital in Accra?

1.3.2 Specific Questions
What are service provider’s perceptions on quality of ART services?

1

2 Whatis the quality of ART services from the client’s perspective?

3. What are the factors influencing quality of ART services?

4 Whatare client's expectations on improving quality of ART services?
1.4 Objectives

1.4.1 General Objective
This study secks to assess the quality of ART services for PLHIV at the Ridge Hospital in

Accra.

1.4.2 Specific Objectives

To assess the service providers perceptions on quality of ART services

~

To assess the quality of ART services from the client’s perspective.

To examine factors influencing quality of ART services.

-

To explore clients expectations on improving quality of ART services.
1.5 Sigaificance of the Study

With a national ART coverage of 33.88% in 2017, it is very unlikely to achieve 90% ART

age by the year 2020. It is i 10 identify factors i ing the quality of ART
services to retain people in care. To ensure the facilities providing services to HIV/AIDS

clients are well prepared to meet the demand and maintain the clients in care, it is important
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provider's perspectives on this to be able to achieve the HIV 90-90-90 target.
There has not been any known study at the Ridge Hospital on the factors influencing the
quality of care of PLHIV at the ART centre. Therefore, this study will help to understand
this from the providers and client perspective and identify the factors influencing quality of
care at the ART centre to improve on the services provided in order to achieve the 2030
HIV/AIDS agenda. Findings from this study will also contribute greatly to knowledge,

inform policy and improve on HIV care in the region and country at large.
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LITERATURE REVIEW

2.1 Introduction

According to the United Nations programme on HIV/AIDS (UNAIDS, 2013) there are an
estimated 35.3 million people living with the human immunodeficiency virus (HIV)
worldwide. HIV/AIDS continues to be of global concern, although the status has shifted
from being a fatal disease, to a chronic, but controlled disease (Jin et al., 2014). Since the
implementation of antiretroviral therapy (ART) services, morbidity associated with
HIV/AIDS has reduced significantly (Hogg et al., 1998). Standard quality ART services
will allow patients retum to their normal lives, support their families, achieve their goals
and live productive lives. However, if the quality of life of PLHIV who patronize ART
services does not improve in any way, they will not adhere 1o the treatment, Non-adherence
to treatment has the cascading effect of treatment failure and drug resistance (Jin et al.,

2014).

Treatment for HIV/AIDS is lengthy. ART services must be tailored in such a way as to
encourage patient participation, in order to avoid any relapses in treatment, Several factors
influence the quality of ART services in our health facilities. These shall be discussed in
this literature under three broad topics: client factors, including age, educational level, and
marial status among others; structural factors, including infrastructure, distance of facility
and siaff availability; and process factors, including client-provider relationship, privacy

and waiting time.
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Antiretroviral treatment was started in Ghana in 2003 (NACP, 2010). ‘The introduction of
ART is reported to have reduced the progression of HIV to AIDS, as well as the death rate
of AIDS on a global count (Wasti et al., 2012). Following the guidelines provided by the
WHO, efforts were put in place to make ART medications available and accessible to
PLHIV.
Client perspective on quality of ART services can be assessed by client satisfaction towards

healthcare delivery. Batbaatar et al., (2017) identified two main factors that influence patient

satisfaction as being patient-related and provider-related. 1 healthcare
delivery involves both patients and healthcare providers. Provider-related factors include
provider competence and interpersonal relationship (Batbaatar et al., 2017), whereas
patient-related factors include age, gender, socio-economic status and expectation (Bleich
& J1. 2009). However, these are weak-linked and are not very good indicators of patient

satisfaction with healthcare services (Adhikary et al., 2018).

Client perspectives on the quality of ART services tend to affect adherence and non-

Several

adherence and non-adherence to medications. Wasti ct al (2012), showed that PLHIV in
Africa are more compliant on ART medications than in other parts of the world. Some

factors that contribute to i of ART lications have been d o

include illiteracy, alcohol intake and religious beliefs (Wasti et al., 2012). In other studies,
adherence to medications is influenced by such factors as social support, counselling, and
‘motivation from other clicnts on ART (Gugsa et al,, 2017).
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221 Socio-Demographic Fuctors
Socio-demographic factors include cthnicity, gender, age and educational level. These
factors play a role in affecting the quality of bealth services. It has been documented to
influence the interaction between a health service provider and a client, which consequently

affects the quality of service provided (Mosadeghrad, 2014b). It is noteworthy that, aside

ic factors of patients, those of care providers also influence care provision.

Educational level as a socio-demographic factor has been elucidated 10 affect quality of
service. According to Widayati et al, (2019), the higher the patient’s educational level, the
lower the assessment of quality health service. Accordingly, Péfoyo & Wodchis (2013),
found out in their study that patients with higher education tend to have higher expectation
on service quality. On the contrary, Babatunde (2013), states that the higher the educational

level of the patient, the higher the level of satisfaction to the quality of the service given.

Client economic status is another factor to quality of service. Nyandwe et al,. (2017)
documented that perception of the quality of service provided is depended on the
socioeconomic status of the client, The higher the patient’s income, the greater the patient’s
expectation on the quality of service.

222 Patient Cooperation

In eelation to socio-demographic factors of patients, patient cooperation is needed to assess
the quality of service provided at health facilities. This is because, the outcome of health
care provided at any facility can be influenced by the patient’s ability to provide all
information associated with their ailment (Mosadeghrad, 2014b). When a client is
fortheoming with information concemning their health condition, a good outcome is
expected. Patient cooperation is closely linked to socio-demographic factors of both

10
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clinician. In a local public hospital, patients are more likely to divulge information about
their health to care providers who arc fluent in the local dialect (Mosadeghrad, 2014b).

23 Structural Factors that Affect Quality of ART Services

230 Distance from Facility and Cost

The provision of comprehensive care for PLHIV who patronize ART services in Ghana has
greatly declined the morbidity rate of HIV/AIDS in the country (NACP, 2016). This is
because ART services in the country are covered under the National Health Insurance

Scheme (NHIS). Clients therefore, have access to the medications at little or no cost at all.

The cost of ART services i b 10 be dynamic, rather th
(Mikkelsen et al., 2017). Even so, paticnts fail to visit health facilities for follow-up and
refill of medications. This has been antributed to the long distance between clients” homes
and the health facilities that provide ART services. A study in Uganda by the World Health
Organization (WHO, 2006) reported a similar situation. The study reported that transport
osts are not the only reason why PLHIV fail to tum up for follow-up and refill. For others,
lack of the means of transportation, especially for thosc in remote areas, is also a challenge
(WHO, 2006). In addition, due to inadequate funding sources for the NHIS, many clients

are denied medicines at their visit to the health facilities, and tend to buy them, which have

been tobe i iah-Amponsah et al,. 2019).

232 Infrastructure and Resources

Infrastructure and resources influcnce the quality of healtheare services. Mosadeghrad,
(2014b) identified that working with low-quality material decreases productivity, whereas
high-quality services are because of high-quality machinery. Awuah Peprah (2014), stated
that the ability of a health fcilty 10 provide the services they promise has a positive

influence on assessing the quality of servics provided in tha facfity. Awuah Peprah (014),
1

cE-g.e
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service. Insufficient infrastructure and resources inhibit delivery of good quality medical

services (Mosadeghrad, 2014b).

233 Availability of Medications and Side Effects
The World Health Organization (WHO, 2006) reported that there are periodic shortages of
antiretroviral medications at health facilities located in Botswana, Tanzania and Uganda.
Quality of service as analysed by patient satisfaction is affected because of unavailability of
medications. On the other hand, patient satisfaction will be boosted, and thus affect the

quality of service provision, in the instance of available medicines at the health facilities.

Cl i i icati report side effe 'WHO, 2005). These includ
body rashes. nausea, headache, diarthoea and vomiting. Clients therefore refuse follow-up

and refill medications after a short while of taking the medicines.

234 Availability of Treatment Guidelines
According o the current treatment regimen for PLHIV in Ghana, “ART should be given to
all confirmed HIV positive clients regardless of WHO clinical stage and at any CD4 cell
count” (NACP, 2016). In 2013, the WHO propounded that ART treatment should be started
forafladults with CD4 cell counts of <500 cells/uL. (WHO, 2013). Two years later, in 2015,
the organization recommended treatment to begin at any CD4 cell count (WHO, 2015), The
availability of these treatment guidelines in the various health facilites in the country
influences the quality of care. Accordingly, Mikkelsen et al,, (2017) assert that ART
reatment and treatment guidelines require adequate coverage in the country.

235 Staff Capacity
mdﬂ'nudtorllullhemh\cmsesbytheyunbllmonlwspihlsmnolequippedwilh

adequate number of staff to care for the increasing patient number, In Iran, Mosadeghrad,

12
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et al. (1999) reported that inadequate staff capacity is influenced by the health facilities
economic restrictions. In addition, in Uganda and Tanzania, health workers are overworked
a5 they struggle to cope with the large number of patients who report daily 10 health (WHO,
2005).

2.4 Process Factors

2.4.1 Waiting Time

The length of time that patients spend to receive care in facilities have received aniention
from many people. Long waiting time is a major challenge that has been identified to affect
the provision of healtheare delivery in several Aftican countries. In Tanzania, it was
reported that clients spent an average of six hours in accessing ART services (WHO, 2006).
[n Botswana, clients spend averagely four hours to receive care WHO (2006). The situation

is no different in health facilities in Ghana. Demoulin (2014), asserts that waiting time is a

problem i quality of health ices. Patients become less interested

in visiting health facilities because of this issuc.

242 Confidentiality and Trust

Client confidentiality and trust influence service quality. This can be atributed to patient-
provider relationship status (Atinga & Abekah-Nkrumah, 2011). Patients tend to trust
caregivers based on the relationship that they establish with them. Good interpersonal
relationship brings good relations and trust between healthcare providers and their clients
(GHS, 2004). To achicve the desired outcomes at health facilities, caregivers and clients

must co-existin a good relationship, to the end of generating trust (Mosadeghrad, 2014).
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The Guidelines for Antiretroviral Therapy in Ghana according to the NACP (2016),
recommend that management of PLHIV be done through a multidisciplinary approach,
involving a team, including a cl

Mosadeghrad, (2014b) stated the quality of medical services delivery is influenced by the

ian, nurse, counsellor and laboratory staff, among others.

continuity of the relationship between a patient and the caregiver. Agreeably, Ditto et al.,.
(1995) reported that this relationship is dependent on the physician’s personal qualities of
empathy, honesty and compassion to gain the client’s trust. Good interpersonal relationship
among patients and caregivers have been proven to improve client adherence to ART

regimen (Ditto et al., 1995).

244 Privacy

Quality of service has been shown to be improved by privacy of clicnt data (Wierda et al.,
2018). In recent times, privacy has become an important global concem. Healthcare
providers in the USA have been the target of hackers stealing personal client data (HIPAA,
2018).
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re 1: Conceptual Framewark for Quality of Care for Penple Living With HIV at
the Greater Accra Regional Hospital

25,1 Narrative on Coneeptual Framework

The conceprual framework for this study was developed under client factors, structural
factor and process factors. The client factors comprise of age. sex. marital status. educational
fevel and employment status. The structural factors are saff capacity, infrastructure.
availability of ART, availability of standard guidelines and distance to facility. The process

factors include clicnt-provid privacy.

and trust and waiting
time. These three categories of factors will influence the quality of care of ART services.
The outcome variable in this study is quality of care of ART scrvices with client factors,
structural factors and process factors as independent variables.

15
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METHODS

3.1 Introduction
This chapter presents the research methodology for this study. The primary components of
this chapter includes study location, study population, study design. study procedure,
sample size, participant recruitments, sampling procedure, inclusion criteria, data

collection method, data security, data analysis and ethical considerations.

3.2 Study location

The study was conducted at the ART unit of the Greater Accra Regional Hospital (GARH),
which serves as a Leaming Centre for various tertiary students, and also a referral centre for
district hospitals and other health centres in neighboring communities such as Nima,
Maamobi, Kanda, Accra Newton, Kotobabi, Osu, La, Adabraka, Achimota and Central

Accra. It has all the various departments in a tertiary institution except for few specialized

areas such i i , oncology and plasti Such cases \

flen referred to the Korle-Bu Teachi ital and someti 37 Military Hospital ‘
(GHS, 2014). The Greater Accra Regional Hospital (formerly known as Ridge Hospital) is
sited within the Osu Klotey Sub-Metropolitan Assembly, which s one of the fifteen sub-

metros in Accra. The hospital occupies a total land area of about 15.65 acres (GSS, 2010).

The hospital provi inpatie -pati i ity of four hundred
and twenty (420) to be increased to 620 in the future. |

‘The ART unit between 2006 and 2018 had a total number of 5710 clients registered for ART

services, of whi 14491 cli ive i ic. Total number of cli |
dead between this period was 200 and clients lost to follow up was 361(Greater Accra |
Regional Hospital Annual Report 2017),
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The study was a mixed method design using a descriptive cross sectional survey
(quaniitative method) and a key-informant interview and in-depth interview (qualitative

‘methods).

3.4 Study procedure
This was a facility based study where clients and health workers at the ART centre were
interviewed on the quality of ART services provided to clients. A health facility assessment
was also conducted to determine the quality of the services provided. The quantitative
survey for the client was meant to measure the quality of the services provided and the
qualitative interviews for both clients and health workers was meant to get individual views

onthe services provided and their expectations on improving the care.

35 Study Population
The study population included HIV positive clients above 18 years as well as ART service
providers such as nurses and pharmacists working at the ART centre were also interviewed.
Participant Recruitments

The study recruited participants from the ART centre of the Greater Accra Regional
Hospital, recruitment i h y partici T cli

18years) were recruited for the study after they had been seen and assessed by the nurses

and served at the pharmacy.
36 Inclusion and Non-Inclusion Criteria
3.6.1 Inclusion Criteria

For clients:

AlLHIV positive clients above 18 years who came to the ART centre for treatment;
17
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For service providers:

Head of the ART unit and/or their deputies who have spent at least six _months i

the facility providing the ART services.

3.6.2 Exclusion Criteria

For Clients:

Clients who were very ill (clients who were too weak to walk or were being assisted
by others);

Clients who refused to consent.
For Service Providers:
ART providers who refused to be interviewed;
3.7 Sample Size Determination

Sample Size for Quantitative Data

The Yamane formula was used to estimate the sample size:

= N
1+Ne?

Where:

N s the expected total population which s 749 (number of clients visiting the ART centre
monthly)

= is the margin of error
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Ridge Hospital ART centre monthly)
Margin of error is 0.05
Hence the minimum required sample was
=__149
1+749x (0.05)
n=260.38

n =261

Hence the minimum required sample size was 261 clients
Sample size for Qualitative Data

For the qualitative part of the study purposive sampling was used to recruit five healthcare
providers and five clients for the study.
38 Sampling technique
Convenient sampling was used to select clients for the study afier they had been seen |
and served at the pharmacy. This was necessitated by the low attendance of clients to
the clinic. |
Purposive sampling was used to select service providers. They were identified and the
study objectives were explained to them, and then they were invited for the interviews
as key informants in this study. |
Data Collection Tool
A structured questionnaire was used to collect the quantitative data from the clients. In-

depth interview with an interview guide was used to gather views on client's expectations |

19
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conducted to gather service provider’s perspectives on the quality of ART services, using a
semi-structured interview guide. A health facility assessment tool through observation was
also used 10 assess the facility, whilst a Morisky adherence scale was used to measure

patients’ adherence to ART treatment. ‘
3.9 Data Collection Procedure

Witten informed consent was obtained from eligible participants before administration of
questionnaire or the conduction of interviews. Data was collected by the researcher assisted
by two research assistants who were trained for the purpose of this study. Interviews were
conducted in English, however, questions were translated into the local language for eligible
panticipants who could not understand and speak English. Data collected was cross-checked
and validated after each session by the principal investigator.

3.10 Study Variables

3.10.1 Qutcome Variable
Quality of ART services.
This was rated on a five point Likert scale rating from “very bad, bad, moderate good
and very good”.

3.10.2 Independent Variables
©  Client factors: Age, Sex, Marital status, Education level, Employment status.
*  Structural factors: Staff capacity, i avail,

standard guidelines, distance of facility,

ility of art, availability of
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3.1 Data Security

The principal investigator closely monitored the data collection process 1o ensure the
accuracy of data collected from the clients and kept questionnaire and audio records secured
and safe in a locker to prevent access by any third party. Collected data were stored on the
personal pass-worded computer of the principal investigator with limited access 10 the

research team.

312 Quantitative Data analysis

Data was entered into Microsoft excel version 2016 and exported to Stata/IC 15.0 for
analysis. The variables were coded and some continuous variables such as age, sex, marital
status and years on ART were categorized. Descriptive statistics such as frequencies,
percentages means, and standard deviation were used to describe categorical variables, and
continuous variables. For quality of services measures, a binary outcome of *1" was
designated if responses were either a moderate good/ or very good and *0° if any of the
response was very bad and/bad. The Morisky 8 ~item scale was used to measure adherence
10 ART. Clients were asked to give account on adherence by answering cight questions. A
recall period of seven days was used, thus approximately one week. The scale was made up
of first seven (7) Yes/No questions whiles the remaining constituents a S-point Likert
response. A score of ‘0" was given to No response and a score of *1’ was given to a Yes
response. All Yes/No questions under Morisky scale were combined making a total score
of seven. A total score of 1-2 was defined as optimal adherence whiles a total score greater
than two was defined as sub-optimal adherence.

21
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The qualitative data gathered were transcribed verbatim and translated from the
Janguages into English, then back-translated 1o cnsure consistency with content and
meaning. It was organized using NVivo version 12, where codes were used to generate

themes.

3.14 Ethical Considerations
The protocol of this study was reviewed and approved by Ghana Health Service Ethics
Review Committee (GHS-ERC 053/05/19) before field activities. Formal permission was

also granted from the Greater Accra Regional Hospital Directorate.

3.15 Consent form

‘Written and verbal informed consent was granted from participants before starting the data

collection. The i form icipants in either English or translated
into their local language for casy understanding. Participation was voluntary and
respondents were reminded of their liberty of refusal to answer any question when they felt

uncomfortable as well as to even withdraw from the study at any time if they wished.

3.16 Confidentiality

Informat llected for academic No personal identifying i

was collected from clients. All information gathered remained confidential and stored in a
box and locked with a key with access restricted to only the principal investigator and the
academic supervisor. The data will be permanently discarded afier a period of five years,
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There was no direct benefit to clients for participating in this research. However,
information shared voluntarily might contribute to knowledge that would help improve on
the ART service quality in the unit and Ghana at large. Again, there is no known harm or

risk associated with this study.
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RESULTS AND FINDINGS

4.1 Introduction
‘This chapter presents detailed analysis of data collected. The aim of this study was to assess

p ig lity of ART services, de i lity of ART services

quality from the cli jve, determin i i ART services

and explore clients’ expectations on improving ART services in the Greater Accra Region
of Ghana.
42 Socio-demographic Characteristies of PLHIV

Table 1 the soci i ics of the ici) Out of 261

ART clicnts interviewed, more than half (69%) were females with majority (31%) within
the age group of 40-49 years. Nearly half (45.6%) of them werc married. The highest level
of education atiained by most of them (39.8%) was the senior high school. Majority (70.5%)
were sclf-cmployed with only 14.9% of them unemployed. Most of them (67.1%) used more
than an hour to arrive at ART facilities and majority (89.7%) waited for more than an hour
10 see a doctor. More than half of the respondents (67.4%) spent GHS 10 to 20 as cost of
transportation to amive at ART facilities whilst 64% of them were extremely satisfied with

the quality of health care offered them at ART clinics.
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s Frequency Percentage
N=[261] (%)
=T 42.6(11.26)
<30 years 36 B
30-39 years 7 72
4049 years 81 310
pripigani 50 192
Pt 2 88
Sex
Sl 81 310
Female 180 69.0
Marital status
Single 64 245
Maaried 19 456
Divorced 35 134
Separated 3 11
Widowed 35 134
Co-habiting s 19
Education
None 20 77
Primary 36 138
IHS 63 241
SHS 164 398
Tertiary 38 146
Employment status
Employed 39 149
Unemployed 38 146
Self-employed 184 705
Satisfaction of quality of health care
Not satisfied 9 34
Satisfied 41 157
Very satisfied 44 169
Extremely satisfied 167 64.0
Travel time to ART facility
<1 hour 24 92
1 hour 62 237
> 1 hour 175 67.1
Waiting time to see doctor
< 1 hour 2 103
> 1 hour 234 897

_ 0"
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facl
< GP;'SY 10 4 207
GHS 1020 176 674
>GHS 20 31 ne
ART type

Firstline 28 874
sceond lie 32 123
Third line 1 04
ART refill

Monthly 10 38
Two months 36 138
Three months 127 487
Six months 38 337

4.3 Adherence to ART medication among PLHIV

Respondent’s level of adherence to ART medication was assessed. Majority (72.4%)

indicated they do not forget to take their ART pills. A few (4.2%) missed taking their

medications for reasons other than forgetting. Only a few (4.2%) stopped taking their

medication without their doctor's knowledge. Al of the respondents took their medications

aday carlier whilst nearly all (99.6%) indicated that taking medication every day does not

inconvenient them. More than half (69%) always remembered to take their medication

without any difficulty while 19 (7.3%) sometimes found it difficult remembering to take

their medication.

26
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herence measuring scale r;?;:.;cy I’i(c:/:l)iap
et ke your pill? 50 i
. 7 276
ins taking their medications for reasons other than forgetting.

) 250 958
M 1 42

taking your medication without telling your doctor

e 250 958
s n 42
srget to bring along your medication due to travelling

) 247 94.6
14 54
d you take your medicine yesterday?

o 0( 00
IS 261 100
aking medication every day is a real inconvenience for you

o 260 9.6
e 1 04
eel hassled about sticking to your treatment plan.

o 248 95.0
e 13 50
‘ifficulty remembering (o take all your medications.
lever 180 69.0
Ince a while 60 20
smelocs 19 73
sually 1 04
Al the time. 1 04
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Adherence to ART medications among clients using the Morisky medication adherence

scale. Majority (65.9%) had good adherence while 34.1% of them had poor adherence to

ART medication.

4.4 Quality of ART services
Quality of ART services rendered by health personnel was assessed in terms of some

parameters (
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(94.6%) stated that ART support and compassion they received from health providers were
very good. In the same vein, 95.8% also stated that they were respected and treated with
dignity by health care providers. In terms of adequacy of health resources and services, 95%
of the respondents stated that ART clinics have adequate medical equipment, and 91.2%
reported that ART clinics had very good spacious in-waiting area and examination room, In
terms of healtheare delivery, 94.2% of the respondents opined that ART facilities provide

(93.5%) stated that it was very

clients with very good di

casy to get access o ART supplies.
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VeryBad Bad Moderate

Variable
0(%) n(%) (%) (%) Good
n (%)
‘Health persounel practice and conduct
ART Support and compassion received 0(0.0) 0(0.0) 3L 11(4.2)  247(94.6)
from the health providers?
Respect and dignity from health care 0(0.0) 0(0.0) 4(1.5) 72.7)  250(95.8)
id
?:l‘:lgz;!nf the staff? 0(0.0) 0(0.0) 3Ly 6(2.3)  252(96.6)
Honesty from health professionals with 0(0.0) 100.4)  1(0.04)  6(2.30) 253(96.9)
ART
Level of privacy given at the ART 1(0.4) 93.4) 3(1.2) 38(14.6)  210(80.5)
clinic?
Involvement in decisions regarding best ~~ 0(0)  0(0.0)  1(04)  11(42) 249(95.4)
Physical examination by your physician ~ (00)  0(0.0)  00.0)  11(42) 260(95.8)
and nurses
Adequacy of resources and services
ART clinic having enough medical 0(0/0)  0(0.0) 1(0.4) 12(46)  248(95.0)
equipment?
ART supplies within the facility 0(0.0) 0(0.0) 1{0.4) 15(5.8)  245(93.9)
Spaciousness in waiting area and 0(0.0) 1(0.4) 1(0.4) 21(8.1) 238(91.2)
€xamination room
Sanitation at the ART facility 0(0.0) 1(0.4) 0(0/0) 9%3.5)  251(96.2)
Healtheare delivery
(Dwfmsuc services provided at the 00.0)  000) 0(00) 1558) 246(942)
acilit
Good quality of ART given at the 0(0.0) 0(0.0) 0(0.0) 16(6.1)  245(93.9)
ART yvm afucility helping L restore — 00.0)  0(0.0)  104)  11(42)  249(95.4)
your beal
Aemsimmy of care
Opcrl:llim\al hours of the facility suites 0(0.0) 2(0.8) 5(1.9) 16(6.1)  238(91.2)
Ease t0 get your ART supplies 000)  208)  104)  14(54) 244(93.5)
flllld‘.»e from your home to the ART 2(0.8) 5(1.9)  83.1) 21(8.1) 225(86.2)
w'“"‘ time to see a doctor at the ART 2(0.8) 5(1.9)  6(23) 249.2) 224(85.8)
Comimobedin ART 000 415 519 2007 232889)
o docs he operational bowrsof  104)  00.0)  208) 19073 239091.6)
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that, the lity of AR’

services. They mentioned that, quality of ART services focused on how satisfied clicnts
were with the services. As mentioned by the service providers, quality of ART services also

focused on addressing the needs of clients. Some of the service providers said:

‘Qualiry ART will basically

nand having satisfactory response (o whatever he or she came here
for. 1think we are on a better side. We are doing well. compared to
other facilities which normally fall on us for assistance and all
that.  Pharmag

Quality has 1o do. in my opinion quality has to do with the clients

Stigma, the medications they are supposed 10 get, they get the right
dosage. on time and then basically that’s ir. Ever since I started
working here for this period 1 will say the quality is ok. Why will 1
say it’s ok? L'will say it's ok because there are times we get clients
that we are supposed 10 refer to other places but then they insist on
being catered for here... Nurse

45 Quality of ART services.
Error! Reference source not found. summarizes the quality of ART services provided by
health personnel to clients coming for ART services. Most (88.9%) of the respondents
indicated ART scrvices they receive are of good quality while 11.1 % indicated the services

are of poor quality.
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4.6 Association between Quality of ART seFvice, demogr: lrldensll(s ‘and
adhercace to ART medication.

Association was tested between quality of ART services, socio-demographic characteristics
and adherence to ART medication. The study found no statistically significant association
between sex [4=0.00, p value= 1.00), marital status [}=10.74, p= 0.057], education
(£=1.99, p= 0.737], employment siatus [2=3.17, p = 0205}, travel time to ART facilities
[£2=1.30, p= 0.523] and adherence to ART medication. In addition, there was no statistical
significant between cost of transportation to ART facilities, [[2=0.27, p= 0.874], ART type
(2= 0.86, p value 0.649], ART refill [?=0.36, p = 0.948] and adherence to ART services.

However, there was statistically significant association between age [x2= 10.25, p= 0.036], ‘
satsfaction of quality of health care (£2= 13.23, p=0.004], waiting time to see doctor [12=
15.06, p value <0.001) and adherence to ART services. Also, there was a statistically
significant difference between quality of ART services and adherence to ART medication

[2=6.45,p=0.011].

Table 4: Association between quality of ART service, demographic characteristics
and adherence to ART medication.

Outcome of Preterm birth

Variable Poor quality  Good quality  y*(p-value)
N(%) N (%)
l"ﬁl In=232
Agelyears) 10.25(0.036)
<30 years 7(24.1) 29(12.5)
30-39 years 1034.5) 61(26.3)
Mso.sg years 269) 79(34.0)
2 years 6(20.7) 44(19.0)
s ea 4(13.9) 19(8.2)
0.00(1.
:ﬁ;k 9(31.0) 72(31.0) el
2069.0) 160(69.0)
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B w2 o,
S PUEY T )
Widowed (13. a4
Corhabiting 16.4) —
Education B .
pd i )
[<hodd ) 5523.7)
= Noih  ud
SHS
Tertnty 6(207) 32(138) on0s
Employment status iy )
Employed 724.1) 32138
Unemployed 2(69) siss)
Self-employed 20690)  164(70.7) .
Satistaction of quality of health 13.23(0.004)
eare
Notsatsfied 269) 76.0)
Vv e
Very satisfied L ;
Extremely satisfied NG9 15667.2)
Travel time to ART facility 1300.523)
Thour ey S
1 hour (27.4 &
> 1 hour 17(58.6) 158(68.1)
Wling e o e doctor o 15.06(<0.001)
931.0) ’
1 hour 0690)  214022)
Costof transportation to ART 027(0.874)
facility
<GHS 10 781 a0
GHS 10-20 19655 157(67.
>GHS 20 3(103) 28012.1) .
ART type 0.86(0.649)
Firs linc uE2E 204679
Second line 5(172) 27(11.6)
Third line 00.0) 104)
ART refill 036(0.948)
Monthly 164) 9.9)
Too ments oy Bay
Three mon 15(51. 11208,
Six months 10345 75036
Adherence to ART medication 6.4500011)
Poor adherence 16552 T3GLS)
Good adherence. 13(44.8) lsgsx 5)
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comments included;

‘one suggestion 1 will give is io make doctors availuble.
anytime that we do the lab test. they should let us have it on ttme.
pP3

<0 if they- could maintain some number of staff and then work with
them for a period of time .. if they can maintain a number of people
 for some time, ych err for the lab, 1 don't know what is the main
issue but if they should secure equipmen, or they could even set up
alab in._in the hospital.._P1

4.7 Factors influencing quality of ART services among PLHIV

Waiting time to see doctor and adherence to ART medication were identified as factors
influencing quality of ART services. The regression model showed that waiting time of <
1 hour s likely to increase the quality of ART services among clients by 4.64 times
compared to waiting time of > 1 hour (AOR= 4.64, Cl= (1.70-12.62), p= 0.003]. The
model also showed that good adherence to ART medication was likely to increase the
quality of ART services by 2.68 times compared to poor adherence. Sce for detTable 4:

Table §: Factors influencing quality of ART services among PLHIV

Variable Crude Oddsratio _ Adjusted Odds Ratio
OR (95% C1) p-value _ OR (93¢, C1) p-value

30-39 years 1.15(0.82-1.61) 0.416

Male 1.00(0.43-2.30) 1.00
Marital status
ingle
Married
Divorced 110(0.81-1.50) 0.524
Separated
Widowed
Co-habiting
Edueation
N

0.87(0.61-1.24) 0.438
34
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iary
Employment status

Employe

Unemployed

Self-employed

Satisfaction of quality of health

1.23(0.75-2.00)0.409

care 1.55(1.05-2.29) 0.028
Not satisfied

Satisfied
Very satisfied ‘
Extremely satisfied
Travel time to ART facility
<1 hour 1.37(0.79-2.35) 0.258 Reference
1 hour 0.67(0.16-2.80) 0.581
> 1 bour 1.01(0.27-3.73) 0.992
Waiting time to see doctor
<1 hour 5.35(2.13-13.45) Reference
> 1 hour <0.001 4.64(1.70-12.62) 0.003
Cost of transportation to ART

1.19(0.60-2.36) 0.614

0.70(0.26-1.91)

0.91(0.55-1.51)0.717
Six months
Adberence to ART medication
Poor adherence 2.68(1.22-5.86) 0.014 Reference
Good adherence 2.34(1.03-5.28) 0.042
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Method of data collection Parliciulu
DI Male (2) Female (3)
Married (1) Single (1)
Single (1) Married (1)
Widowed (1)
Key informants Pharmacist (2) Nurse (3)
Working experience (3 Working experience (1-5
years) ars
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o (2) males, three (3) females were interviewed. Among the males, one (1) was
and one (1) was single. Among the females, one (1) each was single, married and
widowed. Out of the five (5) health care providers two (2) were pharmacists, three (3) were
nurses. Years of working experience for pharmacist was 3 years cach whiles working
experience for the nurses was between 1-5 years.

clients,

Facility assessment

‘The Ridge Hospital ART Unit was assessed for readiness for initiating antiretroviral therapy.
‘This asscssment was based on six domains. The scores of the assessment of each domain are
summarized inFigure 1 below. The highest domain scores were recorded for the leadership
and program model, management and evaluation and drug management and procurement
models (5). This was followed by services and clinical care domain (4.75), staffing and
experience (4.67) and laboratory capacity (3.5). The overall assessment score of the facility
was 27.92. This total score implies the facility is at stage 5 of initiating ART. This means the
facility is performing adequately, however it may require support in maintaining and
expanding its current operations, It is also an implication that the facility can function as a
training centre and provide technical support for other facilities at other stages of initiating
ART.
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DISCUSSION
5.1 Introduction
The current study assessed the quality of ART services offered to people living with HIV
(PLHIV) at the Greater Accra Regional Hospital in Accra. Generally, the study found good
quality in ART services offered to PLHIV at the Hospital. |
5.2 Perceptions on quality of ART services
Service provider's perception on quality of ART service were measured through in-depth
interviews. Indeed, their understanding of quality service is fundamental in providing
quality service to their clients. From the perspective of health workers in this study, there
was a fairly positive perception on quality ART services. Service providers interviewed do
not have adequate understanding of quality of ART services, which was contrary to what
was reported by Ndou and colleagues (Ndou et al,. 2016). According to them, ART service

is a comprehensive package that spans from administration of drugs (ART), adequate

counselling, proper of istic infections and

and nutritional support (Ndou et al,. 2016) . These components arc essential in

the experiences and ions of patients secking care in order to satisfy
their nceds. It is also a way of achieving the Sustainable Development Goals, particularly
goal three which secks 10 ensure healthy lives and well-being for all (UNCG, 2017).
Unfortunately. scrvice providers in this study mentioned that quality of ART services only
focuses on how satisficd clients are with the services and addressing the needs of clients.

Quality of ART services from the client’s perspective

¢ key componeat in evaluating quality of health Howerer

Mmdmhﬂmﬂﬂkﬂy&ﬁmquﬁwﬁﬂT!ﬂviﬁs.mftilm
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quality. As far as this study is concerned, quality of ART was assessed by looking at the
following domains: health personnel practice and conduct, adequacy of resources and
services. smooth healthcare delivery and accessibility of care. Mosadeghrad (2014)
ideatified that infrastructure and resources influence the quality of healthcare services. He
further iterated that working with less quality material has the tendency of decreasing
productivity and then vice versa. Likewise, Awuah Peprah (2001) opined that the ability of
2 health facility to provide services they promised patients is likely to influence quality of
service provided in that facility. As part of assessing quality services, a facility assessment
was conducted to determine how ready and equipped designated ART service facilities arc
to deliver effective services to its paticnts. Facilities in this study generally had high
assessment score for leadership, management and evaluation and drug management and
procurement, whilst services, clinical care, as well as expericnced staff did not show a
moderate assessment score. The laboratory in general was not adequately equipped to
provide ART services.

Quality is a major indicator influencing sustainability and compliance 1o ART services
among HIV patients. Undoubtedly, quality of ART services which subsequently influences
‘adherence among patients is influenced by wide range of factors. Evidence indicates that
these factors can be captured as client related factors, structura! factors and process factors.
Some of these factors are interrelated; hence, to improve quality in ART services, there is
the ned for articulation of all these factors by appropriate authorities to maintain quality,
In this study, waiting time which others classified under process factors, was found to
influence quality of ART services greatly. The odds ratio revealed that quality of ART was
464 times much betierin patients with waiting time of less than an hour compared to those

han an hour. Waiting ti &
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four hours to receive care from some health personnel (WHO, 2006). Similarly, clients
speat an average of six hours in accessing ART services from most Tanzania hospitals
(WHO, 2006). Seemingly, the situation of long waiting time might not be different in Ghana
2 demonstrated in this study. Likewise, a cross section study done in Kumasi Metropolis
of Ghana on care of patients on ART therapy found that majority of HIV clients waited for
more than 3 hours at the clinic before being attended to (Ohene & Forson, 2009). In fact,

Demoulin, 2014 reported in his study that waiting time is a problem that negatively affects

the quality of health services. Patients turn 1o be less interested in visiting health facilities
because of this issue, Time is an important resource valued by many people including
patients. Subsequently, the situation where patients must wait for long periods before being
attended to by health personnel is likely to reduce the chances of the patient re-visiting the
hospital. A cross sectional study done in Nigeria on patients satisfaction with quality of ART
services found that patients spent significantly less time visiting public health facilities
compared to private health facility for ART services because median time spent waiting to
see a doctor in public health facility was half of the time spent in private health facility
(Osungbade et al.. 2013).

5.3 Factors influencing quality of ART services

An estimated 66% of the participants adhered to their ART treatment regimen. The logistic
regression analysis found waiting time and adherence to ART medication as major factors
influencing quality of ART services among PLHIV. Another contributory factor to quality
©of ART services as determined by this study is adherence to ART drugs. The odds ratio
from the logistic regression indicates that patients with good adherence to ART services are
likely to improve the quality of ART services. This finding concurs with that of
Mosadeghrad (2014) where it was found that client's cooperation and adherence influence

4
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65.9%. This suggests that majority of the respondents adhered to prescriptions given (o
them. Adherence however, is influenced by multiple factors. Studies by Potchoo et al.
(2010) and Morowatisharifabad et al (2019) identified knowledge as a factor influencing
adherence.

In addition, forgetfulness to take ART drugs is another factor influencing non-adherence to
ART drug among some PLHIV (Potchoo et al., 2010). In this study however, majority of
the respondents reported that they hardly forgot to take their ART drugs. This could
contribute to the high quality of ART services identified in this study. However, the study
found no significant association between cost of transportation to ART clinic and quality of
ART. In the same way, no association was found between employment status and quality of
ART services. There might be the need to replicate the study in other hospitals among
PLHIV 0 ascertain if association would be found between these factors that showed no
association with quality of ART in this study. Similar pattern was observed in Botswana,
Tanzania and Uganda where mean cost of transport to ART facilities was not significant
with serviee adherence to ART service quality (Wahed, Hassan, & Eldessouki, 2017).
Contrary to what was reported by Yakob & Ncama (2015). They identified perceived

reased costto iated with good quality HIV care (Yakob & Ncama,
2015). Employment starus was not significantly associated with ART quality. A similar
finding was reported by the International Labor Office where no evidence of employment
staus was identified or associated with ART quality of optimal ART adherence (ILO, 2018)
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Although, health workers do not comprebensively understand quality of ART services, this

study reported high quality (88.9%) of ART services by PLHIV. The reasons for this
observation and trend could serve as an indication that, the patients similarly do not have
comprehensive understanding of quality ART services which make them completely
satisfied with only treatment been offered. This perception affects the scope of suggestions
on how to improve on quality ART services. Suggestions from the views of service
providers were limited to only provision of logistics, which only forms a portion of ART
services (Ndou et al., 2016). However, the clients made suggestions which focused on

providing adequate staff and equipment. In the absence of these. they suggested it could

possibiliy of negatively affecting the quality of service offered and poor adherence to ART
as observed in the current study. The Guidelines for Antiretroviral Therapy in Ghana
ensures that clients have access to ART drugs at no cost. This ease of accessibility to ART
drugs could be another factor, which might increase client perception of quality of the
services and reduce morbidity and mortality associated with HIV.

5
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D RECOMME%ATION

CONCLUSION
6.1 Conclusion
Although there are intensified educational avenues on increasing awareness and knowledge
on ART service quality, service providersat the Ridge Hospital in Accra have fairly positive
perception on quality service which has affected their ability to envisage suggestive ideas
on how to improve service. Despite service providers perception on ART service quality
was fairly positive, clients' sccking ART services at the hospital perceive services offered
0 be of good quality. Major predictors of service quality identified in this study were
waiting time and adherence to ART. According to clients'. improving ART services should

span from provision of adequate staff 1o cquipment.

6.2 Recommendations
1. Service providers at the hospital should reduce waiting time by providing adequate
staff to reduce workload in order to reduce waiting time of clients”.
2. Administration of the Accra Ridge Hospital should provide relevant equipment at

ART unit in order to improve service quality.

Periodic onsite coaching of health personnel at ART clinic on proper counselling

.

q\ izing the essence of strict 10 ART g clients.
‘This is likely to encourage clients to patronize ART services leading to an increase
in adherence.

4. Health personnel should remind clients cach time they visit ART clinics on

adherence 10 their drug preseriptions. This is likely 1o reduce forgetfulness
associated with drug intake.
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Multimonth scripting i.c. giving 6 months drug supply. Triaging of patients so that
stable patients who require medicines go straight to the pharmacy and not wait for
the doctors. Sick and unstable patients are identified and they sec the doctor.

Reduces waiting time and improves efficiency.

6.3 Limitations of the study
The study population was small due to the use of one facility for this study therefore the
of these findil be done with
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nts Information Sheet

Appendis 1: Partici

Title of Study: ASSESSING THE QUALITY OF ART SERVICES FOR PEOPLE
LIVING WITH HIV AT THE GREATER ACCRA REGIONAL HOSPITAL IN
ACCRA, GHANA

Introduction: My name is Esther Kawiah Allan, an MPH student with School of Public
Health- University of Ghana.

Contact details

Mobile number: 0245948585 / 0208981482 Email: kawiahallan@yahoo.co.uk

Background and Purpose of research: Thi h forms part of academi
for the principal investigator who is pursuing a masters degree in Public Health at the
University of Ghana School of Public Health, Legon. The research is aimed at assessing the
quality of ART services for people living with HIV at the Greater Accra Regional Hospital

in Accra, Ghana.

Nature of research: I will indulge your participation for this study by interviewing you
individually to get your views on the quality of ART services provided at this faclity, I'm
expecting to interview 261 clients and some selected numbet of health workers all from the
ART centre. In some instances your voices will be recorded. This is to help me assess the
quality of ART services provided here at the Greater Accra Regional Hospital and our

findings will help inform policy and improve on ART services.
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Duration /what is involved: the interview will last between 15-20minuts. I will ask some

questions and you provide the answers. Where applicable | will record your voice but only
if you agree 10

Potential Risks: There is no harm or risk associated with this interview. All 1 need is your
tme to participate. The inerview will be done in this facility, which will be agreed with
you, will be safe and confidential. It is possible that you may feel stressed from the time and

sitting requirements for the interview.

Benefits: There will be no direct benefits to your person for participating in this rescarch, It
is anticipated that information you share voluntarily may contribute to knowledge that may

help improve on the ART service quality in Ghana.

Costs: There will be no cost to you.

e thereis ion for your participation in this study.

Confidentiality: Any and all information you provide will be used for the purpose of this
research and any report emanating from it only. No personal identifying information will be
collected from you. Al information given will remain confidential and stored in a box and
lacked with a key with access restricted to only the principal investigator and the academic
supervisor. The data will be permanently discarded after a period of one year.

Voluntary participation/withdrawal: Participation in this research is voluntary. You may

mﬁxxwmmnceﬂainqumimordecidcwop(omofﬂumhuunylimtwilhmn

giving any reasons; and without you being victimized in any way.

Feedback: Info i Hected will be used solely for the purposes of this
rescarch and any report emanating from it. The facliy willbe provided with the information
and recommendation at the end.

s1



ISty Gefwhsliairaa inesh s SEone e e

medical procedures or treatment.

Feedback to participant: the feedback from this study will be shared with the head of the
facility.

Funding information: This research will be self-sponsored by the principal investigator.
Sharing of participants Information/Data: All voice recordings and data gathered from
participants in this research will remain in the ownership of the principal investigator until
destroyed after one year, and will be shared with o other individual or organization during
this time. A report of the research will however be presented to the head of the facility and
the National AIDS Control Programme

Storage of samples: Not Applicable

Provision of Information and Consent for participants: You will be given copies of the
information sheet and consent forms after it has been signed or thumb printed to keep.

Who to Contact for Further Clarification/Questions:

1. Esther Kawiah Allan: 0245948585 / 0208981482, Email: kawiahallan@yahoo.co.uk

N

Prof. Kwasi Torpey (Academic Supervisor,)
3. Madam Hannsh Frimpong (Administrative Secretary, Ghana Health Service Ethics
Review Committce; 0507041223)
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Study Title: Assessing the quality of art services for people living with HIV at the
greater Accra Regional Hospital in Accra, Ghana

PARTICIPANTS® STATEMENT

1 acknowledge that I have read or have had the purpose and contents of the Participants’
Information Sheet read and that all questions have been satisfactorily explained to me in &
language | understand (English ...... Ga...... Twi...... ). 1 fully understand the contents
and any potential implications as well as my right to change my mind (ie withdraw from
the research) even after I have signed this form.

I voluntarily agree to be part of this research.

Lagree for my voice to be recorded  (please circle response)  YES NO
Name or Initials of Participant. ...ID Code ...
Participants’ Signature ......... OR Thumb Print............. OR Mark (Please specify)......

Date:

Linterpreted the purpose and contents of the Participants’ Information Shm 10 the afore
wnedpammpm(wlhebeﬂofmy-bnlnymlhe(lingllsh . )
language 1o his proper understanding.

All questions, appropriate clarifications sort by the participant and
A o, sopopit lific by the participant and answers were also duly

Name of Interpreter.

Signature of Interpreter......
Contact Details

53
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1 was present when the purpose and contents of the Participant Information Sheet was read
and explained satisfactorily to the participant in the language he/she understood (English
GauovoTWi .ot )

1 confirm that he/she was given the opp 10 ask questi ifications and
same were duly answered to hisher satisfaction before voluntarily agreeing o be part of
the research.

Signature. ...

Date:..

INVESTIGATOR STATEMENT AND SIGNATURE
Example; I certify that the participant has been given ample time to read and leam about
the study. All questions and clarifications raised by the participant have been addressed,

Researcher's name. ..

Signature ......

THANK YOU
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Objective: To assess the service providers perceptions on quality of ART services

I3
" Profes
Ranl
Tait of work:

Years of work in ART services

4

Please state your role and responsibilities at the ART clinic?

Please explain your understanding of quality ART services?

How will you describe the quality of ART services provided in this facility?

What are the challenges you face in providing ART services to clients?

Please describe any way by which you think quality of ART scrvices can be
improved.

6. What suggestions do you have on improving ART services to clients?

voa e e =

Thank you for your participation
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1. Age in complete years:

2.Sex of respondent.

Male(1] Female [2]

3. Marital Status:

Single [ 1] Married (2] Divorced [3 ]
Scparated (4] Widowed 5] Cohabiting (6]
4. Highest level of education:

None[1]  Primary[ 2] JHS(3] SHS[4]
Tervary (5] other [ 6 ] specify...
5. Employment Status:

Employed [ 1] Unemployed [2 ] Self-employed [3 ]
6. Overall, how would you rate your quality of health during the past 4 weeks?
Not Satisfied [ 1 ] Satisfied [ 2] Verysatisfied (3] Extremely satisfied 4 ]

7. How long does it take you to travel to the ART facility on a normal day?

8. Haw long do you normally wait to see a doctor at the ART facility on a regular day?

9. How much did it cost you 10 get here?

10. Which ART are you taking?

First line { 1 ] Second line [ 2] Third line [ 3] .

11. How often do you get your ART refill?

Moathly { 1] Two months [2) Three months [3] Six moaths [ 4 ]
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13. People sometimes miss taking their odications OF Pt
other than forgetting. Thinking over the past two weeks, were
there any days when you did not take your [health concern]
medicine?

14. Have you ever cut back or stopped taking your medication
without telling your doctor, because you felt worse when you

3 you travel or leave home, do you sometimes forget to
bring along your [health concern]

16._Did you take your [health concern] medicine yesterday?

17. When you feel like your [health concern] is under control,
do sometimes stop taking your medicine? Taking
n everyday is a real i for some people.

18. Do you ever feel hassled about sticking to your [bealth
concern] treatment plan?

19. How often do you have difficulty remembering fo take all
your medications?
N

Once in a whil
Someti

Usually,
All the time.




Health personnel _practice and

conduct

20. In the past three months how will you
rate the support and compassion you
received in the course of your ART from
the health providers?

D

q
G

31 How much will you rate the respect
and digaity hulm care providers freat
you with in the course of your ART
services in this facility?

72. When you amived, how would you
rae the courtesy of the staff?

3. How well have the healh
professional been honest with you in the
course of your treatment?

24. How will you rate the level of
privacy you are normally given at the
ART clinic?

25. How well were you normally
involved in the decisions regarding
decisions about the best medicine for you
a5 much as you wanted to be in?

[26. How well do you think you were

! ph)swz.lly examined by your physician
L and nurses d your visit?

Adequacy of resources and services

27. How do think the ART clinic
performs in terms of having enough

‘medical equipment?
28. How will you rate the ART supplies
within the facility

. . How wel aciowes the waiting

30. Hm\ well i isthe samtauon atthe ART
facilit

Healthcare delivery

31 How will you consider the diagnosis
services provided at the facility?

32 How well do you think the ART
giving at the facility is of good quality?

33. tHow well do you think the ART
ing 1 e iy belpog w retos

i mu you consider the diagnosis
services provided at the facility?
Accessibility of care

35. How well does the operational hours

of the facility suites you?

58
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37. How will you rate how far the
distance is from your home 1o the ART

38. How do you consider the waiting
time to see a doctor at the ART centre

39. How do yvu consider the cost
involved in AR’

Thank you for your participation.
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(Adopted From John Snow, Inc Tool ess Si ram Readiness for Initial

| Date

| Time finished

esearchers name

]

taff interviewed:
[Domain L: Leadership and Program Model
[Area
T £ )
Leadership | Hasno Hassome | Has leader with | Has leader | - Has strong
identified | leadership for | vision and some [ with vision | leader who is
leadership or | program at | experience and spearheading
commitment | some level at | managing experience | ARV program,
atsiteorin | sitcorin health care ging | and has
community. | community. | related HIV related | experience or
programs, but | health care | training in
needs assistance managing ARV
with designing | is en programs
and settingup | establishing
programand | an ART
protocols. program

1 2 3 4 s

Modelof | Has not Has identified | Has choscnor | A detailed | Detarled model of

Care identified any | some potential | adapted model | model exists, | care and
potential modelsof | of care but lacks | and operating | operating
models of | care that could | details procedures | procedures both
care forthe | be adapted to are drafied or | formalized and
ART ART but being created. | approved
program. needs

assistance
T z 3 ) 5

ART May have | Has Has accessto | Hlas onl Has o

Protocols | experience | experience | national wurkingy arat | protocats I:d
with non-HIV. | with some | protocols but | guidelines | ARY. eligibility,
medical care | HIV-related | have not been yet Screening eriteria,
protocols, but | care protocols | adapted to the regimens,

0 knowledge | but no site or have not | finalized for | initiation. clinical
oforaccessto | experience | been approved | sitc) but acks | and tab,
f or With ARV | by site site specific | monitoring and
3 protocols ‘management. policies and | follow-up,
protacols procedures in | adherence,
someareas. | management of
side effects,
treatment
\J interruption, and
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;p Domain Score (Total Lead:

: Services and Clinical Care
1 2 3 4

ART | Has few if | Has outpatient | Has some Has some Hls appropriate
any staff [ HIV care training with | training with | training lnd_
with experience but | ART at certain | ART but experience in ART
outpatient | no ART levels of staff | limited in all key arcas and
HIV care | training or but still experience and | most supportive
experience; | experience. inadequate at | may require positions.
no ART some levels. additional
experience training of
or training. staff.

1 2 3 4 ']

Compr | Hasvery | Hasaccessto | Has some Has PMTCT | Has on-site essential

eheasiv | limited HIV | VCT on-site or | outpatient HIV | including VCT; | services for ART

. primary | by refenal; mzdxal services | has more program including

Serviee | care or other | provides HIV extensive HIV | adherence,

H important | primary care or Imluga - outpatient care | counselling, patient
services | other outpatient | services; services education, monitoring
citheron- | HIV medical | provides STI | provided on-site | and management of
site o services on-site; | treatment and or by toxicities, and
through inadequate VCT onsite. coordinated treatment failures. Has
linkages. | capacity to established full scope of other

expand services linkages services on-site or has
without TA. including O | coordinated linkages to
and TB these services (VCT,
treatment, Has | HIV primary care, Ol
either gaps in prevention and
some support treatment, STI,

: services or management, PMTCT,
T8 i,

linkages to these ‘management
services or counselling, nutritional
inadequate counselling, linkage
capacity in with inpatient care.
arcas. access to assistance

with conerete supp
(food, housing), home-
based care. family
planning, and

it

pos
prevention).
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o 1
designated space for ART | adequate clinic space
space yet for for ART program
ART buthasa | confidential including access to
plan. space but confidential space.
overall space is
plan for for expansion. limited.
location or
expansion.
1 2 3 4
Comm | No Community | Community | Community | Networking has
wnity | community | interest meetings networking | developed into
imvelv | network, generated underway; established formal referral or
ement | involveme | through ‘community between community
nt, or ‘community leaders stakeholders in | collaboration; has
support | mobilization | contacted; areas of health | full buy-in of
established | for support. | linkages being | admin., govt. | stakeholders
or initiated. i i ity including PLWHAS,
initiated e activists, faith- | traditional healers,
including plans | assessment based govt. admin.. other
toinvolve underway; orgamuuons, service
PLWHAs. formal or organizations, and
informal input Commumly community leaders.
from needs
’ PLWHAs. assessment
complete;
active
involvement of
PLWHA
] o

Total Services Score:
Services Domain Score (Total Services Score/d):




D
7
15 ___— |
Has system in
HMIS to clementsof | follow ac;;or
i i track patients | HMIS but patients, but | tracking
é;'.‘:ﬁ:?""' patients; no | but 0o limited may have pﬂmgn:-
M) or very basic | specific HIV | capacity for | gaps in medic: .
| medical treatment expansion to | tracking records, an
record information | meet ARV paticntsand | charting for
d system. included. program ical clinical care
Some needs; require | charting and labs
elements of | improvement | capacity. including
‘medical in medical specific
record record forms/flow
‘ i system. capacity or sheets or other
‘management. processes for
ART.
== 1 3 3 4 5
Program | Hasno Mayhave | Has HIV- Has some Program level
Monitoring, | procedures | some related M&E, | procedures or | M&E includes
and or plans for | procedures | some training, | plans for process and
Evaluation | program /plans for or access to program level | outcome
! level MEE | program other M&E | M&E and ‘measures of
forany level M&E | resources, but | quality HIV care
. programs. | for other nospecific | improvement | program
programs but | procedures | for ART including
inadequate | for M&E of | programbut | ART; results
for ART or plansneed | are routinely
immediate | quality improvement. | used for
s addionf | improvrment program
tosite. | plan in place. decision
making
through
quality
improvement
processes.

Total Protoeols/Management and Evaluation Score:
(Total Protocols/Management Score 12 );
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Ftgre

afiag ‘Has core clinical | Lacking in Fully staffed
| vacancies, clinical staff | staffand some | some staffing | according to
| including key | but inadequate | support staff, | positions, but | model of care
itions and | capacitylo | some vacancies. | able to cover | and capacity
1o clear capacity | initiate Has clearly all critical to sustain and
o fill. programorto | outlined needs | arcas of ART | increase ART
fill additional | and plan or ‘program. program.
vacancies. proposals to fill
' them.
1 2 3 3 5
[Esperienc | Existing staff | Existing stafl | Has existing Staff has, Has
e may have has HIV care | staff with received some | adequately
i limited experience, but | outpatient HIV | training in and | trained staff in
outpatient HIV | no or limited | care experience, | may have all positions
care but no ART | ART but limited limited with
expericnce o | experience, | training in ART | experience | experience
training; and inadequate | to date. with ARVs in Hl’:’c:rimly“
inadequate resources for treatment. care and ART
human resources | immediate ini i
nan reso Minimum key | including
! for immediate _ | addition of staff have prescribing
addition of ART | ART to site, y
: oot fo 3 been fully follow-up,
| hodgas bocsome plans m;ngqbi,. adherence
< - prescribing,
ex;
w:ﬂm or | expand/train. :llll::n:': and | counselling.
1 2 3 O
Visna : 4 5
oy gem :: I;:m P::é:':i Dmlop;lfn Has staffing Has mostof | Has adequate
Training | needs or but need planbutvith | staffing plan | saffing plan,
nd | magemens | additonal | forhurng | appccend | including
Rews o  hiring Sneiions]: :
tion  will require expansion of | process, staff perational; | identified
extensive staff | plan for hiring, e may require | staffing
training and on-going training, and/or mm‘: = il
development. training, and ent m_s or s, on-going
management. 8 training and
retention plan,
! knowledge of
| staffing needs,
and plan to
e fill gaps i

Total Staff Score:

Staff Domain Score (Total Staff Scorer3 );

| staffing needs |



Has limited or | Has access to

spectrum of

10 access 1o juired labs ol h | tests as
required labs | as defined in capsiiy,such | esoas
as defined in | WHO/national mlver s | AAVieroi
| [prosocol bub access to including CD
i WHO/national | s not reliable. BT | annier
pOCoIE o for screening | quality lab an
i and monitoring | consistent
| mume excluding availability of
] st CD4s and viral | reagents and
load count; laboratory
able to do total | supplies.
lymphocyte
count.
1 2 3 4 H
Quality | Has no quality | Has Has somewhat | Has relatively | Has intornal
Standards | of standards; | quality of b | reliable reliable and external
| no program or 3 equipment with equipment with | quality
budgetfor  |uneliable | some functioning | back-up plan | assurance
cquipment | equipment | maintenance and equipment | program,
maintenance | programand lab | maintenance | reliable
limited programand | supply programin | equipment
availabilty of | QA process in | availability. Lab | place. Lab does | maintenance
Iab supplies. | place. has some quality | some intemal | program, and
standards but and external continuous
complianceis | QA. May have | availability of
ircgular. occasional | reagents and
breaks in other lab
service, supplies.
I
Total Lab Score:

Lab Domain Score (Total Lab Score/2 )



s supply chain in
place but may need
improvement in one

secure local st
adaptation t0 and dispensing
including. ‘accommodatc specific i QA system for,
and | requirements of zpaelly monitoring pro
management of ale. very limited mr rars availability to
ARVs and creating | QA process 3 vent stock
2QA proces2 for | product availabiiyy. | unrlisble QA STARVsatste
‘product cess for product
i Evalability. availability.
! ] 3 i - e
G s devel
[ Poarmac | Has o established | Fas = l-mn;n'y Has o inventory o e AR Viinverfiony
? B' proced: fo ‘management ‘management (o¢
e m and W,"'::“l ARV buchas procedures for | and procedures
- management inventory established ARVs but including 5
procedures for | management inventory nconples.Hes | el
ot : Cad b 4 € stock sta
drogs. esseatial procedures fos other mwmory foutine s
essential drugs that reporting,
are clearly procedures P for dispensing, and
implemented. other essential ‘ordering emerge
drugs. supplies. Has sa
| for other essenti
| drugs.
[ 1 2 3 4 S
Finanelal | Has not ken seps | Has taken steps Has identified Has shon-term
Resource | toward Wlentfying | toward idenifying | potential funding | source of funding | source(s) of fun
slor | sourcesof ARVs. | sowces of ARVs; | sourees forshort- | for initial ARV | for ARV requi
ARV and | Very limited limited term ARV procurement but for current and
Other procurement u(dm, ‘procurement but resources for planned patient |
Drug itment is not ing are | for a least the
Procure | drugs for HIV related finalized. Need insecure. Has year and has &
it jons, ARV- | additi ing | sdequate swpples | commiment
il . plans for follow
and other essential availability of other mwnuu ol funding. Has.
ARV-related side | drugs. ‘medications for ‘adequate li
effects, and St
‘emential drugs. HIV related ARV-related side | management of
complications, effects, ond other | HIV-related
effects, and other ARV related sid
essential drugs. effects, and othe
Total Drug M: Score:, Drug M

Drug Management Score/3

Domain Secore (Total
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Objective: To explore clients expectations on improving, quality of AR’

[ l -
[ Marital status: I B

"Occupation:

“Interviewer:

Translation u:

No:

Can you tell me what quality of ART services is?

‘What are some of the challenges you face in secking ART services?
How satisfied are you with the services provided at this facility?

w s e -

What suggestions can you give on improving the quality of ART services?
Tell me what your expectations are concerning improving ART services,

Thank you for your participation.
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